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Thesis Abstract 
 

 

A systemic conclusion within the extant literature is that victimization and poly-

victimization leads to adverse psychological outcomes. A large body of literature 

exists as it pertains to the association between victimisation and mental health in 

studies utilising samples of childhood victims, female victims, and mixed samples of 

male and female victims; less research exists as it relates to male victims of 

interpersonal violence and abuse. The aims of this thesis were therefore to 1.) 

identify profiles of interpersonal poly-victimizations in an exclusively male sample 

(Chapter 4); 2.) to examine the differential predictability of these profiles on negative 

mental health outcomes (Chapter 5). Further, Chapter 6 assessed 3.) the role of 

perceived physical health on the relationship between typology of interpersonal 

poly-victimization and psychopathology, while Chapter 7 examined 4.) the impact of 

perceived interpersonal social support on the relationship between typology of 

interpersonal poly-victimization and psychopathology. A final line of enquiry involved 

a pioneering analysis strategy, the Meaning Extraction Method (MEM) to 5.) evaluate 

the natural language used by male victims to express their thoughts, feelings and 

emotions in relation to their experiences (Chapter 8).  

Using Latent Variable Modelling techniques applied to data from 15,862 adult males 

from Wave 3 of the National Epidemiologic Survey on Alcohol and Related Conditions 

(NESARC), aims 1 to 4 were addressed. Latent Class Analysis exposed a 3-class 

solution as optimal. Logistic Regression was subsequently utilized to establish risk 

across mental health disorders.  



xiii 

 

As expected, victimisation profiles showed elevated odds ratios for the presence of 

mental health disorders across all domains examined, suggesting that multiple life-

course victimisation typologies exist, and that victimization is strongly associated 

with psychopathology. Mediation analysis showed that for male victims, physical 

health is an important factor in their psychological health and that perceived 

interpersonal social support has a mediating impact and further, moderates the 

relationship between participants categorised as childhood poly-victimised in cases 

of Drug Use Disorders, Depressive Disorders and Personality Disorders. The 5th aim 

of this thesis was addressed with a pilot study utilising MEM analysis in Chapter 8, 

however, data collection fell short of the standards needed for a MEM analysis. 

Consequently, no MEM analysis could be completed however, valuable information 

was gained and taken forward into the results, discussion and implications of this 

chapter. The minimal data gathered in this study showed promising results as it 

concurred with previous findings. Suggestions for improvements in the data 

collection strategy are discussed.  Several notable findings from the thesis are 

discussed in an overview in Chapter 9. 
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“Men are disturbed not by things, but by the view which they take of things” 
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Section 1.1: Victimisation 
 

This chapter will introduce the topic of the current thesis: Interpersonal Poly-

victimization and Negative Mental Health outcomes in men. It is divided into four 

sections for ease of navigation:  

• Section 1.1 deals with the topic of victimisation and poly-victimization by 

outlining definitions of the main concepts and discussing a brief political 

history of victimisation in men including the development of victim’s rights 

organisations. Consideration is then given to the stereotypes that shape social 

expectations of men; 

• Section 1.2, details issues surrounding the measurement techniques used, 

and prevalence of victimisation experiences in the USA, including official state 

records and self-report questionnaires. Further, it will outline the definitions, 

prevalence and risk factors associated with common interpersonal 

victimisation experiences both in childhood, and across the life-course. 

Finally, this section of the introduction will discuss the cumulative impact and 

negative mental health outcomes associated with these experiences; 

• Section 1.3 outlines and critiques the most salient theoretical perspectives 

that may aid our understanding of how victimisation experiences impact 

those who experience them and why; and 

• Section 1.4 concludes with a summation of the main and peripheral aims of 

this thesis, the rational for this research and an outline of the research 

questions this thesis will attempt to answer.   
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1.1.1 Introduction 
 

The word trauma is translated from the Greek noun traumatos meaning wound 

(Dominik, 2002), and trauma and traumatic experiences are an everyday feature of a 

human life. At some point across the life span, almost every person will experience a 

traumatic event (Friedman, Keane & Resick, 2007). This could be a car accident, the 

death of a loved one or being the victim of a crime. However, traumatic experiences 

can include several types of event, for example, experiences of war are very different 

from involvement in a road traffic accident. These different types of trauma have 

different attributes and can fundamentally differ in how they are experienced both 

physically and psychologically (Sayer et al., 2008; Mayou, Ehlers & Hobbs, 2000).   

 

1.1.2 Interpersonal victimisation 
 

Victimisation experiences are a specific type of traumatic experience that are 

targeted, interpersonal, abusive and often chronic in nature and further, many go 

un-detected (Crastnopol, 2015). They have a very personal and often intimate nature 

and differ from non-interpersonal traumas. In childhood, these are often referred to 

Adverse Childhood Experiences (ACEs) and include childhood physical, sexual and 

psychological abuse, neglect and the witnessing of domestic violence (Felitti et al., 

1998). 

 

In adolescence, dating violence, bullying and assault are prevalent (Foshee et al., 

2014), with adulthood intimate partner violence (IPV), assault, stalking and rape also 
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being interpersonal trauma experiences (Holt, 2013; Hall, Critcher, Jefferson, Clarke 

& Roberts, 2013; Griffin, 2015). In old age, experiences can include elder abuse and 

institutional abuse (Burnes et al., 2015).  

 

Of note, recurrent small daily psychological traumas can be as impactful as more 

salient incidents such as an assault. Examples would be when a parent persistently 

tells a child they are stupid, or calls them names, or when one romantic partner 

exerts coercive control over the other including disparaging, patronising or 

condescending comments intended to belittle a person.  Crastnopol (2015) discussed 

the psychological impact of persistent micro-trauma and how these foster negative 

emotions stating; “a series of smaller psychic excitations can accumulate to have a 

large distorting effect on the self” (p.6). 

 

The World Health Organisation (WHO, 2016), divide violent acts into three categories 

by perpetrator “self-directed violence; interpersonal violence; and collective violence” 

(p.4). The focus of this thesis will be on the victims of interpersonal violence and 

abuse. The WHO also summarises interpersonal violence in two general categories; 

1.) family and intimate partner violence, 2.) community violence. The family and IPV 

category includes relationship violence occurring mostly at home, for example 

childhood abuse and victimisation by a romantic partner. Community violence is 

described as that between unrelated persons occurring outside the home, for 

example assault, mugging or stranger rape. 
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1.1.3 Interpersonal poly-victimization and re-victimisation 
 

For some, the experience of a victimisation is not an isolated occurrence. Indeed, 

Finkelhor, Turner,  Hamby and Ormrod (2011), stated that where one victimisation is 

experienced, multiple victimisation experiences will be present. This is termed poly-

victimization, and while Finklehor and his colleagues were referring to ACEs, such as 

the experience of abuse and neglect, criminal victimisations and violence in 

childhood, poly-victimization has also been conceptualised as being experienced at 

any stage or across multiple stages of the life-course (Ramsey-Klawsnik & Heisler, 

2014). For example, Cavanagh, Martins, Petras and Campbell (2013), showed 

experience of poly-victimization in adult females who suffered IPV where they 

endorsed experience of multiple forms of intimate partner violence and abuse. 

Re-victimisation is another term used to mean the experience of victimisation 

subsequent to the first experience. Victimisation experiences can be concurrent or 

sequential and can have a devastating impact on the victim. Re-victimisation is 

defined as exposure to the same or similar type of victimisation experience or, 

exposure to a different type of victimisation at some later time in their life (Scott-

Storey, 2011). Indeed, victims of childhood sexual abuse (CSA) have been found to 

be at increased risk of exposure to adult sexual assault and rape (Ports, Ford & 

Merrick, 2016). For the purpose of this thesis, the term poly-victimization will be used 

to reference all multiple victimisation experiences including poly-victimization and 

re-victimisation experiences. 
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1.1.4 Defining the term ‘Victim’. 
 

The word ‘victim’ is from the Latin ‘victima’, meaning sacrificial animal 

(Dictionary.com, 2018). In examining the definition of the word ‘victim’ we should 

understand that a definition may be different from the lived experience of being a 

victim. According to Altheide et al. (2001), the media has portrayed a perception that 

everyone is a victim, whether they are aware of it or not. The word victim has four 

main definitions in the dictionary when used as a noun: 

• A person harmed, injured, or killed as a result of a crime, accident, or other 

event or action. 

• A person who is tricked or duped. 

• A person who has come to feel helpless and passive in the face of misfortune 

or ill-treatment. 

• A living creature killed as a religious sacrifice. 

Adapted from Oxford University Press (2018) 

It is also possible to define a victim as a person needing to be “shielded or protected 

from something” Altheide et al (2001. p316).  

1.1.5 History of Victimisation in males 
 

In Roman legend and mythology, Romulus and Remus were cast adrift on the river 

Tiber, biblical times saw the story of Moses, left in a basket on the river Nile, and King 

Herrod ordered the murder of all male children when Jesus was born. Indeed, stories 

of the victimisation of children and infanticide are heavily populated by the 

destruction of male children throughout time. In the last century, it is estimated that 

188 million men died as a result of various military combats fought across all nations, 
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for the most part by young men, including two world wars, the Vietnam war, and 

wars in Afghanistan, Iraq, the Falklands and Kosovo (Synnott, 2016).  

 

Violence and abuse against non-combatant boys and men can be found in the history 

of many theatres of war. This type of violence is targeted specifically against males 

(HSR, 2005). Jones, (2000) cited examples from the Kosovo War and Stalin’s purges. 

Indeed, in a theatre of war, sexual violence against men is a form of psychological 

warfare used to demoralise an enemy and was historically recorded as far back in 

time as Ancient Persia, and during the crusades (Sivakumaran, 2007). 

 

In the last century, the landscape against which victimisation experience is set has 

changed. Research has been carried out to examine the deleterious impact of trauma 

and victimisation experiences, organisations formed and mobilised to lobby for 

legislative change and better support for victims. These organisations have sprung 

up across developed nations amidst a background of political and social change for 

citizens, to the status of consumers with associated rights. As a result, more 

legislation has been brought forward to improve support and justice for many 

victims. 

 

1.1.6 The rise of Neoliberalism: A brief overview from citizen to consumer 
 

Of relevance to this thesis is the political era of the Regan and Thatcher years. 

Margaret Thatcher was elected Prime Minister of the UK in May 1979 and Ronald 
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Reagan was elected President of the United States in 1980. The combined policies of 

their Governments aimed to renovate the economic structure of their respective 

countries and globalise the reduction in the power of the unions and the labour force, 

and promote financial freedom which brought Neoliberalism to the fore (Guttal, 

2007; Robertson, 2007). Neoliberalism at a very basic level refers to the economic 

concept of market power, where individuals have a free market and free trade as 

well as robust rights over privately owned property (Harvey, 2007). This changed the 

basic concept of citizens to that of consumers. The notion of consumerization 

reverberated throughout western culture in all areas and found support in the Mont 

Pelerin Society, an exclusive consortium of academics and others formed in 1947, 

which further supported the rise of Neoliberal ideology.  

 

Indeed, directly related to the rights of consumers, the Mont Pelerin Society (MPS, 

1947) original proclamation states: “The central values of civilization are in danger. 

Over large stretches of the earth’s surface essential conditions of human dignity and 

freedom have already disappeared … The group holds that these developments have 

been fostered by the growth of a view of history which denies all absolute moral 

standards and by the growth of theories which question the desirability of the rule of 

law” (MPS, 1947).  Indeed, one of their study priorities states “Methods of re-

establishing the rule of law and of assuring its development in such manner that 

individuals and groups are not in a position to encroach upon the freedom of others 

and private rights are not allowed to become a basis of predatory power” (MPS, 

1947). These notions and associated developments included the right to protect 

property and the person, and whether intentional or not, came about amid a 
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backdrop of the formation of many victim rights organisations who lobbied for the 

rights of victims to be enshrined in law.  

 

1.1.7 The development of victim’s rights organisations in the USA. 
 

In the 1960’s and 1970’s attention began to focus on victims; victimisation surveys 

were developed, and many victim advocates came together, formalised and 

organised into effective and powerful voices for the many victims across the world. 

This cumulated in the formation of the World Society of Victimology (WSV) in 1979, 

which comprised a group of academics, practitioners, policy and lawmakers who 

came together to research, examine facilities, support victims and raise awareness. 

Joined by the harrowing voices of victims, change began with President Reagan’s 

inception in 1982 of the President’s Task Force on Victims of Crime (Dolliver, 1987). 

Among the recommendations was a call for amendments to the American 

constitution to allow victims a place within the criminal justice system. As a 

consequence of this, Congress implemented The Victim of Crime Act and founded 

the Office for Victims of Crime (Waller, 2011). Several other landmarks are notable 

in the development of support for victims and initiatives within the judicial system 

which developed over a similar period of time. 
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1.1.8 The Declaration of Basic Principles of Justice for Victims of Crime 
and Abuse of Power 
 

Known as the “magna carta for crime victims” (Waller, 2011. p5), The Declaration of 

Basic Principles of Justice for Victims of Crime and Abuse of Power was espoused by 

the United Nations General Assembly in 1985 (ibid). This brought to the fore a 

realisation that a change in focus for the judicial systems was important. Rather than 

just focusing on the punishment of perpetrators, it recognised that victims should be 

the central focus, and investment should be made in the prevention of harm, 

restitution and compensation, with a significant space within the judicial system for 

victims. 

 

1.1.9 The Violence Against Women Act 
 

Attention also began to be paid to the plight of violent victimisation within the home 

and particularly, the dire experience of some women within abusive domestic 

relationships. Tireless campaigning by those in the feminist movement (Waller, 2011) 

in the 1980s and 1990s meant political pressure was applied; this resulted in 

President Clinton introducing the Violence against Women Act (VAWA) in 1994 and 

a government supported Office on Violence Against Women as part of the 

Department of Justice was adopted (Waller, 2011). It could be argued this act began 

a gender split in the support and provision for victims of domestic violence. The act 

was designed to protect women from domestic violence and allow for recourse and 

justice through the courts (Franklin, 2013) however, this act has had a slightly 
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contentious history over the years. Directly relevant to the current thesis, this act 

was designed to protect females from domestic violence and abuse with no 

reference to male victims. Male victims were not a priority. Indeed, of note, while 

the title of the act references women, the operational text of the act was gender 

neutral (DeMay, 1994). 

 

1.1.10 Feminist activism; the second wave 
 

Much research purports that females fair worse than men when falling victim of 

traumatic or victimising events. For example, Breslau (2009) used a 19-item trauma 

experience checklist which included a range of traumas such as rape, war-related 

trauma and natural disasters, to measure a simple count of event exposure to show 

evidence that females are more likely to show elevated endorsement of PTSD, 

compared to males. This is in direct conflict with the findings of Peterson, Voller, 

Polusney and Murdoch (2011) who noted that adult male victims of sexual abuse 

reported greater traumatic stress symptomology than females.   

 

Research into victimisation experiences over the last four decades has been driven 

by a feminist activist agenda (Bumiller, 2009) which has commendably secured 

attention on the plight of female victims to investigate trauma prevalence and 

related outcomes.  This has led to prolific resources, policy, treatment and 

interventions that have been designed and developed based on this research.  
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Indeed Graham (2006) states “male victims are largely neglected by the 

predominantly feminist perspective…and the need…to account for both male and 

female alike”(p.187). It would appear that this research direction has been at the 

expense of other victimized populations including minority groups such as the 

Lesbian, Gay, Bisexual & Transgender communities (LGBT).  

 

This raises a question as to the validity of comparing males to females in 

interpersonal trauma and victimisation research. Other research has shown that 

male victims experience elevated psychiatric symptomology when compared to 

females (Gershon, Minor & Hayward, 2008). Breslau (2009) concurred that males 

endorse higher total rates of abuse and victimization experiences across the life-

course when compared to females. Moreover, it has been well established that males 

are notorious for not disclosing interpersonal trauma and victimisation experiences 

for a variety of reasons including fear of being blamed (Alaggia, 2005; Preston, 2016). 

Thus, prevalence of victimisation experience may be vastly underestimated in male 

populations. 

 

Relevant to this may be the Theory of Alexithymia, (Lane, Hsu, Locke, Ritenbaugh & 

Stonnington, 2015) which explains how a person is unable to label, understand or 

acknowledge emotions or actions and may help explain why some male victims do 

not identify themselves as a victim.  In the case of sexual assault and rape, males may 

not self-identify and acknowledge their experience as an assault or as a crime against 

them (Wilson & Miller, 2015; Pfeffer & Cuevas, 2016). Indeed, for some male victims 

of rape who identify with the LGBT community, they may blame themselves feeling 
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that the reason this happened to them is because of their sexuality (Morrison & 

MacKay, 2000). Of further consideration, many may experience mild-moderate 

mental health difficulties (often referred to as ‘sub-clinical’), which do not necessary 

warrant support from health care professionals, but nevertheless impact negatively 

on daily functioning and quality of life (Weiss et al., 1992; Mueser et al., 2004).  

 

1.1.11 What is it to be a man. 
 

Males are raised within a culture of stereotypical behaviour where they are expected 

to behave in certain acceptable ways. What is it to be a man in a modern culture? 

What sets the background against which ‘maleness’ is judged? There are cultural 

context and stereotypes against which, being a man is measured including the 

biological man, the evolutionary man and the cognitive aspects of being a man.  

Men and women are often described as opposites.  In the seminal work ‘Men are 

from Mars, Women are from Venus’, Gray (1992), explained the differences between 

men and women in relation to communication. One very pertinent commentary on 

the differences between how men and women cope with difficult times is found in 

chapter 3, “Men Go to Their Caves and Women Talk” (pp.24-30). Although alluding 

to love and relationships, Gray makes some very interesting points. He claims that in 

times of stress men remove themselves to their ‘cave’ yet, when women experience 

stress they ‘talk’. Interestingly, he states “When a man doesn't feel he is making a 

positive difference in someone else's life, it is hard for him to continue caring about 

his life and relationships. It is difficult to be motivated when he is not needed. To 
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become motivated again he needs to feel appreciated, trusted, and accepted. Not to 

be needed is a slow death for a man” (p.33).  

 

Conversely, for a woman, he states “Through sharing her feelings she begins to 

remember that she is worthy of love and that her needs will be fulfilled. Doubt and 

mistrust melt away. Her tendency to be compulsive relaxes as she remembers that 

she is worthy of love-she doesn't have to earn it; she can relax, give less, and receive 

more. She deserves it” (p.34). This is an interesting narrative. The majority of research 

into victimisation experiences is female centric and given that we know men and 

women react differently in times of stress, it supports the need for further research 

into male victimisation so that gender specific treatment pathways can be developed 

that are appropriate to males, not just what works to support the females. 

 

However, men and women are members of the same species, for the most part the 

two sexes are almost identical, separated only by one chromosome from 46 separate 

ones. Men carry the XY chromosome for biological sex and women carry the XX. A 

difference of only 2.17%, and while genes are not necessarily responsible for traits 

(Shpancer, 2011), perhaps there is a 100% difference in the social constructs that 

form the lived reality for men and women individually (Synnott, 2009). 

 

These social constructs that weigh on men and women are found in the stereotypes 

that pervade modern culture. Approximately 3.3 billion men share this planet with 

their female counterpart, some are intermittently off planet too, each one is an 



15 

 

individual in terms of DNA and fingerprints, yet, gender stereotypes are the norm 

(Synott, 2009). 

 

Male and female gender traits were examined by Williams and Best (1977) who 

found that being male was associated with adjectives such as: masculine, aggressive, 

adventurous, dominant, forceful, strong, independent, ambitious, boastful and 

daring. Females in the same study were associated with adjectives such as: feminine, 

sentimental, emotional, affectionate, sympathetic, soft-hearted, talkative, 

attractive, flirtatious and gentle. Yet it is argued that masculinity is fluid over time 

and space (Gilmore, 1990; Williams & Best, 1990), and further, that many females 

have been known to exhibit androgynous qualities, that is, they exhibit traits that are 

associated with masculinity and vice-versa (Powell & Butterfield, 2015). Perhaps 

masculinity and femininity are more a continuum than a definitive state. What is 

interesting is that females were described as talkative and talking therapies are used 

in the treatment of survivors of trauma and victimisation (NHS Counselling, 2017), 

yet while the research behind such therapies is for the most part as previously noted, 

female centric, male specific treatment pathways and therapies are conspicuous by 

their absence. Indeed, as outlined below, males are more likely to be the victims of 

violent crime (Hollway & Jefferson, 2000; Breslau, 2009) yet, resist the label of 

‘victimhood’ as it contradicts the stereotypical notion of masculinity (Owen, 1995).  

While the current therapies may have some success with male clients, surely further 

research into the lived experience of male victims and the development of gender 

specific interventions would improve the outcomes for all victims. It would appear, 

that males are not a priority in the research of victimisation experiences. Whether 
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the same or different, we owe it to men to make sure that the research community, 

support providers, law makers and legislators are doing the best for the male 

population. 
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Section 1.2: Prevalence of Interpersonal Victimizations 
 

This section of the introduction will discuss the issues surrounding measurement 

techniques used in the United States including official state records and self-report 

questionnaires. Further, it will outline the definitions, prevalence and risk factors 

associated with interpersonal victimisation experiences both in childhood, and 

across the life-course, and discuss the cumulative impact and negative outcomes 

correlated to these experiences. Where available, data will be presented on male 

specific victimisation experiences and will outline victimisation experiences such as 

rape, sexual assault and assault, as well as other victimisation experiences of a 

personal kind. 

 

1.2.1 The National Crime Victim Survey and the Uniform Crime Reporting 
Program. 
 

In the US, one method of recording victimisation experiences is the National Crime 

Victim Survey (NCVS). This annual self-report survey queries violent victimisation 

experiences in the previous six months in a representative sample of the American 

population, aged 12 years old and above. Also queried is demographic information, 

and those who endorse having experienced a victimisation experience are asked 

about the offender, characteristics of the victimisation against them, if they reported 

to law enforcement, and if not, why not? (Truman, 2016). 
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Further to this, the Uniform Crime Reporting Program (UCR) collects data from law 

enforcement agencies across the USA who voluntarily take part in the scheme by 

submitting summary reports on violent crime to the Federal Bureau of Investigation 

(FBI). The NCVS, while collecting information on victimisation experiences is useful in 

that it helps expose the dark figure of crime, the crime statistics for things that go 

unreported, while the UCR, which collects information on crime rates, details those 

crimes that are reported to law enforcement (Skogan, 1977). Data from the NCVS has 

shown a considerable decline in the endorsement of both violent and serious violent 

crime since the early 1990s and with a similar but more subtle decrease shown in the 

records of violent crime reported to law enforcement as recorded in the UCR data 

(Truman, 2016). Further, data from NCVS (2011), has shown that males are overall 

more likely to be victims of violent crime compared to females and that this has been 

a consistent finding over previous years (Truman, 2016).  

 

The American Society for the Positive Care of Children (American SPCC) published 

nationwide statistics on the prevalence of child abuse and neglect from a report by 

the U.S. Department of Health & Human Services, Office of the Administration for 

Children & Families (Child Maltreatment 2016, 2018). In 2016, the statistics showed 

the serious and frankly distressing rates of child abuse and maltreatment across the 

United States. 

 

• 4.1 million maltreatment referrals were made to services 

• 7.4 million children were involved in these reports to services 

• 74.8% were victims of neglect 
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• 18.2% were physically abused 

• 8.5% were sexually abused 

• 6.9% were Psychologically maltreated 

• 24.8% of victims are under one year old 

• Approximately five children died every day from abuse and neglect 

• Fatality rates are higher for boys than girls 

• Approximately 60,000 children across the nation were sexually abused in 

2016 

(Adapted from the American SPCC, Child Abuse Statistics in the U.S. 2018) 

 

While the current thesis does not examine the perpetrators of such events, it is 

notable that this report also shows more than half (53.7%) of those who abused 

children were women (Child Maltreatment 2016, 2018). Nationally recorded 

statistics have received criticism for not being able to expose the dark figure of crime, 

that is the crimes that go unreported (DeLisi et al., 2016). It is well established that 

men do not disclose their victimisation experiences (Brown, 2004). Worth noting, 

women do not always disclose victimisation experiences either (Waller, 2011), 

therefore, it is pertinent to assume that official statistics gravely underestimate the 

true prevalence and extent of victimisation experiences in the general population 

(Fisher, Daigle, Cullen & Turner, 2003; Koss, Gidycz & Wisniewski, 1987; Spitzberg, 

1999; Wolff, Blitz, Shi, Siegel & Bachman, 2007) 
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1.2.3 Self-report studies. 
 

While the NCVS is a self-report study, other sources of data could help expose this 

dark figure of crime and victimisation experiences, establishing statistics closer to the 

real prevalence of traumatic and victimisation experiences. Large epidemiological 

studies have been used to show the prevalence of victimisation experiences across 

the population. For example, Burns, Lagdon, Boyda and Armour (2016), using data 

from the National Epidemiologic Survey on Alcohol and Related Conditions Wave II 

(NESARC II), showed that almost 33% of respondents had suffered at least one 

victimisation experience at some point across their life. Self-report studies have 

received some criticism. Firstly, many self-report surveys are cross sectional in nature 

and therefore may be subject to recall bias. Secondly, many surveys only query if a 

given experience happened without consideration to the regularity, length of 

duration or intensity of these experiences (ibid). 

 

1.2.4 Type specific interpersonal victimisation and abuse experiences 
 

Being male is the greatest risk factor for violent victimisation (Lauritsen & Heimer, 

2008; Truman & Rand, 2010), except in the case of sexual assault and rape (Truman, 

2011). Understanding what is meant when we discuss victimisation events is 

important and this part of the chapter will outline some of the definitions and 

terminology used when referring to some of the major victimisation experiences. 
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1.2.4.1 Adverse Childhood Experience (ACE) 
 

ACE is an umbrella term that includes physical, sexual, psychological abuse, 

maltreatment and neglect of a child. ACEs can be divided into two categories: (i) 

those of commission, that is acts that are inflicted on a child; and (ii) those of 

omission, that is the failure to meet the health and welfare needs of the child (McCoy 

& Keen, 2013). WHO (2016, p1) stated that child abuse and neglect includes “all types 

of physical and/or emotional ill-treatment, sexual abuse, neglect or negligent 

treatment or commercial or other exploitation, which results in actual or potential 

harm to the child’s health, survival, development or dignity in the context of a 

relationship of responsibility, trust or power”. 

 

One pertinent point to note is that definitions of these events can change over time 

and across culture (Coghill, Bonnar, Seth, Duke & Graham, 2009), and the extant 

literature will often see the words ‘abuse’ and ‘maltreatment’ being used 

interchangeably (Arias, Leeb, Melanson, Paulozzi & Simon, 2008).  

 

 

1.2.4.2 Childhood Sexual Abuse (CSA) 
 

CSA is of global societal concern (UNICEF, 2014), and has been described as the 

“involvement of a child in sexual activity that he or she does not fully comprehend, is 

unable to give informed consent to, or for which the child is not developmentally 

prepared and cannot give consent” (WHO, 1999, p.15). Further, CSA has also been 

defined as “any form of child abuse in which an adult or older adolescent uses a child 
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for sexual stimulation” (American Psychological Association; APA, 2013, p. 30). Both 

these definitions have encompassed a wide range of behaviours that are abusive to 

children. 

 

A meta-analysis conducted by Pereda, Guilera, Forns and Gomez-Benito (2009) found 

that 19.7% of females and 7.9% of males experience at least one form of 

inappropriate sexual experience prior to age 18 years. Barth et al. (2013) found 8 – 

31% of girls and 3 – 17% of boys endorsed some form CSA in 55 studies examined 

over 24 countries. Specifically, in the US, it is estimated that over 58,000 children 

suffered sexual abuse in 2016, equating to one in every four girls, and one in every 

six boys (SPCC, 2018). 

 

Risk factors for CSA victimisation have proved difficult to specify (Finkelhor & Baron, 

1986) however, some have been identified including low financial resources within 

the family (Bergner, Delgado, & Graybill, 1994), the absence of one biological parent 

or presence of a step-father and, parental conflict (Finkelhor & Baron, 1986). 

 

 

1.2.4.3 Child Physical Abuse (CPA) 
 

The WHO have defined CPA as “Intentional use of physical force against the child that 

results in – or has a high likelihood of resulting in – harm for the child's health, 

survival, development or dignity. This includes hitting, beating, kicking, shaking, 

biting, strangling, scalding, burning, poisoning and suffocating. Much physical 
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violence against children in the home is inflicted with the object of punishing” 

(Butchart et al., 2006, p.10). 

 

A meta-analysis of the prevalence rate of physical abuse derived from self-report 

studies across 25 countries was estimated at 226 children per 1000, a rate of 22.6% 

(Stoltenborgh, Bakermans‐Kranenburg, van IJzendoorn & Alink, 2013). In the US, 

among all victims of childhood abuse and maltreatment, it has been estimated that 

18.2% suffer physical abuse (Child Maltreatment 2016, 2018). Risk factors for the 

physical abuse of children tend to concentrate on the perpetrators characteristics 

and include being born to young parents, a father’s alcohol intake, impoverished 

communities, an unhappy or anxious mother and severe parental disciplinary 

measures (Black, Heyman, & Slep, 2001). 

 

 

1.2.4.4 Childhood Psychological and Emotional abuse. 
 

Psychological or emotional abuse can relate to single incidents as well as systematic 

lack of provision to meet the appropriate needs of a child. The WHO states “Acts in 

this category may have a high probability of damaging the child’s physical or mental 

health, or its physical, mental, spiritual, moral or social development. Abuse of this 

type includes: the restriction of movement; patterns of belittling, blaming, 

threatening, frightening, discriminating against or ridiculing; and other non-physical 

forms of rejection or hostile treatment” (Butchart et al., 2006, p.10). Similarly, neglect 

of a child can also include isolated incidents as well as chronic failure to meet the 
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appropriate health and welfare needs of a child in domains including “health; 

education; emotional development; nutrition; shelter and safe living conditions” (ibid, 

p.10). In 2010, according to the Fourth National Incidence Study of Child Abuse and 

Neglect (NIS-4), over 300,000 children were estimated to have suffered emotional 

abuse. Further, a devastating 2.25 million children were estimated to have been 

victims of neglect (Sedlak et al., 2010). 

 

Prevalence rates have traditionally been established through self-report 

questionnaires, child protection cases and officially recorded crime figures. While the 

operationalised definition of these adverse childhood experiences in these figures is 

reasonably consistent, the definition of childhood, or rather, the point at which 

childhood ends is less well established. For example, the NESARC II uses a cut off prior 

to age 18 years to define childhood while May-Chahal and Cawson (2005), used 

under 16 years and further, Christoffersen, Armour, Lasgaard, Andersen and Elklit, 

(2013) used under age 12 years to define childhood. Therefore, this causes problems 

when comparing these studies to each other as the populations are not the same. 

 

 

1.2.4.5 Victimisation in Adolescence  
 

In adolescence, interpersonal victimisation can be experienced in the form of peer 

victimisation or bullying, cyber bullying, dating violence and assault or 

assault/battery.  
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Bullying in adolescence is described as “aggression … that is used deliberately to 

secure resources” (Pellegrini & Long, 2002. p.260), and is characterised by the 

purposeful use of physical, oral or ancillary aggressive acts (Dodge & Coie, 1987). The 

rise in social media use has exposed young people to the danger of victimisation. 

Experiences via these internet interfaces and cyber bullying has been described as 

negative internet and mobile phone practices including stranger and/or paedophile 

contact attempts, hacking, and internet behaviours intended to cause harm 

(Vandebosh & Van Cleemput, 2008). Modecki, Minchin, Harbaugh, Guerra and 

Runions, (2014) examined face-to-face verses cyber bullying and harassment in 

adolescence via a large meta-analysis and found that 35% of adolescence endorsed 

in person experiences and 15% endorsed online or cyber bullying. However, as 

previously mentioned, lack of reporting, is again a factor in the recorded figures as 

adolescence also tend not to report bullying and harassment experiences (DeLara, 

2012). 

 

Dating violence in adolescence has a similar thread to that of Intimate Partner 

Violence (IPV) however, dating violence is used to describe the experience of 

victimisation in intimate relationships in adolescence, while IPV is more commonly 

reserved for adult relationships (Teten, Ball, Valle, Noonan & Rosenbluth, 2009). 

Dating violence is an umbrella term for physical, sexual and psychological 

victimisation that adolescent populations can experience as they begin to explore 

intimate partner relationships (Saltzman, Fanslow, McMahon & Shelley, 1999). 

Physical victimisation can include fear of physical harm or death and includes any 

form of physical assault experienced at the hands of a partner such as hitting, 
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stabbing or choking (Saltzman et al., 1999). Sexual victimisation includes unwanted 

and non-consensual penetrative or non-penetrative sexual acts and any harassment 

of a sexual nature (Basile & Saltzman, 2002). The full extent of sexual victimisation is 

explored later, where IPV is examined in greater detail. Dating violence victimisation 

has been shown to differ by gender with an estimated 8.63% of females and 15.15% 

of males suffering physical and psychological dating violence in adolescence (Rivera-

Rivera, Allen-Leigh, Rodríguez-Ortega, Chávez-Ayala & Lazcano-Ponce, 2007). 

 

 

1.2.4.6 Assault and assault/battery. 
 

Assault and assault/battery is variously defined at state level in the USA with each 

state making its own definition in law. In general, assault can be thought of as an 

effort to injure someone else, and includes circumstances where threats and/or 

threatening behaviour are perpetrated against another person (FindLaw, 2019). One 

common definition would be an intentional attempt, using violence or force, to injure 

or harm another person. Another straightforward way that assault is sometimes 

defined is as an attempted battery. Indeed, generally the main distinction between 

an assault and a battery is that no contact is necessary for an assault, whereas an 

offensive or illegal contact must occur for a battery (Thomson Reuters, 2018). The 

definition of assault and assault/battery stretches across the time from adolescence 

to adulthood with adolescents showing much higher rates of this victimisation than 

adults (Child Trends 2014, 2015). Prevalence rates show that for males, this is a 
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concerning type of event as the recorded statistics show this is a consistently more 

common experience for boys and young men than for females.  

• Males aged 12 to 14 years are more likely to experience aggravated assault 

(8.2%) and simple assault (50.9%) than their female peers (2.8%; 32.1%). 

• Males aged 15 to 17 years are twice as likely as to experience aggravated 

assault than female counterparts (6.6% versus 3.1%). 

• Males aged 18 to 20 years are more likely than females to experience 

aggravated assault than females aged 18 to 20 years (7.2% compared to 

5.1%). 

• White male youth are more at risk than their Black or Hispanic peers. 

Child Trends, 2014 

 

Moving into adulthood, assault victimisation figures again show that in general, 

males tend to be at higher risk of victimisation events (Morgan & Kena, 2017), 

however, according to victimsofcrime.org (2014), white adult males are at less risk 

than their Black or Hispanic adult peers. 

 

 

1.2.4.7 Intimate Partner Violence (IPV) 
 

One other prominent victimisation experience in adulthood is that of IPV. These 

forms of victimisations are most often hidden in the home. IPV is described by the 

Centres for Disease Control and Prevention (CDC) as including “physical violence, 

sexual violence, stalking and psychological aggression (including coercive tactics) by 
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a current or former intimate partner (i.e., spouse, boyfriend/girlfriend, dating 

partner, or ongoing sexual partner)” (Breiding, Basile, Smith, Black, Mahendra, 2015. 

p.11).  The CDC also clarified that an intimate partner is “a person with whom one 

has a close personal relationship that may be characterized by the partners’ 

emotional connectedness, regular contact, ongoing physical contact and sexual 

behavior, identity as a couple, and familiarity and knowledge about each other’s 

lives.” (ibid).  

 

Physical violence at the hand of an intimate partner can range from being pushed or 

slapped, to more serious and on occasion lethal victimisation experience (Daigle, 

Scherer, Fisher & Azimi, 2016) and can include the use of weapons (Breiding et al., 

2015). 

 

Psychological victimisation by a romantic partner can include experiences of coercive 

control, whereby the victim is controlled and forced to comply with the perpetrator’s 

will. Social isolation were the perpetrator controls or limits the victims access to 

friends and family is also a feature of some experience of IPV and psychological abuse 

can also include degrading or offensive actions towards the victim, threats and 

ridicule, or lack of affection (Orcutt, Garcia & Pickett, 2005). These are often referred 

to as small ‘t’ traumas and have been shown to be extremely deleterious to the victim 

(Crastnopol, 2015).  

 

Traditionally it has been thought that IPV is something that happens to women, 

having been carried out by men (Morgan & Fraser, 1994). However, prevalence rates 
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of IPV show a very different position. For example, Coker et al (2002), found that 

28.9% of females and 22.9% of males experience IPV at some point across their 

lifespan. IPV has been extensively researched in student populations although the 

experience of IPV in students as a dating phenomenon may be distinct from that 

experienced by married or co-habiting adults. Makepeace (1981) showed that one in 

five dating college couples endorsed IPV in the form of dating violence.  

 

Once again, controversy surrounds the issue of gender and IPV. IPV has traditionally 

been viewed through the lens of feminist activism, where the traditional 

perpetrator/victim dyad is of the strong and burly male aggressor attacking the weak 

and demure female victim. While it is right that female victims of IPV require support 

and protection, a new picture is emerging that includes both female and male 

victims. The gender disparity is likely, in part, due to the nature of cases that are 

reported and progressed through the judicial system. For example, given that strong 

and burly men may hit harder than their female intimates, it is likely that incidences 

involving a male perpetrator and a female victim are more likely to end in physical 

injury to the female and thus, more likely to attract the attention of police, support 

networks and the judicial system (Morse, 1995). 

 

Self-report surveys that include measures such as the Conflict Tactics Scale (Morse, 

1995) have exposed a somewhat different picture and called into question the 

traditional view of a man physically assaulting a woman. It also exposed a variety of 

behaviours that have negative outcomes for all victims including issues of coercive 

control and small ‘t’ traumas as discussed above. Archer (2000), in a large meta-
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analysis of 37 studies with college student, found that females were more likely to 

perpetrate IPV than males, and this has been supported by several other findings (cf. 

Baker & Stith, 2008; Cercone, Beach, & Arias, 2005; Daley & Noland, 2001; Durant et 

al., 2007; Forke, Meyers, Catallozzi & Schwarz, 2008; Fossos et al., 2007; Gratz, 

Paulson, Jakupcak & Tull, 2009; Harned, 2001; Hendy et al., 2003; Hines & Saudino, 

2003; Holt & Gillespie, 2008; Luthra & Gidycz, 2006; Monson & Langhinrichsen-

Rohling, 2002; Shook, Gerrity, Jurich & Segrist, 2000; Simonelli, Mullis, Elliot & Pierce, 

2002; Williams & Frieze, 2005).  

 

Taken together, this evidence calls into question the traditional gendered view of 

IPV. Indeed, Sabina and Straus (2008), also found that males students are more likely 

to experience physical IPV than their female counterparts. 

 

Of note, in couples who endorse violence within their relationship, 71% endorse both 

partners having perpetrated at least one physical victimisation against the other 

(Straus & Ramires, 2007). Indeed, females were more likely to be the perpetrator 

when only one partner engaged in physical violence. Given the recent research 

outlined here, new theories are required to explore the dynamics of IPV and the 

relationship between IPV and other forms of victimisation across the life-course.  
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1.2.4.8 Sexual victimisation and rape. 
 

Sexual victimisation within a romantic relationship is based around the issue of 

consensual sexual activity and lack of consent to attempted or completed 

penetration, whether vaginal, anal or oral is rape (FBI UCR, 2014). Problems have 

resided with the definition of rape because until recently, a man could not be raped 

according to the definition in American law.  Prior to January 2013, the definition of 

rape was the “carnal knowledge of a female forcibly and against her will” (U.S. 

Department of Justice, DOJ, 2014, p.1). This meant that only a female could be a 

victim of rape in any circumstances. However, the Federal Bureau of Investigation 

(FBI) revised the definition with effect from 2013 as; “Penetration, no matter how 

slight, of the vagina or anus with any body part or object, or oral penetration by a sex 

organ of another person, without the consent of the victim” (ibid, p.1). This now 

encompasses not only male victims, but a wider range of sexual victimisation and 

rape behaviours. Before this change in the legal definition, non-consensual buggery 

of a man, received a much lesser sentence when compared to a similar charge 

brought for a female victim or indeed, in cases of rape committed against a female 

victim (Rogers, 1995).  

 

Research in the area of rape is dominated by those with a feminist agenda with a 

focus on female victims of male perpetrators (Graham, 2006). Where male victims 

have been researched, they tend to concentrate on prison populations (Scacco, 1982; 

Zeringer, 1972). Of note, 38% of rape and sexual violence victims in America are male, 

indeed in childhood, male victims of sexual abuse experience the use of greater force 
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(Doll et al., 1992; Fromuth & Burkhart, 1987). However, when these acts are 

perpetrated against a man, it appears they are considered a much less serious 

offence.  

 

1.2.5 The cumulative impact of victimisation.  
 

Negative outcomes have been shown in domains including social, physical, and 

psychological. Indeed, victims have also been shown to have more engagement with 

the judicial system and lower educational attainment. It is widely accepted that 

victimisation experiences are not stand-alone entities (Appleyard, Egeland, van 

Dulmen & Sroufe, 2005). Indeed, where a child suffers one form of victimisation they 

are at increased risk of experiencing another (Finkelhor, Ormrod & Turner, 2007). 

These multiple experiences or poly-victimizations are often chronic in nature and can 

occur concurrently or sequentially. Sequential victimisation is sometimes referred to 

as re-victimisation (Messman & Long, 1996; Messman-Moore & Long, 2000),   and 

while the vast majority of investigation into poly-victimization is concentrated on 

childhood (cf., Finkelhor et al., 2007; Higgins & McCabe, 2001; Litrownik et al., 2005; 

Saunders, 2003) or on one specific type of victimisation experience, for example IPV 

(Cavanagh et al, 2013), the principle of poly-victimization is that it increases the risk 

of further victimisation or re-victimisation at a later date. Currently few studies have 

examined the impact of victimisation the occurs beyond these singular focused 

events or across the life-course. For example, experience of childhood maltreatment 

shows an increased risk of sexual violence victimisation in adulthood (Ports et al., 
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2016). Indeed, Werner et al. (2016) who acknowledged that the majority of this 

research is female centric, found an increase in the odds of sexual violence 

victimisation in adulthood for those who had experienced childhood maltreatment. 

Moreover, a greater risk was observed in men when compared to women in the three 

samples investigated. 

 

Further, several studies have already shown multiple experiences of trauma and 

victimisation in a simple count fashion. Many of these studies are flawed in that they 

then ask the participants to identify their worst experience or trauma, attributing any 

evident symptomology to the trauma identified rather than to the cumulative 

impact. For example, Kjoesnes, Waal, Hauff, and Gossop (2017) examined trauma 

within a substance user population and where more than one trauma was endorsed 

by participants, they were asked to select which trauma they felt impacted them 

most. By attributing outcomes to singular experiences, research may overestimate 

the experiences and outcomes associated with specific events instead of 

understanding the cumulative nature of victimisation experiences. 

 

1.2.6 Cumulative effects of poly-victimization and psychopathology 
 

An extensive evidence base has demonstrated how cumulative experiences of 

multiple victimisation impacts mental health in a dose response fashion. That is, the 

more victimisation experiences a person is exposed to, either poly-victimization or 

re-victimisation, the more likely that person is to have a corresponding increase in 
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negative mental health symptomology including problems associated with anxiety, 

depression, PTSD  (Burns et al., 2015; Cavanagh et al., 2013; May-Chahal & Cawson 

2005; Finklehor et al., 2011; Le, Holton, Romero & Fisher, 2018; Catani, Schauer & 

Neuner, 2008; Lewis et al., 2010; Panter-Brick et al., 2009), and developmental and 

emotional difficulties (Catani et al., 2008; Klasen, Oettingen, Daniels & Adam, 2010). 

Many individual victimisation experiences have been associated with specific 

psychopathology. Dube, Anda, Felitti, Edwards and Williamson (2002) argued that 

childhood sexual abuse is common among both boys and girls however, Banyard, 

Williams and Siegel (2004) claimed that more is known about the long-term 

consequences of CSA in females than in males. Physical and behavioural outcomes 

that have been associated with CSA include long term pain and obesity (Latthe, 

Mignini, Gray, Hills, & Khan, 2006; Irish, Kobayashi, & Delahanty, 2009), high risk 

sexual behaviours (Arriola, Louden, Doldren, & Fortenberry, 2005), suicidal 

behaviours (Paolucci, Genius, & Violato, 2001), and elevated alcohol consumption 

(Rind, Tromovitch & Bauserman, 1998). Further, an increased risk has been shown 

for many psychological outcomes associated with CSA. These include Post Traumatic 

Stress Disorder (PTSD, Chen et al., 2010; Kendall-Tackett, Williams, & Finkelhor, 

1993) and personality disorders, anxiety disorders, depressive disorders and eating 

disorders (Maniglio, 2009). Neglect and maltreatment in childhood have been 

correlated with a wide range of psychopathology including attachment disorders, 

major depression, schizophrenia and PTSD (Perry, Beauchaine, & Hinshaw, 2008). 

Physical assault and IPV have been shown to correlate with depression, substance 

use and PTSD (Coker et al 2002; Dutton, et al., 2006). Victims of rape may suffer from 

“rape trauma syndrome” (Dennis, 2011. pp41-42) which can include symptoms of 
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anxiety, depression, sexual dysfunction, drug use, suicidal ideation, self-blame, 

shame and humiliation, as well as PTSD (Coxell & King, 1996; Myers 1989). 

 

Psychopathological outcomes are made in line with the diagnostic criteria as set out 

by the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5; American Psychiatric Association (APA), 2013). The DSM-5 diagnostic criteria 

for psychopathologies are outlined in appendix 1. While not included in the 

diagnostic criteria for PTSD, many have argued for the inclusion of a subtype of 

complex PTSD (Resick et al., 2012), which is recognised as a multiplicity of outcomes 

that include but are not limited to PTSD symptomology. For example, children can 

experience difficulty with attachment, emotional self-regulation, aggression, 

substance and eating disorders, low self-esteem and shame or guilt (Force, 2005). 

 

1.2.7 Issues relating to the measurement of victimisation 
 

Several germane issues relating to the study of prevalence and outcomes of 

victimisation should be highlighted. Firstly, most investigations are cantered on a 

limited number of variables, for example, many concentrate on one developmental 

period such as only childhood, or only adolescence. Others concentrate on singular 

victimisation experiences such as IPV or physical assault. Further, where 

investigations consider poly-victimised or re-victimised populations, research is 

female centric or mixed samples; the exclusion of male samples results in a lack of 

representative samples and may obscure the prevalence of victimisation experiences 
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across the entire population. Indeed, many studies use a simple count methodology 

to establish the number of victimisation experiences suffered by participants, this 

technique is limited both theoretically and methodologically. For instance, merging 

endorsements of rape, natural disasters and accidents, makes dubious academic 

sense. Rape is an interpersonal victimisation experience and criminal in nature while 

experience of an earthquake or a car accident are not targeted and are beyond the 

control of any one individual. 

 

Of concern, research shows that victimisation experiences congregate within the 

population rather than disperse randomly throughout the population. Thus, 

outcomes may be differential for those experiencing interpersonal poly-victimization 

when compared to those who experience natural disasters or accidental trauma. 

In sum, from the limited information available, it is apparent that men are vulnerable 

to countless different interpersonal victimisation and poly-victimization experiences 

and despite the strong research history of victimisation in female populations, men 

have an elevated trauma exposure rate when compared to females, which may differ 

with age (Freidman, Keane & Resick, 2007). 
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Section 1.3: Theoretical implication in victimisation. 
 

This section of the introduction will examine theories that are relevant to aid our 

understanding of the victimisation experience. Despite so little research on life-

course interpersonal poly-victimization, theories are postulated from many 

disciplines including psychology, criminology, victimology, social policy and related 

fields. Indeed, many examine victims in relation to the perpetrators or focus on the 

perpetrators when exploring victims, and many are focused on the outcomes for 

victims. Examined here will be some of the more prominent of these theories that 

may aid our understanding of some of the facets of this most deleterious of 

experiences.  

 

1.3.1 Ecological Systems Theory 
 

One suitable framework to consider when examining interpersonal poly-

victimization is the Ecological Systems Theory (EST; Bronfenbrenner, 1979). This 

theory considers human development from a child perspective within a system of 

five stratum which nest together with complex interactions that can impact or be 

impacted by each other (see Figure 1.). EST proposes these interactions mould the 

development of the person.  

 

Around the individual, these layers include: 

The Microsystem: This is concerned with the environment in which a person lives and 

the bidirectional interactions with family, peers and community. The person acts, 
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reacts and interacts to this close environment and as such is an active participant 

within this layer (Ryan, 2001). No-one moves through their environment without 

influencing those around them and equally being influenced by those around them. 

This is a particularly important notion regarding interpersonal poly-victimization, as 

contrary to what many believe, the majority of perpetrators are not strangers but are 

known to the victim (Drakulich, 2015). Further, if these interactions are inconsistent 

or hostile, this can elicit fear or anxiety and wellbeing suffers (Caldera & Lindsey, 

2006; Davies & Lindsay, 2004). 

 

The Mesosystem: This layer in the EST services the connections between the 

microsystems relevant to the person. For example, when supportive connections 

converge for a child at school, for example the child’s parents, teachers and peers, 

academic success is argued to be more likely (Siegler, Deloache & Eisenberg, 2003). 

In relation to interpersonal poly-victimization, victimisation experiences have a 

deleterious impact on the person and can impact their inter-relatedness to others. 

The Exosystem: The Exosystem relates to social systems that the individual does not 

directly engage with, but which have an impact on the individual. Greenberg, O’Neil 

and Nagel (1994) found that a parent’s satisfaction in their workplace may impact 

emotional relationships between family members. 

 

The Macrosystem: This level is concerned with the culture and subculture that a 

person lives within, it includes factors such as laws, social class and customs or 

general beliefs. Different cultures have different belief systems and laws are fluid, all 

of which will impact the individual. This is relevant to interpersonal poly-victimization 
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in men, especially given the roles, stereotypes, attitudes and responsibilities of men 

in a modern culture as discussed in 1.10 above. 

 

The Chronosystem: As noted above, laws and cultures among other factors are fluid 

and change over time, this layer of Bronfenbrenner’s theory considers a temporal 

component. This is particularly relevant as previously detailed in section 1.2.12; up 

until 2013, a man could not be raped according to the definition used in American 

law (U.S. Department of Justice; DOJ, 2014. P.1.), a change in the definition and the 

gendered discourse surrounding victimisation have ensured a change for those male 

victims of rape who disclose their experience. 

 

Figure 1.1: Pictographic representation of Bronfenbrenner Ecological Systems Theory 
adapted from: https://www.psychologynoteshq.com/bronfenbrenner-ecological-
theory/ 
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EST may add to the understanding of the support and social interactions of victims 

and their relationships with others. It is important to understand that, for most 

victims, the perpetrators are located within their personal ecological system. 

 

Community psychology, which promotes health and wellbeing by valuing the social 

context within which people function, appears to be a good fit for the EST framework. 

By highlighting that within the layers there are opportunities to intervene at many 

different levels and not solely at the individual level, social issues such as low socio-

economic status (SES) within a community or the lack of social capital may be 

addressed (Cox, Holmes Moloney, Priest & Ridley-Dash, 2013). Indeed, core to the 

community psychologist is the understanding that insufficient social capital 

experienced by those with low SES increases health problems, particularly in 

communities where the disparity between rich and poor is at its greatest (Pickett, & 

Wilkinson, 2015). This is an important area when understanding the cumulative 

impact of interpersonal poly-victimization that pervades these personal 

relationships.  

 

1.3.2 Social Learning Theory 
 

Another theory that has been applied to interpersonal victimisation is that of Social 

Learning Theory (SLT; Bandura, 1971). According to this theory, behaviour is learned 

via the observation of other people, known as models. These observed behaviours 

are encoded and later imitated, and if the reinforcement for these behaviours is 
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positive they are likely to be repeated. SLT is more often applied to the offending 

behaviour than the victim however, it may still be useful to apply this theory to aid 

understanding of victimisation. Victims may seek out support from their social 

network and this may be directly associated with differential reinforcement, where 

the act of seeking support is positively reinforced. Further, Fox and Cook (2011), 

speculated that there are similarities between learning perpetrator behaviours and 

learning victimisation and risk behaviours. Expanding SLT to explain victimisation 

experiences has not been exhausted and further work in this area is required (cf. 

Foshee, Bauman, & Linder, 1999; Fox & Cook, 2011; Gagnon, 2018). 

 

Reinforcement can be from external or internal sources and in the case of poly-

victimization could include the victim enduring these abusive experiences because 

they have accepted them as normal (Bell & Naugle, 2008), or perhaps because being 

part of a group where victimisation is normalised offers more protection overall than 

not being part of the group. This is what was found when Gagnon (2018) examined 

gang culture in Florida. While gang membership is a factor for an increased risk of 

experiencing victimisation events (Melde, Taylor & Esbensen, 2009; Taylor, Welsh, 

Kim & Sherman, 2007), gang members claim protection is the greatest motivation for 

preserving these associations (Peterson, Taylor & Esbensen, 2004). 

 

Of note, SLT may have an important use in explaining the inter- or transgenerational 

transmission of victimisation experiences. The Intergenerational Cycle of Violence 

Model (Gagnon, 2018) proposed that when a person is exposed to violent acts, 

whether towards themselves directly or as a witness, as in the witnessing of domestic 



42 

 

violence in childhood, they are at increased risk of both perpetration and 

victimisation at a later date (Gagnon, 2018; Laner & Thompson, 1982; Marshall & 

Rose, 1988; Steinmetz, 1977). Indeed, some evidence exists to suggest that 

experience of victimisation could be implicated as an aetiological factor in the 

perpetration of offending behaviours (Kalmuss, 1984; Mihalic & Elliott, 1997; Straus 

& Gelles, 1986). 

 

1.3.3 Lifestyle/routine activities theory and the victim offender overlap. 
 

Whilst sometimes disputed (Lauristen & Laub, 2007), Wolfgang (1958) argues that 

central to the intergenerational transmission of violence is the victim-offender 

overlap. It does however, concentrate on lifestyle and living environments so does 

not explain the entire multifaceted nature of victimisation. For example, Hindelang, 

Gottfredson and Garofalo (1978) examined victimisation patterns in the National 

Crime Survey (NCS) and found certain factors increase the risk of victimisation 

including lifestyle, and routine leisure and occupational activities. This 

lifestyle/routine activities theory is among the most influential when considering the 

aetiology of the victim/offender overlap. Further, social controls thought to impede 

offending behaviours may also diminish contact with offenders who are motivated 

to hurt others (Gottfredson, 1981), and as such, the risk of victimisation is reduced 

due to proximal distance between offenders and victims. 
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Several critiques of the lifestyle/routine activities theory have been proffered. Jensen 

and Brownfield (1986) claim that increased risk of victimisation due only to exposure 

to perpetrators is an “artificial dichotomy” (p.87). Indeed, Lauritsen and Laub (2007) 

claim the lifestyle/routine activities theory cannot account fully for the victim 

perpetrator dyad. 

 

That said, the situational context of interpersonal disputes is relevant to poly-

victimization. In adulthood, most murders, assaults, robberies and sexual assaults 

stem from some form of dispute involving two or more parties and sometimes minor 

disputes can escalate. Conflicts are common in all aspects of life although they rarely 

escalate to violent or criminal behaviours; when they do, who is labelled as the victim 

and who is labelled as the perpetrator is often subjective (Gould, 1998). Indeed, in a 

conflict both parties can be victims and aggressors. Riggs (1993), Rouse (1990) and 

Vivian and Langhinrichsen-Rohling (1994) found support for relationships where 

violence perpetration was mutual and bi-directional.  

 

1.3.4 Attachment Theory 
 

Another theory which may help explain some of the mechanisms involved in the 

victimisation experience is Attachment Theory. Attachment theory highlights the 

difficulties of emotional dysregulation linked with relationship formation. Bowlby 

(1982) claimed that children develop internal working models grounded in their very 

earliest relationships with their mother or other primary caregiver and through a 
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process of internalisation, this allowed the person to feel worth the love they receive. 

Bowlby postulated that attachment styles were developmental in nature in that they 

are experienced across the life-course.  

Attachment behaviours are now proposed to exist in both childhood and adulthood 

(Hogg & Vaughan, 2008), with Hazan and Shaver (1987), having proposed three 

general attachment styles in adulthood, reflecting those of childhood:  

 

• Secure Attachment Trust in others; not worried about being 
abandoned; belief that one is worthy and liked; 
find it easy to be close to others; comfortable 
being dependent on others; and visa versa. 

• Avoidant Attachment Suppression of attachment needs; past attempts 
to be intimate have been rebuffed; uncomfortable 
when close to others; find It difficult to trust 
others or to depend on them; feel nervous when 
anyone gets close. 

• Anxious Attachment Concern that others will not reciprocate one’s 
desire for intimacy; feel that a close partner does 
not really offer love; or may leave; want to merge 
with someone and this can scare people away. 

(Adapted from Hazan & Shaver, 1987, in Hogg & Vaughan, 2008. p.508) 
  
 

However, evidence supporting attachment theory has been criticized as much does 

not show developmental processes. For example, cross-sectional studies conducted 

with adults of attachment cannot show developmental processes as there is no 

independent assessment of attachment in childhood. Hogg and Vaughan (2008) 

claimed that longitudinal research can support attachment theories in a more 

appropriate manner and cite Klohnen and Bera’s (1998) study of women who were 

assessed at three-time points over 31 years and found stable relationship styles were 

maintained across the study. 
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1.3.5 Traumagenic Models 
 

Traumagenic Dynamics Model (Finkelhor & Browne, 1985) has four elements that 

attempt to unpick the mechanisms by which CSA may impact a victim and may be 

expandable to other forms of victimisation experience. The four elements or 

‘dynamics’ can influence the future behaviours of a victim as they influence how a 

victim interprets and perceives their experiences which in turn impacts how they 

view other people, the world around them and ultimately, the self (Browne & 

Finkelhor, 1986). The four dynamics and their characteristics are outlined in table 1. 

 
Table 1.1: Finkelhor and Browne (1985) Traumagenic Dynamics Model 

Dynamic Characteristic (and supporting evidence) 

traumatic 
sexualisation 

Dysfunctional attitudes and emotional state regarding sex 
and sexual self-concept as a result of inappropriate sexual 
contact, possibly where the victim may be confused by the 
negative feelings about the abuse and the positive feelings 
elicited by experiences of being groomed. 
(cf. Arriola, Louden, Doldren & Fortenberry, 2005; Cantón-
Cortés, Cortés & Cantón, 2012; Fergusson, McLeod & 
Hirwood, 2013) 

betrayal The feelings towards the person who perpetrated the 
victimisation or failed to protect the victim. (cf. Cantón-
Cortés, et al., 2012). 

powerlessness This dynamic is directly related to the victim’s bodily 
autonomy and their sense of control and is pertinent when 
understanding multiple victimisation experiences.  
(cf. Cantón-Cortés, et al., 2012; Coffey, Leitenberg, Henning, 
Turner, & Bennett, 1996;  

stigma Stigma is believed to impact the self-image of the victim, 
including feelings of guilt and shame. 
(cf. Coffey et al., 1996; Feiring, Simon, & Cleland, 2009; 
Feiring, Taska, & Lewis, 2002) 

 

It would appear, according to this theory it is not the victimisation experience per se 

that is implicated in the negative outcomes for victims, rather it is the four 
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mechanisms that help with understanding the impact and outcomes of the 

victimisation experience (Finkelhor & Browne, 1985). 

 

One further traumagenic model that stands out in relation to victimisation is the 

Traumagenic Neurodevelopmental Model (Read, Perry, Moskowitz & Connolly, 

2001). Read et al., (2001) applied this model to schizophrenia and found support for 

the impact of traumatic events on the developing brain at a structural level, thus, 

changes contribute to any potential negative outcome via these changes. This theory 

argues that experiences of traumatic events impacts the structures of the brain at a 

very fundamental level. If these traumatic events occur during sensitive periods of 

development, these changes could expose a victim to the risk of changes, similar to 

abnormalities in brain structure which Read et al. (2001) argue exist in patients 

diagnosed with schizophrenia.  

 

The biopsychosocial approach supports the diathesis-stress model which argues that 

the diathesis is a genetic predisposition to negative outcomes. The Traumagenic 

Neurodevelopmental Model explains how and individual’s interaction with the 

environment, and not just the genetic factors can impact the trajectories of biological 

brain development. This appears to be relevant across the life-course, the plasticity 

of the human brain does not halt, people adjust and react as they move through their 

environment and compensate for all surpluses or deficits they encounter (Rose & 

Corrigall, 1997). However, research into this area could concentrate on the 

cumulative impact of multiple traumatic and victimising experiences to examine the 

severity of the biological changes and the impact of risk and resilience factors. 
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1.3.6 Normative Male Alexithymia 
 

The concept of Alexithymia, which mean “without words for emotions” (Levant, Allen 

& Lien, 2014. p324), is a sub-clinical paradigm, exampled by a lack of ability by an 

individual to identify and describe their own emotional responses and so, alexithymia 

is a “generalised deficit of interoception”.  (Brewer, Cook & Bird, 2016. p1).  

 

Considerable evidence supports the existence of the concept of alexithymia (as 

measured by the Toronto Alexithymia Scale; TAS-20) and associated emotional 

difficulties over various populations. Parker, Bagby, Taylor, Endler & Schmitz (1993a) 

found those that scored higher on the TAS-20 displayed 14% worse ability to 

recognise facial emotion than those with lower scores. Further, it is argued that 

higher recorded symptomology of alexithymia is present in people with eating 

disorders (cf. Nowakowski, McFarlane and Cassin, 2013). 

 

Further, the alexithymia concept has been applied to affect regulation and 

psychopathology. Salovey and Mayer (1990) proposed that those who score low on 

emotional intelligence will have associated difficulties in expressing emotion, 

appraising the emotional state of others, and in using these emotions and feelings to 

direct their behaviour. Alexithymia has also been associated with the negative 

experience of suffering ACEs (cf. Swannell et al., 2012; Yates, Gregor, & Haviland, 

2012; Thomas, DiLillo, Walsh, & Polusny, 2011; Aust, Härtwig, Heuser, & Bajbouj, 

2013). Indeed, research continues to establish if sub-types of alexithymia are 

discernible (cf. Kajanoja, Scheinin, Karlsson, Karlsson & Karukivi, 2017).  
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Levant (1995) proposed that alexithymia may occur in the general population as a 

result of the ways in which boys and men are socialised to the masculine stereotypes 

that repress emotion. Those close to the child are argued to blunt the expression of 

emotion in males by suppressing the natural opportunity to demonstrate emotions 

in such a way that the child becomes normatively alexithymic. The consequences 

result in a shortfall in the ability to identify and express emotions on a continuum, in 

line with the context or severity of the treatment they have received in childhood. 

For example, alexithymic symptoms are likely to be mild in those who are told they 

are inappropriately expressing their emotions, but more moderate or severe in those 

who are punished or abused for expressing their emotions. This may even result in 

symptoms of dissociation for those who suffer the most traumatic events as a means 

of self-preservation (Levant, Hall & Rankin, 2013). Levant (1995) proposed the 

Normative Male Alexithymia (NMA) construct to explain these deficiencies in 

recognising, expressing and explaining these emotions in men. This is critically 

important because if someone cannot recognise their emotional state and label it 

accurately it impacts their ability to label themselves as a victim or a survivor and 

may help to explain why men are less likely to come forward, and to not disclose their 

victimisation experiences. 

 

1.3.7 Critical Victimology 
 

Critical victimology attempts to combine concepts to inform policy changes that 

impact victims, victim politicization and the processes involved in social change 
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(Mawby & Walklate, 1994). Positivist victimology concerns itself more with street 

crime rather than experiences that happen within the private individuals home (ibid) 

and examines patterns in victimisation thereby producing victimisation typologies. 

Dangerously close to this theory is the concept of victim blaming, which has been 

vigorously challenged by feminists. Victim blaming, or precipitation is understood as 

the victim being blamed in part or totally for their victimisation experience (Fox & 

Cook, 2011). For example, Bieneck and Krahe (2010) argue that victims of rape are 

more often blamed for their victimisation experience than victims of robbery. Radical 

victimology concentrates on victims of any form of oppression such as war, state 

violence and police force (Quinney, 1972). Core to radical victimology is the belief 

that the rich and the powerful are beyond the law (Falandysz, 1982) and that the 

criminal justice system is responsible for the victims and criminals we see (Box, 2002; 

Reiman, 1979). This is pertinent to the issue of IPV, where the feminist activist agenda 

has ensured that female victims remain at the forefront of law enforcement 

priorities. Critical victimology attempts to amalgamate the perspectives to 

understand research and policy agendas, allowing for a theoretical connection which 

include the social reality in which victimisation occurs.  

 

1.3.8 Feminism 
 

One of the most contentious theories when discussing interpersonal poly-

victimization experiences of men is Feminism. Feminist theory is a socio-cultural 

perspective which argues that women are oppressed by patriarchal society; a male-
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dominated society where the balance of all power resides with men (Bell & Naugle, 

2008). Walker (1989) argued feminist theory contends that social roles defined by 

the culture we live in leads to the victimisation of women which is perpetrated by 

men. Some support for feminist theories comes from the officially recorded 

endorsement rates, gathered by judicial systems in cases of IPV yet, as previously 

outlined, men do not disclose these types of victimisation (Brown, 2004). It is worth 

noting however, that feminism cannot explain how males are victims other than to 

say it must be retaliation (Bell & Naugle, 2008) and further, it cannot explain the 

comparable rates of IPV that exist between heterosexual couples and lesbian couples 

(Lawson, 2003). Cultural attitudes to victimisation tend to focus on diminutive female 

victims and burly male aggressors however, as seen in section 1.2, the statistical 

evidence does not match this cultural attitude. 

 

One very disturbing example can be seen in a poster that was used to promote sexual 

health and safety among young students. When a woman is raped or sexually 

assaulted, it is accepted that this is a women’s issue, however, for some, there is an 

inability to conceptualise these same experiences as men’s issues too. The poster in 

Figure 2, was used to highlight the issue of consent created by the Coastal Carolina 

University and used briefly in 2008 (CCU, 2008).  
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Figure 1.2. A poster of Jake and Josie that was used by Coastal Carolina University, 
Campus Assault Resourse Education Support (CARES) Coalition in 2008. 

 

 

As seen in figure 2, both Jake and Josie were drunk when they hooked up, the 

American slang term used to describe a casual one-night sexual encounter. Only Josie 

was considered not capable of consent and so Jake is reported as being held 

responsible. The poster reinforces the message that only women can be raped by 

stating “A woman who is intoxicated cannot give her legal consent for sex, so 

proceeding under these circumstances is a crime”. At no point is Jake considered as 

not being capable of giving his consent to their sexual encounter therefore he is 

labelled the perpetrator, in this case a rapist. This gendered discourse pervades much 

of the stereotypes and attitudes that surround the experience of victimisation for 

men. 

 

In conclusion, biological theories appear to blend into developmental theories and 

attachment theories and assist our knowledge of ‘how’ victimisation and traumatic 

experiences may increase the risk of negative psychopathologies. Other socio-
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cultural theories appear to attempt to answer the question of ‘why’ victimisation and 

traumatic experiences happen to someone. Indeed, it appears that no single 

theoretical framework can explain and elucidate the full experience of victimisation, 

rather, due to the multi-faceted nature of interpersonal poly-victimization it is 

necessary to draw on and assimilate many theories to accommodate the disparity 

and similarities in the lived experience of all victims.  
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Section 1.4. Conclusion 

1.4.1 Rationale 
 

As seen in 1.1.7, victim support organisations and in particular, feminist dominant 

organisations were able to secure excellent resources to support female victims of 

trauma and abuse and this has supported and directed research. This may even be 

one reason why so much of the research surrounding victimisation experiences is 

female centric. It has also been levelled at Feminists that they mask male 

victimisation, however as previously discussed, the issues surrounding male 

victimisation have been hidden in the shadows almost since time began. That said, 

Feminism is not mindful of the experience of male victimisation, and indeed, gender 

should not dictate victimisation status (Cohen, 2014). Feminism does not make 

victims the priority, it makes female victims and the punishment of male perpetrators 

the priority and these are vastly different entities. 

 

Unfortunately, this misandrist attitude pervades the gender discourse that surrounds 

the experience of victimisation when, egalitarianism should be the pervading 

attitude because all victims deserve support regardless of who the perpetrator is. 

Given that the limited literature on male victimisation experiences show that in some 

cases, outcomes for males are more toxic than for females. A research priority should 

be interpersonal poly-victimization in males with robust and methodologically sound 

investigation, where male victims are examined in relation to male non-victims (cf. 

Afifi et al., 2009). 
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1.4.2 Thesis aims and objectives. 
 

It is hoped that one impact of this thesis will be an emollient effect on the gender 

discourse that surrounds the victimisation experience by exposing the prevalence 

and deleterious nature of interpersonal poly-victimization in males. This will begin by 

offering a gender balanced egalitarian viewpoint, focused on putting the emphasis 

on the needs of the victim rather than the gender of the victim or the perpetrator. 

Rates of victimisation in males appear much higher than the official statistics show 

when examining self-report studies, particularly when examining sexual assault and 

rape, yet we know males do not disclose these experiences. This is of serious concern, 

as when the prevalence of male victimisation experiences is underestimated, 

provision for male victims will not meet the level of need. Further, multiple 

experiences of victimisation, or poly-victimization is likely to be the norm, therefor it 

is important to establish profiles of victimisation in men so that gender specific 

treatment pathways can be developed to meet the specific needs of all victims, 

supported by social policy and political will, that is no longer gendered in nature. As 

such, an integral part of the aim of this thesis is to raise awareness of the true 

prevalence and nature of male victimisation, and establish a baseline, as a starting 

point for future research.  
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This thesis will attempt to meet these aims by attempting to answer the following 

research questions: 

1. What empirical evidence exists detailing profiles of the male experience of 

interpersonal poly-victimization across the life-course in men? (Chapter 2) 

2. Do typologies of interpersonal poly-victimization exist in the male population 

and in what way do they constellate within the population? (Chapter 4) 

3. Are specific typologies of interpersonal poly-victimization in males associated 

with negative mental health outcomes? (Chapter 5) 

4. Does physical health status mediate the relationship between interpersonal 

poly-victimization in males and psychological health status? (Chapter 6) 

5. Does Social Support have a mediating or moderating role in the relationship 

between typologies of interpersonal poly-victimization in males and 

psychopathology? (Chapter 7) 

6. What is the lived experience in their own words, of men who have been 

victims of interpersonal poly-victimization experiences? (Chapter 8) 
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Chapter 2:  

A systematic literature review of life-course poly-
victimization profiles and negative mental health 

outcomes in a male population 
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2.1 Introduction 
 

Given the distinct lack of male specific literature in relation to interpersonal poly-

victimization across the life-course as detailed in chapter 1, an important first step is 

to establish the exact nature of available literature in a robustly systematic way. To 

that end, this chapter will systematically review the available peer-reviewed 

publications and provide a narrative synthesis of the literature which evidences 

typologies of interpersonal poly-victimization in male populations as a life-course 

perspective. 

 

 

 

2.1.1 Victimisation and mental health 
 

Traumatic experiences are generally unavoidable across the life-course, Freidman et 

al. (2007) stated that most people will have experienced one or more traumatic 

experiences by the time they reach the age of 45. Research has suggested that 

different types of traumatic experience may be fundamentally different in many 

ways (Amstadter & Vernon, 2008).  For example, victimisation experiences, 

particularly those of an interpersonal nature, where victims are subject to acts often 

categorised as criminal that include a perpetrator, such as acts of rape, childhood 

sexual abuse, or physical assault. These acts also often have elevated endorsement 

rates of negative mental health outcomes for victims when compared to trauma such 

as the death of a loved one or a road traffic accident (Smith, Summers, Dillon & 

Cougle, 2016). The social and economic cost of victimisation and trauma can be 

colossal, for example, Yang, Miller, Zhang, LeHew, and Peek-Asa (2014) reported that 
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the total estimated cost of victimisation experiences in Iowa, USA, amounted to $4.7 

billion dollars in 2009, further Walby (2005), reported that the estimated total cost 

of Intimate Partner Violence (IPV) alone in 2001 in England and Wales cost almost 

£23 billion pounds. Of note, however, while not everyone who experiences a 

traumatic event develops negative mental health outcomes, evidence has suggested 

that for some it increases their risk (Alim et al., 2008). Moreover, a wide range of 

additional factors have been noted as risk or protective factors for poor psychological 

outcomes after exposure to a traumatic event. A consistent conclusion across studies 

is that gender is predictive of poorer outcomes, with females being twice as likely to 

develop PTSD post-trauma compared to males (Tolin & Foa, 2006). Notably however, 

the literature base is weighted heavily to studies assessing the effect of traumatic 

exposures on the well-being of females (Breslau, 2009). More recently, researchers 

have also investigated the cumulative effect of exposure to multiple traumas, 

concluding that when traumas cumulate or indeed occur concurrently the risk of 

poor psychological outcomes is increased (Scott-Storey 2011). Thus, there are many 

factors proposed to be predictive of poor outcomes, including person-centred factors 

such as gender and factors related to the type and number of traumatic experiences. 

The current review will specifically examine the literature base as it relates to 

exposure to, and outcomes of, multiple interpersonal trauma and victimisations in 

exclusively male samples. 
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2.1.2 Interpersonal victimisations as a sub-type of trauma 
 

Traumatic experiences are a core feature in the life of every human being. At some 

point in time almost everyone will experience an event of a traumatic nature 

(Freidman et al., 2007). However, trauma can also be categorised into different types 

of event. Notably, experiences of rape and that of road traffic accidents are 

fundamentally different in how they are experienced both physically and 

psychologically (Lynch, Jewell, Golding & Kembel, 2017; Mayou, Ehlers & Hobbs, 

2000; Sayer et al., 2008). These different types of trauma have different attributes 

and are cognitively appraised in very different ways by victims. For example, different 

types of trauma in childhood and the number of traumas a person is exposed to can 

result in outcomes that are dose-response in nature (Agorastos et al., 2014). Indeed, 

while emergency first responders showed differences in cognitive appraisal and 

coping when exposed to a tornado, compared to an explosion in a building 

(McCammon, Durham, Allison & Williamson, 1988).  Fortunately for most of the 

people who are exposed to a traumatic experience, they cope without developing 

any negative mental health problems; but for some, the effect of exposure to 

traumatic experiences can negatively impact mental health outcomes (Cavanagh et 

al., 2013; Ford, Elhai, Connor & Frueh, 2010). 

 

Traumas such as road traffic accidents are distinctly impersonal in that normally 

there is no targeting by a perpetrator to victimize another driver.  The concept of 

interpersonal trauma and victimizations, on the other hand, are events of a very 

personal and often intimate nature to the victims, and these experiences include 
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rape, childhood neglect or sexual and physical abuse, as well as experiences of assault 

(Shevlin et al., 2013; Pérez-Fuentes et al., 2013). They are often events that are 

chronic in nature and have different implications from exposure to natural disasters 

or accidents. Indeed Widera-wysoczanska and Kuczynska (2010) differentiate non-

interpersonal trauma from interpersonal trauma with interpersonal trauma being 

described as “repetitive, chronic and complex” (p.1). For example, in the case of 

Intimate Partner Violence (IPV), the perpetrator will be known to the victim and may 

well be a person that the victim has a strong family bond with and someone whom 

they trust (Finkel & Eckhardt, 2013; Weiss, 2015). Experiences of IPV are often 

endured over long periods of time and are chronic in nature (Triantafyllou, Wang & 

North, 2016). Similarly, childhood neglect is usually perpetrated over a period of time 

by someone who has caring responsibility for the child and with whom the child has 

an established relationship (Finkelhor, & Hotaling, 1984; Bartlett, Kotake, Fauth & 

Easterbrooks, 2017).  

 

 

2.1.3 Interpersonal victimisations over the life-course 
 

Interpersonal victimisations can be forced on anyone at any time; however, research 

has often focused on investigations of separate life developmental periods. For 

example, in childhood, these experiences can include physical, sexual or emotional 

abuse as well as neglect and witnessing domestic violence (Felitti et al., 1998) and 

these are often known as Adverse Childhood Experiences (ACEs). Examples from 

adolescence include issues such as dating violence and bullying both in person, and 
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online (Foshee et al., 2014). Adults may be exposed to intimate partner violence and 

abuse, as well as parental abuse, assault, mugging and rape (Griffin, 2015; Hall et al., 

2013; Holt, 2013) and further, examples in old age can include elder abuse and 

institutional abuse which are also cause for concern (Burnes et al., 2015). 

 

 

2.1.4 Theoretical issues in interpersonal victimisations 
 

In relation to the diagnostic criteria for Post-Traumatic Stress Disorder (PTSD), the 

DSM-5 (APA, 2013) describes a traumatic event as a person having been exposed to 

one or more of the following: death or threatened death, serious injury either 

threatened or actual, and actual or threatened sexual violence. This can be directly 

experienced or witnessed but can also include learning that a close relative or friend 

has been exposed to a traumatic event; also included, is the indirect persistent 

exposure in the course of vocational duties, such as the duties of a paramedic (APA, 

2013). This definition is the subject of debate. In the case of childhood neglect for 

example, there may not be a direct or imminent physical threat. Neglect is the 

withdrawal of physical contact or emotional availability of a care giver and is also 

considered traumatic.  This will often feel like a betrayal that breaks the bonds of 

trust a child has with the very person or people that are entrusted with their care 

(Martin, Cromer, DePrince & Freyd, 2013). Interpersonal trauma and victimization 

experiences are very closely aligned to relationships and family experiences and can 

be particularly deleterious. Betrayal Trauma Theory (Freyd, 1996, 1999, 2001) 

focuses very much on the nature of the close relationship between the perpetrator 
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and the victim and this is further supported by Allen (2001) who suggested that the 

notion of interpersonal trauma and the theory of Betrayal Trauma resonate very 

closely. For example, Freyd (1996) argued ‘the person doing the betraying is someone 

the victim cannot afford not to trust’ (p.11)   

 

Further theories which may add to the understanding of the experiences of 

interpersonal trauma and victimization have been suggested. It is possible to 

distinguish the objective event from the subjective interpretation and the response 

to it. Not everyone who experiences a potentially traumatic event will develop a 

negative psychological outcome. For example, not all survivors of Childhood Sexual 

Abuse (CSA) suffer from extreme negative consequences; some are resilient in the 

face of adversity (Collishaw et al., 2007). Resiliency can be described as an individual 

who has successfully adapted to adverse life events or circumstances (Masten & 

Coatsworth, 1998). How a victim perceives a traumatic event will impact how they 

attribute interpretation to the event, and that person’s emotional response will 

impact on how they cope. All these factors can be examined in the context of 

developmental theory, most notable is attachment theory. Bowlby (1982) and 

Ainsworth (1989) postulated that attachment plays a key role in mental health from 

infancy and right across the developmental life-course. Rutter and O’Connor (1999), 

stated that attachment is a core theme in coping with traumatic events as it is ‘the 

provision of emotional security and protection against stress’ (p.824).  Previous 

research has consistently found that secure attachment styles are protective against 

many of the negative consequences of CSA (cf. O’Connor & Elklit, 2008) and insecure 

attachment has been found to increase the risk of psychopathology (Armour et al., 
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2011; Bartholamew, Kwong & Hart, 2001).  Secure attachment is associated with 

increased positive social interactions (Fonagy, 1997). Evolutionary theory explains 

that attachment is entrenched in the biological needs of a person (Holmes, 2014). 

Humans have evolved to live in social groups and readily attach to immediate and 

extended family as well as peers and colleagues. There are a plethora of elements 

that can cause variations in how attachments form and research into childhood 

attachment seems to explore how the person with care responsibilities behaves 

towards the child, the characteristics or temperament of the child, interfamilial 

influences and the effect of cultural influences on the family.  

 

Freyd (1996) argued that a trauma that involves betrayal can have harmful 

consequences for the victim. Although Betrayal Trauma Theory (Freyd, 1996) centres 

on a type of psychogenic amnesia that is a result of an adaptive evolutionary 

response to being victimised as a child, the notion of interpersonal trauma and 

victimisation is most often coloured through a lens of betrayal. This type of betrayal 

has a direct effect on the type of attachment and the relationship the victim has with 

the perpetrator. Further, how the victim perceives themselves in light of their 

relationships and their place in the world can be explained in terms of schema theory. 

The sense of self may be disturbed to the point that their self-esteem is damaged, 

self-confidence is impacted, and their self-worth is reduced (Janoff-Bulman, 1989; 

Fennell, 2005). Historically, investigations have shown that when a person is a victim 

of any interpersonal trauma they are at elevated risk of developing a number of 

psychopathologies, including PTSD. A plethora of interpersonal victimisation and 

trauma studies highlight that exposure to traumatic experiences significantly impacts 
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mental health for many victims (Briere & Scott 2015) and have demonstrated that 

victims are at increased risk of depression, anxiety and PTSD (Sabina & Straus, 2008; 

Cuevas, Finkelhor, Clifford, Ormrod, & Turner, 2010) thus interpersonal victimisation 

and trauma may be implicated in the ontogenesis of psychopathology.  

 

 

2.1.5 Poly-victimization and re-victimization 
 

A growing body of evidence also shows that victimization experiences rarely happen 

in isolation. Finklehor et al. (2011), proposed that when children are exposed to a 

victimization experience, they are often exposed to multiple forms of victimization 

experiences which he termed poly-victimization. When a child is the victim of 

childhood sexual abuse it is now recognised that they will potentially also suffer 

physical abuse and psychological maltreatment as well (Finklehor et al., 2007). 

Although initially proposed as a way of conceptualising childhood experiences of 

violence, criminal victimisations and abusive experiences the term poly-victimization 

has been expanded to include all multiple victimisation experiences that occur in any 

developmental period across the life-course (Ramsey-Klawsnik & Heisler, 2014). 

Poly-victimization experiences are reported to be persistent over time (Finklehor, 

2011). Further evidence has shown that when someone experiences one type of 

interpersonal trauma and victimization they are at increased probability of becoming 

a victim of another similar exposure of the same type or of a different nature at some 

point later in their lifetime (Scott-Storey, 2011). This re-victimization experience is 

evident in the literature, victims of childhood sexual abuse are at increased risk of 



65 

 

becoming a victim of adult rape or sexual assault.  Ports et al., (2016) found that as 

endorsement of ACEs increased so too, did the risk of participants being exposed to 

sexual victimisation experiences. 

 

It is also argued that victims of interpersonal abuse may be more likely to experience 

complex trauma symptomology, potentially as a result of the repeated and 

prolonged nature of their experiences. Recent research within the area of stress and 

trauma related disorders has shown that outcomes of exposure to extended and 

repeated victimisations may result in complex PTSD, which can be differentiated 

from PTSD as it is outlined in the DSM-5 (APA, 2013). It is proposed that in the next 

iteration of the International Classification of Diseases (ICD; World Health 

Organisation, 1993), the diagnostic criteria for PTSD will be sub-divided to include a 

diagnostic criterion for complex PTSD. Cloitre, Garvet, Brewin, Bryant and Maercker 

(2013) exposed three distinct classes of PTSD sufferers, a low symptomatic class, a 

high PTSD symptomatic group and a third group which was characterised by high 

PTSD symptomology and high affective dysregulation, negative self-concept and 

interpersonal problems. Complex PTSD is recognised as a multiplicity of outcomes 

that include but are not limited to PTSD symptomology, for example children can 

experience difficulty with attachment, emotional self-regulation, aggression, 

substance and eating disorders, low self-esteem and shame or guilt (Force, 2005). 

 

Evidence is growing that shows the cumulative effects of experiencing poly-

victimization, that is, the experience of multiple victimizations of the same or 

different type. Similarly, re-victimisation, the exposure to repeated victimisation 



66 

 

experiences sequentially, may operate in a dose response fashion in relation to 

mental health outcomes. A linear relationship is evident between the number of 

traumas experienced, and corresponding increases in negative mental health 

symptomology (Cavanagh et al., 2013; Finklehor et al., 2011; May-CHahal & Cawson 

2005).  One germane issue with regard to the study of victimisation, is that the vast 

majority of investigations either concentrate on, or are limited to, a small selection 

of variables. For example, many concentrate only on one developmental period such 

as childhood or adolescence, yet more concentrate on just one type of victimisation 

such as intimate partner violence (IPV) or physical assault. Further still, where the 

investigation focuses on poly-victimized or re-victimised populations, the vast 

majority of research is carried out on female only populations or mixed samples; the 

exclusion of male samples and the resulting lack of representative samples may mask 

the true prevalence and nature of interpersonal trauma and victimisation. Of further 

interest, many studies analysing epidemiological survey data use a simple count of 

victimisation experiences, a technique that is limited both theoretically and 

methodologically. For example, combining endorsements of the experience of rape 

with endorsements of the experience of a natural disaster such as a tsunami makes 

questionable theoretical sense. While both are traumatic experiences, rape is 

interpersonal in nature as it includes a perpetrator as well as a victim and is a criminal 

offence while a tsunami is an organic planetary event, not targeted at an individual 

and beyond the control of any one person. It is not clear from the available research 

if the outcomes for victims are similar or vastly different. Finklehor et al. (2011) 

reported that research has shown that victimisation experiences are not distributed 

among the population at random but constellate for a given portion of individuals. 
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This would suggest that outcomes may also differentiate for victims of interpersonal 

poly-victimization and re-victimisation when compared to those exposed to natural 

disaster. 

 

 

2.1.6 Assessment of poly-victimization 
 

One person-centred approach that is methodologically more robust and favourable 

in the investigation on interpersonal trauma and victimisation over a simple count of 

experiences is to establish classes or profiles of victimisation experiences (Jenness & 

McLaughlin, 2015). Theoretically, this would accommodate the proposal of Finklehor 

et al. (2011) that traumatic experiences are, for the most part, concentrated on 

certain populations rather than being randomly distributed in the population. This 

has been achieved by using Latent Class Analysis (LCA), Latent Profile Analysis (LPA) 

and cluster analysis. For example, Cavanagh et al (2013) exposed profiles of Intimate 

Partner Violence using LCA. These analyses often utilize large epidemiological 

datasets, grouping or profiling individuals into subtypes. Each profile will contain 

members who share mutual endorsements on latent or hidden variables so that 

individuals in each group will have more in common with those within their own 

profile, than the difference between profiles thus making each profile distinct from 

the others (Hagenaars & McCutcheon, 2002). These large nationally representative 

datasets also allow for the examination of prevalence rates at a population level as 

participants self-report their experiences rather than depending on formal or official 

disclosures to estimate the number of people who endorse victimisation 
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experiences. This means there is no reliance on judicial records or clinical samples of 

victims who present for treatment. These techniques have also been utilised to 

establish profiles of symptomology of PTSD and the relevant subtypes (Armour, 

Karstoft & Richardson, 2014) and to examine profiles of childhood poly-victimization 

(Berzenski & Yates, 2011). 

 

 

2.1.7 Females, males and the hidden victims  
 

Much research purports that females fair worse when falling victim of traumatic 

events. For example, Breslau (2009), used a 19-item checklist including a range of 

trauma from experience of rape, war related trauma and natural disasters and 

utilised a simple count of event exposure to show evidence that females are more 

likely to show elevated endorsement of PTSD. This is in direct conflict with the 

findings of Peterson et al. (2011) who noted that adult male victims of sexual abuse 

reported greater traumatic stress symptomology than females.   

 

The amalgamation of experiences of war and natural disaster with those of 

interpersonal violence makes interpretation of these findings very difficult. It is 

almost impossible to tease out specific victimization information. Research over the 

last four decades has been driven by a feminist activist agenda (Bumiller, 2009) which 

has commendably secured attention on the plight of female victims to investigate 

trauma prevalence and related outcomes.  This has led to prolific resources, policy, 

treatment and interventions that have been designed and developed based on this 
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research. However, it would appear that this has been at the expense of other 

victimized populations including minority groups such as the Lesbian, Gay, Bisexual 

& Transgender community (LGBT).  

 

This in turn leads to a question in the validity of comparing males to females in 

interpersonal trauma and victimisation research. Other research has shown that 

male victims experience elevated psychiatric symptomology when compared to 

females (Gershon et al., 2008). Breslau (2009) however does concur that males 

endorse higher total rates of abuse and victimization experiences across the life-

course when compared to females. Moreover, it has been well established that males 

are notorious for not disclosing interpersonal trauma and victimisation experiences 

for a variety of reasons including fear of being blamed (Alaggia, 2005; Preston, 2016). 

The Theory of Alexithymia, (Lane et al., 2015) where a person is unable to label, 

understand or acknowledge emotions or actions may also help explain why some 

male victims do not identify themselves as a victim.  In the case of sexual assault and 

rape, males may not self-identify and acknowledge their experience as an assault or 

as a crime against them (Pfeffer & Cuevas, 2016; Wilson & Miller, 2015). Indeed, for 

some male victims of rape who identify with the LGBT community they will blame 

themselves, feeling that the reason this happened to them is because of their 

sexuality (Morrison & MacKay, 2000). Of further consideration, many men may 

experience mild to moderate mental health difficulties (often referred to as ‘sub-

clinical’), which do not necessary warrant support from health care professionals, but 

nevertheless impeach daily functioning and quality of life.  
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Given the factors discussed, it would appear that multiple victimisation experiences 

are more likely for any victim who reports one single victimisation experience. 

Further, examining simple counts of victimisation does not expose the intricate 

nature and interaction of multiple forms of interpersonal poly-victimization therefor, 

examining how interpersonal poly-victimization experiences cluster utilising superior 

person-centred methodologies is an important line of enquiry. Indeed, most 

pertinent is the under-representation of males in the literature examining 

interpersonal trauma, poly-victimization and re-victimization.  

 

2.1.8 Objective 
 

1.) To systematically examine the extant literature 

2.) To establish current knowledge at an epidemiological level of person centred 

profiles of multiple interpersonal trauma and victimisation in male samples 

and  

3.) To establish levels of the associated negative mental health outcomes.  

 

2.2 Method  
 

This review employed a framework designed to conduct a broad search of the extant 

literature to address the question “How does the experience of poly-victimization and 

re-victimization in the form of multiple interpersonal trauma and victimization 

endorsements affect the mental health of male victims”. Relevant text, text strings 

and Medical Subject Headings (MeSH) were used to search eight Social Science and 
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Biomedical electronic databases from 1st Jan 2006 to the current date (January 2017). 

Protocols with key word and string terms for multiple interpersonal trauma and 

victimization as well as mental health outcomes were developed from previous 

literature (cf. Cuevas, & Rennison, 2016). Hand searches were also conducted in the 

Journal of Interpersonal Violence and the journal Violence and Abuse as well as 

internet search engine Google Scholar. Searches were limited to peer reviewed 

articles published since 1st Jan 2006 and written in English language. 

 

Databases included in the search: PILOTS (Published International Literature on 

Traumatic Stress); AISSA (Applied Social Sciences Index and Abstracts); IBSS 

(International Biblography of the Social Sciences); SCOPUS (Elsevier); Social Science 

Database; EMBASE (Elsevier/Biomedical); ISI Web of Science; Medline (Ovid); Hand 

searches of reference lists in papers that were seen as relevant; Manual search of the 

‘Journal of Interpersonal Violence’ and the journal of ‘Violence and Abuse’; Manual 

search of ‘Google Scholar’. 

 

One example of the search strategy used for PILOTS (Published International 

Literature on Traumatic Stress) database included the search terms (victim* OR 

“interpersonal trauma” OR poly-victim* OR polyvictim*) AND (mental health OR 

anxiety OR depress* OR PTSD OR mood OR bipolar) AND (men* OR man* or male* 

OR boy*) AND (LCA OR LPA OR ‘latent class analysis’ OR ‘latent profile analysis’ OR 

cluster), limited to ‘human’, ‘English language’, since 1st Jan 2006. 
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2.2.1 Selection Criteria 

2.2.1.1 Inclusion Criteria 

Studies were included if they incorporated a male population over age 18 years, who 

had endorsed experiencing interpersonal trauma and victimisation events in more 

than one developmental life period and where profiles of these experiences were 

assessed. 

 

Exclusion Criteria 

Studies were excluded if  

• the population under investigation included individuals under 18 years of age; 

• non-community level samples such as military veterans; 

•  vulnerable populations including disabled; clinical or treatment seeking 

populations;  

• institutionalised populations; 

•  incarcerated populations; 

•  non-specific trauma; 

•  interpersonal trauma and victimisations endorsed in only one developmental 

life period, for example only in childhood.  

Studies were also excluded where assessment of victimisation was conducted using 

a simple count only and in the case of studies investigating populations of both 

genders, studies with data relating specifically to male experiences could not be 

extrapolated from the total sample. 
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2.3 Results  
 

The database searches returned a total of 5051 studies and the manual searches of 

the two journals and google scholar returned a further 7 studies for consideration 

(Fig.1.) Based on title alone 268 studies (duplicates removed) were identified for 

further examination by abstract. A further 89 of these studies were identified for 

detailed consideration and the full text of each of these was individually assessed. 

Studies that did not meet the strict standards of one or more of the inclusion criteria 

were excluded from the review. 

 

As seen in Table 1., the remaining two studies are summarised including relevant 

empirical findings in relation to the association between profiles of multiple 

interpersonal trauma and victimisation and negative mental health outcomes. Of 

these, both relevant studies included nationally representative populations samples, 

study 1 included 14,477 males and study 2 included 3,032 males. These two studies 

had data that could be extracted specifically for male populations in the sample and 

assessed for multiple interpersonal trauma and victimisation experience by latent 

profiling and both assessed measures of mental health outcomes. Of note, the return 

of only two studies in the final analysis shows evidence of the unique nature of this 

research area. 

 

 

2.3.1 Study characteristics 
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A total of two studies met the criteria for inclusion in the final review.  Both studies 

utilised secondary data of cross-sectional design. One study used data from the 

National Epidemiologic Survey on Alcohol and Related Conditions, Wave II (NESARC 

II; Grant & Kaplin, 2005), a large epidemiological dataset from the USA and the other 

used data from the Adult Psychiatric Morbidity Survey 2007 (APMS, 2007; McManus, 

Meltzer, Brugha, Beddington, Jenkins, 2009), a similar large epidemiological dataset 

from England. 

 

A total of 17,509 male participants were interviewed across both studies with study 

1 investigating 14,477 males and study 2 investigating 3,032 male. Interpersonal 

victimisation and trauma measures were investigated by Latent Class Analysis in both 

studies and included for example, experiences of lifetime rape, bullying, violence at 

home and physical abuse. Both studies assessed negative mental health outcomes in 

relation to victimisation experiences, and these included attempted suicide, self-

harm, depression, anxiety and PTSD. 

 

 

2.3.2 Victimisation experiences 
 

These two papers show some overlap in the assessment of life-course victimisation 

indicators. 

2.3.2.1 Witnessing domestic violence and experiencing violence in the home. 
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Study 1 examined the endorsement of witnessing domestic violence in childhood 

(before  age 16 years) and Study 2 examined the experience of violence in the home 

over the lifetime. These were endorsed at of 4.5% and 8.9% respectively. 

 

 

2.3.2.2 Childhood physical abuse. 

Experience of childhood physical abuse was assessed directly in both studies and was 

endorsed at rates of 3% in study 1 and 5.4% in study 2. 

2.3.2.3 Bullying. 

Bullying experience over the life-course was assessed in study 2 and in this cohort, 

showed an endorsement rate of 18.6% of the male population. 

2.3.2.4 Sexual assault, molestation and rape. 

Study 1 and study 2 examined experiences of lifetime unwanted sexual experiences. 

Study 1 enquired about lifetime experiences of sexual assault and molestation which 

was endorsed at a rate of 2.8% while study 2 enquired about lifetime experiences of 

rape and was endorsed at a rate of 1.1% of the population. 

2.3.2.5 Stalking 

Study 1 assessed experience of stalking victimisation and showed that 2.7% of this 

male cohort endorsed having been a victim of stalking. 

2.3.2.6 Intimate Partner Violence (IPV) and domestic violence. 

IPV and domestic violence are terms that are often interchanged in the literature 

(Lagdon, Armour & Stringer, 2014). Study 1 asked about experiences of IPV in 
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adulthood and Study 2 asked about experiences of domestic violence described as 

violence from a current or previous partner experienced since the respondent was 

16 years of age. These victimisation experiences were endorsed at 2.1% and 19.2% 

respectively,  

 

2.3.2.7 Childhood neglect. 

This victimisation experience was examined only in study 1 and was endorsed as 

having been experienced by 2.7% of the population. 

2.3.2.8 Physical assault. 

Adult physical assault experiences were only enquired about in study 1 and were 

endorsed by 12% of the study population. 

2.3.2.9 Mugged, held up or threatened with a weapon. 

Study 1 enquired about lifetime experience of being mugged, held up or experiencing 

being threatened with a weapon and this was endorsed by 16.4% of the population. 

 

 

2.3.3 Assessment of poly-victimization by Latent Class Analysis (LCA) 
 

When subjected to LCA, study 1 exposed a 4 class solution while study 2 exposed a 3 

class solution, this may be explained in terms of the indicators that were assessed in 

the individual studies and the populations under investigation. Both studies exposed 

a large normative class in the analysis characterised by low or no endorsement. In 

study 1 this was 81.4% of the population and in study 2 this was 37.8%.  That shows 
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that a large percentage of the population, both male and female do not experience 

interpersonal victimisation and abuse across their life-course. In study 2 a class was 

exposed that endorsed elevated levels of bullying and domestic abuse. Study 1 

exposed a class of adult only victimisation experiences including physical assault and 

mugging. Finally, both studies exposed classes of life-course poly-victimization as 

assessed by the indicators available for both cohorts. Study 2 exposed one life-course 

polyvictimized class showing elevated rates of endorsement for experience of rape, 

bullying, violence in the home, physical abuse under 16 years of age and domestic 

violence. Study 1 exposed two classes of life-course poly-victimization. One class 

showed a moderately high level of endorsement across the life-course on all 

indicators of victimization: childhood physical abuse, childhood neglect and 

witnessing domestic violence in childhood, adult sexual assault, Intimate partner 

violence, adult physical assault, stalking and mugging. The second class of poly-

victimization in study 1 followed a similar graphical representation however it had 

severely increased rates of endorsement of almost all indicators across all 

victimisation experiences except for the witnessing of domestic violence which was 

high in both poly-victimization classes. 

 

2.3.4 Mental health outcomes. 

2.3.4.1 Lifetime suicide attempt. 

Study 2 assessed lifetime history of a suicide attempt. Results showed elevated 

endorsement in the male population categorised in the class that endorsed high 

levels of bullying and domestic violence, OR=6.70(95%CI=1.18-36.82; p<0.001). This 

was also shown in the poly-victimized class exposed in study 2, categorised by high 
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endorsement across all indicators in a dose response fashion OR=28.98(95%CI=7.01-

88.45;p<0.001). 

2.3.4.2 Non-Suicidal Self-Injury (NSSI)  

Study 2 assessed lifetime history of NSSI, a disorder once categorised as part of the 

diagnostic criteria for Borderline Personality disorder but now classified as an 

independent disorder in the DSM-5 and includes the deliberate act of causing 

physical harm, injury or pain to oneself without intending suicide.  This showed 

elevated odds of endorsement for the males in the class categorized by lifetime 

experiences of bullying and domestic violence OR=3.63(95%CI=1.30-27.87;p<0.001). 

For the males in the class categorised as poly-victimized, an elevated odds ratio 

showed increased odds of exhibiting NSSI behaviours OR=52.77(95%CI=14.8-

96.51;p<0.001) 

2.3.4.3 PTSD  

PTSD was the only outcome that was assessed in both study 1 and study 2. Study 1 

found and elevated risk level of PTSD in all latent classes of victimisation, with 

increased risk as corresponding to increase in endorsement in victimisation in a dose 

response fashion. For males in study 1’s moderate poly-victimization class results 

show OR=4.37(CI95%3.286-5.826;p<0.001). For study 1 the high poly-victimization 

endorsement class results show OR=12.56(95%CI 9.108-17.325;p<0.001). In study 2, 

the male only portion of the assessed population also showed elevated risk for 2 

factors of PTSD symptomology in the poly-victimised class for re-experiencing 

OR=1.45(95%CI=0.84-2.51;p<0.05) and arousal OR=5.57(95%CI=2.5-12.41;p<0.001). 

2.3.4.4 Further negative mental health outcomes 
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Study 1 assessed five further negative mental health outcomes: General Anxiety 

Disorder (GAD), Depressive disorder, Manic disorder, Panic disorder and Social 

phobia. Assessment was based on a lifetime diagnosis and all latent classes of poly-

victimization and showed elevated odds of endorsement of diagnosis of all disorders 

in a dose response fashion with ORs ranging from 2.0 to 8.07 across the poly-

victimization classes.  
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Fig.1. Flow chart of published papers selected and excluded from the initial online 
database and hand searches to the publications included in the review. 
Table 1. Studies included in the review which explore the association between 
profiles of multiple interpersonal trauma & victimization experiences and negative 
mental health outcomes. 

Total number of articles included 

(N= 2) 

• Community population (n=2) 

• Male only data available (n=2) 

• Multiple interpersonal trauma and 

victimisation life-course profiles (n=2) 

• Mental health outcomes assessed (n=2) 

Papers excluded by reviewing title then further 

excluded by reviewing abstract 

(N= 4969) 
Reasons for exclusion: 

• Dissertations, book chapters, conference 

abstracts 

• Foreign language 

• No human sample 

• Female only sample 

• Published before 2006 

• Full text not available 

• Vulnerable, clinical or treatment seeking 

population 

• War/ political violence or veteran population 

• Population under 18 years of age 

 

Full text articles excluded 

(N-= 87) 
Reasons for exclusion: 

• Assessment of undisclosed type of 

trauma 

• Assessment of interpersonal trauma & 

victimization combined with non-

interpersonal trauma & victimisation 

• Assessment by count of victimisation 

experience only 

• Assessment of only one victimisation 

experience 

• Assessment of only one life or 

developmental period 

• No assessment of mental health 

outcomes 

• Unable to extract male only data 

Records identified through database 

searching  

(N=5051) 

Additional records identified through manual search 

(N=7) 

Full text articles assessed for eligibility 

(N= 89) 
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 Study 1 Study 2 

Citation Burns, C. R., Lagdon, S., Boyda, D., & 
Armour, C. (2016). Interpersonal 
poly-victimization and mental health 
in males. Journal of anxiety 
disorders, 40, 75-82. 
 

Dhingra, K., Boduszek, D., & 
Sharratt, K. (2015). 
Victimization Profiles, Non-
Suicidal Self-Injury, Suicide 
Attempt, and Post-Traumatic 
Stress Disorder Symptomology 
Application of Latent Class 
Analysis. Journal of 
interpersonal violence, 
0886260515576967. 
 

Dataset National Epidemiologic Survey on 
Alcohol and Related Conditions Wave 
2 (NESARC II) 

Adult Psychiatric Morbidity 
Survey 2007 (APMS 2007) 

Male population 14,477 3,032 
Assessed victimisation 
variables and 
endorsement 

Physical abuse 
Neglect 
Witness to domestic violence in 
childhood 
Sexual assault 
Intimate partner violence 
Physical assault 
Stalked 
Mugged/ held up/ threatened with a 
weapon 
 

Lifetime rape 
Lifetime bullying 
Lifetime violence in the home 
Physical abuse 
Domestic violence 
 

Exposed profiles Class 1: normative 
Class 2: life-course poly-victimization 
with high WDVC 
Class 3: adult multiple victimisation 
Class 4: high poly-victimization 

Class 1: high poly-victimization 
Class 2: bullying and domestic 
violence 
Class 3: Normative 

Assessed mental health 
variables 

General Anxiety Disorder 
Depressive disorder 
Manic disorder 
Panic disorder 
Social phobia 
PTSD 

Suicide 
Non-suicidal self-injury 
PTSD factor 1 
PTSD factor 2 
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2.4 Discussion 
 

The aim of this review was to synthesize the current knowledge of multiple 

interpersonal trauma and victimizations in male populations using person centred 

classifications, and the relationship to potential negative mental health outcomes. 

The results of this review show only two studies met the criteria for inclusion.  This 

would confirm that this area of research is grossly neglected and in need of urgent 

attention. Study 1 and Study 2 evidenced distinct patterns of poly-victimization in 

male samples including a normative or non-victimized class and a poly-victimized 

class. Also evident is when males are subject to multiple interpersonal trauma and 

victimisation across the life-course in the form of poly-victimization and re-

victimisation. There is strong evidence to suggest the cumulative effects result in 

elevated odds of endorsement of a multiplicity of negative mental health outcomes 

including more than six times more likely to attempt suicide and over three times 

more likely to self-injure. Both studies assessed PTSD symptomology. Study 1 showed 

elevated endorsement of 12 times that of the non-victimized class while study 2 

showed increased odds in two factors of PTSD independently assessed, re-

experiencing showed one and a half times the likelihood of being endorsed while 

arousal showed over five and a half times more likely when compared to the 

normative class.  

 

The cumulative effects of interpersonal poly-victimization and re-victimization have 

been shown to have a deleterious effect on mental health outcomes in a dose 

response fashion. In particular, males who have a profile of poly-victimization that 
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includes sexual assault have been reported as having elevated odds of suffering not 

just PTSD symptomology but elevated odds of other comorbid mental health issues 

such as mood disorders, anxiety and substance disorders (Molnar, Buka & Kessler, 

2001). The limited availability of data examining profiles of interpersonal trauma and 

victimizations over the life-course relating to male specific populations and the 

associations with negative mental health outcomes shows a large gap in the 

literature that requires urgent attention. 

 

Results of this review should be considered in light of the strengths and weaknesses 

of the literature that is included. One major strength, the use of person-centred 

analysis such as Latent Class Analysis, Latent Profile Analysis or Cluster analysis allows 

for the true nature and prevalence of poly-victimization to be exposed and 

understood as each victimization experience is examined in relation to other 

interpersonal trauma and victimization experiences. This is a pertinent line of enquiry 

given the strength of evidence that supports one victimisation event is rarely 

experienced as a standalone event (Finklehor et al., 2007; Scott-Storey, 2011; Turner, 

Shattuck, Finkelhor & Hamby, 2016). Further, the cumulative nature of exposure to 

multiple traumatic experiences is known to negatively impact psychological 

consequences in a dose response manner, with an increase in victimisations 

experienced increasing the risk of endorsing elevated mental health symptomology 

and psychiatric diagnoses (Shevlin, Houston, Dorathy & Adamson, 2008). 

 

Of note, the use of large epidemiological datasets also allows for a more robust 

estimate of prevalence rates of victimization to be established and investigated, and 
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this goes some way to eliminating some of the issues with regard to under-reporting 

and non-disclosure. Hidden victimisations appear to be endemic within male 

populations for a variety of reasons including embarrassment or fear of being seen 

as ‘unmanly’ (Brown, 2004. p.95). 

 

Limitations also exist with the use of large secondary datasets as often there is no 

available information on the chronicity and severity of the victimization experiences. 

This may impact the results as little evidence exists to suggest that all victimization 

experiences weigh the same for all individuals. Indeed, Pfeffer and Cuevas (2016) 

advocated that since susceptibility to interpersonal victimization is different between 

differing populations that blindly applying policies and interventions that have been 

developed from mainstream research is a major disadvantage. This is of particular 

relevance to male victims as treatment options, interventions and support 

mechanisms are based on the research carried out to date. The vast majority of this 

research is based on female populations therefore it seems pertinent that gender 

specific research is carried out and gender specific treatment, support and policies 

be developed.  

 

This is no more evident than when examining provision for victims who present with 

experiences of Intimate Partner Violence and domestic abuse. In the UK, Women’s 

Aid is a well-established national support mechanism, focusing on female victims 

who amount to two thirds of the victims who present at judicial level (Harwin, 2006). 

However, the remaining one third of IPV and domestic violence victims who enter 

the judicial system are males (Brown, 2004).  Comparable support for male victims is 
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severely and disproportionately under-provisioned given that evidence suggests that 

females, especially young females initiate Intimate Partner Violence more frequently 

than males do (Capaldi, Kim, & Shortt, 2004; Fergusson, Horwood, & Ridder, 2005; 

O’Leary & Slep, 2006), potentially even by as much as twice the rate (Grahan-Kevan 

& Archer, 2005).  

 

Additionally, Whitaker, Haileyesus, Swahn, and Saltzman (2007) investigated 

prevalence rates of IPV in young American adults and found that half (49.7%) of the 

relationships that were reported as abusive were bi-directional; the abuse 

manifested directionally both from and against both partners and further, where 

abuse was not mutually instigated within the relationship, women were found to be 

the perpetrators of the abuse in over 70% of the relationships. 

 

Notably, Cocker and Scott (2006) stated the proportion of boys entering the state 

care system are proportionately higher than girls, indeed 56% are male with physical 

abuse and/or neglect the most often cited reasons. Given the strength of evidence 

that shows where a person is a victim of one type of victimization they are more likely 

to suffer further or subsequent victimization (Finklehor et al., 2007; Higgins and 

McCabe, 2001; Pears, Kim, & Fisher, 2008), it is important that these vulnerable 

populations receive target specific treatment, intervention and support to meet their 

gender specific needs. 

 

There are a number of methodological limitations with regard to the studies included 

in this review. Of particular note is the variability in the definitions and parameters 
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used. For example, the phrase Domestic Violence can have multiple definitions and 

is often used interchangeably with the term Intimate Partner Violence (IPV). In some 

circumstances these two terms can mean the same thing however Domestic violence 

and abuse can also mean sibling abuse and/ or child to parent violence making 

comparisons particularly difficult, thereby limiting the generalizability of results. 

Indeed study 2 showed the highest rate of endorsement across all victimisation 

indicators for experiencing domestic violence with 19.2% of the population endorsing 

having been exposed to this type of victimisation while study 1 showed 2.1% having 

endorsed IPV victimisation. The discrepancy in distinct definitions may explain the 

disparity.  

 

 

2.4.1 Implications and future directions. 
 

Future research in male only populations should help redress the balance of 

knowledge about the effects of interpersonal trauma and poly-victimization as they 

relate specifically to male victims. The current focus on female only or mixed sample 

investigations is not sufficient to elucidate the nuances of male specific needs and 

experiences. A standardised theory of multiple interpersonal trauma and 

victimization would set a theoretical framework to allow research that is compatible 

and comparable. Research that investigates the negative physical or psychological 

outcomes of interpersonal trauma and victimization while simultaneously examining 

experiences of car crashes or natural disasters does not appear to be 

methodologically sound.  A standardised theory will allow for new treatment options 
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to be developed and fully assessed that are grounded in theoretical perspectives and 

targeted specifically at male populations such as early interventions to increase 

coping skills or teach and nurture improvements in traits such as distress tolerance 

along with treatment options post-victimization that meet the needs of this specific 

population. 

 

Standardizing output measures would be advantageous to allow for the full nature 

of victimization experiences on both physical and psychological health to be truly 

evaluated. In the current review study 1 examined diagnostic endorsement according 

to the DSM IV (APA, 2013) for several negative mental health outcomes while study 

2 included self-reports of lifetime PTSD symptomology, suicide attempts and NSSI, 

while diagnostic criteria are crucially important, it is equally important to consider 

victims who are suffering from sub clinical symptomology of negative mental health 

outcomes especially in populations where unacknowledged victims are prevalent. 

However future research, whilst extremely important must accomplish the need to 

gather empirical evidence without placing too heavy a burden on people who have 

been subject to victimisation experiences and may already be vulnerable.  

 

 

2.4.2 Conclusion 
 

Exposure to interpersonal trauma has no systematic model of classification, 

therefore criteria employed in different studies to assess interpersonal trauma 

differs depending on the preferences and choices of the authors. As a result, making 
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comparisons of different studies is fraught with difficulty. This is evidenced in the 

current review as neither study included mental health indicators to measures the 

same outcome variables in the same way. Taken as a whole, both studies showed 

clear evidence of distinct profiles of multiple interpersonal trauma and victimization 

in male populations, and these poly-victimized profiles showed elevated 

endorsement of mental health difficulties and outcomes. This suggests that males 

who are victims of multiple interpersonal trauma and victimization are vulnerable to 

multiple negative mental health outcomes including PTSD. This is sufficient evidence 

to expose a gap in the literature that can only be overcome by further research in the 

area which is needed to inform policy, prevent and reduce the risk of victimization, 

poly-victimization and re-victimisation experiences and develop targeted treatment 

options and support interventions. 
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Chapter 3:  

The National Epidemiological Survey on Alcohol 
and Related Conditions III and the Methodology 

employed in this Thesis 
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3.1 Introduction 
 

 

As outlined in Chapter 2, existing datasets were utilised for the purposes of 

secondary analyses to expose latent classes of poly-victimization and 

psychopathology. In order to meet the aims of this thesis, several online searches 

were carried out to identify the most appropriate and comprehensive dataset with 

suitable variables to investigate the relationship between interpersonal poly-

victimization and negative mental health outcomes.  

 

 

 

3.1.1 Data Selection 
 

The rationale and research aims of this thesis have been comprehensively outlined 

in Chapter 1. The National Epidemiological Survey on Alcohol and Related Conditions, 

wave III (NESARC III) was identified as the most suitable data to address the aims and 

objectives of the current thesis. Variables were inspected and demonstrated 

availability of information on endorsements of interpersonal victimisation 

experiences and responses regarding diagnostic criteria of various psychopathologies 

in line with the Diagnostic and Statistical Manual of Mental Disorders, 5th ed (DSM-5; 

American Psychiatric Association (APA), 2013). An analytic plan was devised to 

answer the main research questions, as outlined in Chapter 1 and an application was 

made to gain access to the data which is available only via the National Institute on 

Alcohol Abuse and Alcoholism (NIAAA) under a limited data access policy.  
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• This chapter will detail the rationale behind the selection of the NESARC III 

(Grant, et al., 2015) as the survey dataset of choice for the secondary analysis 

of the dataset for this programme of research.  

• It will also describe in detail the NESARC III sampling frame and survey design.   

• Details of the data collection will be outlined followed by key characteristics 

of the instruments utilised in the analysis of this thesis including the Alcohol 

Use Disorder and Associated Interview Schedule 5 (AUDADIS-5; Grant et al., 

2015), Short-Form Health Survey (SF12-V2; Ware, Kosinski & Keller, 1996), 

and the Interpersonal Support Evaluation List – 12 item version (ISEL-12; 

Cohen, Mermelstein, Kamarck & Hoberman, 1985).  

• The final part of this chapter will detail the process by which access was 

granted by the NIAAA to the NESARC III data. 

 

 

3.1.2 The NESARC III 
 

Previous waves of the NESARC have been conducted in the United States of America 

as, the first in 2001-2002 and the second in 2004-2005. The NESARC III, being the 

third in this specific range, was conducted as a stand-alone cross-sectional survey 

and saw data collection conducted from April 2012 to June 2013, with a distinct 

cohort (Grant et al, 2015). The NESARC III survey was directed by the Laboratory of 

Epidemiology and Biometry (LEB), Division of Clinical and Biological Research. All 

fieldwork was carried out by Westat with funding provided by the National Institute 

of Health (NIH) through the NIAAA. The focus of the NESARC data is to collect data 
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from the general population to provide estimates as to the prevalence and 

consequences of Alcohol Use Disorders. This latest edition of the NESARC included a 

collection of saliva for DNA analysis. This thesis utilises data from the NESARC III and 

as such, all references to the NESARC refer to the data collected from 2012 to 2013 

unless stated otherwise.  

 

Interviewers were extensively trained in all aspects and protocols of data collection, 

saliva sample collection and computer assisted interviewing in relation to the 

NESARC III study. This was achieved with a home study pack that was provided to all 

interviewers and once completed, interviewers attended further face-to-face 

training. 

 

 

3.1.3 NESARC III Sample 
 

The NESARC III was designed to be nationally representative of the non-

institutionalised civilian, adult population of age 18 years and older in the United 

States of America, including Alaska and Hawaii (Grant, et al., 2015). Individuals who 

reside in households, including military veterans and serving personnel and people 

living in multiple occupancy dwellings such as college and workers dormitories were 

included in the sampling frame. Military personnel on active duty were excluded 

from the data collection. Data was gathered from 36,309 adult individuals, of which 

20,447 identified as female and 15,862 identified as male. A computer assisted 

personal interview technique (CAPI) was, utilise to carry out face-to-face interviews. 
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3.1.4 NESARC III sampling frame and survey design 

3.1.4.1 Sampling frame 

A multi-stage stratified sample design was utilised by the NIAAA to randomly select 

participants. Primary Sampling Units (PSUs) were created across all counties in the 

USA giving a total of 2,349 units. From this, Secondary Sampling Units (SSUs) were 

generated. The third stage in the sampling procedure, saw the selection of 71,052 

households from within the SSUs designated. The final stage in the sampling was the 

selection of eligible person(s) from within the household. Where households 

contained four or more persons who were considered eligible, two were chosen at 

random. Eligibility criteria for selection included: 

1.) 18 years of age or older; 

2.) Not currently on military active service or deployment 

The NESARC III oversampled Asian, Black and Hispanic minority populations, which 

was accounted for by weighting the data. Missing data was imputed by one of two 

methods: (1) either by assignment where a response was deduced from other 

answers the participant had given, or (2) by a hot deck technique, were a response 

was matched to a similar respondent who was randomly chosen (Grant et al., 2015). 

 

 

3.1.4.2 Survey design 

The NESARC III utilised a structured diagnostic interview instrument, the Alcohol Use 

Disorder and Associated Disabilities Interview Schedule aligned to the diagnostic 

criteria of the DSM-5 (AUDADIS-5; APA, 2013), as the instrument through which the 
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survey is delivered. The AUDADIS-5 queried background information for each 

respondent including age, current marital status and highest education level attained 

as well as experiences of traumatic events. Further, questions on the respondent’s 

lifestyle such as drinking, drug and nicotine consumption and utilisation were 

included. Questions were also included that queried psychopathology such as mood 

and anxiety disorders and information on any medical complaints. The final element 

of the interview process was for the interviewers to collect a saliva sample from the 

respondent. 

 

3.2 Measures 

 

3.2.1 AUDADIS-5 and the DSM-5 Diagnostic Criteria of Psychopathology 
 

The AUDADIS-5 was developed by the NIAAA specifically for use in the NESARC III 

data collection process (Grant et al., 2015). As a fully structured interview, the 

AUDADIS-5 was designed to gather information on the use of alcohol within the 

population of the United States and any associated health concerns. As part of the 

data collection the AUDADIS-5 queries features that can be utilised to evaluate the 

potential for negative mental health disorders in accordance with the diagnostic 

criteria delineated in the DSM-5 (APA, 2013). 

 

The DSM-5 was published in 2013 and is the current edition of the Diagnostic and 

Statistical Manual delineating the most current diagnostic criteria for the diagnosis 

of psychopathologies. The AUDADIS-5 queries both past year and lifetime DSM-5 
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diagnosis and contains several screening questions that are specific indicators of 

psychopathology in line with the DSM-5 including: 

 

• alcohol and tobacco use disorders; 

• nine categories of drug use disorders (sedatives, opiates (not heroin), 

cannabis, cocaine/crack cocaine, stimulants, hallucinogens, club drugs, 

inhalants/solvents and heroin); 

• mood and anxiety disorders (major depression, dysthymia, manic and 

hypomanic episodes, panic disorder, agoraphobia, social and specific phobia 

and generalised anxiety disorder);  

• personality disorders (borderline personality disorder, schizotypal personality 

disorder and antisocial personality disorder); 

• posttraumatic stress disorder;  

• eating disorders (anorexia nervosa, bulimia nervosa and binge-eating 

disorder) 

 

A positive endorsement of the screening questions allows for further investigation of 

symptomology of specific psychopathologies both over the last 12 months and across 

their lifetime, other than personality disorders which are lifetime diagnosis only. 

Where respondents met the required criteria for diagnosis, they are considered to 

have a positive endorsement of that specific psychopathology in line with the DSM-

5. DSM-5 criteria for each disorder considered in the NESARC III is listed in Appendix 

1.  
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The AUDADIS-5 also queries family histories of drug and alcohol use and disorders 

and if the respondent has ever sought treatment for drug or alcohol use problems. 

Statistical algorithms were utilised to compute if responses met the diagnostic 

criteria for the specific disorders assessed. Reliability analysis shows fair to excellent 

results for the AUDADIS-5 under test re-test conditions (Grant et al., 2015).  

 

 

3.2.2 Demographic Characteristics 
 

The AUDADIS-5 queried extensive topics within the interview schedule including:  

• age at last birthday in years;  

• race or ethnicity of the respondent; 

• receipt of food stamps (previous year and lifetime); 

• current marital status  

Demographic variables relevant to each chapter will be discussed in detail 

throughout this thesis. While many suitable demographic variables are available in 

the dataset for inclusion in the analysis, parsimony and appropriateness was 

considered for each example. For example, occupational class and educational 

attainment were available and could have been considered as indicative of SES 

however, the choice of ‘receipt of food stamps‘ as an indication of SES was made 

given that, for this population only those in dire financial need receive such support. 

Further, educational attainment for example, does not guarantee that a person is in 

gainful employment. 
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3.2.3 Interpersonal victimization indicators 
 

Within the AUDADIS-5 survey, a module is included containing questions on the 

experience of traumatic and abusive events experienced by the respondent. Specific 

statements were made about childhood physical and psychological victimisation 

experiences including: 

• how often you went hungry;  

• did not get medical treatment when necessary;  

• psychological abuse including being insulted or sworn at;  

• being hit or beat by an adult before the age of 18 years;  

 

Sexual experiences prior to age 18 years, instigated by an adult, were queried in four 

further questions including:  

• sexual touch forced on the respondent; 

• being forced to watch an adult sexually touch themselves;  

• attempted intercourse; 

• actual intercourse  

 

Respondents were asked to rate their experiences on a five-point Likert scale from 

(1) never or never true to (5) always or always true. Adult experiences of victimisation 

were queried in a different manner. Respondents were asked to examine a flashcard 

with a list of possible experiences and asked to endorse a maximum of four 

experiences, where more than four experiences could be endorsed participants were 
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instructed to endorse the four events they felt were the most severe. The flashcard 

used in the NESARC III data collection in available in appendix 2. 

 

 

3.2.4 Physical and Mental Functioning Summary Scales: SF12-V2 
 

The Physical and Mental Functioning Summary Scales are a self-report measure of 

how a person perceives their own physical and mental wellbeing. Developed initially 

by Quality Metric Incorporated as a 36-item Health Survey (SF-36; Ware, 1998; Ware 

& Sherbourne, 1992) to provide a free, psychometrically valid measure of health 

status that is comparable over populations, it was discovered that two factors 

accounted for 80-85% of the variance in the SF-36 scales, thus, the short version 

physical and mental health summary scales, the SF-12 was developed with the aim 

of providing a very short, quick and easily accessible measure that could yield high 

accuracy to the SF-36, could fit on a single page and be administered in under two 

minutes (Ware & Gandek, 1998). 

 

The SF-12v2 is based on eight concepts assessed in the SF-36; 1) physical functioning 

(PF), 2) role limitations due to physical health problems (RP), 3) bodily pain (BP), 4) 

general health (GH), 5) vitality (VT), 6) social functioning (SF), 7) role limitations due 

to emotional problems (RE) and 8) mental health (MH) (Ware et al., 1994). 

 

Now in its second iteration, the SF-12v2 is divided into two scales, the Physical 

Composite Scale (PCS-12) consisting of questions 1(GH), 2 & 3 (PF), 4 & 5 (RP), and 
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12 (BP), and the Mental Composite Scale (MCS-12) consisting of questions 6 & 7 (RE), 

8 & 10 (MH), 9 (VT), and 11 (SF), (Ware, Keller & Kosinski, 1994) see appendix 3.  

 

These two sub-scales are weighted and can then be summed to give an overall 

assessment of self-reported health status. The physical and mental summary scales 

are standardised by norm-based scores to the USA population which allow for 

comparison over various populations with a standardised mean score of 50 and one 

standard deviation (1sd) being 10, allowing the scale scores to be compared to each 

other and across general populations and clinical populations. The SF-12v2 has been 

widely used with reliability and validity reported to be moderate to excellent in both 

general and clinical populations, and differing race and ethnically diverse groups with 

Cronbach’s Alpha reported in the majority of studies at over 0.70 (Gandek et al., 

1998; Luo et al., 2003; Resnick & Nahm, 2001; Salyers, Bosworth, Swanson, Lamb-

Pagone, Osher, 2000; Ware et al., 1996).  

 

This thesis will utilise the Physical Component Summary Scale (PCS-12) of the SF-12v2 

in a later chapter. 

 

 

3.2.5 Interpersonal Support Evaluation List – 12 item version: ISEL-12 
 

The Interpersonal Support Evaluation List (Cohen & Hoberman, 1983) assesses 

respondents perceived interpersonal social support. The 12-item short version, the 

ISEL-12 (Cohen et al., 1985) was developed from the traditional 40-item version of 
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the ISEL (Cohen & Hoberman, 1983) and is utilised via the AUDADIS-5 in the NESARC 

III data collection. The ISEL-12 exposes three subscales: 1.) appraisal, the perceived 

availability of advice or guidance; 2.) belonging, the perceived availability of empathy 

or concern and 3.) tangible, the perceived availability of help and assistance, for 

example financial aid (Cohen et al., 1985).  All answers to the ISEL-12 questions range 

on a four-point scale from 0) definitely false to 4) definitely true with items #3,4,5,6,9 

and 10 reverse scored (see appendix 4). This gives a total potential sum score in the 

NESARC III of 0 to 36, where a lower score donates less perceived interpersonal social 

support and a higher score donates more perceived interpersonal social support. 

 

Reliability and validity of the ISEL-12 is limited, however the few studies that have 

been conducted show moderate to high results over English and Spanish populations, 

and a Korean population (Merz et al, 2014; Kim, Lee, Kim & Lee, 2012). 

 

 

3.3 NIAAA limited data access policy 
 

The NESARC III data is only available through a limited data access policy by 

application to the NIAAA. This is achieved by completing and submitting a Data Use 

Agreement (DUA, see appendix 5) and a completed Institutional Review Board (IRB) 

application (see appendix 6). An ethics application was completed and submitted to 

Ulster University Ethics Review board outlining the details and analysis intended for 

this thesis and was passed. Limited data requires that all personal identifiers are 

removed from the dataset before access is granted, for the protection, anonymity 
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and confidentiality of all participants included in the dataset. The framework 

employed by the NIAAA regarding information redacted or deleted is outlined in 

appendix 5. 

 

A completed application was made to the NIAAA for access to the NESARC III data 

and access was granted via email with a download like to the data. The NESARC III 

data was accessed and stored on a password protected Ulster University computer 

for analysis. 

 

3.4 Data Analysis 
 

The statistical procedures employed in the empirical chapters to meet the aims and 

objectives of this thesis, are individually detailed in each chapter. Given the complex 

design of the NESARC III sample, several points must be outlined here.  

 

All data was prepared in SPSS v23 and analysis was carried out in MPlus v7.4 (Muthen 

& Muthen, 1998-2016). As described above, the NESARC III contains a weight variable 

to account for over sampling of Asian, Black and Hispanic minority populations that 

allows for generalisation to the USA population and is utilised in all analysis in the 

current thesis. The inclusion of a weight variable prohibits the use of the 

bootstrapping techniques and as such, when appropriate, a Monte Carlo integration 

analysis is utilised to compensate (Preacher & Selig, 2012). 
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3.5 Conclusion 
 

The current chapter provides a summary of the NESARC III survey and has introduced 

elements of the sampling frame and particulars that will be utilised throughout this 

thesis. The following chapter commences the empirical investigation of the thesis 

questions with a latent class analysis of the typologies of interpersonal poly-

victimization in the male subsample of the NESARC III. 
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Chapter 4:  

A Latent Class Analysis of Interpersonal Poly-
victimization: Identifying Abuse Typologies in a 

Male Population1 
 

 

 

 

 

 

 

 

 

 

                                                 
1 This chapter, combined with Chapter 5 was summarised and presented at the 

Administrative Data Research Network International Conference, Queens University 

Belfast, 21-22 June 2018.  
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4.1 Introduction 
 

A number of research questions to be addressed in this thesis were outlined in 

Chapter 1, and the rationale behind each was discussed in detail. The first of those 

questions will be addressed in the current chapter: Do latent or hidden groups of 

interpersonal poly-victimization victims constellate within the male population? To 

answer this question, data from the male sub-sample of the NESARC III will be 

analysed by Latent Class Analysis and the results from this chapter will be utilised in 

further chapters. 

 

Interpersonal poly-victimization is of considerable societal concern. Many empirical 

investigations have evidenced that when a person experiences traumatic or 

victimising events, this can lead to a wide range of negative mental health outcomes, 

for example psychosis, anxiety, depression and PTSD (Freeman & Fowler, 2009; 

Yehuda, Halligan & Bierer, 2001). Indeed, in a population-based survey of over 2000 

people, conducted by Springer, Sheridan, Kuo, and Carnes (2007) concluded that 

physical abuse in childhood increased the likelihood that individuals would report 

anxiety, depression, and other physical complaints decades into their adult lives. 

Interpersonal poly-victimization experiences are specific types of multiple personal 

attacks, often chronic in nature and deliberately inflicted on the victim by a 

perpetrator who is often known to them. The victim may have an attachment 

relationship to the perpetrator, and that relationship may have been manipulated as 

part of the victimisation experience. For example, in cases of childhood sexual abuse 

the perpetrator will often be known to the victim, who is then groomed for 
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compliance; in cases of intimate partner violence, the perpetrator is the victim’s 

partner, the person who is expected to love and protect the victim. 

 

 

4.1.1 Co-occurring abuse types. 
 

Traditionally research in the area of interpersonal victimisation such as IPV 

(Cavanagh et al., 2013) or childhood sexual abuse (Mullen & Fergusson, 1999) has 

concentrated on one particular type of victimisation, or one particular 

developmental period. This is despite the growing body of evidence that 

victimisation experiences rarely occur in isolation (Finkelhor et al., 2007). Further, 

multiple experiences, which can be chronic in nature have been shown to have a 

cumulative impact on multiple mental health outcomes (Scott-Storey, 2011). Higgins 

and McCabe (2001) reported that while some studies appear to consider the multiple 

co-occurring abuse types; the focus of investigations is on one type of abuse only (cf. 

Milner & Crouch, 1993). This is an important issue in the investigation of trauma and 

victimisation experiences as concentrating on singular abuse types could lead to the 

overestimation of the impact of that type of abuse despite the fact that other types 

of abuse may have occurred and that there may be cumulative effects on well-being. 

For example, a study focusing on the mental health outcomes for adults who have 

survived childhood sexual abuse may not consider that any current mental health 

state may be attributable not only to childhood sexual abuse experiences but also to 

1) co-occurring experiences during this time such as psychological maltreatment and 

/ or 2) subsequent victimisation experiences in adolescence and adulthood. In 
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summary, interpersonal victimisation can co-occur during a single developmental 

period and/or across the life course.  

 

 

4.1.2 Interpersonal victimisation 
 

It is also important to note that the study of poly-traumatisation can be further 

complicated by the combination of all possible traumatic experiences rather than the 

examination of discreet trauma categories; namely interpersonal traumas vs. non-

interpersonal traumas.  Indeed, interpersonal victimisation experiences have, in the 

past, been combined with experiences of natural disaster and war (cf. Storr, Ialongo, 

Anthony & Breslau, 2007). Much of this research is limited in the sense that war and 

natural disaster are not necessarily part of the everyday lived experience of the 

majority of the population and both are umbrella terms for an array of traumatising 

experiences. War reflects experiences such as armed combat, bereavement, and 

witnessing atrocities; natural disasters reflect experiences such as the loss of loved 

ones, the loss of property and possessions, physical injury, and displacement. 

 

 

4.1.3 The cumulative impact of poly-victimization 
 

All types of trauma or victimisation may indeed result in a general elevation in 

negative outcomes for many who experience them (Pears, Kim & Fisher, 2008).  

Given that co-occurring abuse and victimisation experiences or poly-victimization are 

widely reported (Finkelhor et al., 2007), it may be correct to assume that various 
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amalgamations of interpersonal victimisation and abuse types will result in 

differential outcomes. Victims of poly-victimization report elevated symptomology 

of posttraumatic stress, increase in admission to hospital and increased levels of 

suicidality (Bryant & Range, 1995). 

 

Research into poly-victimization has often concentrated on one particular 

developmental period, for example childhood (cf., Finkelhor et al., 2007; Higgins & 

McCabe, 2001; Litrownik et al., 2005; Saunders, 2003), or on one particular 

interpersonal trauma type, for example IPV (Cavanagh et al, 2013). Further, the vast 

majority focus on female only or mixed samples. Moeller, Bachmann, and Moeller 

(1993) reported that almost half of the 668 American females under investigation 

had experienced two or more types of abuse. Likewise, Higgins and McCabe (2000) 

among their mixed female and male sample reported that almost half of their sample 

(43%) experienced more than one type of abuse, with some (6.9%) reporting 

experiencing five varying types of abuse. Studies that focus exclusively on male 

respondents tend to concentrate on military personnel and outcomes relating to 

military trauma and PTSD (cf. Forbes et al., 2013; Morris, Smith, Farooqui, & Surís, 

2014). In light of studies such as Coker et al. (2002), which show outcomes for male 

survivors of interpersonal victimisations differ and in some cases, are more 

deleterious for males when compared to females, the need to investigate male 

victims in civilian populations independently and to the same level as that of females 

is evident. Further, female centric studies will often compare female victims to non-

victims, yet mixed population studies more often compare male victims to female 

victims (cf. Afifi et al., 2009). 
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Taken together, multiple victimisation, either concurrently or sequentially, is 

associated with elevated negative outcomes when compared to experiencing a single 

abuse type. This is further seen when examining studies that perform a simple count 

of the number of abusive or traumatic experiences suffered by an individual. 

Tanskanen et al. (2004) investigated a Nordic population (n= 1405) and they assessed 

the number of traumatic events including combat experience, natural disasters, 

accidents that threatened life, violent crime victimisation, domestic violence and 

sexual abuse in childhood that each subject endorsed along with symptoms and 

history of depression. This study reported that depressive symptoms persisted for 

those who endorsed multiple traumatic experiences in a dose response fashion.  

 

 

4.1.4 Assessing poly-victimization 
 

Studies assessing simple counts of traumas are important in establishing the co-

occurrence of trauma and victimisation experiences.  They are, however, limited in 

that they often require the participant to nominate their worst traumatic experience 

at the expense of other experiences, which restricts the ability to elucidate how 

multiple trauma experiences interact to increase or decrease the likelihood of 

negative mental health outcomes. Several further methodological flaws have been 

identified. Higgins and McCabe (2001) identified a focus on physical and sexual abuse 

at the expense of psychological and other forms of abuse. This is an important avenue 

of research given that experiences of maltreatments may interact in a way that is 

more detrimental than the experience of a single type of victimisation (Wolfe & 
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McGee, 1994). Higgins and McCabe (2001) also claim that although some studies 

appeared to investigate the co-occurrence of abuse types, analyses will only focus on 

one type of abuse (cf. Milner & Crouch, 1993). Examining a broad gamut of abuse 

types in relation to co-occurrence is an important avenue of research given that 

“different types of child maltreatment interact in a manner that is more detrimental 

to development than the influence of one type alone” (Wolfe & McGee, 1994, p. 168).  

 

A growing number of studies have begun to investigate typologies of abuse. Sackett 

and Sanders (1999) compared the impact of psychological abuse on women (n=60) 

who had been in physically abusive relationships, across specialised women’s shelter 

and non-shelter services.  The factor analysis resulted in four factors of psychological 

abuse; ridiculing, criticizing, ignoring, and jealous control. This study built on previous 

theory with regard to psychological trauma suffered by battered women. 

 

 

4.1.5 Typologies of abuse and victimisation 
 

While Factor Analysis is focused on the structure of the variables, more recently, with 

the advance of some statistical packages it has been possible to adopt a person-

centred approach utilising Latent Class Analysis (LCA) and Latent Profile Analysis 

(LPA) techniques. LCA as a statistical framework is applicable in many areas of 

research. For example, Smith, Farrell, Bunting, Houston and Shevlin (2011) employed 

LCA to assess typologies of polydrug use in an epidemiological study of 8,538 adults 

in the UK. LCA was conducted on self-reported endorsement of nine types of drug 
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use, these were cannabis, amphetamines, cocaine, ecstasy, acid, mushrooms, 

tranquilisers, amyl nitrate and heroin/crack. Results showed a three-class solution 

was the best fit for the data and these were classified as Class 1: wide range polydrug 

use, Class 2: moderate range polydrug use and Class 3: no polydrug use. Advancing 

the modelling framework to include a regression analysis revealed that younger man 

were more likely to be in class 1, the wide range polydrug use. Excessive drinking was 

also more likely for the respondents in class 1 and lower educational attainment was 

more evident in both polydrug use classes.  

 

Subsequent to this, Armour, Elklit and Christoffersen (2014) utilised a LCA to 

investigate typologies of childhood maltreatment in a sample of 2,980 Danish 

participants aged 24 years. This analysis was conducted on 20 measures of specific 

types of maltreatment experiences. The preferred model comprised four classes or 

typologies of experience of childhood maltreatment; high psychological abuse 

(9.7%), high experience of sexual abuse (2%), overall abuse (2.1%) and a normative 

class of no abuse experience (86.2%). Using the normative class as a reference class, 

the results showed that those respondents who had been subject to child protection 

orders, there was over four times the risk of them being in the psychological abuse 

class, almost six times the risk of being in the sexual abuse class and over 17 times 

the risk of them being in the overall abused class. 
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4.1.6 Aims and objectives 
 

The current study aims to explore whether discrete typologies of interpersonal 

victimisation and trauma exist in a male subpopulation of a large epidemiological 

dataset.  Previous research has evidenced distinct classes of victimisation, 

interpersonal victimisation and traumatic experience in female populations, child 

and adolescence populations (Armour et al., 2014; Cavanagh et al., 2013; Rebbe, 

Nurius, Ahrens, & Courtney, 2017).   It is therefore hypothesised that distinct 

typologies will also be evident in a male population, to including a normative class. 

Based on previous findings that multiple experiences of different types of trauma are 

reported sequentially or consecutively (Finkelhor et al., 2011), it is further 

hypothesised that a poly-victimization class will emerge. 

 

4.2 Method 

 

4.2.1 Procedure 
 

The National Institute of Alcohol Abuse and Alcoholism (NIAAA) conducted Wave III 

of the National Epidemiological Survey on Alcohol and Related Conditions (NESARC 

III; Grant, Amsbary & Chu, 2014). This cross-sectional survey was carried out 2012-

2013 among noninstitutionalised residents in private households and military 

quarters in the USA, aged 18 years and over. Computer-assisted personal interviews 

(CAPI) were carried out face-to-face by trained interviewers with a total of 36,309 

participants and data were weighted to account for over-sampling of Blacks, 
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Hispanics, Asians and Pacific Islanders. Comprehensive details pertaining to all 

methods used in the survey are available elsewhere (Grant et al., 2014). 

 

 

4.2.2 Participants 
 

Of the participants (n=36,309), a total of 15,862 (43.69%) were males who completed 

the face to face CAPI and these data were utilised in the current study. Overall 

response rate was 60.1%. Age, marital status, race socio-economic status assessed 

by receipt of government food stamps in the past year of the male sub-sample are 

shown in table 1.  
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Table 4.1. Distribution of age, marital status and race characteristics in the male 

respondents of the NESARC III (n-36,309). 

Characteristic N % 

Total Males 15,862 43.69 

Age of Males (years)   

 18-29 3638 22.93 

 30-39 2966 18.70 

 40-49 2866 18.07 

 50-59 2875 18.13 

 60-69 1989 12.54 

 70+ 1528 9.63 

Marital Status of Males   

 Married 6724 42.39 

 Living as if married 1094 6.90 

 Widowed 583 3.68 

 Divorced 2064 13.01 

 Separated 556 3.50 

 Never married 4841 30.52 

Ethnicity 

 White, non-

Hispanic 

                  8555 53.9 

 Black, non-

Hispanic 

3153 19.9 

 American Indian, Alaska Native, non-Hispanic 

  210 1.3 

 Asian, Native Hawaiian, Other Pacific Islander, non-Hispanic 

  851 5.4 

 Hispanic, any race 3093 19.5 

Low 

SES 

   

 Receipt of 

government food 

stamps in the past 

year 

2167 13.7 
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4.2.3 Measures 
 

 

The NESARC III utilised the AUDADIS-5 instrument for data collection. The AUDADIS-

5 was delivered as a CAPI by fully trained interviewers. Details of this measure are 

available in chapter 2 and in Grant, et al. (2014). 

 

Childhood and adulthood victimisation experiences were assessed using 11 

dichotomous indicators. Three childhood specific indicators asked respondents to 

rate their experiences prior to the age of 18 years. A further two childhood specific 

indicators were assessed by asking respondents to rate their experiences prior to the 

age of 18 years and from self-report questions asking respondents to indicate their 

traumatic experiences including interpersonal victimisation from a list of coded 

responses, displayed via a flashcard titled “45a Stressful Life Experiences: Traumatic 

Experiences That Happened to You”  to the question “In your entire life, have any of 

these stressful or traumatic events ever happened to you personally”. The remaining 

six indicators were obtained solely from the self-report questions asking respondents 

to indicate their adult experiences of interpersonal victimisation from a list of coded 

responses via a flashcard to the question “In your entire life, have any of these 

stressful or traumatic events ever happened to you personally”. Respondents were 

given four opportunities to endorse different experiences from the list displayed via 

a flashcard (see Appendix 2). 
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4.2.3.1 The witnessing of domestic violence in childhood. 

 

A composite measure of witnessing domestic violence in childhood was created from 

four items i.e. (1) “Before you were 18, how often did your father/other adult male 

push, grab, slap or throw something at your mother/other adult female”, (2) “Before 

you were 18, how often did your father/other adult male kick, bite, hit your 

mother/other adult female with a fist or something hard”, (3) “Before you were 18, 

how often did your father/other adult male repeatedly hit your mother/other adult 

female for at least a few minutes”, (4) “Before you were 18, how often did your 

father/other adult male threaten your mother/other adult female with a knife/gun or 

use a knife/ gun to hurt her”. A positive endorsement on any item was coded as: (1) 

Witnessing Domestic violence in childhood (wdvc), whereas a negative endorsement 

on all was coded as (0) No endorsement of Witnessing Domestic violence in 

childhood. 

 

4.2.3.2 Neglect by a parent or caregiver prior to the age of 18 years. 

 

A composite measure of neglect in childhood was created from five items i.e. (1) 

“Before age 18, how often were you made to do chores that were too difficult or 

dangerous for someone your age”, (2) “How often were you left alone or unsupervised 

when you were too young to be alone, that is, before you were 10 years old”, (3) 

“Before age 18, how often did you go without things you needed like clothes, shoes 

or school supplies because a parent/other adult living in your home spent the money 
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on themselves”, (4) “Before you were 18, how often did a parent/other adult living in 

your home make you go hungry or not prepare regular meals” (5) “Before you were 

18, how often did a parent/other adult living in your home ignore or fail to get you 

medical treatment when you were sick or hurt”. A positive endorsement on any item 

was coded as: (1) Neglect prior to 18 (neg), whereas a negative endorsement on all 

was coded as (0) No endorsement of Neglect. 

 

4.2.3.3 Physical assault by a parent or caregiver prior to the age of 18 years. 

 

A generalised composite measure of physical assault or abuse in childhood was 

created from two items i.e. (1) “Before you were 18, how often did a parent/other 

adult living in your home push, grab, shove, slap or hit you”, (2) “Before you were 18, 

how often did a parent/other adult living in your home hit you so hard that you had 

marks or bruises or were injured”, and the option to endorse from the list code 8. 

Physically abused before age 18. A positive endorsement on any item was coded as: 

(1) Physical Assault prior to 18 (phyp18a), whereas a negative endorsement on all 

was coded as (0) No endorsement of Physical Assault prior to 18. 

 

4.2.3.4 Sexual assault prior to the age of 18 years. 

 

A generalised composite measure of sexual assault in childhood was created from 

four items i.e. (1) “Before you were 18, how often did an adult/other person touch or 

fondle you in a sexual way when you didn't want them to or were too young to know 
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what was happening”, (2) “Before you were 18, how often did an adult/other person 

have you touch their body in a sexual way when you didn’t want to or were too young 

to know what was happening”, (3) “Before you were 18, how often did an adult/other 

person attempt to have sexual intercourse with you when you didn’t want them to or 

were too young to know what was happening”, (4) “Before you were 18, how often 

did an adult/other person actually have sexual intercourse with you when you didn’t 

want them to or were too young to know what was happening”, A positive 

endorsement on any item was coded as: (1) Sexual Assault prior to 18 (sexp18a), 

whereas a negative endorsement on all was coded as (0) No endorsement of Sexual 

Assault prior to 18. 

 

4.2.3.5 Psychological abuse prior to the age of 18 years. 

 

A composite measure of psychological abuse in childhood was created from three 

items i.e. (1) “Before you were 18, how often did a parent/other adult living in your 

home swear at or insult you or say hurtful things”, (2) “Before you were 18, how often 

did a parent/other adult living in your home threaten to hit or throw something at 

you but didn't do it”, (3) “Before you were 18, how often did a parent/other adult 

living in your home act in any other way that made you afraid you would be physically 

hurt”. A positive endorsement on any item was coded as: (1) Psychological Abuse 

prior to 18 (psyp18a), whereas a negative endorsement on all was coded as (0) No 

endorsement of Psychological Abuse prior to 18. 
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4.2.3.6 Sexual assault or abuse across the life-course. 

 

A measure of sexual assault at any time across the life-course was derived from the 

option to endorse the responses displayed via a flashcard: “Sexually abused before 

age 18”. A positive endorsement was coded as: (1) Sexual Assault (ssa), whereas a 

negative endorsement was coded as (0) No endorsement of Sexual Assault. 

4.2.3.7 Intimate partner violence. 

 

A measure of Intimate Partner Violence (IPV) was derived from the option to endorse 

the responses displayed via a flashcard: “Beaten up by spouse/romantic partner”. A 

positive endorsement was coded as: (1) Intimate Partner Violence (ipv), whereas a 

negative endorsement was coded as (0) No endorsement of Intimate Partner 

Violence. 

4.2.3.8 Beaten up. 

 

A measure of experiencing being beaten up by someone other than a romantic 

partner was derived from the option to endorse the responses displayed via a 

flashcard: “Beaten up by someone else”. A positive endorsement was coded as: (1) 

Beaten up (bu), whereas a negative endorsement was coded as (0) No endorsement 

of being Beaten Up. 
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4.2.3.9 Kidnapped at any time across the life-course. 

 

A measure of experiencing being Kidnapped or held hostage at any time across the 

life-course was derived from the option to endorse the responses displayed via a 

flashcard: “Kidnapped/held hostage”. A positive endorsement was coded as: (1) 

Kidnapped or held hostage (kn), whereas a negative endorsement was coded as (0) 

No endorsement of having been Kidnapped or held hostage. 

 

4.2.3.10 Stalked at any time across the life-course. 

 

A measure of experiencing being stalked at any time across the life-course was 

derived from the option to endorse the responses displayed via a flashcard: 

“Stalked”. A positive endorsement was coded as: (1) Stalked (st), whereas a negative 

endorsement was coded as (0) No endorsement of having been Stalked. 

 

4.2.3.11 Mugged, held up, threatened with a weapon or assaulted in any other way at 

any time across the life-course. 

 

A measure of experiencing being Mugged or held up, threatened with a weapon or 

assaulted in any other way at any time across the life-course was derived from the 

option to endorse the responses displayed via a flashcard: “Mugged, held up, 

threatened with a weapon or assaulted in any other”. A positive endorsement was 

coded as: (1) Mugged, held up, threatened with a weapon or assaulted in any other 
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way (mu), whereas a negative endorsement was coded as (0) No endorsement of 

being Mugged, held up, threatened with a weapon or assaulted in any other way. 

 

 

4.2.4 Analytic Plan 
 

Descriptive statistics and frequencies for the demographic variables and generated 

composite variable representing total number of victimisations experienced were 

conducted using SPSS 23. Latent Class Analysis (LCA, Hagenaars & McCucheon, 2002) 

with categorical variables is a ‘finite mixture model’ with nested variables and an 

appropriate analysis technique for this data. The aim of a LCA is to find the most 

parsimonious solution, with that in mind LCA was employed to expose the number 

of core homogeneous groups, underlying the multivariate categorical data relating 

to specific endorsement of experiences of interpersonal poly-victimization. LCA was 

utilised to determine the nature and number of latent classes in the sample based 

on the respondents’ endorsement patterns to 11 indicators evidencing experiences 

of interpersonal poly-victimization across the life-course, five questions specifically 

targeting childhood indicators and options to endorse four further experiences from 

33 options listed on a flashcard (see table 4.2). Figure 1 shows an infographic of the 

model tested were ‘U’ represents the latent categorical nested variable. These 

variables are the 11 victimisation experiences endorsed by participants. ‘C’ 

represents the number of classes specified and estimated in each model. 
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Figure 4.1. Inforgraphic representation of the model tested where ‘U’ is the latent 
categorical nested variables and ‘c’ is the number of classes 
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Sampling weights were included in the analysis given their impact on parameter 

estimates, standard errors and the tests of model fit, thus allowing for generalisation 

to the population rather than just the specific sample of respondents. Missing data 

was assessed and where cases were missing endorsement of 30% or more they were 

removed from further analysis. In total, 68 cases were removed, resulting in a total 

sample size of 15,794 cases for analysis. Remaining cases with missing endorsements 

were estimated using full information maximum likelihood (Schafer & Graham, 

2002), the default estimator in the MPlus program. 

 

A series of latent class models, ranging from 2-6 classes, were specified and 

estimated. Model selection was conducted according to a range of information 

criterion (IC); the Akaike Information Criteria (AIC: Akaike, 1987), the Bayesian 

 C 
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Information Criterion (BIC: Schwarz, 1978), and the sample size adjusted BIC (SSABIC: 

Sclove, 1987). The relative entropy value (Ramaswamy, DeSarbo, Reibstein, & 

Robinson, 1993) was used to specify accuracy in respondents' taxonomy (values 

range from 0 to 1), with values closer to 1 indicating better classification. The Lo-

Mendell-Rubin adjusted likelihood ratio test (LRT; Lo, Mendell, & Rubin, 2001) and 

resulting statistical probability was also utilised to inform best fit for the number of 

classes and substantive meaning was scrutinised. 

 

Lower values on the AIC, BIC, and SSABIC indicate better fitting models in general. 

However, recent simulation studies have reported that the most reliable of these fit 

indices is the BIC (Nylund, Bellmore, Nishina, & Graham, 2007) but more so in cases 

when the class sizes are equal (Nylund, Asparouhov & Muthén, 2007). It has been 

shown that in some cases the AIC, BIC, and SSABIC may continually decrease as class 

models are iteratively increased. When adding classes, the difference between 

scores can be examined, if this difference is small when compared to other solutions, 

then the additional class may add little or no value to the model (DiStefano & 

Kamphaus, 2006; Raftery, 1995).  

 

The Likelihood Ratio Test (LRT) tests if a model that has K+1 classes is a significantly 

better fit that a model that has K classes, where K is the number of classes tested in 

the model. While bootstrapping is a preferred technique for the LRT, the use of a 

weight variable prohibits bootstrapping in the current analysis. The Lo-Mendel-Rubin 

(LMR) LRT examines the difference in log likelihood for the K-1 class compared to the 

K class in these nested models. LMR LRT is argued to be a good predictor of the 
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correct number of classes and performs well in simulated studies however, it may be 

prone to overestimation of number of classes as the p value can jump from significant 

to non-significant and back to significant again. It is therefore advised that the first 

time the p value is exposed as non-significant is the recommended cut for the 

addition of further classes. (Petscher, Schatschneider, & Compton, 2013). The final 

consideration in the analysis is centred on the substantive meaning of the ensuing 

class solution. Nylund, Asparouhov and Muthén (2007) report that classes should be 

distinct in their classification and meaningful in relation to the population. 

 

All analyses were conducted in Mplus 7.3 (Muthén, & Muthén., 2014) with the 

inclusion of the weight variable accessed in the NESARC III dataset which accounts 

for the over-sampling of Blacks, Hispanics, Asians and Pacific Islanders, and ensured 

that the sample was representative of the American population. All variables were 

categorical, and to safeguard against “local maxima”, 500 starts and 50 final stage 

optimizations were specified. 
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4.3 Results 
 

4.3.1 Sum of Victimisation Experience Endorsements 
 

Of the 15794 participants in the final analysis, no single participant endorsed all 11 

of the interpersonal victimisation indicators. Just over half (56%), of all participants 

did not endorse any interpersonal victimisation experience with 973 participants 

(6.1%) endorsing more than three interpersonal victimisation experiences (see table 

4.3). Total number of victimisations experienced by class is available in table 4.5. 

 

Table 4.2. Number of counts of endorsements of interpersonal victimisation 
indicators. 

Number of Endorsements Count of endorsement (%) 

0 8842 (56%) 
1 2874 (18.2%) 
2 1874 (11.8%) 
3 1248 (7.9%) 

≥4 973 (6.1%) 

 
 
 

4.3.2 Latent Class Enumeration and Interpersonal Poly-victimization Profiles 
 

A series of 2-6 latent class models were specified and estimated and model selection 

was conducted according to a range of fit indices. The three-class solution was 

considered the best fitting model on the data based on a series of fit indices (see 

table 4.4) in conjunction with substantive meaning. Specifically, the BIC is argued to 

be the most reliable indicator of the available information criteria (ICs) (Nylund et al., 

2007), however recent simulation studies have shown that this may only be 

appropriate where classes are of equal size. The current study found that there was 
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a minor decrease in the ICs, particularly after the 3-class solution, the decrease in not 

only the BIC but also the AIC and the SSABIC was minimal, suggesting the 3-class 

model provides a better fit (DiStefano & Kamphaus, 2006; Raftery, 1995). More 

importantly the Lo-Mendell-Rubin Adjusted LRT test is argued to be a good predictor 

of the correct number of classes and performs well in simulation studies however, in 

some cases it can be prone to overestimation of the number of classes as the 

significance value can move from significant to non-significant and back again. It is 

advised that the first time the significance level is deemed non-significant is the cut 

for the addition of further classes and that the correct number of classes is K-1. This 

was found to be the case when the 4-class model was estimated therefore the 3-class 

solution was indicated as the best fit. Entropy level was exposed as .834 for the 3-

class solution, the highest classification for the models tested, indicating that the 

three classes were appropriate and well defined. When examined for substantive 

meaning the 4-class solution compared to the 3-class solution did not add a 

meaningful typology to the model. Therefore, taking into account all the IC and other 

fit statistics, substantive meaning and parsimony, it is decided that the three-class 

solution offers the best fit for the data. Figure 4.2 presents a graphical illustration of 

the resulting 3-class model where 3.1% of the sample is classified as class 3, 20.9% 

are classified as class 2, and 76% are classified into class 1. 

 

Class 1 contained the majority of respondents and indicated the least probability of 

endorsement of the indicators across the life-course. This class achieved no 

endorsement of interpersonal victimisation across the majority of indicators with the 

exception of a very low endorsement of neglect and physical abuse prior to 18 years 
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of age. This class will therefore be the reference class for the population and is 

labelled ‘normative’.  

 

Class 2, the next largest class, showed individuals with a high probability of endorsing 

indicators from childhood only, with low or no probability of endorsing adult 

interpersonal poly-victimization indicators. This class included individuals who had 

the highest probability of endorsing witnessing domestic violence in childhood, 

neglect, physical and psychological abuse in childhood. However, individuals in this 

class showed low endorsement probability of sexual assault prior to age 18 years. 

This class was labelled ‘childhood’.  

 

The final class, class 3, showed a moderate endorsement across most indicators with 

a small positive endorsement of sexual assault in adulthood, life-course experience 

of kidnapping and stalking. This class included individual who endorsed the highest 

probability of sexual assault in childhood, along with the highest probability of 

endorsing IPV, being beaten up, kidnapped, stalked and mugged, therefore this class 

was named ‘life-course’. 
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Table 4.3. Fit statistics for classes 2 to 6 
 
classes parameters AIC BIC SSABIC LRT(p) ENTROPY 

2 23 68619.872 68796.222 68723.13 9740.249 
(0.0) 

0.827 

3 35 67906.511 68174.87 68063.642 731.059 
(0.0027) 

0.834 

4 47 67562.478 67922.845 67773.483 364.888 
(0.0616) 

0.777 

5 59 67444.634 67897.01 67709.512 140.632 
(0.0993) 

0.773 

6 71 67392.682 67937.066 67711.433 75.303 
(0.1546) 

0.80 

 
 
Figure 4.2. Profile plot of the 3-class solution. 
 

 
 

Figure 4.2. Profile plot of the 3-class solution. 
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Table 4.4. Frequency of endorsement of Interpersonal Victimisation experience by 
class and total population. 

 Class 1 
normative 

(n =11,812: 76%) 

Class 2 
childhood 
(n =3,476: 

20.9%) 

Class 3 
life-course 

(n =506: 3.1%) 

Total 
endorsement 

(n) 

wdvc 312 1136 56 1504 

neg 1184 2090 157 3431 

Phy18a 355 2737 155 3247 

sexp18a 48 209 157 414 

psyp18a 858 3280 147 4285 

ssa 4 24 27 55 

ipv 20 88 94 202 

bu 136 246 204 586 

kn 0 21 43 64 

st 19 54 65 138 

mu 135 216 314 665 
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4.4 Discussion 
 

The current study aimed to expose discrete latent typologies of interpersonal poly-

victimization and abuse in an adult male sample. It was hypothesised that underlying 

typologies would be exposed based on previous research reporting the co-

occurrence of multiple abuse types both concurrently, and sequentially (Higgins & 

McCabe, 2001; Finklhor et al., 2007) and previous studies that have utilised LCA 

(Armour et al., 2014).  

 

The hypothesis are confirmed based on the endorsement rates of interpersonal 

victimisation experiences in the male population of the NESARC III. Taking into 

account all the IC and other fit statistics, substantive meaning and parsimony, it is 

decided that the 3-class solution offers the best fit for the data. As expected the vast 

majority of people in the general population do not experience interpersonal 

victimisation and trauma and this is reflected in class 1, the largest class (76%). 

Evidenced in this class was a very small endorsement of neglect and physical abuse, 

it must be remembered that these endorsements are based on self-report and 

therefore, the perception of the participant. As each person perceived their 

experiences based on the meaning they attach to it themselves. Culturally it was seen 

as acceptable to smack a child only a few years ago where it is now much less 

acceptable, it is possible that some respondents may label being smacked as a child 

as abuse, while other will not. 
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The next largest class was class 2 (20.9%), labelled as ‘childhood’. This class exposed 

a typology of poly-victimization specific to childhood abuse and maltreatments. 

Indeed, this class exposed an alarmingly high endorsement of psychological abuse 

which in agreement with previous research. Barnett, Miller-Perrin, and Perrin (2005) 

argue that psychological victimisation could be the most prevalent of the childhood 

abuse indicators endorsed in the population while Armour et al. (2014), also found a 

typology exposing high levels of psychological abuse. Of note, physical and sexual 

abuse have received a greater proportion of research attention in the area of 

childhood maltreatment and abuse perhaps, because psychological abuse has no 

direct physical impact and is therefore harder to define and operationalise. Indeed, 

Horner (2012), reports that this lack of attention may also be due to a misconceived 

notion that psychological abuse may have less onerous outcomes that that of other 

abuse types. However, psychological abuse and maltreatment when examined have 

been correlated to many negative outcomes including depression, anxiety and 

physical health complaints (Spertus, Yehuda, Wong, Halligan, & Seremetis, 2003). 

Noting that studies focused on singular abuse types may not expose the true nature 

or prevalence of the experience of victims, the current study would indicate that 

psychological abuse is an important co-occurring factor in the experience of 

childhood interpersonal poly-victimization in males and is worthy of further 

attention. This group also endorsed the highest rate of witnessing domestic violence 

in childhood. It has been shown that witnessing severe domestic violence in 

childhood may be associated with further victimisation experiences in adolescence 

(Armour & Sleath, 2014). This profile may in part, be the result of state child services 

interjecting in the lives of the most severely victimised children. There are 
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consistently more male children classed as ‘looked after’ and in the state care 

systems than females and the most cited reason for this is physical abuse and neglect 

(Cocker & Scott, 2006). This class also shows evidence that victims of childhood abuse 

experiences are also at risk of being beaten up or mugged in adulthood. This is of 

interest and may be shown to be a result of living in a criminogenic environment (cf. 

Farrington & Welsh 2008). 

 

The final class, class 3 (3.1%), showed a moderate endorsement of all the indicators 

across the life-course. This profile of interpersonal poly-victimization across the life-

course also shows the highest endorsement of all the indicators specific to adulthood 

including an elevated endorsement of being beaten up and mugged. We know that 

being a victim of any traumatic incident increases the risk of being a victim of a 

concurrent or subsequent victimisation experience and for this group, it appears to 

continue throughout the life-course. This included for this group, the highest 

endorsement of intimate partner violence (IPV). Historically it has been argued that 

IPV is a female centric experience (Lagdon et al., 2014), often framed as ‘gender-

based violence’. As a result, the vast majority of research in this area concentrated 

on female only victim samples therefore, provision for male victims was negligible. 

This is beginning to change and the issue of male victims of IPV is now being 

considered across the extant literature, often showing that IPV is bi-directional 

(Thornton, Graham-Kevan, & Archer, 2012), and that female perpetrators are at 

increased likelihood of using weapons such as knives against their romantic partners 

(Hines & Douglas, 2009). 
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The moderate endorsement of IPV in this profile sits in among the endorsements of 

all other types of victimisation assessed including the highest endorsement of sexual 

assault in adulthood. Sexual assault against a male in adulthood for many has never 

been considered as an issue yet reports of sexual assault by a spouse or partner and 

further rape of a male victim by anal penetration are beginning to come under 

examination and make their way into the extant literature (MacDonell & Bolton, 

2017). It is possible that, given male victims are notorious for not disclosing their 

victimisation experiences, particularly where the victim believes he will be perceived 

as weak or somehow responsible for what has happened may mean that for a long 

time the issue of sexual assault and rape against male victims has been hidden 

(Romaniuk & Loue, 2017). The current study shows that sexual abuse in childhood 

and sexual assault or rape in adulthood, are not just the domain of female victims. 

 

 

4.4.1 Limitations 
 

The results of the current study should be examined in light of several limitations. 

The data utilised was previously collected and the focus of that original data 

collection was assessment of alcohol related conditions, as such no questions were 

asked directly about adult victimisation experience. Rather, participants were give 

four opportunities to choose any victimisation experience from a list on a flash card. 

As such, the full extent, severity and chronicity of participant experiences could not 

be examined. Further, in assessing domestic violence in the home, participants were 

asked about violence against their mother or significant adult female in their home 
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that was perpetrated by their father or significant adult male, but not against their 

father therefore the endorsements for witnessing domestic violence in the home 

could be severely under-reported. 

 

 

4.4.2 Conclusion 
 

No type of interpersonal poly-victimization is the domain of any one gender, 

therefore interventions and support for victims should be targeted without 

discrimination amongst males and females. Research should concentrate on 

developing and ensuring that available interventions are adequate to meet the needs 

of all the victims they aim to support rather than being based on empirical research 

that only examines one particular group that may be publicly or politically perceived 

as the only victims. Victims attending their doctors or health professionals in the first 

instance should be asked screening questions that are standardised. Trauma focused 

care asking, ‘What has happened to you?’ rather than ‘What is wrong with you?’ 

should be the focus of support offered to all victims as how these questions are 

perceived and responded to may have implications for the interventions and support 

that people are directed to or offered. Despite limitations, the current study shows 

that for a large portion of the population, being a victim of any interpersonal 

victimisation experience means being a victim of interpersonal poly-victimization. 
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Chapter 5:  

Interpersonal Poly-victimization across the Life-
course; Negative Mental Health Outcomes in a 

Male Population 
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5.1 Introduction 
 

As seen in chapter 4, three classes or profiles of interpersonal poly-victimization 

across the life-course were exposed by latent class analysis, one profile shows a 

normative class with low/no poly-victimization experience across the life span, one 

profile evidenced childhood specific endorsement of interpersonal poly-victimization 

and a further profile evidencing endorsement of life-course interpersonal poly-

victimization. Understanding how these profiles relate to psychopathology is an 

important next step and to that end, the current chapter will examine to what extent 

these profiles are predictive of negative mental health outcomes, in line with the 

diagnostic criteria of the DSM-5, in the male sub-sample of the NESARC III. Particular 

attention will be paid to the cumulative impact of profiles evidencing childhood 

interpersonal poly-victimization and life-course poly-victimization when compared 

to the normative profile. 

 

Survivors of interpersonal poly-victimization and abuse are at increased likelihood of 

a variety of negative mental health outcomes including posttraumatic stress disorder 

(PTSD), anxiety and depression (Golding, 1999; Sugaya et al., 2012), and behavioural 

outcomes including criminal behaviours (Howell, Cater, Miller‐Graff, Schwartz, & 

Graham‐Bermann, 2017). Further, multiple experiences, either concurrently or 

sequentially have a cumulative impact and are known to increase risk of 

symptomology in a dose-response fashion (Shevlin et al., 2008). 
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5.1.1 Gender disparity in reported prevalence rates of interpersonal poly-
victimization 
 

 

 

While this thesis makes no attempt to compare male victims to female victims it is 

vitally important to understand that gender differences are prevalent in the 

experiences of victimisation and the psychological outcomes, this is crucial to the 

justifications for the study of male victims who have been hidden in the shadows for 

centuries through cultural constraints (see chapter 1). Indeed, as previously 

discussed in chapter 1, many victimisation experiences are perceived to be female 

centric including Intimate Partner Violence (Cavanagh et al., 2013), however this is 

often based on statistics from cases that move through the judicial system which are 

disproportionately representative of female victim (cf. Chapter 1). Prevalence rates 

of interpersonal victimisation have been shown to vary by gender (Shorey, Febres, 

Brasfield & Stuart, 2012), with females experiencing higher levels of neglect, sexual 

and psychological abuse in childhood, whereas males tend to experience more 

physical abuse in childhood (May-Chahal & Cawson, 2005). Evidence from the USA 

indicates that higher proportions of males compared to females (58.6%) make up the 

victims in cases of fatal childhood abuse and neglect with the majority of these 

children not surviving beyond their 3rd birthday (U. S. Department of Health & Human 

Services, 2018). This is a distressing and stark reality for too many children; infants 

under three years old are less robust when exposed to victimisation experiences, and 

where an older child might survive a punch or being shaken, or may even be able to 

run away to escape an abuser, the infant under three is at the mercy of the adult with 

responsibility (Richards, 2000). In general, this is the story across the life-course for 



137 

 

men, in the case of murder or homicide, adult males in the USA are more at risk of 

premature death at the hand of another person than females, of the 18,124 people 

murdered in 2005, 79% were male. Those most at risk include Black males however, 

official statistics from the U.S. Department of Justice in 2005 show a steady decline 

in homicide rates compared to previous years, across all victim profiles (Synnott, 

2016). 

 

In adolescence and young adulthood, one of the most commonly recorded form of 

victimisation reported is physical assault, with males at up to three times the risk of 

experiencing an assault than their female counterparts (U.S. Bureau of Justice 

Statistics, 2015), indeed, in the case of rape, sexual violence and sexual abuse a 

staggering 38% of victims in the USA are male, with 46% of those men reporting a 

female perpetrator (Weiss, 2015), yet sexual crimes against the person continue to 

be perceived as female victim and male perpetrator centric (Hine & Murphy, 2017).  

 

Theories to explain the heterogeneity in the reported rates of interpersonal 

victimisation by gender have been proposed, for example, Maxfield and Grande-

Bretange (1984) claim males may be reluctant to disclose anything that exposes 

vulnerability and Brown (2004), claimed males are reluctant to disclose these 

experiences as they feel they will not be believed or are too embarrassed to come 

forward. Indeed, Hines, Brown and Dunning (2007), state that male callers to 

Intimate Partner Violence (IPV) helplines in the USA were refused service or even 

laughed at, thus re-victimizing the caller until the formation of a male specific 

helpline for IPV victims. 
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5.1.2 Psychopathology as a consequence of victimisation experience 
 

A plethora of evidence exists confirming that experience of maltreatment can be an 

aetiological factor in the development of adult psychopathological outcomes. For 

example, Rome (2004), found the experience of childhood sexual abuse was 

implicated in the development of eating disorders, Sugaya et al. (2012), found an 

increased likelihood of bipolar disorder, Attention Deficit Hyperactivity Disorder 

(ADHD) and Posttraumatic Stress Disorder (PTSD) for victims of physical abuse in 

childhood. Further, Armour, Shevlin, Elklit and Mroczek (2012) showed evidence of 

PTSD symptomology in adult rape victims while adult physical violence victims 

endorse symptoms of anxiety and depression (Golding, 1999) 

 

 

5.1.3 Poly-victimization and re-victimisation 
 

It is widely accepted that victimisation experiences rarely occur in isolation (Finklehor 

et al., 2007; Higgins and McCabe, 2001; Pears et al., 2008), and several studies have 

noted that where victimisation experiences exist, poly-victimization is a common 

experience (Green, Collingwood & Ross, 2010; Higgins & McCabe, 2000). Indeed, 

where poly-victimization is evident, adverse psychopathy is ubiquitous (Bryant & 

Range, 1995; Burns et al, 2015; Lagdon et al., 2014). 

 

That said, previous research outlined in 1.2 shows a focus on singular types of abuse, 

for example sexual abuse (Steine et al, 2017), or childhood specific experiences such 

as the witnessing of domestic violence (Dargis & Koenigs, 2017). Several prominent 
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researchers have established that multiple forms of abuse and neglect in childhood 

co-occur therefore, should not be investigated in a singular fashion (Finklehor, 

Ormund & Turner, 2007; Higgins and McCabe, 2001; Pears, Kim, & Fisher, 2008; 

Green et al. 2010). Indeed, evidence suggests that where a person is subject to 

victimisation at one stage in their life, they are at increased risk of further or 

subsequent victimisation experiences at a later time (Burns et al., 2015) therefor, 

multiple forms of abuse and neglect will co-occur across the life-course and this was 

evidenced in chapter 4 of the current thesis. Further, strong evidence has been 

reported that were multiple victimisations experiences are present, the prevalence 

of adverse mental health outcomes is more likely (Bryant & Range, 1995; Lagdon et 

al., 2014; Burns et al., 2015). 

 

 

5.1.4 The cumulative impact of interpersonal poly-victimization and re-
victimization 
 

 

The chronic nature of many concurrent and sequential interpersonal poly-

victimization experiences means that the cumulative impact on mental health is 

deleterious and increases the risk of further negative experiences (Skogan 1999). 

Witnessing domestic violence in childhood is associated with later victimisation 

experiences over the life-course (Armour & Sleath, 2014) and re-victimisation 

experiences have been exposed where bullying (Pitts & Smith, 1995), sexual abuse 

(Classen, Pelesh & Agganwal, 2005), and IPV (Kuijpers, van der Knaap & Winkel, 

2012a) have been recorded.  
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Of note, mental health outcomes for males compared to females have also been 

shown to differ, with males more likely to endorse elevated rates of substance abuse 

disorders and externalising behaviours, while females are at increased risk of 

endorsing more internalising disorders such as anxiety and depression (McChesney, 

Adamson & Shevlin, 2015). Further, greater PTSD symptomology is reported in male 

sexual abuse and assault victims than in females (Peterson et al., 2011). 

 

While the field of trauma research is concentrated for the most part on female 

victims, Dube et al. (2002) has noted that few studies have assessed interpersonal 

poly-victimization and abuse in an exclusively male sample. Consequently, few 

studies have examined interpersonal poly-victimization outcomes in relation to 

negative mental health consequences for an adult male population.  

 

 

5.1.5 Aims and objectives 
 

The current study will assess how interpersonal poly-victimization relates to the 

mental health outcomes of an exclusively male sample from the NESARC III.  

Previously established Latent Classes of interpersonal poly-victimization (see chapter 

4) are utilised. It is hypothesised that 1) the childhood interpersonal poly-

victimization class will have increased odds of endorsing negative mental health 

outcomes when compared to the non-victimised class; and 2) the life-course 

interpersonal poly-victimization class will have further elevated odds of endorsing 
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negative mental health outcomes than either the childhood interpersonal poly-

victimization class or the non-victimised class. 

 

5.2 Method 

 

5.2.1 Sample 
 

Participants were drawn from the National Epidemiological Survey on Alcohol and 

Related Conditions, Wave III (NESARC III, Grant et al., 2014). The NESARC III was 

carried out by the NIAAA from 2012-2013 on the American civilian non-

institutionalised population, over 18 years of age and living in domestic households 

or military group quarters. The NESARC III data were weighted to account for the 

design characteristics of the survey including the oversampling of Blacks, Hispanics, 

Asians and Pacific Islanders. Only data from the male participants utilised in the 

Latent Class Analysis (see chapter 3) was used in this study (n=15,794). 

Comprehensive details of the methods used in the survey are available in chapter 2. 

 

5.2.1 Measures  

5.2.1.1 Demographics 

The NESARC III queries an extensive range of demographic indicators in the survey. 

The current study includes an indication of low socioeconomic status and measures 

of marital status, ethnicity and age.  
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Socioeconomic Status (SES) was assessed by the question “Did you receive food 

stamps during the last 12 months?”, a positive endorsement of this question was 

considered an indication of low SES. Marital status was assessed in one question. The 

NESARC III categories were retained and responses were coded as (1) never married, 

(2) living as if married, (3) widowed, (4) divorced, (5) married, with (5) married 

utilised as the reference class. Ethnicity/Race data were coded as (1) Black, non-

Hispanic, (2) American Indian, Alaska Native, non-Hispanic, (3) Asian, Native 

Hawaiian, Other Pacific Islander, non-Hispanic, (4) Hispanic, any race, (5) White, non-

Hispanic (Caucasian) with (5) White, non-Hispanic utilised as the reference class. Age 

was also grouped in line with the assessment in the NESARC III data and coded as (1) 

18-29 years, (2) 30-39 years, (3) 40-49 years, (4) 50-59 years, (5) 60-69 years, (6) 70+ 

years in the current study, with (6) 70+ years deemed the reference class. 

 

5.2.1.2 Latent Classes 

 

Latent class typologies were previously established in this epidemiological data (see 

chapter 3). Three latent classes were evident including one class categorised as the 

low or no risk of endorsement of life-course interpersonal poly-victimization, this was 

considered the normative class and therefor the reference class, a second class were 

categorised as victims of childhood interpersonal poly-victimization and a final class 

categorised as victims of life-course interpersonal poly-victimization. 
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5.2.1.3 Diagnostic Assessment 

 

Psychiatric diagnosis in the NESARC III was made according to the Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) using the AUDADIS-5 

(see chapter 3). The AUDADIS-5 is a diagnostic interview administered by trained 

interviewers during the NESARC III data collection and gathers self-reports of various 

mental health disorders such as anxiety or personality disorders, their occurrence 

and life course status (i.e. lifetime diagnosis or past year). 

The current study utilises diagnostic variables categorised as lifetime. The DSM-5 

groups several diagnoses into categories and these were used to create six composite 

variables while PTSD, alcohol use disorder and tobacco use disorder were individually 

reported within the data (see below).  

 

5.2.1.3.1 Nicotine Dependant 
 

Lifetime nicotine dependence was assessed using a binary coded variable present in 

the dataset, this was recoded to: (0) Lifetime diagnosis of nicotine dependence, (1) 

No diagnosis of nicotine dependence. 

 

5.2.1.3.2 Alcohol Dependant 
 

Lifetime diagnosis of alcohol dependence was assessed by a binary coded variable 

present in the dataset and was recoded to: (0) Lifetime diagnosis of alcohol 

dependence, (1) No diagnosis of alcohol dependence. 
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5.2.1.3.3 PTSD 
 

Lifetime diagnosis of PTSD was assessed by a binary coded variable and present in 

the dataset. This was recoded to: (0) Lifetime diagnosis of PTSD, (1) No diagnosis of 

lifetime PTSD. 

 

5.2.1.3.4 Drug Use Disorder 
 

Lifetime drug use disorder was a composite measure of 10 lifetime drug use 

variables; lifetime sedative use, lifetime cannabis use, lifetime opioid use, lifetime 

cocaine use, lifetime stimulant use, lifetime hallucinogen use, lifetime inhalant/ 

solvent use, lifetime club drug use, lifetime heroin use and lifetime other drug use. 

The variable was recoded as: (0) Lifetime diagnosis of Drug Use Disorder, (1) No 

diagnosis of lifetime Drug Use Disorder. 

 

5.2.1.3.5 Depressive Disorder 
 

A composite measure of Lifetime Depressive Disorder was created from four items 

i.e. hierarchal and non- hierarchal major depression as well as hierarchal and non- 

hierarchal dysthymia. A positive endorsement of any one measure was coded as (0) 

Lifetime diagnosis of Depressive Disorder, and no endorsement was coded as (1) No 

diagnosis of lifetime Depressive Disorder. 
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5.2.1.3.6 Affective Disorder 
 

A composite measure of Lifetime Affective disorder was constructed from three 

items i.e. manic disorder, hypomanic disorder and bipolar disorder. A positive 

endorsement of any one measure was coded as (0) Lifetime diagnosis of Affective 

Disorder, and no endorsement was coded as (1) No diagnosis of lifetime Affective 

Disorder. 

 

5.2.1.3.7 Anxiety Disorder 
 

A lifetime measure of anxiety and phobia was created from six separate items. These 

were specific phobia, social phobia, panic disorder, agoraphobia and generalised 

anxiety disorder. A positive endorsement of any one item was coded as (0) Lifetime 

diagnosis of Anxiety Disorder, and no endorsement was coded as (1) No diagnosis of 

lifetime Anxiety Disorder. 

 

5.2.1.3.8 Eating Disorder 
 

Lifetime feeding and eating disorders were assessed by three items i.e. anorexia 

nervosa, bulimia nervosa and binge eating disorder. A positive endorsement of any 

one item was coded as (0) Lifetime diagnosis of an Eating Disorder, and no 

endorsement was coded as (1) No diagnosis of a lifetime Eating Disorder. 
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5.2.1.3.9 Personality Disorder 
 

A composite measure of Lifetime personality disorder was created from eight 

separate items assessing 1.) schizotypal personality disorder with and 2.) without 

distress/social-occupational dysfunction criterion, 3.) borderline personality disorder 

with and 4.) without distress/social-occupational dysfunction criterion, 5.) conduct 

disorder with and 6.) without distress/social-occupational dysfunction criterion and 

7.) antisocial personality disorder with and 8.) without distress/social-occupational 

dysfunction criterion.  A positive endorsement of any one item was coded as (0) 

Lifetime diagnosis of a Personality Disorder, and no endorsement was coded as (1) 

No diagnosis of a lifetime Personality Disorder. 

 

5.2.2 Analysis 

 

Missing data was assessed during the LCA analysis (see chapter 4) and no cases were 

further removed from the data leaving a total of 15,794 cases going forward into the 

analysis. 

 

The association between the three latent classes, psychiatric diagnoses and 

demographics was assessed by binomial logistic regression. Latent class 1, the 

typology identified as no abuse across the life-course was used as the reference class 

to compare associated risk of class 2 (childhood poly-victimization) and class 3 (life-

course poly-victimization) on psychiatric diagnosis. Psychiatric diagnosis variables in 

the current study were positively coded, i.e. were an endorsement of a psychiatric 
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diagnosis variable was identified it was coded as a positive endorsement (0) and all 

else was coded as a negative endorsement (1). Since MPlus 7.4 identifies the highest 

number label as the reference group during regression analysis all negative 

endorsements were coded as (1) so that all negative endorsements would be treated 

as the reference group.  

 

The same protocol was applied to the coding of the demographics so that the highest 

group number label was treated as the reference group. Age 70+ was the reference 

group for the demographic of age. Not being in receipt of financial aid from the 

government was considered the reference group in the variable Socio-Economic 

Status (SES). For the variable of Ethnicity/Race, White non-Hispanic (Caucasian) was 

used as the reference class and for marital status, married was used as the reference 

class. 
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Figure 5.1: Final regression model; The relationship between class of poly-
victimization and negative mental health outcomes 
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5.3 Results 
 

The effective sample for analysis comprised 15,794 participants. At least one 

negative mental health diagnosis was endorsed by 60.2% of the total population with 

10.9% endorsing four or more psychiatric diagnosis classifications (see table 5.1).  

 

Table 5.1. Frequency and weighted % of psychiatric diagnosis and specific 

outcome endorsement for total sample (n=15,794) and per class membership. 

 Total Sample 

(n=15,794) 

Normative 

(n=11,812) 

Childhood 

(n=3,476) 

Life-course 

(n=506) 

 N % N (%) N (%) N (%) 

No diagnosis 6361 39.8 5503(45.6) 779(22.5) 79(15.8) 

1 diagnosis 3875 25.0 3021(26.1) 767(22.3) 87(16.6) 

2 diagnoses 2409 15.4 1680(14.7) 627(17.7) 102(18.7) 

3 diagnoses 1419 8.9 865(7.1) 426(13.7) 92(18.6) 

≥4 diagnoses 1630 10.9 743(6.5) 841(23.8) 146(30.4) 

      

Nicotine Dependant 5007 32.1 3244(21.0) 1504(9.4) 259(1.7) 

Alcohol Dependant 5555 36.0 3649(32.1) 1629(47.1) 277(55.7) 

PTSD 677 4.1 271(2.3) 353(9.5) 53(12.2) 

Drug Use Disorder 1993 12.3 1092(9.1) 759(21.5) 141(27.9) 

Depressive Disorders 2781 17.5 1568(13.5) 1043(29.3) 170(35.5) 

Affective Disorders 505 3.1 245(2.2) 216(6.0) 44(8.4) 

Anxiety Disorders 1867 12.1 1022(9.2) 719(20.8) 126(24.9) 

Eating Disorders 128 0.7 69(0.6) 54(1.3) 5(1.5) 

Personality Disorders 2775 16.9 1267(10.6) 1281(35.9) 227(45.1) 

Note: Normative = Class 1 = low/no endorsement of interpersonal poly- victimization, Childhood = 
Class 2 = childhood interpersonal poly-victimization, Life-course = Class 3 =. life-course 
interpersonal poly-victimization 

 

. 
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Observed results across the demographics show that low SES increases the risk of a 

psychiatric diagnosis across all disorders with odds ranging from 1.231- 1.955 (Cis, 

see table 2). Being married was shown to be a protective of psychiatric diagnosis (see 

table 3), while being white, non-Hispanic is shown to be a risk factor for psychiatric 

diagnosis except for diagnosis of eating disorders (see table 4). 

Being over 70 years of age was a protective factor for diagnosis of a psychiatric 

disorder. While no age group was consistently more at risk across all diagnostic 

categories, in general being in the 25 - 34-year-old age group, showed elevated risk 

on five of the diagnostic criteria; Nicotine Dependence, Alcohol Dependence, Drug 

Use Disorder, Affective Disorder and Personality Disorder (see table 5).   

 

Results of the binomial logistic regression revealed significant increased risk of 

psychiatric diagnosis for the life-course poly-victimization class and the childhood 

poly-victimization class when compared to the reference class (See table 2 for odds 

ratios (OR’s) and 95% confidence intervals (95%CI)). Further, the childhood poly-

victimization class demonstrated elevated risk with increased odds ranging from 

1.878 – 4.510 in magnitude across all indicators. Of particular note, larger odds of 

being diagnosed with PTSD (3.969) and Personality Disorders (4.51) were exposed. 

For those who were classified in the childhood specific poly-victimization class, 

Depressive disorders and Anxiety disorders were more than twice as likely to be 

endorsed (see table 2). 

 

This was similarly reflected in the OR’s for those classified as life-course poly-

victimized however, further elevation in the risk of diagnosis of a mental health 
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condition was exposed with the odds ranging from 2.357-6.169, and a similar 

elevation in the odds of endorsing PTSD (5.016) and Personality Disorders (6.169). 

Depressive disorders and Anxiety disorders were approximately three times as likely 

in this class compared to the reference class (see table 2).   

 

Table 5.2: Regression analysis results for Negative Mental Health Outcomes, Class 
Membership and Socioeconomic Status. 

Item Class Membership  
(Reference = Normative) 

Socioeconomic Status 
(Reference = not received 
food stamps in the past year) 

 Childhood Life-course Received government 
aid (food stamps) 

Nicotine dependant 
Odds Ratio (95%CI) 

1.925** 
(1.743-2.125) 

2.540** 
(2.018-3.196) 

1.955** 
(1.689-2.185) 

Alcohol dependant 
Odds Ratio (95%CI) 

1.878** 
(1.703-2.945) 

2.357** 
(1.886-2.945) 

1.231** 
(1.103-1.375) 

PTSD  
Odds Ratio (95%CI) 

3.969** 
(3.232-4.875) 

5.016** 
(3.407-7.386) 

1.656** 
(1.320-2.076) 

Drug Use Disorder 
Odds Ratio (95%CI) 

2.581** 
(2.260-2.948) 

3.184** 
(2.449-4.048) 

1.737** 
(1.503-2.006) 

Depressive Disorders 
Odds Ratio (95%CI) 

2.524** 
(2.257-2.822) 

3.086** 
(2.433-3.916) 

1.427** 
(1.255-1.622) 

Affective Disorders 
Odds Ratio (95%CI) 

2.693** 
(2.148-3.376) 

3.512** 
(2.270-5.433) 

1.452** 
(1.141-1.848) 

Anxiety Disorders 
Odds Ratio (95%CI) 

2.379** 
(2.093-2.705) 

2.908** 
(2.238-3.779) 

1.512** 
(1.302-1.714) 

Eating Disorders 
Odds Ratio (95%CI) 

2.277** 
(1.469-3.529) 

2.530 
(0.929-6.893) 

1.633 
(0.990-2.695) 

Personality Disorders 
Odds Ratio (95%CI) 

4.510** 
(4.023-5.055) 

6.169** 
(4.926-7.726) 

1.734** 
(1.525-1.972) 

Note: ***=p<.001; **p<.01; *p<.05 
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Table 5.3: Regression analysis results for Negative Mental Health Outcomes and 
Marital Status. 

Item Marital Status (Reference = married) 

 Never 
Married 

Living as if 
married 

Widowed Divorced Separated 

Nicotine 
dependant 
Odds Ratio 
(95%CI) 

1.466** 
(1.297-
1.772) 

1.918** 
(1.621-
2.271) 

1.216 
(0.952-1.554) 

2.128** 
(1.871-
2.421) 

2.256** 
(1.800-2.830) 

Alcohol 
dependant 
Odds Ratio 
(95%CI) 

1.422** 
(1.271-
1.591) 

1.779** 
(1.511-
2.094) 

1.069 
(0.824-1.388) 

1.806** 
(1.586-
2.056) 

1.812** 
(1.438-2.283) 

PTSD 
Odds Ratio 
(95%CI) 

1.716** 
(1.306-
2.254) 

2.011** 
(1.434-
2.820) 

3.559** 
(2.031-6.237) 

2.002** 
(1.499-
2.673) 

1.942** 
(1.252-3.014) 

Drug Use Disorder 
Odds Ratio 
(95%CI) 

2.157** 
(1.822-
2.553) 

2.638** 
(2.108-
3.302) 

1.325 
(0.788-2.228) 

2.180** 
(1.811-
2.624) 

2.596** 
(1.917-3.516) 

Depressive 
Disorders 
Odds Ratio 
(95%CI) 

1.815** 
(1.574-
2.093) 

1.947** 
(1.595-
2.377) 

2.597** 
(1.938-3.480) 

2.018** 
(1.730-
2.353) 

1.885** 
(1.430-2.486) 

Affective 
Disorders 
Odds Ratio 
(95%CI) 

1.528* 
(1.118-
2.089) 

1.930** 
(1.326-
2.811) 

0.828 
(0.232-2.953) 

1.892** 
(1.314-
2.725) 

2.410** 
(1.441-4.030) 

Anxiety Disorders 
Odds Ratio 
(95%CI) 

1.453** 
(1.222-
1.728) 

1.773** 
(1.407-
2.235) 

1.444* 
(1.052-1.983) 

1.421** 
(1.191-
1.696) 

1.551* 
(1.123-2.142) 

Eating Disorders 
Odds Ratio 
(95%CI) 

1.618 
(0.896-
2.923) 

1.008 
(0.470-
2.162) 

1.373 
(0.452-4.169) 

1.194 
(0.618-
2.307) 

1.182 
(0.336-4.155) 

Personality 
Disorders 
Odds Ratio 
(95%CI) 

1.835** 
(1.577-
2.137) 

2.102** 
(1.730-
2.554) 

1.470* 
(1.048-2.062) 

2.208** 
(1.874-
2.603) 

2.143** 
(1.610-2.851) 

Note: ***=p<.001; **p<.01; *p<.05 
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Table 5.4: Regression analysis results for Negative Mental Health Outcomes and 
Ethnicity/Race. 

 Ethnicity/Race (Reference = White, Non-Hispanic) 

 Black American 
Indian, Alaska 

Native 

Asian, Native 
Hawaiian, 

Pacific 
Islander 

Hispanic, 
any race. 

Nicotine dependant 
Odds Ratio (95%CI) 

0.554** 
(0.494-0.620) 

0.984 
(0.703-1.377) 

0.496** 
(0.398-0.618) 

0.346** 
(0.3007-0.391) 

Alcohol dependant 
Odds Ratio (95%CI) 

0.460** 
(0.412-0.514) 

0.997 
(0.716-1.386) 

0.339** 
(0.273-0.422) 

0.492** 
(0.442-0.548) 

PTSD 
Odds Ratio (95%CI) 

0.970 
(0.753-1.248) 

1.967* 
(1.083-3.572) 

0.354* 
(0.170-0.740) 

1.028 
(0.805-1.311) 

Drug Use Disorder 
Odds Ratio (95%CI) 

0.632** 
(0.541-0.739) 

1.177 
(0.769-1.802) 

0.395** 
(0.276-0.565) 

0.468** 
(0.396-0.555) 

Depressive 
Disorders 
Odds Ratio (95%CI) 

0.464** 
(0.402-0.536) 

0.886 
(0.605-1.297) 

0.588** 
(0.459-0.753) 

0.595** 
(0.519-0.682) 

Affective Disorders 
Odds Ratio (95%CI) 

0.721* 
(0.537-0.967) 

0.890 
(0.422-1.874) 

0.703 
(0.420-1.178) 

0.835 
(0.630-1.107) 

Anxiety Disorders 
Odds Ratio (95%CI) 

0.587** 
(0.497-0.695) 

0.916 
(0.598-1.403) 

0.485** 
(0.353-0.667) 

0.590** 
(0.500-0.697) 

Eating Disorders 
Odds Ratio (95%CI) 

0.888 
(0.478-1.649) 

2.027 
(0.695-5.908) 

1.906 
(0.850-4.274) 

1.287 
(0.785-2.111) 

Personality 
Disorders 
Odds Ratio (95%CI) 

0.759** 
(0.661-0.873) 

1.337 
(0.912-1.959) 

0.508** 
(0.385-0.670) 

0.715** 
(0.622-0.822) 

Note: ***=p<.001; **p<.01; *p<.05 
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Table 5.5: Regression analysis results for Negative Mental Health Outcomes and Age. 

 Age (Reference = age 70+ years) 

 18-29 years 30-39 years 40-49 years 50-59 years 60-69 years 
Nicotine 
dependant 
Odds Ratio 
(95%CI) 

 
1.191 

(0.979-1.448) 

 
1.691** 

(1.409-2.030) 

 
1.486** 

(1.237-1.784) 

 
1.563** 

(1.305-1.873) 

 
1.528** 

(1.265-1.845) 

Alcohol 
dependant 
Odds Ratio 
(95%CI) 

 
3.395** 

(2.770-4.160) 

 
3.498** 

(3.879-4.251) 

 
2.905** 

(2.389-3.534) 

 
2.441** 

(2.009-2.966) 

 
2.023** 

(1.650-2.480) 

PTSD 
 
Odds Ratio 
(95%CI) 

 
1.784* 

(1.043-3.050) 
 

 
1.928* 

(1.144-3.248) 

 
2.108** 

(1.274-3.486) 

 
1.974* 

(1.182-3.295) 

 
1.908** 

(1.137-3.203) 

Drug Use 
Disorder 
Odds Ratio 
(95%CI) 

 
14.468** 

(7.841-26.697) 

 
15.833** 

(8.630-29.050) 

 
12.635** 

(6.897-23.148) 

 
14.541** 

(7.939-26.634) 

 
7.576** 

(4.079-14.071) 

Depressive 
Disorders 
Odds Ratio 
(95%CI) 

 
1.921** 

(1.457-2.532) 

 
2.875** 

(2.205-3.748) 

 
2.593** 

(1.997-3.365) 

 
2.601** 

(2.006-3.374) 

 
2.179** 

(1.669-2.843) 

Affective 
Disorders 
Odds Ratio 
(95%CI) 

 
4.722** 

(2.053-10.865) 

 
4.315** 

(1.898-9.808) 

 
4.112** 

(1.825-9.266) 

 
2.919* 

(1.281-6.653) 

 
2.192 

(0.901-5.335) 

Anxiety 
Disorders 
Odds Ratio 
(95%CI) 

 
1.145 

(0.859-1.526) 

 
1.411* 

(1.076-1.850) 

 
1.430* 

(1.099-1.861) 

 
1.633** 

(1.256-2.121) 

 
1.445* 

(1.101-1.896) 

Eating 
Disorders 
Odds Ratio 
(95%CI) 

2.294 
(0.756-6.960) 

1.841 
(0.637-5.317) 

3.158* 
(1.114-8.953) 

2.977* 
(1.059-8.365) 

2.357 
(0.756-7.348) 

Personality 
Disorders 
Odds Ratio 
(95%CI) 

1.500** 
(1.144-1.967) 

1.610** 
(1.237-2.094) 

1.393* 
(1.074-1.808) 

1.285 
(0.993-1.664) 

1.085 
(0.827-1.425) 

Note: ***=p<.001; **p<.01; *p<.05 
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5.4 Discussion 
 

The current study examined whether males who were classified into specific 

interpersonal poly-victimization profiles were at increased risk of psychiatric 

diagnosis when compared to a non-victimised or normative typology. It was 

hypothesised that classes evidencing poly-victimization would be at higher risk of 

negative mental health outcomes when compared to the class that showed low or 

no victimisation experience. This hypothesis was supported. 

 

For those in the childhood poly-victimised class, over 55% endorsed multiple 

diagnosis of any psychopathology. Alarmingly, among the participants classified in 

the life-course poly-victimization class, almost half of participants endorsed three or 

more psychopathologies. Among the many findings of concern in the current study 

is that both the childhood poly-victimised class and the life-course poly-victimised 

class showed elevated odds (OR’s) of a psychiatric diagnosis across all the negative 

mental health indicators assessed.  

 

Indeed, the childhood poly-victimization class showed a particularly elevated risk, 

almost four times that of the reference class for diagnosis of PTSD, further the risk of 

diagnosis with a personality disorder was over four and a half times more likely when 

compared to the reference class. This concurs with Palíc and Elklit (2014) in their 

examination of Bosnian refugees who query the resemblance between Complex 

PTSD and Personality Disorders. The investigation of Adverse Childhood Experiences 

has produced a plethora of literature, all of which agrees these experiences have 
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deleterious results. However, where childhood victimisation includes the sexual 

abuse of boys it is associated with greater force used against the victims, and a larger 

age difference between victim and perpetrator (Doll et al., 1992; Fromuth & 

Burkhart, 1987) with notable exceptions; where the child was older than 12 years or 

the perpetrator is an adult female, 88% of those male victims of a female perpetrator 

reported the abuse as a positive experience (Doll et al., 1992; Haugaard & Emery, 

1989; Okami, 1991).  

 

Bowlby (1988) linked violence within the family environment as attributing to 

psychopathology in children, while also warning of the transgenerational impact of 

negative parenting and care. He further explained how this environment, carried on 

from one generation to the next and contributes to the fear of abandonment in 

children, impacting the development of personality in the child. Indeed, Kessler et al. 

(2010) examined data from the WMH Survey Initiative and reported that adversities 

and victimisation in childhood account for 29.8% of all negative mental health 

outcomes universally. This was further unpacked by Green et al. (2010) who 

conveyed that, victimisation experiences in childhood that are related to 

maladaptive functioning within the family have a particularly detrimental impact. 

Indeed, this has been termed “complex trauma” (van der Kolk, 2005. p 402), where 

multiple adverse interpersonal childhood experiences are often chronic in nature 

over prolonged time spans.  

 

Finklehor elaborated on the impact of victimisation in children, bringing forward the 

notion that when a child experiences one victimisation experience, they are more 
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likely to have experiences more than one, this became known as poly-victimization 

(Finklehor et al., 2007). This theory can be expanded beyond childhood to include all 

developmental periods across all of the life-course. 

 

 The life-course interpersonal poly-victimization class showed a similar pattern of 

increased odds when compared to the reference class however, the risks associated 

with diagnosis of each psychiatric diagnoses was higher again than childhood poly-

victimized class. In the case of PTSD diagnosis, the risk was elevated to over five times 

the odds and for the diagnosis of personality disorders, this increased to over six 

times more likely. This is of particular concern given that for some victims where 

childhood sexual abuse is endorsed, PTSD is resistant to treatment (Fletcher, Elklit, 

Shevlin & Armour, 2017).  Indeed, of further notable concern, over 30% of this class 

endorsed four or more psychiatric diagnoses over the life-course. The disparate 

results evidenced between the childhood and life-course classes further support the 

theory that the cumulative impact of trauma leads to elevated symptomology and 

diagnosis of negative mental health outcomes in a dose-response fashion (Scott-

Storey, 2011). Indeed, given that men are notorious for not disclosing these 

experiences even in population and epidemiological studies (Romaniuk & Loue, 

2017) and that, in truth, very few ever come to the attention of the police or child 

protection services, these results could underestimate the true prevalence and 

impact of these experiences. This lack of reporting may be linked to how boys and 

men perceive victimisation experiences that they have endured. Male specific gender 

stereotypes that are reinforced by societal pressures such as those described by Lips 

(2017) where males are assumed to be strong and tough may impact or distort the 
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male perception of victimisation experience. Indeed, there may be elements of 

alexithymia in that, males who are socialised to be unemotional may not possess the 

language or emotional labels to recognise their experiences as a victimisation 

experience worthy of acknowledging or reporting to authorities. Indeed, this lack of 

acknowledgement may be more complicated than just a social construct as it may 

include elements of evolutionary fitness. 

 

Low Socioeconomic status (SES) was assessed as the receipt of government aid at 

some time across the past 12 months and was evidenced to be a risk factor for all 

negative mental health outcomes. Low SES has been investigated extensively. 

Poverty is associated with a variety of negative outcomes, geographical pockets of 

impoverishment have been shown to have a positive association with sexual and 

physical abuse and neglect (Drake & Pandey, 1996). This was further supported by 

Freisthler, Merritt and LaScala (2006) who, while controlling for a lack of family 

resources, found that deprived areas continued to exhibit a stable correlation to 

increased endorsement of physical abuse. 

 

In general, being married is shown as being a protective factor in relation to the risk 

of psychopathology and this concurs with the findings of Horwitz, White and Howell-

White (1996), who noted that being married offered a higher level of psychological 

well-being than that experienced by those who never marry. Of note, being widowed 

showed the highest odds of endorsing PTSD, Depressive Disorders and Eating 

Disorders.  
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The current study found that being white, non-Hispanic (Caucasian) was for the most 

part, a risk factor for psychiatric diagnosis when compared to other categories of 

ethnicity and race. However, this was not the case when examining eating disorder 

diagnosis and this appears consistent across the extant literature, for example Perez, 

Ohrt and Hoek (2016) found similarities in the prevalence rates of eating disorders 

over the life-course when comparing Hispanic and non-Hispanic populations in the 

United States. Indeed Burnett-Zeigler, Bohnert and Ilgen (2013) found that a strong 

ethnic identity is a protective factor against diagnosis of a psychiatric disorder.  

 

Old age was shown to be a protective factor for all negative mental health outcomes 

examined in the current study. This is particularly evident when examining drug use 

disorders where everyone under 60 years of age was at much great risk of being 

diagnosed with a drug use disorder (OR’s =12.635-15.833). 

 

 

5.4.1 Limitations 
 

The current results should be viewed in light of several limitations. As outlined in 

chapter 4, the NESARC III data was focused on the prevalence and impact of alcohol 

use and related conditions, as such victimisation experiences were not the focus. 

Diagnostic categories have been made in line with the DSM-5 and whilst utilising the 

diagnostic criteria for psychopathology aids the understanding of the impact of 

victimisation, it does however pose a query regarding diagnostic orphans, that is, 
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those who are symptomatic but fail to reach the threshold for a diagnosis therefor, 

the impact of interpersonal poly-victimization could be gravely underestimated. 

 

 

5.4.2 Conclusion 
 

The current study found that interpersonal poly-victimization increases the risk of 

psychiatric diagnosis over the life-course across nine negative mental health 

outcomes. Adverse Childhood Experiences increase the risk of being diagnosed with 

a negative mental health disorder while experience of interpersonal poly-

victimization across the life-course further increases that risk in a dose-response 

fashion. Being white non-Hispanic increases the risk while being over 70 years of age 

decreases the risk. Low SES increases the risk while being married is a protective 

factor. These findings reveal the stark threat posed to mental health by the 

cumulative nature on interpersonal poly-victimization both during specific 

developmental periods such as childhood and across the life-course. 
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Chapter 6:  

Interpersonal Poly-victimization and negative 
Psychopathology: the mediating role of Physical 
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6.1 Introduction 
 

Chapter 5 outlined the relationship between class of interpersonal poly-victimization 

and nine DSM-5 diagnostic categories of psychopathology. The findings 

demonstrated that membership of the childhood specific class of interpersonal poly-

victimization was a risk factor for meeting the diagnostic criteria of all the 

psychopathologies examined. Further, membership of the life-course interpersonal 

poly-victimized class increased the risk of meeting the diagnostic criteria of all 

psychopathologies in a dose-response fashion when compared to the normative 

class and the childhood poly-victimized class. The current chapter will begin to 

explore other factors that may impact the relationship between class of 

interpersonal poly-victimization and negative mental health outcomes. A review of 

the extant literature was examined for guidance to potential factors that may impact 

this relationship. This chapter will test how self-perceived physical well-being 

mediates the relationship between typologies of interpersonal poly-victimization and 

psychopathology. Literature will be introduced pertaining to the association between 

interpersonal victimisation experiences and physical well-being, and the association 

between physical wellbeing and mental health. 

 

Experience of traumatic events is widely reported to be a risk factor for mental health 

difficulties. For some, traumatic experiences can be very personal, targeted and 

chronic in nature, and experiences can be spread across the entire lifespan. This 

could include sexual, physical or psychological victimisation experiences in 

childhood, adolescence, adulthood or old age. Recent research has demonstrated 
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how the cumulative effects of the impact of multiple traumatic experiences, known 

as poly-victimization, impacts victims. Interpersonal victimisations are a specific type 

of trauma and often include a perpetrator who is known to the victim, frequently 

with a familial relationship such as a parent, sibling, child or romantic partner. 

 

 

6.1.1 Trauma as a risk factor for mental health outcomes 
 

Interpersonal poly-victimization has been examined to some extent in relation to 

psychopathology, however the majority of this research has concentrated on female 

only samples (Cavanagh et al., 2013), occasionally mixed samples (May-Chahal & 

Cawson, 2005), or has concentrated on a single developmental period (Finklehor, 

2010). Life-course interpersonal poly-victimization has not been examined with any 

consistency, and certainly not to the same extent as poly-victimization in specific 

developmental periods or in female only samples; there is a distinct lack of life-course 

interpersonal poly-victimization research carried out in male only samples.    

 

Interpersonal poly-victimization has been identified as highly predictive of 

psychopathology. Amongst men interviewed in the NESARC II epidemiological study 

(n=14,477) (Burns et al., 2015), four latent classes of victimisation profiles emerged 

including: (1) a class of low or no victimisation experience; (2) a class categorised as 

high witnessing of domestic violence; (3) an adult specific poly-victimization class 

and, (4) a class of life-course poly-victimization, where all interpersonal poly-

victimization profiles exhibited elevated odds of endorsing negative mental health 
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outcomes including PTSD, depression and anxiety disorder, when compared to adults 

with low or no victimisation.  

 

 

6.1.2 Trauma as a risk factor for Physical ill-health  
 

Interpersonal victimisation experiences have also been shown to impact physical 

health outcomes. In a seminal paper, Feletti et al. (1998) examined Adverse 

Childhood Experiences (ACEs) in a sample of 9,508 adults, experiences including 

sexual, physical and psychological abuse were reported and the analysis showed that 

for those who had experienced multiple exposure to adverse experiences as children, 

they endorsed increased risk of alcohol and drug use problems, as well as a poor self-

reported health scores in adulthood. Gilbert et al. (2009) reported that adverse 

experiences in childhood were highly associated with severe and chronic mental and 

physical health outcomes including heart disease, lung disease and cancer. 

Goldsmith, Freyd and DePrince (2012) investigated adult physical health outcomes in 

a sample of 185 undergraduate students. Symptoms such as depression or anxiety 

endorsed by the participants who had victimisation experiences at the hand of a 

person known, related to or trusted by the victim, were found to mediate the 

relationship between victimisation and physical health outcomes. Further, type of 

trauma, severity and chronicity have been shown to result in differing negative 

outcomes (Scott-Storey, 2011). This would confirm that the relationship between 

interpersonal victimisation experiences and adult physical and psychological health 

is a multi-faceted and complex one. 
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Directly correlated to physical health, it is argued that the biological stress response 

plays an integral and causal role in health (McEwen & Rasgon, 2018).  When these 

complicated biological pathways are activated by chronically high levels of stress, as 

in the case of multiple traumatic or victimisation experiences, this results in elevated 

cortisol reactions, that are chronic in nature and keep the body in a state of fight or 

flight readiness rather than returning the body to a state of homeostasis (Lovallo, 

2015). Thus, physical and psychological health outcomes are negatively impacted 

(Flinn, Nepomnaschy, Muehlenbein & Ponzi, 2011; McEwen & Rasgon, 2018). Indeed, 

chronic stress associated with multiple traumatic experiences activates the 

sympathetic nervous system releasing fatty acids into the bloodstream. When these 

fatty acids are not employed for the body’s energy requirements, they are 

synthesized into cholesterol, a build-up of which has been shown to cause heart 

problems (Castelli et al., 1986; Rayner & Trayhurn, 2001). 

 

This is particularly relevant for those who may have a biological and pre-dispositional 

vulnerability. The diathesis-stress model may help to explain this interaction, where 

the persistent and over stimulated stress response to multiple interpersonal poly-

victimization experiences and other stressors interfer with the homeostatic state of 

the person and may impact their health (Oatley, Keltner, & Jenkins, 2006b). Indeed, 

the diathesis-stress model of health purports that when the impact of a diathesis, 

such as a genetic or biological predisposition, is impacted by a stressor or multiple 

stressors that exceed a person’s threshold to cope, the person is at increased risk of 

developing various disorders (Gazelle & Ladd, 2003; Ingram & Luxton, 2005; Ormel 

et al., 2013). Research of this nature may in time, help to explain why certain people 
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who are exposed to a similar experience develop physical or mental health problems 

while others do not. 

 

The National Health Interview Survey, a national survey conducted by the Centre for 

Disease Control and Prevention (CDC, 2015) to assess the physical health state of the 

America population, showed that 12% of the male population rate their health state 

as poor or fair. Sweeney, Air, Zannettino, Shah and Galletly (2015) stated that males 

who have experienced adverse childhood experiences or trauma were at increased 

risk of endorsing symptoms or cardiovascular disease, stroke and severe headaches. 

Coping with physical manifestations of interpersonal trauma and victimisation, and 

the inability to physically function in everyday mundane tasks may play a part or 

partially explain negative mental health outcomes for victims of interpersonal poly-

victimization. Previous research as outlined here, suggests that physical and mental 

health are separate outcomes however, it is important to understand the interaction 

and impact self-perceived physical health status has on the relationship between 

interpersonal poly-victimization and psychopathology. 

 

 

6.1.3 Physical ill health as a risk factor for mental ill health 
 

Staying physically well often depends on staying active or the ability to stay active. 

However, staying physically active has also been related to mental health. Harteseu, 

Morgan and Stevinson (2015) showed that physical activity can boost energy levels, 

increase endorphin levels and improve sleep, as well as significantly reduce anxiety 
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and depression symptomology. Further, Demyttenaere et al. (2007) showed that for 

people experiencing chronic pain, which can be a barrier to being active, mental 

health difficulties are more prevalent than for those who do not experience chronic 

pain. 

 

Physical activity can be thought of in two ways. Structured activity can include 

membership of a gym where exercise programs are supervised by a trainer, but this 

can often be quite costly and, given low SES is a risk factor for mental health (see 

Chapter 5), this may be difficult for those most at risk of mental health problems to 

access. Lifestyle activity, on the other hand, is free and interventions to increase 

lifestyle activity have been shown to be more effective in increasing the level of 

general physical activity (Dunn et al., 1995; Slattery, Edwards, Boucher, Anderson & 

Caan, 1999). Indeed, Robertson, Robertson, Jepson and Maxwell (2012), looked at 

the relationship between physical activity and mental health and reported that 

simply walking more has a significant positive impact on depression symptomology. 

Health promotion campaigns consistently relay the message that exercise is good for 

physical and mental health and these campaigns appear to be based on a sound 

rational (Richardson et al., 2005). Indeed, Richardson, et al. (2005), proposed that 

the psychological impact of exercise and activity for depressed patients, are 

comparable to outcomes of psychotherapeutic treatments. Paffenbarger, Lee and 

Leung (1994) found that rates of depression recorded in a cohort of 10,201 Harvard 

alumni were lower for those who were physically active or played sports.  
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There is strong evidence to support the association between physical and mental 

wellbeing (Nabi et al., 2008; Ohrnberger, Fichera and Sutton, 2017; Surtees et al., 

2008). Indeed, Korge and Nunan (2018) argue that the physical activity and wellbeing 

of populations with mental health problems is so low when compared to the general 

population that morbidity and early death are an elevated risk. 

 

 

6.1.4 Eating disorders as a special consideration 
 

While research connects lack of activity and exercise to the risk of physical health 

such as heart disease, lung disease and cancer (Gilbert et al., 2009), and mental 

health in the form of depression (Richardson, et al., 2005), it has been reported that 

a persistent high level of physical exercise is implicated in the symptomology of 

eating disorders. While not included in the diagnostic criteria of the DSM-5 for eating 

disorders, there is evidence that a substantial number of eating disorder patients also 

present with excessive exercise habits (Shroff et al., 2006). Indeed, some researchers 

have suggested that excessive exercising may be an important factor in the 

pathogenesis of the maintenance of eating disorders (Davis, Kennedy, Ralevski, & 

Dionne, 1994), particularly anorexia nervosa (Davis et al., 1997). Where eating 

disorders are concerned, patients may feel physically fit and be exercising (or over 

exercising) as part of the symptomology therefore, eating disordered patients may 

have an enhanced sense of physical wellbeing. Of note, research into eating disorders 

in relation to poly-victimization experience is for the most part female centric, as is 

the vast majority of victimisation research (see Chapter 1). 
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6.1.5 Aims and Objectives  
 

This current study will:  1)  identify if the level of self-perceived physical health status 

mediates the relationship between a childhood class of interpersonal poly-

victimization, a class of life-course interpersonal poly-victimization and the 

associated psychopathological outcomes when compared to a normative class, 2) 

establish that self-perceived physical health status is not implicated in the 

relationship between class of interpersonal poly-victimization and diagnosis of an 

eating disorder when compared to a normative class. 

 

6.2 Method 

 

6.2.1 Sample 
 

The sample was drawn from Wave III of the National Epidemiological Survey on 

Alcohol and Related Conditions (NESARC III; Grant, Amsbary & Chu, 2014). Data 

collection was carried out from 2012 -2013 by the NIAAA. Participants were 

American, non-institutionalised civilian population and military group living quarters. 

Data were weighted in order to account for characteristics of the design including the 

oversampling of Blacks, Hispanics, Asians and Pacific Islanders. Data specific to the 

male sub population utilised in the Latent Class Analysis (see chapter 3) was used in 

this study (n=15,794). Comprehensive methodologies relevant to the NESARC III 

survey are available in Chapter 2. 
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6.2.2 Measures 

6.2.2.1 Demographics 

The NESARC III data includes a wide range of demographic information. Current 

marital status was queried by one question and the NESARC III categories were 

preserved, responses were coded as (1) never married, (2) living as if married, (3) 

widowed, (4) divorced, (5) separated, with (6) married retained as the reference 

class. Ethnicity/Race data were coded as (1) Black, non-Hispanic, (2) American Indian, 

Alaska Native, non-Hispanic, (3) Asian, Native Hawaiian, Other Pacific Islander, non-

Hispanic, (4) Hispanic, any race, (5) White, non-Hispanic (Caucasian), where White, 

non-Hispanic (Caucasian) is retained as the reference class. 

 

 

6.2.2.2 Diagnostic Assessment 

 

Psychopathology diagnosis is made in line with the criteria of Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), and is utilised in the 

NESARC III using the AUDADIS-5 diagnostic interview (see Chapter 3). Trained 

interviewers administered the AUDADIS-5 during data collection, which queries 

lifetime and past year self-reports on various mental health disorders including 

anxiety, depression and PTSD. 

 

Data on negative mental health disorders identified as life-time were utilised in the 

current study. PTSD, tobacco use disorder and alcohol use disorder were individually 
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reported within the data, while DSM-5 diagnostic categories were used to create a 

further six composite variables (see Chapter 5).  

 

 

6.2.2.3 Physical Health 

 

NESARC III queries the self-perception of physical and psychological health state, 

where participants rate their physical and mental health state by self-report, 

separately as part of the data collection, utilising the SF12-V2R Physical and Mental 

Health Summary Scales instrument (Ware, Kosinski & Keller, 1995). The SF12-V2R 

asks 12 questions that are assessed in eight separate scales, four of which; Physical 

Functioning, Role-Physical, Bodily Pain and General Health sum to give the Physical 

Health Summary Scale. The scale is subject to norm-based scoring on norms for age 

within the American general population, giving a mean of 50 and 1SD = 10 (Utah 

Health Status Survey, 2001). The SF12-V2R Physical Health Summary scale is included 

in the dataset as a scaled variable: a lower score indicated lower physical health and 

a higher score indicates higher physical health, maximum range 0-100. 

 

The Physical Health Composite Score of the SF12-V2R shows excellent reliability (α = 

0.89) in the US population (Wear & Gandek, 1998) and is used extensively in large 

scale research. For a detailed description of the SF12-V2R see chapter 3. 
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6.2.3 Analysis 

 

6.2.3.1 Latent Classes 

 

Latent class typologies were established previously in this epidemiological data (see 

Chapter 3). A three-class solution was deemed the best fit for the data. One group 

were labelled as victims of life-course interpersonal poly-victimization and consisted 

of 3.1% of the population, a second group (20.9%) were categorised as victims of 

childhood specific interpersonal poly-victimization, and the final class (76%) were 

categorised as low or no risk of life-course interpersonal poly-victimization. Missing 

data was evaluated during the LCA as per chapter 4, and no additional cases were 

removed from the dataset leaving 15,794 cases advancing to the analysis. 

 

6.2.3.2 Mediation analysis 

 

While a regression analysis can expose the predictability of a variable (X) on an 

outcome variable (Y), as seen in chapter 4 (c path; see Figure 1), the inclusion of a 

third (or subsequent) variable (M) may influence this relationship and the outcome 

variable. Mediation analysis explains the relationship between these variables. While 

MacKinnon, Fairchild and Fritz (2007) argued mediation is a causal model, Hayes 

(2018) argued that there is no prerequisite to establish causality.  

 

In mediation analysis the mediator (M) is the intervening variable, while the ‘a’ path 

is the effect of X on the mediating variable and the b path is the effect of M on Y, the 
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indirect effect is the difference between c and cprime (c & c’; see Figure 6.2). The 

proposed indirect path in this analysis, the effect of X on Y while controlling for the 

mediator variable, is expected to lower the strength of the relationship between X 

and Y when M is introduced into the model (cf. Jose, 2013). 

 

 

 

 

 

 

 

Figure 6.1: Direct path from X to Y (c). 

 

 

 

 

 
 

 

 

 

 

 

 

 

Figure 6.2: Indirect path from X to Y via M 

 

 

There are several steps recommended when conducting mediation (Baron & Kenny, 

1986).  

 

Baron and Kenny (1986) proposed that a bivariate correlation analysis should be 

carried out between the three variables to examine if there is a significant correlation 

between X and Y, X and M, and M and Y. Non-significant relationships do not meet 

the assumptions for this analysis and should be removed from the model. However, 
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Bollen (1989) maintained that even when correlation is not present, causation is not 

disproved. Thus, this initial stage has been eliminated from the analytic plan. 

 

First stage: A regression analysis is conducted to estimate path c (see Figure 1) with 

the covariates and the mediator paths fixed to zero. This is then repeated controlling 

for covariates in step 2 while the paths to and from the mediator (path a and path b) 

remain fixed at zero. Controlling for covariates is an important step in mediation 

analysis, the most common would be gender and age however the data used in this 

analysis is male only and the SF12-V2F is mean normed to age therefore these were 

not included in the current analysis. Current marital status and Ethnicity/Race were 

included in the analysis and were dummy coded. 

 

Second stage: The effect of X on Y is tested for, whilst controlling for M – in this 

instance all pathways are freed. A statistically significant result suggests that 

mediation is occurring. Full mediation occurs when c’ becomes non-significant, 

where X is not significantly impacting Y when the mediator is controlled for.  

 

In the current study, the independent variables (X) were the three latent classes of 

interpersonal poly-victimization established by latent class analysis in Chapter 3. 

These were dummy coded with the reference class being the low/no victimisation 

class as in chapter 4. Three models were specified and estimated to establish if self-

reported physical health state mediates the relationship between interpersonal poly-

victimization class and negative mental health outcomes. All analysis was carried out 

using SPSS V23 and MPlus V7.4 (Muthén & Muthén, 1998-2016) using the robust 
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maximum likelihood (MLR) estimator and Monte Carlo integration. Monte Carlo 

integration is recommended when a weight variable is included in this analysis as 

bootstrapping cannot be performed (Preacher & Selig, 2012).  

 

 

6.3 Results 
 

6.3.1 Interpersonal Poly-victimization 

 

In Chapter 3, a latent class analysis established three profiles of interpersonal poly-

victimization across the life-course; a low/no endorsement class, a childhood specific 

poly-victimization class and a life-course poly-victimization class. The low/no 

endorsement class is considered the reference class and represented 76% of the 

population. The childhood specific class was characterised by endorsement of 

multiple interpersonal victimisations across childhood including sexual, physical and 

psychological victimisations and represented 20.9% of the total population. The final 

class, the life-course poly-victimization class showed endorsement of interpersonal 

poly-victimization experiences across the life-course including childhood, adolescent 

and adult experiences of sexual, physical and psychological victimisations. This class 

represents 3.1% of the population. 
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6.3.2 Psychopathology 

 

As seen in Chapter 5, regression analysis established predictability of nine negative 

mental health outcomes from the latent classes with the childhood specific poly-

victimization class showing elevated odds of experiencing all psychopathologies 

when compared to the reference class. Further, the life-course poly-victimization 

class showed further increased risk across all psychopathologies in a dose-response 

fashion. 

 

6.3.3 Physical Health 

 

The physical health composite score of the SF12-V2R showed for this population an 

overall mean of 49.915 (sd=10.437). Mean and standard deviation scores on the 

SF12-V2R for the three latent classes are shown in table 6.1.  

 

 

Table 6.1: Results from the Physical Health Composite Score by latent classes. 

 % population (n) mean sd 

No/ low 
victimisation 

76% (11,812) 50.03 10.03 

Childhood specific 
poly-victimization 

20.9% (3,476) 48.09 11.22 

Life-course poly-
victimization 

3.1% (506) 48.65 11.25 
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Figure 6.3: Final mediation model: The relationship between class of poly-
victimization and negative mental health outcomes mediated by self-perceived 
physical health. 
 
 

6.3.4 Mediation Analysis 

 

Three models were specified and tested. A range of model fit indices were considered 

to determine the best model fit for the data. Lower scores indicate the best model 

fit across the considered fit indices including the Akaike Information Criterion (AIC: 

Akaike, 1987), the Bayesian Information Criterion (BIC: Schwarz, 1978) and the 

sample size adjusted Bayesian Information Criterion (SSABIC: Sclove, 1987), results 

are presented in Table 6.3. Log-likelihood values from the Chi-square tests, obtained 

Nicotine Use  

Disorder 

PTSD 

 

Drug Use  

Disorders 

Depressive  

Disorders 

Affective 

 Disorders 

Anxiety  

Disorders 

Eating  

Disorders 

Personality  

Disorders 

 Childhood  

class 

a path 
b path 

c’ path 

 
Life-course 

class 

 

 
Marital Status 

Ethnicity/Race 

Self-perceived 

physical health 
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from the MLR estimation were also considered to determine model fit with Model 3 

showing significant superiority. 

 

Table 6.2: Fit Indices of the three mediation models 

Model 
 

Log-
likelihood 

Free 
parameters 

AIC BIC SSABIC 

1 -109376.596 29 218811.193 219033.547 218941.387 
2 -107926.406 110 216072.813 216916.225 216566.653 
3 -107131.894 130 214523.788 215520.549 215107.418 

Note: AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; 
SSABIC = sample size adjusted Bayesian Information Criterion. 

 
 
 

Model 1: 

Direct effects (c path) between the interpersonal poly-victimization classes and the 

eight psychopathologies were all significant in line with results from the previous 

chapter (see Chapter 4). Those in the childhood specific interpersonal poly-

victimization class showed increased odds on all psychopathologies ranging from 

almost two and a half times as likely to meet the diagnostic criteria for eating 

disorders to over four and a half times as likely to endorse the criteria for personality 

disorders. Those classified in the life-course interpersonal poly-victimization class 

showed further increased risk in a dose response fashion, showing increased odds on 

all psychopathologies ranging from over almost two and a half times as likely to meet 

the DSM-5 diagnostic criteria for eating disorders to almost seven times as likely to 

endorse the criteria for personality disorders. Results can be seen in Tables 6.3 to 

6.11. 
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Model 2: 

In Model 2, Marital Status and Ethnicity/Race were included as covariates and the 

direct effects of interpersonal poly-victimization class on psychopathology remained 

significant. Significant improvement in model fit was evident after the inclusion of 

the covariates (∆χ2 = 1194.556, df = 81, p< .001). Although marital status did not 

predict eating disorders, being married was protective of meeting the diagnostic 

criteria of PTSD, drug use disorder and depression when compared to all other 

marital status categories. Being white was, in general, protective against drug use 

disorder, depression and anxiety disorders. 

 

 

Model 3: 

Model 3, the full mediation model (a’ path) showed significant improvement with 

the addition of the Physical Health mediator from the Chi square test (∆χ2 = 537.668, 

df = 20, p< .001). When the Physical Health mediator was included, all significant 

pathways between the interpersonal poly-victimization classes and 

psychopathological outcomes remained significant with reduced odds, in all cases 

except two; Childhood poly-victimization and affective disorders and, life-course 

poly-victimization and eating disorders, demonstrating partial mediation has 

occurred in all cases except these two. A range of indirect effects were exposed for 

interpersonal poly-victimization classes and covariates (Marital Status and 

Ethnicity/Race) in the negative mental health outcomes via Physical Health (see 

tables 6.3 to 6.11). 
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Several results from the analysis are noteworthy. Being widowed or of 

Asian/Hawaiian decent was not predictive of Nicotine use disorder. Being Black or 

American Indian/Alaskan is not predictive of a diagnosis of PTSD nor impacted by the 

inclusion of the self-perceived physical wellbeing mediator. When introduced to the 

model, the covariates impact the relationships between the interpersonal poly-

victimization classes and drug use disorder except for those who are Asian/ Hawaiian 

and this remains the case when physical health is introduced as a mediator. Being 

White and being married are protective of a diagnosis of depression and affective 

disorder however, when physical health is introduced into the model, it partially 

mediates the relationship between the risk of diagnosis of depression and both the 

childhood specific interpersonal poly-victimization class, and the life-course 

interpersonal poly-victimization class. 

 

Physical health partially mediates the relationship between class of interpersonal 

poly-victimization and the diagnosis of anxiety disorder except were someone is 

widowed or endorsed Asian/ Hawaiian ethnicity. The introduction of the covariates 

and the self-perceived physical health mediator into the model assessing the 

relationship between interpersonal poly-victimization class and the risk of diagnosis 

of eating disorders shows a non-significant result for mediation. Physical health 

partially mediated the relationship between interpersonal poly-victimization class 

and the risk of diagnosis with personality disorder however, for those who were 

widowed compared to those who were married, and for those who endorse Asian/ 

Hawaiian ethnicity compared to those who endorsed being White, results were non-

significant. 
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The indirect effect from interpersonal poly-victimization class and from all marital 

status categories and race through physical health to nicotine use disorder, PTSD, 

drug use disorder, depression, anxiety disorders, eating disorders and personality 

disorders were significant except for those who endorsed their marital status as 

separated. The indirect effect from interpersonal poly-victimization class, and from 

all marital status categories and race through physical health to affective disorders 

were non-significant (see Tables 6.3 to 6.11). 
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Table 6.3: Odds Ratios and Confidence Intervals for direct and indirect effects of 

Interpersonal Poly-victimization classes on Nicotine Use Disorder via Physical 

Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class 

 

2.136 *** 

(1.945-

2.346) 

2.118*** 

(1.923-

2.333) 

1.995*** 

(1.809-

2.201) 

 0.071(0.009)*** 

Life-course 

Class  

 

2.967 *** 

(2.379-

3.700) 

2.724*** 

(2.171-

3.418) 

2.609*** 

(2.075-

3.281) 

 0.059(0.017)*** 

Never Married  

 

- 1.348*** 

(1.218-

1.493) 

1.500*** 

(1.352-

1.664) 

 -

0.093(0.009)*** 

Living as if 

married 

 

- 2.039*** 

(1.737-

2.394) 

2.142*** 

(1.821-

2.521) 

 -

0.034(0.011)*** 

Widowed 

 

 

- 0.936 

(0.746-

1.175) 

0.788* 

(0.629-

0.988) 

 0.169(0.023)*** 

Divorced 

 

 

- 2.142*** 

(1.883-

2.437) 

2.053*** 

(1.803-

2.338) 

 0.058(0.011)*** 

 

Separated 

 

 

- 2.414** 

(1.936-

3.010) 

2.414*** 

(1.929-

3.022) 

 0.018(0.016) 

Black 

 

 

 0.369*** 

(0.327-

0.417) 

0.375*** 

(0.332-

0.424) 

 -

0.026(0.007)*** 

American 

Indian/Alaskan 

Native 

 0.634*** 

(0.568-

0.708) 

0.619*** 

(0.554-

0.691) 

 -0.017(0.007)* 

Asian/ 

Hawaiian 

 

 1.096 

(0.788-

1.524) 

0.977 

(0.695-

1.373) 

 -

0.113(0.030)*** 

Hispanic 

 

 

 0.487*** 

(0.392-

0.605) 

0.505*** 

(0.405-

0.629) 

 -

0.040(0.010)*** 

Physical 

Health 

 

- - 0.973*** 

(0.969-

0.977) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 
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Table 6.4: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on Alcohol Use Disorder via Physical Health 

 Direct effects 
 

  Indirect effects 

 
 
 

Variable 

Model 1 
OR 

(95%CI) 

Model 2 
OR 

(95%CI) 

Model 3 
OR 

(95%CI) 

 Physical Health 
(Sf12v2) 

Β (SE) 

Childhood 
Class  

1.883*** 
(1.717-
2.065) 

1.906*** 
(1.732-2.097) 

1.923*** 
(1.747-2.117) 

 -0.009(0.005) 

Life-course 
Class  

2.656*** 
(2.130-
3.312) 

2.442*** 
(1.955-3.050) 

2.460*** 
(1.970-3.072) 

 -0.007(0.005) 

Never Married  1.798*** 
(1.632-1.982) 

1.778*** 
(1.612-1.962) 

 0.011(0.007) 

Living as if 
married 

 2.269*** 
(1.938-2.657) 

2.260*** 
(1.930-2.646) 

 0.004(0.003) 

Widowed  0.621*** 
(0.486-0.793) 

0.633*** 
(0.496-0.809) 

 -0.021(0.013) 

Divorced  1.780*** 
(1.567-2.021) 

1.792*** 
(1.578-2.036) 

 -0.007(0.004) 

Seperated - 2.045*** 
(1.629-2.568) 

2.049*** 
(1.632-2.574) 

 -0.002(0.002) 

Black  0.557*** 
(0.501-0.619) 

0.555*** 
(0.499-0.617) 

 0.003(0.002) 

American 
Indian/Alaskan 
Native 

 0.500*** 
(0.445-0.557) 

0.500*** 
(0.449-0.557) 

 -0002(0.002) 

Asian/Hawaiian  1.048 
(0.758-1.449) 

1.062 
(0.767-1.470) 

 -0.014(0.009) 

Hispanic  0.366*** 
(0.296-0.454) 

0.364*** 
(0.294-0.451) 

 0.005(0.003) 

Physical Health -  1.003 
(0.999-1.007) 

 - 
- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 6.5: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal Poly-victimization classes on PTSD via Physical Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

4.561*** 

(3.746-

5.554) 

4.364*** 

(3.578-

5.323) 

3.972*** 

(3.250-

4.855) 

 0.095(0.014)*** 

Life-course 

Class  

 

5.990*** 

(4.091-

8.771) 

5.389*** 

(3.675-

7.900) 

5.025*** 

(3.395-

7.439) 

 0.080(0.025)*** 

Never Married  

 

 1.672*** 

(1.311-

2.131) 

1.961*** 

(1.535-

2.506) 

 -

0.125(0.016)*** 

Living as if 

married 

 

 2.181*** 

(1.571-

3.029) 

2.320*** 

(1.665-

3.234) 

 -0.046(0.015)** 

Widowed 

 

 

 2.581*** 

(1.557-

4.277) 

2.056** 

(1.219-

3.469) 

 0.227(0.036)*** 

Divorced 

 

 

 2.039*** 

(1.533-

2.712) 

1.874*** 

(1.397-

2.516) 

 0.078(0.016)*** 

Separated 

 

 

- 2.152*** 

(1.374-

3.372) 

2.062*** 

(1.318-

3.227) 

 0.025(0.021) 

Black 

 

 

 1.055 

(0.830-

1.340) 

1.128 

(0.886-

1.437) 

 -

0.034(0.009)*** 

American 

Indian/Alaskan 

Native 

 1.069 

(0.837-

1.367) 

1.076 

(0.839-

1.382) 

 0.023(0.010)* 

Asian/ 

Hawaiian 

 

 2.142*** 

(1.187-

3.863) 

1.864* 

(1.030-

3.374) 

 0.151(0.044)*** 

Hispanic 

 

 

 0.341*** 

(0.165-

0.707) 

0.376** 

(0.182-

0.776) 

 -

0.054(0.014)*** 

Physical 

Health 

 

- - 0.964*** 

(0.956-

0.972) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 
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Table 6.6: Odds Ratios and Confidence Intervals for direct and indirect effects of 

Interpersonal Poly-victimization classes on Drug Use Disorder via Physical 

Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

2.731*** 

(2.413-

3.090) 

2.775*** 

(2.442-

3.153) 

2.685*** 

(2.359-

3.056) 

 0.033(0.008)** 

Life-course 

Class  

 

3.852*** 

(3.003-

4.941) 

3.340*** 

(2.600-

4.290) 

3.250*** 

(2.524-

4.183) 

 0.027(0.010)** 

Never Married  

 

 2.903*** 

(2.511-

3.358) 

3.051*** 

(2.634-

3.534) 

 -

0.043(0.010)*** 

Living as if 

married 

 

 3.571*** 

(2.889-

4.413) 

3.643*** 

(2.947-

4.505) 

 -0.016(0.006)** 

Widowed 

 

 

 0.537*** 

(0.325-

0.888) 

0.497** 

(0.299-

0.827) 

 -

0.078(0.020)*** 

Divorced 

 

 

 2.190*** 

(1.826-

2.625) 

2.135*** 

(1.779-

2.562) 

 0.027(0.008)*** 

Separated 

 

 

- 3.167*** 

(2.347-

4.272) 

3.143*** 

(2.328-

4.242) 

 0.008(0.007) 

Black 

 

 

 0.529*** 

(0.446-

0.626) 

0.535*** 

(0.452-

0.635) 

 -0.012(0.004)** 

American 

Indian/Alaskan 

Native 

 0.724*** 

(0.622-

0.843) 

0.720*** 

(0.618-

0.838) 

 0.008(0.004)* 

Asian/ 

Hawaiian 

 

 1.300 

(0.861-

1.962) 

1.233 

(0.821-

1.852) 

 0.052(0.018)** 

Hispanic 

 

 

 0.408*** 

(0.286-

0.584) 

0.417*** 

(0.292-

0.597) 

 -0.018(0.006)** 

Physical 

Health 

 

- - 0.988*** 

(0.982-

0.993) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 
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Table 6.7: Odds Ratios and Confidence Intervals for direct and indirect effects of 

Interpersonal Poly-victimization classes on Depressive Disorders via Physical 

Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

2.651*** 

(2.381-

2.951) 

2.685*** 

(2.407-

2.995) 

2.603*** 

(2.331-

2.907) 

 0.032(0.007)*** 

Life-course 

Class  

 

3.526*** 

(2.787-

4.460) 

3.290*** 

(2.598-

4.167) 

3.208*** 

(2.526-

4.073) 

 0.026(0.009)** 

 

Never Married  

 

 1.781*** 

(1.575-

2.014) 

1.865*** 

(1.647-

2.112) 

 -

0.042(0.009)*** 

Living as if 

married 

 

 2.082*** 

(1.725-

2.513) 

2.120*** 

(1.756-

2.559) 

 -0.015(0.005)** 

Widowed 

 

 

 1.703*** 

(1.303-

2.226) 

1.584*** 

(1.206-

2.079) 

 0.075(0.018)*** 

Divorced 

 

 

 2.059*** 

(1.770-

2.397) 

2.011*** 

(1.729-

2.342) 

 0.026(0.007)*** 

Separated 

 

 

- 2.099*** 

(1.589-

2.773) 

2.085*** 

(1.576-

2.760) 

 0.008(0.007) 

Black 

 

 

 0.627*** 

(0.547-

0.718) 

0.635*** 

(0.554-

0.727) 

 -0.012(0.004)** 

American 

Indian/Alaskan 

Native 

 0.512*** 

(0.445-

0.590) 

0.509*** 

(0.442-

0.586) 

 -0.008(0.003)* 

Asian/ 

Hawaiian 

 

 0.964 

(0.656-

1.416) 

0.916 

(0.624-

1.346) 

 -0.050(0.016)** 

Hispanic 

 

 

 0.594*** 

(0.465-

0.758) 

0.607*** 

(0.475-

0.774) 

 -

0.018(0.006)*** 

Physical 

Health 

 

- - 0.988*** 

(0.983-

0.993) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 
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Table 6.8: Odds Ratios and Confidence Intervals for direct and indirect 

effects of Interpersonal Poly-victimization classes on Affective Disorders 

via Physical Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

2.147*** 

(2.302-

3.600) 

2.842*** 

(2.271-

3.557) 

2.763*** 

(2.198-3.473) 

 0.026(0.014) 

Life-course 

Class 

 

4.147*** 

(2.735-

6.289) 

3.691*** 

(2.398-

5.679) 

3.603*** 

(2.337-5.557) 

 0.022(0.013) 

Never 

Married  

 

 2.058*** 

(1.574-

2.690) 

2.138*** 

(1.635-2.796) 

 -

0.035(0.019) 

Living as if 

married 

 

 2.561*** 

(1.778-

3.688) 

2.595*** 

(1.802-3.738) 

 -

0.013(0.008) 

Widowed 

 

 

 0.407 

(0.120-

1.382) 

0.382 

(0.110-1.326) 

 -

0.063(0.034) 

Divorced 

 

 

 1.896*** 

(1.322-

2.719) 

1.855*** 

(1.290-2.666) 

 0.022(0.012) 

Separated 

 

 

- 2.847*** 

(1.690-

4.796) 

2.817*** 

(1.670-4.751) 

 0.007(0.007) 

Black 

 

 

 0.924 

(0.698-

1.223) 

0.936 

(0.707-1.240) 

 -

0.010(0.006) 

American 

Indian/Alaska

n Native 

 0.791 

(0.591-

1.059) 

0.790 

(0.590-1.058) 

 -

0.006(0.004) 

Asian/ 

Hawaiian 

 

 0.961 

(0.454-

2.034) 

0.922 

(0.436-1.949) 

 -

0.042(0.025) 

Hispanic 

 

 

 0.721 

(0.438-

1.218) 

0.745 

(0.447-1.242) 

 -

0.015(0.009) 

 

Physical 

Health 

 

- - 0.990 

(0.979-1.000) 

 -

0.055(0.029) 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; 

*p< .05 
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Table 6.9: Odds Ratios and Confidence Intervals for direct and indirect effects 

of Interpersonal Poly-victimization classes on Anxiety Disorder via Physical 

Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI

) 

Model 2 

OR 

(95%CI

) 

Model 3 

OR 

(95%CI

) 

 Physical Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

2.586*** 

(2.284-

2.928) 

2.565*** 

(2.261-

2.909) 

2.427*** 

(2.136-

2.759) 

 0.055(0.009)**

* 

Life-course 

Class  

 

3.266*** 

(2.516-

4.240) 

3.065*** 

(2.365-

3.973) 

2.931*** 

(2.251-

3.815) 

 0.046(0.014)**

* 

Never Married  

 

 1.359*** 

(1.174-

1.572) 

1.478*** 

(1.275-

1.713) 

 -

0.072(0.011)**

* 

Living as if 

married 

 

 1.803*** 

(1.448-

2.247) 

1.865*** 

(1.494-

2.328) 

 -

0.027(0.009)**

* 

Widowed 

 

 

 1.197 

(0.889-

1.613) 

1.050 

(0.772-

1.428) 

 0.131(0.022)**

* 

Divorced 

 

 

 1.456*** 

(1.222-

1.736) 

1.391*** 

(1.164-

1.663) 

 0.045(0.010)**

* 

Separated 

 

 

- 1.655** 

(1.200-

2.281) 

1.629** 

(1.180-

2.249) 

 0.014(0.012) 

Black 

 

 

 0.596*** 

(0.506-

0.703) 

0.611*** 

(0.518-

0.721) 

 -

0.020(0.006)**

* 

American 

Indian/Alaska

n Native 

 0.635*** 

(0.539-

0.750) 

0.629*** 

(0.533-

0.743) 

 0.013(0.006)* 

Asian/ 

Hawaiian 

 

 0.984 

(0.640-

1.514) 

0.899 

(0.583-

1.387) 

 -

0.087(0.025)**

* 

Hispanic 

 

 

 0.468*** 

(0.341-

0.643) 

0.487*** 

(0.355-

0.669) 

 -

0.031(0.008)**

* 

Physical 

Health 

 

- - 0.979*** 

(0.974-

0.985) 

  

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; 

*p< .05 
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Table 6.10: Odds Ratios and Confidence Intervals for direct and indirect effects of 

Interpersonal Poly-victimization classes on Eating Disorders via Physical Health 

 Direct effects 

 

  Indirect 

effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

2.421*** 

(1.596-

3.672) 

2.481*** 

(1.646-

3.740) 

2.291*** 

(1.508-

3.481) 

 0.075(0.024)** 

Life-course 

Class  

 

2.772*  

(1.052-

7.306) 

2.649* 

(0.991-

7.081) 

2.477 

(0.932-

6.579) 

 0.062(0.026)* 

Never Married  

 

 1.748 

(1.065-

2.869) 

1.963** 

(1.205-

3.196) 

 -

0.098(0.031)** 

Living as if 

married 

 

 1.037 

(0.498-

2.161) 

1.077 

(0.518-

2.236) 

 -0.036(0.016)* 

Widowed 

 

 

 0.855 

(0.272-

2.689) 

0.705 

(0.219-

2.269) 

 0.178(0.058)** 

Divorced 

 

 

 1.273 

(0.663-

2.443) 

1.181 

(0.604-

2.310) 

 0.061(0.022)** 

Separated 

 

 

- 1.346 

(0.387-

4.685) 

1.302 

(0.372-

4.551) 

 0.019(0.017) 

Black 

 

 

 1.322 

(0.809-

2.162) 

1.382 

(0.844-

2.266) 

 -

0.028(0.011)** 

American 

Indian/Alaskan 

Native 

 0.991 

(0.538-

1.825) 

0.988 

(0.536-

1.822) 

 0.018(0.008) 

Asian/ 

Hawaiian 

 

 2.288 

(0.777-

6.735) 

2.014 

(0.682-

5.946) 

 0.119(0.047)* 

Hispanic 

 

 

 1.828 

(0.798-

4.190) 

1.959 

(0.860-

4.462) 

 -

0.042(0.016)** 

Physical 

Health 

 

- - 0.972*** 

(0.955-

0.989) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 
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Table 6.11: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal poly-victimization classes on Personality Disorders via Physical 

Health 

 Direct effects 

 

  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

 Physical 

Health 

(Sf12v2) 

Β (SE) 

Childhood 

Class  

 

4.750*** 

(4.258-

5.297) 

4.807*** 

(4.301-

5.373) 

4.601*** 

(4.113-

5.148) 

 0.053(0.008)*** 

Life-course 

Class  

 

6.964***  

(5.547-

8.743) 

6.345*** 

(5.071-

7.939) 

6.150*** 

(4.894-

7.729) 

 0.045(0.014)*** 

Never Married  

 

 2.110*** 

(1.852-

2.404) 

2.293*** 

(2.010-

2.617) 

 -

0.070(0.010)*** 

Living as if 

married 

 

 2.489*** 

(2.068-

2.996) 

2.577*** 

(2.136-

3.110) 

 -0.026(0.009)** 

Widowed 

 

 

 1.100 

(0.803-

1.506) 

0.971 

(0.701-

1.345) 

 0.127(0.021)*** 

Divorced 

 

 

 2.184*** 

(1.857-

2.569) 

2.104*** 

(1.786-

2.478) 

 0.044(0.009)*** 

Separated 

 

 

- 2.370*** 

(1.783-

3.150) 

2.343*** 

(1.757-

3.126) 

 0.014(0.012) 

Black 

 

 

 0.771*** 

(0.671-

0.885) 

0.789*** 

(0.687-

0.907) 

 -

0.020(0.005)*** 

American 

Indian/Alaskan 

Native 

 0.844* 

(0.735-

0.968) 

0.838* 

(0.730-

0.962) 

 0.013(0.005)* 

Asian/ 

Hawaiian 

 

 1.433 

(0.985-

2.084) 

1.318 

(0.912-

1.906) 

 0.085(0.025)*** 

Hispanic 

 

 

 0.507*** 

(0.385-

0.668) 

0.527*** 

(0.400-

0.696) 

 -

0.030(0.008)*** 

Physical 

Health 

 

- - 0.980*** 

(0.975-

0.985) 

 - 

- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< 

.05 

 

 

 



191 

 

6.4 Discussion 
 

This study investigated the mediating impact of self-reported physical health on the 

relationship between interpersonal poly-victimization and negative mental health 

outcomes. The results showed that self-reported physical health partially mediates 

the relationship between a childhood specific class of interpersonal poly-

victimization and meeting the DSM-5 diagnostic criteria of nicotine use disorder, 

PTSD, drug use disorder, depressive disorders, anxiety disorder, eating disorders and 

personality disorders. This concurs with previous literature in relation to substance 

use disorders (Zschucke, Heinz & Ströhle, 2012), PTSD (Rosenbaum et al., 2015), 

depression and anxiety (Goodwin, Kroenke, Horen & Spitzer, 2003). A lack of 

evidence as regards physical wellbeing in relation to personality disorders means that 

further research is necessary to extrapolate these findings, in line with the 

recommendations in Taylor, Sallis and Needle (1985). It was not expected that self-

reported physical wellbeing would mediate the relationship between interpersonal 

poly-victimization and eating disorders; these findings conflict with the literature 

outlined above which shows physical exercising or over-exercising is highly prevalent 

in patients with eating disorders.  

 

The relationship between interpersonal poly-victimization and affective disorders is 

not mediated by self-perceived physical health state in the current study.  

This is at odds with the literature previously outlined and is worthy of further 

exploration. In the current study, unipolar depressive disorders were assessed in a 

separate category labelled ‘depressive disorders’ which showed a partial mediation 
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effect when self-perceived physical wellbeing was introduced to the model; however, 

the category of ‘affective disorders’ in the current analysis included bipolar disorder, 

mania and hypomania. This suggests that affective disorders as categorised in the 

current study may be worthy of special consideration for male victims of childhood 

interpersonal poly-victimization. Further, the results of longitudinal studies have also 

been shown to differ. For example, Cooney et al. (2013) in a systematic review found 

that exercise and activity has no more impact on depression symptomology than 

medications or psychological based therapies. This is important given that the 

current study is based on cross-sectional data and was unable to examine the 

chronicity or temporal order of victimisation events and mental health difficulties. 

 

Furthermore, when examining the life-course poly-victimization class, a partial 

mediation effect of self-perceived physical wellbeing was evident for those at 

elevated risk of meeting the DSM-5 diagnostic criteria of nicotine use disorder, PTSD, 

drug use disorder, depression, affective disorders, anxiety disorder, eating disorders 

and personality disorders. Thus, higher self-reported physical health mediates the 

risk of negative mental health outcomes for victims of life course poly-victimization 

however, this is in conflict with the results as previously discussed with regard to 

eating disorders. Of note, the life-course poly-victimized class showed the highest 

endorsement of childhood sexual abuse (CSA) and Caslini et al. (2016) found that CSA 

was not predictive of Anorexia Nervosa diagnosis when examined in isolation. While 

abuse in childhood is endorsed by a considerable portion of those presenting with 

eating disorders (Caslini et al., 2016), this has never been examined in relation to life-

course poly-victimization in a male only sample. Cook et al. (2017) suggested that 
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eating disorders are one form of behavioural control found in young victims of 

complex trauma, and as previously noted, complex trauma relates only to 

experiences suffered in childhood and are not studied across the life-course. 

 

The experience of exposure to interpersonal poly-victimization, compounded by a 

reduction in physical health which may or may not be causally linked, may impact 

physical functioning. As such, this may lead to a more sedentary lifestyle which might 

limit a person’s ability to be active and indeed, may have an impact on a person’s day 

to day life and functioning in many areas. Previous research has shown that when 

physical activity and functionality are impaired by critical or chronic illness, outcomes 

are impacted in a negative manner (McNelly et al., 2016). Phillips, Stampfer, Chan, 

Giovannucci and Kenfield (2015) in a population of 1,917 males who had been 

diagnosed with prostate cancer (non-metastatic) found that men who walked for a 

minimum of 90 minutes a week had better hormone and vitality scores. Further, the 

inability to pursue even mild levels of physical functioning can understandably, 

impact mental health outcomes (Paluska & Schwenk, 2000). Of further note, a 

reduction in physical functioning may also impact the factors that aid resilience and 

build resistance due to an inability to fully participate in an average level of activities 

within family and friend relationships. For example, social support is argued to be an 

effective instrument in both the reduction of risk and the development and 

maintenance of resilience. Berkman (1984) examined the impact of social support on 

physical health citing the Tecumseh Community Health Study (House, Strecher, 

Metzner & Robbins, 1986) which found that volunteering, spectator engagement, 

and marital status were all statistically significant predictors of better outcomes for 



194 

 

men. The relationship between interpersonal poly-victimization, negative mental 

health outcomes and social support will be examined in detail in chapter 6. 

The relationship between traumatic experiences and a reduction in the ability to 

carry out routine activities has been theorised to contribute to the experience of 

fatigue and pain (Ablin et al., 2013). Exercise is known to be beneficial for physical 

and mental health (Sechrist, Walker & Pender, 1987); however, coping and dealing 

with daily physical and psychological pain may exclude many victims from engaging 

in, and experiencing the benefits of, physical activities. A recent body of work is 

bringing considerable attention to the benefits of physical activity and mental health 

outcomes. For example, Penedo and Dahn (2005) found that better physical health, 

psychological health and functioning outcomes were evident for people who 

engaged in some form of regular activity.  

 

 

6.4.1 Limitations and Implications 
 

The relationship between interpersonal poly-victimization and negative mental 

health outcomes is a complicated and multi-faceted one, as such the current study 

should be viewed in light of a number of limitations. Cross-sectional data precludes 

the ability to establish temporal order. It may be equally as likely that those with 

mental health difficulties do not engage in physical activities, as it is for those who 

have a physical health issue to have a pre-existing mental health complication.  

 

Of note, MacKinnon (2013) states that, where large sample sizes are used, small 

effect sizes may present as significant while in small samples large effect sizes can 
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return non-significant results. In this analysis the effect sizes were minimal and 

should therefore be reviewed with caution. Further research is required to expose 

the full nature and implications of the impact of various measures of physical 

wellbeing on the relationship between interpersonal poly-victimization and negative 

mental health outcomes. 

Further, no assessment was made for any previously existing pre-disposition for 

either a physical or mental health issue. That being said, the results demonstrate that 

physical health plays an important role in the relationship between interpersonal 

poly-victimization and negative mental health outcomes, with different levels being 

exposed. This research also shows that, being a victim of interpersonal poly-

victimization can impact physical health, which in turn may impact psychological 

wellbeing and equally, being a victim of interpersonal poly-victimization impacts 

psychological health which could impact physical health and functioning. 

 

 

6.4.2 Conclusion 
 

The current results indicate that physical health mediates the relationship between 

profiles of interpersonal poly-victimization and psychological outcomes. It is well 

established that men do not disclose their experiences of interpersonal victimisation 

experiences, however, they are also less likely to report physical symptoms (Barsky, 

Peekna & Borus, 2001). While interpersonal poly-victimization in childhood, also 

known as child abuse or Adverse Childhood Experience (ACE), are known to be a risk 

factor for negative mental health outcomes (Shevlin, McElroy & Murphy, 2015). To 

date, no research exists that has examined the impact of these interpersonal poly-
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victimization experiences when they occur during childhood and continue to occur 

across the life-course in males. This is of concern given that when a person suffers a 

victimisation experience they are at increased risk of further victimisation 

experiences, thus poly-victimization or re-victimisation. Indeed, when people suffer 

poly-victimization and re-victimisation they are at further risk of elevated 

symptomology of psychological disorders in a dose-response fashion. This expands 

the argument made in Chapter 5. Research needs to be mindful that single types or 

episodes of interpersonal victimisation increase the risk of further victimisation 

experiences and as such, this should be taken into account in all research with 

victims. Further researchers should consider diverting some attention to developing 

adequate interventions that are suitable for the male population, including a tool to 

aid health professionals and first responders to support trauma focused care that, 

rather than assessing “what is wrong” with a male patient if they do present for 

treatment, supports the option and training to also ask “what has happened”. This 

would provide support and treatment options which can be tailored to meet the 

needs of the most vulnerable when identified and should include interventions to aid 

engagement in physical activities. Insufficient intervention strategies have been 

based on and developed specifically for the needs of men therefor further work, 

particularly longitudinal research is required to understand and address the specific 

needs of male survivors of interpersonal poly-victimization. Practical support should 

at least be two-fold for men: first, support for male victims should match that of 

other victims, including a consistent and focused public health campaign, to raise 

awareness of men’s physical and psychological health issues and the interaction of 

both; and second, this should be complimented with physical support and resources 
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for those who find themselves in difficulty or distress. Governments across the 

developed world have sophisticated equality legislation which is not being met in the 

lack of provision of services and support for male victims and this needs urgently 

addressed. 
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Chapter 7:  

Interpersonal Poly-victimization and negative 
Psychopathology: the mediator-moderator role of 

Social Support 
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7.1 Introduction 
 

While many factors could be implicated in the relationship between interpersonal 

poly-victimization and mental health outcomes, one factor that is worthy of 

investigation is whether, and to what extent, social support, or the lack of, impacts 

that relationship. From an evolutionary perspective, humans are social creatures, 

evolving in small family and friend pockets over millennium and eventually 

populating the entire globe (Oppenheimer, 2003). These family and friend 

communities met the needs of the members socially, emotionally, physically and 

reproductively. This final empirical chapter will outline the literature on social 

support and will examine the impact of perceived Interpersonal Social Support (ISS) 

as a mediator and as a moderator of the relationship between interpersonal poly-

victimization and psychopathology. A detailed explanation of mediation analysis is 

available in Chapter 6. 

 

It is well accepted that stressful events have a negative impact on mental health 

(Yarcheski & Mahon, 1999). As seen in Chapter 5, the cumulative impact of stressful 

interpersonal poly-victimization experiences increases the negative outcomes for 

victims in a dose-response fashion. Although many factors may influence this 

relationship, social support has been implicated as a key factor in the relationship 

between victimisation experiences and negative mental health outcomes.  
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7.1.1 Social Support 
 

Social support is multifaceted and sometimes difficult to conceptualise. It is closely 

related to the notion of loneliness and sense of worth and encompasses stress and 

coping theories alongside problem or emotion-based functionality (Shevlin, McElroy 

& Murphy, 2015; Barrera, 1986; Folkman & Lazarus, 1990). Early research detailed 

social support in the frame of social ties and relationships. For example, Myers, 

Lindenthal and Pepper (1975) operationalised the concept of social support by 

indices including marriage, club and church membership, friend and relative visits, 

outings and close friends. Williams, Ware and Donald (1981) operationalised social 

support with measures including engagement in religious activities and participating 

in group activities. Thus, an array of theoretical models has been postulated to 

explain different features of the phenomenon.   

 

 

7.1.2 The development of Social Support in childhood 
 

The nature of engagement in social relationships impacts the personal social ties 

formed over the life-course. In childhood, attachment theory exposes an 

evolutionary need for positive social behaviours; babies smile, follow their caregiver 

and depend on a secure attachment to their family (Bowlby, 1969; Ainsworth, 1989). 

These are relationships that the child returns to for comfort and support for a great 

many years through their early life if they are available. Indeed, when these 

opportunities are absent, the ability to engage in or develop social interactions have 

been shown to be stunted (Harlow & Harlow, 1965). Further, any negative 
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consequences may persist into adolescence and adulthood, with theorists 

postulating that these early foundations of security in the social and familial 

relationship formed, impacts later life choices. Indeed, Johnson, Browne and 

Hamilton-Giachritsis (2006) argued that a good standard of care in childhood is 

critical to establish positive functioning in the years beyond childhood.  

 

In 2016 in America, 437,465 children were being cared for within the state care 

system, with 7% in non-kin institutional based care (Child Welfare Information 

Gateway, 2017). Children living in institutional care settings in particular have the 

greatest likelihood of having suffered the most horrendous trauma and victimisation 

experiences and, this environment limits the opportunity to build good social 

relationships with peers and carers, specifically given this group of children are most 

at risk of placement disruption (Epstein, Schlueter, Gracey, Chandrasekhar & Cull, 

2015). This is the systemic movement between care facilities and schools which 

disrupts friendships, relationships and bonds formed with both carers and peers. 

There is often no option to grow and put down roots within the same community, no 

continuity in primary care givers and friendships, therefore social ties and bonds are 

lost (Pears, Kim, Buchanan & Fisher, 2015). Further, these children are known to be 

at greater risk of negative psychosocial outcomes, including a higher propensity to 

have engagement in the judicial system (McFarlane, 2017), and lower educational 

attainment (Merritt & Klein, 2015).  A lack of social support for children is deemed to 

play be a key factor in stress-related disorders, psychological and physical disorders 

(cf. Cassel, 1974a, 1974b; Cobb 1976).  
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Ultimately, if people are not able to develop secure and consistent relationships, 

friendships and bonds within their community or family, these social support options 

will not be available, and cannot therefore be mobilised as resources of support in 

times of need. Chapter 4 established two typologies of poly-victimization, a 

childhood specific class and a life-course class, and both classes included profiles of 

victimisation experience in childhood. This is important given that the process and 

ability to form social relationships and ties that develop into a social support network 

that can be utilized begins, as shown here, in the early years. 

 

 

7.1.3 Social Support as a pragmatic application  
 

Social support can take many different forms including: emotional support, where a 

person is encouraged or nurtured; financial support to help meet bills or buy food; 

or advice such as information that may be useful to someone (Langford, Bowsher, 

Maloney & Lillis, 1997; Slevin et al., 1996; Taylor, 2011). It can also be provided by a 

variety of sources including family and friends, neighbours or work colleagues, and 

statutory or voluntary support agencies such as government or charity bodies 

(Uchino, 2004). Cassidy, McLaughlin and McDowel (2014) showed that social support 

mediated the outcomes for adult victims of bullying at work and it is generally 

believed that those who experience higher levels of social support will experience 

better mental and physical health outcomes (Berkman, Glass, Brissette & Seeman, 

2000; Leach, 2014; Uchino, 2004).  

 



203 

 

Vaux (1988) states that concentrating on the social support offered by a singular 

entity, for example only an intimate partner, may be too restrictive to capture the 

intricacies of what social support means to someone in need. Indeed, social support 

may be better understood in terms of social networks which include both intimate 

relationships and integration into community networks. There may be a degree of 

fluidity in social networks as people change jobs, met new partners, make new 

friends, take up new activities or connect with extended family. Conversely, people 

can also drop out of the social network, perhaps if they move away or leave to go to 

other jobs, but within a person’s social network there will be a core support network 

were people feel they can turn in times of need (Vaux, 1988). 

 

 

7.1.4 Theories of Social Support 
 

Much work has been conducted to understand how the theory of a core support 

networks sits within a greater social network, including assessing the size of the 

network, the composition of the network and reciprocity from the network members 

(Barrera, Sandler & Ramsay, 1981; Hirsch, 1981; Tolsdorf, 1976; Vaux & Harrison, 

1985), all of which confirm the complexity of the concept and the difficulty in the 

operationalisation of social support. 

 

Two main concepts have been proposed to elucidate the role of social support in the 

relationship between stressful events and health outcomes. Cohen and Wills (1985) 

claim that the cumulative impact of multiple stressors may increase the potential for 
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severe ailments to develop however, sufficient social support, concurrent or 

sequential to a stressful experience may inhibit and weaken the stress reactions to 

events thus, ‘buffering’ or protecting from the impact of the stressor. Further, the 

‘direct effects’ of social support are claimed to be beneficial throughout the life-

course, regardless as to whether a stressful event has occurred. However, it appears 

that the impact of social support on the relationship between stressful events and 

negative outcomes is not a simple one given the contradictory and mixed findings 

within the published literature.  

 

For example, a review of the literature by Cobb (1976) found that social support was 

protective or had a buffering impact against a plethora of physical and psychological 

outcomes including arthritis and alcohol use and further, that social support could 

aid recovery. Moak and Agrawal (2009) found in their sample of 34,653 adults who 

completed the NESARC (wave II; Grant & Dawson, 2006), that support was evident 

for both the buffering hypothesis and the main effects hypothesis; low perceived ISS 

as measured by the short version of the ISEL-12 (Cohen et al., 1985), was associated 

with increased pervasiveness of negative mental health outcomes including major 

depressive disorder and general anxiety disorder. 

 

However, Tremblay, Hébert and Piché (1999) examined coping strategies and social 

support as mediators in the relationship between childhood sexual abuse (CSA) and 

related mental health outcomes in a group of 50 children, aged 7- to 12-year olds. 

The results revealed that while social support has a direct effect on outcomes, the 

presence of social support did not ameliorate the impact of CSA on mental health 
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outcomes. Recent research by Turner, Shattuck, Finklehor and Hamby (2017) 

supported the findings or Tremblay et al. (1999). Examining data from 1,186 children 

from 10 to 17 years of age, this longitudinal study examined children who had 

experienced consistently high poly-victimization, a group who, over time endorsed 

decreasing poly-victimization experiences, and a further group whose poly-

victimization experiences increased, compared with those who reported low/no 

victimisation experiences.  Turner et al. (2017) found that high poly-victimization was 

associated with a reduction in available social supports such as parental and peer 

support. Indeed, they reported that social support did not mediate the relationship 

between those who report high levels of poly-victimization and the distress suffered. 

Much of the disparity in results may be due to the application of different theories 

and methodological issues in the different studies including: (1) the measurement of 

perceived versus the measurement of received social support; (2) the diversity of 

populations under investigation; and (3) the variety in variables considered or not 

considered as contributing to the measure of social support used. For example, 

Shevlin et al. (2015) used a measure of loneliness as a proximal measure for social 

support when investigating the impact of childhood physical and sexual abuse on six 

negative mental health diagnostic categories. However, loneliness may not capture 

the full extent of the lack of available social support and further, measures of 

psychological abuse in childhood were not included in the analysis which may skew 

results. This is important considering, as detailed in Chapter 4, these victimisation 

experiences do not happen in isolation and psychological abuse is a key component 

in the typology of poly-victimization in childhood (Burns et al., 2015). Indeed, where 
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one victimisation has been experienced, the risk of suffering further victimisation 

experiences increases (Finklehor et al., 2011). 

 

 

7.1.5 Mechanisms in Social Support 
 

Compounded further by this disjointed evidence is a lack of understanding as to how 

the mechanisms of social support operate in terms of the relationship between 

stressful experiences and mental health outcomes. One seminal paper examined 

adult mental health outcomes for those abused and neglected in childhood 

compared to a control group (n=696). Results showed social support had both a 

mediating and moderating impact on the relationship between victimization and 

adult psychopathology. Interestingly, it was also noted that those who had 

experienced childhood victimisation had reduced social support available to them as 

adults when compared to the control group (Sperry & Widom, 2013). 

 

Being mindful of the hidden nature of many abuse and neglect experiences and the 

further propensity for males not to report these incidences (Brown, 2004), it has 

been proposed that social support operates disparately by gender. Vaux (1985) 

observed gender variations in the impact of social support on mental health 

outcomes for victims, noting that females typically have more available social 

support resources than men. Vaux concluded that this difference in social support 

resources may be in part, due to societal norms with respect to what is gender 

appropriate behaviour (see Chapter 1). Indeed, social support has been found to 
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buffer mental health outcomes in adult female survivors of childhood adversities but 

not in adult male survivors (Powers, Ressler & Bradley, 2009), Runtz and Schallow 

(1997) however, found no gender difference.  

 

A lack of investigation into the impact of social support as a third variable in the 

relationship between life-course interpersonal poly-victimization and mental health 

specifically in male victims means it is not fully understood whether social support 

mediates and/or moderates the relationship between multiple interpersonal 

victimisation experiences and psychopathological outcomes for male victims. 

Further, it is not known if it impacts the relationship at all. While many researchers 

use mediation and moderation terms interchangeably when examining the impact of 

a third variable in a relationship, they are distinct theories which mean very different 

things. 

 

 

7.1.6 Mediation 
 

The basic premise of mediation is to explain how two variables are related through a 

third variable. According to Baron and Kenny (1986), a mediating variable functions 

as a mechanism that allows the predictor variable to exert influence on the outcome 

variable. Thus, in mediation analysis two pathways influence the outcome variable, 

the direct path from the predictor variable to the outcome variable, and the indirect 

path from the predictor variable to the outcome variable through the mediator 
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variable. Mediation is therefore a specific type of regression-based path analysis (as 

seen in Chapter 6). 

 

 

7.1.7 Moderation 
 

Moderation on the other hand is a specific type of ANOVA which, in itself is a specific 

regression technique, involving an interaction term (Jose, 2013). Three pathways are 

examined, the relationship between the predictor variable and the outcome variable, 

the relationship between the moderator variable and the outcome variable and the 

relationship between the product of the predictor and moderator variables, and the 

outcome variable as seen in Figure 7.2. Moderations analysis exposes when, or under 

what circumstances, the predictor variable can exert an effect on the outcome 

variable. 

 

Exploring whether, and to what extent, social support plays a role in the 

victimisation/ mental health relationship in men, where profiles of poly-victimization 

are established, has important theoretical implications if we are to understand the 

lived experience of male victims of interpersonal poly-victimization. Further 

understanding when and under what circumstances social support can impact the 

relationship could help direct services to those most in need. To that end, the current 

study aims to 1) explore the distinction between, and outcome of social support as a 

mediator and a moderator in the relationship between interpersonal poly-

victimization typologies in males as outlined in Chapter 3, and 2) understand under 
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what circumstances social support moderates the cumulative impact of 

interpersonal poly-victimization on mental health diagnostic category disorders as 

seen in Chapter 4. 

 

7.2 Method 
 

7.2.1 Sample 
 

Participants were drawn from the National Epidemiological Survey on Alcohol and 

Related Conditions, Wave III (NESARC III; Grant et al., 2014). The NESARC III data 

collection was carried out from 2012 to 2013 by the NIAAA. Participants were 

American civilian non-institutionalised population, aged 18 years and older living in 

military group quarters and domestic households. Data were weighted to account for 

oversampling of Blacks, Hispanics, Asians and Pacific Islanders and other design 

characteristics. Only data from male participants was utilised in the Latent Class 

Analysis (see Chapter 3) and used in the current study (n=15,794). Comprehensive 

details of the methods used in the survey are available in chapter 2. 

 

 

7.2.2 Measures 

7.2.2.1 Demographics 

A wide range of demographics are sampled in the NESARC III data. Categories were 

preserved for current marital status which was queried by one question, responses 

were coded as (1) never married, (2) living as if married, (3) widowed, (4) divorced, 
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(5) separated, with (6) married, retained as the reference class. Ethnicity/Race 

responses were coded as (1) Black, non-Hispanic, (2) American Indian, Alaska Native, 

non-Hispanic, (3) Asian, Native Hawaiian, Other Pacific Islander, non-Hispanic, (4) 

Hispanic, any race, (5) White, non-Hispanic (Caucasian), where White, non-Hispanic 

(Caucasian) is retained as the reference class. The current study utilizes one question 

to assess socioeconomic status, “Did you receive food stamps during the last 12 

months?”, a positive endorsement was considered an indication of low SES. Marital 

status was assessed in one question. Age was grouped in line with the responses 

recorded in the NESARC III data and were coded as (1) 18-29 years, (2) 30-39 years, 

(3) 40-49 years, (4) 50-59 years, (5) 60-69 years, (6) 70+. 

 

7.2.2.2 Latent Classes 

 

Three typologies of interpersonal poly-victimization were established by LCA in 

Chapter 4: a class of life-course poly-victimization consisting of 3.1% of the 

population; a class of childhood specific poly-victimization consisting of 20.9% of the 

respondents and a class of low or no risk of interpersonal poly-victimization who 

constituted 76% of the respondents. During the LCA, missing data was evaluated, 

with no additional cases being removed from the dataset during this analysis leaving 

15,794 cases remaining for analysis (see Chapter 4). 
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7.2.2.3 Diagnostic Assessment 

Psychopathology diagnosis is made in line with the criteria of Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM5), and is utilised in the 

NESARC III using the AUDADIS-5 diagnostic interview (see Chapter 3). Trained 

interviewers administered the AUDADIS-5, during data collection, which queries 

lifetime and past year self-reports on various mental health disorders including 

anxiety, depression and PTSD. 

 

Data on negative mental health disorders identified as life-time were utilised in the 

current study. PTSD, tobacco use disorder and alcohol use disorder were individually 

reported within the data, while DSM-5 diagnostic categories were used to create a 

further six composite variables (see chapter 5).  

 

7.2.2.4 Perceived Interpersonal Social Support 

 

The NESARC III utilises the ISEL-12 (Cohen & Willis, 1985) as a measure of perceived 

ISS. The ISEL-12 is a short version of the full 40-item ISEL. The ISEL-12 offers 

participants a list with 12 statements that are rated on a four-point scale from (1): 

definitely false, to (2): definitely true (see table 7.1). These were scored, and a sum 

total gives an indication of the level of perceived resources of ISS that are available 

to the respondent on a scale of 0 to 48, with a lower score, closer to zero showing 

lower perceived ISS and a score closer to 48 representing a higher level of perceived 

ISS (see Chapter 3). 
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Table 7.1: the 12 items that are included in the assessment of the ISEL-12 

Q1. If I wanted to go on a trip for a day (e.g., to the mountains, beach, or 

country), I would have a hard time finding someone to go with me. 

Q2. I feel that there is no one I can share my most private worries and fears 

with. 

Q3. If I were sick, I could easily find someone to help me with my daily chores. 

Q4. There is someone I can turn to for advice about handling problems with my 

family. 

Q5. If I decide one afternoon that I would like to go to a movie that evening, I 

could easily find someone to go with me. 

Q6. When I need suggestions on how to deal with a personal problem, I know 

someone I can turn to. 

Q7. I don't often get invited to do things with others. 

Q8. If I had to go out of town for a few weeks, it would be difficult to find 

someone who would look after my house or apartment (the plants, pets, 

garden, etc.). 

Q9. If I wanted to have lunch with someone, I could easily find someone to join 

me. 

Q10. If I was stranded 10 miles from home, there is someone I could call who 

could come and get me. 

Q11. If a family crisis arose, it would be difficult to find someone who could 

give me good advice about how to handle it. 

Q12. If I needed some help in moving to a new house or apartment, I would have 

a hard time finding someone to help me. 

 

The ISEL-12 returned a mean overall score of 41.44 and in respect of the moderation 

analysis, one standard deviation above and below the mean was considered 

representative. A full outline of the development of the ISEL-12 is reported in the 

methodology chapter (Chapter 2). 
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7.2.2.5 .Analysis 

 

7.2.2.5.1 Mediation Analysis 
 

Perceived ISS as measured by the ISEL-12 is examined as the intervening or mediator 

(M) variable in the current analysis, while the a path is the effect of X on the 

mediating variable and the b path is the effect of the mediator variable on the 

outcome variable, the indirect effect is the difference between c and c prime (c & c’; 

see Figure 1). The proposed indirect path in this analysis, the effect of the predictor 

variable on outcome while controlling for the mediator variable, is expected to lower 

the strength of the relationship between predictor and outcome when the mediator 

is introduced into the model (cf. Jose, 2013). For a full explanation of mediation 

analysis please refer to Chapter 6. 

 

 

 

 

Figure 7.1: Indirect path from X to Y via M 
 
 
 

Following the recommended steps, as outlined in Baron and Kenny (1986, see 

Chapter 6), a three-step regression analysis where the final step exposes the effect 

of class of interpersonal poly-victimization on psychopathology while controlling for 

perceived ISS. In this analysis the interpersonal poly-victimization class established in 

outcome 
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a b 
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chapter 4 was dummy coded with the reference class being the class labelled as 

normative. All analysis was carried out in SPSS V23 and MPlus V7.4 (Muthén & 

Muthén, 1998-2016) using the robust maximum likelihood (MLR) estimator and 

Monte Carlo integration. Preacher and Selig (2012) recommend using Monte Carlo 

integration when bootstrapping is not appropriate as in this model due to the 

presence of the weight variable.  

 

 

7.2.2.5.2 Moderation Analysis 
 

There are two basic steps that must be carried out before moderation analysis can 

be conducted. Firstly, all categorical predictors need to be dummy coded and this 

was conducted in MPlus 7.4 so that all categorical variables are coded from ‘0’, where 

the highest numerical category acts as the reference class. Next the interaction term 

must be defined. In this study, the focus is on the interaction between class of 

interpersonal poly-victimization and perceived ISS as measured by the ISEL-12, this 

interaction term was labelled as XW and was created in MPlus 7.4 during the analysis 

(see figure 2). The current analysis utilises the ‘pick a point’ approach (Rogosa, 1980; 

Bauer & Curran, 2005), where the mean score of the ISEL-12 measure and one 

standard deviation above and below the mean (±1sd) are utilised to assess 

moderation effects. Results show the impact of the interaction term on the 

relationship between class of interpersonal poly-victimization and 

psychopathological outcome. Of note, the independent variable of latent class in this 

analysis is categorical therefor it is not necessary to mean centre this variable (Hayes, 
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2018; Jose, 2013; Kromrey & Foster-Johnson, 1998). Results of the zero order 

correlations are examined.  

 

 

 

 

 

 

Figure 7.2: A pictographic representation of the relationships examined in a 
moderation analysis.  
The final mediation moderation model is shown in Figure 7.3.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7.3: Full mediation moderation model for class of poly-victimization, 
psychopathology and perceived ISS. 
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7.3 Results 

 

7.3.1 Perceived ISS and Class Membership 
 

The ISEL-12 for the population showed an overall mean score of 41.44 with a 

standard deviation of 6.19. For the moderation analysis this means that one standard 

deviation below the mean = 35.25 and is used as an indication of low social support 

for this population. High social support in the moderation analysis is assessed as the 

population mean plus one standard deviation which resulted in a score of 47.63. 

 

 

7.3.2 Mediation Analysis: Perceived Interpersonal Social Support as a 
mediator of the relationship between Interpersonal Poly-victimization Class 
Membership and Psychopathology. 
 

 

In the mediation analysis, three models were specified and tested. Model fit indices 

were examined to establish the best fitting model for the data. The Akaike 

Information Criterion (AIC: Akaike, 1987), the Bayesian Information Criterion (BIC: 

Schwarz, 1978) and the sample size adjusted Bayesian Information Criterion (SSABIC: 

Sclove, 1987) fit indices were consulted to establish the best model fit with lower 

scores indicating the better model, results are presented in Table 7.2. 

 

Chi-square tests and log-likelihood values attained from the MLR estimation were 

also consulted for model fit, where model 3, the final model showing substantial pre-

eminence. 

 



217 

 

Table 7.2: Fit Indices of the three mediation models 

Model 

 

Log-

likelihood 

Free 

parameters 

AIC BIC SSABIC 

1 -100448.302 29 200954.604 201176.959 201084.799 

2 -98143.566 164 196615.132 197872.283 197351.403 

3 -97172.634 190 194725.268 196182.071 195578.265 
Note: AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; SSABIC = sample size 

adjusted Bayesian Information Criterion. 

 

 

 

Mediation Model 1: 

Direct effects between the class of interpersonal poly-victimization classes and the 

nine psychopathologies were significant, in line with results as detailed in Chapter 5. 

For those classified into the childhood specific interpersonal poly-victimization class, 

increased odds on all psychopathologies was evident, including over four times the 

risk of PTSD and over three times the risk of depression and anxiety. The life-course 

interpersonal poly-victimization class showed elevated risk in a dose response 

fashion with increased odds of endorsement of PTSD at almost six time that of the 

normative class, three and a half times the risk of depression and over three times 

the risk of anxiety. Results can be seen in Tables 7.3 to 7.11. 

 

 

Mediation Model 2: 

Age group, past year socio-economic status, marital status and Ethnicity/Race were 

included as covariates in Model 2. The direct effects of interpersonal poly-

victimization class on psychopathology remained significant, with the exception of 

the life-course interpersonal poly-victimization class relationship to the diagnostic 

criteria of an eating disorder. Significant improvement was evident in model fit with 
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the incorporation of the covariates into the model (∆χ2 = 3589.931, df = 135, p< .001).  

Past year SES was predictive of increased odds of endorsing all psychopathologies. In 

most cases age is predictive of risk for psychopathology, in particular, Alcohol Use 

disorder peaks in the 18 to 29-year-old, and 30 to 39-year-old groups at 

approximately three and a half times more likely than the reference group of over 70 

years old, risk then gradually reduces as age increases over the life span. This is 

similar to the results seen for the risk of Drug Use Disorder, elevated to over 16 times 

the risk in the 30 to 39-year-old age group and reducing as age increases, and similar 

to results for Depression, almost three times as likely in the 30 to 39-year-old group 

and reducing as age increases. Further, risk of PTSD endorsement is also higher across 

all age groups when compared to the reference group. 

 

Being married is, in general, significantly protective of psychopathology other than 

eating disorders, while being white (Caucasian) in general, shows elevated risk for all 

psychopathological diagnosis. 

 

 

Mediation Model 3: 

Perceived ISS was introduced as a mediator in the final model, Model 3. The final 

mediation model (a’ path) showed significant improvement from the Chi square test 

(∆χ2 = 1388.511, df = 26, p< .001).  

 

When perceived ISS was included, significant pathways between the latent classes of 

interpersonal poly-victimization and psychopathological outcomes all remained 
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significant however odds reduced, with the exception of the life-course poly-

victimization class and eating disorders, indicating partial mediation has occurred in 

all cases except one. A range of indirect effects were exposed for interpersonal poly-

victimization classes and covariates including age, past year SES, Marital Status and 

Ethnicity/Race, in the negative mental health outcomes via Perceived ISS (see tables 

7.3 to 7.11). 

 

Of note, being American Indian/Alaskan is not predictive of a diagnosis of PTSD nor 

influenced by the inclusion of the perceived ISS mediator. The introduction of the 

covariates and the perceived ISS mediator into the model assessing the relationship 

between life-course interpersonal poly-victimization class and the risk of 

psychopathology, in respect of eating disorders became non-significant results 

suggesting that perceived ISS has limited direct or indirect mediational impact on this 

relationship. 
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Table 7.3: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on Nicotine Use Disorder via Perceived 
Interpersonal Social Support 
 Direct effects  Indirect effects 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 
Class Membership (reference = normative class) 
Life-course Class (C1) 2.967*** 

(2.379-3.700) 
2.623*** 

(2.090-3.293) 
2.604*** 

(2.075-3.286) 
0.008(0.005) 

Childhood Class (C2) 2.136*** 
(1.945-2.346) 

2.026*** 
(1.836-2.235) 

2.004*** 
(1.815-2.212) 

0.011(0.005)* 

Age (reference = age 70+ years) 
18-29 years - 1.266** 

(1.044-1.537) 
1.305** 

(1.072-1.588) 
-0.029(0.014)* 

30-39 years 
 

- 1.730*** 
(1.441-2.077) 

1.766*** 
(1.468-2.125) 

--0.020(0.010)* 

40-49 years 
 

- 1.512*** 
(1.259-1.816) 

1.535*** 
(1.276-1.846) 

-0.014(0.007)* 

50-59 years 
 

- 1.538*** 
1.283-1.844) 

1.552*** 
(1.293-1.863) 

-0.009(0.004) 

60-69 years 
 

- 1.492*** 
(1.235-1.803) 

1.498*** 
(1.239-1.810) 

-0.003(0.002) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 2.575*** 
(2.273-2.917) 

2.538*** 
(2.237-2.878) 

0.015(0.007)* 

Marital Status (reference = married) 
Never Married  
 

- 1.335*** 
(1.185-1.505) 

1.305*** 
(1.156-1.473) 

0.022(0.011)* 

Living as if married - 1.775*** 
(1.495-2.107) 

1.760*** 
(1.482-2.091) 

0.008(0.004) 

Widowed 
 

- 1.102 
(0.863-1.408) 

1.084 
(0.849-1.383) 

0.017(0.009) 

Divorced 
 

- 1.956*** 
(1.717-20229) 

1.924*** 
(1.688-2.194) 

0.017(0.008)* 

Separated 
 

- 2.100*** 
(1.674-2.634) 

2.066*** 
(1.646-2.594) 

0.016(0.008)* 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian) 
Black 
 

- 0.337*** 
(0.298-0.382) 

0.335*** 
(0.296-0.379) 

0.008(0.004)* 

American 
Indian/Alaskan  

- 0.552*** 
(0.492-0.618) 

0.552*** 
(0.492-0.618) 

0.000(0.001) 

Asian/ Hawaiian 
 

- 0.938 
(0.669-1.315) 

0.937 
(0.669-1.312) 

0.002(0.004) 

Hispanic 
 

- 0.476*** 
(0.384-0.590) 

0.471*** 
(0.380-0.584) 

0.012(0.006)* 

Perceived ISS - - 0.992* 
(0.985-1.000) 

- 
- 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.4: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on Alcohol Use Disorder via Perceived 
Interpersonal Social Support 
 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 2.656*** 

(2.130-3.312) 
2.388*** 

(1.911-2.985) 
2.364*** 

(1.892-2.955) 
0.001(0.005)* 

Childhood Class (C2) 1.883*** 
(1.717-2.065) 

1.901*** 
(1.725-2.094) 

1.874*** 
(1.700-2.066) 

0.015(0.005)** 
 

Age (reference = age 70+ years) 
18-29 years 
 

- 3.444*** 
(2.813-4.217) 

3.583*** 
(2.920-4.397) 

-0.038(0.014)** 

30-39 years 
 

- 3.502*** 
(2.883-4.255) 

3.600*** 
(2.958-4.380) 

-0.027(0.010)** 

40-49 years 
 

- 2.908*** 
(2.319-3.537) 

2.965*** 
(2.436-3.609) 

-0.019(0.007) 

50-59 years 
 

- 2.419*** 
(2.054-2.940) 

2.449*** 
(2.014-2.977) 

-0.011(0.005)* 

60-69 years 
 

- 2.004*** 
(1.635-2.457) 

2.013*** 
(1.642-2.468) 

-0.004(0.003) 

SES 
 

- 1.403*** 
(1.238-1.589) 

1.375*** 
(1.212-1.560) 

0.020(0.007)** 

Marital Status (reference = married) 
Never Married  
 

- 1.338*** 
(1.196-1.497) 

1.299*** 
(1.159-1.456) 

0.030(0.011)** 

Living as if married - 1.727*** 
(1.466-2.034) 

1.709*** 
(1.451-2.013) 

0.011(0.004)* 

Widowed 
 

- 1.024 
(0.790-1.328) 

1.001 
(0.773-1.296) 

0.023(0.009)* 

Divorced 
 

- 1.723*** 
(1.515-1.967) 

1.690*** 
(1.481-1.928) 

0.022(0.008)** 

Separated 
 

- 1.772*** 
(1.405-2.235) 

1.735*** 
(1.376-2.189) 

0.021(0.008)** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian) 
Black 
 

- 0.492*** 
(0.442-0.548) 

0.487*** 
(0.437-0.542) 

0.011(0.004)** 

American 
Indian/Alaskan  

- 0.460*** 
(0.412-0.514) 

0.460*** 
(0.412-0.514) 

0.000(0.001) 

Asian/ Hawaiian 
 

- 0.974 
(0.700-1.355) 

0.972 
(0.698-1.353) 

0.002(0.005) 

Hispanic 
 

- 0.340*** 
(0.274-0.421) 

0.335*** 
(0.270-0.415) 

0.017(0.006)** 

Perceived ISS - - 0.990** 
(0.983-0.997) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.5: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on PTSD via Perceived Interpersonal Social 
Support 
 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 5.990*** 

(4.091-8.777) 
5.154*** 

(3.494-7.602) 
4.908*** 

(3.324-7.247) 
0.043(0.016)** 

Childhood Class (C2) 4.561*** 
(3.746-5.554) 

4.171*** 
(3.418-5.090) 

3.924*** 
(3.203-4.808) 

0.058(0.012)*** 

Age (reference = age 70+ years) 
18-29 years - 1.915* 

(1.128-3.252) 
2.280** 

(1.338-3.884) 
-0.152(0.031)*** 

30-39 years 
 

- 2.019** 
(1.207-3.375) 

2.300** 
(1.366-3.872) 

-0.107(0.022)*** 

40-49 years 
 

- 2.153** 
(1.306-3.550) 

2.341*** 
(1.416-3.873) 

-0.076(0.017)*** 

50-59 years 
 

- 1.936* 
(1.163-3.223) 

2.026*** 
(1.213-3.383)) 

-0.046(0.013)*** 

60-69 years 
 

- 1.858* 
(1.107-3.119) 

1.900** 
(1.130-3.197) 

-0.017(0.010)) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 1.709*** 
(1.355-2.157) 

1.551*** 
(1.227-1.961) 

0.080(0.017)*** 

Marital Status (reference = married) 
Never Married  
 

- 1.514** 
(1.158-1.980) 

1.319* 
(1.003-1.735) 

0.117(0.023)*** 

Living as if married - 1.869*** 
(1.329-2.628) 

1.814*** 
(1.294-2.544) 

0.043(0.012)*** 

Widowed 
 

- 3.325*** 
(1.890-5.851) 

3.070*** 
(1.726-5.462) 

0.090(0.023)*** 

Divorced 
 

- 1.871*** 
(1.395-2.508) 

1.709*** 
(1.273-2.295) 

0.089(0.019)*** 

Separated 
 

- 1.884** 
(1.202-2.953) 

1.742* 
(1.107-2.739) 

0.084(0.021)*** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian) 
Black 
 

- 1.015 
(0.794-1.297) 

0.975 
(0.762-1.247) 

0.042(0.010)*** 

American 
Indian/Alaskan  

- 0.990 
(0.770-1.272) 

0.998 
(0.777-1.282) 

0.001(0.006) 

Asian/ Hawaiian 
 

- 1.980* 
(1.082-3.625) 

1.967* 
(1.077-3.592) 

0.008(0.021) 

Hispanic 
 

- 0.343** 
(0.165-0.716) 

0.327** 
(0.157-0.683) 

0.066(0.016)*** 

Perceived ISS - - 0.961*** 
(0.946-0.975) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.6: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal poly-victimization classes on Drug Use Disorder via Perceived 

Interpersonal Social Support 

 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class 
(C1) 

3.852*** 
(3.003-4.941) 

3.182*** 
(2.463-4.110) 

3.115*** 
(2.413-4.022) 

0.020(0.008)* 

Childhood Class 
(C2) 

2.731*** 
(2.413-3.090) 

2.705*** 
(2.376-3.081) 

2.634*** 
(2.309-3.004) 

0.026(0.007)*** 

Age (reference = age 70+ years) 
18-29 years 
 

- 15.346*** 
(8.360-28.170) 

16.565*** 
(8.994-30.512) 

-0.069(0.019)*** 

30-39 years 
 

- 16.208*** 
(8.868-29.626) 

15.127*** 
(9.344-31.393) 

-0.049(0.014)*** 

40-49 years 
 

- 12.728*** 
(6.969-23.245) 

13.207*** 
(7.215-27.176) 

-0.034(0.010)*** 

50-59 years 
 

- 14.122*** 
(7.736-25.782) 

14.432*** 
(7.892-26.394) 

-0.021(0.007)** 

60-69 years 
 

- 7.310*** 
(3.946-13.542) 

7.363*** 
(3.970-13.658) 

-0.008(0.005) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 2.065*** 
(1.774-2.402) 

1.984*** 
(1.702-2.313) 

0.036(0.010)*** 

Marital Status (reference = married) 
Never Married  
 

- 2.083*** 
(1.767-2.457) 

1.970*** 
(1.669-2.327) 

0.053(0.014)*** 

Living as if married - 2.496*** 
(1.997-3.120) 

2.460*** 
(1.969-3.073) 

0.020(0.007)** 

Widowed 
 

- 1.181 
(0.708-1.972) 

1.138 
(0.680-1.902) 

0.041(0.013)*** 

Divorced 
 

- 1.973*** 
(1.636-2.380) 

1.903*** 
(1.575-2.299) 

0.040(0.011)*** 

Separated 
 

- 2.487*** 
(1.831-3.378) 

2.402*** 
(1.771-3.258) 

0.038(0.012)*** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian) 
Black 
 

- 0.471*** 
(0.397-0.558) 

0.462*** 
(0.389-0.548) 

0.019(0.006)*** 

American 
Indian/Alaskan  

- 0.636*** 
(0.545-0.743) 

0.637*** 
(0.546-0.744) 

0.000(0.003) 

Asian/ Hawaiian - 1.122 
(0.743-1.695) 

1.115 
(0.737-1.685) 

0.004(0.009) 

Hispanic 
 

- 0.393*** 
(0.275-0.562) 

0.385*** 
(0.269-0.550) 

0.030(0.009)*** 

Perceived ISS - - 0.992* 
(0.985-1.000) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.7: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on Depressive Disorders via Perceived 
Interpersonal Social Support 
 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 3.526*** 

(2.787-4.460) 
3.123*** 

(2.457-3.971) 
3.021*** 

(2.367-3.855) 
0.041(0.014)** 

Childhood Class (C2) 2.651*** 
(2.381-2.951) 

2.595*** 
(2.324-2.898) 

2.469*** 
(2.208-2.761) 

0.055(0.008)*** 

Age (reference = age 70+ years) 
18-29 years 
 

- 2.001*** 
(1.521-2.634) 

2.357*** 
(1.782-3.118) 

-0.143(0.018)*** 

30-39 years 
 

- 2.926*** 
(2.254-3.824) 

3.301*** 
(2.524-4.316) 

0.101(0.014)*** 

40-49 years 
 

- 2.627*** 
(2.025-3.408) 

2.850*** 
(2.189-3.710) 

-0.071(0.012)*** 

50-59 years 
 

- 2.580*** 
(1.990-3.345) 

2.714*** 
(2.087-3.530) 

-0.043(0.010)*** 

60-69 years 
 

- 2.150*** 
(1.647-2.805) 

2.196*** 
(1.678-2.873) 

-0.016(0.009) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 1.491*** 
(1.293-1.719) 

1.375*** 
(1.191-1.587) 

0.075(0.011)*** 

Marital Status (reference = married) 
Never Married  
 

- 1.778*** 
(1.543-2.049) 

1.575*** 
(1.364-1.823) 

0.110(0.014)*** 

Living as if married - 1.881*** 
(1.538-2.301) 

1.820*** 
(1.488-2.226) 

0.041(0.009)*** 

Widowed 
 

- 2.606*** 
(1.950-3.483) 

2.407*** 
(1.780-3.254) 

0.085(0.016)*** 

Divorced 
 

- 1.929*** 
1.652-2.252) 

1.781*** 
(1.525-2.081) 

0.084(0.012)*** 

Separated 
 

- 1.847*** 
(1.404-2.429) 

1.714*** 
(1.304-2.252) 

0.079(0.015)*** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian) 
Black 
 

- 0.590*** 
(0.514-0.677) 

0.564*** 
(0.491-0.648) 

0.040(0.007)*** 

American 
Indian/Alaskan  

- 0.469*** 
(0.406-0.542) 

0.468*** 
(0.405-0.540) 

0.001(0.005) 

Asian/ Hawaiian 
 

- 0.877 
(0.599-1.283) 

0.865 
(0.586-1.277) 

0.008(0.019) 

Hispanic 
 

- 0.580*** 
(0.454-0.741) 

0.548*** 
(0.428-0.701) 

0.062(0.012)*** 

Perceived ISS - - 0.963*** 
(0.955-0.971) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.8: Odds Ratios and Confidence Intervals for direct and indirect effects of 
interpersonal poly-victimization classes on Affective Disorders via Perceived 
Interpersonal Social Support 
 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 4.147*** 

(2.735-6.289) 
3.587*** 

2.326-5.531) 
3.466*** 

(2.240-5.362) 
0.028(0.014)* 

Childhood Class (C2 2.878*** 
(2.302-3.6) 

2.787*** 
(2.221-3.496) 

2.677*** 
(2.123-3.374) 

0.038(0.014)** 

Age (reference = age 70+ years) 
18-29 years 
 

- 4.896*** 
(2.140-11.201) 

5.453*** 
(2.360-12.600) 

--0.100(0.037)** 

30-39 years 
 

- 4.387*** 
(1.938-9.930) 

4.756*** 
(2.078-10.888) 

-0.070(0.026)** 

40-49 years 
 

- 4.132*** 
(1.839-9.281) 

4.355*** 
(1.928-9.839) 

-0.050(0.019)** 

50-59 years 
 

- 2.855*** 
(1.254-6.500) 

2.932* 
(1.284-6.695) 

-0.030(0.012)* 

60-69 years 
 

- 2.143 
(0.880-5.219) 

2.165 
(0.887-5.282) 

-0.011(0.007) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 1.684*** 
(1.301-2.180) 

1.580*** 
(1.213-2.059) 

0.052(0.019)** 

Marital Status (reference = married) 
Never Married  
 

- 1.422* 
(1.041-1.945) 

1.312 
(0.954-1.804) 

0.077(0.028)** 

Living as if married 
 

- 1.790** 
(1.206-2.655) 

1.755** 
(1.181-2.6.8) 

0.028(0.012)* 

Widowed 
 

- 1.719 
(0.200-2.589) 

0.682 
(0.190-2.440) 

0.059(0.023)* 

Divorced 
 

- 1.794** 
(1.244-2.588) 

1.697** 
(1.172-2.457) 

0.058(0.022)** 

Separated 
 

- 2.355*** 
(1.401-3.960) 

2.251** 
(1.333-3.801) 

0.055(0.022)* 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian’) 
Black 
 

- 0.829 
(0.626-1.097) 

0.806 
(0.608-1.069) 

0.028(0.011)** 

American 
Indian/Alaskan 
Native 

- 0.727* 
(0.543-0.975) 

0.730* 
(0.545-0.978) 

0.001(0.004) 

Asian/ Hawaiian 
 

- 0.887 
(0.418-1.881) 

0.874 
(0.412-1.852) 

0.005(0.014) 

Hispanic 
 

- 0.701 
(0.421-1.166) 

0.680 
(0.409-1.132) 

0.043(0.017)** 

Perceived ISS - - 0.974** 
(0.956-0.992) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.9: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal poly-victimization classes on Anxiety Disorder via Perceived 

Interpersonal Social Support 

 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 
 

3.266*** 
(2.516-4.240) 

2.928*** 
(2.246-3.818) 

2.789*** 
(2.127-3.657) 

0.053(0.018)** 

Childhood Class (C2) 
 

2.586*** 
(2.284-2.928) 

2.456*** 
(2.165-2.786) 

2.294*** 
(2.019-2.607) 

0.071(0.010)*** 

Age (reference = age 70+ years) 
18-29 years 
 

- 1.200 
(0.904-1.594) 

1.482** 
(1.110-1.978) 

-0.186(0.022)*** 

30-39 years 
 

- 1.441** 
(1.100-1.886) 

1.671*** 
(1.271-2.196) 

-0.131(0.017)*** 

40-49 years 
 

- 1.446** 
(1.112-1.881) 

1.597*** 
(1.224-2.084) 

-0.093(0.014)*** 

50-59 years 
 

- 1.609*** 
(1.238-2.091) 

1.708*** 
(1.311-2.227) 

-0.056(0.012)*** 

60-69 years 
 

- 1.418* 
(1.081-1.861) 

1.449*** 
(1.102-1.907) 

-0.021(0.012) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 1.717*** 
(1.464-2.013) 

1.542*** 
(1.312-1.812) 

0.098(0.013)*** 

Marital Status (reference = married) 
Never Married  
 

- 1.391*** 
(1.176-1.644) 

1.177 
(0.992-1.395) 

0.144(0.016)*** 

Living as if married 
 

- 1.685*** 
1.335-2.126) 

1.613*** 
(1.278-2.035) 

0.053(0.012)*** 

Widowed 
 

- 1.373* 
(1.002-1.880) 

1.226 
(0.890-1.689) 

0.110(0.020)*** 

Divorced 
 

- 1.337*** 
(1.118-1.599) 

1.192 
(0.995-1.428) 

0.109(0.014)*** 

Separated 
 

- 1.484* 
(1.077-2.046) 

1.342 
(0.969-1.858) 

0.102(0.019)*** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian’) 
Black 
 

- 0.583*** 
(0.493-0.689) 

0.549*** 
(0.463-0.650) 

0.051(0.009)*** 

American 
Indian/Alaskan 
Native 

- 0.588*** 
(0.496-0.696) 

0.587*** 
0.496-0.696) 

0.001(0.007) 

Asian/ Hawaiian 
 

- 0.896 
(0.581-1.380) 

0.876 
(0.569-1.349) 

0.010(0.025) 

Hispanic 
 

- 0.472*** 
(0.343-6.649) 

0.435*** 
(0.316-0.598) 

0.081(0.014)*** 

Perceived ISS - - 0.952*** 
(0.943-0.961) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.10: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal poly-victimization classes on Eating Disorders via Perceived 

Interpersonal Social Support 

 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 
 

2.772* 
(1.052-7.306) 

2.576 
0.949-6.992) 

2.536 
(0.934-6.888) 

0.014(0.015) 

Childhood Class (C2) 
 

2.421*** 
(1.596-3.692) 

2.426*** 
(1.600-3.679) 

2.377*** 
(1.559-3.624) 

0.019(0.020) 

Age (reference = age 70+ years) 
18-29 years 
 

- 2.500 
(0.021-7.608) 

2.652 
(0.862-8.157) 

-0.051(0.032) 

30-39 years 
 

- 1.987 
(0.693-5.702) 

2.072 
(0.719-5.972) 

-0.036(0.036) 

40-49 years 
 

- 3.350* 
(1.178-9.532) 

3.443* 
(1.206-9.833) 

-0.025(0.026) 

50-59 years 
 

- 3.051* 
(1.084-8.586) 

3.097* 
(1.098-8.739) 

-0.015(0.016) 

60-69 years 
 

- 2.351 
(0.753-7.342) 

2.370 
(0.759-7.402) 

-0.006(0.007) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 1.098 
(0.662-1.821) 

1.062 
(0.634-1.779) 

0.027(0.027) 

Marital Status (reference = married) 
Never Married  
 

- 1.728 
(0.986-3.030) 

1.653 
(0.936-2.918) 

0.039(0.040) 

Living as if married 
 

- 1.010 
(0.478-2.132) 

0.998 
(0.472-2.108) 

0.014(0.015) 

Widowed 
 

- 1.247 
(0.391-3.973) 

1.214 
(0.382-3.863) 

0.030(0.031) 

Divorced 
 

- 1.189 
(0.618-2.286) 

1.156 
(0.600-2.228) 

0.030(0.030) 

Separated 
 

- 1.224 
(0.355-4.223) 

1.191 
(0.341-4.157) 

0.028(0.029) 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian’) 
Black 
 

- 1.314 
(0.806-2.143) 

1.293 
(0.799-2.105) 

0.014(0.014) 

American 
Indian/Alaskan 
Native 

- 0.960 
(0.520-1.770) 

0.961 
(0.521-1.772) 

0.000(0.002) 

Asian/ Hawaiian 
 

- 2.204 
(0.741-6.558) 

2.196 
(0.739-6.525) 

0.003(0.007) 

Hispanic 
 

- 1.809 
(0.796-4.107) 

1.778 
(0.601-4.058) 

0.022(0.023) 

Perceived ISS - - 0.987 
(0.961-1.013) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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Table 7.11: Odds Ratios and Confidence Intervals for direct and indirect effects of 

interpersonal poly-victimization classes on Personality Disorders via Perceived 

Interpersonal Social Support 

 Direct effects  Indirect effects 

 

 

 

Variable 

Model 1 

OR 

(95%CI) 

Model 2 

OR 

(95%CI) 

Model 3 

OR 

(95%CI) 

Perceived ISS 

(ISEL-12) 

Β (SE) 

Class Membership (reference = normative class) 
Life-course Class (C1) 
 

6.964*** 
(5.547-8.743) 

6.309*** 
(5.016-7.936) 

6.155*** 
(4.875-7.771) 

0.056(0.019)** 

Childhood Class (C2) 
 

4.750*** 
(4.258-5.297) 

4.744*** 
(4.239-5.310) 

4.491*** 
(4.010-5.036) 

0.076(0.009)*** 

Age (reference = age 70+ years) 
18-29 years 
 

- 1.597*** 
(1.220-2.089) 

2.007*** 
(1.527-2.640) 

-0.199(0.021)*** 

30-39 years 
 

- 1.653*** 
(1.270-2.151) 

1.944*** 
(1.488-2.540) 

-0.140(0.016)*** 

40-49 years 
 

- 1.414** 
(1.090-1.835) 

1.579*** 
(1.212-2.057) 

-0.099(0.014)*** 

50-59 years 
 

- 1.256 
(0.970-1.628) 

1.339* 
(1.030-1.740) 

-0.060(0.013)*** 

60-69 years 
 

- 1.054 
(0.802-1.387) 

1.081 
(0.820-1.425) 

-0.022(0.012) 

Socio-Economic Status (reference = not in receipt of government aid) 
SES 
 

- 2.105*** 
(1.829-2.423) 

1.905*** 
(1.650-2.201) 

0.104(0.013)*** 

Marital Status (reference = married) 
Never Married  
 

- 1.711*** 
(1.472-1.989) 

1.453*** 
(1.248-1.693) 

0.154(0.016)*** 

Living as if married 
 

- 1.936*** 
(1.588-2.362) 

1.848*** 
(1.513-2.258) 

0.057(0.012)*** 

Widowed 
 

- 1.287 
(0.919-1.803) 

1.144 
(0.816-1.604) 

0.118(0.021)*** 

Divorced 
 

- 2.054*** 
(1.739-2.427) 

1.840*** 
(1.554-2.179) 

0.116(0.014)*** 

Separated 
 

- 2.048*** 
(1.546-2.713) 

1.850*** 
(1.397-2.449) 

0.110(0.019)*** 

Race/Ethnicity (reference = White, non-Hispanic ‘Caucasian’) 
Black 
 

- 0.708*** 
(0.615-0.815) 

0.666*** 
(0.577-0.768) 

0.055(0.009)*** 

American 
Indian/Alaskan 
Native 

- 0.764*** 
(0.665-0.878) 

0.763*** 
(0.664-0.878) 

0.001(0.007) 

Asian/ Hawaiian 
 

- 1.298 
(0.887-1.898) 

1.281 
(0.869-1.890) 

0.011(0.027) 

Hispanic 
 

- 0.501*** 
(0.380-0.661) 

0.463*** 
(0.351-0.611) 

0.086(0.015)*** 

Perceived ISS - - 0.949*** 
(0.940-0.957) 

- 
 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; **p< .01; *p< .05 
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7.3.3 Moderation Analysis: Perceived Interpersonal Social Support as a 
moderator of the relationship between Interpersonal Poly-victimization Class 
Membership and Psychopathology. 
 

 

Latent class of interpersonal poly-victimization, as a categorical variable was dummy 

coded in MPlus 7.4 as part of the analytic strategy. The interaction term, the product 

of the latent class and the ISEL-12 was defined and coded as XW.  

 

Zero order correlations were examined and are reported in table 7.12. Zero order 

correlations should range from -1 to +1 and this concurs with the results of the 

current study.  Results from the impact of the interaction term on the relationship 

between class of interpersonal poly-victimization and psychopathological outcome 

are reported in tables 7.13 and 7.14. In the current analysis, a moderation effect was 

evident for the interaction term of childhood interpersonal poly-victimization*ISEL-

12 for Drug Use Disorder (β = 0.031, p= .001), Depressive disorders (β = 0.017, p< .05) 

and Personality disorders (β = 0.019, p< .05).  

Table 7.12: Zero Order Correlations 

 Perceived 
ISS 

Life-course 
Class 

Childhood 
Class 

Perceived ISS    

C1 -0.029   

C2 -0.109   

NUD -0.060 0.088 0.160 

AUD -0.035 0.080 0.134 

PTSD -0.176 0.120 0.282 

DUD -0.062 0.101 0.192 

DEP 0.145 0.096 0.199 

AFF -0.096 0.102 0.192 

ANX -0.176 0.089 0.192 

EAT -0.080 0.072 0.177 

PER -0.195 0.142 0.307 
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Table 7.13: Moderation analysis results for latent class of life-course poly-
victimization. 
 Life-course  

Poly-victimization 

F (β) 

Perceived ISS 

 

F (β) 

Interaction term 
(Life-course class x  

Perceived ISS) 

F (β) 

NUD 2.718 (1.808)** -3.153 (-0.011)** -1.391 (-0.022) 

AUD 2.704 (1.980)** -1.737 (-0.006) -1.610 (-1.610) 

PTSD -0.790 (-0.876) -7.208 (-0.055)***  1.808 (0.049) 

DUD 1.286 (0.963) -5.302 (0.026) *** -0.126 (0.002) 

DEP 0.950 (0.047) 10.748 (0.045)*** -1.095 (-0.020) 

AFF 0.345 (0.403) -3.676 (-0.036)*** 0.427 (0.013) 

ANX -0.483 (-.377) -11.689 (-.057)*** 1.499 (0.029) 

EAT -0.511 (-1.703) -1.760 (-0.024) 0.728 (0.057) 

PER 1.390 (1.096) -14.125 (-0.061)*** 0.326 (0.006) 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; 

**p< .01; *p< .05 
 

 

Table 7.14: Moderation analysis results for latent class of childhood poly-

victimization. 

 Childhood  

Poly-victimized 

F(β) 

Perceived ISS 

 

F (β) 

Interaction term 

(Childhood class x  

Perceived ISS) 

F (β) 

NUD 0.447 (0.143) -2.766 (-0.012)** 1.592 (-0.012) 

AUD 1.354 (0.424 -2.861 (-0.012)** 0.522 (0.004) 

PTSD 1.236 (0.720) -4.182 (-0.049)*** 0.848 (0.012) 

DUD -0.946 (-0.374) -5.333 (-0.032)*** 3.213 (0.031)*** 

DEP 0.405 (0.136) -8.885 (-0.045)*** 2.093 ((0.017)* 

AFF 0.566 (0.398) -2.455 (-0.034)** 0.683 (0.012) 

ANX 1.085 (0.407) -8.831 (-0.054)*** 0.957 (0.009) 

EAT 0.196 (0.205) -1.182 (-0.021) 0.559 (0.015) 

PER 1.789 (0.619) -10.995 (-0.061)*** 2.186 (0.019)* 

Note: OR = odds ratio; CI= confidence interval; β = beta coefficient; SE = standard error; ***p< .001; 

**p< .01; *p< .05 
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7.4 Discussion 
 

The present study examined the mediating and moderating role of perceived ISS in 

the relationship between class of interpersonal poly-victimization and 

psychopathology. Poly-victimization classes were correlated with nine negative 

mental health outcomes classified by the DSM-5 and were further correlated with 

perceived ISS as measured by the ISEL-12. Further, regression analysis showed that 

the poly-victimization class is significantly predictive of negative mental health 

outcomes (see Chapter 5). Mediation analysis exposed interpersonal ISS is a partial 

mediator of the relationship between interpersonal poly-victimization and negative 

mental health outcomes in all cases except for those in the life-course poly-

victimization class who endorse eating disorders. Several indirect effects were also 

evident. This contradicts the results found by Tremblay et al. (1999) who had 

examined social support from parents, peers and school teachers in child victims of 

sexual assault, and Turner et al. (2017) who found availability of social support via 

family and friends was reduced and did not mediate the relationship between poly-

victimization and negative outcomes as measured by distress. Interestingly, analysing 

data from a sample of 152 children, Lamis, Wilson, King, and Kaslow (2014) found a 

lack of association between childhood sexual assault and peer support.  

 

This may question if availability or levels of social support are fundamental to positive 

mental health outcomes for victims. Indeed, under certain circumstances, social 

support may not be critical to the relationship between certain types of abuse and 

mental health outcomes. As noted, when social support was introduced to the model 
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in the current study it did not mediate the relationship between life-course poly-

victimization and eating disorders. This is pertinent in the current study given that 

the life-course poly-victimization class under investigation has the highest 

endorsement rate of childhood sexual abuse across the poly-victimized classes.  

 

Moderation analysis results shows clear boundary conditions exist only for the class 

of childhood specific poly-victimization and drug use disorders, depression disorders 

and personality disorders. High levels of interpersonal social support as measured by 

the ISEL-12, predicts lower endorsement of mental health difficulties in these cases 

thus, setting the boundary conditions for the impact of perceived ISS only for these 

diagnostic categories. The results concur with those of Brinker and Cheruvu (2017), 

who found that for adults who reported at least one ACE, the lack of social and 

emotional support predicted endorsement of depression symptomology. Further, 

Coyne and Downey (1991) noted that people who endorse symptoms of depression 

are also more likely to engage in help seeking behaviours therefore, there may be 

more perception of available social support for those people who actively seek and 

nurture supportive relationships. Given that the evidence indicates that men are less 

likely to disclose victimisation experiences or mental health concerns (Brown, 2004), 

this may, in part explain some of the results found in this research.  

 

Clarifying the mechanism by which social support operates to impact mental health 

outcomes is an important future for the research community. It could inform and 

support front line practitioners when presented with a male victim and further, 
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support a call for funding interventions to provide men with physical and emotional 

resources dedicated to their specific needs. 

 

The perception of social support as being available does not indicate if it is available 

or if the resources available are always of benefit, or always appropriate to the needs 

of the person. There is a need to expose what mechanisms are at play but also it 

would be beneficial to understand if, and when the available social support is too 

much or too little. As such, there is a distinction to be drawn between social support 

that is available and social support that is beneficial. Particularly, the lack of available 

social support as perceived by a victim may impact the relationship between 

perceived ISS and outcomes; however, for some, having one reliable source of social 

support relevant to the type of social support the victim needs at a particular time 

may be the important factor. The perception of social support they have may not 

meet a particular need, at a given time. Hence, understanding the specific needs of 

the individual may be the key element in understanding the mediating or moderating 

role of social support in the relationship between victimisation and psychopathology, 

rather than perceived ISS as measured by the ISEL-12.  

 

 Although more research is needed, these findings would initially support the 

development of a short needs assessment that could be completed and available to 

GPs, practice nurses and front-line services who are often the first port of call for 

men who are symptomatic of various psychopathologies. Assessments such as these 

could be delivered informally, as part of a trauma focused approach to ensure that 

treatment pathways are tailored to the specific needs of the victim. 
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Indeed, some recent non-medical initiatives, targeted at men’s health, relieving 

loneliness and isolation may be of benefit for men and may offer a conduit through 

which these assessments could be informally delivered. One such initiative, known 

as the Men’s Shed movement (Golding, 2015) has been increasing in popularity. First 

seen in Australia, these groups are male orientated provisions which encourage and 

support men’s physical and psychological health. They are also spaces where men 

can socialise with others, learn new skills, share knowledge and access some helpful 

local resources (Golding, 2015).  

 

Another potential, yet untapped and under-researched resource for men with 

mental health difficulties is the beneficial relationship with growing plants and 

vegetables and access to allotments. Fieldhouse (2003) assessed the impact of the 

growing plants within an allotment style environment on men and women with 

severe mental health problems. Results showed that being involved in growing plants 

as part of the group had a positive impact across numerous domains of physical, 

social and emotional significance and, the focus on what can be achieved rather than 

the difficulties that a person is experiencing may help meet the needs of those 

involved and improve quality of life. In a review of the literature on mental health 

interventions involving gardening, Clatworthy, Hinds and Camic (2013) found 

benefits for patients across several domains including emotional, social and physical 

health benefits. One potential future direction for these organisations is to join forces 

and provide Men’s Shed organisations with access to allotments; a simple and 

effective support package that, if used as a compliment to psychiatric and medical or 
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drug therapies, a fully interactive biopsychosocial approach, may be effective in 

elevating much of the distress, and many of the issues that those who are most in 

need face as they journey and transition from victim to survivor (cf. Fieldhouse, 2003; 

Golding, 2015).  

 

These initiatives and services however, need fully evaluated longitudinally, to provide 

an evidence base for any potential benefit available to men who are experiencing 

negative mental health where they have a profile of poly-victimization, and ensure 

they are meeting the needs of the men who engage with them. Indeed, Turner et al. 

(2017), found that for those whose experiences of poly-victimization increased in 

frequency over time, their perceived social support decreased, and these services 

may help counteract that deficit in available social support resources. While there 

appears to be no set prescribed perfect social network profile that offers the 

optimum social support for men when needed, these initiatives may offer men the 

options to tap into different resources as and when their need is greatest. 

 

 

7.4.1 Limitations and Implications 
 

The current study is not without limitations and the results should be considered in 

light of these. As noted in chapter 6, while the effect sizes exposed in the current 

study are minimal they remain statistically significant however, further research is 

again necessary to understand the impact of various types and modes of 
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interpersonal social support in the relationship between interpersonal poly-

victimization and psychopathology.  

 

The NESARC III dataset does not allow for the assessment of victimisation 

characteristics and there is no information available on age of onset of victimisation 

experiences. In addition, the duration of any victimisation experience is not recorded. 

Of note, the ISEL-12 only assessed perceived ISS, other types of social support were 

not assessed. No consideration was given during the analysis in the current study to 

any potentially beneficial social interventions that were currently being utilised by 

participants. 

 

 

7.4.2 Conclusion 
 

In conclusion, perceived ISS appears to be an important factor in the relationship 

between interpersonal poly-victimization and negative mental health outcomes; 

however, it is not critical to the relationship other than for those who suffer 

childhood specific poly-victimization and develop Drug Use Disorders, Depressive 

Disorders or Personality Disorders. This would suggest that researchers give priority 

to understanding the mediational impact of ISS to further establish a baseline of 

information relevant to male populations. Given that those with mental health 

problems are often the most marginalised in society (Warner, 2000), further research 

is needed to fully expose any potential benefit of interpersonal social support. In 

particular, it should be investigated and understood in relation to other potential 
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sources of social support so that gender specific treatment pathways can be explored 

and implemented. To this end, a priority should be to support those in the front-line 

who are tasked with the daily treatment of men who present with mental health 

problems who could be in victimisation crisis. 
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Chapter 8:  

A Meaning Extraction Method Analysis of Men’s 
thoughts, feelings and emotions in regard to their 

experience of victimisation. 
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8.1 Introduction 
 

The previous chapters have outlined the empirical studies utilising the male sub-

sample of the NESARC III, a methodologically robust secondary data set. These 

chapters have been successful in establishing a baseline of male experiences of 

interpersonal poly-victimization and the associated negative mental health 

outcomes as well as the impact of physical health and perceived interpersonal social 

support. Much research remains to be done, and the current chapter outlines a novel 

pilot study which aimed to collect qualitative primary data using a relatively new 

technique, the Meaning Extraction Method (MEM), to examine the cognitions and 

self-schemas of men who have suffered victimisation experiences. The data 

collection strategy fell short of MEM standards for analysis, not surprising given that 

men are known not to disclose these experiences. However, it is important to report 

this study in the hope that lessons learned here can inform further development of 

the MEM technique in relation to studying populations that are hard to reach 

including men who have been victim of interpersonal abuse. Suggestion for improved 

data collection for this study are detailed at the end of the chapter. 

 

It is well established that men do not come forward to disclose negative 

interpersonal victimisation events (Brown, 2004); thus, little is known about how 

they experience personal cognitions in the form of thoughts, feelings and emotions 

in relation to these victimisation experiences. These cognitions form and impact self-

schemas and self-perceptions. That is, how a person thinks and feels about 

themselves in relation to the world around them.  
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The association between thought and language has been the focus of study and 

debate for hundreds of years (Gross, Levitt & Lewis 1996). While it is argued that 

thought is possible in the absence of language, research into the relationship 

between thought and language falls into three main categories: 

1) There is a causal relationship between thought and language. 

2) Thought reflects and depends upon the language used. 

3) Though and language begin as separate entities and the merging of these 

abilities are developmentally dependant. 

Adapted from Gross et al., (1996) 

 

 

8.1.1 Language exposes self-schemas 
 

Stanton, Boyd, Pulverman and Meston (2015) argue that human language reflects 

the fundamental cognitions that a person has developed such as self-schemas. 

Indeed, Boyd (2017) states “The common words a person writes, speaks, and types 

can be deeply revealing of their underlying psychology” (p162). Therefore, how 

people talk about, and express their experiences allows for the examination of their 

cognitive processes through which we can examine their self-schemas, the thoughts 

feelings and emotions they hold about themselves. In order to expose and measure 

these cognitions, examining the words a person uses would be a pertinent line of 

enquiry. 
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8.1.2 Schema Theory 
 

Schemas are described as “organised packets of information about the world, events, 

or people stored in long-term memory” (Eysenck & Keane, 2010, P.401). Further, Cash 

(2012) argued that a self-schema is “a mental structure that represents one’s views 

of oneself that organises past experience of the self and provides a framework for 

future understanding and processing information about the self” (p.334).  

 

These mental representations are based on the past experiences of a person and 

they allow one to move through the environment, able to process and predict the 

world around us (Eysenck & Keane, 2010). Indeed, new information is assimilated 

into the existing schema and thus, individuals develop unique schemas based on their 

individual experience and cognitions (Widmayer, 2004).   For example, most adults 

will have a stored schema or script for regular situations they find themselves in such 

as going to a restaurant (Schank & Abelson, 1977). This means that the person is 

aware of the general pattern of what to expect, the restaurant will most likely have 

tables and chairs, food is ordered from the menu, the waiter or waitress will bring 

the food and payment must be made before exiting the restaurant (Gross et al., 

1996).  

 

Self-schemas operate in a similar way, they are developed through repeated 

experience from childhood (cf. Bowlby 1973, 1980) and as they become entrenched 

over time, they are believed to be particularly resistant to change (Markus, 1977).  
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Importantly, self-schemas are relevant to how a person perceives the self and ways 

in which they process information which is pertinent to the self. These self-schemas 

are believed to direct the evaluations a person makes of their own behaviour 

(Markus, 1977) thus, impacting a person’s thoughts, feelings and emotions about 

themselves and their behaviour (Bargh & Tota, 1988).  

 

Self-schemas in sexual research has attracted some attention in recent years. Stanton 

et al., (2015) examined the sexual self-schemas of adult females by examining essays 

written by 239 women about feelings they have around sex and their own sexuality. 

They found seven themes emerged from the data including virginity, abuse, sexual 

activity and existentialism. Andersen, Cyranowski, and Espindle, (1999) examined 

sexual self-schema in a population of 165 undergraduate men. Three dimensions 

emerged from the data: passionate-loving, powerful-aggressive and open-minded-

liberal. In this research, lists of adjectives that describe traits were rated by men in 

the first stage of the study and only the words with the highest ratings were retained 

for further investigation. In this way the researchers subjectively chose the words or 

adjectives to be used as the starting points. While this has led to the development of 

scales that are quick and easy to use, (cf. Zuckerman, 1960); they may not fully 

capture the dimensions they truly seek to examine. Research advances in the areas 

of cognition and linguistics in recent years have seen the development of techniques 

which allow the examination of multiple scripts written in participants own words. 

Research based on the natural language of participants would allow for the 

participants to direct the research rather than the linguistic skills of the researchers 
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and would be a more appropriate way to evaluate the participants thoughts, feelings 

and emotions. This concurs with Boyd (2017) as outlined above. 

 

 

8.1.3 Text Analysis 
 

In recent years, advances have also been made that allow a merging of computer 

sciences and psychological investigations (Boyd, 2017). Indeed, this integration has 

allowed advanced techniques to be developed to assist theme extraction from scripts 

written in natural language. These “topic modelling” techniques (Stanton et al., 2015. 

p1) have been used in recent times to understand the sexual self-schemas of adult 

females (Stanton et al., 2015), the relationship of in-patient/out-patient care 

transitions (Wolf, Chung, & Kordy, 2010), and behaviours associated with alcohol 

consumption (Lowe et al., 2013). 

 

These techniques allow researchers to capture and observe human thought directly 

as the participants express it in their own words. Given the non-invasive nature of 

this technique, it lends itself well to the understanding of sensitive topics such as 

victimisation and abuse experiences.  

 

 

8.1.4 Meaning Extraction Method (MEM) 
 

One of these automated computerised language analysis methods is the MEM 

technique (Chung & Pennebaker, 2008), and it is argued to be beneficial over 
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traditional methods of text analysis techniques such as Linguistic Inquiry and Word 

Count (LIWC; Pennebaker, Francis & Booth, 2001) as it allows for the nuances in 

natural language to be understood rather than using a researcher’s predefined list of 

words to analysis the content of data scripts (Stanton et al., 2015). 

 

The MEM technique identifies meaningful word clusters and exposes high frequency 

content words while ignoring function words. Inflections are collapsed for example 

run, runs and running. Chung and Pennebaker (2008) employed the Meaning 

Extraction Method to examine dimensions of thinking in response to open-ended 

enquires relating to self-description narratives. They examined written scripts over a 

three-year period from a sample of 1,165 American college students studying 

psychology and found seven factors of self-description; “Sociability, Evaluation, 

Negativity, Self-Acceptance, Fitting In, Psychological Stability and Maturity” (p.14). 

Further, Wolf, Chung and Kordy (2010) analysed 4,241 emails sent to a 

psychotherapy aftercare program by a total of 297 patients posttreatment. When the 

most commonly used nouns were analysed, nine themes were exposed including “life 

decisions and coping, relationship conflict, psychological and physical symptoms, 

family of origin, social and leisure activities, present family and household, treatment, 

exercise and diet, and work” (p. 71), with variations by gender, age and therapeutic 

gain.  

 

To enable the analysis, it is recommended that the texts are all of similar size with a 

minimum word count set at half that of the maximum. For example, if a maximum 

word count is set at 500 words then the minimum would be set at 250 words. Further, 
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where there are texts within the data that are larger than the maximum size set, 

these should be segmented. One of the strengths of the MEM technique is that words 

are extracted from the text without the need for subjective raters. This means that 

researchers own privately held attitudes, stereotypes or prejudice are not involved 

in, nor able to bias the analysis of the data. The Meaning Extraction Helper Software 

(MEH-V2.1.05, Boyd, 2018), a freely available downloadable program carries out 

these steps in a convenient and easy manner. 

 

A factor analysis in the form of a Principle Component Analysis (PCA) is then 

conducted to establish how these content words relate to each other. Given that 

participants in a study can type responses when they are physically located anywhere 

in the world that they have access to a computer or a smart phone, this method 

dissolves the barriers for researchers to target research in geographical distanced 

populations without location being an issue. 

 

 

8.1.5 Normative Male Alexithymia 
 

One pertinent note in the analysis of lexical based data is that of NMA as outlined in 

chapter 1. Introspection is the ability to interpret internal emotional feedback; 

alexithymia is a term used to describe a person who has difficulty describing or 

identifying emotions (Levant et al., 2014). As previously discussed, boys and men are 

socialised to the macho stereotypes that stymie emotions and thus, may result in an 
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inability to recognise, verbalise and label internal emotional responses (Levant, 

1995). 

 

8.1.1 Aims and Objectives 
 

This study seeks to uncover and interpret the thoughts, feelings and emotions of men 

who have been victims of interpersonal victimisation experiences in their own words, 

using a semi-automatic lexical approach. This small scale exploratory study will be 

assessed and critiqued to allow redevelopment for future research if necessary. 

 

8.2 Methods 

8.1.1 Design 
 

The study was designed using the Chung and Pennebaker (2007) protocols of MEM 

techniques to establish the thoughts, feelings and emotions of male victims of 

interpersonal trauma and abuse. It was expected that data collection would be 

difficult given the nature of the topic under investigation and that males are 

notorious for non-disclosure (Brown, 2004). That said, this was an exploratory study 

conducted as pilot study, with the secondary intention that the study could be 

assessed and redeveloped in the future to improve data collection and analysis 

protocols. 
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8.1.2 Ethical Approval 
 

Dr Melisa Milanac (PhD), a clinical psychology with an extensive research portfolio 

and expertise in PTSD and sleep research in veterans at the Medical University of 

South Carolina (MUSC) was consulted as to suitable training. The researcher 

completed and passed an online course on Cognitive Processing Therapy (MUSC). Dr 

Milanac was further consulted as to the appropriateness of the questions developed 

for the study and agreed that the format of the questions was in line with the 

protocols laid down by Chung and Pennebaker (2007).  

 

An online questionnaire was created on the Qualtrics platform and submitted with a 

research protocol and appropriate form, to Ulster University Psychology School 

Research Committee. This was advanced to the Ulster University Research Ethics 

Committee (UREC), along with information on the EU-US Privacy Shield framework 

and the physical location of the EU data silo location and security. Ethical approval 

and permission to proceed was granted by UREC (see Appendix 7).  

 

 

8.2.3 Participants 
 

Participants were drawn from the male sub section of the general population of the 

USA. Participants were asked to confirm they were  

• age 18 years and over 

• male 

• ordinarily resident in the USA 
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• have previously experienced a victimisation event but not in the preceding six 

months 

 

Recruitment was conducted online through social media sites Twitter and Facebook. 

Colleagues of the researcher from across the UK and America were encouraged to 

re-tweet the information about the study. The recruitment information was tweeted 

four times over three months and the recruitment notices were re-tweeted 26 times. 

The researcher’s web site was also used to host a link to the study. Two male 

victimisation support charities located in America were also contacted and it was 

agreed, as they had an online presence and were willing to host a link to the study 

with promotion details, this would be arranged. Details of these charities can be 

found in Appendix 5. Due to data protection, no identification details were collected 

from these web sites as to ISP addresses, the number of views or the number of times 

the link was accessed.  

 

Participants were offered the opportunity to enter a $50 voucher draw for amazon 

online marketplace which was carried out at the end of each month where 

participants completed the study. An example of the twitter feed for recruitment 

read:  
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“Are you male and over 18 years of age. Have you ever been a victim of abuse or 

trauma that was of a personal nature. Would you like to take part in a study to help 

understand men thoughts, feelings and emotions when they have been victims of 

personal abuse or trauma.  

Click on this link (link appeared here) 

Once finished, you have the opportunity to enter a free draw for a $50 Amazon e-

voucher. This study is being carried out as part of a PhD thesis and ethical approval 

has been granted by Ulster University.” 

 

 

8.2.4 Measures 
 

Demographic information was gathered at the outset of the survey including age, 

ethnicity, residential status, relationship and employment status, sexual orientation, 

mental health history and abuse experiences.  

 

8.2.4.1 Age 

 

Participants were asked to indicate their current age in years, at their last birthday. 

Age was then grouped in line with the categorisation used in the NESARC III (Grant 

et al., 2014) for consistency, and coded as (1) 18-29 years, (2) 30-39 years, (3) 40-49 

years, (4) 50-59 years, (5) 60-69 years, (6) 70+ years 
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8.2.4.2 Ethnicity 

 

Participants were asked to what ethnic background or race they identify with, with 

the opportunity to endorse multiple options. Options included and were coded as 

(1) White, non-Hispanic, (2) Black, non-Hispanic, (3) American Indian/Alaska Native, 

non-Hispanic, (4) Asian/Native Hawaiian/ Other Pacific Islander, non-Hispanic, (5) 

Hispanic, any race. If multiple categories were endorsed, then the lower numeric 

categories was used for the analysis. This coding is in line with the NESARC III (Grant 

et al., 2014) for consistency with the other chapters. 

 

8.2.4.3 Residential Status 

 

Residential status was queried in one question, “Are you ordinarily resident in the 

USA?”. Participants could endorse (1) Yes or (2) No. Any participant who endorsed 

(2) No was automatically redirected to the end of the study. 

 

8.2.4.1 Relationship Status 

 

Participants were asked “What is your current relationship status?” The available 

choices were coded as (1) Single, (2) Dating, (3) Living with a romantic partner, not 

married, (4) Married, (5) Separated, (6) Divorced, (7) Widowed. 
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8.2.4.4 Sexual Orientation 

 

Sexual orientation was queried by one question “What is your sexual orientation?”. 

Options included and were coded as (1) Heterosexual (male & female), (2) Same sex 

(male & male), (3) Bisexual (male & male or female), (4) Asexual (neither male or 

female), (5) Demisexual (emotionally attached) and (6) Other. 

 

8.2.4.5 Mental Health History 

 

History of mental health problems was queried by one question “Have you 

previously experienced symptoms of, or been diagnosed and/or treated for any of 

the following? (tick all that apply)”. Options offered to the participants were coded 

as (1) Anxiety, (2) Depression, (3) Post-Traumatic Stress Disorder, (4) Addiction to 

alcohol, (5) Addiction to prescribed drugs, (6) Addiction to illegal drugs, (7) 

Personality disorder (please state) and (8) Other. 

 

8.2.4.6 Interpersonal Abuse History 

 

History of interpersonal victimisation and poly-victimization was queried by one 

question where participants could endorse any or all options coded as (1) Childhood 

neglect, (2) Childhood physical abuse, (3) Childhood sexual abuse, (4) Bullying, (5) 

Witnessing domestic violence as a child, (6) Assault without a weapon, (7) Assault 

with a weapon, (8) Mugging, (9) Intimate partner violence without a weapon, (10) 
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Intimate partner violence with a weapon, (11) Unwanted sexual attention, (12) Rape 

(including penetration), (13) Stalking, (14) Coercive control (emotional and 

psychological abuse through threats and restrictions against you), (15) Elder abuse. 

 

Targeted self-descriptive essays querying thoughts, feeling and emotions in relation 

to victimisation experiences were completed. These essays allowed for a stream of 

consciousness in regard to  

1) telling other people about your victimisation experiences and what had 

happened to you 

2) how you see yourself and your place in the world around you? 

3) your own self-esteem and your own feelings of self-worth (your belief and 

confidence in your own abilities). 

 

8.2.4.7 Procedure 

 

Participants who logged into the study were initially asked to read the Participant 

Information Sheet (PIS), which introduced the study. Once participants confirmed 

they had read the PIS they were taken forward to the consent questions of the 

survey. If any consent was withheld the participant was taken to the end of the 

survey sheet, thanked for their time and removed from the study. Once consent was 

obtained, participants were asked the demographic questions. 
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The initial stage of the free writing task allowed participants to talk about their 

experiences. This statement was displayed for the participants with the option to 

write at will: 

 

“Some people find it helpful to share their experiences. If you would 

like to write about what happened to you, please do so here. We 

will ask about how you feel about these experiences in the next 

section. Please write freely. Alternatively, skip to the next question.” 

 

This was to allow the participants to settle into the study and keep the focus on 

themselves. This was further reinforced by the use of a mirror in the final stage of 

the study. Participants were guided to the self-awareness tasks, where they were 

instructed to look at themselves in a mirror for five to ten minutes if they had one 

available. See Appendix 7. In line with standard MEM instructions as set out by Chung 

and Pennebaker (2008), and referring to Cognitive Processing Training (CPT) 

completed by the researcher, the online instructions read: 

 

“Now I would like you to think for five to ten minutes about any victimisation 

experiences that you have suffered. Look in the mirror and see yourself and who you 

are. Gaze into your own eyes, look at your face. See yourself as others see you and 

how you see yourself. While looking at your image, think about where you are in your 

life, your connections to others, and who you really are. Think about how your 

experience of victimisation made you feel about yourself, how this did or did not 
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impact your thoughts, feelings and emotions, and how you feel about the person that 

you are today.  After five minutes of reflection please continue to the next stage.” 

Once ready, the participants clicked the next link that started the main area of the 

study. Three sets of instructions were then presented to the participants in turn, once 

the participant had submitted their script in response to the first question, the 

second question was displayed, and this was repeated for the third question. The 

online instructions read: 

 

(Question 1) 

“Please read the following statement and write your comments 

below.  Thinking about yourself what were your thoughts, feelings 

and emotions about telling other people about your victimisation 

experiences and what had happened to you? This could include 

things like - Did you feel you could confide in your friends or family 

about what happened to you? How did you feel about reporting 

these experiences to the police or other statutory organisations or 

agencies? Did you think or feel there was anything preventing you 

from telling another person about your experiences? Please write 

freely.” 
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(Question 2) 

“Please read the following statement and write your comments 

below.      

Thinking about yourself, what are your thoughts, feelings and 

emotions about how you see yourself and your place in the world 

around you? This could include things like feeling confident or 

nervous around other people, feeling that you fit in or perhaps you 

feel people judge you? Do you think your experience of victimisation 

has impacted how you view who you are and how other people view 

you? Please write freely.” 

(Question 3) 

“Please read the following statement and write your comments 

below. 

Thinking about yourself and your experience of victimisation, what 

are your thoughts, feelings and emotions about your own self-

esteem and your own feelings of self-worth (your belief and 

confidence in your own abilities). Do you see yourself, or think 

others see you as a person who makes emotional connections to 

other people? Do you feel, or do you think others feel you make a 

worthwhile contribution to your community? Please write freely.” 

 

Once completed, participants submitted their responses and were then taken to a 

thank you/debrief sheet which included details of organisations that provide support 
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for victims of interpersonal violence and abuse (see appendix 2). The end of the study 

then provided details of how to enter the $50 Amazon voucher prize draw. 

 

 

8.2.4.8 Strategy for Text Analytics 

 

At this point, each text is converted to a single plain text file (.TXT) ready for analysis 

in the Meaning Extraction Helper Software V 2.1.04 (MEH, Boyd, 2018).  In line with 

the recommendations of Chung and Pennebaker (2007), the participant’s most 

frequently utilised adjectives in the scripts, which serve to expose the structure of 

cognitions and self-perception of the experience of victimisation in a traditional 

lexical approach, are extracted at this point. The MEH software (Boyd, 2018) outputs 

a frequency count of the words and a percentage of the total number of documents 

that the word appears in, this allows for a cut off point for the frequency of the use 

of adjectives, setting the criteria for words that would go forward into the PCA. Chung 

and Pennebaker (2007) recommend that words used in at least 3% of all scripts 

should go forward to the next stage of analysis.  

 

PCA is the superior methodology to establish strong patterns of words in the data as 

it reduces the complexity of the data to principal components and thus, the data 

becomes more manageable (Jolliffe, 2011). The initial stage of the PCA is to examine 

the Kaiser-Meyer-Olkin Measurement of Sampling Adequacy to ensure the data 

exceeded a value of .6 showing an adequate sample size. Bartlett’s Test of Sphericity 
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would be examined for statistical significance and multicollinearity would be 

examined. All analysis is carried out in SPSS23 and MPlus 7.3. 

 

Extraction is exploratory in nature and PCS with an orthogonal, varimax rotation is 

utilised. Items which load at .4 or above (Stevens, 1996) would be retained for further 

analysis. Reliability analysis is carried out on each factor. The number of factors 

retained would be determined when consulting the Kaiser’s eigenvalue criterion and 

Cattell’s Scree Plot. Parsimony is also considered when deciding on the number of 

factors to retain. Each individual factor would be subjected to Cronbach’s Alpha (α) 

analysis as a test of internal reliability. Factors would be labelled as appropriate. 

 

8.3 Results 
 

Only five participants logged into the survey. The available demographic data is 

detailed in Table 8.1. 
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Table 8.1: Demographic data for the five participants who completed or part-
completed the survey. 

Participant 
No. 

Age Ethnicity Sexual 
orientation 

Relationship 
status 

Employment 
status 

1 27 Black 
non-

Hispanic 
 

Heterosexual Married Full Time 

2 44 White 
non-

Hispanic 
 

Same sex Dating Full Time 

3 51 White 
non-

Hispanic 
 

Heterosexual 
 

Single Unemployed 
 

4 41 White 
non-

Hispanic 
 

Heterosexual 
 

Married 
 

Full Time 

5 53 White 
non-

Hispanic 

Heterosexual 
 

Married 
 

Full Time 

 

 

Participants were asked to endorse all and any victimisation experiences that they 

have experienced from a comprehensive list as well as any diagnosis or 

symptomology of psychopathology. These details can be viewed for each participant 

in table 8.2. 
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Table 8.2: Victimisation endorsement and negative mental health endorsements for 
each available participant. 

Participant 
No. 

Victimisation experience(s) endorsed Psychopathology 
endorsed 

1 Childhood Sexual Abuse  
 

2 Childhood Neglect 
Childhood Physical Abuse 
Childhood Sexual Abuse  

Assault 
Assault with a weapon 

Mugging 
Unwanted Sexual Attention 

Coercive Control 
 

 

3 Childhood Physical Abuse 
Childhood Sexual Abuse  

Bullying 
 

 

4 Childhood Physical Abuse 
Childhood Sexual Abuse  

Bullying 
Unwanted Sexual Attention 

Coercive Control 
Stalking 

 

 

5 Childhood Physical Abuse 
Childhood Sexual Abuse  

Bullying 
Unwanted Sexual Attention 

Assault 
Assault with a weapon 

Unwanted Sexual Attention 
Rape 

 
 

Anxiety  
Depression 

PTSD 
Addiction (Illegal Drugs) 
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8.3.2 Narratives returned by the sample 

 

The study failed to attract sufficient data for analysis, thus no factor analysis could 

be carried out to assess themes within the data however, two participants attempted 

the narrative section of the survey.  

Participant 1 stated: 

In answer to question 1: 

• I feel I do have self-worth and a good self-esteem. I don't typically let people 

run over me. I do speak up for myself more, if I was disrespected. I do make 

positive connections to other people. Others do think I make worthwhile 

contributions to my community. 

 

in answer to question 2: 

• I see myself as a happy guy. I sometimes think I'm too small of a guy, and 

sometimes I think I'm too nice. But overall, I feel like I'm welcomed and 

helpful to others around me. I do think my experience of victimization did 

impact how I viewed myself and how others viewed me. After that 

experience, my view of my own masculinity lessened, because this guy 

touched and kissed me and I didn't do anything about it. Since I was really 

young after that experience, I got curious in the wrong experiences, like 

kissing non-family members on the lips. When I got older in my adolescent 

years, I stopped that, but still felt like my body could be viewed as attractive 

to anyone. 
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In answer to question 3: 

• I didn't want to tell anyone because I felt ashamed, guilty and responsible for 

allowing that to happen to me to begin with. I was so young when that 

happened to me that it confused me into thinking this is something I should 

keep doing with him, so it was like a secret I should keep. I think I knew I could 

tell my family, but my response went from shock (and frozen) to feeling 

somewhat emotionally aroused, which I later learned was perverted and 

manipulation on my mind. As I became older, I realized I liked girls and knew 

that experience was something I regretted. Reporting this experience to the 

police wasn't much of a thought when I was five. 

 

Participant 5 wrote: 

In answer to question 1: 

• Never really feel like I fit in with the people around me. 

 

In answer to question 2: 

• I don't feel like I can confide in people. And yes I let police know and 

perpetrator went to prison for life. 

 

in answer to question 3: 

• I have self-worth now. But it took 30 years of recovery to get that. And yes I 

do make worthwhile contribution to my community. 
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8.4 Discussion 
 

The current pilot study attempted to assess men’s thoughts, feelings and emotions 

in their own words by using a MEM strategy of text analysis. Data collection fell short 

of the required quantity for MEM analysis however, several key thoughts of the men 

who completed the study are highlighted here. Of note, the only participant to 

endorse negative mental health issues was also the only participant to endorse rape 

in his profile of victimisation.  

 

This concurs with the research outlined in this thesis which exposed profiles of 

interpersonal poly-victimization by LCA (see chapter 4), where the profile with 

multiple victimisation experiences including rape showed higher rates of 

psychopathology in a regression analysis (see chapter 5).  

 

 

8.4.1 Cognitions 
 

How someone views themselves, their self-cognitions and self-schemas is important 

to that person’s self-esteem. This cognitive self-view, which is part of the self-

schema, is written and re-written to match that persons view of themselves as it 

currently is (Greenwald 1980; Ross & Conway 1986). This is vitally important when 

considering the negative emotions that a person can experience as a victim of 

interpersonal victimisations and abuse.  Kelly, Burton and Regan (1998) quoted one 

participant as saying, “you are shit and not important, you take this on and allow 

others to hurt you, for that is the norm for you” (p.12). 
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These experiences and feelings may be internalised and absorbed into their identity 

self-schema. Ross and Conway (1986) purported that people will re-write their 

private personal histories to match and support their present self-view. This may be 

reflected in the discourse that surrounds cognitive dissonance; re-writing one’s 

history to conform to the self-view beliefs may avoid the stress of competing beliefs. 

In the current study participant 1 stated “my experience of victimization did impact 

how I viewed myself” and this could show a change or re-writing of his self-belief 

schema which protects his self-esteem.  

 

Participant 1 also wrote “my view of my own masculinity lessened”. This is relevant 

when we consider that boys and men are socialised to norms that imply a strong 

sense of masculinity reinforced by family and social networks, culture and popular 

media depictions of what it is to be the ideal man (Connell & Messerschmidt, 2005; 

see chapter 1). Indeed, Javaid (2017) argued that for male victims of sexual 

victimisation and rape there exists a “masculinity crisis” (p.1).  

 

 

8.4.2 Affect 
 

Feelings of fear, anger, shame and guilt are common affects associated with 

traumatic events and further, in the development and persistence of 

psychopathology, specifically PTSD (Lee, Scragg & Turner, 2001). Participant 1 stated 

he had feelings of shame and guilt, and these feelings are commonly reported among 

populations who have experiences of a variety of traumatic and victimising events 
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(cf. Dorahy et al., 2013; Hoglund & Nicholas, 1995; Malecki, Rhodes & Ussher, 2018). 

In particular, feelings of shame and guilt have been shown to impact the sense of 

self, potential help-seeking behaviours (Andrews, 1995, 1998), and hinder emotional 

processing of traumatic events and post-traumatic reactions (Joseph, Williams & 

Yule, 1997).  

 

 

8.4.3 Behaviours 
 

Alaggia and Millington (2008) investigated childhood sexual abuse in a population of 

14 male survivors and exposed a theme they labelled “Early Sexualization” (p.269). 

This theme was concerned with sexual development and sexual behaviours and they 

report severe sexualised acting out behaviours described by all the participants in 

their study. In the current study Participant 1 reported “feeling somewhat 

emotionally aroused, which I later learned was perverted … after that experience, I 

got curious in the wrong experiences”. This would support the findings of Alaggia and 

Millington (2008) and is a pertinent line of further enquiry in male victims of 

interpersonal poly-victimization. 

 

 

8.4.4 Disclosure 
 

One final point that attention should be drawn to is a further statement by 

Participant 1 who wrote that his experience was “a secret I should keep”. This is a 

common theme in research into male victimisation experiences and shows once 
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again, evidence for men not disclosing these experiences. (cf. Brown, 2004; Gregory 

& Lees, 1999). Going forward, it is important to reach child victims of interpersonal 

poly-victimization to ensure they know it is safe and appropriate to disclose what is 

happening to them so as to break the coercive nature of perpetrators who want their 

actions kept secret. 

 

 

8.4.5 Implications 
 

Lack of data as outlined above, means the data analysis plan could not be exercised 

as detailed for this study. Thus, lack of analysis means implications cannot be drawn 

from the current study. However, when examining the limited content of the scripts 

returned in the study, it is clear a replication of this study with sufficient scripts 

submitted, would be beneficial for researchers and practitioners who seek to support 

and understand male victims of interpersonal poly-victimization, in the context of 

their own words. See 8.5 for a detailed breakdown of suggestions that should be 

considered for the improvement of data collection in future versions of this study. 

That said, some tentative discussions could be proposed in light of the limited data 

found here.  

 

All five participants who completed the demographic section of the study endorsed 

victimisation indicators in childhood, therefore intervention programs should be 

developed that consider starting with young children being coached to respect each 

other, regardless of gender. It is also important to understand the cognitions of male 



266 

 

victims so that gender specific treatment pathways can be developed, that meet the 

specific needs of male victims at the level that their need exists.  

 

 

8.4.6 Conclusion 
 

In Conclusion, there is value in studying lexical based data when the content words 

are directed by the participants. This type of data and analysis exposes fundamental 

cognitive processes underlying self-perceptions and self-schemas and can be useful 

to expose thoughts, feelings and emotions in men related to interpersonal 

victimisation experiences. Thus, support and treatment pathways can be developed 

that are gender specific, adding to the development of psychological and social 

instruments and tools that can be utilised by clinicians and those who are in the front 

line of treatment utilities. 

 

8.5 Suggestions for the improvement of data collection 
 

To improve data collection, consideration should be given to the distance between 

the researcher and the participants. Recruitment for the current study was 

attempted online. Some of the previously published MEM studies have been 

conducted in relative close proximity to the researcher for example, Chung and 

Pennebaker (2007) recruited students from the classes of one of the researchers. 

Researchers were directly in contact with the students and this may have influenced 

the rate of response. Another method of obtaining data that has been used 
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successfully in a MEM study is to obtain secondary data via previously published 

information from online sources, indeed, Kramer and Chung (2011) analysed 

Facebook status updates of four million English speaking users. 

 

While on-line recruitment via social media would enable researchers to investigate 

populations anywhere in the world that access to the internet is readily available, it 

may be that the general population is not in the mindset where this is possible to 

directly engage via mobile devices, whether by completing an online survey or a 

verbal interview. For example, McBride, Morgan and McGee (2012) found that even 

though a large proportion of people own a mobile or smart phone, recruitment to 

interview through mobile devices has several problems associated with it when 

compared to recruitment via landline telephones. For example, many children own 

mobile devices and establishing the eligibility of the person who answers the phone 

may not be an easy task. Further, given that these phones are mobile by nature, the 

person answering the phone may not be in a safe location, or may be in an area 

where they could incur a charge from their service provider for their activities, an 

issue that does not arise when using landline telephone numbers to conduct 

interviews.  

 

That said, telephone interviews may be one possible solution to the recruitment of a 

MEM study of interpersonal poly-victimization in men, conducting a telephone 

interview that can be recorded and transcribed at a later date could aid data 

collection. This does however mean that the work load on the researcher would 

increase considerably, it may be one solution to obtaining the data. 
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Given the researcher was located in the UK and recruitment was targeted to the USA 

(in line with the data utilised in the previous empirical chapters) this was considered 

a sensible and economic solution to enable data collection. Further research in this 

area could be conducted in where the researcher and participants are in much closer 

proximity. For example, a co-investigator could be recruited in the geographical 

region of consideration to work with any available local charities that support male 

victims of interpersonal poly-victimization or in areas where men congregate. This 

may aid recruitment and facilitate the collection of high quality data. Given the 

nature of the subject under investigation and the protocols that guide the wording 

of the questions, having a researcher in close proximity may increase engagement. 

 

Further, utilising existing men’s support agencies and any available data that may 

already be available to these organisations may give a wealth of secondary data, 

subject to ethical approval. For example, the AMEN (Abuse against Men) support 

network in Ireland have previously published booklets of thank you letters from 

service users who contacted the network for support (AMEN, 2018). 

 

It is possible, that even though people have a very high internet use via social media 

platforms, that people are just not quite ready to engage and divulge their private 

thoughts, feelings and emotions in relation to the most deleterious of victimisation 

experiences. 
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Chapter 9:  

Research Summary and Future Directions 
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9.1 Introduction 
 

The current chapter will summarise the research carried out in this thesis by 

examining each of the research questions and the studies utilised to answer them. 

Provision specific to male victims will be discussed with suggestions for future 

directions of such provisions. A final line of dialogue will consider the gender 

discourse surrounding victimisation experiences. 

 

The current thesis found a significant lack of literature available concerned with 

interpersonal poly-victimization in males. Profiles of interpersonal poly-victimization 

which constellate within the male population are exposed; one profile shows low or 

no victimisation experience across the life-course, one childhood specific typology 

and one exposed experience of life-course poly-victimization (Chapter 4). The 

childhood and life-course profiles confirm a significant and devastating impact on 

mental health (Chapter 5). Of note, this thesis confirms that self-perceived physical 

health (Chapter 6) and perception of interpersonal social support (Chapter 7) impact 

the relationship between typology of interpersonal poly-victimization and 

psychopathology. Further, a novel investigation of the thoughts, feelings and 

emotions of victims, explores self-perception and self-schemas of these men in their 

own words (Chapter 8). As such, the current thesis makes a unique contribution to 

the subject of interpersonal poly-victimization in males.  

 

This thesis provides a unique contribution by highlighting the dearth prevalence and 

consequences for male victims of interpersonal poly-victimization by highlighting six 
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research questions important to the field of interpersonal poly-victimization in male 

populations. These research questions were outlined in Chapter 1 and are 

consistently addresses throughout the thesis. This current chapter will re-iterate 

these questions and will summarise the conclusions to each. Implications for 

provision and policy will also be discussed in association with proposals for future 

research. 

 

 

9.1.1 Thesis research outline 
 

To achieve this, the current thesis conducted a systematic literature review (SLR, 

Chapter 2) to examine the extent of the knowledge of typologies or profiles of 

interpersonal poly-victimization across the life-course in male samples. A detailed 

assessment of latent classes of interpersonal poly-victimization was carried out 

employing latent modelling techniques (in Chapter 4), and further, evidence in 

relation to the predictability of latent classes to forecast negative mental health 

outcomes in line with the diagnostic criteria of the DSM-5 was assessed (Chapter 5). 

The final chapters assessed the relationship between self-perceived physical health 

(Chapter 6), and perception of interpersonal social support (Chapter 7), in relation to 

the latent classes and psychopathology, thus beginning the investigation of risk and 

resilience factors that may impact outcomes for male victims of interpersonal poly-

victimization.  
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9.2 Research summary  

 

9.2.1 Current empirical evidence 

 

Research Question 1: What empirical evidence exists detailing profiles of the male 

experience of interpersonal poly-victimization across the life-course? 

This research question was addressed in Chapter 2. The distinct lack of available 

literature for review in chapter 2 has revealed a substantial gap in the literature with 

relevance to both poly-victimization experiences in males and the extent of life-

course poly-victimization. The largest body of work available in the area of 

interpersonal poly-victimization is in relation to the experiences of female 

populations. This would suggest that future research needs to address this gap in the 

literature by specifically targeting male populations who are victims. The main 

findings of this methodologically robust systematic literature review are that 

interpersonal poly-victimization and trauma in men has a significant and devastating 

impact on mental health outcomes including anxiety, depression and PTSD. 

Interpersonal poly-victimization across the life-course results in a cumulative impact 

on some victims in a dose-response fashion. 

 

 

 

 

 

 



273 

 

9.2.2 Typologies of Interpersonal Poly-victimization 

 

Research Question 2: Do typologies of interpersonal poly-victimization exist in the 

male population? 

In Chapter 4, LCA was used to assess the extent to which interpersonal poly-

victimization experiences constellate within the male population. The main findings 

can be summarised succinctly; 3 classes or profiles of interpersonal poly-victimization 

within the data. The first class was the largest class and showed low or no 

interpersonal poly-victimization other than a small endorsement of psychological 

abuse and neglect in childhood. The second class was the next biggest class and 

exposed a profile of interpersonal poly-victimization experiences in childhood only. 

The final class, and the smallest class, showed a profile of interpersonal poly-

victimization that stretches from childhood right across the life of the men in the 

sample. This class also endorsed the highest rate of childhood sexual abuse and 

sexual assault in adulthood. Of note, future research should examine if profiles of 

interpersonal poly-victimization which contain high rates of sexual assault in 

childhood or adulthood increase the risk of further victimisation experiences or re-

victimisation experiences across the life, that is, by how much does the experience 

of sexual assault increase the likelihood of further victimisation experiences 

compared to profiles that do not contain sexual assault. Previous studies that have 

utilised LCA have found underlying discreet typologies in differing populations and 

that would suggest the profiles exposed in this chapter are robust.  
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9.2.3 Predictability of Psychopathology 

 

Research Question 3: Do specific typologies of interpersonal poly-victimization in 

males predict negative mental health outcomes? 

Chapter 5 extended the work conducted in Chapter 4 by using associated latent class 

membership to examine the predictability of those classes to the diagnoses of nine 

DSM-5 psychiatric disorders. The main findings revealed an increased risk for the 

childhood specific victimisation class when compared to the reference class, showing 

that interpersonal poly-victimization experienced in childhood increases the risk of 

being diagnosed with any of the psychopathologies assessed. Odds Ratios in the 

regression analysis showed and elevated risk of over two and a half times the risk of 

a depressive disorder, over twice the likelihood of an anxiety disorder and almost 

four times the likelihood of PTSD. 

 

Of grave concern, the group categorised as having experienced life-course poly-

victimization showed a similar pattern of elevated odds across all psychopathological 

outcomes, however with a further elevation in the risk of diagnosis. Depressive 

disorders were found to be over three times as likely, anxiety disorders were almost 

three times as likely and PTSD was found to be over five times as likely, when 

compared to the class of low or no poly-victimization. These are worrying findings 

given the lack of research in this area and warrant further investigation. It is 

important to acknowledge that not all people who suffer victimising experiences will 

develop psychopathology and equally, not all psychopathology will be the result of 
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victimisation experiences but for those who do suffer, treatment options should be 

developed from empirically sound research. 

 

9.2.4 Physical Wellbeing in relation to Psychological Wellbeing 

 

Research Question 4: Does physical health status mediate the relationship between 

interpersonal poly-victimization in males and psychological health status? 

Chapter 6 sought to examine if self-perceived physical health mediated the 

relationship between interpersonal poly-victimization typology and negative mental 

health outcomes. A noteworthy finding was that self-perceived physical health, 

which could be considered as a person’s sense of wellness, partially mediated the 

relationship between class of interpersonal poly-victimization and substance use 

disorders (Zschucke et al., 2012), PTSD (Rosenbaum et al., 2015), depression and 

anxiety (Goodwin, 2003).  As noted in this chapter, there is a distinct lack of research 

regarding physical health and wellbeing in relation to personality disorders and this 

is an area that should be further investigated. Of interest, it was not expected that 

self-perceived physical health status would mediate the relationship between class 

of interpersonal poly-victimization and eating disorders given that previous research 

has suggest a significant correlation between eating disorder diagnosis and 

persistently high levels of physical exercise (Shroff et al., 2006). The results found in 

this chapter conflict with this, suggesting that for those who are diagnosed with an 

eating disorder and perhaps engaging in high levels of physical exercise, does not 

necessarily indicate feeling of self-perceived physical health and warrants further 
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investigation. It is necessary to advance research in this area to identify if any physical 

intervention, for example learning to moderate exercise or engage in exercise would 

be of benefit to those diagnosed with eating disorders and personality disorders.  

 

9.2.5 The Role of Interpersonal Social Support 

 

Research Question 5: Does Social Support have a mediating or moderating role in the 

relationship between typologies of interpersonal poly-victimization in males and 

psychopathology? 

Chapter 7 was pioneering given that it assessed the role of perceived interpersonal 

social support in the relationship between interpersonal poly-victimization and 

negative mental health outcomes. The main findings revealed that interpersonal ISS 

partially mediated the relationship between the class of childhood poly-victimization 

and all diagnostic categories of negative mental health outcomes. Interpersonal ISS 

also partially mediated the relationship between life-course poly-victimization class 

and psychopathology except in the case of eating disorders. 

 

Considerable research has been carried out which establishes that social support has 

a positive impact on mental health (cf. Berkman et al., 2000; Leach, 2014; Uchino, 

2004) however, a lack of consistency in the operationalised definition of what social 

support is, has led to a multitude of theoretical models proffered to explain the 

phenomenon. It is known that males do not have the same level of social support 

availability as females (Vaux, 1985). This Chapter’s results contradict those of Lamis 
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et al. (2014). Mediation analysis in this chapter exposed boundary conditions exist 

only in the cases of childhood specific poly-victimization and drug use disorders, 

depression disorders and personality disorders. These results suggest two important 

directions for further research. Firstly, the results from chapter 6 and chapter 7 imply 

that eating disorders in men are different in some factor or multiple factors from 

other psychopathological diagnostic categories and further research is necessary to 

elucidate the eccentricities and intricacies of this complex disorder in relation to 

interpersonal poly-victimization experience.  Secondly, social support may impact 

the relationship between interpersonal poly-victimization and negative mental 

health outcomes however, evidence suggests that the experience of interpersonal 

victimization may impact the availability of interpersonal social support that can be 

mobilised in times of need, thus, social support may have a bidirectional relationship 

with either interpersonal poly-victimization and/or psychopathology.  

 

Future direction should include research to clarify the operational definition of social 

support and illuminate the mechanisms by which social support operates in relation 

to victimisation experiences and mental health outcomes. This is important to enable 

interventions to be developed for male victims of childhood abuse and victimisation, 

timely interventions could help stem the difficulties that young victims experience 

and thus, reduce the difficulties that may follow these children into adulthood and 

further, across the life-course. 
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9.2.6 Thoughts, feelings and emotions of men in their own words 

 

Research Question 6: What is the lived experience in their own words, of men who 

have been victims of interpersonal poly-victimization experiences? 

A methodological robust study was designed to answer this question (Chapter 8) 

however, given that men are notorious for not disclosing victimisation experiences 

(Brown, 2004), recruitment was expected to be difficult. This was the case and 

insufficient recruitment has meant that no statistical analysis could be performed on 

the available data.  

That said, this innovative and ground-breaking research, which combines 

psychological lexical based research, computer technologies and statistical analysis, 

by using a semi-automated technique to examine written data obtained from 

participants, is an extremely pertinent line of enquiry and should be carefully 

considered, developed and utilised further. The small amount of available data from 

this novel approach concurs with previous findings that interpersonal victimisation 

impacts the lives of men in areas of cognition (Kelly et al. 1998), affect (Andrews, 

1995, 1998), behaviour (Alaggia & Millington, 2008) and non-disclosure (Cohen, 

2014; Gregory & Lees, 1999). This novel research exposes the cognitive processes 

which underpin self-perceptions and self-schemas that victimised men develop and 

experience over their life-course. Gaining insight into the cognitions of male victims 

will help expose where and when interventions may be the most supportive and 

impactful to support these victims. 
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9.3 Strengths and Weaknesses of this Thesis 
 

Before a more detailed discussion of these findings and wider implications, the main 

study strengths and weaknesses will be reviewed briefly. Each chapter includes a 

specific limitations section which examines methodological considerations of the 

individual research techniques utilised in the chapter.  

In general, the use of secondary data (as in Chapters 3 – 7) has several strengths; in 

the case of the NESARC III, a particularly large dataset, it can be subjected to very 

advanced and powerful statistical analysis. As previously discussed, the NESARC III 

data is secondary data, with a specific focus on alcohol and related conditions and as 

such, questions were not focused on victimisation experiences. Diagnosis of negative 

mental health outcomes within the NESARC III is in line with the criteria delineated 

in the DSM-5 and therefore does not account for diagnostic orphans or sub-

clinical/sub-diagnostic symptomology within the population. Thus, the potential 

exists for the over- or under-estimation of the impact of any negative experience. 

Further, establishing temporal order in this cross-sectional data is problematic, that 

is, participants may have pre-existing mental health considerations that cannot be 

adjusted for. Of note, the NESARC III did not query victimisation characteristics such 

as the duration of any victimisation experience of the age of onset of any chronic 

experience. A further point worth consideration is that the assessment of physical 

wellbeing and interpersonal social support was conducted at the same time as the 

main study, it would be advantageous to assess both these factors using a 

longitudinal methodology to assess any fluidity in responses.  
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Given that the NESARC III is a secondary dataset, it must be noted that the variables 

within the dataset are pre-determined long before access is given for researchers to 

work with it. That said, it is then the responsibility of the researcher to assess each 

variable and make an informed choice as to which variable best represents the 

concept under investigation. For example, in this thesis receipt of food stamps was 

utilised as a proximal measure of low SES while many other measures were also 

available in order to consider only the most severely disadvantaged individuals within 

of the population. As with those who do not meet the diagnostic criteria for mental 

health disorders, this may mean that statistical orphans are present within the data. 

 

Primary data collection for chapter 8, a Meaning Extraction Methods (MEM) study 

proved difficult and given the nature of the research this is not surprising. On-line 

recruitment may suffer from specific difficulties where male respondents are 

concerned. Several pilot studies could be initiated to assess the most productive and 

cost-effective process to obtain data for a similar study in future give the valuable 

insight this data could provide. 

 

 

9.4 Main Findings and Wider Implications 
 

Despite these limitations, the following subsections will consider the implications and 

support provision of interventions for male victims. A final consideration will examine 

gender equality in the discourse that surrounds the victimisation of boys and men.  
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9.4.1 Provision of interventions and support  

 

While males are less likely than females to seek support (Galdas, Cheater & Marshall, 

2005), Douglas and Hines (2011), showed that men do sometimes seek support for 

experiences of victimisation, indeed in their sample, male victims of IPV sought help 

from both formal and informal resources such as helplines and medical professionals 

as well as friends and family however, their experiences were not always positive 

ones. For example, one man gave his account of the experience of contacting a 

domestic violence helpline agency: “They didn’t really listen to what I said. They 

assumed that all abusers are men and said that I must accept that I was the abuser. 

They ridiculed me for not leaving my wife, ignoring the issues about what I would 

need to do to protect my 6 children and care for them” (ibid, p9). This highlights a 

significant challenge for male victims of interpersonal poly-victimization, that of the 

gendered discourse that surrounds victimisation experiences and the resulting lack 

of sustained and appropriate support for male victims. Controversially, women have 

reported using physical violence in intimate relationships at similar or elevated rates 

compared to men (Archer, 2000). This is where victim support agencies and 

governmental policy must evolve to a more egalitarian methodology. 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3175099/#R22
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3175099/#R22
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9.4.2 Equality and the Gender Discourse 

 

Legislation such as the Violence against Women Act (VAWA) as outlined in Section 

1.8, directs that this gendered discourse is adopted into mainstream legislation in the 

USA. As previously discussed, the title of the act references only females while the 

body of the act is gender neutral. There is no record of legislation for the protection 

of men, yet as seen in this thesis, experience of victimisation is not the sole 

possession of females. Indeed, recent European legislation, the ‘Council of Europe 

Convention on preventing and combating violence against women and domestic 

violence’, known as the Istanbul Convention (Council of Europe, 2017), designed to 

tackle the same domestic violence issues in Europe states; “The implementation of 

the provisions of this Convention by the Parties, in particular measures to protect the 

rights of victims, shall be secured without discrimination on any ground such as sex, 

gender, race, colour, language, religion, political or other opinion, national or social 

origin, association with a national minority, property, birth, sexual orientation, 

gender identity, age, state of health, disability, marital status, migrant or refugee 

status, or other status” (p. 8), supporting all victims in certain parts of the text while 

then gendering the issue in other parts, for example “that women and girls are 

exposed to a higher risk of gender‐based violence than men’ (p. 6). It is hard to 

comprehend how this can still be the state of the legislation worldwide given the 

evidence and supporting literature that has been outlined in this thesis.  

 

A further example of this corrupted gendered discourse can be observed in the 

literature surrounding the #MeToo movement.  One year on from news broke of 



283 

 

accusations being levied at Harvey Weinstein for sexual harassment and assault, the 

#MeToo movement has gathered momentum as dozens of women have come 

forward to disclose their experiences of sexual harassment and victimization from 

within the Hollywood film industry (Eisenberg & Baum, 2018). However, #MeToo has 

come under some criticism for its treatment of male victims and survivors. Brendan 

Frazer, star of the Mummy Franchise, came forward to recount his experience. An 

investigation by the Hollywood Foreign Press Association concluded that the assault 

was in fact an act carried out in jest (Klee, 2018). This is astounding, the #MeToo 

movement claims that victims should be believed, with a mantra “I believe you” 

(Crowley, 2018. para 1) yet here is a man, having made the brave step forward, is 

being told he just misunderstood the intentions of the perpetrator. It would be 

interesting to see what the public reaction would be if the victim in this case were a 

woman instead on a man. Further hypocrisy can be seen in the case of Asia Argento, 

an Italian actress and one of the first to come forward to disclose her experiences of 

sexual victimization as a victim of Weinstein, she has since been disgraced as it 

emerged she previously sexually assaulted a 17-year-old boy, to whom she paid 

$380,000 in damages. Indeed, she has gone on to attack the young man, claiming he 

is a liar (Flowers, 2018). This begs the question: do we believe victims only if they are 

women? 

 

There are many inequalities in life however, healthcare and welfare should not be 

one of them; support for victims should not depend on their gender. This is a type of 

social injustice that is grounded in inaccurate stereotypes. In the United States, laws 
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exist to assist, compensate and protect victims (Waller, 2010), but within the judicial 

system, victims are not the priority. 

 

 

9.4.4 Implications 

 

Interpersonal poly-victimization across the life-course in males has not been a 

research priority (DeMay, 1994). The current findings strongly suggest that distinct 

profiles of poly-victimization exist within the male population. Further, these 

typologies are predictive of significant and devastating negative mental health 

outcomes. Indeed, the greater endorsement of interpersonal poly-victimization 

across the life-course, not just in childhood, the greater risk of psychopathology, in a 

dose response fashion. 

 

Regarding clinical practice, this suggests that males who present at any clinical point 

of contact, for example their general practitioner or local mental health provision, 

with any interpersonal victimisation experience will have been or are likely to be 

exposed to multiple victimisation experiences. Thus, all victims, when presenting 

should be screened for poly-victimization experience across their life. Time and 

resources will need to be dedicated to the development of short and easily managed 

assessment instruments that will aid this, ensuring that the outcomes of such 

instruments not only aid the treatment and support of men, but ensuring that the 

expectations of male victims are managed appropriately. 
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Of note, 24% of the sample analysed in the current thesis endorsed poly-victimization 

in childhood and a small but disturbing 3.1% experienced a continuation of these 

experiences into their adult lives. Therefore, these men should also be screened for 

co-morbid psychopathologies so that targeted gender specific treatments are made 

available to support their individual needs. Doing so will ensure the correct treatment 

options and support are available to male victims.  

 

In line with the current findings, it is pertinent that treatment options are researched 

to establish their specific benefit to male victims and that gender specific treatment 

options should be expanded to meet the needs of all victims. This is of importance, 

given that sexual assault and rape are the traumas most associated with PTSD in male 

victims (Zlotnick et al., 2006), and the life-course poly-victimised class exposed in 

Chapter 4 showed the highest endorsement of sexually abusive experiences both in 

childhood and adulthood. 

 

Given the prevalence of interpersonal poly-victimization found in the male sub 

sample from the representative NESARC III data utilised in this thesis, and that 

victimisation and psychological disorders such as anxiety, depression and PTSD 

impact all areas of a person’s life, the current thesis has investigated a very important 

and under-researched area. The evidence reported herein establishes a baseline for 

the prevalence and associated mental health outcomes of life-course poly-

victimization in males and sets a standard for research to follow, that should expand 

the understanding of risk and resilience factors for men.  
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Legislation needs to adopt a more egalitarian vision, to be balanced and to ensure 

that the rights of men, women, children and any other population are protected. It 

is no longer acceptable to assume that men are always the perpetrators in any 

victimisation event however, more effort needs to be concentrated on the victims, 

rather than the gender of the perpetrator.  

 

To summarise, this thesis has generated original and key findings that are worthy of 

further discussion and research. It is important to note that further research findings 

may vary across populations of men, for example in prison populations or military 

populations, and would be dependent on the robustness and methodological 

soundness of the research. As the first of its kind, this thesis must be viewed as 

exploratory in nature. As such, further research utilizing methodologies consistent 

with the current thesis will add to and build upon this new evidence base. Overall, 

establishing typologies of interpersonal poly-victimization across the life-course in 

males ensures that no standalone victimisation experience is over or under-

estimated in its impact and will inevitably lead to more inclusive assessment and 

diagnostic tools, and to the development of gender specific treatment pathways, 

thus providing more efficient practices and better outcomes for male victims of 

interpersonal poly-victimization across the life-course. 

 

 

 



287 

 

9.5 Conclusion 
 

Given the chronic and devastating nature of interpersonal poly-victimization across 

the life-course, an important next step in this area of research is to examine distinct 

populations of men, for example an understanding of the health of men who live in 

urban or industrialised areas, prison or military populations. Forging ahead, work to 

understand the underlying mechanisms that make the cumulative impact of poly-

victimization so devastating to the mental health of male victims is imperative. 

Finally, work to provide robust and accessible gender specific treatment pathways 

and interventions that mitigate the impact of interpersonal poly-victimization 

experience of boys and men is of extreme importance.  

 

This thesis begins that journey. 
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Appendix 1: DSM-5 diagnostic criteria 
 

 

Substance-Related and Addictive Disorders 

Substance-Related Disorders | Substance Use Disorders | Substance-Induced 

Disorders | Alcohol-Related Disorders | Alcohol Use Disorder | Alcohol Intoxication 

| Alcohol Withdrawal | Other Alcohol-Induced Disorders | Unspecified Alcohol-

Related Disorder | Caffeine-Related Disorders | Caffeine Intoxication | Caffeine 

Withdrawal | Other Caffeine-Induced Disorders | Unspecified Caffeine-Related 

Disorder | Cannabis-Related Disorders | Cannabis Use Disorder | Cannabis 

Intoxication | Cannabis Withdrawal | Other Cannabis-Induced Disorders | 

Unspecified Cannabis-Related Disorder | Hallucinogen-Related Disorders | 

Phencyclidine Use Disorder | Other Hallucinogen Use Disorder | Phencyclidine 

Intoxication | Other Hallucinogen Intoxication | Hallucinogen Persisting Perception 

Disorder | Other Phencyclidine-Induced Disorders | Other Hallucinogen-Induced 

Disorders | Unspecified Phencyclidine-Related Disorder | Unspecified Hallucinogen-

Related Disorder | Inhalant-Related Disorders | Inhalant Use Disorder | Inhalant 

Intoxication | Other Inhalant-Induced Disorders | Unspecified Inhalant-Related 

Disorder | Opioid-Related Disorders | Opioid Use Disorder | Opioid Intoxication | 

Opioid Withdrawal | Other Opioid-Induced Disorders | Unspecified Opioid-Related 

Disorder | Sedative-, Hypnotic-, or Anxiolytic-Related Disorders | Sedative, 

Hypnotic, or Anxiolytic Use Disorder | Sedative, Hypnotic, or Anxiolytic 

Intoxication | Sedative, Hypnotic, or Anxiolytic Withdrawal | Other Sedative-, 

Hypnotic-, or Anxiolytic-Induced Disorders | Unspecified Sedative-, Hypnotic-, or 

Anxiolytic-Related Disorder | Stimulant-Related Disorders | Stimulant Use Disorder | 

Stimulant Intoxication | Stimulant Withdrawal | Other Stimulant-Induced Disorders | 

Unspecified Stimulant-Related Disorder | Tobacco-Related Disorders | Tobacco Use 

Disorder | Tobacco Withdrawal | Other Tobacco-Induced Disorders | Unspecified 

Tobacco-Related Disorder | Other (or Unknown) Substance–Related Disorders | 

Other (or Unknown) Substance Use Disorder | Other (or Unknown) Substance 

Intoxication | Other (or Unknown) Substance Withdrawal | Other (or Unknown) 

Substance–Induced Disorders | Unspecified Other (or Unknown) Substance–Related 

Disorder | Non-Substance-Related Disorders | Gambling Disorder 

The substance-related disorders encompass 10 separate classes of drugs: alcohol; 

caffeine; cannabis; hallucinogens (with separate categories for phencyclidine [or 

similarly acting arylcyclohexylamines] and other hallucinogens); inhalants; opioids; 

sedatives, hypnotics, and anxiolytics; stimulants (amphetamine-type substances, 

cocaine, and other stimulants); tobacco; and other (or unknown) substances. These 

10 classes are not fully distinct. All drugs that are taken in excess have in common 

direct activation of the brain reward system, which is involved in the reinforcement 

of behaviors and the production of memories. They produce such an intense 

activation of the reward system that normal activities may be neglected. Instead of 

achieving reward system activation through adaptive behaviors, drugs of abuse 

directly activate the reward pathways(Koob 2006). The pharmacological 

mechanisms by which each class of drugs produces reward are different, but the 

drugs typically activate the system and produce feelings of pleasure, often referred to 

as a “high.” Furthermore, individuals with lower levels of self-control, which may 

reflect impairments of brain inhibitory mechanisms, may be particularly predisposed 

to develop substance use disorders, suggesting that the roots of substance use 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm16#CHDDFAFD
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disorders for some persons can be seen in behaviors long before the onset of actual 

substance use itself(Moffitt et al. 2011). 

https://doi.org/10.1176/appi.books.9780890425596.dsm16 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm16 

Drug Use Disorders 

 

Nicotine Use Disorder 

 

Alcohol Use Disorder 

 

 

 

 

PTSD 

 

Reactive Attachment Disorder | Disinhibited Social Engagement Disorder | 

Posttraumatic Stress Disorder | Acute Stress Disorder | Adjustment Disorders | Other 

Specified Trauma- and Stressor-Related Disorder | Unspecified Trauma- and 

Stressor-Related Disorder 

Trauma- and stressor-related disorders include disorders in which exposure to a 

traumatic or stressful event is listed explicitly as a diagnostic criterion. These include 

reactive attachment disorder, disinhibited social engagement disorder, posttraumatic 

stress disorder (PTSD), acute stress disorder, and adjustment disorders. Placement of 

this chapter reflects the close relationship between these diagnoses and disorders in 

the surrounding chapters on anxiety disorders, obsessive-compulsive and related 

disorders, and dissociative disorders. 

https://doi.org/10.1176/appi.books.9780890425596.dsm07 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm07 

 

 

 

 

Depressive Disorders 

 

Disruptive Mood Dysregulation Disorder | Major Depressive Disorder | Persistent 

Depressive Disorder (Dysthymia) | Premenstrual Dysphoric Disorder | 

Substance/Medication-Induced Depressive Disorder | Depressive Disorder Due to 

Another Medical Condition | Other Specified Depressive Disorder | Unspecified 

Depressive Disorder | Specifiers for Depressive Disorders  

Depressive disorders include disruptive mood dysregulation disorder, major 

depressive disorder (including major depressive episode), persistent depressive 

disorder (dysthymia), premenstrual dysphoric disorder, substance/medication-

induced depressive disorder, depressive disorder due to another medical condition, 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm16#CHDHBGGA
https://doi.org/10.1176/appi.books.9780890425596.dsm16
https://doi.org/10.1176/appi.books.9780890425596.dsm07
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other specified depressive disorder, and unspecified depressive disorder. Unlike in 

DSM-IV, this chapter “Depressive Disorders” has been separated from the previous 

chapter “Bipolar and Related Disorders.” The common feature of all of these 

disorders is the presence of sad, empty, or irritable mood, accompanied by somatic 

and cognitive changes that significantly affect the individual’s capacity to function. 

What differs among them are issues of duration, timing, or presumed etiology.  

https://doi.org/10.1176/appi.books.9780890425596.dsm04 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm04 

 

Affective Disorders 

 

Bipolar I Disorder | Bipolar II Disorder | Cyclothymic Disorder | 

Substance/Medication-Induced Bipolar and Related Disorder | Bipolar and Related 

Disorder Due to Another Medical Condition | Other Specified Bipolar and Related 

Disorder | Unspecified Bipolar and Related Disorder | Specifiers for Bipolar and 

Related Disorders 

 

Bipolar and related disorders are separated from the depressive disorders in DSM-5 

and placed between the chapters on schizophrenia spectrum and other psychotic 

disorders and depressive disorders in recognition of their place as a bridge between 

the two diagnostic classes in terms of symptomatology, family history, and genetics. 

https://doi.org/10.1176/appi.books.9780890425596.dsm03 

 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm03 

 

 

 

 

 

 

 

Anxiety Disorders 

 

Separation Anxiety Disorder | Selective Mutism | Specific Phobia | Social Anxiety 

Disorder (Social Phobia) | Panic Disorder | Panic Attack Specifier | Agoraphobia | 

Generalized Anxiety Disorder | Substance/Medication-Induced Anxiety Disorder | 

Anxiety Disorder Due to Another Medical Condition | Other Specified Anxiety 

Disorder | Unspecified Anxiety Disorder 

Anxiety disorders include disorders that share features of excessive fear and anxiety 

and related behavioral disturbances. Fear is the emotional response to real or 

perceived imminent threat, whereas anxiety is anticipation of future threat. 

Obviously, these two states overlap, but they also differ, with fear more often 

associated with surges of autonomic arousal necessary for fight or flight, thoughts of 

immediate danger, and escape behaviors, and anxiety more often associated with 

muscle tension and vigilance in preparation for future danger and cautious or 

avoidant behaviors. Sometimes the level of fear or anxiety is reduced by pervasive 

avoidance behaviors. Panic attacks feature prominently within the anxiety disorders 

https://doi.org/10.1176/appi.books.9780890425596.dsm04
https://doi.org/10.1176/appi.books.9780890425596.dsm03
https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm03
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as a particular type of fear response. Panic attacks are not limited to anxiety 

disorders but rather can be seen in other mental disorders as well. 

https://doi.org/10.1176/appi.books.9780890425596.dsm05 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm05 

 

Eating Disorders 

 

Pica | Rumination Disorder | Avoidant/Restrictive Food Intake Disorder | Anorexia 

Nervosa | Bulimia Nervosa | Binge-Eating Disorder | Other Specified Feeding or 

Eating Disorder | Unspecified Feeding or Eating Disorder 

Feeding and eating disorders are characterized by a persistent disturbance of eating 

or eating-related behavior that results in the altered consumption or absorption of 

food and that significantly impairs physical health or psychosocial functioning. 

Diagnostic criteria are provided for pica, rumination disorder, avoidant/restrictive 

food intake disorder, anorexia nervosa, bulimia nervosa, and binge-eating disorder.  

https://doi.org/10.1176/appi.books.9780890425596.dsm10 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm10 

 

Personality Disorders 

 

Dimensional Models for Personality Disorders | General Personality Disorder | 

Cluster A Personality Disorders | Paranoid Personality Disorder | Schizoid 

Personality Disorder | Schizotypal Personality Disorder | Cluster B Personality 

Disorders | Antisocial Personality Disorder | Borderline Personality Disorder | 

Histrionic Personality Disorder | Narcissistic Personality Disorder | Cluster C 

Personality Disorders | Avoidant Personality Disorder | Dependent Personality 

Disorder | Obsessive-Compulsive Personality Disorder | Other Personality Disorders 

| Personality Change Due to Another Medical Condition | Other Specified 

Personality Disorder | Unspecified Personality Disorder 

This chapter begins with a general definition of personality disorder that applies to 

each of the 10 specific personality disorders. A personality disorder is an enduring 

pattern of inner experience and behavior that deviates markedly from the 

expectations of the individual’s culture, is pervasive and inflexible, has an onset in 

adolescence or early adulthood, is stable over time, and leads to distress or 

impairment.  

https://doi.org/10.1176/appi.books.9780890425596.dsm18 

https://dsm.psychiatryonline.org/doi/full/10.1176/appi.books.9780890425596.dsm18 

 

 

 

 

https://doi.org/10.1176/appi.books.9780890425596.dsm05
https://doi.org/10.1176/appi.books.9780890425596.dsm10
https://doi.org/10.1176/appi.books.9780890425596.dsm18
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Appendix 2: Flashcards used in the NESARC III for interpersonal poly-victimization 
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Appendix 3: SF-12 
 

 

SF-12 as delivered in the NESARC III 

1. 

 

In general, would you say your health is 1. Excellent 

2. Very good 

3. Good 

4. Fair 

5. Poor 

 

The following questions are about activities you might do during a typical day. 

Please tell me if your health now limits you in these activities? If so, how much? 

2. 

 

Moderate activities, such as moving a table, 

pushing a vacuum cleaner, bowling, or 

playing golf 

1. Yes, limited a lot 

2. Yes, limited a little 

3. No, not limited at all 

 

3. 

 

Climbing several flights of stairs 1. Yes, limited a lot 

2. Yes, limited a little 

3. No, not limited at all 

 

The next few questions are about how you feel and how things have been during the 

past 4 weeks. During the past 4 weeks, tell me how much of the time you had any of 

the following problems with your work and other regular daily activities as a result 

of your physical health? 

4. 

 

How much of the time have you 

accomplished less than you would like? 

1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

5. 

 

How much of the time have you been limited 

in the kind of work or other activities you 

could do? 

1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

During the past 4 weeks, tell me how much of the time you have had any of the 

following problems with your work or other regular daily activities as a result of 

any emotional problems, such as feeling depressed or anxious: 

6. 

 

How much of the time have you accomplish 

less than you would like? 

1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

7. 

 

How much of the time have you not done 

work or other activities as carefully as usual? 

1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 
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For the following questions, please give the one answer that comes closest to the 

way you have been feeling. How much of the time during the past 4 weeks  

8. 

 

Have you felt clam and peaceful? 1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

9. 

 

Did you have a lot of energy? 1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

10. 

 

Have you felt downhearted and blue? 1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

11. 

 

During the past 4 weeks, how much of the 

time has your physical health or emotional 

problems interfered with your social 

activities like visiting friends, relatives, and 

so forth? 

1. None of the time 

2. A little of the time 

3. Some of the time 

4. Most of the time 

5. All of the time 

 

12. 

 

During the past 4 weeks, how much did pain 

interfere with your normal work, including 

work outside the home and housework? 

1. Not at all 

2. A little bit 

3. Moderately 

4. Quite a bit 

5. Extremely 

 

Source: NESARC III Questionnaire, https://www.niaaa.nih.gov/research/nesarc-

iii/questionnaire  
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Appendix 4: ISEL 12 
 

 

 

ISEL-12 as delivered in the NESARC III 

 Now I am going to read a few statements and I would like to know how well 

they describe you. Look at the categories on the card and tell me how true or 

how false these statements are about you. 

 

1. If I wanted to go on a trip for a day, like to the country, city, mountains or 

beach, I would have a hard time finding someone to go with me. 

 

2. I feel like there is no one I can share my most private worries and fears with. 

  

3. If I were sick, I know I would find someone to help me with my daily chores. 

 

4. There is someone I can turn to for advice about handling problems with my 

family. 

 

5. If I decided one afternoon that I would like to go to a movie that evening, I 

could easily find someone to go with me. 

 

6. When I need suggestions on how to deal with a personal problem, I know 

someone I can turn to. 

 

7. I don’t often get invited to do things with others. 

 

8. If I had to go out of town for a few weeks, it would be difficult to find someone 

who would look after my house or apartment, like taking care of my plants, 

garden or pets, getting the mail or watching the house in general 

 

9. If I wanted to have lunch with someone, I could easily find someone to join 

me. 

 

10. If I were stranded 10 miles from home, someone I know would come and get 

me. 

 

11. If a family crisis arose, it would be difficult to find someone who would give 

me good advice about how to handle it. 

 

12. If I needed some help in moving to a new house or apartment, I would have a 

hard time finding someone to help me. 

 

Source: NESARC III Questionnaire, https://www.niaaa.nih.gov/research/nesarc-

iii/questionnaire 
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Appendix 5: DUA 
 

 

National Institute on Alcohol Abuse and Alcoholism 
Data Use Agreement 

 
The National Institute on Alcohol Abuse and Alcoholism (NIAAA) and (Name of 
Recipient Institution) hereby enter into this Data Use Agreement (DUA) as of the 
date specified on the final page hereof.  
 
PRELIMINARY STATEMENT  
 
The National Institute on Alcohol Abuse and Alcoholism has supported collection of 
data from participants in the National Epidemiologic Survey on Alcohol and Related 
Conditions-III  
(NESARC-III). This well-characterized population provides a unique scientific 
resource. Promoting optimal use of it on a national scale will require a large and 
concerted effort that may exceed the research capacity of currently available Study 
Investigators. The NIAAA has a responsibility to the public in general, and to the 
scientific community in particular, to encourage the most rapid scientific progress 
possible using this resource, subject to appropriate terms and conditions. In order 
to take full advantage of the resource and maximize its research value, it is 
important that the data, collected with public funds, be made available on 
appropriate terms and conditions to the largest possible number of qualified 
investigators in a timely manner.  
 
Recipients who are granted access to Study data must adhere to the requirements 
of this DUA and obtain an IRB exemption or approval for their project that may be 
from an expedited or convened review. Failure to comply with this DUA could result 
in denial of further access to study data. Violationof the confidentiality 
requirements of this agreement is considered a breach of confidentiality and may 
leave requesting investigators liable to legal action.  
 
DEFINITIONS  
 
Data: For purposes of this agreement, “Data” refers to the following phenotypic 
information that has been collected from study participants conducted by the 
Laboratory of Epidemiology and  
Biometry: National Epidemiologic Survey on Alcohol and Related Conditions-III 
(NESARC III).  
 
TERMS AND CONDITIONS  
 
I request approval to access phenotypic data from the National Epidemiologic 
Survey on Alcohol Related Conditions-III NESARC 
-III). I agree to the following: 
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1. Research Project.  
 
1.1. These Data will be used by the recipient Principal Investigator 
and collaborators in connection with the research project specifically described in 
an attached Exhibit A. The Project  
description should include: project title, a 2-4 paragraph description of the 
objectives and design, and a brief description of the analysis plan. 
  
1.2. All senior/key personnel working on this Research Project that will have access 
to the NESARC-III Data will also be listed on the DUA. 
 
1.3. The DUA covers only the Research Project contemplated in the Research Use 
Statement section. Recipient agrees that Data will not be used in any research that 
is not disclosed and approved as part of the Research Project. Recipient will submit 
a completed DUA (this  
document) for each research project for which Data are requested 
.  
1.4. This Agreement will terminate two ( 2) years from the effective date of this 
agreement. Continued use of the Data will require execution of a new DUA as 
specified in paragraph 6.  
 
2. Non-transferabilityAgreement. This DUA is not transferable. Recipient agrees 
that appointment by Recipient of another Principal Investigator to complete the 
Research Project will require execution of a new Data Use Agreement in which the 
new Principal Investigator is designated. If the Recipient changes institutions and 
wishes to retain access to the NESARC-III Data, a new D 
UA in which the new institution acknowledges and agrees to the provisions of the 
DUA is necessary. If the Recipient adds new NESARC-III data users to their project, 
their name and contact information will be provided to the NESARC-III DAC. 
 
3. Publication. Prompt publication or other public disclosure of the results of the 
Research Project is encouraged. Recipient agrees to provide to the NIAAA a copy of 
any manuscript or other disclosure document ten ( 10) business days in advance of 
submission for publication, in order to ensure compliance with the confidentiality 
requirements set forth in paragraphs 4,5,6,7, and 8 of this Agreement.  
 
4. Acknowledgments. Recipient agrees to acknowledge the contribution of NIAAA-
Funding support and support of the intramural program, NIAAA, National Institutes 
of Health, in any and all oral and written presentations, disclosures, or publications 
resulting from any and all analyses of Data. The Recipient will acknowledge the 
source of the Data by including language similar to the following either in the 
acknowledgment or in the text of the manuscript: ‘This manuscript was prepared 
using a limited access 
dataset obtained from the National Institute on Alcohol Abuse and Alcoholism and 
does not reflect the opinions or views of NIAAA or the U.S. Government’.  
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5. Non-Identification. Recipient agrees that Data will not be used, either alone or in 
conjunction with any other information, in any effort whatsoever to establish the 
individual identities of any of the subjects from whom Data were obtained.  
 
6. Use Limited to Two(2) Years. Recipient agrees that Data will be destroyed when 
two ( 2) years have elapsed from the effective date of this Agreement. A data 
destruction certificate will be provided to NIAAA. Further use of the Data beyond 
that time requires completion of a new DUA along with a current IRB exemption 
letter or approval resulting from either IRB review of a new research protocol or 
continuing review of the existing research protocol. Note that projects receiving 
initial IRB approval through expedited or convened review must submit an IRB 
approval letter for continuing review each year.  
 
7. No Distribution. Recipient agrees to retain control over Data, and further agrees 
not to transfer Data, with or without charge, to any other entity or any individual. 8. 
Non-Data. Notwithstanding the definition of “Data” or the agreed Terms and 
Conditions of this Distribution Agreement, Recipient’s obligations under this 
Distribution Agreement shall not extend to any information: 
(a) that can be demonstrated to have been publicly known at the time of disclosure; 
or (b) that can be demonstrated to have been in the possession of or that can be 
demonstrated to have been readily available to Recipient from another source prior 
to the disclosure; or (c) that becomes part of the public domain or publicly known 
by publication or otherwise, not due to any unauthorized act by Recipient; or (d) 
that can be demonstrated as independently developed or acquired by Recipient 
without reference to 
or reliance upon Data provided under this Agreement. 
 
9. Non-Endorsement, Liability. Recipient agrees not to claim, infer, or imply 
endorsement by the United States government, National Institute on Alcohol Abuse 
and Alcoholism, National Institutes of Health, Department of Health and Human 
Services or any of its agencies of the Research Project, the entity, or personnel 
conducting the Research Project or any resulting commercial product(s). To the 
extent permitted by law, Recipient agrees to hold the United States Government, 
Study Investigators, and all other investigator(s) who generated Data and the 
agents and employees of each of them, harmless and to defend and indemnify all 
such parties for all liabilities, demands, damages, expenses, and losses arising out of 
Recipient's use of Data for any purpose.  
 
10. Recipient's Compliance with IRB Requirements. Recipient acknowledges that 
the conditions for use of Data may be exempt from review or may be approved by 
the Recipient's Institutional  
Review Board (IRB) through expedited or convened review  
which must be operating under an Office of Human Research Protections (OHRP) -
approved Assurance. Furthermore, Recipient  
agrees to comply with all applicable rules for the protection of human subjects, 
which may includeDepartment of Health and Human Services regulations at 45 CFR 
Part 46 and other Federal and State laws for the use of these Data. Recipient agrees 
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to comply fully with all such conditions. Recipient agrees to report promptly to the 
NIAAA any proposed change in the research project. This DUA is made in addition 
to, and does not supersede, any of Recipient’s institutional policies or any local, 
State, and/or Federal laws and regulations that provide additional protections for 
human subjects.  
 
11. Recipient’s Permission to Post Information Publicly. Recipient agrees to permit 
the NIAAA to summarize on the NESARC-III Web site the Recipient’s research use of 
NESARC-III along with the Recipient’s name and organizational/institutional 
affiliation. 
 
12. Privacy Act Notification. In orderto access the NESARC-III, the Recipient agrees 
to provide the information requested below. The Recipient agrees that information 
collected from the Recipient, as part of the Data Access Request, may be made 
public in part or 
in whole for tracking and reporting purposes. This Privacy Act Notification is 
provided pursuant to Public Law 93-579, Privacy Act of 1974, 5 U.S.C. Section 552a. 
Authority for the collection of the information requested below from the recipient 
comes from the authorities regarding the establishment of the National Institutes 
of  
Health, its general authority to conduct and fund research and to provide training 
assistance, and its general authority to maintain records in connection with these 
and its other functions (42  
U.S.C. 203, 241, 289l -1 and 44 U.S.C. 3101), and Section 301 and 493 of the Public 
Health Service Act. These records will be maintained in accordance with the Privacy 
Act System of Record Notice 09-25-200 covering “Clinical Basic and Population-
based Research Studies of the National Institutes of Health (NIH), HHS/NIH/OD”. 
Primary uses of this information are to document, track, and monitor and evaluate 
the use of the NIAAA NESARC 
-III datasets, as well as notify interested recipients of updates, corrections, or other 
changes to the database. 
 
13. Security. Recipient acknowledges the expectations set forth by the “NESARC-III 
Information Security Best Practices” (see below) for the use and security of Data. 
 
14. Annual Update. When requested, Recipient will provide to  
NIAAA-NESARC-III@mail.nih.gov, within four (4) weeks,  
an annual summary of research accomplishments form using NESARC-III Data, 
including copies of any presentations/ publications/ reports.  
 
15. Amendments. Amendments to this Agreement must be made in writing and 
signed by authorized representatives of all parties. 
 
16. Termination. The NIAAA may terminate this Agreement if Recipient is in default 
of any of its conditions and such default has not been remedied within 30 days after 
the date of written notice of such default by an authorized representative of the 
NIAAA. Otherwise, either party may terminate this Agreement after providing 30 
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days written notice to the other party. Recipients agree to immediately report 
violations of NESARC-III Policy to the NESARC-III Data Access Committee (DAC). 
 
 
17. Disqualification, Enforcement. Failure to comply with any of the terms specified 
herein may result in disqualification of Recipient from further use of the NESARC-III 
Data and receiving  
additional Data. The United States Government shall have the right to institute and 
prosecute any proceeding at law or in equity against the Recipient for violating or 
threatening to violate the confidentiality requirements of the Agreement, the 
limitations on the use of the Data provided, or both. Proceedings may be initiated 
against the violating party, legal representatives, and assigns,  
for a restraining injunction, compensatory and punitive damages, mandamus, 
and/or any other proceeding in law or equity, including obtaining the proceeds 
from any intellectual property or other rights that are derived in whole or in part 
from the breach of the confidentiality requirements or use limitations of the 
Agreement.  
 
18. Accurate Representations. Recipient certifies that the contents of any 
statements made or reflected in the DUA are truthful and accurate. 
 
19. Duplication of Research. Recipient acknowledges that other researchers are 
entitled to access the Data on the same terms as Recipient so the duplication of PI’s 
research may occur.  
 
NESARC-III Information Security Best Practices 
 
The purpose of these Security Best Practices, which are subject to applicable law, is 
to provide minimum security standards and best practices for individuals who use 
NESARC-III to submit, access, and analyze Data. Keeping NESARC-III information 
secure through these best practices is important. Subject to applicable law, 
Recipients agree to immediately report breaches of Data confidentiality to the 
NESARC-III DAC. 
 
Best Practices 
 
We suggest that you: 
 
•Do not attempt to override technical or management controls to access Data for 
which you have not been expressly authorized.  
•Do not use your trusted position and access right to exploit system controls or 
access Data for any reason other than in the performance of the proposed 
research. 
•Ensure that everyonedirected to use the system has access to, and is aware of, 
NESARC-III information Security Best Practices and all existing policies and 
procedures relevant to the use of NESARC 
-III, including but not limited to 45 C.F.R. Part 46.  
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•Follow the NESARC-III password policy which includes: 
oChoose passwords of at least seven characters including at least three of the 
following types of characters: capital letters, lower case letters, numeric characters 
and other special characters. 
oChange your passwords every six months. 
oProtect your NESARC-III password from access by other individuals—for example, 
store it electronically in a secure location.  
•Notify NESARC-III staff, as permitted by law, at NIAAA-NESARC-III@mail.nih.gov of 
security incidents or when access to NESARC-III is no longer required. 
 
Security Standards 
 
•Protect the Data, providingaccess solely to authorized researchers permitted 
access to such Data by your institution or to others as required by law. 
•When you download NESARC-III Data, download the Data to a secure computer or 
server with strong password protection.  
•Ensure that the computers hosting NESARC-III Data have the latest security 
patches and are running virus protection software. 
•Make sure the Data are not exposed to the Internet or posted to a website that 
may be discovered by Internet search engines such as Google or Bing.  
•If you leave your office, close out of data files or lock your computer. Consider the 
installation of a timed screen saver with password protection.  
•Avoid storing Data on a laptop or other portable medium. If storing  
Data on such a device, encrypt the Data. Most operating systems have the ability to 
natively run an encrypted file system or encrypt portions of the file system.  
•When finished using the Data, destroy the Data or otherwise dispose of them 
properly, as permitted by law. 
 

 

 

 

 

 

 

 

Available to download from: 

https://www.niaaa.nih.gov/sites/default/files/data_distribution_rbg_edited_Final_1_1

1_2016access.pdf 

 

 

 

 

 

 

 
 

 

mailto:NIAAA-NESARC-III@mail.nih.gov
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Appendix 6: Redacted information for NESARC III data release 
 
Procedures for Protection of Confidentiality for Limited Access DataSets  

 

A. Institute Review and Approval of Limited Access Preparation The NIAAA 

requires that epidemiologic data be provided in a manner that protects the confidentiality 

and security of study participants. The Institute prepares appropriate documentation of 

the steps taken to protect their confidentiality in preparing a limited access dataset. A 

summary of all proposed modifications and deletions to be made to a dataset in 

preparing it for limited access was approved by the Chief, Laboratory of Epidemiology 

and Biometry, NIAAA.  

 

B. Guidelines for Limited Access Preparation The following guidelines provided a 

framework for deletions (and modifications as specified) regarding preparation of the 

limited access dataset:  

 

1. Names.  

2. All geographic subdivisions except for region and urban/rural.  

3. All elements of dates (except year) for dates directly related to an individual, 

including birth date; and all ages over 89, such ages and elements are aggregated into a 

single category of age 90 or older.  

4. Telephone number.  

5. Facsimile numbers.  

6. Electronic mail addresses.  

7. Social Security numbers.  

8. Medical record numbers.  

9. Health plan beneficiary numbers.  

10. Account numbers.  

11. Certificate/license numbers.  

12. Vehicle identifiers and serial numbers, including license plate numbers.  

13. Device identifiers and serial numbers.  

14. Web universal resource locators (URLs).  

15. Internet protocol (IP) address numbers 
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Appendix 7: MEM ethics application 
 

UNIVERSITY OF ULSTER          RESEARCH GOVERNANCE 
 

RG1a  APPLICATION TO UNDERTAKE RESEARCH ON HUMAN SUBJECTS  
 

PLEASE REFER TO THE NOTES OF GUIDANCE BEFORE COMPLETING THIS 
FORM. (Available from the Research Governance website at 
http://www.ulster.ac.uk/research/rg/) 
 
All sections of this form must be completed (use minimum font size 11).  If the 
form is altered in any way it will be returned unconsidered by the Committee.  
 
This form should be used for research in categories A, B and D 
 
Do not use this form for research being conducted in collaboration with the 
NHS/HPSS (category C).  
 

 

SECTION A 
 
Chief  
Investigator 
 
Title of 
Project 
 
 
 
Student and 
course (if 
applicable) 
 
Additional  
Investigators 
 
 
 
 

Declaration - Chief Investigator: 
 
I confirm that 

• this project meets the definition for research in category* (please insert) 

• this project is viable and is of research or educational merit;  

• all risks and ethical and procedural implications have been considered; 

• the project will be conducted at all times in compliance with the research 
description/protocol and in accordance with the University’s requirements on recording 
and reporting; 

• this application has not been submitted to and rejected by another committee; and 

• Permission has been granted to use all copyright materials including questionnaires and 
similar instruments 

 
   

      Signed:             Date: 
 

Interpersonal Polyvictimisation and Trauma in a male sample: self-

cognitions, world assumptions and trauma narratives. 

Dr Orla McBride    

       

Ulster University    

Dr Cherie Armour 

B 

Once complete, this application and all associated materials must be submitted for peer review  

Mrs Carol Rhonda Burns (PhD candidate) 

http://www.ulster.ac.uk/research/rg/


355 

 

*In addition, you should complete form RG1d for all category D research and  
 
 
 
form RG1e for both category B and D research  
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
SECTION B 
 
1.  Where will the research be undertaken? 
  
 
 
 
 

Peer Review 

 
• Those conducting peer review should complete form RG2 and attach it to this form (RG1). RG1, 

RG2 and all associated materials should then be returned to the Chief Investigator. 
 

• Depending upon the outcome of peer review, the Chief Investigator should arrange to submit to 
the Filter Committee, resubmit the application for further review or consider a new or substantially 
changed project.  The application must not be submitted to the Filter Committee until the peer 
review process has been completed (except as permitted below) 

 

• Please note that peer review can be conducted by the Filter Committee if time and capacity 
allow. This is at the discretion of the Chairperson of each Filter Committee and is subject to 
change.  

 
Filter Committee 
 

• The application must be considered by the Filter Committee in accordance with the 
requirements of the University 

 

• The Filter Committee should complete form RG3 and write to the Chief Investigator 
indicating the outcome of its review 

 

• Depending upon the outcome of the Filter Committee review, the Chief Investigator 
should arrange to proceed with the research OR submit to the University’s Research 
Ethics Committee OR resubmit the application for further review OR consider a new or 
substantially changed project 

 

• The Filter Committee should retain a complete set of original forms. 

Via an online survey administered in the USA 
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2.  a. What prior approval/funding has been sought or obtained to conduct this 

research?  Please also provide the UU cost centre number if known 
 
 
 
 
 
 
 
 
 
  b. Please indicate any commercial interest in/sponsorship of the study 
 
 
 
 
3.  Duration of the Project  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

None 

Start: January 

2018 

End: March 

2018 

Duration: 3 months 

none 
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4.  Background to and reason(s) for the Project 
 
Please provide a brief summary in language comprehensible to a lay person or non-
expert.  Full details must be provided in the description/protocol submitted with this 
application (see Notes of Guidance)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Distress caused to a victim of maltreatment, irrespective of age, has the potential for 

a variety of long-term catastrophic consequences on mental health (cf. Finkelhor, Ormund, 

& Turner, 2007; Lagdon, Armour, & Stringer, 2014). Experiences of interpersonal trauma 

and victimisation can include adverse childhood experiences, bullying, physical or 

emotional abuse, rape, stalking, assault, intimate partner violence and elder abuse.  In 

addition, cumulative exposures to traumatic experiences are known to increase the risk for 

mental health outcomes in a dose response fashion (Shevlin, Houston, Dorathy & Adamson, 

2008). Of note, a number of prior studies have focused their attention on a single 

victimisation event (e.g., one of ‘the big three’; sexual abuse, physical abuse, or neglect; 

Cuevas, Finklehor, Clifford, Ormrod & Turner, 2009, p.) or victimisations of females or 

mixed gender samples. Thus, few studies have assessed interpersonal trauma or victimisation 

and mental health outcomes in an exclusively male sample.  

The extant literature acknowledges that victimisations rarely occur as stand-alone 

entities (Finklehor, Ormund & Turner, 2007). Green et al. (2010) concluded that multiple 

forms of childhood abuse and neglect co-exist – often referred to as ‘polyvictimisation’ - 

and suggest victimisations should not be examined in isolation if a true picture of the nature, 

prevalence, and consequences are to be obtained. Notably, several studies have shown that 

where victimisation exists, polyvictimisation is common (Dong, Anda, Dube, Giles & 

Feletti, 2003). Moreover, several recent studies have unanimously reported that where 

individuals are exposed to various types of interpersonal victimisations, compared to the 

repeated exposure of a single victimisation, the impact on mental health is far more 

deleterious (Barnes, Noll, Putman & Trickett, 2009; Cuevas et al., 2009). Other studies have 

demonstrated that childhood victims can be re-victimised and that cumulative trauma 

exposure negatively affects mental health (Cavanagh et al., 2013; Desai et al., 2002). Re-

victimisation has also been noted in cases of schoolyard bullying (Pitts & Smith, 1995), 

sexual abuse (Classen et al., 2005), and intimate partner violence (Kuijpers, van der Knaap 

& Winkel, 2012a).  

In assessing and identifying the underlying mechanisms linking one victimisation to 

another, victimological theory has traditionally highlighted lifestyle factors such as 

proximity to perpetrators and risk-taking behaviours (Mustaine & Tewksbury 1998; 

Sampson & Lauritsen 1990).  However, critics have argued that these factors do not 

adequately address re-victimisation particularly as it relates to interpersonal victimisations. 

More recently, researchers have begun to study psychological mechanisms. Indeed, it has 

been reported that the mental health outcomes of the initial victimisation may increase risk 

for subsequent victimisations, particularly in regard to PTSD. Furthermore, factors such as 

attachment and anger may also increase the risk of further victimisation (Kuijpers, van der 

Knaap & Winkel, 2012a, 2012b).   
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5.  Aims of the Project 

 
Please provide a brief summary in language comprehensible to a lay person or non-
expert.  Full details must be provided in the description/protocol submitted with this 
application (see Notes of Guidance)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
6.  Procedures to be used  

  a.  Methods  
  
Please provide a brief summary in language comprehensible to a lay person or non-
expert.  Full details must be provided in the description/protocol submitted with this 
application (see Notes of Guidance)  

  
 
 
 
 
 
 
 
 
 

b.   Statistical techniques  
      Please provide details of the statistical techniques to be used within the 
 project description/protocol (see Notes of Guidance) 
 

Monologues will be screened for spelling. Analysis of the typed trauma script will 

be carried out using the “Meaning Extraction Helper” software to identify key 

• To elucidate cognitions with regard to men’s perceptions of themselves in 

the world around them in direct relation to their experiences of 

victimisation 

• To identify key themes in cognitions for males who have experienced 

victimisation and their experiences in the judicial system, barriers to 

reporting and disclosure of their victimisation experiences. 

• To establish key themes surrounding the impact of victimisation on men’s 

self-esteem and their social comparisons. 
 

 

 

Data will be collected via the Qualitrics software package as a typed online response 

to a short demographic questionnaire and a further typed trauma script in answer to 

three guided questions (see appendix 3). 

Participants will be recruited via an advert on social media (see appendix 4) and the 

link will be promoted through various men’s support groups (see appendix 5). 
 

As noted, few studies have assessed maltreatment, interpersonal trauma and 

victimisation in an exclusively male sample; indeed, many researchers contest  that the 

field of trauma and victimisation on the whole is unequally weighted in the direction of 

female victimization with males appearing to be a forgotten group (Browning 2002; Dube 

et al., 2005). This study will assess the attributional cognitions that men associate with 

their own victimisation experiences of interpersonal victimisation and trauma across the 

life-course and examine the factors that impact the relationship between variables such as 

non-disclosure, social support, judicial expectations, self-esteem and social comparisons. 
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themes, sub themes, high frequency content words and clusters of meaningful 

words. Principal component analysis will be performed in MPlus as a data 

reduction method to establish correlational clusters and relationships.  
 

 
 
 
 
7.  Subjects: 
 
     a. How many subjects will be recruited to the study (by group if 
appropriate)? 
 

Sample will be obtained from across the USA adult male 
population.   
 

>50 

 
 

 

 
 

 

 
     b.  Will any of the subjects be from the following vulnerable groups - 

   
                        YES   NO 
 
Children under 18 
 
Adults with learning or other disabilities 
 
Very elderly people 
 
Healthy volunteers who have a dependent or  
subordinate relationship to investigators  
 
Other vulnerable groups    

 
          If YES to any of the above, please specify and justify their inclusion 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

x 

 
 

x 

x 
 

 

 
 

x 

X 
 

 

Participation will be open to adult males over 18 years of age who are resident in 

the USA. As recruitment will be conducted online there is no way to screen out 

anyone who makes a false declaration. 

The survey is open to those who are very elderly as there is no upper age limit, 

although this is of ethical concern, it has been considered as necessary as without 

the elder age bracket inclusion there will be no assessment of the potential for 

elder abuse, or victimisation experiences within elder communities. With a 

growing elder population, it is extremely important that the wealth of rich 

information these participants can impart be included. 

All participants will have a prior history of victimisation experience at some point 

in their lifetime. 
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     c.  Inclusion and exclusion criteria 

    Please indicate, with reasons, the inclusion criteria for the project 
 

 
 
 
      
 
 
 
          Please indicate, with reasons, any exclusion criteria for the project  
 
 
 
 
 
 
 
 
     d.  Will any inducements be offered?  If ‘Yes’, please describe 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
    e.  Please describe how and where recruitment will take place 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Participation will be open to adult males over 18 years of age who have 
experienced an interpersonal victimisation experience at some point in their 
lifetime but not within the last 6 months and who are ordinarily resident in the 
USA. 

Under age 18 years will be excluded as this project aims to examine life-course 
polyvictimisation outcomes and under 18 year olds will have no adult 
experiences. Anyone who has experienced an interpersonal trauma or 
victimisation event within the last six months will be excluded to minimise any 
potential distress.  Participation in the study is only open to males who are 
ordinarily resident in the USA. These exclusion criteria are specifically woven into 
the background demographic questionnaire so that any participant who meets 
these criteria are immediately eliminated from the survey.  

A ‘Twitter’ and ‘Facebook’ statement will be published via social media that will 
provide a link to the Qualtrics software and study. Please see appendix 2. 
A link to the survey will also be promoted through relevant Twitter accounts 
including the investigators personal accounts. Several support agencies and 
charities that operate in the USA have agreed to promote the survey via their 
web and social media presence (see appendix 5) 

Yes. While participation in the study will generate anonymous data, as no 
identifiers will be included in the participant survey submissions, participants will 
have the opportunity to access a link that will allow for email only entry into a 
monthly draw for a $50 Amazon e-voucher. The email address used for the draw 
will be completely separate from the study or any data. The winner of the draw 
will be notified via the entry email address and the e-voucher will be sent to this 
email. This voucher can then be added to any amazon account without the 
researchers being able to identify any of this data. Data for the draw will be held 
separately from the anonymous participant data on a password protected desktop 
computer within Ulster University and will be treated in the strictest confidence. 
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8.  Ethical implications of the research 
Please provide an assessment of the ethical implications of the project  

  
        
  
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
9. Could the research identify or indicate the existence of any undetected 

healthcare concern?  
             
        Yes  No   
       
 If Yes, please indicate what might be detected and explain what action will be 

taken (e.g. inform subject’s GP) 
 
 
 
 
 
 
 
 
 
 
10.  Risk Assessment **  
       Please indicate any risks to subjects or investigators associated with the project
  
 
 
 
 
   **If you wish, you can use form RG1c – Risk Assessment Record (available from the 

Research Governance website) to help you assess any risks involved 
 
 
 
 
 
 
 

There is a possibility of minimal psychological distress for participants.  
 

The current study has one ethical implication: 
 

1) Participants will be asked to reflect on their experiences of interpersonal 
trauma and their victimisation history which they could find distressing. 
However, according to Cromer et al. (2006), in an examination of trauma 
history investigations, found that the trauma questions caused minimal 
distress when compared to other personal questions. 
The researcher has completed basic training in CPT (see appendix 6) 
and has used this knowledge to inform the framing of the questions. This 
training also has informed the introduction of a ‘trauma narrative’. This 
empowers the participant to describe freely their individual trauma 
narrative and allows for free thinking and reflection by the participant. 

 
Cromer, L.D., Freyd, J.J., Binder, A.K., DePrince, A.P., & Becker-Blease, K. 

(2006). What’s the risk in asking? Participant reaction to trauma history 
questions compared with reaction to other personal questions. Ethics & 
Behavior, 16(4), 347-362. 

 

X  

Due to the nature of the study, participants may disclose negative mental or 
physical health concern however due to the anonymous nature of the study the 
researcher will not be able to identify the participant. A full debriefing sheet and 
list of support and help services will be included at the end of the study. 
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11.  Precautions 
       Please describe precautions to be taken to address the above 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
12.  Consent form 

It is assumed that as this study is being conducted on human subjects, an information 

sheet and associated consent form will be provided.  A copy of the information sheet 

and form must be attached to this application. See Notes of Guidance. 
 

 
      If a consent form is not to be used, please provide a justification: 

  
 

 
 
 
 
13.  Care of personal information 

Please describe the measures that will be taken to ensure that subjects’ personal 
data/information will be stored appropriately and made available only to those 
named as investigators associated with the project. 
 
 
    

 
 
 
 
   
 
 
 
14.  Copyright    
       Has permission been granted to use all copyright materials including 

questionnaires and similar instruments? 
         Yes          No 
   

- Prior to participation in the study, participants will be informed that they will 
be asked to reflect and give account of their thoughts, feelings and 
emotions with regard to their trauma history and other functioning. 

- Prior to participation in the study, participants will be informed that they 
are free to withdraw from the study at any time up until they click to submit 
their survey answers without giving a reason. Once the survey is 
submitted it will not be possible for participants to withdraw their data as 
no identification information will be collected as part of the survey. 

- Participants will be provided with full debriefing and contact details of 
support organisations including 1in6.org, the National Council for Aging 
Care, Stop Abuse for Everyone, Samaritans and Aware Defeat 
Depression. Should they have concerns regarding their victimisation 
experiences, mental health or any issue raised they can contact these 
agencies to discuss traumatic experiences or mental health concerns 
further. 

 

 

The data will be stored electronically without any identifying information on a 
password protected computer on the Ulster University Coleraine campus. The 
data will only be accessible to the Chief investigator (CI) and the co-investigators 
with approval from the CI. The data will be held as per UU Data regulations for a 
period of 10 years. 
 

X  
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 If No, please provide the reason 
 
 
 
 
 
 
Once you have completed this form you should also complete form RG1d for 
all category D research and form RG1e for both category B and D research 
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Page 1a 
Please choose which language you would prefer 

 English/ Inglés 

 Spanish/ Castilian 

 Condition: English/ Inglés Is Selected. Skip To: English Language Survey. 

 Condition: Spanish/ Castilian Is Selected. Skip To: Spanish Language Survey. 

 
 

MEM study: Participant Information Sheet – this will be page 1b 

 

 

 

 

Study title: Thoughts and feelings of men who 

have experienced victimization.   

 

 

 

 

 

My name is Carol Burns and this research is being conducted at Ulster University as 

part of PhD project within the School of Psychology. This study will examine the 

thoughts, feelings and emotions of men resident in the USA, aged 18 years or older 

and who have been victims of interpersonal trauma and victimization prior to the last 

6 months. These experiences include, but are not limited to, being a victim of 

childhood abuse and neglect; bullying; assault; intimate partner violence and 

domestic abuse; rape; stalking; elder abuse; and coercive control by another person. 

We refer to this as the ‘victimisation experience’. You will be asked to take 5 

minutes to think about and reflect on how your experiences of victimization have 

made you feel and think about who you are, how you see yourself in relation to other 

people, and what problems you feel have directly impacted on your thoughts and 

feeling about yourself.  

 

You will be given the opportunity to tell us what happened to you. Some people find 

this helpful while others can find this distressing. You can choose not to complete 

this section, or write as little or as much as you like. You will then be asked to write 

freely about your thoughts, feelings and emotions in response to three guided 

questions:   

 

 

1. Thinking about yourself what were your thoughts, feelings and emotions 

about telling other people about your victimisation experiences and what had 

happened to you? This could include things like - Did you feel you could 

confide in your friends or family about what happened to you? How did you 

feel about reporting these experiences to the police or other statutory 

organizations or agencies? Did you think or feel there was anything 
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preventing you from telling another person about your experiences. Please 

write freely. 

2. Thinking about yourself, what were your thoughts, feeling and emotions 

about how you see yourself and your place in the world around you? This 

could include things like feeling confident or nervous around other people, 

feeling that you fit in or perhaps you feel people judge you? Do you think 

that your experience of victimization has impacted how you view who you 

are and how other people view you? Please write freely.   

3. Thinking about yourself and your experience of victimisation, what are your 

thoughts, feelings and emotions about your own self-esteem and your own 

feelings of self-worth (your belief and confidence in your own abilities). Do 

you see yourself, or think others see you as a person who makes emotional 

connections to other people? Do you feel, or do you think others feel you 

make a worthwhile contribution to your community? Please write freely 

 

 

Your participation will take about 20-30 minutes. No identifying information is 

requested as part of this study and we will make every effort to protect your 

confidentiality. You may refuse to participate or withdraw from the study at any time 

prior to submitting your completed answers. Once you have completed and 

submitted your responses to the study, these can not be removed from the study due 

to no identification information being gathered.  This means we cannot identify nor 

extract your responses from that of other respondents. Your data will be held for 10 

years. The data from all respondents collectively will be analysed and interpreted in 

a PhD thesis and corresponding academic publications. If you would like to know 
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more about the study, please feel free to contact the research team with any questions 

you might have. The email addresses are:  

 

Dr Cherie Armour: c.armour1@ulster.ac.uk (Chief Investigator)  

Rhonda Burns:  burns-CR@email.ulster.ac.uk  (PhD researcher) 
   

Please be assured that all participation will be completely anonymous.    

 

 

Support Organisations 

Please feel free to make a note of these or print this page. 

 

Samaritans - email: jo@samaritans.org  

 

Male Survivor: Malesurvivor.org 

 

Stop Abuse for Everyone: www.stopabuseforeveryone.org 

 

National Council for Aging Care: Ageinplace.org 

 

The National Centre for Victims of Crime: Victimsofcrime.org 

 

HAVOCA -Help for Adult Victims of Child Abuse https://www.havoca.org/ 

 

National Center on Domestic and Sexual Violence 

http://www.ncdsv.org/publications_malevictims.html 

 

Healthy Place for your Mental Health 

https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-

abuse-of-men-men-victims-of-emotional-abuse-too/ 

 

The national Domestic Violence Helpline:  

http://www.thehotline.org/ 

 

RAINN-  La Línea de Ayuda Nacional Online del Asalto Sexual (National Sexual 

Assault Hotline) 

https://hotline.rainn.org/es/terms-of-service.jsp 

 

Office for Victims of Crime: 

Recourses in English - https://www.ovc.gov/help/tollfree.html 

Recursos en Español - https://www.ovc.gov/library/espanol.html 

mailto:c.armour1@ulster.ac.uk
mailto:burns-CR@email.ulster.ac.uk
mailto:jo@samaritans.org
http://www.stopabuseforeveryone.org/
http://www.ncdsv.org/publications_malevictims.html
https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-abuse-of-men-men-victims-of-emotional-abuse-too/
https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-abuse-of-men-men-victims-of-emotional-abuse-too/
http://www.thehotline.org/
https://www.ovc.gov/library/espanol.html
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Consent Form: this will be page 2 

 

 

 

 

 

 

 

 

 

 

 

 

Now that you have read the Participant Information sheet please answer the 

following question to provide your consent for participation in this study. 

 

Participation in this study is only for those men who are resident in the USA, are 18 

years of age or older and have not experienced any victimisation experience within 

the last six months. 

 

 I agree to take part in this study 

 I do not agree to take part in this study 

Condition: I do not agree to take part... Is Selected. Skip To: End of Survey. 

 

Before completing the study please agree with each of the following statements to 

give your consent for participation in the current study 

I am 18 years of age or older. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I am ordinarily resident in the USA. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey.  

 

I have read the participant information sheet and I am fully informed about the 

nature of this research. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I am aware that the researcher will make every effort to prevent anyone from 

knowing my information 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 
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I have been provided with contact details for members of the research team. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I am aware that my participation is voluntary and I have the right to withdraw at any 

time before I complete and submit my survey 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I am aware that my data will be held for 10 years and may be used within a number 

research studies. Remember that responses are anonymous and confidentiality will 

be protected. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I am aware that the subject area is of a sensitive nature and I may find it upsetting.  

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I understand that if I become upset or distressed I can stop the study at any time. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I understand that I cannot withdraw my data after the study has been complete. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 

 

I understand I have been, and will be provided with helpline numbers and 

information on support organisations should I wish to seek support. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey.  

 

Again, please confirm that you agree to take part in this study. 

 Agree 

 Disagree 

Condition: Disagree Is Selected. Skip To: End of Survey. 
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Questionnaire: this will be page 3 

 

 

 
 
 
 
 
 
 
 
 

 
This is the start of the study. Please complete these short questions to help 
us understand your background: 

 

Do you currently identify your gender as male/masculine? 

 Yes 

 No 

Condition: No is selected. Skip To: End of Survey. 

 

What is your age in years at your last birthday? 
Condition: What is your age in years... Is Less Than 18. Skip To: End of Survey. 

 

What is your current employment status? 

 Part time employed (16 hours per week or less) 

 Full time employed (more than 16 hours per week) 

 Unemployed 

 Student/ In education 

 Retired 

 Other ____________________ 

 

What is your nationality? 

  ____________________ 

 

 

 Are you ordinarily resident in the USA? 

 Yes 

 No 

Condition: No Is Selected. Skip To: End of Survey.  
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What ethnic background or race do you identify with? (please select any that apply) 

 White, non-Hispanic 

 Black, non-Hispanic 

 American Indian/ Alaska Native, non-Hispanic 

 Asian/ Native Hawaiian/ Other Pacific Islande, non-Hispanic 

 Hispanic, any race 

 

What is your sexual orientation? 

 Heterosexual (male & female) 

 Same sex (male & male) 

 Bisexual (either male or female) 

 Asexual (neither male or female) 

 Demisexual (emotionally attached) 

 Other ____________________ 

 

What is your current relationship status? 

 Single 

 Dating 

 Living with a romantic partner, not married 

 Married 

 Separated 

 Divorced 

 Widowed 

 

Have you previously experienced any of the following?  (tick all that apply) 

❑ Childhood neglect 

❑ Childhood physical abuse 

❑ Childhood sexual abuse 

❑ Bullying 

❑ Witnessing domestic violence as a child 

❑ Assault without a weapon 

❑ Assault with a weapon 

❑ Mugging 

❑ Intimate partner violence without a weapon 

❑ Intimate partner violence with a weapon 

❑ Unwanted sexual attention 

❑ Rape (including penetration) 

❑ Stalking 

❑ Coercive control (emotional and psychological abuse through threats and 

restrictions against you) 

❑ Elder abuse 
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When did you last experience any of these events? 

 less than six months ago 

 more than six months ago 

Condition: less than six months ago Is Selected. Skip To: End of Survey. 

 

Have you previously experienced symptoms of, or been diagnosed and/or treated for 

any of the following? (tick all that apply) 

❑ Anxiety 

❑ Depression 

❑ Post Traumatic Stress Disorder 

❑ Addiction to alcohol 

❑ Addiction to prescribed drugs 

❑ Addiction to illegal drugs 

❑ Personality disorder (please state) ____________________ 

❑ Other ____________________ 

 

 

 

 

(this will be page 4) 

 

Some people find it helpful to share their experiences. If you would like to write 

about what happened to you, please do so here. We will ask about how you feel 

about these experiences in the next section. Please write freely. Alternatively, skip to 

the next question. 

 

 

(this will be page 5) 

 

Now I would like you to think for five to ten minutes about any victimisation 

experiences that you have suffered. Look in the mirror and see yourself and who you 

are. Gaze into your own eyes, look at your face. See yourself as others see you and 

how you see yourself. While looking at your image, think about where you are in 

your life, your connections to others, and who you really are. Think about how your 

experience of victimisation made you feel about yourself, how this did or did not 

impact your thoughts, feelings and emotions, and how you feel about the person that 

you are today.     After five minutes of reflection please continue to the next stage. 

 

 

(this will be page 6) 

 

Please read the following statement and write your comments below.      

Thinking about yourself what were your thoughts, feelings and emotions about 

telling other people about your victimisation experiences and what had happened to 

you? This could include things like - Did you feel you could confide in your friends 

or family about what happened to you? How did you feel about reporting these 

experiences to the police or other statutory organisations or agencies? Did you think 
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or feel there was anything preventing you from telling another person about your 

experiences. Please write freely. 

 

(this will be page 7) 

 

Please read the following statement and write your comments below.      

Thinking about yourself, what are your thoughts, feelings and emotions about how 

you see yourself and your place in the world around you? This could include things 

like feeling confident or nervous around other people, feeling that you fit in or 

perhaps you feel people judge you? Do you think your experience of victimisation 

has impacted how you view who you are and how other people view you? Please 

write freely. 

 

 

(this will be page 8) 

 

Please read the following statement and write your comments below. 

Thinking about yourself and your experience of victimisation, what are your 

thoughts, feelings and emotions about your own self-esteem and your own feelings 

of self-worth (your belief and confidence in your own abilities). Do you see yourself, 

or think others see you as a person who makes emotional connections to other 

people? Do you feel, or do you think others feel you make a worthwhile contribution 

to your community? Please write freely. 
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(this will be page 9) 

 

Thank you for taking part in this study.    

 

This study is being conducted to provide an understanding of the thoughts, feelings 

and emotions of men who have been victims of interpersonal victimization and 

traumatic experiences.   

 

All responses to the survey are anonymous.   

 

If you feel you would like support or help because of what you have experienced 

please contact one of the following resources:  

Samaritans - email: jo@samaritans.org  

 

Male Survivor: Malesurvivor.org 

 

Stop Abuse for Everyone: www.stopabuseforeveryone.org 

 

National Council for Aging Care: Ageinplace.org 

 

The National Centre for Victims of Crime: Victimsofcrime.org 

 

HAVOCA -Help for Adult Victims of Child Abuse https://www.havoca.org/ 

 

National Center on Domestic and Sexual Violence 

http://www.ncdsv.org/publications_malevictims.html 

 

Healthy Place for your Mental Health 

https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-

abuse-of-men-men-victims-of-emotional-abuse-too/ 

 

The national Domestic Violence Helpline:  

http://www.thehotline.org/ 

 

RAINN-  La Línea de Ayuda Nacional Online del Asalto Sexual (National Sexual 

Assault Hotline) 

https://hotline.rainn.org/es/terms-of-service.jsp 

 

Office for Victims of Crime: 

Recourses in English - https://www.ovc.gov/help/tollfree.html 

Recursos en Español - https://www.ovc.gov/library/espanol.html 

 

 

 

If you would like to be entered into the draw for a $50 amazon e-voucher please 

copy and paste the following  

 

MEM50 

 

into a separate email and send to mem50study@gmail.com 

mailto:jo@samaritans.org
http://www.stopabuseforeveryone.org/
http://www.ncdsv.org/publications_malevictims.html
https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-abuse-of-men-men-victims-of-emotional-abuse-too/
https://www.healthyplace.com/abuse/emotional-psychological-abuse/emotional-abuse-of-men-men-victims-of-emotional-abuse-too/
http://www.thehotline.org/
https://www.ovc.gov/library/espanol.html
mailto:mem50study@gmail.com
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Please send your entry from the email address you would like included in the draw.  

One e-voucher per month will be drawn from all the entries and the winner will be 

notified by email.  

 

All entries to the draw are confidential and entry to the draw cannot identify any data 

submitted to the survey 

 

 submit 
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This is an example of a social media link to the study: 
 

Are you male and over 18 years of age? Do you normally live in the USA?  At 

any time in your life have you ever been a victim of abuse or trauma that was of 

a personal nature? Would you like to take part in a study to help understand 

how men’s thoughts, feelings and emotions about themselves are affected when 

they have been victims of personal abuse or trauma.  

Click on this link (link will appear here) 

Once finished you have the opportunity to enter a free draw for a $50 Amazon 

e-voucher. 

This study is being carried out as part of a PhD research study and ethical 

approval has been granted by Ulster University Research Ethics Committee. 
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Copies of emails from charity and support organisations to support and promote the 
study via websites and/or social media: 
 
 
Stop Abuse from Everyone: 

 
 
1in6.org: 
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This is a copy of training completed by Carol Burns (student investigator) in 
Cognitive Processing Therapy, an important element in this type of research. 
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Research Ethics Committee Application: Permission to proceed 
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Chief Investigator Statement of Complience 

 
 

 

 
 

 

 


