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ABSTRACT 

COURTNEY WELLS 

LONELINESS AND TRAUMA: A CAUSAL MODEL EXPLORING ATTACHMENT, 
LONELINESS, AND COGNTION AMONG A CLINICAL AND 

COMPARISON GROUP 
 

AUGUST 2015 

The purpose of this study was to explore the interrelationship among the 

constructs of trauma, attachment, loneliness, and cognition.  Loneliness, trauma, and 

insecure attachment have all been shown to be predictive of various negative social, 

psychological and health consequences.  However, these three constructs have not been 

studied in conjunction with each other.  Each construct demonstrates unique cognitive 

patterns, which can be traced through language. A mixed methods research design was 

employed, engaging a clinical and comparison group.  The current study utilized 110 

participants, 62 individuals in the clinical, inpatient trauma group and 48 individuals in 

the comparison, college sample.  Participants completed three inventories assessing 

degree of insecure attachment, loneliness, and psychological distress.  Individuals also 

participated in an interview that was transcribed and then analyzed using the Linguistic 

Inquiry Word Count program.  A causal model for both the clinical and comparison 

groups was tested utilizing path analyses.  The clinical group had higher scores than the 

comparison group on measures of loneliness, psychological distress, and insecure 
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attachment.  The linguistic analysis revealed the clinical group used more singular, first 

person pronouns and negative emotion words.  The path analyses revealed differences 

between the clinical and comparison groups; the only relationship that remained 

significant between groups was attachment’s direct effect on loneliness.   
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CHAPTER I 

INTRODUCTION 

 This introduction provides an overview of the present study’s focus. Specifically, 

the prevalence and impact of loneliness, trauma, and insecure attachment are noted, and 

their relationship to cognitive factors and language identified.  More in-depth analysis 

and review of the literature pertaining to these topics can be found in Chapter Two.  This 

introduction also provides the rationale for the current study, a brief description of the 

methods, and key terms related to the study. 

Loneliness 

Most people experienced loneliness at some point in their lives.  Eighty percent of 

people younger than 18 years of age and 40% of individuals over the age of 65 (Ertosun 

& Erdil, 2012; Hawkley & Cacioppo, 2010; Hawkley, Thisted, Masi, & Cacioppo, 2010) 

reported experiencing loneliness at least sometimes.  Estimates showed that between 15% 

and 30% of people experienced chronic loneliness (Hawkley & Cacioppo, 2010).  

Increased loneliness had negative implications for individuals’ health and well-being.  

Research showed that loneliness was a predictor for decreased quality sleep, elevated 

systolic blood pressure, increased cardiovascular disease, escalated activation in the 

hypothalamic pituitary adrenocortical area, and an over-expression of genes in 

connection with pro-inflammatory responses while simultaneously predicting an under-

expression of genes in connection with anti-inflammatory properties (Hawkley, Thisted, 
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Masi, & Cacioppo, 2010; Pietromonaco, Uchino, & Schetter, 2013; Segrin & 

Passalacqua, 2010; Zawadzki, Graham, & Gerin, 2013).  Loneliness also increased the 

risk for overall psychological distress, depression, cognitive dysfunction, 

psychopathology, social anxiety, suicidal ideations and action, and interpersonal 

communication deficits (Cacioppo, Fowler, & Christakis, 2009; Hawkley et al., 2010; 

Lasgaard, Goosens, Bramsen, Trillingsgaard, & Elklit, 2011; Pietromonaco et al 2013; 

Segrin & Passalacqua, 2010; Zawadzki et al., 2013). 

Loneliness was shown to be both a subjective and a social phenomenon 

(Cacioppo, Fowler, & Christakis, 2009).  Loneliness was differentiated from other 

affective experiences by the combination of disconnection, feelings of not belonging and 

aloneness, as well as emotional pain and inner turmoil (Rokach, 1988).  Individuals 

experienced loneliness when there was a discrepancy between their expectations for 

relationships and how they perceived their interpersonal connections (Pinquart & 

Sorensen, 2001; Russell, Cutrona, McRae, & Gomez, 2012). 

As a social issue, Cacioppo et al. (2009) examined social networks and found 

striking patterns emerged; individuals were impacted by others’ experience of loneliness 

when they lived in close proximity.  The experience of loneliness operated as both the 

instigator of disconnection as well as the outcome (Cacioppo et al., 2009).  Researchers 

explained that loneliness was stigmatized, such that feeling isolated could progress to 

being ostracized (Cacioppo et al., 2009).  Researchers hypothesized that people rejected 

lonely individuals in an effort to sustain their own social networks and the quality of their 

relationships (Cacioppo et al., 2009).   
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 While loneliness had been studied extensively as a social issue as well as in the 

health related fields, most of the mental health literature focused on depression, social 

anxiety, and suicide. Loneliness remains understudied with regard to trauma and 

attachment.  

Trauma 

 Individuals’ lifetime potential for exposure to traumatic events ranged from 56% 

to 85% (Marshall, Robinson, & Azar, 2011).  Women exposed to traumatic events were 

at an increased risk for developing posttraumatic stress disorder (PTSD) when compared 

to men (Marshall et al., 2011).  The disparity in prevalence and development of PTSD 

among men and women was attributed in part, to the discrepancy of risk for women for 

various forms of interpersonal trauma, such as rape (American Psychiatric Association, 

2013).  Exposure to traumatic events did not necessarily imply that individuals developed 

the symptoms associated with PTSD, such as flashbacks, intrusive thoughts and 

memories, hypervigilance, and making continued efforts to avoid internal and external 

cues of the trauma (Peltonen, Pouta, Sarrai, & Punamaki, 2010).   

 Trauma had negative implications for children’s social development (Peltonen et 

al., 2010).  Children exposed to military traumas displayed decreased abilities to develop 

and maintain supportive and validating peer and sibling relationships (Peltonen et al., 

2010).  Early childhood traumas, such as abuse, had long-term consequences, such as low 

self-esteem, increased self-criticism, increased frequency of withdrawal from social 

situations, and difficulty in sustaining peer relationships (Caldwell, Shaver, Li, & 

Minzenberg, 2011).  Childhood maltreatment further increased individuals’ risk for social 
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isolation, difficulty engaging in relationships, experiencing others’ behaviors as 

malicious, and isolation and withdrawal as forms of coping (Muller, Thronback, & Bedi, 

2012).   

Interpersonal traumas, those inflicted by another individual, such as rape, often 

challenged the cognitive assumptions people made about the world (Lilly & Lim, 2013).  

As these cognitive assumptions were challenged, or shifts were made, interpersonal 

trauma survivors potentially blamed themselves or began to see the world as wholly 

unsafe (Lilly & Lim, 2013).  Amongst trauma survivors, increased negative self-appraisal 

was predictive of increased severity of PTSD symptoms experienced (Karl, Rabe, 

Zollner, Maerckner, & Stopa, 2009).  Early research held that social support acted as a 

buffer against the impact of trauma, though recent research showed that individuals’ 

ability to accurately perceive their social support impacted the efficacy of the support 

system (Robinaugh, Marques, Traeger, Marks, Sung, Beck, & Simon, 2011).   Trauma 

had the potential to disrupt social, emotional, and cognitive development and functioning 

(Lilly & Lim, 2013; Peltonen et al., 2010; Robinaugh et al., 2011). Trauma, especially 

early in childhood, was linked to disrupted attachment (Caldwell et al., 2011; Joubert, 

Webster, & Hackett, 2012; Muller et al., 2012; Owen, Quirk, &Manthos, 2012).  

Insecure Attachment 

Bowlby’s theory of attachment identified the importance of caregivers noticing 

and responding to the needs of infants (Bowlby, 1980).  When caregivers were able to 

attend to and be responsive to infants’ emotional needs, infants formed secure 

attachments.  Caregivers’ ability to be responsive to infants’ needs also laid the 
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foundation for individuals’ subsequent emotional regulation (Goldberg, Muir, & Kerr, 

1995).  When infants experienced emotional distress, they had little control of behaviors 

expressed; rather, they relied on the presence of the relationship with the caregiver to aid 

in emotional regulation (Riggs, 2010).  When caregivers were unresponsive or 

inconsistent in their response to infants’ needs, infants and children often increased 

attachment behaviors, such as crying, to attract the attention of the caregiver (Benoit, 

Bouthillier, Moss, Rousseau, & Brunet, 2010). 

Individuals internalized attachment models that operated as schemas and aided in 

processing social and relational information (Dykas & Cassidy, 2011).  However, the 

processing of current relational information was biased based upon past experiences 

(Dykas & Cassidy, 2011).  Whereas securely attached individuals internalized a model of 

attentive and responsive caregivers, insecurely attached individuals internalized a model 

where caregivers were inconsistent, unresponsive, or abusive (Benoit et al., 2010; Dykas 

& Cassidy, 2011).  As a result, securely attached individuals operated from a model 

where emotions were more tolerable as they had been soothed in the past; insecurely 

attached individuals operated from a model where emotions were more intolerable 

(Dykas & Cassidy, 2011).    Individuals’ internalized model of attachment was associated 

with functioning in current relationships, reported quality of current relationships, and 

emotional regulation abilities (Borelli, David, Rifkin-Graboi, Sharra, Mehl, & Mayes, 

2013).  Insecure attachment style was associated with increased risk for substance use, 

increased self-blame, and decreased effective emotional regulation skills (Benoit et al., 

2010).  
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Attachment, Trauma, Loneliness and Cognition 

Attachment, trauma, and loneliness all shared cognitive components.  Internalized 

attachment models operated as underlying relational frameworks and schemas that 

impacted the information to which individuals attended, how people interpreted stimuli 

from their environment, and emotional regulation (Pielage, Luteijn, & Arrindell, 2005).  

These underlying schemas allowed individuals to make predictions about future 

relationships based upon earlier experiences; however, these predictions were biased by 

that previous experience (Dykas & Cassidy, 2011).   

Trauma and cognition were interrelated in numerous ways.  The ways in which 

individuals appraised or evaluated previously experienced traumas was impacted by their 

current emotional state (Beck, Reich, Woodward, Olsen, Jones, & Patton, 2013; Olff, 

Langeland, & Gersons, 2005; Wilksch & Nixon, 2010).  Symptoms associated with 

experiencing a traumatic event, such as intrusive memories, were actually maintained 

when individuals employed cognitive styles of coping, such as thought suppression 

(Kenny, Bryant, Silove, Creamer, O’Donnell, & McFarlane, 2009).  Another cognitive 

coping mechanism employed by trauma survivors was recalling memories from an 

observer perspective (Kenny et al., 2009).  Individuals employing an observer perspective 

recalled memories as if they were watching events unfold rather than experiencing them 

(Kenny et al., 2009).   

Individuals’ perceptions of their social connections were foundational in the 

understanding of loneliness (Cacioppo & Patrick, 2008; Rokach, 1988).  Individuals who 

reported greater loneliness were also more likely to be distracted by negatively affective 
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language in a social setting than positive social words (Norman, Hawkley, Cole, 

Berntson, & Cacioppo, 2012).   Individuals who reported increased loneliness perceived 

their relationships more negatively and were also viewed by others as less adept at 

interpersonal interactions; loneliness continued to show a negative correlation with social 

skills (Tsai & Reis, 2009; Wei, Russell, & Zakalik, 2005).   

The cognitive elements shared among attachment, loneliness, and trauma were 

accessed via language and studied using linguistic analysis. For example, the effects of 

trauma were evident in individuals’ language (D’Andrea, Chiu, Casas, &Deldin, 2012).  

Increased use of singular first-person pronouns in an initial assessment, one month after 

an experienced trauma, was predictive of increased PTSD symptoms five months later 

(D’Andrea et al., 2012).  Such a linguistic analysis was proposed for the present study 

and was discussed in later chapters.  

Rationale 

 In the current study, this researcher explored the interrelated constructs of 

loneliness, trauma, attachment, and cognition.  Loneliness, trauma, attachment, and 

cognition showed throughout the literature to impact one another greatly, though they had 

yet to be studied concurrently.  This gap in the literature provided the primary rationale 

for the current investigation. The current study produced useful information for clinicians 

working with trauma, attachment, and loneliness.  Clinicians are better able to target 

interventions when they have information regarding the degree to which loneliness, 

trauma, attachment, and cognition impact one another and how these constructs are 

interrelated.  
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Method Overview 

 The current study utilized clinical and comparison groups in a mixed methods 

research design.  The clinical group consisted of 62 participants from a trauma-focused 

inpatient treatment program. The comparison group consisted of 48 participants, recruited 

from lower level psychology courses.  Individuals completed an attachment inventory, a 

loneliness inventory, a measure of psychological distress, and a demographics 

questionnaire.  Individuals then participated in a 45-60 minute interview, assessing 

individuals’ experience of themselves in relation to others and in response to life events.  

The interview was analyzed utilizing the Linguistic Inquiry and Word Count (LIWC) 

program.  The current study tested a proposed model of relationships among the variables 

of attachment, loneliness, psychological distress, and cognition as measured by the 

LIWC, utilizing a path analysis.  The model was then compared between the clinical and 

comparison group to identify any significant differences, such as strength of relationship 

among variables and direction of relationship among variables.   

Definition of Terms 

Cognition is comprised of complex mental processes including perception, attention, 

memory, reasoning, problem solving, language production and language comprehension 

(Ashcraft & Radvansky, 2010).  

Insecure Attachment is an internalized model of attachment in which individuals want 

connection with others while fearing others’ rejection or avoid connections with others 

due to fear of others’ rejection (Bifulco, Mahon, Kwon, Moran, & Jacobs, 2003; Griffin 

& Bartholomew, 1994). 
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Language is a shared system of symbols used to convey meaning, representing inner 

thoughts and reflecting underlying cognitive processes (Ashcraft & Radvansky, 2010; 

Pennebaker & Graybeal, 2001; Perlovsky, 2009).  

Loneliness is a subjective experience of distress when the perceived experience of social 

connections does not match individuals’ expected level of social connection (Pinquart & 

Sorensen, 2001; Russell, Cutrona, McRae & Gomez, 2012). 

Secure Attachment is an internalized model of attachment in which individuals want 

connection with others and hold an expectation for others to be responsive and available 

(Griffin & Bartholomew, 1994; Hazan & Shaver, 1987). 

Trauma denotes the event and not individuals’ complex reaction to the traumatic 

incident (Briere & Scott, 2006).  As a result of traumatic events, individuals experience 

changes in cognition, such as appraising the world as dangerous, and alterations in mood, 

such as a sense of helplessness, overwhelming fear, or terror (APA, 2013; Briere & Scott, 

2006). A traumatic event is an incident that a person experiences first-hand, witnesses, 

learns about happening to a close friend, loved one, or family member, or is exposed to 

the details of in a repeated fashion, as in the case of a first-responder (APA, 2013).  The 

traumatic event exposes the individual to actual or threatened death, grave injury, and/or 

sexual violence (APA, 2013). 
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CHAPTER II 

LITERATURE REVIEW 

This literature review begins with an examination of key findings related to 

attachment, loneliness, trauma, and cognition.  As each main area is explored in the 

current research, the interrelation of each area is also noted.  For example, as trauma is 

discussed, the bidirectional impact of trauma on cognition and cognition on individuals’ 

experience of trauma is illustrated.  The literature review integrates research on trauma, 

loneliness, attachment, and cognition, laying the foundation for how these key areas 

operate together and impact one another simultaneously. The review concludes with the 

rationale for the study and the research questions.  

Attachment 

History of Attachment Theory 

 In the late 1930’s, researchers were beginning to address the physiological and 

social consequences of early separation from the primary caregiver and a lack of a stable 

and consistent caregiver (Bowlby, Ainsworth, Andry, Harlow, Lebovici, Mead, Prugh & 

Wootton, 1950).  Lying, stealing, acts of aggression, sexual acting out, difficulties in 

school displayed by attentional struggles and low academic performance, struggles 

connecting in relationships, and displaying minimal affect were the behavioral and social 

consequences noted in the early research conducted with the youth who had lost or been 

separated from their primary caregivers for an extended amount of time without a 
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substitute caregiver (Bowlby et al., 1950).  The critical characteristic of this population of 

individuals, sharing the significant loss of a primary caregiver as well as time in an 

institutionalized care setting, was their struggle to form relationships that extended 

beyond a superficial attachment (Bowlby et al., 1950).  

Van der Horst and van der Veer (2008) identified the emergence of focus on 

attachment in the 1940’s through worry over the negative outcomes regarding the amount 

of time children spend in the hospital. Lowery was acknowledged as the first psychiatrist 

to draw attention to the issue, reporting on institutionalized children’s behaviors once 

placed in foster homes.  According to Lowery, a high proportion of institutionalized 

children began to exhibit pathological behaviors once in the foster home, leading him to 

conclude that no child should experience the isolation of institutional living (van der 

Horst & van der Veer, 2008).  Van der Horst and van der Veer identified what was 

missing in the institutional setting, highlighting the critical nature of positive interaction 

between caregiver and child.  Intellectual, emotional, and social stimulation were 

routinely missing in these institutional settings.  Also absent from the institutional setting 

were shared interactions with adults, which inhibited the formation of crucial and lasting 

attachment bonds (van der Horst & van der Veer, 2008). 

 Early research demonstrated that when young children, between 12 months and 

three years, were separated from primary caregivers, the children initially engaged in 

loud, demonstrative outcries to bring caregivers back (Bowlby, 1980).  The children 

attended to every noise in readied expectation for the return of caregivers.  However, as 

time passed on, if left alone, the children began to disengage. Bowlby identified isolation 
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and withdrawing as characteristic of this disengagement, with crying out occurring more 

rarely and generally more in anguish than an attempt to call for the caregivers.  Bowlby 

labeled this withdrawn, isolative, disengaged, and teary state for children as grief.   

 Children engaged in behaviors to search for their caregivers at least nine days 

after they were separated from them (Bowlby, 1980).  In the first 72 hours of separation 

from the caregiver, children demonstrated loud outcries for the return of the caregiver.  

While the outcries of the children tended to decline in frequency after this three-day 

period, they were still present at random intervals at a minimum of nine days (Bowlby, 

1980).  

 Children who experienced early and prolonged separation from their primary 

caregivers displayed an elevated level of aggression towards others (Bowlby, 1980).  

Often, these children’s anger and antagonism had no discernible or logical pattern or 

target; rather, their anger operated like an unregulated fire sprinkler head, spraying anger 

and covering a wide area.  Bowlby (1980) identified the true target of these children’s 

anger and aggression as the missing caregiver.  Adult figures attempted to provide a level 

of care and comfort for children who were separated from their primary caregivers, only 

to find the children rejecting of the adult, then calling for the adult, and rejecting again 

(Bowlby, 1980).  Bowlby normalized children’s rejecting behaviors of care towards other 

adults, acknowledging the children’s grief over receiving care from adults who were not 

the primary caregiver, from whom they had been separated.  Bowlby (1980) also 

expressed optimism for children where a consistent and stable caregiver was able to be 

present in the absence of the primary caregiver; children tended to form attachments to 
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this caregiver.  Bowlby expressed concern for children in situations where there was no 

stable caregiver in the absence of the primary caregiver.  Children tended to continue to 

form superficial attachments and relationships and struggled to keep this relationship 

style from becoming a persistent pattern in later life (Bowlby, 1980). 

 Detachment was described as a behavioral response to the loss or separation from 

a primary caregiver in which children disengaged, withdrew, and displayed little or no 

affective participation with the caregiver upon return or the adult interacting with them 

(Bowlby, 1980).  Detachment behaviors were operationalized as ignoring the caregiver, 

walking away from the caregiver, crying upon the return of the caregiver, and 

demonstrating faces void of affect. Bowlby (1980) identified detachment occurring in 

children ranging in ages from six months to three years after a separation from the 

primary caregiver of a minimum of seven days.  After the seven-day time period, upon 

reuniting with the primary caregiver, the attachment behaviors children tended to display, 

such as the child clinging to the caregiver, were not observed in the interaction (Bowlby, 

1980).   

 Detachment correlated with the length of time in which children were separated 

from the primary caregiver (Bowlby, 1980).  Children who were separated from their 

caregivers for the minimum amount of time demonstrated detachment behaviors; 

however, the duration that the detachment behaviors persisted was significantly less as 

was the severity of the behaviors (Bowlby, 1980).  Detachment behaviors also appeared 

to be directed at the primary caregiver upon their return; therefore, if children’s primary 

caregiver was the mother, upon her return, the father or other mother, appeared to be 
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spared from children’s detachment behaviors.  Rather, children still demonstrated some 

attachment behaviors with the secondary caregiver (Bowlby, 1980).  Bowlby related 

these early experiences of the loss of, or separation from the primary caregiver, to later 

development of psychopathologies.  

 When children suffered a significant loss at a young age, such as the death or 

separation from a primary caregiver, children’s style of managing the emotions 

associated with that loss often became maladaptive (Bowlby, 1980).  In order to begin to 

grieve this loss in an adaptive way, children needed to be able to recognize not only the 

loss of the caregiver as a change in their external world, but also recognize that this 

required them to change their attachment behaviors and their internal representation of 

their attachment figure. Such adjustments were a lot to ask of children (Bowlby, 1980).  

Goldberg, Muir, and Kerr (1995) identified how, in adulthood, the grieving process led 

individuals to a place of acceptance of the loss.  However, in children, maladaptive 

processes had greater possibility to evolve (Goldberg et al., 1995).  

 Goldberg et al. (1995) identified how the naturalistic investigations of   short-

lived separation from the primary caregivers, utilizing children raised in assumed 

healthy-attaching homes, gave researchers critical information.  The intense affective 

response evoked in children when separated from their primary caregiver appeared to be 

a consistent experience across participants.  When the separation from the caregiver 

exceeded an amount of time and an emotional threshold for the children, children seemed 

to move through stages of behavioral responses (Goldberg et al., 1995).  At first, children 

emotionally lashed out in an attempt to bring the caregiver back.  This behavior was 
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followed by a period of time where children appeared hopeless, as it seemed the situation 

would not allow for the caregivers return.  Children began to display detachment 

behaviors following their period of hopelessness (Goldberg et al., 1995).  The intensity of 

children’s affective response to separation from their caregiver was potentially impacted 

by having the process explained to them, seeing the caregiver again, and substitute 

caregivers acting as stable and constant caregivers (Goldberg et al., 1995).  

 Bowlby’s theory of attachment held that certain innate drives during infancy, 

which were met by the infant’s caregiver, primarily served to meet the infants’ immediate 

needs and secondarily fostered attachment between infants and caregivers (Goldberg et 

al., 1995).  In meeting these immediate needs, Bowlby’s theory held that the relationship 

between infants and caregivers was built, and later the children’s personality was greatly 

influenced (Cacioppo & Patrick, 2008).  Bowlby operationalized attachment in this 

theory as a natural development throughout infancy and into adulthood, distinguishing 

this attachment from how other theories had operationalized it as a more pathological 

state of regression (Goldberg et al., 1995).    

 Bowlby’s theory of attachment held that, as individuals suppressed negative 

emotions and experiences, the basis of anxiety was fostered (Goldberg et al., 1995).  

Bowlby identified that when mothers consistently attended to infants’ emotions in a 

responsive way, this aided the infants in not only developing a secure attachment but also 

in acquiring the ability to regulate emotion.  Cacioppo and Patrick (2008) identified how 

mothers effectively calmed upset infants by holding them to their own skin.  Infants were 

not initially able to make the distinction between themselves and their mothers; rather, as 
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they progressed developmentally, this separation occurred. As children strived for 

independence, distress was at times evident (Cacioppo & Patrick, 2008).   Bowlby’s 

theory held that insecure attachment was a result of infants’ attempts to remain in 

interaction with the caregiver, oscillating between the emotional pain of unregulated 

negative affect or negative affect which was inconsistently managed by the caregiver 

(Goldberget al., 1995).  Bowlby identified avoidant infants as always desiring to maintain 

the relationship with the caregiver, therefore suppressing negative affect rather than 

facing potential rejection or neglect by the caregiver.  Attachment theory identified 

ambivalent infants’ caregivers as consistently neglecting their babies’ affect; as a result, 

infants experienced great discomfort upon the caregivers’ departure as well as upon their 

return.  Ambivalent infants, according to Bowlby, feared the display of negative affect, as 

the potential result was the caregivers’ actual departure (Goldberg et al., 1995).   

Attachment theory viewed the experiences associated with forming, and attempts 

made at maintaining emotional bonds, as part of a developmental process, rather than 

behaviors to be pathologized (Bowlby, 1980).  Attachment behaviors included measured 

efforts to keep preferred individuals, or those with a level of emotional closeness, in 

nearby vicinity.  Individuals had only needed to scan their environment visually in order 

to achieve comfort if the caregiver, or loved person, was consistently emotionally 

responsive (Bowlby, 1980).  Attachment behaviors were also qualitatively different from 

feeding behavior or sexual behavior, though they were of no lesser importance to the 

survival of individuals (Bowlby, 1980).  Attachments that developed early in infancy and 

childhood carried throughout adulthood; attachment theory held that the behaviors 
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associated with and learned in those early attachments were not limited to being 

displayed in childhood (Bowlby, 1980).  Early attachment experiences with important 

individuals and caregivers laid the foundation for people forming internalized models of 

themselves and others (Wiseman, Mayseless, &Sharabany, 2006).  

 The overarching goal of attachment behavior was to remain in close contact with 

the caregivers or the preferred individuals (Bowlby, 1980).  As close contact remained 

the goal, individuals were aware of the responses from preferred individuals and 

behaviorally incorporated their knowledge of others’ behaviors in an effort to achieve 

their goal of remaining in contact.  An example of this was how children cried invoking a 

caregiver response. If children continued to cry and caregivers did not respond, children 

stopped crying in an effort to elicit new responses from caregivers.  Pietromonaco, 

Uchino, and Schetter (2013) identified that attachment behaviors persisted throughout 

development.  Attachment behaviors served an evolutionary function of keeping 

individuals in close proximity to their caregivers; therefore, as infants experienced 

increased anxiety when alone, they exhibited attachment behaviors to maintain the 

attachment bond (Bowlby, 1980; Pietromonaco et al., 2013).  Individuals’ use of 

attachment behaviors to maintain an attachment bond that they perceived as threatened 

persisted throughout the lifespan, though attachment behaviors were qualitatively 

different in adulthood than in infancy (Bowlby, 1980; Pietromonaco et al., 2013).  

 When individuals were unsuccessful in attaining their goal of remaining in 

relationship with caregivers or preferred individuals and the attachment behavior was left 

unattended, often individuals discontinued the behavior (Bowlby, 1980).  While 
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individuals have discontinued the attachment behavior, the desire for the relationship was 

still unmet and did not disappear with the discontinuation of the attachment behavior.  As 

time increased, individuals re-experienced the desire to search for or engage with 

preferred individuals, and when again this remained unmet, individuals re-experienced 

the distress and emotional turmoil.  Individuals remained in a state of chronic stress, as 

they were unable to meet their attachment needs (Bowlby, 1980).  When caregivers 

demonstrated behaviors that evoked strong and distressing emotions, insecure children 

were emotionally dysregulated (Riggs, 2010).  When infants experienced emotional 

dysregulation, they had minimal control over displayed behaviors and relied on the 

emotional regulation present in the relationship between infants and caregivers (Riggs, 

2010).   

Early Attachment  

Bakwin, a pediatrician in the 1940’s, worked in a hospital with a mortality rate 

around 30-35% (van der Horst & van der Veer, 2008).  The mortality rate was attributed 

to malnourishment and infants being susceptible to infection.  As the hospital worked to 

guard against the infections and to increase the infants’ caloric intake, the children 

continued to die.  Infants were unable to increase body mass until they had left the 

hospital and were at home in the care of their mothers (van der Horst & van der Veer, 

2008).  Bakwin encouraged nurses to remove their infection protective gloves and masks. 

He encouraged families to visit and encouraged nurses to embrace and to hold the infants 

throughout the day and night.  As Bakwin’s change in policy took hold, the mortality rate 

plummeted to below 10%.  Bakwin’s work received national and international press; 
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journals responded that infant loneliness and separation often came with the highest cost, 

babies’ lives (van der Horst & van der Veer, 2008).  

Attachments operated as a form of emotional regulation (Pietromonaco et al., 

2013).  When primary caregivers were responsive and soothing to anxious infants, the 

infants’ discomfort was regulated (Pietromonaco et al., 2013).  Adults engaged in the 

same behaviors, seeking out primary relationships to aid in emotional regulation during 

times of distress; often these primary relationships provided emotional support and 

comfort aiding individuals in emotional regulation (Pietromonaco et al., 2013).  Powerful 

emotions were evoked in the forming of attachments, whether it was at the beginning of a 

relationship and contact was desired, or at the demise of the relationship when grief and 

loss were experienced.  Even in periods of relationship maintenance, emotions of safety 

and comfort were likely experienced by individuals, which stood to greatly impact the 

attachment (Bowlby, 1980).  

Secure attachment stemmed from caregivers providing attention to children when 

they signaled signs of distress or need.  As a result, individuals who developed secure 

attachment went on to develop a more stable sense of safety to explore the world around 

them as well as other relationships (Pielage, Luteijn, & Arrindell, 2005).  Securely 

attached individuals were able to carry with them the knowledge that the caregivers 

would remain constant even if they were unable to see them.  As people then experienced 

various levels of distress, there remained a sense of security in the fact that the caregivers 

or attachment figures were still constant (Dykas & Cassidy, 2005).  The persons were 

able to evoke the image or literally turn to caregivers to seek support.  Individuals who 
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developed an insecure attachment to caregivers did so when the caregivers were unable to 

remain constant and stable.  In other words, when caregivers were neglectful or 

inconsistent in their care, children were unable to predict the caregivers’ ability to 

respond to their needs.  When individuals were not able to predict the caregivers’ 

response, this could feel unsafe and insecure.  The style of attachment that children 

formed could have long-reaching and long-lasting effects.  Attachment style could impact 

adult relationships, intimacy, psychotherapy, schooling, and even the way individuals 

related in a work setting (Borelli et al., 2013; Ertosun & Erdil, 2012).  At its foundation, 

attachment theory worked to account for the ways humans connect and relate to one 

another (Levy, Ellison, Scott, & Bernecker, 2011).   

In adolescence, one developmental goal was the ability to form and maintain 

relationships with peers and romantic partners (Grych & Kinsfogel, 2010).  Previous 

research had focused on the relationship between the parents or caregivers and the 

children and the relationships’ impact on development of future relationships. Children’s 

observations of their parents’ or caregivers’ relationships also played an important role in 

children’s future relationships (Grych & Kinsfogel, 2010).  While research results have 

varied, a common theme was that attachment style was associated with facets of 

adolescent dating relationships (Grych & Kinsfogel, 2010).   

For example, experiencing child abuse was more significantly correlated to 

engaging in abusive behavior in adolescent dating relationships for boys with avoidant or 

ambivalent attachment styles as compared to those adolescent boys who were securely 

attached (Grych & Kinsfogel, 2010).  Boys with an anxious-ambivalent attachment style, 
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who had previously experienced child abuse, were at an increased risk for victimization 

of dating abuse in adolescent relationships (Grych & Kinsfogel, 2010).  Adolescents, who 

witnessed or experienced interpersonal violence in their home, either abuse by parents or 

witnessing interpersonal violence between parents, were at increased risk for displaying 

abusive behavior in dating relationships (Grych & Kinsfogel, 2010).  However, all 

adolescents who experienced or witnessed interpersonal violence did not go on to engage 

in abusive dating relationships; also, some adolescents displayed abusive behaviors in 

adolescent dating relationships and did not have prior experiences with interpersonal 

violence in their homes (Grych & Kinsfogel, 2010). 

Researchers explored the relationship between adolescents’ attachment styles and 

their experiences of dating relationships, as well as adolescents’ beliefs about aggression 

and their capacity for emotional regulation with anger (Grych & Kinsfogel, 2010).  

Adolescents who deemed acts of aggression as permissible were at greater risk for 

engaging in abusive behaviors in relationships, if they experienced high anxiety about the 

relationship (Grych & Kinsfogel, 2010). Attachment style was a strong predictor for both 

adolescent boys’ and girls’ use of physical aggression in dating relationships and was a 

marginally significant predictor for verbal and emotional abuse (Grych & Kinsfogel, 

2010).  For children who witnessed or experienced abuse, increased anxious attachment 

style was a strong predictor for increased dating violence for adolescent boys; whereas 

for girls, increased avoidant attachment was a strong predictor of engaging in dating 

violence (Grych & Kinsfogel, 2010).  
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Adult Attachment 

Bowlby’s theory of attachment set the foundation for adult attachment theories.  

There have been a number of models of adult attachment.  In general, adult -attachment 

styles impacted individuals’ experience of relationships as well as others’ experience of 

individuals in relationship (Pietomonaco et al., 2013).  One of the foundational 

assumptions of adult attachment theories maintained that individuals constructed 

internalized models of earlier interpersonal interactions with important figures, usually 

caregivers (Fraley, Heffernan, Vicary, & Brumbaugh, 2011; Hazan & Shaver, 1987).  

These internalized models impacted people’s beliefs, expectations, and interpretations of 

current interactions in their social environment (Fraley et al., 2011; Hazan & Shaver, 

1987). Adult attachment styles were grouped into three categories or four categories, 

depending on which researcher’s model was adopted.  

Hazan and Shaver (1987) proposed a three-category model of adult attachment in 

the context of intimate, romantic relationships.  Hazan and Shaver’s model of adult 

attachment held that individuals were categorized as secure, avoidant, or anxious-

ambivalent in their attachment styles, which impacted their current adult relationships. A 

little over half, 56%, of the participants in Hazan and Shaver’s (1987) foundational study 

of adult attachment identified as securely attached; 25% identified as avoidant; and 19% 

identified as anxious-ambivalent.  Individuals categorized as securely attached reported 

greater satisfaction in relationships, increased ability to demonstrate acceptance in 

relationships, and experienced relationships that lasted longer (Hazan & Shaver, 1987).  

People with secure attachment styles displayed low levels of avoidance and anxiety 
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(Pietromonaco et al., 2013). Secure individuals demonstrated an ability to trust that their 

relationships would provide comfort when needed (Pietromonaco et al., 2013).    

Individuals with avoidant attachment styles identified experiencing intense fear of 

intimacy as well as a low amount of acceptance (Hazan & Shaver, 1987).  Avoidant 

attachment style involved disengaging from relationships in response to fear of danger or 

threat; those individuals were likely perceived as overly independent (Grych & 

Kinsfogel, 2010; Pietomonaco et al., 2013).  Anxious-ambivalent attachment styles were 

characterized by intense experiences of love, a high degree of jealousy, and an increased 

desire for reciprocation of love and support (Hazan & Shaver, 1987).  Anxious 

attachment style was marked by a heightened sensitivity and fear of danger to self and the 

relationship; as a result, individuals sought consistent comfort and close proximity 

(Caldwell, Shaver, Li, & Minzenberg, 2011; Grych & Kinsfogel, 2010; Pietomonaco et 

al, 2013).  Anxious and avoidant attachment styles were correlated with increased 

depression, ruminative thinking, consistently pursuing reassurance from others, and 

decreased emotional regulation (Caldwell et al., 2011).   

Securely attached individuals were able to identify the nature of romantic 

relationships as ebbing and flowing (Hazan & Shaver, 1987).  Individuals with an 

avoidant attachment style expressed feeling as though romantic love was hard to find and 

the cinematic love was unrealistic (Hazan & Shaver, 1987).  Individuals with an anxious-

ambivalent attachment style identified feeling as though they easily initiated 

relationships, though found the strength of the initial emotions difficult to maintain 

(Hazan & Shaver, 1987).  Hazan and Shaver (1987) emphasized that their model for adult 



24 

attachment evolved from foundational relationships with caregivers and impacted 

individuals’ beliefs and expectations for themselves and others in current relationship 

(Hazan & Shaver, 1987).   

 Bartholomew’s theory of adult attachment built on Bowlby’s theory of 

internalized models (Griffin & Bartholomew, 1994) and was representative of a four-

category attachment model.  In this adult attachment theory, individuals had internalized 

a model of self and a model of others.  A positively internalized model of self involved 

individuals’ experience of themselves as worthy. Therefore, these individuals expected 

others to treat them in ways that were congruent with this model (Griffin & 

Bartholomew, 1994).  The positively internalized model of others incorporated 

individuals’ expectation of others to be responsive and supportive (Griffin & 

Bartholomew, 1994).  The adult attachment styles were based on a 2x2 internalized 

model of self (positive and negative) and others (positive and negative).  Attachment 

styles related to how individuals regulate their emotions within the context of 

relationships (Griffin & Bartholomew, 1994).  In other words, adult attachment styles 

were conceptualized by individuals’ sense of self-worth and the expected responsivity of 

others (Griffin & Bartholomew, 1994).  Securely attached adults were therefore identified 

as possessing a positive model of self, resulting in low relational anxiety, and a positive 

model of others, indicating low avoidance of relationships (Griffin & Bartholomew, 

1994).  In contrast, fearful adult attachment styles were marked by negative models of 

self, resulting in high relational anxiety, and negative models of others, resulting in high 

levels of avoidance of relationships (Griffin & Bartholomew, 1994).  Individuals with a 



25 

fearful attachment style placed high importance on others’ assessment of their worth; 

however, due to fear of rejection or interpersonal pain, they avoided engaging in 

relationships (Griffin & Bartholomew, 1994).  Adults with dismissing attachment styles 

had a positive sense of self, though they feared and avoided rejection from external 

sources due to a negative model of others. Lastly, individuals with a preoccupied 

attachment style had a negative internalized model of self and therefore sought validation 

from others, whom, due to a positive model of others, they expected to be responsive to 

these needs (Griffin & Bartholomew, 1994).  

 Fraley and Shaver (1998) utilized the natural setting of an airport to study adult 

attachment.  Researchers observed couples who were preparing to spend time apart or 

traveling together, collected self-report measures of attachment, as well as a history of the 

current relationship (Fraley & Shaver, 1998).  Fraley and Shaver (1998) identified two 

dimensions of adult attachment in their research, anxiety and avoidance.  Anxious 

attachment denoted the degree to which individuals’ experienced fear of abandonment or 

rejection (Fraley & Shaver, 1998).  Avoidance conveyed individuals’ willingness to seek 

comfort from and closeness with others (Fraley & Shaver, 1998).  Fraley and Shaver 

(1998) identified gender differences in the attachment behaviors displayed in association 

with attachment style.  Women high in attachment anxiety both sought comfort from 

partners and distanced themselves when experiencing increased distress in anticipation of 

separation (Fraley & Shaver, 1998).  Regardless of the attachment behaviors they 

displayed, seeking proximity or comfort, women high in attachment anxiety displayed 

increased distress in anticipation of separation (Fraley & Shaver, 1998).  Women high in 
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attachment avoidance displayed decreased attachment behaviors, such as seeking close 

proximity and comfort from partners, when the separation from the partner was definite 

(Fraley & Shaver, 1998).  However, women high in attachment avoidance were more 

likely to display attachment behaviors when there was not a threat of separation, such as 

when the couple was boarding the plane together (Fraley & Shaver, 1998).  Attachment 

anxiety and avoidance presented slightly differently in men, though the associations were 

weak (Fraley & Shaver, 1998).  Men high in attachment avoidance were less likely to 

engage in attachment behaviors that sought to maintain close proximity with their partner 

(Fraley & Shaver, 1998).  Men high in attachment anxiety were also less likely to engage 

in attachment behaviors that maintained contact with their partner (Fraley & Shaver, 

1998).  

Summary of Attachment Literature 

In conclusion, early relationships impacted individuals’ ability to connect or feel 

connected in future relationships (Bowlby, 1980; Griffin & Bartholomew, 1994; Riggs, 

2010).  Attachment style subsequently impacted individuals’ ability to perceive social 

support and interpersonal interactions as responsive and supportive (Bernardon, Babb, 

Hakim-Larson, & Gragg, 2011). Securely attached individuals were more likely to look 

for and expect support from relationships when they experienced increased distress 

(Niedenthal, Brauer, Robin, & Innes-Ker, 2002). Insecure attachment was related to a 

variety of difficulties in interpersonal functioning (Caldwell et al., 2011; Fraley & 

Shaver, 1998; Grych & Kinsfogel, 2010; Hazan & Shaver, 1987; Pietomonaco et al, 
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2013). Among these relational difficulties, loneliness is of interest as its link to 

attachment was thus far relatively understudied.  

Loneliness 

Loneliness was operationalized as a subjective experience (Bernardonet al., 

2011;Cacioppo& Patrick, 2008), and as such, it relied on individuals’ perceptions of their 

relationships. In other words, it was possible that individuals who had multiple familial 

and peer relationships still perceived themselves as extremely lonely within those 

relationships (Ertosun & Erdil, 2012).    Researchers identified that most individuals 

experienced loneliness at some point in their lives; around 80% of individuals under the 

age of 18 years old, and 40% of individuals over 65 identified experiencing loneliness at 

least sometimes (Ertosun & Erdil, 2012; Hawkley & Cacioppo, 2010; Hawkley, Thisted, 

Masi, & Cacioppo, 2010).  Estimates of chronic loneliness ranged from 15% to 30% 

(Hawlkey & Cacioppo, 2010).  Individuals potentially hesitated in identifying themselves 

as lonely due to the negative stigma attached (Pinquart & Sorensen, 2001; Rokach, 2012).  

In an effort to prevent social rejection, individuals possibly underreported or denied 

experiences of loneliness leading to a prevalence rate that did not accurately reflect the 

frequency at which loneliness occurred (Pinquart & Sorensen, 2001).  

Rokach (1988) identified the importance of subjective experience in researching 

loneliness.  In investigating the experience of loneliness, 526 participants were asked to 

write about their loneliest experiences and to specifically address emotions, cognitions, 

and coping mechanisms employed (Rokach, 1988).  Qualitative analysis revealed four 

differentiated core components of loneliness (Rokach, 1988).  The four major 
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components identified were self-alienation, interpersonal isolation, distressed reactions, 

and agony (Rokach, 1988).  The experiences of these components alone were not specific 

to loneliness, rather it was the combination of these major components that distinguished 

loneliness from other affective experiences (Rokach, 1988).  Self-alienation was 

identified as individuals’ experience of disconnection from themselves, an overall 

experience of emptiness and depersonalization (Rokach, 1988).  Interpersonal isolation 

referred to individuals’ experience of aloneness and feeling as though they did not 

belong; distinguishing factors in interpersonal isolation were absence of intimacy, 

perceived social alienation, and abandonment (Rokach, 1988).  Agony encompassed the 

pain individuals expressed when writing about their loneliest experiences; factors 

impacting this theme included inner turmoil and emotional upheaval (Rokach, 1988).  

Lastly, distressed reactions comprised how and the degree to which individuals 

experienced the discomfort of loneliness; factors included physiological and behavioral 

distress, self-depreciation, self-generated social detachment, and immobilization 

(Rokach, 1988).  Emotional upheaval appeared in the analysis of individuals’ written 

descriptions with greatest frequency, 22%, followed by perceived social alienation, 

21.2%, and inner turmoil, 21.1% (Rokach, 1988).   

Most individuals spent 80% of their day around other people (Cacioppo, Fowler, 

& Christakis, 2009).  Individuals indicated preference for time in the presence of others 

over time by themselves (Cacioppo et al., 2009).  The cognitive discrepancy model 

(Peplau & Perlman, 1982) identified loneliness as the emotional discomfort individuals 

experienced as a result of the difference between how they perceived their interpersonal 
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connections and their expectations for their relationships (Pinquart & Sorensen, 2001; 

Russell, Cutrona, McRae, & Gomez, 2012).  Decreased loneliness has been connected 

with married individuals, higher levels of education, and greater levels of income 

(Cacioppo et al., 2009).  Increased loneliness was evidenced in connection with living 

alone, divorce or the death of a partner, conflict-filled relationships with family and 

partner, frustration with living circumstances, unrelenting work and relationship stress, 

limited access to a support system, and physical or health conditions requiring symptom 

management (Cacioppo et al., 2009).   Loneliness operated as both a state, influenced by 

situational factors or triggers, and a trait, influenced by more dispositional factors 

(Pinquart & Sorensen, 2001).  Various social factors were shown to increase the potential 

for increased loneliness, such as the loss of a partner (Cacioppo et al., 2009; Pinquart & 

Sorensen, 2001) or when individuals transition to college, though surrounded by same 

aged peers, they reported increased rates of loneliness with geographic distance between 

friends and family from home (Cacioppo et al., 2009).   

Physical Health Impact of Loneliness 

Researchers demonstrated that loneliness was a predictor for various health risks, 

including decreased quality sleep, elevated systolic blood pressure, increased 

cardiovascular disease, escalated activation in the hypothalamic pituitary adrenocortical 

area, and an over-expression of genes in connection with pro-inflammatory responses, 

while simultaneously predicting an under-expression of genes in connection with anti-

inflammatory properties (Hawkley et al., 2010; Pietromonaco et al., 2013; Segrin & 

Passalacqua, 2010; Zawadzki, Graham, & Gerin, 2013).  Loneliness was also shown to be 
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a predictor of increased psychological distress, increased depressive symptoms, cognitive 

dysfunction and psychopathology, social anxiety, increased risk of suicidal ideations and 

action, and interpersonal communication deficits (Cacioppo et al., 2009; Hawkley et al., 

2010; Lasgaard, Goosens, Bramsen, Trillingsgaard, & Elklit, 2011; Pietromonaco et al., 

2013; Segrin & Passalacqua, 2010; Zawadzki et al., 2013). Each of these predictors was 

potentially associated with additional health risks.  For example, increased depression 

was connected to decreased health, and poor sleep quality was shown to increase both 

individuals’ risk for injury and illness and their search for medical services (Zawadzki et 

al., 2013). When poor sleep quality occurred earlier in life, it set the foundation for later 

cycles of poor health due to existing conditions as well as greater risk for chronic health 

conditions (Zawadzki et al., 2013).    

Jaremka, Fagundes, Glaser, Bennett, Malarkey, and Kiecolt-Glaser (2013) sought 

to explore the relationship between loneliness and decreased immune functioning.  

Depression, fatigue, and pain presented as separate symptoms in individuals; however, in 

some groups of individuals, these physical and psychological factors had a greater 

likelihood of presenting simultaneously (Jaremka et al., 2013).  Jaremka et al. (2013) 

investigated loneliness, depression, fatigue, pain, and immune functioning in a group of 

breast cancer survivors, as symptom clustering was more likely in this group of 

individuals.  Individuals with greater self-reported loneliness had greater clustering of 

symptoms.  Lonelier individuals also had greater amounts of the cytomegalovirus (CMV) 

antibody titers present in their blood samples than individuals self-reporting less 

loneliness.  Greater CMV antibody titers were connected with increased symptom 
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clustering. Individuals who experienced greater levels of loneliness appeared to be less 

tolerant of physical discomfort and therefore experienced more pain than less lonely 

individuals. Increased loneliness scores were related to significantly higher experiences 

of pain, depressive symptoms, and fatigue.  Results were indicative of loneliness 

increasing individuals’ risk for decreased immune regulation and increasing the 

likelihood of the simultaneous presentation of depression, fatigue, and pain, which could 

further impact mental and physical health (Jaremka et al., 2013).  

Individuals who experienced greater levels of loneliness likely exhibited a 

reinforcing cycle (Zawadzki et al., 2012).  Individuals who experienced increased levels 

of loneliness employed less positive health-related behaviors and engaged in more risky 

health behaviors, such as smoking (Segrin & Passalacqua, 2010; Zawadzki et al., 2013).  

As a result of these risky behaviors, health-related conditions emerged or were worsened. 

Lonelier individuals also perceived and described events in their lives as more stressful.  

Physiological responses, such as increased blood pressure and high production of 

cortisol, suggested that individuals identifying increased levels of loneliness likely had a 

more active stress response (Segrin & Passalacqua, 2010). These effects likely took time 

to emerge as the health-related effects accumulated over time.  The impact of loneliness 

was shown to exacerbate the effects of age-related health declines (Zawadzki et al, 2013).  

The effects of loneliness were thought to accumulate throughout the lifespan (Segrin & 

Passalacqua, 2010).  The accumulated effects of loneliness had a negative physiological 

impact on the body, leaving individuals at increased risk for developing further health 

problems.   
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Hawkley, Masi, Berry, and Cacioppo (2006) identified that the subjective 

experience of loneliness was related to increased difficulties for aging individuals, 

including increased blood pressure, increased health related problems, problems related 

to sleep, and increased risk for suicide.  Hawkley et al. (2006) identified loneliness’ link 

with chronic illnesses and increased risk for psychopathology.  Participants ranged in age 

from 50 to 68 years of age. Various measures were utilized to collect physiological 

assessments, such as urine analysis to examine participants’ endocrine functioning 

(Hawkley et al., 2006).   Psychological assessments were also employed, such as the 

UCLA Loneliness Inventory and measurements of depression, perceived stress, hostility, 

and perceived social support to examine participants’ social and psychological well-being 

(Hawkley et al, 2006).   Results indicated a relationship between loneliness and increased 

systolic blood pressure levels.  Results also showed an interaction between age and 

loneliness.  Therefore, loneliness exacerbated any age-related differences; as individuals 

aged and faced more physical challenges, loneliness worsened these effects (Hawkley et 

al., 2006).   

The human brain had been shown to respond to emotional pain and physical pain 

in the same manner; after individuals experienced chronic loneliness, simply reentering 

the social scene did not bring immediate relief (Biro, 2010; Cacioppo & Patrick, 2008).  

Utilizing fMRI imaging, researchers demonstrated that the anterior cingular and insular 

cortices responded through increased blood flow to social rejection and grief in the same 

manner as if physical pain had been induced (Biro, 2010).  There was a strong 
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relationship between the subjective experience of loneliness and the physiological 

consequences of loneliness (Hawkley et al., 2006; Zawadzki et al, 2013). 

Loneliness and Depression 

Loneliness and depression were identified as distinct psychological constructs, 

though they impact and interact with each other (Vanhalst, Luyckx, Teppers, & 

Goossens, 2012). Vanhalst et al. (2012) identified loneliness as being most often 

considered a precursor to depression, rather than acting exclusively as a symptom of 

depression. Vanhalst et al. (2012) investigated the impact of coping styles on the 

relationship between loneliness and depression.  Individuals’ style of coping did not play 

a moderating role, meaning that individuals’ coping style did not directly affect the 

strength of the relationship between depression and loneliness.  Engaging in passive 

styles of coping was found to mediate the relationship between loneliness and depression, 

aiding in explaining how or why the relationship exists.  As participants in their college-

aged sample engaged in more passive styles of coping to handle their loneliness, these 

individuals’ experienced increased rates of depression as opposed to the individuals who 

engaged in active styles of coping for their experiences of loneliness (Vanhalst et al., 

2012).  Vanhalst et al. (2012) indicated that individuals’ experience of loneliness 

increased their engagement in passive coping strategies and over time, decreased their 

engagement in active coping mechanisms.   

Loneliness and depression were able to be further distinguished as separate, 

though related, constructs (Cacioppo & Patrick, 2008). While loneliness reflected 

individuals’ perception of their social connections, depression was broader (Cacioppo & 
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Patrick, 2008; Hawkley et al., 2010).  The pain individuals experienced with loneliness 

applied solely to the perceived distance or closeness in their social relationships, while 

depression operated as a state of mood that permeated more areas of individuals’ 

functioning, including but not limited to their experiences in social relationships 

(Cacioppo & Patrick, 2008; Hawkley et al., 2010).  Loneliness was thought of as 

individuals’ internal alarm system, that indicated something was not right; depression had 

the potential to interfere with the wiring of that alarm system, either exacerbating the 

impact of loneliness or causing individuals to care less about their social relationships 

(Cacioppo & Patrick, 2008).  

Cacioppo, Hawkley, and Thisted (2010) sought to explore the relationship 

between depression and loneliness, while accounting for factors that possibly impacted 

this relationship, such as social isolation, life stressors, and pessimistic attitude.  

Researchers recruited 229 participants ranging in age from 50 to 68-years-old (Cacioppo 

et al., 2010).  The data collection continued over the course of five years, from 2002 to 

2006, and due to attrition for various reasons, there was a participant sample size of 163 

in the final year of data collection.  The UCLA Loneliness Scale was utilized to assess 

individuals’ subjective experience of loneliness and the Center for Epidemiologic Studies 

Depression Scale (CESD) was used to assess the presence of depression symptomatology 

(Cacioppo et al., 2010). Analyses of the data demonstrated that loneliness had a 

significant effect on depression.   Individuals with higher loneliness scores were 

significantly more likely to report higher levels of depressive symptoms; however, 

depression did not have a significant effect on loneliness (Cacioppo et al., 2010).  In other 
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words, individuals’ experience of loneliness reported in year one of the data collection 

predicted increases in their experience of depressive symptoms throughout the five year 

analysis (Cacioppo et al., 2010).  The statistically significant impact of loneliness on 

depression and the absence of depression’s impact on loneliness remained when 

controlling for potential mediating factors, such as actual social isolation, general 

negative outlooks, individuals’ perception of stress, and level of social support (Cacioppo 

et al., 2010).  One variable that did impact the relationship between loneliness and 

depression was the exposure to stressful incidents.  As individuals reported exposure to 

greater frequency of stressful life events, depression appeared to impact loneliness.  

However, when controlling for a psychiatric diagnosis, this relationship was no longer 

significant, and once again, loneliness appeared to significantly predict depression 

(Cacioppo et al., 2010). 

Loneliness and depression shared some similarities. For example, individuals with 

higher levels of loneliness and depression experienced a decrease in executive control 

(Cacioppo & Patrick, 2008).  Executive control had been linked with tasks, such as 

emotional regulation and continuing to pursue a task even when it becomes increasingly 

difficult. A decrease in executive control resulted in less distress tolerance and decreased 

motivation when tasks became increasingly trying.  As elevated depression decreased 

executive functioning, individuals likely employed less effective solutions to problems 

and experienced themselves as continuously stuck; as a result, individuals possibly 

experienced increased learned helplessness, as it seemed more effective to do nothing 
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than to continue to attempt ineffective methods of problem-solving (Cacioppo & Patrick, 

2008).  

Loneliness and Cognition 

Individuals’ perceptions of their social relationships were crucial in the 

understanding of loneliness (Cacioppo & Patrick, 2008).  The pattern of making 

continued efforts to engage in social interactions was important to consider when 

exploring the relationship between depression and loneliness; in this pattern, individuals 

placed themselves into social situations where they were met with social rejection.  When 

rejection occurred, individuals possibly felt the desire to withdraw in order to regroup 

from the rejection and rebuild in order to try again.  However, in depression and 

loneliness, this period of regrouping was less likely to occur.  Rather, fear and threat of 

re-experiencing the same social rejection built.  Therefore, ambivalence or even fear of 

the same situation occurred, resulting in withdrawn isolation.  In this identified pattern, 

Cacioppo and Patrick (2008) discussed the important multidimensional interactive 

relationship amongst three factors that contributed to the prevailing effects of loneliness.  

Individuals had a genetic predisposition to tolerate social disconnection, which was the 

first of the three factors.  In other words, individuals inherited a sort of genetic coding 

which influenced the level of social connection they required in order to feel stabilized; 

when out of balance regarding levels of social connection, individuals’ bodies alerted 

them with stress alarms (Cacioppo & Patrick, 2008). Individuals’ ability to emotionally 

regulate was a second important contributing factor to the effects of loneliness.  As 

individuals experienced greater levels of loneliness, their capacity to emotionally regulate 
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decreased.  As individuals were less capable of emotional regulation, they were less able 

to engage in self-care behaviors, such as sleep, and were more susceptible to 

experiencing stressors.  The last factor that contributed to the effects of loneliness was 

social cognition; this accounted for how individuals interpreted the world around them.  

Individuals’ experiences of loneliness and emotional regulation affected their 

interpretation of current and future social interactions (Cacioppo & Patrick, 2008).  

 Social cognition played a vital role in individuals’ experience of loneliness 

(Cacioppo & Patrick, 2008; Hawkley & Cacioppo, 2010).  As individuals felt insecure 

and anxious, they began to interpret a vast majority of their experiences through this lens 

(Cacioppo & Patrick, 2008; Hawkley & Cacioppo, 2010).  Individuals likely interpreted 

interpersonal criticism as emotionally painful leading them to withdraw from 

interpersonal interactions and then experienced the emotions associated with being alone 

as scary.  The fear individuals’ experienced then altered their social perception, changing 

their interpretation of social interactions with others to be more intimidating, placing 

individuals on the defensive as they expected to meet more emotional discomfort 

(Cacioppo & Patrick, 2008).  As loneliness lingered for greater lengths of time, 

individuals’ ability to emotionally regulate decreased and social cognitive distortions 

continued, leading to less engagement in perspective taking.  As people decreased 

perspective-taking, they were less able to gauge the purpose of other’s behavior, which 

likely made detecting underhanded motives difficult and therefore left individuals more 

susceptible to such manipulation.  There were multiple consequences to reacting through 

this fear-tainted lens, including a greater tendency to prematurely fault others quickly, 
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emotionally acting out, taking on the role of the victim, and increased prioritizing of the 

wants of others (Cacioppo & Patrick, 2008).  This pattern became a self-fulfilling 

prophecy where individuals created the very situation they feared (Cacioppo & Patrick, 

2008; Hawkley & Cacioppo, 2010).  Furthermore, after extended loneliness, which was 

associated with perceived helplessness, individuals were prone to experience their current 

relationships as less fulfilling and displayed varying levels of distrust (Cacioppo & 

Patrick, 2008; Hawkley & Cacioppo, 2010).   

Attachment, Loneliness, and Cognition 

Cacioppo and Patrick (2008) specified the role evolution has played in 

strengthening humans’ need for connection.  Throughout the evolutionary process, genes 

were selected to elicit pleasure when humans were in connection with others and evoked 

negative affect when humans were reluctantly left alone (Cacioppo & Patrick, 2008). 

When in connection with others, humans experienced not only a sense of pleasure, but 

also security (Cacioppo & Patrick, 2008).  Levy et al. (2010) identified individuals’ 

attachment style as their degree of certainty that, as they explored their environment, their 

caregiver or the person with whom they experienced this attachment would remain stable 

and present even in their absence during this exploration.  As individuals explored their 

environment, they likely encountered distress, ideally seeking emotional support and 

comfort from a person whom they experienced as stable and with whom they had formed 

this healthy attachment  (Levy et al., 2010).   Pielage et al. (2005) noted that those 

individuals, who were able to accomplish this trying task, progressed to develop a secure 

attachment style and later demonstrated interpersonal effectiveness and trust.  Cacioppo 
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and Patrick (2008) also acknowledged that through evolution, when unwillingly left 

alone, it was not only negative affect which individuals experienced, but a sense of 

insecurity.  Pielage et al. (2005) discussed how individuals with avoidant and ambivalent 

attachments came to view others as inconsistent, unpredictable, and rejecting. Attachment 

styles thus operated as a foundational schema, which impacted various cognitive 

processes and further impacted current and future relationships.  

 In other words, attachment styles operated as an internalized relational 

framework, based on earlier attachment experiences, through which current interactions 

were channeled, compared, and interpreted (Dykas & Cassidy, 2011; Niedenthal et al., 

2002).  As infants accumulated daily interactions with caregivers, they developed mental 

scripts.  These scripts were thought to lay the foundation for the internalized archetypes 

of attachment, allowing individuals to form predictions based upon earlier learned 

information (Dykas & Cassidy, 2011).  These scripts and models were thought to remain 

stable over time and allowed for individuals to process social information more 

efficiently, though not always accurately (Dykas & Cassidy, 2011).  Internalized 

attachment models aided in the storing and processing of attachment-related information 

and in producing individuals’ expectations for attachment characters in future interactions 

(Dykas & Cassidy, 2011).  Internalized models of attachment provided rules for the 

processing of information regarding current interactions, though these rules were biased 

based upon the security or insecurity of the attachment model (Dykas & Cassidy, 2011).  

Securely attached individuals processed socially-related information in a more positively 

biased way, based on their previous experiences with attachment characters, whereas 
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insecurely attached individuals were biased to process socially-related information in a 

negative way (Dykas & Cassidy, 2011).  Distressing emotions were framed and 

experienced as tolerable when within the attachment model, individuals had internalized 

responsive caregivers from whom they were competent at eliciting attention in times of 

distress (Dykas & Cassidy, 2011).  As such, uncomfortable emotions were better 

recognized, attended to, and soothed rather than avoided and suppressed (Dykas & 

Cassidy, 2011).  Both securely and insecurely attached individuals made efforts to avoid 

psychologically painful material once they experienced the material as too painful or 

distressing to tolerate (Dykas & Cassidy, 2011).  However, securely attached individuals 

appeared to have a higher threshold for psychological distress based upon experiences 

with others who had aided them in gaining a sense of competence in managing 

distressing emotions (Dykas & Cassidy, 2011).  

 Selective attention was a critical cognitive process that likely influenced both 

emotional regulation and dysregulation (Dewitte, 2011).  The emotional stimuli to which 

individuals attended could be biased based on the expectations and beliefs of individuals’ 

internalized attachment models (Dewitte, 2011).  Selective attention was marked by both 

the ability to attend to particular stimuli, while inhibiting, or not attending, to other 

stimuli (Dewitte, 2011).  Selective attention impacted emotional regulation in two ways, 

through inhibiting stimuli that were irrelevant to goals and through allotting attention to 

information that was relevant to goals (Dewitte, 2011).  In other words, as individuals 

allocated more attention to information they perceived to align with their goals, this 

impacted their emotional state.  The same held true when individuals ignored or inhibited 
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stimuli deemed contradictory to goals; however, this system was also biased through past 

experiences (Dewitte, 2011).  As discussed, individuals engaged in attachment behaviors 

when experiencing distress in order to acquire the proximity of their caregiver and 

soothing (Bowlby, 1980; Dewitte, 2011).  As individuals aged, caregivers were 

internalized and people were able to evoke the mental image to bring soothing; in this 

way, attachment models operated as mechanisms of emotional regulation (Bowlby, 1980; 

Dewitte 2011).  Differences in attachment style led to differences in the effectiveness of 

this system (Dewitte, 2011).   

Researchers sought to explore the differences in ability to inhibit emotional 

stimuli, as presented in facial expressions among individuals with avoidant and anxious 

attachment style (Dewitte, 2011).  In their first study, individuals were shown pictures of 

happy and angry faces and in study two they were shown pictures of happy and sad faces; 

researchers sought to explore whether the attachment system inhibited positive or 

negative specific emotions (Dewitte, 2011).  In each study, participants were instructed to 

ignore, or inhibit, certain pictures, based upon the color of the frame, while attending to 

and evaluating others as positive or negative; the reaction time was measured (Dewitte, 

2011).  Individuals high in avoidant attachment styles inhibited angry faces more while 

individuals high in anxious attachment styles displayed a decreased inhibition of happy 

faces (Dewitte, 2011).  Researchers highlighted the finding that individuals high in 

avoidant attachment displayed a greater tendency to inhibit angry faces, as this would 

align with a goal to ignore negative interpersonal information (Dewitte, 2011).  Anxious 

attachment styles were less likely to inhibit happy faces, as positive emotions might have 
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been interpreted as more likely to facilitate interpersonal closeness and would more likely 

align with some attachment goals (Dewitte, 2011).  As anger could have been seen as a 

personal threat, researchers also utilized the emotional facial expression of sadness, 

attempting to evoke an interpersonal emotional response (Dewitte, 2011). Again, the 

more avoidantly attached an individual was, the more likely they were to inhibit the sad 

faces (Dewitte, 2011).  The anxious attachment style did not display this same interaction 

(Dewitte, 2011).  The study demonstrated that attachment style impacted what 

individuals inhibited; in other words, highly avoidant individuals did not inhibit happy 

faces, they inhibited the emotional faces that signaled emotional distress (Dewitte, 2011).  

As attachment style impacted the emotional information to which individuals 

attended in their environment, this further impacted what was later encoded in peoples’ 

memories (Dewitte, 2011; Niedenthal et al., 2002). Securely attached individuals were 

more likely to look to relationships for support when experiencing increased distress and 

both expected these individuals to be responsive to their emotional needs and accepted 

the provided support (Niedenthal et al., 2002).  Preoccupied individuals, strongly desiring 

connection and fearing the loss of it, were acutely attuned and sharply attended to 

information signaling emotional distress (Niedenthal et al., 2002).  The experience of 

distress also impacted individuals’ ability to interpret information effectively (Niedenthal 

et al., 2002).  After assessing individuals’ attachment styles, researchers exposed 

participants to images of emotional expressions that slowly changed and assessed how 

long it took individuals to notice the change (Niedenthal et al., 2002).  In the second 

study, the same procedure took place, only researchers induced distress by telling 
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participants they would be made to feel anxious later in the study (Niedenthal et al., 

2002).  Under distress, individuals who were insecurely attached took longer to identify 

changes from a negative emotion to a more neutral emotion (Niedenthal et al., 2002).  In 

other words, insecurely attached individuals, under distress, continued to see the 

persistence of negative emotions longer than securely attached individuals (Nidenthal et 

al., 2002).   

These finding about the relationship between cognitive processing and attachment 

were important in considering links that might exist between attachment, cognition, and 

loneliness. For example, both attachment and loneliness were considered to have 

evolutionary value (Cacioppo & Patrick, 2008).  The anxiety of separation from a 

caregiver served an evolutionary purpose of alerting individuals to the need for social 

connection as protection from outside elements; chronic loneliness, however, had clear 

negative implications for emotional and physical well-being (Norman, Hawkley, Cole, 

Berntson, & Cacioppo, 2012).    

Individuals who reported increased loneliness were more easily distracted by 

negatively affective language within a social context than positive social words (Norman 

et al., 2012).  Individuals’ reporting higher levels of loneliness were also more sensitive 

to physical pain, demonstrated a greater avoidance of social situations due to potential 

rejection, and had less motivation to engage in social situations where the potential for 

rejection was minimal (Norman et al., 2012).   

Individuals’ attachment style impacted their expectations for future relationships, 

both positive and negative; individuals’ experience of the disparity between what was 
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expected and what was experienced likely increased loneliness (Bernardon et al., 2011).  

The attachments formed early in life impacted future relationships; they impacted the 

degree to which individuals sought future relationships, and the self-worth and safety 

people then experienced in future relationships (Bernardon et al., 2011).  Individuals who 

were more securely attached, meaning that they experienced themselves as competent in 

and sought out relationships, were also more likely to report increased perceived social 

support (Bernardon et al., 2011).  Individuals who were more insecurely attached tended 

to expect that others would be less responsive to their emotional needs.  As a result, 

insecurely attached individuals utilized others less for emotional support or comforting, 

which in turn likely exacerbated the experience of loneliness (Bernardon et al., 2011).  

Securely attached individuals, however, sought others’ support when experiencing 

increased stress.  As a result, securely attached individuals’ perception of themselves as 

less lonely and having more access to available support was reinforced (Bernardon et al., 

2011).  Researchers explored the relationship of attachment style and loneliness and 

whether perceived social support and coping style mediated the relationship between 

attachment and loneliness (Bernardon et al., 2011).  Individuals with greater secure 

attachment style experienced less loneliness across social, romantic, and family domains 

(Bernardon et al., 2011).  Perceived social support partially explained the existence of, or 

partially mediated, the relationship between attachment security and loneliness across 

these domains (Bernardon et al., 2011).  

Adjustment to college life, including loneliness, was correlated with attachment 

style (Ames, Pratt, Pancer, Wintre, Polivy, Birnie-Lefcovitch, & Adams, 2011). These 
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researchers sought to explore the impact that individuals’ attachment style had on the 

effectiveness of support groups targeted at first-year college students (Ames et al., 2011).  

Individuals adjusting to first-year college life were required to make several life changes 

to accommodate demanding schedules, new social groups, and increased difficulty in 

academic curriculum (Ames et al., 2011).  As a result, some first-year students displayed 

increased rates of psychological distress, depression, anxiety, and loneliness (Ames et al., 

2011).  Providing social support groups for first-year students in college had shown some 

promising effects in positively impacting the distress associated with the adjustment 

(Ames et al., 2011).  In Ames et al.’s study, there was a moderate negative relationship 

between dismissive attachment style and group attendance; therefore, as individuals 

strongly endorsed dismissive attachment style, they were less likely to attend the support 

group.  Individuals with strong dismissive attachment styles had a difficult time 

benefiting from support groups where the structure involved profiting from sharing 

experiences and relating to others’ experiences (Ames et al., 2011).  Securely attached 

individuals self-reported the greatest benefit from the social support group (Ames et al., 

2011).  Analysis revealed that actual benefit from the group did not differ based on 

attachment style, rather individuals’ experience of the group differed. In other words, 

individuals with a dismissive attachment style, though they attended the group less and 

reported less satisfaction with the group, did not identify more difficulty with adjustment 

to college life (Ames et al., 2011).  Preoccupied individuals appeared to have the most 

benefit from the group intervention.  For individuals in the control group, higher 

preoccupied attachment style was predictive of greater loneliness, depression, and poorer 
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adjustment in the second semester and greater loneliness in the first semester (Ames et 

al., 2011).  Individuals high in preoccupied attachment style, who participated in the 

group, appeared to be safeguarded against these negative outcomes through their group 

participation (Ames et al., 2011).  Securely attached individuals enjoyed the group and 

social support, whereas dismissive attachment style individuals identified a more 

negative experience (Ames et al., 2011).  

While lonely individuals had a more negative perception of their interpersonal 

relationships, they were also viewed as less adept at interpersonal interactions; loneliness 

had consistently demonstrated a negative correlation with social skills (Tsai & Reis, 

2009; Wei, Russell, & Zakalik, 2005).  Self-disclosure was identified as an important 

social skill in which people shared relevant thoughts and emotions that aided in 

decreasing loneliness (Tsai & Reis, 2009; Wei et al., 2005).  Reciprocal self-disclosure 

was a critical element in formulating connections in relationships that aided in buffering 

against loneliness (Wei et al., 2005).  Individuals high in avoidant attachment styles 

experienced self-disclosure as more unfavorable and were less likely to disclose personal 

failures or more private information, even within close or partnered relationships (Wei et 

al., 2005).  Individuals high in avoidant attachment remained disinclined to disclose even 

when others in close relationships with them engaged in personal disclosures (Wei et al., 

2005).  Researchers explored the relationship between attachment, believed social self-

efficacy, loneliness, and consequent depression (Wei et al., 2005).  Researchers analyzed 

assessment information obtained from 308 first-year students during October of their fall 

semester and then in a follow-up inventory battery in March of their spring semester (Wei 
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et al., 2005).  Researchers identified that attachment anxiety and avoidance contributed to 

individuals’ experience of loneliness differently.  The relationship between increased 

loneliness and individuals high in anxious attachment styles was explained by their lack 

of social self-efficacy (Wei et al., 2005).  In contrast, the relationship between increased 

loneliness and individuals high in avoidant attachment styles was explained by increased 

distress with self-disclosure (Ames et al., 2011; Bernardon et al., 2011; Wei et al., 2005).  

Researchers explored attachment style’s ability to predict various markers of 

mental health and well-being among undergraduate students transitioning to college life 

(Carr, Colthust, Coyle, & Elliott, 2013).  As researchers were attempting to utilize 

attachment styles to predict markers of mental health and well-being, an attachment scale 

was employed that indicated the degree of internalized models of insecure attachment, 

the Vulnerable Attachment Style Questionnaire (VASQ; Carr et al., 2013).  Researchers 

operationalized mental health and well-being as individuals’ autonomy in creating 

opportunities within a new environment to meet psychological and emotional needs, 

experiences of loneliness, perceptions of connection in and quality of interpersonal 

relationships within the new university setting, coping mechanisms employed during the 

transition to college life, and the presence of depressive symptoms (Carr et al., 2013).  

The 131 participants completed the attachment inventory the week before starting 

classes; individuals then completed measures of mental health and well-being during the 

last three weeks of their first semester (Carr et al., 2013).  Results indicated that greater 

scores on the insecurity subscale of the VASQ were predictive of increased subjective 

ratings of loneliness and decreased perceptions of quality interpersonal relationships 
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within the new university setting (Carr et al., 2013).  Increased scores on the insecurity 

subscale of the VASQ were also predictive of decreased interpretations of their emotional 

and psychological needs as being satisfied within the new university setting (Carr et al., 

2013).  The insecurity subscale of the VASQ also demonstrated a positive predictive 

relationship with depressive symptoms; increased scores on the insecurity subscale of the 

VASQ were predictive of increased depressive symptoms (Carr et al., 2013).  Lastly, 

increased scores on the insecurity subscale of the VASQ were predictive of engaging in 

coping styles that employed avoidance or escape tactics, such as substances (Carr et al., 

2013). 

Summary of Loneliness Literature 

In summary, loneliness was identified as the subjective experience of distress 

when individuals perceived their social connections as lacking (Bernardon et al., 2011; 

Cacioppo & Patrick, 2008; Ertosun & Erdil, 2012).  Loneliness had innate value in 

operating as an alarm system, indicating that individuals’ safety and ability to survive 

was at stake (Cacippo & Patrick, 2008).  Increased loneliness was a strong predictor of 

various health-related conditions, such as decreased quality sleep, elevated systolic blood 

pressure, increased cardiovascular disease, escalated activation in the hypothalamic 

pituitary adrenocortical area, and inflammatory responses (Hawkley et al., 2010; 

Pietromonaco et al., 2013; Segrin & Passalacqua, 2010; Zawadzki et al., 2013;).  

Increased loneliness was also a predictor of increased psychological distress, increased 

depressive symptoms, cognitive dysfunction and psychopathology, social anxiety, and 

interpersonal communication deficits (Hawkley et al., 2010; Lasgaardet al. 2011; 
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Pietromonaco et al., 2013; Segrin & Passalacqua, 2010; Zawadzki et al., 2013).  While 

most individuals had experienced loneliness at some point in time in their lives, it 

appeared that various social, cognitive, and health factors increased individuals’ risk for 

maintaining the experience of loneliness (Cacioppo et al., 2009; Zawadzki et al., 2013).  

Loneliness was researched in depth regarding its ability to predict various behavioral 

risks, health conditions, and psychological distress (Hawkley et al., 2010; Pietromonaco 

et al., 2013; Segrin & Passalacqua, 2010; Zawadzki et al., 2013).  Loneliness was shown 

to have reliable associations with insecure attachment (Wei et al., 2005).  

Trauma 

 The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-

5; APA, 2013) indicated that, to receive a diagnosis of Post-Traumatic Stress Disorder 

(PTSD), it was necessary that people were exposed to actual death or threatened death, 

grave injury, and/or sexual violence.  In order to meet the criteria for a trauma-related 

disorder, such as PTSD, it was required that individuals had either experienced the event 

directly, witnessed the event in person, learned that a close friend or family member had 

been exposed to the traumatic events, or had been consistently exposed to the details of a 

traumatic event as in the case of first-responders (APA, 2013).  The DSM-5 specifically 

cited exposure to the events of war as either a military member or a civilian, physical 

assault, physical abuse as a child, sexual violence, torture, being held against one’s will, 

and serious automobile accidents as potentially traumatic (APA, 2013).  While the 

lifetime potential for exposure to traumatic events ranged from 56% to 85% for men and 

women, only 6.8% of individuals met the criteria for a diagnosis of PTSD, including 
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3.6% of men and 9.7% of women (Marshall, Robinson, & Azar, 2011).  In a 12-month 

study, the prevalence of PTSD in the U.S. was 3.5%; however, prevalence in other 

countries, including Europe, Asia, Africa, and Latin America, ranged from .5%-1.0% 

(APA, 2013).  Women were at an increased risk for the development of PTSD and met 

the criteria for longer than men (APA, 2013; Olff, Langeland, & Gersons, 2005).  The 

gender disparity in PTSD diagnosis was attributed in part to the discrepancy of risk for 

women for interpersonal forms of trauma, such as rape and interpersonal violence in 

relationships (APA, 2013).   

Theorists in the area of treatment of trauma did not subscribe to specifications that 

were as rigid as those stated in the DSM-5 to define traumatic events (Briere & Scott, 

2006; Herman, 1997).  Experiencing helplessness, overwhelming fear, and distress were 

common themes present in individuals’ experience of a traumatic event (Briere & Scott, 

2006; Herman, 1997).  Trauma also restricted individuals’ access to mental resources by 

overwhelming their cognitive processes (Briere & Scott, 2006).  Briere and Scott (2006) 

identified 12 major categories of trauma: natural disasters, interpersonal violence that 

occurs against many people at one time such as a terrorist attack, an accident involving 

mass transit such as a plane crashing, domestic fires, automobile accidents, rape or sexual 

assault, physical assault by an unknown assailant, interpersonal violence in relationships, 

torture, war, childhood sexual and physical abuse, and exposure to traumatic events as 

first-responders.    

Traumatic events had serious implications for individuals’ mental and physical 

well-being, which led to a primary emphasis of research on the psychological distress of 
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PTSD, while placing less focus on the negative implications trauma had on individuals’ 

relationships (Peltonen, Qouta, Sarraj & Punamaki, 2010).  Exposure to traumatic events, 

such as war and military violence, did not imply that individuals inevitably met the 

requirements for a PTSD diagnosis.  In other words, all individuals exposed to military 

and war traumatic events did not develop flashbacks of the events, make continued 

efforts to avoid physical and internal reminders of the trauma, or feel as though they 

existed in a continued state of hypervigilance for fear of future dangers (Peltonen et al., 

2010).   

Children exposed to traumas of war may learn of or witness the death of a peer; as 

a result of this traumatic event, children’s social development was likely impacted in that 

they feared the loss or safety of family and friends (Peltonen et al., 2010).  Thus, 

children’s perception of relationship quality and support suffered as a result of 

experiencing war traumas (Peltonen et al., 2010).  Younger children, especially girls, who 

were exposed to more military-related traumas, had poorer friendship quality (Peltonen et 

al., 2010).  Experiencing greater frequency of military trauma as older children did not 

have a relationship with poorer friendship quality.  Within the context of sibling 

relationships, those children exposed to greater military traumas had higher rates of 

sibling rivalry than children with less exposure to military traumas (Peltonen et al., 2010).  

Sibling relationships high in intimacy and warmth were able to serve as a protective 

factor against the development of PTSD symptoms and depression, when children were 

exposed to lower levels of military trauma; however, sibling relationships did not remain 

a protective factor as levels of military trauma exposure increased (Peltonen et al., 2010).  
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Also, peer relationship quality did not serve to protect significantly against the impact of 

military-related trauma exposure (Peltonen et al., 2010). Therefore, military trauma 

impacted children’s ability to develop and maintain supportive and validating peer and 

sibling relationships.  These relationships, in turn, have been shown to buffer against 

various life stressors, such as parental divorce, home environment, and community 

violence (Peltonen et al., 2010).   

In the context of interpersonal relationships, trauma had been defined as an abrupt 

disconnection from a primary individual, or a more generalized loss of connection, that 

resulted in affective dysregulation, difficulty making sense of the experience, and 

increased desire to avoid any reminder of the trauma (Lilly & Lim, 2013; Wayne, 2012). 

Disrupted attachment style, decreased emotional regulation, and disruptions in cognitive 

processes were some of the consequences that were explored in connection with 

individuals surviving interpersonal trauma (Lilly & Lim, 2013).   The presence of 

decreased emotional regulation, disruption in cognitive processes, and disrupted 

attachment styles that were seen with interpersonal trauma placed individuals at an 

increased risk for the development of trauma-related pathologies (Lilly & Lim, 2013).  

For example, decreased emotional regulation was possibly exhibited through use of self-

harming behaviors in an attempt to self-soothe distressing emotions or individuals lashed 

out when overwhelmed by emotions (Lilly & Lim, 2013).   

Individuals who had internalized positive memories of caregivers and loved ones 

had the ability to access these cognitions for emotional self-regulation in times of stress 

and pain (Wayne, 2012).   Humans also evidenced the ability to mutually influence and 
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impact one another without intention or communication, through mutual intersubjective 

relatedness (Wayne, 2012).  While individuals were able to evoke frustration or hostility 

by mere presence, humans also displayed the ability to comfort by mere presence 

(Wayne, 2012).  Social support aided individuals in engaging in healthy coping not only 

by providing a physical presence or specific resources, but also by allowing individuals to 

appraise stress in a different manner (Segrin & Passalacqua, 2010).  Supportive 

relationships engaged individuals in healthier forms of stress-management and aided 

them in identifying when professional help was needed and seeking those resources 

(Segrin & Passalacqua, 2010).  

Trauma and Attachment 

Abuse suffered during childhood interrupted social and emotional development 

(Caldwell et al., 2011). Children who suffered sexual abuse in early childhood were more 

likely to have insecure attachments in their adult romantic relationships (Lilly & Lim, 

2013). Children and adolescents who experienced increased emotional abuse were at 

increased risk for lowered self-esteem, increased rates of self-criticism, increased 

withdrawal from social situations, and increased difficulty in maintaining peer 

relationships (Caldwell et al., 2011).  Emotional abuse was believed to be the most 

pervasive form of abuse, often occurring in combination with other forms, and was 

possibly the most insidious (Riggs, 2010).  Emotional abuse in childhood was shown to 

increase distrust in adult relationships, codependency, interpersonal conflict and the 

presence of interpersonal violence in adult relationships (Caldwell et al., 2011).  Early 

childhood abuse set in motion patterns of cognitive dysfunction and decreased emotional 
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regulation that negatively impacted future relationships (Caldwell et al., 2011).  Research 

has shown adults who later displayed insecure attachment styles as indicated by being 

high in avoidance, anxiety, or a combination of both, had a greater likelihood of a history 

of adverse childhoods and current increased rates of depression (Caldwell et al., 2011).   

Childhood maltreatment was associated with increased risk of social isolation, 

expressed struggles engaging in relationships, misperceptions of others’ behaviors as 

malevolent, and increased use of coping mechanisms of withdrawal or disconnection 

(Muller, Thornback, & Bedi, 2012).  Researchers explored the relationship between adult 

attachment style, early childhood abuse (i.e. physical, witnessing family violence, and 

emotional), and current symptoms (i.e. internalizing and externalizing behaviors, and 

trauma related distress; Muller et al., 2012).  Individuals in the study were undergraduate 

students; the 803 participants took a series of self-report measures that assessed adult 

attachment style, emotional and behavioral difficulties including internalizing and 

externalizing behaviors, trauma symptoms, and experiences of childhood maltreatment 

(Muller et al., 2012).  Results indicated that when each form of childhood maltreatment 

was assessed, it was predictive of insecure adult attachment.  Insecure adult attachment 

was then predictive of the current presence of symptomatology, identified as internalizing 

and externalizing behaviors and trauma related distress (Muller et al., 2012).  Adult 

attachment was found to mediate the relationship between childhood maltreatment and 

symptomatology, though adult attachment only remained a significant mediator for 

emotional or psychological maltreatment, when the forms of childhood maltreatment 

were examined together (Muller et al., 2012).  Researchers hypothesized that adult 
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attachment likely remained a significant mediator only for psychological maltreatment 

due to the presence of psychological maltreatment in other forms of abuse and the 

damaging consequences to future relationships (Muller et al., 2012).  

Betrayal traumas were identified as traumas of an interpersonal nature that have 

been committed by someone emotionally close to the victim (Owen, Quirk, & Manthos, 

2012).  The experience of betrayal traumas was associated with increased risk of 

depression, increased anxiety, PTSD, increased substance use, and greater frequency of 

insecure attachment styles (Owen et al., 2012).  Greater frequency of experienced 

betrayal traumas was also associated with individuals maintaining unhealthy 

relationships, those with greater levels of disrespect, for longer periods of time (Owen et 

al., 2012).  Due to having experienced more betrayal traumas, individuals likely 

experienced greater difficulty differentiating disrespect in the initial stages of 

relationships (Owen et al., 2012).  Based upon attachment schemas, individuals’ beliefs 

about relationships and individuals with greater frequency of betrayal traumas likely 

further reported high degrees of dedication to and satisfaction with the relationship, 

though the disrespect was high (Owen et al., 2012).  Researchers sought to explore the 

relationship between betrayal traumas and attachment styles, perceived respect, and 

psychological well-being (Owen et al., 2012).  The 86 undergraduate individuals 

participated in a series of online inventories assessing experienced betrayal traumas, 

current psychological distress, attachment style, relationship adjustment or satisfaction, 

dedication to individuals’ current relationship, and perceived respect received from 

individuals’ current partner (Owen et al., 2012).  Individuals’ experience of betrayal 
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traumas was predictive of insecure attachment styles, both anxious and avoidant, and 

decreased psychological well-being (Owen et al., 2012).  Results indicated that the 

relationship between perceived respect by individuals’ partners in current relationships 

and experienced betrayal traumas was mediated, or explained, by decreased 

psychological well-being and anxious attachment styles (Owen et al., 2012).  Researchers 

explained that the relationship between previously experienced betrayal trauma and 

individuals’ perception of respect from their current relationship likely depended upon 

current distress coupled with their fears of abandonment (Owen et al., 2012).  

Benoit, Bouthillier, Moss, Rousseau, and Brunet (2010) explored the relationship 

between adult attachment style, emotional regulation and severity of trauma symptoms.  

Individuals with secure attachment had internalized a model of early relationships with 

caregivers who, in times of distress, were responsive to attachment behaviors, leading to 

soothing and regulation of emotions (Benoit et al., 2010).  When individuals internalized 

insecure models of attachment, early relationships with caregivers were likely 

unresponsive or inconsistent in their pattern of responding to infants’ attachment 

behaviors (Benoit et al., 2010).  As a result of unresponsive behavioral patterns, infants 

and children desisted in displaying attachment behaviors.  As a result of inconsistent 

behavioral patterns, infants and children tended to increase attachment behaviors, 

displaying increased distress in an attempt to engage the caregiver (Benoit et al., 2010).  

Insecure attachment was associated with decreased emotional regulation tactics, 

increased self-blame, increased substance abuse, and increased negative appraisals of 

others, the world, and the self (Benoit et al., 2010).   
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Researchers sought to explore the relationship between adult attachment, 

emotional regulation, and experience of trauma symptoms (Benoit et al., 2010).  Thirty-

six individuals participated in the study and were recruited from the trauma centers of 

two emergency rooms; DSM-IV criterion A for PTSD was utilized as defining an 

experienced trauma (Benoit et al., 2010).  Four weeks after the experienced trauma, 

individuals received by mail a self-report measure of PTSD symptoms, the Impact of 

Event Scale-Revised (IES-R), the Substance Use Questionnaire (SUBS) and a self-report 

measure of emotional regulation and coping, the Coping Inventory for Stressful 

Situations (CISS; Benoit et al., 2010).  Twelve weeks after the experienced trauma, 

individuals received the same self-report measures and also participated in the Adult 

Attachment Projective interview (AAP), assessing attachment style (Benoit et al., 2010).  

Individuals identified as more securely attached were less likely to experience all PTSD 

symptom categories, intrusion, avoidance, and hypervigilance, at 12 weeks (Benoit et al., 

2010).  Securely attached individuals also experienced significantly fewer PTSD 

symptoms at four weeks after the experienced trauma, with the exception of symptoms 

under the category of intrusion (Benoit et al., 2010).  Individuals who were more securely 

attached were less likely to utilize coping strategies identified as based in emotion, such 

as self-blame, and were less likely to use substances as a coping mechanism (Benoit et 

al., 2010).  Style of attachment was predictive of PTSD symptoms; however, emotional 

regulation tactics mediated, or explained, the relationship between attachment style and 

PTSD symptoms (Benoit et al., 2010).  
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Trauma and Cognition 

As noted earlier, interpersonal trauma had been identified as a traumatic event 

inflicted by other individuals, such as sexual assault, rape, and physical assault (Lilly & 

Lim, 2013).  Cognitive assumptions about the world and the self in the world allowed for 

individuals to organize and understand information from interactions and events (Lilly & 

Lim, 2013).  Interpersonal trauma challenged many of these cognitive assumptions that 

often operated outside of individuals’ awareness.  As a result, survivors of interpersonal 

trauma likely blamed themselves for the traumatic interactions and experienced a 

negative shift in worldview (Lilly & Lim, 2013).  

 There were a number of established relationships between trauma and cognition. 

For example, the act of individuals having engaged in catastrophic thinking prior to 

trauma exposure had been shown to be a significant predictor of the development of 

PTSD symptoms (Wilksch & Nixon, 2010).  After exposure to a traumatic event, or a 

series of events, individuals diagnosed with PTSD identified the incidence of at least one 

or more of the following conditions: memories of the traumatic event, which were not 

recalled on purpose and which evoked increased anxiety; trauma related nightmares; 

dissociations from time, in which individuals re-experienced trauma; intense distress for 

increased amount of time, when exposed to an internal or external reminders of the 

trauma; and/or clear physical reactions, when exposed to an internal or external reminder 

of the trauma (APA, 2013).  The negative meaning individuals ascribed to the symptoms 

they experienced after a trauma further impacted their experience of those symptoms, as 

Wilksch and Nixon (2010) established in their study of rape survivors.  When individuals 
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interpreted the intrusive memories and thoughts they experienced as extremely negative, 

they were more likely to develop PTSD; they were also more likely to experience 

increased distress as well as greater frequency of intrusive symptoms compared to those 

who interpreted intrusive memories as less negative (Wilksch & Nixon, 2010). As 

individuals attempted to manage the increased frequency of these intrusive and 

distressing memories, ineffective tactics, such as thought suppression, were possibly 

employed, which only increased individuals’ overall distress and the frequency of the 

disturbing memories (Wilksch & Nixon, 2010).    

 The ways in which individuals appraised the traumatic events in their lives 

impacted their current emotional state (Beck et al., 2013; Olff et al., 2005; Wilksch & 

Nixon, 2010).   Negative appraisals towards emotional responses experienced during the 

event likely occurred, as well as reflections on the trauma (Beck et al., 2013; Karl, Rabe, 

Zollner, Maercker, & Stopa, 2009).  As individuals continued to appraise events of the 

past as overwhelming and negative, their experience of the current moment was one of 

danger and threat.  When people experienced the present in such a way, the pattern of 

distress was maintained (Karl et al., 2009).   

Individuals’ cognitive appraisals were conceptualized as falling in two categories: 

self-appraisals and worldviews (Karl et al., 2009).  Trauma survivors displayed negative 

self-appraisals that conveyed fear of a continued state of emotional pain and self-blame 

for the traumatic event. Appraisals of the world often shifted to view the environment as 

continuously dangerous (Karl et al., 2009).  Negative appraisals were associated with the 

increased use of cognitive and behavioral mechanisms as a means to cope with the 
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emotional aftermath of trauma that only maintained symptoms of PTSD, such as thought 

avoidance and suppression (Karl et al., 2009; Olff et al, 2005).  The subjective appraisal 

of traumatic events acted as a much stronger predictor of the development and 

maintenance of PTSD than an objective report (Olff et al., 2005). Trauma has been 

identified as a subjective experience; therefore, individuals experienced the same 

traumatic event differently, resulting in some people progressing to develop a PTSD 

diagnosis while others did not (Olff et al., 2005).  

Various cognitive methods of managing trauma symptoms, such as thought 

suppression and avoidance, maintained symptoms associated with PTSD (Karl et al., 

2009; Kenny et al, 2009; Olff et al, 2005).  As individuals continued to avoid and 

suppress memories associated with traumatic events, they had less opportunity to process 

the memories as well as the emotional responses connected with those traumatic 

memories (Kenny et al., 2009).  One way individuals engaged in disconnecting from the 

emotional component of traumatic memories was by recalling memories from an 

observer perspective in which the memory was recalled as if they were watching it 

happen as opposed to experiencing it themselves (Kenny et al., 2009).  Individuals who 

related to their memories from a first-person perspective experienced the event as if it 

was happening to them and were identified as engaging in a field perspective (Kenny et 

al., 2009).  Individuals who adopted an observer perspective in recalling trauma 

memories within seven days of their experience demonstrated significantly more severe 

PTSD symptoms during initial assessment and were also two times more likely to have 

PTSD within 12-months (Kenny et al., 2009).  Individuals who initially recalled 
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memories from a field perspective and then shifted to an observer perspective displayed 

increased PTSD symptoms at the one-year follow-up (Kenny et al., 2009).  Findings 

about perspective shifts suggested that individuals employed a change from field to 

observer perspective in an attempt to manage the severity of trauma symptoms 

experienced, only to find trauma symptoms maintained by the observer perspective 

(Kenny et al., 2009).   

Researchers also explored the relationship between negative appraisals and PTSD 

symptom severity and maintenance (Beck et al., 2013; Karl et al., 2009).  Increased 

negative self-appraisal was predictive of increased PTSD severity (Karl et al., 2009). 

Changes in individuals’ sense of self, related specifically to the presence of PTSD 

symptoms, represented an enduring change, which further correlated to the maintenance 

of these symptoms (Karl et al., 2009).  Increased self-blame for trauma was a weak but a 

significant predictor for increased severity of PTSD symptoms (Karl et al., 2009).  

Researchers identified that marginality of the significance was likely due to the 

assessment inventory.  Self-blame was categorized as behavioral and characterological. 

While behavioral components gave way to an increased sense of control, 

characterological self-blame was internalized (Karl et al., 2009).  

Individuals who experienced interpersonal trauma also strongly endorsed 

increased frequency and intensity of shame and guilt (Beck et al., 2013).  Whereas shame 

involved a self-assessment (“I am bad”), guilt engaged an assessment of behavior (“I did 

something bad”).  Research showed shame was correlated with increased PTSD 

symptoms, where guilt was inconsistent in its relationship with PTSD (Beck et al., 2013).  
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Researchers examined the relationship between negative affective states, such as anxiety, 

guilt, and shame, and the presence of negative cognitions, specifically trauma-related 

appraisals (Beck et al., 2013).  Participants in Beck et al.’s (2013) study were 109 women 

survivors of interpersonal traumas.  Increased levels of shame and depression were 

significantly correlated with negative self-appraisal.  Increased guilt was significantly 

correlated with a negative worldview.  Increased presence of shame and guilt, coupled 

with lower depression, was associated with increased appraisal of self-blame.  

Researchers noted that self-blame being associated with decreased depression and 

increased shame and guilt was a surprising finding and worthy of replication (Beck et al., 

2013).  The type of traumas individuals endured likely impacted the particular negative 

appraisal and cognitions they experienced (Beck et al., 2013).  While anxiety received a 

great deal of clinical attention in the management of PTSD symptoms, Beck et al.’s 

(2013) study found that increased anxiety did not predict increased negative appraisal.   

Trauma, Attachment, Cognition and Social Support 

Bowlby’s theory of attachment identified that in a healthy attachment 

environment, with responsive caregivers, children learned to engage in attachment 

behaviors when experiencing distress and also explore their environment when distress 

and threat were marginal (Joubert, Webster, & Hackett, 2012). When individuals 

experienced extreme loss or abuse, their style of attachment was prone to becoming 

disorganized.  Individuals’ internalized attachment models stood in contradiction to each 

other, as individuals internalized, without awareness, contradicting messages (Joubert et 

al., 2012).  Often this contradicting internalization was a result of interaction with 
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caregivers who engaged in behaviors that scared children; children experiencing distress 

wanted to seek comfort from their caregivers, and were met with confusion when their 

caregivers evoked distress (Joubert et al., 2012; Riggs, 2010).  Disorganized attachment 

resulted in individuals experiencing frequent disruptions in emotional regulation and 

cognitive functioning (Joubert et al., 2012).  Research showed that disorganized 

attachment was correlated with increased social anxiety, inattention, and increased 

psychopathology (Joubert et al., 2012).  Disorganized attachment predicted increased 

trauma symptoms, such as dissociative and avoidant behaviors; however, the relationship 

between disorganized attachment and trauma symptoms was significantly mediated by 

disruptions in selective attention and working memory (Joubert et al., 2012).  Individuals 

with disorganized attachment styles were more likely to have deficits in working 

memory. As a result, in high demand situations or where affective regulation was 

required, these individuals demonstrated greater loss of attentional resources compared to 

individuals with an organized attachment (Jourbert et al., 2012).  

Currently, there was a lack of research pertaining to trauma and loneliness; rather, 

research examined the impact of trauma on individuals’ ability to accurately perceive 

current social support (Robinaugh et al., 2011).  Early research held that the presence of 

social support acted as a defense against the impact of increased distress in the aftermath 

of trauma; in essence, the argument was made that the presence of social support was a 

protective factor against the development of PTSD (Robinaugh et al., 2011).  However, 

the relationship between social support and development and severity of PTSD was more 

complex.  The presence of negative, emotionally distressing interpersonal interactions 
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within the social support system appeared to be an increased risk factor for the 

development of PTSD (Robinaugh et al., 2011).  The relationship between trauma, 

development of PTSD and individuals’ support systems appeared to be interactional, 

where the trauma survivor impacted the support system as much as the support system 

impacted the survivor (Robinaugh et al., 2011).  In acute phases of trauma recovery, a 

lack of social support likely acted as a risk factor for PTSD; however, continued trauma 

recovery impacted the support network with greater severity of PTSD symptoms, 

increasing the decay of the relationships within the system (Robinaugh et al., 2011).  

Researchers examined the processes through which social support aided in the 

development and preservation of PTSD (Robinaugh et al., 2011).  Cognitions that 

developed in the aftermath of experienced traumas accounted for the impact of social 

support systems on PTSD.   In other words, the more that individuals viewed themselves 

as ineffectual, engaged in self-blame for survived trauma, and viewed their world as 

dangerous, the greater the likelihood that individuals perceived less social support 

(Robinaugh et al., 2011).  The perception of low social support, low positive 

interpersonal interaction, and elevated negative interpersonal interaction were related to 

increased severity of negative cognitions (Robinaugh et al., 2011).  Researchers also 

noted greater symptom recovery when individuals experienced less severe negative 

cognitions initially following the traumatic event and perceived social support and 

interpersonal interactions more positively (Robinaugh et al., 2011). Interpersonal 

interactions ceased to be significant predictors of maintained symptom severity, while 

negative cognitions remained significant (Robinaugh et al., 2011).  In other words, 
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negative cognitions impacted individuals’ appraisal of social support and therefore likely 

maintained PTSD symptoms (Robinaugh et al., 2011).  

Summary of Trauma Literature 

Trauma impacted an alarmingly substantial portion of the population with far-

reaching negative effects (APA, 2013; Marshall et al., 2011). Trauma had the ability to 

increase individuals’ tendency to avoid and suppress trauma-related material that evoked 

strong emotions (D’Andrea, Chiu, Casas, & Deldin, 2012; Kenny et al., 2009).  

Individuals who experienced traumatic events were more likely to engage in negative 

appraisal of themselves and their world (Beck et al., 2013; Karl et al., 2009). Increased 

negative appraisal of the traumatic event and of self was related to increased severity of 

PTSD symptoms, use of cognitive processes to distance individuals from distressing 

emotions, and the maintenance of trauma-related distress and PTSD symptoms (Beck et 

al., 2013; Karl et al., 2009; Wilksch & Nixon, 2010).  While social support acted as a 

buffer against the impact of distressing life events (D’Andrea et al, 2012), the ability to 

perceive the availability of support and engage in social interactions was impacted by 

increased negative cognitions in the aftermath of trauma (Robinaugh et al., 2011). 

Trauma also significantly disrupted attachment processes (Caldwell et al., 2011; Muller 

et al., 2012; Owen et al., 2012). Individuals who experienced abuse in childhood 

demonstrated increased distrust in adult relationships, codependency, interpersonal 

conflict, and greater risk for the presence of interpersonal violence in adult relationships 

(Caldwell et al., 2011) 
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Cognitive Factors and Language 

 In the literature reviewed, it was clear that cognitive factors, such as expectations, 

appraisals, and rumination, impacted trauma, loneliness, and other affective states. 

Attachment was often conceptualized as forming a foundational cognitive schema for 

models of self and other, and for relationships across the lifespan. These cognitive factors 

were themselves influenced by emotion, resulting in complex interactions. These factors 

are detailed below. 

Cognitive Factors 

Cognitive factors played a key role in peoples’ relationships. Acceptance was a 

foundational motivator for humans; people worked to avoid the pain and hurt associated 

with being ignored, avoided, and excluded (Watson & Nesdale, 2012).  Social rejection 

was a predictor for increased anxiety, anger, and lowered self-esteem (Watson & 

Nesdale, 2012).  Rejection also impacted individuals’ future social functioning by 

affecting the ability to read social cues, to solve problems, to instigate and maintain 

prosocial interactions, and to interpret and follow appropriate social guidelines (Watson 

& Nesdale, 2012).  Individuals who experienced increased frequency of exclusion and 

rejection were at greater risk for higher levels of emotional distress, depression, and risky 

behavior.  When individuals consistently experienced rejection, they began to expect 

rejection in relationships; as a result, individuals awaited rejection in anxious anticipation 

and more readily interpreted rejection in various interactions (Watson & Nesdale, 2012).  

As individuals more readily interpreted rejection in their interpersonal interactions, they 

were more likely to respond to what they perceived as rejection with pain, hurt, and 
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anger.  As a result, they potentially lashed out in anger at persons with whom they were 

in relationships or socially withdraw, bringing about the rejection they feared in the first 

place (Watson & Nesdale, 2012).   An increased expectation of rejection in relationships 

was associated with increased loneliness, social withdrawal, and emotional distress 

(Watson & Nesdale, 2012).  

When individuals had increased expectations of rejection, they were more likely 

to engage in social distancing or social withdrawal in an attempt to avoid the rejection 

they had come to expect (Watson & Nesdale, 2012).  When individuals engaged in 

socially avoidant behavior, this strongly predicted subsequent increased loneliness 

(Watson & Nesdale, 2012).  As individuals withdrew from social relationships, they had 

social interactions that decreased in duration and frequency that further limited 

individuals’ ability to create new and maintain current relationships (Watson & Nesdale, 

2012).  Once this pattern was established, it became reinforcing and self-sustaining 

(Watson & Nesdale, 2012).  While individuals’ belief that they would be rejected 

predicted increased loneliness, this relationship was significantly mediated by 

individuals’ use of avoidance of social situations where they feared probable rejection 

(Watson & Nesdale, 2012).   

Holland, Tamir, and Kensinger (2010) identified the important role emotion 

played in influencing the lens through which we view our memories.  People wanted to 

believe that they could recall memories as if recorded on a video camera, bias free; 

however, emotion greatly impacted the way individuals reconstructed a prior experience 

(Holland et al., 2010).  Holland et al. (2010) identified two ways in which emotion played 
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a role in altering the reconstruction of a prior experience.  In the first way, individuals’ 

current emotional state and goals affected which memories were retrieved.  In other 

words, the memories retrieved matched and enhanced the current emotional state or did 

not match the current emotional state and in fact challenged the emotion; regardless, the 

current emotional state or goal, influenced the memory retrieved (Holland et al., 2010).  

An example of how emotional states biased memory selection was how a sad song 

evoked a sad memory from a previous relationship; however, when the sun was shining 

eliciting joy, a happy memory from the same relationship was recalled. The second way 

in which emotion played a role in memory reconstruction was in relation to individuals’ 

reappraisal of the emotion experienced throughout an event (Holland et al., 2010).  In 

other words, if individuals’ current emotional experience was pleasant, they 

underestimated the negative emotion of a prior event in order to prolong their current 

affective state.  Individuals experiencing increased levels of loneliness appraised events 

through the emotional lens of loneliness, increasing emotional distress (Segrin & 

Passalacqua, 2010).  Individuals experiencing increased loneliness were not necessarily 

isolated from others; however, their appraisal of interactions with others and daily 

interactions remained filtered through their lens of increased loneliness (Segrin & 

Passalacqua, 2010).   

Joormann, Levens, and Gotlib (2011) identified rumination as playing a critical 

role in individuals struggling with depression.  Depressed individuals tended to begin the 

process of ruminating, or getting fixated on a pattern of thoughts, when experiencing 

negative emotions.  Inability to adaptably shift from the pattern of thoughts in which 
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individuals became fixated when experiencing negative affect was potentially a product 

of struggling to hold and use information in the working memory.  Joorman et al. (2011) 

identified that depressed individuals struggled to filter irrelevant negative information 

from entering their working memory, or disposing of it once there.  Individuals struggling 

with depression reported greater rumination and had a harder time working with negative 

words as compared to neutral or positive words throughout a working memory word task 

(Joorman et al., 2011).  Therefore, individuals with depression had a difficult time 

filtering irrelevant negative stimuli (e.g., intrusive thoughts), and once unfiltered, those 

individuals struggled to get rid of the negative stimuli (i.e., rumination).  

 Zawadzki et al. (2013) explored the impact of rumination and anxiety in the 

relationship between loneliness and depression, including decreased quality sleep.  As 

discussed previously, prior research showed that loneliness was a significant predictor of 

increased depressed mood (Cacioppo et al., 2010).  Zawadzki et al. (2013) identified that 

loneliness and rumination were highly correlated constructs.  Also, trait anxiety and 

rumination mediated, or helped to explain, the effect of loneliness on depressed mood 

(Zawadzki et al., 2013).  While rumination and trait anxiety were highly related 

constructs, each had a unique predictive impact on depressed mood and decreased quality 

of sleep (Zawadzki et al., 2013).  Social support also played a significant role in the 

relationship between rumination and sleep quality in that increased rumination negatively 

impacted individuals’ sleep quality only when social support was low (Zawadzki et al., 

2013).  Increased loneliness was related to increased rumination and the presence of 

increased rumination partially explained the impact of loneliness on depressed mood and 
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decreased quality of sleep (Zawadzki et al., 2013).  The researchers identified loneliness 

as having a distinct impact on rumination, as loneliness increased so did rumination.  

Therefore, the cognitive processes underlying loneliness stood to impact the perception 

and maintenance of the subjective experience of loneliness (Zawadzki et al., 2013).  

 Related to cognition, language was critical in the communication of thoughts, 

feelings, and other internal states as people interact. Language was examined as a way of 

understanding experiences, such as loneliness. An overview of the importance of 

language and its relationship to affective states is presented in the following section.  

Language 

 Language operated as a way for individuals to convey meaning based on shared 

understanding of symbols (Ashcraft & Radvansky, 2010; Kellogg, 2003; Perlovsky, 

2009).  The shared meaning among a culture allowed individuals to utilize a symbol or 

sound to indicate specific objects and for others to understand to which objects persons 

were referring (Ashcraft & Radvansky, 2010).  Communication among individuals was 

therefore possible due to shared meaning; individuals utilized symbols to represent inner 

thoughts and the recipients of attempted communication were able to understand 

conveyed meaning based on the shared system of symbols (Ashcraft & Radvansky, 

2010).  When analyzing language, either written or spoken, individuals analyzed the 

content and the form (D’Andrea et al., 2012; Groom & Pennebaker, 2002). Language 

content included the illustrative and explanatory elements of language, items such as 

emotional words, cognitive-related words, and words of action (D’Andrea et al., 2012).  

Language form incorporated the structure of written text or transcribed verbal language, 
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including use of past, present or future tense of verbs, use of pronouns, prepositions, the 

articles utilized, and use of negations and agreements (D’Andrea et al., 2012; Groom & 

Pennebaker, 2002).  Significant information about cognitive processing was gained 

through the examination of language form. When individuals utilized more first person 

singular pronouns, such as “I” and “me,” this language style was more positively 

correlated with increased psychological suffering (D’Andrea et al., 2012).  Increased use 

of plural pronouns, such as us and we, was associated with a greater sense of relation to 

others (D’Andrea et al., 2012). Particles of speech referred to units of language that had 

taken on different grammatical categories, depending on how they acted in the sentence 

structure; often they were prepositions, pronouns, articles, and conjunctions (Groom & 

Pennebaker, 2002). Particles demonstrated greater reliability in linguistic analysis than 

other forms of language (Groom & Pennebaker, 2002).  Particles of speech also gave 

insight into how individuals related to and structured the world (Groom & Pennebaker, 

2002).  When asked questions about relationship entities, utilization of the particle “the” 

denoted greater relationship between the speaker and the audience than selecting the 

particle “a”(Fast & Funder, 2008; Groom & Pennebaker, 2002).  Stylistic variations in 

speech conveyed subtle differences in meaning; this was demonstrated in individuals 

describing the same scene when one individual states, “A woman asked about a class,” 

and another states “The woman asked about a class.”  The style of these sentences was 

different; the first utilizing only the particle “a” seemed less connected in relationship 

though gets across the same meaning, whereas the second sentence connoted more of a 

relationship (Fast & Funder, 2008; Groom & Pennebaker, 2002).  
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Linguistic style referred to the individualized expression of language (Pennebaker 

& Graybeal, 2001).  Aspects of individuals’ linguistic style were subject to change 

throughout the lifespan, while much of language composition remained stable across time 

and situations (Groom & Pennebaker, 2002; Pennebaker & Graybeal, 2001; Pennebaker 

& Stone, 2003). Linguistic style involved individuals’ varied use of past or present tense, 

or use of person oriented language, such as “I” and “we” (Pennebaker & Graybeal, 

2001;Pennebaker& Stone, 2003).  Greater frequency of the use of “I” in language 

denoted a strong attachment to the subject being discussed as well as stronger focus on 

the self (Pennebaker & Stone, 2003).  The linguistic style that individuals employed was 

highly correlated with specific behaviors, such as alcohol consumption and health, 

tapping into behavioral components of individuals’ personality characteristics 

(Pennebaker & Graybeal, 2001).  

More recent research sought to explore the relationship between personality and 

language and found strong correlations (Borelli et al., 2012; Fast & Funder, 2008).  

Singular first-person pronouns, such as “I” and “me,” were associated with self-reported 

depression and introversion (Fast & Funder, 2008).  Decreased use of singular first-

person pronouns and language that was reflective of others, such as “us” and “we,” 

indicated more self-monitoring (Fast & Funder, 2008).  Researchers asked 181 college 

students to identify two friends, who also participated, who knew them well and could 

speak about them, resulting in a total participant pool of 511 subjects (Fast & Funder, 

2008).  During the course of the three-session study, individuals completed personality 

assessments, interacted with two unknown individuals while being videotaped for 
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behavioral analysis, and lastly participated in an hour-long interview (Fast & Funder, 

2008).  The hour-long interview was recorded and transcribed for linguistic analysis by 

the Linguistic Inquiry and Word Count (LIWC) program (Fast & Funder, 2008).  

Whereas past research had seen weak correlations between personality and language, the 

current research found strong correlations between language and personality (Fast & 

Funder, 2008).  Results showed high correlations between language use and several items 

on the California Adult Q-set (CAQ) personality inventory, which asked about a broad 

scope of personality qualities and characteristics (Fast & Funder, 2008).  Individuals who 

utilized more anger words during the interview also identified themselves as erratic and 

more likely to communicate through behavior (Fast & Funder, 2008).  Results also 

demonstrated many strong correlations between language and directly observed 

behaviors, as rated by four trained coders (Fast & Funder, 2008). Individuals who utilized 

more certainty words in their interviews, such as “absolutely” or “clearly,” displayed 

strong correlations across self-report and acquaintance personality scores and behavioral 

ratings, with confidence, likability, intelligence and introspection (Fast & Funder, 2008).   

Research utilized linguistic analysis to explore the effects of aging on linguistic 

style (Pennebaker & Stone, 2003).  As individuals aged, they employed more positive 

emotion words and fewer negative emotion words; they also used singular first-person 

orientation in their language at significantly lower frequent rates (Pennebaker & Stone, 

2003).  Verb tense was also a form of linguistic style that was indicative of internal 

processes (Pennebaker & Stone, 2003).  As individuals aged, contrary to common 

stereotypes about aging present in the United States, individuals utilized more future 
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tense verbs than past tense; in fact, younger individuals actually made more past tense 

references than older individuals (Pennebaker & Stone, 2003).  Younger individuals also 

had a greater preoccupation with time, as indicated by a stronger presence of time-related 

words, such as clock or minute, which were not as evident in the older participants 

(Pennebaker & Stone, 2003).  Analysis of language use was able to serve as a way to 

observe underlying cognitive processes in a way that extended beyond self-report 

measures (Groom & Pennebaker, 2002; Pennebaker & Stone, 2003).  

Language had a significant impact on individuals’ physical and mental health 

(Pennebaker & Graybeal, 2001; Pennebaker& Stone, 2003).  Individuals who had spent 

time writing about a previously experienced trauma for three to five days out of the week 

for 15 to 20 minutes experienced increased health gains as opposed to individuals who 

wrote about inconsequential topics (Pennebaker & Stone, 2003). When analyzing 

samples of individuals’ writing, the more positive emotional words people utilized was 

weakly correlated to more positive health outcomes or improvement; use of more 

negative emotional words did not demonstrate a simple correlation with health outcomes 

(Pennebaker & Graybeal, 2001).  However, individuals’ use of more cognitive-laden 

words in their writing was significantly correlated with positive health outcomes 

(Pennebaker & Graybeal, 2001; Pennebaker & Stone, 2003).  Cognitive-focused 

language included words under the theme of causation, words like “reason” or “because,” 

as well as insight-oriented words such as “realize” or “understand” (Pennebaker & 

Graybeal, 2001).  Individuals whose language demonstrated greater frequency of insight-

oriented language also made fewer trips to the doctor’s office, even when already 
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diagnosed with chronic illnesses (Pennebaker & Graybeal, 2001; Pennebaker & Stone, 

2003).  Word selection in the articulation of inner experiences was an important cognitive 

process and when analyzed, allowed insight into individuals’ psychological state 

(Pennebaker & Stone, 2003).  Individuals studied in the process of grieving who utilized 

more positive emotional language had better health outcomes even when the positive 

emotion words selected were qualified with “not” (Pennebaker & Stone, 2003).  

Individuals’ selection of one word over another had further health implications and was 

also revealing of internal processing (Groom & Pennebaker, 2002; Pennebaker & Stone, 

2003).  

 Language acted as an external reflection of underlying cognitive processes 

(Pennebaker & Graybeal, 2001; Perlovsky, 2009).  As language was analyzed, it provided 

access to individuals’ understanding of their experiences, their personality, social 

interactions, and cognitive performance (Pennebaker & Graybeal, 2001; Perlovsky, 

2009).  Neuroimaging showed the interplay between language and cognitive processes 

(Perlovsky, 2009; Simmons, Hamann, Harenski, Hu, & Barsalou, 2008).  The act of 

producing language and processing language involved multiple cognitive systems and 

was driven both by individuals’ past experiences and the context of the current moment, 

as well as the actual data or combination of sounds uttered (Ashcraft & Radvansky, 2010; 

Simmons, Hamann, Harenski, Hu, & Barsalou, 2008).  As individuals produced and 

interpreted language, fMRI imaging showed that it was not the linguistic center that 

operated in isolation; instead, individuals also generated mental representations of 

language (Simmons et al., 2008).  For instance, as individuals spoke or processed the 



76 

word “spider,” they simultaneously generated a mental representation of how spiders 

look, spiders’ tactile sensation, how they interacted with spiders, and how they 

experienced spiders emotionally (Simmons et al., 2008).   

 Language acted as a means to communicate individuals’ thoughts to others 

(Ashcraft & Ravansky, 2010; Pennebaker & Graybeal, 2001).  Sharing lived experiences 

with others through language served various functions.  Individuals were able to gain 

insight though communicating their personal experiences with others (Pennebaker & 

Graybeal, 2001).  Sharing personal experiences through language disclosed individuals’ 

psychological state, while simultaneously built interpersonal connections with those 

whom individuals shared their experiences (Pennebaker & Graybeal, 2001).  Individuals 

who did not engage in utilizing language to connect with others through disclosing lived 

experiences were more likely to experience their relationships as emotionally distant and 

to feel more isolated (Pennebaker & Graybeal, 2001).  Emotion was an important 

motivator for language; however, too much emotionality in language interfered with 

communication (Perlovsky, 2009).  In other words, as emotional inflection in a language 

changed, it impacted individuals’ ability to learn.  With too little emotionality, there was 

no motivation; with too much emotionality inflected in language, there was interference 

in learning (Perlovsky, 2009).  

Trauma, Attachment, Loneliness, and Cognition 

 Perceptions of self and others were central cognitive processes involved in 

interpersonal interactions (Tsai & Reis, 2009).  Increased loneliness likely interfered with 

and distorted individuals’ perceptions of themselves and others, and subsequently had a 
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negative impact on social interactions (Tsai & Reis, 2009). Researchers sought to explore 

the relationship between self-perception, perception of others, and others’ perception of 

lonely individuals among established friendships in an effort to explore if the 

relationships impacted the experience of loneliness (Tsai & Reis, 2009).  Researchers 

recruited 73 undergraduate participants from established fraternities and sororities, and 

participants completed the inventory assessments in groups based upon their organization 

affiliation (Tsai & Reis, 2009). Results demonstrated that lonelier people displayed 

significantly more negative self-perception (Tsai & Reis, 2009).  Individuals with 

increased loneliness also perceived others as viewing them negatively (Tsai & Reis, 

2009).  Others rated lonelier individuals more negatively across 19 various qualities, 

including social warmth, intelligence, communication skills and clarity, confidence, and 

friendliness (Tsai & Reis, 2009).  Lastly, lonely individuals had a more negative 

evaluation of those relationships that they rated as closer or more intimate and had more 

positive assessments of individuals they rated more distant (Tsai & Reis, 2009).  

Researchers highlighted the important role the perceptions of current unmet expectations 

in the context of close relationships played in lonely individuals’ discrepant ratings (Tsai 

& Reis, 2009). 

 The quality of early child and caregiver interactions aided in the formation of 

adults’ internalized schema of attachment, the working mental representation offering 

guidance and expectations for future adult relationships (Borelli et al., 2013).  The 

internalized model of attachment was correlated with intrapersonal functioning, ability to 

emotionally regulate individuals’ own experience, as well as interpersonal functioning, 
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and reported experience of quality relationships (Borelli et al., 2013).  Assessing the 

language individuals’ used during the Adult Attachment Inventory (AAI), research 

showed significant linguistic differences among attachment styles in the way individuals 

articulated life experiences (Borelli et al., 2013).  Individuals categorized with 

disorganized attachment styles utilized present tense language to describe past losses or 

traumatic events; this was typically accompanied with increased distress and was viewed 

as a form of intrusive memories (Borelli et al., 2013).  Utilizing the AAI, researchers 

explored language markers for PTSD among individuals identified with disorganized 

attachment (Borelli et al., 2013).  Securely attached individuals often had greater access 

to emotional resources because, as previously identified, early attachment figures and 

experiences increased individuals’ competence and decreased their fear of uncomfortable 

emotions (Borelli et al., 2013; Dykas & Cassidy, 2011).  As a result, individuals were 

more familiar with emotional experiences and researchers hypothesized that this would 

result in an increase in emotional language throughout the AAI (Borelli et al., 2013).  

Researchers also explored the role of verbal immediacy, the degree to which individuals’ 

language was experiential, in the present, oriented to themselves, and concrete (Borelli et 

al., 2013).  Results demonstrated that securely attached, or autonomous, individuals 

utilized more affective words than insecurely attached individual (Borelli et al., 2013).  

Results also showed that disorganized individuals demonstrated significantly greater 

verbal immediacy than other attachment styles, when discussing trauma and loss and also 

throughout the AAI (Borelli et al., 2013).  Once attachment style was statistically 

controlled, increased verbal immediacy remained a significant predictor for increased 
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psychological distress (Borelli et al., 2013).  Individuals with disorganized attachment 

styles also utilized more second-person pronouns when discussing trauma and loss 

(Borelli et al., 2013).  The use of second-person pronouns when discussing personal 

events acted as an indicator of cognitive attempts at emotionally distancing themselves 

from their narrative (Borelli et al., 2013).  

 Analysis of language indicated that in the presence of distressing events, 

individuals displayed increased use of causal words (D’Andrea et al., 2012).  The verb 

tense that individuals utilized in their language conveyed the degree to which individuals 

experienced the event as resolved.  Specifically, individuals experienced events as 

unsettled if they utilized the present tense to describe events that had already occurred 

(D’Andrea et al., 2012).  Shortly after a traumatic experience, individuals displayed a 

shift in pronoun use, from first-person singular to plural, suggesting a greater propensity 

for healing social interactions (D’Andrea et al. 2012).  Also, individuals diagnosed with 

PTSD displayed greater treatment resistance through the increased use of death and dying 

words (D’Andrea et al., 2012).  In studying narratives at two time intervals, one month 

after the traumatic event and then again five months later, researchers sought to explore 

the relationship between language present in people’s narratives and PTSD symptoms, as 

measured by the Impact of Events Scale-Revised (IES-R; D’Andrea et al., 2012).  Less 

use of plural first-person pronouns, such as “we” and “us,” was significantly correlated 

with increased PTSD symptoms generally, increased experience of intrusive symptoms, 

and increased hyperarousal (D’Andrea et al., 2012).  There was a significant correlation 

between the presence of PTSD symptoms, as measured by the IES-R, in the first study 
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interval and PTSD symptoms five months later.  More specifically, increased utilization 

of anxiety-related language in the first narrative was predictive of decreased PTSD 

symptoms in narrative two; whereas, increased use of religious language in narrative one 

was predictive of increased PTSD symptoms in narrative two (D’Andrea et al., 2012).  

Utilization of increased use of first-person singular pronouns, such as “I,” in narrative 

one was predictive of increased intrusion PTSD symptoms at narrative two.  Increased 

use of language suggestive of cognitive processes, such as cognitive distancing from 

distressing emotions, in narrative one was predictive of increased hyperarousal symptoms 

of PTSD in narrative two (D’Andrea et al., 2012).  Findings suggested that when 

individuals suffered a significant trauma, the effects were evident in their language 

(D’Andrea et al., 2012).  Directly after the trauma, there was a significant decrease in the 

use of “we” and “us,” the plural first-person pronouns (D’Andrea et al., 2012).  In 

summary, increased use of religious-related words, cognitive coping mechanisms, first-

person singular pronouns such as “I,” and decreased use of words associated with anxiety 

were predictive of enduring PTSD symptoms (D’Andrea et al., 2012).   

Summary of Cognition and Language Literature 

The language that individuals used reflected what they were attending to in the 

environment, their emotional states, and how individuals structured the reality of their 

world (D’Andrea et al., 2012). Individuals categorized with disorganized attachment 

styles utilized more present tense language to describe past losses or traumatic events; 

this was typically accompanied with increased distress and viewed as a form of intrusive 

memories (Borelli et al., 2013).  Securely attached individuals often had greater access to 
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emotional resources due to experiences with early attachment figures, during which they 

felt competent and fear of uncomfortable emotions decreased (Borelli et al., 2013; Dykas 

& Cassidy, 2011).  As a result, securely attached individuals used more affective 

language (Borelli et al., 2013).  In the immediate aftermath, trauma was evidenced in 

individuals’ language, resulting in decreased use of joining pronouns, such as “us” and 

“we” (D’Andrea et al., 2012) 

Rationale for the Present Investigation 

Loneliness, trauma, attachment, and cognition evidenced many interrelated 

features. However, the literature remains incomplete, as it has not connected these 

important overlapping constructs. The literature on loneliness and its physical effects 

strongly demonstrated the negative implications of long-term chronic loneliness 

(Hawkley et al., 2010; Pietromonaco et al., 2013; Segrin & Passalacqua, 2010; Zawadzki 

et al., 2013).  However, at the time of this literature review, there was no model found 

which identified the ways in which all of these aspects impacted one another and the 

degree to which they impacted one another.  The current research has implications for 

clinicians working with loneliness and trauma.  Understanding the degree to which the 

variables of loneliness, trauma, and attachment impact distress and cognition can greatly 

impact the channels through which interventions are targeted.  In the present study, the 

researcher explored the interrelationships among loneliness, attachment, trauma, and 

distress. The relationship between individuals’ current experience of loneliness and the 

language they utilized to describe life events was investigated.  
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Research Questions and Hypotheses 

The two main research questions in this investigation were:  

1. What are the relationships between loneliness, attachment, trauma, and distress? 

2. Are these relationships the same in individuals with a history of trauma being treated in 

an inpatient trauma unit as compared to those with or without trauma in the community?  

The researcher hypothesized that individuals who endorsed greater loneliness, 

would use more negative affectively laden language to appraise life circumstances, both 

past and present, increasing current distress, and reporting greater severity of PTSD 

symptomatology and greater psychopathology.  Also, individuals who endorsed greater 

loneliness would show an increased use of singular first-person pronouns, (e.g. “I”), to 

illustrate their experience of loneliness, and decreased use of pronouns that imply 

community, such as “we,” “us,” “ours,” and “yours.” More specific hypotheses are 

presented in the Methods section.  
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CHAPTER III 

METHODOLOGY 

 The current research utilized a mixed methods approach to explore the 

relationship between loneliness, adult attachment, psychological distress, and cognition.  

A mixed methods research design provided researchers with the ability to combine 

quantitative analyses, which are typically deductive in nature, with qualitative analyses, 

which are most often inductive in nature (Klassen, Creswel, Clark, Smith, & Meissner, 

2012). The integrated mixed method research design allowed for the qualities of 

quantitative and qualitative research to reduce the weaknesses of a single method design, 

while magnifying the strength of each approach (Klassen et al., 2012).    

Research Question and Design 

The researcher utilized four quantitative assessments as well as a qualitative 

interview to explore a proposed model of the relationships between loneliness, adult 

attachment, and psychological distress in the prediction of cognitive processes (See 

Figure 1).   

Hypotheses 

(1) It was hypothesized that the clinical group would report statistically significantly 

higher loneliness scores than the comparison group.   

(2) It was hypothesized that the clinical group would have scores indicating statistically 

significantly greater psychological distress than the comparison group.   
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(3) It was hypothesized that the clinical group would have scores indicating statistically 

significantly greater insecure attachments than the comparison group.  

(4) It was hypothesized that, in the clinical population, there will be statistically 

significantly more first person singular pronouns, more use of present tense verbs to 

describe past events, and more negative emotion words than the comparison group.   

(5) It was hypothesized that the underlying model of relationships between the variables 

of loneliness, attachment, psychological distress, and cognition would not vary 

significantly between the clinical and comparison group.     

Participants 

Participants in the study were over 18 years of age and were not limited by 

ethnicity, sexual orientation, or gender.  There were a total of 110 participants, 62 in the 

clinical group and 48 in the non-clinical group.  Criterion sampling (Patton, 2002) was 

used to select participants in the clinical group, as it was that required these participants 

self-identify as having experienced trauma and be currently receiving inpatient trauma-

focused treatment.  Individuals in the non-clinical group represented a convenience 

sample (Patton, 2002).  Participants in the comparison group were undergraduate students 

recruited through lower level psychology courses from a mid-sized university in the 

Southwest.  By utilizing a demographic questionnaire, the researcher made every attempt 

to ensure that individuals in the comparison group matched in general characteristics, 

such as age and gender, to individuals in the clinical group. Forty-seven percent of the 

participants were matched on age, gender, and ethnicity, 96% of the whole sample was 

matched on gender and ethnicity, and the remaining 4% was matched on gender.  
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Participants were recruited for the clinical group from a trauma-focused inpatient 

treatment program in an urban area in the Southwest.  Based on the demographics of 

individuals typically seeking treatment at this trauma-focused inpatient hospital, the 

participant pool was expected to range in age and contain more women than men. The 

mean age of the participants in the clinical group was 37.49 years (SD = 12.42).  Men 

comprised 9.7%, women comprised 88.7%, and transgendered individuals comprised 

1.6% of the participants in the clinical group.  White self-identified ethnicities were most 

prevalent (75.8%), followed by Black/African American (9.7%), then Hispanic/Latino/a 

(8.1%), Other (3.2%), and then Asian American (1.6%) and Native American (1.6%).  

Heterosexual self-identified sexual orientation was most prevalent (64.5%), followed by 

Bisexual (19.4%), Gay/Lesbian (6.5%) and Fluid (6.5%), and Other (3.2%).  The self-

report rate of experienced trauma was 98.4%.  One participant in the clinical group did 

not endorse experiencing previous trauma; however, an admission criterion for the 

inpatient trauma unit was an identified history of trauma. Factors such as level of comfort 

for this participant may have resulted in endorsing no trauma history despite its presence.  

Participants were recruited for the comparison group from undergraduate 

introductory psychology courses from a mid-sized university in the same geographic 

area.  Based on the demographics of the campus, the participant pool was expected to 

range in age and contain more women than men. The mean age of the participants in the 

comparison group was 24.65 years (SD = 7.48).  Men comprised 6.3% and women 

comprised 93.8% of the participants in the comparison group.  White self-identified 

ethnicities were most prevalent (72.9%), followed by Black/African American (10.4%) 
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and Hispanic/Latino/a (10.4%), Other (4.2%), and then Asian American (2.1%).  

Heterosexual self-identified sexual orientation was most prevalent (79.2%), followed by 

Bisexual (10.4%), Fluid (8.3%), and Other (2.1%) (See Table 1). 

Table 1 
 
Descriptive Statistics for Demographic Variables in Whole Sample, Clinical, and 
Comparison Group 
 
Group  Variable     Frequency Percentage  
Whole Sample 
 Gender 

Male    9  8.2 
Female    100  90.9 
Transgender   1  .9 

Age    
18-27    54  49.5 

    28-37    21  19.3 
    38-47    22  20.2 
    49-57    8  7.3 
    58-67    4  3.7 
 Ethnicity 
    Black/African American 11  10 
    Asian American  2  1.8 

Hispanic/Latino/a  10  9.1 
White    82  74.5 
Native American  1  .9 
Pacific Islander  0  0 
Other    4  3.6 

 Sexual Orientation 
Gay/Lesbian   4  3.6 
Bisexual   17  15.5 
Straight/Heterosexual  78  70.9 
Fluid    8  7.3 
Other    3  2.7  

Trauma Exposure 
    Yes    99  90 
    No    11  10 

(Continued) 
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Clinical  
 Gender 

Male    6  9.7 
Female    55  88.7 
Transgender   1  1.6 

Age 
18-27    15  24.5 

    28-37    15  24.5 
    38-47    19  31.1 
    49-57    8  13.1 
    58-67    4  6.5 
 Ethnicity 

Black/African American 6  9.7 
    Asian American  1  1.6 

Hispanic/Latino/a  5  8.1 
White    47  75.8 
Native American  1  1.6 
Pacific Islander  0  0 
Other    2  3.2 

 Sexual Orientation 
Gay/Lesbian   4  6.5 
Bisexual   12  19.4 
Straight/Heterosexual  40  64.5 
Fluid    4  6.5 
Other    2  3.2 

 Trauma Exposure 
    Yes    61  98.4 
    No    1  1.6 
Comparison 
 Gender 

Male    3  6.3 
Female    45  93.8 
Transgender   0  0 

Age 
18-27    39  81.3 

    28-37    6  12.5 
    38-47    3  6.2 
    49-57    0  0 
    58-67    0  0 

(Continued) 
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Ethnicity 
Black/African American 5  10.4 

    Asian American  1  2.1 
Hispanic/Latino/a  5  10.4 
White    35  72.9 
Native American  0  0 
Pacific Islander  0  0 
Other    2  4.2 

 Sexual Orientation 
Gay/Lesbian   0  0 
Bisexual   5  10.4 
Straight/Heterosexual  38  79.2 
Fluid    4  8.3 
Other    1  2.1 

 Trauma Exposure 
    Yes    38  79.2 
    No    10  20.8 
 

Instrumentation 

Demographics questionnaire. All potential participants were administered an 

author-created demographics questionnaire (Appendix A).  Individuals indicated 

ethnicity, sexual orientation, age, and gender.  

Symptoms Check List -90-Revised (SCL-90-R).  The SCL-90-R assessed 

individuals’ self-reported experience of severity and type of psychological symptoms as 

experienced over the past week (Groth-Marnat, 2009).  Ninety psychological symptoms 

are described in the SCL-90-R, and individuals rated the distress experienced by the 

described symptoms from 0 meaning “not at all” to 4 meaning “extremely” (Groth-

Marnat, 2009).  Completion time ranged from 12 to 15 minutes and the assessment is 

written at a sixth-grade reading level (Groth-Marnat, 2009). The data provided by the 

SCL-90-R are illustrative of individuals’ perception of their current state.  The Global 
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Severity Index (GSI) is a single score that integrates the number of reported stressors and 

severity of psychological symptoms; of the scores provided by the SCL-90-R, the GSI is 

the best marker of distress (Groth-Marnat, 2009).  The SCL-90-R is scored around nine 

symptom categories: Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, 

Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, and Psychoticism 

(Groth-Marnat, 2009).   

Reliability for the SCL-90-R is strong and has been demonstrated across various 

settings (Groth-Marnat, 2009).  Internal consistency has ranged from .79 on the Paranoid 

Ideation scale to .90 on Depression among outpatient individuals (Groth-Marnat, 2009).  

Test-retest reliability has also been strong over a one-week time period, ranging from.78 

for Hostility to .90 for Phobic Anxiety (Groth-Marnat, 2009).  Internal consistency for the 

GSI was high at .97; test-retest reliability over a two-week time period was .91 (Groth-

Marnat, 2009).  The GSI scale of the SCL-90-R has been shown to accurately detect 

individuals experienced level of distress (Groth-Marnat, 2009).  The researcher utilized 

the GSI as an overall indication of current psychological distress.   See Appendix B.  

UCLA Loneliness Scale.  The UCLA Loneliness Scale 3rd version (UCLA LS-3) 

is a 20-item self-report measure (Vassar & Crosby, 2008; Wiseman, Mayseless, & 

Sharabany, 2006).  The UCLA LS-3 has been administered to populations beyond the 

initially normed college population, including elderly, adolescent, and immigrant 

populations (Russell, 1996).   Questions on the UCLA LS-3 begin with “how often” and 

ask individuals to rate the items from 1 meaning “never” to 4 meaning “always” (Russell, 

1996).  Nine items are reverse scored to prevent response set (Russell, 1996).  An 
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example of a reverse scored item is “How often do you feel that you are "in tune" with 

the people around you?”.  The UCLA LS-3 has demonstrated a mean reliability 

coefficient of .92 across various studies (Vassar & Crosby, 2008).  A test-rest reliability 

coefficient of .73, over a one-year time period, indicated that scores remained stable 

(Russell, 1996).  The inventory produces one score at the end of the assessment where 

higher scores indicate greater loneliness; a factor analysis of the UCLA LS-3 indicated 

that inventory items load in such a way that a single factor is being assessed by the all the 

items (Russell, 1996). See Appendix C.  

Vulnerable Attachment Style Questionnaire (VASQ).  The VASQ is a 23-item, 

Likert style, self-report questionnaire in which individuals rate the degree to which they 

agree or disagree with statements (Bifulco, 2012; Bifulco, Mahon, Kwon, Moran, & 

Jacobs, 2003; See Appendix D).  In the VASQ, participants are instructed to relate the 

items broadly to how they experience themselves in relationships, rather than specific 

types of relationships, such as romantic, peer, or familial (Bifulco et al., 2003).  An 

example of a VASQ item is “I get anxious when people close to me are away.”  The 

VASQ was generated in an effort to measure individuals’ degree of insecure attachment; 

items for the VASQ were pulled from the psychometrically sound and established 

Attachment Style Interview (ASI; Bifulco et al., 2003).  The total VASQ score most 

effectively discriminated the various insecure attachment styles of the ASI: fearful, 

angry-dismissive, and enmeshed (Bifulco et al., 2003).  The VASQ was significantly 

correlated with the Relationship Questionnaire (RQ), another psychometrically sound 

measure of attachment (Bifulco et al., 2003).  A correlation of .53 between measures of 
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insecure attachment on the RQ and the VASQ insecurity score demonstrated adequate 

criterion validity (Bifulco et al., 2003).  In the VASQ, a total score is reported as well as 

two subscales, insecurity and proximity-seeking (Bifulco et al., 2003).  The total score 

and the insecurity subscale score were strongly related to pathology, in particular 

depression, limited social support, and to a high degree of insecurity, as measured by the 

ASI (Bifulco et al., 2003).  Concurrent validity was strong with the RQ, another 

attachment self-report inventory (Bifulco et al., 2003).   

Carr, Colthurst, Coyle and Elliot (2013) identified that the VASQ is useful in 

assessing the severity of underlying insecure attachment and in this way can be most 

useful in studies attempting to attain the strength or degree of insecurity, rather than 

descriptive information about individuals’ attachment style.  Carr et al. (2013) utilized the 

VASQ with 300 first year university students to predict factors of psychosocial and 

mental health, particularly psychological needs, experiences of loneliness, perceived 

ability to transition to college life, coping strategies, and presence of depressive 

symptoms.  The internal consistency for the VASQ insecurity subscale was adequate with 

a Cronbach alpha of .78; the proximity-seeking subscale was slightly below adequate at 

.67 (Carr et al., 2013).  In the current study, the total VASQ score was utilized.  

Interview protocol.  A researcher-generated, semi-structured, open-ended 

interview was utilized to explore participants’ experiences of themselves in relationship 

to others and in response to life events (see Appendix E).  The interviews were recorded 

and transcribed for linguistic analysis (see Analysis section for more detail).  The 

interview consisted of eight questions, all of which were asked to both the clinical and 
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comparison groups.  Prompts existed for some open questions and used when participants 

gave limited answers.  For example, if participants struggled to answer “Tell me about a 

time you felt connected with others,” or were restricted in their response, the researcher 

prompted for behaviors, relationships, view of self, and view of the world.  The interview 

integrated questions based on individuals’ experiences, observations, values, 

expectations, and emotions (Patton, 2002).  

Procedure 

 Participants in the comparison group were notified of the availability of the 

research study on-line through the Sona System research participation system.  The Sona 

System aids in managing research studies through scheduling participants, allowing 

researchers to administer on-line surveys, keeping track of participant completion, and 

maintaining government regulations (Sona System, 2013).  Participants first consented to 

participation in the study (Appendix F). The consent form notified individuals that they 

might or might not be selected for the second part of the study.  All participants then 

filled out the demographics form. The demographics form acted as a prequalifying 

survey.  As individuals completed the demographics form, the Sona System allowed the 

researcher to screen for individuals who had experienced trauma and to identify specific 

variables, such as age and gender, to decrease variability between the clinical and 

comparison group.  When individuals from the comparison group met the criteria (i.e., 

they matched the demographics of a clinical group participant), the researcher contacted 

the participant through the Sona System, notifying them that they qualified. The 

researcher then provided them with a code, which allowed them to sign up for the second 
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part of the study through the Sona System.  Individuals then signed up for a specific time 

available based on their own schedule; at that time, individuals were also informed of a 

specified room and building on campus at which the remainder of the study would be 

conducted.  Once participants arrived at the reserved room at their chosen time, they were 

handed a packet with the three assessments enclosed; UCLA LS-3, SCL-90-R, and 

VASQ. Once individuals completed the inventory packet, the researcher ensured the 

assessment information was safely enclosed in the envelope and began the interview 

process.  Prior to starting the interview, participants were reminded, as informed in their 

consent, that the interview was recorded. The researcher recorded the interview and 

transcribed it for later analyses.  It took the participants 30 to 45 minutes to complete the 

assessments and 45 to 60 minutes for the interview.  Participants signed up for a two-hour 

time slot for the study.  Individuals in the comparison group received course credit for 

participation in the study.  Following completion of instruments, participants were 

thanked for their time and given a list of referral sources in case they had experienced any 

distress during the interview (See Appendix G). 

 During their daily community meeting, participants in the clinical group were 

notified of the opportunity to participate in the research in person at the inpatient 

treatment program.  Also, information in the form of a flier was made available upon 

request should individuals request information about the research opportunity (see 

Appendix H).  The researcher informed individuals that they need only ask for a time if 

interested.  The researcher scheduled individuals based on their stated interest during 

their inpatient stay.  Participants were able to complete assessments and the interview in 
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private rooms within the hospital as available.  Participants first completed an informed 

consent.  Then, they were handed a packet with the three assessments enclosed; UCLA 

LS-3, SCL-90-R, and VASQ, as well as the demographics form. Once individuals 

completed the inventory packet, the researcher ensured the assessment information was 

safely enclosed in the envelope and began the interview process.  Prior to starting the 

interview, participants were reminded, as informed in their consent, that the interview 

was recorded. The researcher recorded the interview and it was later transcribed for 

analyses.  It took the participants 30 to 45 minutes to complete the assessments and 45 to 

60 minutes for the interview. Individuals in the clinical group received a small cash 

incentive of five dollars each. It should be noted that referral sources were not provided 

for these participants, since they were already in treatment and had access to multiple 

forms of support. 

Analysis  

Power is a study’s ability to detect a difference when it is present (Meyers, Gamst, 

& Guarino, 2006). Researchers utilized G*Power, an independent software program for 

the statistical analysis of power (Faul, Erdfelder, Buchner, & Lang, 2009).  G*Power was 

employed for the a priori analysis, where based upon entering the specified effect size, 

error, anticipated statistical power, and in the case of multiple regression analysis, the 

number of predictors, adequate sample sizes were indicated (Faul et al., 2009).  There is 

an inverse relationship between power level and alpha; therefore, as researchers attempt 

to increase alpha to decrease the possibility of making a type I error, they actually 

decrease statistical power (Meyers et al., 2006).  As power is increased, the effect size 
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will follow suit; therefore, if there is a small effect size, it will require more power to 

detect the presence of that difference or effect (Meyers et al., 2006).  The G*Power 

program identified that an ideal sample size to detect the presence of difference for a path 

analysis given three predictor variables was 116 individuals (Faul et al., 2009).  The 

current study acquired 62 participants in the clinical group and 48 participants in the 

comparison group for a total of 110 individuals.  

Linguistic Inquiry and Word Count (LIWC). Interviews were transcribed and 

analyzed using the LIWC.  This software program was developed in order to explore 

various themes and patterns in written or transcribed spoken language (Pennebaker & 

Graybeal, 2001). Originally, Pennebaker developed the program for use within his work 

on analyzing which aspects of language would act as predictors of health gains when 

individuals wrote about previously experienced traumas (Pennebaker, Mehl, & 

Niederhoffer, 2003).  The LIWC has expanded to analyze language from classic texts, 

journals, and transcribed conversations (Pennebaker et al., 2003). The program utilizes a 

word count approach and examines the text for over 2,300 words or segments of words 

(Pennebaker et al., 2003).  The program is able to count words according to over 70 

various linguistic categories, such as cognitive and emotion content as well as person 

reference language (Pennebaker et al., 2003; Pennebaker & Graybeal, 2001).  Words are 

recognized as belonging to more than one category, such as think being a present tense 

verb and also a cognitive word (Pennebaker, Chung, Ireland, Gonzales, & Booth, 2007; 

Pennebaker et al., 2003).  The LIWC program is able to analyze language at both a 

linguistic level as well as the psychological processes present (Pennebaker et al., 2003).  
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The LIWC program generates percentages of the target word being analyzed (Pennebaker 

et al., 2007). The researcher analyzed the transcripts based on the percentage of negative 

emotion words, singular, first person pronouns, and past tense.  

Statistical Analysis 

 Initially, descriptive statistics were run.  The descriptive statistics included the 

means, standard deviations, and ranges for the continuous variables in the study and 

frequencies and percentages for the categorical variables in the study.  The researcher 

then investigated the significance of any differences between the clinical and comparison 

groups based upon the following hypotheses. 

 The major hypotheses for the proposed investigation are noted below with their 

respective analyses: 

Table 2 
Hypotheses and Corresponding Statistical Analyses 

Hypothesis        Analysis 
1. Clinical group would have statistically   Independent Samples  

significantly greater loneliness    t-test 
scores than the comparison group.    
   

2. Clinical group would have statistically   Independent Samples 
significantly greater psychological    t-test 
distress than the comparison group.  
     

3. Clinical group would have statistically   Independent Samples 
significantly greater insecure attachment.   t-test 
 

4. Clinical group would have statistically   MANOVA 
significantly more singular, first  
person pronouns, use more present  
tense verbs to describe past events, and use  

            more negative emotional language.  
(Continued) 
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5. (a) The current study tested a model of relationship  Path Analysis 
in which attachment is a strong predictor of loneliness, (Separately run for  
psychological distress, and language, and loneliness  both the clinical and  
is a strong predictor of psychological distress and  comparison groups.) 
language. 
 
(b) The underlying model of relationship will not    
change between the clinical and comparison group.       

           

 The researcher utilized independent samples t-tests to compare the control group 

means and the clinical group means on the measurements of loneliness, psychological 

distress, and language content (Meyers et al., 2006).  The independent samples t-tests 

allowed the researcher to compare the clinical and comparison groups based on scores 

from the UCLA LS-3, the GSI score from the SCL-90-R, and the overall score from the 

VASQ.   A MANOVA was utilized to compare the clinical and comparison group based 

on the three measures of language count.  In the MANOVA analysis, the independent 

variable was the group, clinical or comparison, and the dependent variables were the 

results from the language count in the areas of verb tense, pronoun, and negative 

emotional words. 

The researcher utilized path analyses to test the hypothesized causal model or path 

diagram depicted in Figure 1.  In the model, loneliness, attachment, and psychological 

distress are independent variables and the language analysis of individuals is the 

dependent variable.  A single dependent variable was chosen for language in each path 

analysis, the use of single first person pronouns, past tense, and negative emotion words.  

Prior language analysis has shown that greater use of first person singular pronouns have 
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been positively related to increased psychological distress (D’Andrea et al., 2012), 

whereas increased use of second-person pronouns is associated with a greater sense of 

relation or connection with others (D’Andrea et al., 2012).  Prior language analyses have 

shown greater use of present tense when discussing past traumatic events indicated less 

resolution of the event and the possibility of intrusive memories (Borellli et al., 2013; 

D’Andrea et al., 2012).  Greater use of positive emotion words in writing, even when 

qualified with “not,” has been associated with better health outcomes when compared to 

greater use of more negative emotion words (Pennebaker & Stone, 2003).  Regression 

analyses with three predictors were utilized in the path analyses to attain the predictive 

values of each factor.   

 Path analysis was utilized in the statistical analysis of data to measure the 

hypothesized indirect and direct effects of some variables on others (Meyers et al., 2006).  

Path analysis operates as a form of applied use of regression. In other words, multiple 

regression analyses are performed in order to identify the predictive values, or path 

coefficients, within the hypothesized model (Meyers et al., 2006).  In the analysis of the 

hypothesized model, there were three multiple regression analyses run on the data from 

each group in order to attain the path coefficients for the relationship among the 

variables.  The path coefficients will help to determine the amount of statistical predictive 

value each variable adds to the model (Meyers et al., 2006).  

 Endogenous variables are believed to be explained by other variables (Meyers et 

al., 2006).  In the hypothesized model, the loneliness and attachment variables are 

believed to impact psychological distress and cognition.  Path analyses allowed 
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researchers to explore which variables better account for changes in cognition; in other 

words, whether attachment or loneliness acts as a stronger predictor of change in 

language through psychological distress.  By conducting a separate path analyses for the 

clinical and comparison groups, the researcher was able to compare the models and 

identify any differences in statistical strength in relationship among variables as well as 

any differences in the direction among relationships.  While it was hypothesized that 

there would not be a difference in the models between the clinical and comparison 

groups, conducting different path analyses and comparing them will allow the researcher 

to see if in one group, for example, attachment predicts loneliness while in another group 

loneliness predicts attachment.  
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CHAPTER IV 

RESULTS 

Preliminary Analyses 

 Frequencies and descriptive statistics were computed for the demographic 

variables (see Table 1) and measures (see Table 3).  The means, ranges, standard 

deviations, and internal consistencies for the scales used are displayed in Table 3.  

Internal consistency was analyzed for the Symptom and Check List 90 Revised (SCL-90-

R), UCLA Loneliness Scale 3 (UCLA-LS-3), and the Vulnerable Attachment Style 

Questionnaire (VASQ).  Cronbach’s alpha for the assessments ranged from .82 to .99; 

demonstrating strong reliability (see Table 3). 

Table 3 

Internal Consistency Reliabilities and Descriptive Statistics for Study Scales 

    Scale Range 

Measure  Minimum Maximum M  SD  α 

SCL-90-R  0  340  150.55  89.16  .99 

UCLA – LS-3  21  75  51.1  12.24  .92  

VASQ   28  100  68.38  13.03  .82 

Note: SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA 
Loneliness Scale 3; VASQ = Vulnerable Attachment Style Questionnaire  
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Analysis of the Hypotheses 

 Skewness and kurtosis statistics were within the -1 to +1 range, indicating normal 

distribution of the data.  The statistical assumption of multicolinearity was assessed using 

bivariate correlational analyses to examine intercorrelations among the independent 

variables.  Corrleations above .8 may be indicative of multicolinearity; correlations in the 

comparison and clinical group remained below .8.  Therefore, it does not appear that the 

intercorrelations among the independent variables (attachment, loneliness, and distress) 

are indicative of multicolinearity.  

Hypothesis 1 

 The first hypothesis stated that the clinical group would have significantly greater 

loneliness scores than the comparison group.  The researcher utilized an independent 

samples t-test to compare the comparison group loneliness means and the clinical group 

means on the UCLA LS-3.  Results revealed that the clinical population had significantly 

higher loneliness scores (M = 57.48, SD = 8.51) compared to the comparison group (M = 

42.75, SD = 11.34), t (84.50) = 7.51, p < .01 (see Table 4).  Thus, hypothesis 1 was 

supported. 

Hypothesis 2 

The second hypothesis stated that the clinical group would have statistically 

greater psychological distress than the comparison group.  The researcher utilized an 

independent samples t-test to compare the mean psychological distress scores on the 

SCL-90-R for the clinical group with those of the comparison group.  Results revealed 
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that the clinical population (M = 57.48, SD = 8.51) had significantly higher scores of 

psychological distress compared to the comparison group (M = 42.75, SD = 11.34),t 

(108) = 9.60, p < .01 (see Table 4).  Thus, hypothesis 2 was supported. 

Hypothesis 3 

 The third hypothesis stated that the clinical group would have significantly greater 

insecure attachment than the comparison group. The researcher utilized an independent 

samples t-test to compare the mean vulnerable attachment scores on the VASQ for the 

clinical group with those of the comparison group.  Results revealed that the clinical 

population (M = 73.21, SD = 12.02) had significantly higher insecure attachment scores 

compared to the comparison group (M = 62.15, SD = 11.67), t (108) = 4.85, p < .01 (see 

Table 4).  Therefore, hypothesis 3 was supported. 

Hypothesis 4 

The fourth hypothesis stated that the clinical group would have significantly more 

use of singular first person pronouns, use more present tense verbs to describe past 

events, and use more negative emotional words.  A MANOVA was utilized to compare 

the clinical and comparison groups based on the three measures of language count.  The 

independent variable was group membership, clinical or comparison, and the dependent 

variables were the language count output in the areas of verb tense, pronoun, and 

negative emotional words.  Results revealed a significant difference in use of language 

based on group membership, F (3, 106) = 11.32, p< .01; Wilk’sλ= .757.  Group 

membership had a significant effect on both use of singular, first person pronoun, F (1, 

108) = 4.16, p< .05, and negative emotion words, F (1, 108) = 32.57, p< .01, but not on 
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use of present tense. The clinical population (M = 11.58, SD = 1.89) used singular, first 

person pronouns more than the comparison group (M = 10.86, SD = 1.81), p = .044.  

Additionally, results showed that the clinical group (M = 2.14, SD = .61) used more 

negative emotion words than the comparison group (M = 1.47, SD = .61), p< .01.  Thus, 

the fourth hypothesis is partially supported (see Table 5 and Table 6). 

Analyses were initially conducted to include the full sample (n=110), and then the 

same analyses were repeated for those participants who were demographically matched 

on gender, age, and ethnicity (n=54).  There were no significant differences evidenced in 

the outcome.  During the matched group analyses on the fourth hypothesis, singular first 

person pronoun use lost significance when analyzed.  Additional statistical analyses were 

run to determine whether or not age, the variable that remained unable to be matched 

among the clinical and comparison group was correlated with the use of the singular first 

person pronoun.  The results revealed that age and first person, singular pronoun use were 

not correlated (r =  .22); therefore, this suggests the loss of significance when analyzing 

matched participants was likely due to issues of power.  As the outcomes for use of 

present tense and negative emotion words remained unchanged when examined in the 

whole and then matched sample, correlational analyses for age were not conducted for 

these variables.  
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Table 4 

Descriptive Statistics and T-Tests for Hypotheses 1, 2, and 3 

Measure Group  N Mean  Std. Dev. t  p 

UCLA-LS-3        7.51  <.001 

Clinical 62 57.48  8.51   

  Comparison 48 42.75  11.34 

 

SCL-90-R        9.60  <.001 

Clinical 62 203.55  69.15 

  Comparison 48 82.10  61.16 

 

VASQ         4.85  <.001 

Clinical 62 73.21  12.02 

  Comparison 48 62.15  11.66     

 

Table 5 

Hypothesis 4: Multivariate and Univariate Analyses of Variance for Language Use 

Multivariate    Univariate    

Source    F  Pronoun Tense  Negative  
          Emotion 
Group     11.32** 4.16*  .32  32.60** 
Membership 
Note: Multivariate df = 3, 106; Univariate df = 1, 108; * denotes p< .05; ** denotes p< 
.01 
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Table 6 

Hypothesis 4: Descriptive Statistics for Word Types by Group 

      Group    

Dependent   Clinical    College  

Variable  M  SD   M  SD 

Pronoun  11.59  1.89   10.86  1.81 

         
Present   13.42  1.89   13.22  1.87  
Tense  
 
Negative  2.14  .61   1.47  .61 
Emotion 
  
Notes: * denotes p< .05; ** denotes p< .01 

Exploratory analyses.  Post hoc analyses were conducted on additional LIWC 

categories that were not a part of the original analysis plan for Hypothesis 4. Specifically, 

the researcher examined the use of the pronoun “we,” use of past tense verbs, use of 

future tense verbs, presence of positive emotion words, use of cognitive mechanisms, and 

use of causal words.  A series of independent sample t-tests were utilized to compare the 

clinical and comparison group based on the additional Linguistic Inquiry Word Count 

(LIWC) categories listed.  Results revealed that the clinical population (M = .70, SD = 

.52) utilized the pronoun “we” significantly less than the comparison group (M = 1.10, 

SD = .60), t (108) = -3.35, p< .01.  The clinical group (M = 4.35, SD = 1.43) also utilized 

past tense verbs significantly more than the comparison group (M = 3.34, SD = 1.49), t 

(108) = 3.62, p< .01.  The clinical group (M = 3.79, SD = .90) used significantly less 
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positive emotion words than the comparison group (M = 4.80, SD = 1.35), t (77.71) = -

4.41, p< .01. The clinical group (M = 21.97, SD = 2.08) used significantly less words 

evidencing cognitive mechanisms compared to the comparison group (M = 23.76, SD = 

2.61), t (88.34) = -3.89, p< .01.  When comparing future tense and causal words, there 

was not a significant difference among the clinical and comparison groups, both p’s > 

.05. 

 Table 7 

Hypothesis 4:Post hoc Exploratory Analyses and Related Descriptive Statistics 

LIWC  Group  N Mean  Std.Dev t  p 

Category 

Pronoun        -3.35  .001 

We 

  Clinical 62 .70  .52 

  Comparison 48 1.06  .60 
Past         3.62  .000 

Tense 

  Clinical 62 4.35  1.43 

  Comparison 48 3.34  1.49 

 

(Continued) 
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Future         -1.28  .204 

Tense 

  Clinical 62 .83  .30 

  Comparison 48 .94  .60 

Positive        -4.41  .000 

Emotion 

  Clinical 62 3.79  .90 

  Comparison 48 4.80  1.36 

Cognitive        -3.89  .000 

Mechanisms 

  Clinical 62 21.97  2.08 

  Comparison 48 23.76  2.61 

Causal         -1.44  .154 

Words 

  Clinical 62 1.76  .42 

  Comparison 48 1.89  .53 
 

Hypotheses 5a and 5b 

 The fifth hypothesis stated the current study would (a) test a model of relationship 

in which attachment is a strong predictor of loneliness, psychological distress, and 

language, and loneliness is a strong predictor of psychological distress and language. 

Additionally, (b) this model of relationship would not differ between the clinical and 
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comparison group. A path analysis was utilized to test the proposed model.  Data were 

entered for the 110 cases, 62 in the clinical and 48 in the comparison group, and 

standardized beta coefficients were generated for all paths.  The output path diagrams are 

shown in Figures 2, 3, 4, 5, 6, and 7. Descriptive statistics are shown in Table 8. 

 

Table 8 

Descriptive Statistics: Means, Standard Deviations, and Correlations for Outcome and 

Predictor Variables 

Variable  M SD  1 2 3 4 5 6 
1. Attachment  

 Clinical  73.21 12.02  - .34* .23+ .21 .21 .07 
 Comparison 62.15 11.66  - .62** .69** .06 -.03 .08 

2. Loneliness  

 Clinical  57.48 8.51   - .25+ .02 .11 .02 
 Comparison 42.75 11.34   - .71** .01 .17 .08  
 
3. Psychological Distress 

 Clinical  203.55 69.15    - .09 .04 -.08 
 Comparison 82.10 61.16    - .15 .37* -.08 

4. Pronoun  

 Clinical  11.59 1.89     - .26* .30* 
 Comparison 10.86 1.81     - .03 .26 

5. Negative Emotion  

 Clinical  2.14 .61      - .25* 
 Comparison 1.47 .61      - .11 

(Continued) 
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6. Present Tense 

 Clinical  13.42 1.88       - 
 Comparison 13.22 1.87       - 
Notes: *Denotes p < .05, ** denotes p < .01, + denotes marginal significance 
  

 

Six separate path analyses were run, assessing each of the three language 

variables (pronoun, affect, and tense) in both the clinical and comparison groups.  The 

first equation in the causal model included the effects of one exogenous variable 

(attachment) and two endogenous variables (loneliness and psychological distress) on 

cognition, as evidenced by use of singular, first person pronouns.  In the comparison 

group, results indicated the model did not explain a significant amount of variance of the 

use of singular, first person pronouns, R2 = .043 (N = 48, p = .578).  The regression 

model indicated that the prediction of the use of singular, first person pronouns by using 

this model was no better than chance in the comparison group, F(3,47) = .665, p = .578. 

In the clinical group, results indicated the causal model also did not explain a significant 

amount of variance of the use of singular, first person pronouns, R2 = .049, p = .403.  The 

regression model indicated that our prediction of the use of singular, first person 

pronouns by using this model was no better than chance in the clinical group, F(3,61) = 

.992, p = .403. 

 The second equation assessed the effects of vulnerable attachment and loneliness 

on psychological distress.  The squared multiple correlations for this structural equation 

in the comparison group was .535, a significant finding, F(2,45) = 25.93, p<.01.  An 
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examination of the standardized coefficients in the comparison group revealed the 

vulnerable attachment was positively predictive of psychological distress and marginally 

significant (t = 1.79, p = .08), loneliness was also positively predictive of psychological 

distress (t = 3.78, p<.01). The squared multiple correlations for this structural equation in 

the clinical group was .084, not a significant finding, F(2, 59) = 2.705, p = .075. 

 The third equation assessed the effects of vulnerable attachment on loneliness.  

The squared multiple correlations for this structural equation in the comparison group 

was .481, a significant finding, F(1, 46) = 42.61, p<.01.  A comparison of the 

standardized coefficients in the comparison group revealed the vulnerable attachment was 

positively predictive of loneliness (t = 6.53, p<.01).  The squared multiple correlations for 

this structural equation in the clinical group was .117, a significant finding, F(1, 60) = 

7.94, p<.01.  

 The results of this path analysis in the comparison group suggested that 

vulnerable attachment and loneliness directly affect psychological distress, and 

vulnerable attachment directly affects loneliness.  Attachment, loneliness, and 

psychological distress did not affect use of singular, first person pronoun.  The results of 

this path analysis in the clinical group suggested that vulnerable attachment directly 

affects loneliness.  Vulnerable attachment and loneliness did not affect psychological 

distress, and attachment, loneliness and psychological distress did not affect use of 

singular, first person pronouns.   
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Figure 2.  Causal Model for singular, first person pronoun in the clinical group.   Note: 

SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA Loneliness 

Scale 3; VASQ = Vulnerable Attachment Style Questionnaire , LIWC = Linguistic 

Inquiry Word Count; +Denotes marginal Significance, *Denotes p<.05, **Denotes p<.01 
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Figure 3.  Causal Model for singular, first person pronoun in the comparison group.  

Note: SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA 

Loneliness Scale 3; VASQ = Vulnerable Attachment Style Questionnaire , LIWC = 

Linguistic Inquiry Word Count; +Denotes marginal Significance, *Denotes p<.05, 

**Denotes p<.01 

 

 The first equation in the causal model included the effects of the exogenous 

variable (attachment) and two endogenous variables (loneliness and psychological 

distress) on use of present tense.  The results of this equation in the comparison group 

indicated the model did not explain a significant amount of variance of the use of present 

tense, R2 = .046 (N = 48, p = .548).  The causal model predicting use of present tense by 

using this model was no better than chance in the comparison group, F (3,47) = .715, p = 
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.548.  In the clinical group, results indicated the causal model also did not explain a 

significant amount of variance of the use of present tense, R2 = .016 (N = 62, p = .817).  

The regression model indicated that our prediction of the use of present tense by using 

this model was no better than chance in the clinical group, F (3, 61) = .311, p = .548.  

The second and third equations remained unchanged when performed for use of 

present tense.  The results of this path analysis in the comparison group suggest that 

vulnerable attachment and loneliness directly affect psychological distress, and 

vulnerable attachment directly affects loneliness.  Attachment, loneliness, and 

psychological distress did not affect use of present tense.  The results of this path analysis 

in the clinical group suggest that vulnerable attachment directly affects loneliness.  

Vulnerable attachment and loneliness do not affect psychological distress, and 

attachment, loneliness and psychological distress do not affect use of present tense. 
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Figure 4.  Causal Model for use of present tense in the clinical group.  Note: SCL-90-R = 

Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA Loneliness Scale 3; VASQ 

= Vulnerable Attachment Style Questionnaire , LIWC = Linguistic Inquiry Word Count; 

+Denotes marginal Significance, *Denotes p<.05, **Denotes p<.01 
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Figure 5.  Causal Model for use of present tense in the comparison group. 

Note: SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA 

Loneliness Scale 3; VASQ = Vulnerable Attachment Style Questionnaire , LIWC = 

Linguistic Inquiry Word Count; +Denotes marginal Significance, *Denotes p<.05, 

**Denotes p<.01 

 

The first equation in the causal model included the effects of the exogenous 

variable (attachment) and two endogenous variables (loneliness and psychological 

distress) on use of negative emotion words.  In the comparison group, results indicated 

the model explained 24.5% of the variance of the use of negative emotion words, R2 = 

.245, F(3, 44) = 4.75, p< .01.  The path from vulnerable attachment, while holding the 

other variables constant, achieved a significant negative relationship with use of negative 

emotion words, disconfirming the hypothesis that greater vulnerable attachment would 
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predict more use of negative emotion words (t = -2.34, p< .05).  The path from 

psychological distress also achieved a significant positive relationship with use of 

negative emotion words, therefore supporting the hypothesis that greater psychological 

distress would predict greater negative emotion words (t = 3.18, p<.01).  Loneliness 

failed to achieve a statistically significant relationship with use of negative emotion 

words (t = .21).  In the clinical group, results indicated the model did not explain a 

significant amount of variance of the use of negative emotion words, R2= .045 (N = 62, p 

= .439).  The regression model indicated that the prediction of use of negative emotion 

words by using the proposed causal model was no better than chance in the clinical 

group, F (3, 63) = .916, p = .439. 

 The second and third equations remained unchanged when performed for use of 

negative emotion words.  The results of this path analysis in the comparison group 

suggest that vulnerable attachment directly affects loneliness, vulnerable attachment and 

loneliness directly affect psychological distress, and psychological distress directly 

affects loneliness.  Additionally, vulnerable attachment had a direct negative affect on use 

of negative emotion words.  The results of this path analysis in the clinical group suggest 

that vulnerable attachment directly affects loneliness.  Vulnerable attachment and 

loneliness do not affect psychological distress, and attachment, loneliness and 

psychological distress do not affect use of negative emotion words. 
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Figure 6.  Causal Model for use of negative emotion words in the clinical group.  Note: 

SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA Loneliness 

Scale 3; VASQ = Vulnerable Attachment Style Questionnaire , LIWC = Linguistic 

Inquiry Word Count; +Denotes marginal Significance, *Denotes p<.05, **Denotes p<.01 
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Figure 7.  Causal Model for use of negative emotion words in the comparison group.  

Note: SCL-90-R = Symptom and Check List 90 Revised; UCLA-LS-3 = UCLA 

Loneliness Scale 3; VASQ = Vulnerable Attachment Style Questionnaire , LIWC = 

Linguistic Inquiry Word Count; +Denotes marginal Significance, *Denotes p<.05, 

**Denotes p<.01 
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CHAPTER V 

DISCUSSION 

In the present study, the researcher examined the relationship among attachment, 

loneliness, trauma, and cognition.  The study aimed to (1) examine whether the clinical 

group exhibited statistically significantly greater loneliness, psychological distress, and 

vulnerable attachment styles than the comparison group, (2) examine whether the clinical 

group exhibited statistically significantly more use of first person singular pronouns, 

more use of present tense verbs to describe past events, and more negative affect words 

compared to the comparison group, and (3) examine and compare the underlying model 

of relationships between loneliness, attachment, psychological distress, and cognition 

between the clinical and comparison group.  

Summary of Significant Findings 

Hypotheses 1, 2, and 3 were all supported; the clinical group had higher scores 

than the comparison group on measures of loneliness, psychological distress, and 

insecure attachment.  Hypothesis 4 was partially supported; the clinical group had higher 

use than the comparison group of singular, first person pronouns and negative emotion 

words; there was not a significant difference in use of present tense.  Exploratory 

analyses related to Hypothesis 4 showed that the clinical group had less use of positive 

emotion words, cognitive mechanism words, and the joining pronoun we, but more use of 

past tense verbs than the comparison group.  
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Hypotheses 5a and 5b showed some similarities and some differences among the 

clinical, inpatient trauma participants and the comparison, college participants. 

Vulnerable attachment was predictive of loneliness in both the clinical and comparison 

groups and was the only relationship that remained significant across groups.  

 In the comparison group, the specific relationship pathways in the model of 

causality were consistent with predictions in all cases with the exception of unexpected 

results when analyzing the use of negative emotion words as representative of cognition.   

In the causal model for negative emotion words, greater vulnerable attachment was 

predictive of increased loneliness.  Increased loneliness and greater vulnerable 

attachment were predictive of more psychological distress.  Greater vulnerable 

attachment was predictive of less use of negative emotion words and increased 

psychological distress was then predictive of increased frequency of negative emotional 

words.  In the causal model for negative emotion words, loneliness had an indirect effect 

on the use of negative emotion words through psychological distress.  These findings 

both expand on and confirm previous research regarding the relationship between 

attachment, loneliness, and cognition.  The present findings expand on previous literature 

as it explores cognition through language and highlight differences in inpatient trauma 

and college samples.  

Implications for Theory and Integration with Previous Literature 

Attachment behaviors were shown to persist throughout development 

(Pietromonaco et al., 2013).  Adults engaged in attachment-motivated behaviors to look 

for primary relationships to aid in emotional regulation in times of distress (Pietromonaco 
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et al., 2013).  Interpersonal traumas were shown to disrupt attachment style, decrease 

emotional regulation, and disrupt cognitive processes (Lilly & Lim, 2013).   Research had 

shown that maltreatment in childhood was associated with insecure adult attachment, 

increased risk of social isolation, difficulty engaging in relationships, misperceptions of 

others’ behaviors as malevolent, and increased use of withdrawal or disconnection as a 

form of coping (Lilly & Lim, 2013; Muller et al., 2012).  Results of the current study 

showed that the clinical, inpatient trauma participants had significantly higher levels of 

vulnerable attachment styles.  The results of the current study supported previous 

literature (Bernardon et al., 2011; Cacioppo & Patrick, 2008; Dykas & Cassidy, 2011); 

results showed insecure attachment had a significant direct effect on reported loneliness 

in both the clinical and comparison groups.  In other words, a greater degree of insecure 

attachment was predictive of greater reported loneliness in both the clinical and 

comparison group.  Additionally, in the comparison group, insecure attachment had a 

marginally significant direct effect on psychological distress.   

One unexpected finding from the current study was the negative direct effect of 

vulnerable attachment on the use of negative emotion words; that is, increased vulnerable 

attachment was predictive of less use of negative emotion words.  Previous research has 

shown that more securely attached individuals have greater access to and therefore 

greater use of affective language (Borelli et al., 2013).  The results of the current study 

supported previous research and seemed to indicate that greater vulnerable attachment is 

predictive of less use of affective language, including negative emotion words.   
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As previously discussed in Chapter 2, there is a lack of research addressing 

trauma and loneliness.  The results of the current study indicated that individuals in the 

clinical, inpatient trauma group had statistically significantly higher levels of loneliness 

than the comparison, college sample.  Additionally, the clinical, inpatient trauma group 

had statistically significantly greater levels of psychological distress than the comparison, 

college group.  Previous research has shown that recall and appraisal of past events is 

impacted by individuals’ current emotional state (Holland et al., 2010). Furthermore, 

when experiencing increased levels of loneliness, individuals appraise events through the 

lens of loneliness, further increasing emotional distress (Segrin & Passalacqua, 2010).  

Likewise, trauma has been shown to alter cognitions; these changes in individuals’ sense 

of self, due to the symptoms of Posttraumatic Stress Disorder (PTSD), was shown to be 

an enduring change, which further maintained PTSD symptoms (Karl et al., 2009).  The 

degree to which individuals experienced changes in cognition after a traumatic 

experience has been shown to impact the perception of individuals’ support systems 

negatively (Robinaugh et al., 2011).  The current study’s results expand this previous 

literature by demonstrating that there are different cognitive patterns, as measured though 

language, between inpatient trauma participants and a college sample, despite a high 

prevalence of trauma in the college sample.   

Word selection in the articulation of inner experiences was identified as an 

important cognitive process, and when analyzed, provided insight into individuals’ 

psychological state (Pennebaker & Stone, 2003).  Previous research had shown the 

increased frequency of second-person pronouns, such as you, when describing trauma, 
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was an indication of cognitive attempts made by individuals to distance themselves 

emotionally from their narrative (Borellli et al., 2013).  The use of first person singular 

pronouns, such as “I,” had shown a positive correlation with elevated psychological 

suffering, a stronger focus on the self, self-reported depression and introversion, and 

increased intrusive PTSD symptoms (D’Andrea et al., 2012; Fast & Funder, 2008; 

Pennebaker & Stone, 2003).  Results from the present study supported previous findings 

and indicated a statistically significantly greater use of singular first-person pronouns in 

the clinical, inpatient trauma population. Additionally, previous research had shown that 

increased use of plural pronouns, such as us and we, was associated with a greater sense 

of relationship to others, and less use of plural first-person pronouns was significantly 

correlated with increased PTSD symptoms  (D’Andrea et al., 2012).  Results of the 

current study supported previous findings, as post hoc analyses showed significantly 

greater use of the plural pronoun we in the comparison, college sample.  As diagnosis of 

PTSD was not assessed in the inpatient trauma group, it is difficult to draw further 

conclusions.  However, the results suggested an expansion of previous literature, in that 

the current study may evidence less use of plural first-person pronouns as associated with 

increased symptomatology in other clinical populations.  

 Previous research had suggested that different verb tense usage after experiencing 

a traumatic event possibly reflected the degree to which people experience the event as 

resolved (D’Andrea et al., 2012); past tense indicated more resolution and present tense 

indicates less resolution.  Additionally, previous research had indicated that individuals 

with disorganized attachment styles employed more present tense language when 
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discussing past losses or traumatic events (Borelli et al., 2013).  When using more present 

tense language to describe past losses and traumatic events, individuals also reported 

experiencing increased distress, leading researchers to view this language use as 

representative of intrusive memories (Borelli et al., 2013).  The current research did not 

support previous findings, as significant differences were not evidenced in the use of 

present tense language between the clinical and comparison groups.  One reason these 

differences did not emerge may be a result of the interview questions.  No question 

directly asked individuals to describe past traumas, which may have elicited more present 

tense language associated with intrusive memories.  Another reason there may not have 

been significant differences in use of present tense language between the clinical and 

comparison group is that experienced trauma was also pervasive in the comparison 

group, with 79% of comparison group participants self-identifying as having experienced 

a trauma.   

 Post hoc analyses revealed that the clinical group used past tense language 

significantly more than the comparison group.  This finding may be a reflection of the 

clinical population’s tendency to ruminate on past events.  Joorman et al. (2011) 

identified individuals with increased depression reported increased frequency of 

rumination.  In addition to greater frequency of rumination, Jorrman et al. (2011) also 

identified that in a working memory task, individuals with depression had a harder time 

working with negative words as compared to positive or neutral words.  Individuals with 

depression exhibited a more difficult time filtering irrelevant negative stimuli, intrusive 

thoughts, and once unfiltered, those individuals struggled to dispose of the negative 
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stimuli, resulting in rumination.  The results of the present study supported and expanded 

previous literature, as participants in the clinical, inpatient trauma group used statistically 

significantly greater negative emotion words and had greater psychological distress when 

compared to the college sample.  Results of the current study may have indicated that 

greater use of past tense language acts as an indication of rumination on past negative 

events, leading to increased use of negative emotion words and greater psychological 

distress. 

Post hoc analyses indicated the comparison college sample used significantly 

greater positive emotion words than did the clinical, inpatient trauma participants.  In 

excerpts of written text, previous research has shown that the use of more positive 

emotion words, even when qualified with “not,” was associated with better health 

outcomes (Pennebaker & Stone, 2003). Results from the current study seemed to expand 

on previous literature as the inpatient, clinical sample showed greater use of negative 

words and less use of positive emotion words as compared to the comparison college 

group.  Furthermore, psychological distress was also significantly greater in the clinical, 

inpatient group when compared to the college sample, even though 79% of participants in 

the comparison group endorsed experiencing a previous trauma.  Therefore, it seems that 

cognition, as evidenced through language, can be a strong indicator of mental health and 

distress given the prevalence of trauma in both the clinical and comparison group.  

Similarly, greater use of more cognitive-laden words, including themes of causation and 

insight, have been shown in previous research to be significantly correlated with positive 

health outcomes (Pennebaker & Graybeal, 2001; Pennebaker & Stone, 2003).  Post hoc 
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analyses in the present study showed statistically significantly greater use of words 

associated with cognitive processes, such as insight, causation, inhibition, inclusivity, and 

exclusivity in the comparison, college sample. The present study expanded on previous 

research and demonstrated that greater use of cognitive-laden language may indicate 

active cognitive coping when experiencing psychological distress and may impact 

individuals’ mental health and resulting level of distress.  

 When experiencing increased distress, securely attached individuals have shown a 

greater likelihood of seeking support from relationships and both accepting the provided 

support and expecting people in those relationships to be responsive to their emotions 

(Niedenthal et al., 2002).  Previous research utilizing the Vulnerable Attachment Style 

Questionnaire (VASQ), showed that increased insecurity scores were predictive of 

loneliness, decreased perceived quality of relationships, and increased depressive 

symptoms (Carr et al., 2013).  The only relationship in the proposed causal model that 

was significant in the clinical and comparison group was the relationship between 

vulnerable attachment and loneliness.  Increased vulnerable attachment was predictive of 

greater reported levels of loneliness, supporting previous findings.   

Cacioppo and Patrick (2008) posited a model of loneliness in which experienced 

loneliness operates as a threat, leading to individuals feeling unsafe, at which point an 

implicit hypervigilance is initiated to catch any additional social danger.  The implicit 

hypervigilance for social danger further results in cognitive biases, impacting individuals’ 

view of themselves, view of others, and view of the world as more threatening (Cacioppo 

& Patrick, 2008).  These changes in cognition result in negative expectations in social 
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interactions which produce behaviors which align with the negative expectations, often 

resulting in confirmation for these beliefs and increased social isolation by lonely people 

(Cacioppo & Patrick, 2008).  The results of the current study do not fully map onto the 

theory proposed by Cacioppo and Patrick (2008), as different variables are examined. 

The present study indicated that attachment style may significantly impact degree of 

loneliness experienced, and attachment style was not examined by Cacioppo and Patrick 

(2008).  However, during the interview, participants were asked about changes in 

cognition, view of self, view of others, and view of the world, as identified by Cacioppo 

and Patrick (2008).  Loneliness did not directly affect word selection in either the clinical 

or comparison group, indicating loneliness alone may not account for changes in 

cognition.  The path analyses showed that vulnerable attachment, loneliness, and 

psychological distress were not significant predictors for the use of present tense, first 

person singular pronouns, or negative emotion words in the clinical, inpatient trauma 

group.  The causal model likely does not fully account for all factors that may be 

affecting cognition, as measured through use of words, in the clinical population.  

Trauma may be one variable, not fully addressed in this study, which may impact this 

model.   

While participants were able to self-identify having experienced a trauma, no 

measure was utilized in the current study to assess severity of trauma related symptoms.  

Severity of trauma-related symptoms might account for changes in cognition, as 

evidenced by language use.  Additional psychopathology may also impact the causal 

model.  Psychopathology was not an exclusion criteria in this study; also, participants 
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were not asked to report any mental health diagnoses. The causal model in this study 

tested only three language indicators of cognition.  Other language variables, such as 

plural pronouns, positive emotions, and cognitive mechanisms, may have resulted in a 

more predictive model in the clinical, inpatient group.  

Implications for Research  

In the present study design, individuals were not provided with a definition or 

criterion addressing what constitutes a traumatic event.  In the future, utilizing the criteria 

for PTSD to define experienced traumas may provide greater consistency in the 

endorsement of trauma history across participants.  Further, future studies distinguishing 

types of traumas experienced (i.e., early childhood, interpersonal violence, combat, 

natural disaster) may offer insight into similarities as well as differences in the range of 

traumatic experiences.  

This study evidenced a difference between clinical and comparison groups among 

the relationships of attachment, loneliness, psychological distress and cognition.  Future 

researchers might explore variables that may better account for changes in cognition in 

the clinical group, such as severity of trauma-related symptoms or psychopathology.  

Also, greater understanding of the relationship among the studied variables may be 

gleaned by employing a comparison group in which individuals have not experienced 

traumatic events.   

The current study showed increased use of cognitive-laden words in the 

comparison group.  Given the high rate of trauma present in the comparison group, future 

researchers might explore the role of cognitive-laden language in degree of resiliency.  
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Resiliency refers to individuals’ ability to recover and thrive after experiencing a trauma, 

loss, or stressful life event (Cacioppo, Lester, Thomas, Adler, McGurk, Chen, & 

Cacioppo, 2015).  Taking into account the prevalence of trauma in the college sample, 

future researchers might also explore the relationship between cognitive-laden language 

and resiliency, as a result of the college sample’s level of functioning as compared to the 

inpatient, clinical sample.  At the time of the study, individuals in the comparison group 

who endorsed a history of trauma were pursuing higher education and were functioning 

at a level that did not require inpatient treatment.    

Future researchers might explore the relationship among use of past tense and 

negative emotion words in rumination and psychopathology, as previous research has 

shown that when individuals experience negative affect, they exhibit greater rumination 

(Joorman et al., 2011).   Additionally, individuals with depression have demonstrated 

greater difficulty in filtering negative stimuli than non-depressed individuals (Joorman et 

al., 2011).  

Implications for Practice 

 There are a number of ways that the findings from the present study might be 

useful to psychologists and other mental health practitioners.  It may benefit these 

clinicians to attend to cognitive factors, as evidenced through language, as an indication 

of the presence and management of psychological distress.  Greater use of past tense and 

negative emotion words may indicate greater psychological distress and loneliness.  At 

this point, clinicians might tailor interventions to increase active coping skills, such as 

mindfulness or increasing pleasurable activities.  Further, cognitive-laden language, such 
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as use of the words think, know, and because, may indicate greater management of 

psychological distress.  Clients may benefit when clinicians highlight the presence of 

cognitive-laden language, specifically noting individuals’ experience and perception of 

distress when employing cognitive mechanisms.  Lastly, use of singular, first person 

pronouns and psychological distress were greater in the clinical population.  Clients 

would likely benefit from clinicians promoting the use of “I” in individuals with insecure 

attachment styles to promote relearning tolerance for distressing emotions in the context 

of a therapeutic relationship.  

The results of the current study highlight the importance of clinicians attending to 

language as an indication of contributing psychological factors to individuals’ 

presentation.  Greater use of negative emotion words may signal increased psychological 

distress driven by decreased satisfaction with interpersonal relationships.  The present 

study, in addition to previous literature (Bernardon et al., 2011; Borelli et al., 2013; 

Cacioppo & Patrick, 2008; Dykas & Cassidy, 2011; Rokach, 1988), points to the 

increased risks for psychological and relational distress, often experienced by individuals 

who have insecure attachment styles.  Here, insecure attachment styles may lay the 

foundation for discrepancies in individuals’ expectations for how they will experience 

interpersonal relationships and their actual experiences in relationships, resulting in 

greater loneliness.   

The only significant relationship that emerged across the clinical and comparison 

groups was the direct effect of insecure attachment on loneliness.  Previous research has 

identified the importance of integrating interventions that address insecure attachment 
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among trauma survivors (Pearlman & Courtois, 2005).  Clients may benefit when 

clinicians attend to the effect of attachment on individuals’ experience of increased 

loneliness in clinical and outpatient settings, and the use of negative emotion words and 

psychological distress in outpatient settings.  Pearlman and Courtois (2005) recognized 

that the task of providing a corrective attachment experience in psychotherapy is difficult, 

due to the frequency of trauma histories and insecure attachment styles.  The results of 

the current study support the importance of attending to attachment styles to build rapport 

and address relational struggles when working with individuals who exhibit and report 

increased psychological distress and loneliness.  Additionally, clinicians may be able to 

gain insight into the degree of insecurity of attachment by attending to individuals’ use of 

affective language.  When clinicians attend to decreased use of affective language, an 

opportunity to process those observations may become available, which may be one step 

toward building rapport and providing the corrective attachment experience in 

psychotherapy.   

Implications for Training 

 The results from the present study also have implications for programs training 

future psychologists and other mental health providers.  This study demonstrated the 

importance of training future clinicians to attend to specific language individuals use as 

an indication of psychological distress, insecure attachment, and loneliness.  Specifically, 

future clinicians would benefit from training to attend to the affective language clients 

utilize.  If clients were processing a previous trauma or loss with limited affective 

language, it may provide an opportunity for clinicians to explore functioning and 



133 

perception of current and previous relationships.  Clinicians may also benefit from 

attending to language variables that may operate as a buffer from increased psychological 

distress.  Specifically, greater use of joining pronouns, such as “we,” and greater use of 

cognitive-laden language, such as “think” or “because,” may indicate adaptive coping 

and more intact interpersonal functioning.  

Limitations and Strengths 

Limitations 

The above findings should be considered in the context of the following limitations.  One 

such limitation is the ability to match individuals demographically from the clinical and 

comparison groups.  The clinical group proved to be older and contain more males than 

expected.  As a result, given the university setting of the comparison group, the 

researcher was unable to match all participants demographically.  For example, there was 

a 65-year old, Caucasian, female in the clinical group; a matching age for this participant 

was not found in the comparison group, despite expanding the recruitment outside of 

lower level psychology courses.  Forty-nine percent of the participants in this study could 

be matched on age, gender, and ethnicity; 96% of the sample could be matched on gender 

and ethnicity, and remaining participants were matched on gender.  Statistical analyses 

were conducted with the 49% of matched participants and then with the whole sample; 

results were consistent.  In the present study, causality cannot be inferred from the 

findings as during the multiple regressions utilized in the path analyses, variables were 

entered at the same time.   
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 Another limitation in the present study is that individuals in the comparison group 

were not asked whether they were seeking treatment for any experienced trauma.  As a 

result, the researcher was only able to discuss the findings related to individuals currently 

undergoing psychiatric inpatient treatment for experienced traumas and a comparison, 

college sample group comprising of individuals not being treated in an inpatient setting.  

Also, there was a high rate of individuals in the comparison group, 79%, who endorsed 

experiencing a trauma at some point.  

 The current study could be argued to be too broad, given that it did not 

differentiate or define experienced traumas.  As a result, type of trauma was unable to be 

determined.  Some research has suggested that the type of trauma (i.e., interpersonal, 

witnessed, learned of) as well as the developmental stage at which the trauma occurs (i.e., 

early childhood, adulthood), affects the degree and manner of the trauma’s impact on 

individuals (Palgi, Shrira, Ben-Ezra, Shiovitz-Ezra, & Ayalon, 2012).  Palgi et al. (2012) 

identified exposure to a traumatic event early in life was more strongly associated with 

loneliness in later life stages compared to individuals experiencing traumatic events later 

in life.  The present study did not provide participants with a definition aligned with the 

Criterion A trauma as identified in the DSM-5 (APA, 2013); rather, participants self-

identified experienced traumas.  Consequently, as there were no criteria for what 

qualified as an experienced trauma, it is likely that there was a level of variability in 

degree of trauma experienced and the meaning by which individuals determined what 

constituted a traumatic event. Additionally, participants were not asked to describe or 
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provide details about the traumas experienced, which may have elicited more use of 

present tense language associated with intrusive memories.  

 Another possible limitation is that within the inpatient clinical group, comorbid 

diagnoses were not assessed or eliminated.  Given that the clinical group was admitted to 

an inpatient psychiatric hospital, it is likely that psychopathology existed in this 

population at a greater frequency than in the comparison group.  As a result, there is a 

possibility that psychological factors beyond experienced trauma mediated the studied 

relationships in the clinical population.  

Strengths 

 This study, to the researcher’s knowledge, is the first study to examine the 

relationship between attachment, loneliness, trauma, and cognition.  Additionally, results 

from the present study highlighted different contributors to cognition among a clinical, 

inpatient trauma populations and a college sample, within which 79% of participants 

endorsed a trauma history.  

 The present study also employed a mixed methods approach.  In this approach, 

both quantitative and qualitative data were collected and analyzed.  Employing both 

quantitative and qualitative methodology resulted in methodological triangulation, as the 

strengths and limitations of each method alone complement one another.  Thus, 

triangulation enriches the confidence in the results (Kisely & Kendall, 2011).  

Conclusion 

The impact of insecure attachment on individuals’ experience of relationships is 

clear.  Psychologists must attend to the language individuals use, specifically negative 
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emotion words, as an indication of underlying insecure attachment driving increased 

loneliness and psychological distress.  The findings from the present study provide a 

springboard to future research on the ways in which persons with varying levels of 

insecure attachment, trauma, loneliness, and distress manifest internal experiences 

through cognition, as evidenced by the language individuals use.  
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1. Gender 
a. Male  
b. Female 
c. Transgender 

2. Age: ____________ years old 
3. Ethnicity 

a. Black/African American 
b. Asian American 
c. Hispanic/Latino/a 
d. White 
e. Native American 
f. Pacific Islander 
g. Other (please specify: ______________________) 

4. Sexual Orientation 
a. Gay/Lesbian 
b. Bisexual 
c. Straight/Heterosexual 
d. Fluid 
e. Other (please specify: ______________________) 

5. Have you ever experienced a trauma/series of traumatic events? 
a. Yes 
b. No 
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Appendix B 
The Symptoms Checklist 90-R© 
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The Symptoms Checklist 90-R is copyrighted.   

Below is the contact information for the Pearson PsychCorp Company. 

Pearson 

Attn: Inbound Sales & Customer Support 

19500 Bulverde Road 

San Antonio, TX 78259-3701 

800.627.7271 
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Appendix C 
UCLA Loneliness Scale – Version 3 
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Instructions: The following statements describe how people sometimes feel.  For each 
statement, please indicate how often you feel the way described by writing a number in 
the space provided.  Here is an example: 
 
How often do you feel happy? 
 
If you never felt happy, you would respond “never,” if you always feel happy, you would 
respond “always.” 
 
NEVER  RARELY  SOMETIMES   ALWAYS 
 1        2    3          4 
 
*1. How often do you feel that you are "in tune" with the people around you?   _____ 
2. How often do you feel that you lack companionship?                 _____ 
3. How often do you feel that there is no one you can turn to?     _____ 
4 How often do you feel alone?         _____ 
*5. How often do you feel part of a group of friends?      _____ 
*6. How often do you feel that you have a lot in common with the  
people around you?           _____ 
7. How often do you feel that you are no longer close to anyone?     _____ 
8. How often do you feel that your interests and ideas are not shared by 
those around you?           _____  
*9. How often do you feel outgoing and friendly?       _____ 
*10. How often do you feel close to people?        _____ 
11. How often do you feel left out?         _____ 
12. How often do you feel that your relationships with  
others are not meaningful?            _____ 
13. How often do you feel that no one really knows you we11?      _____ 
14. How often do you feel isolated from others?       _____ 
*15. How often do you fee1 you can find companionship when you want it?   _____ 
*16. How often do you feel that there are people who really understand you?   _____ 
17. How often do you feel shy?         _____ 
18. How often do you feel that people are around you but not with you?    _____ 
*19. How often do you feel that there are people you can talk to?     _____ 
*20. How often do you feel that there are people you can turn to?     _____ 
 
Scoring: 
Items that are asterisked should be reversed (i.e. 1 = 4, 2 = 3, 3 = 2, 4 = 1), and the scores 
for each item then summed together.  Higher scores indicate greater degrees of 
loneliness. 
Note. Copyright 1994 by Daniel W. Russell. Reprinted with permission.  
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Appendix D 
Vulnerable Attachment Style Questionnaire 
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FEELINGS ABOUT RELATIONSHIPS (VASQ) 

Instructions: Below are a number of statements concerning the way people feel about 
themselves in relation to others.  Indicate whether you agree or disagree with the 
description as it applies to you by circling the answer that applies to you.  
     Strongly    Agree    Unsure      Disagree      Strongly 

Agree              Disagree 
1.I take my time getting to know      5           4            3                 2                   1 
people.	   	   	   	   	   	  
2. I rely on others to help me make      5           4            3                 2                   1 
decisions in life 
3. People let me down a lot      5           4            3                 2                   1 
4. I miss the company of others     5           4            3                 2                   1 
when I'm alone 
5.It’s best not to get too emotionally     5           4            3                 2                   1 
close to other	  people	  
6.I worry a lot if people I live with      5           4            3                 2                   1 
arrive back	  later	  than	  expected	  
7.I usually rely on advice from     5           4            3                 2                   1 
others when	  I've	  got	  a	  problem	  
8. I feel uncomfortable when people      5           4            3                 2                   1 
get too close to me 
9. People close to me often get on     5           4            3                 2                   1 
my nerves  
10. I feel people are against me     5           4            3                 2                   1 
11. I worry about thinks happening      5           4            3                 2                   1 
to close family and friends 
12. I often get into arguments      5           4            3                 2                   1 
13. I'm clingy with others      5           4            3                 2                   1 
14. I look forward to spending time      5           4            3                 2                   1 
on my own 
15. I like making decisions on my     5           4            3                 2                   1 
own  
16. I get anxious when people close to   5           4            3                 2                   1 
me are away 
17. I feel uneasy when others confide     5           4            3                 2                   1  
in me  
18. I find it hard to trust others     5           4            3                 2                   1 
19 Having people around me can      5           4            3                 2                   1 
be a nuisance 

(Continued) 
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20. I feel people haven't done enough      5           4            3                 2                   1 
for me  
21. It’s important to have people around  5           4            3                 2                   1 
me a lot of the time 
22. I find it difficult to confide in people  5           4            3                 2                   1 
 VASQ © Bifulco, Royal Holloway, University of London, 2003 Reprinted with 
permission.   
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Appendix E 
Interview Protocol  
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1. If I followed you through a typical day, what would your interactions with other people 
be like? 
2. How do you see yourself among your friends and peers? 

Prompt for:  
• What role do you play among your friends and peers? 

3. How do you think others see you? 
4. When bad things have happened to you in the past how has it impacted you? 
5.When bad things have happened in the past how have you responded? 

Prompt	  for:	  
• View of self (How has it impacted how you view yourself?)	  
• View of others (How has it impacted how you view others around you?)	  
• View of world (How has it impacted how you view the world in general?)	  

6. Tell me about a time you felt connected with others. 
Prompt for: 
• Behaviors (What were you doing when you were in that connected relationship?) 
• Relationships (What is/was that relationship like?) 
• View of self (How did you see yourself in that relationship?) 
• View of world (When you were in that connected relationship, how did you see 

the world in general?) 
7. Tell me about your support system. 

Prompt for: 
• Who is in your support system? 
• Types of people? (What kind of qualities or characteristics do the people in your 

support system have?) 
• Quality of it: Some people are always there when you need them and other people 

are not often there when you need them. What are the people in your support 
system like? How good are they at supporting you in ways that matter to you?  

• How you feel about your support system? 
8. Describe your best relationship. 
9. Is there anything that I have forgotten to ask or that you would want me to know?   
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Appendix F 
Informed Consent 
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Appendix G 
Referral Sources 
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American Psychological Association 
 Therapist Locator     http://locator.apa.org 
 
Barbara Hokamp, Ph.D.     940.387.1680 
 
Cathy Smallwood, Ph.D.     940.383.3336 
 
GaylaSahl, Ph.D.      972.757.4929 
 
Psychology Today Therapist Locator 
http://therapists.psychologytoday.com/rms/?gclid=CMTvhILllroCFapAMgodRV0A5g 
 
Texas Woman’s University Counseling Center   940.898.3801 
 
TWU Counseling and Family Therapy Clinic  940.898.2600 
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Appendix H 
Clinical Group Informational Flier 
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Trauma and Social Relationships 
 
Volunteers Needed for Research on Trauma and Social Relationships. 
 
Adult, 18 and older, trauma survivors are needed to participate in a series of 
questionnaires and interview.   
 
Volunteers will receive $5 for their participation.  
 
If interested contact Courtney Wells or indicate your interest below and return to nursing 
staff. 
 
 
Name: __________________________________________________________ 
 
 
I am interested in participating.  
 
 
I am NOT interested in participating.  
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Appendix I  
SONA Description for Comparison Group 
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Individuals must be a minimum of 18 years old to participate in the current research 

study.  Individuals will initially consent to the study and complete a demographics 

questionnaire online through the SONA system.  If individuals meet the qualifying 

criteria for the study, the researcher will then notify individuals to schedule time for the 

second phase.  During the second phase of the study, individuals will complete three 

inventories and participate in an interview.  The study will take 90 minutes to complete 

and participants will receive 4 course credits. 
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