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Abstract 

The high prevalence and severe long term effects of Post Traumatic Stress Disorder (PTSD) 

in war veterans is well established. Living with a parent with depression or alcohol problems 

is known to be associated with increased risk of psychological disorder in offspring, but there 

has been little research on the possible effects on children of living with a father with chronic 

PTSD. The current thesis tested whether the offspring of Vietnam veterans with PTSD had 

high rates of psychological problems, and whether the risk of such problems was mediated by 

insecure parental attachment or negative family environment. Participants were 69 male 

Vietnam veterans with chronic PTSD and their families (spouses and 115 children) and 32 

comparison males, who were similar in age and education to the veterans, but who had no 

history of psychiatric disorder, and their families (spouses and 55 children). Clinical 

interviews with the men were used to confirm psychiatric diagnosis, spouses completed self-

reports of their psychological adjustment, and the family environment. Children completed 

self-report measures of parental attachment, and their own psychological adjustment. The 

offspring of fathers with PTSD had much higher depression, anxiety and anger, and lower 

self-esteem than comparison offspring, and these problems were more severe in sons than 

daughters of fathers with PTSD. The level of depression, anxiety and anger in the children of 

fathers with PTSD was mediated by insecure attachment and high family conflict. The 

offspring of fathers with chronic PTSD are at high risk for psychological problems, and 

family assistance promoting better father-child attachment and reducing family conflict might 

help prevent at least some of these problems.  
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CHAPTER ONE 

 The Echo’s of Combat 

  “On his tenth mission the plane in front of him exploded, and what he took for a 

piece of debris, flew back towards him. It turned out to be the body of one of the gunners, 

which hit directly in the number two propeller. The body was splattered over the windscreen 

and remained there. In order to see, it was necessary for the pilot to borrow a knife from the 

engineer and to scrape the windscreen. He had a momentary twinge of nausea, but the 

incident meant but little to him. As he did not know the man the horrifying spectacle was at a 

psychological distance. But two missions later, his own plane and crew were heavily damaged 

and he was himself involved in emotionally distressing events. Memories of the first incident 

came back to haunt and disturb him. He could no longer fly. 

 A highly decorated veteran……..has led a life tortured by fear and anger since his 

return from Vietnam more than thirty years ago. He is unable to close his eyes in the shower 

because of the memories that come back to haunt him. He has impulses to shoot, stab or 

strangle everyone that he encounters. He panics at the ring of a doorbell. Being kept waiting 

in line can send him into a rage. He washes his hands compulsively and repetitively checks 

the stove and the locks on the door. He is socially isolated, unable to connect with his wife 

and children”.  

His daughter now 30 years of age has recently given birth to her son and finds herself 

reflecting on her own childhood. This is her perception of events: 

Growing up a child of a Vietnam veteran was hard, and looking back on it all now, 

what I went through has really changed my life. Sometimes I wonder how different 

my life might have been if my father was not a Vietnam veteran. I always felt so 



2 

 

 
 

alone. I could never talk to my friends about what life was like living with my dad. My 

mum was always the one we turned to, as she was our rock when things turned from 

bad to worse. My mum was always trying to hold our family together through it all. 

When I was fifteen years old I tried to slash my wrists, I had had enough of it all, I felt 

confused, hurt and all by myself. I was alone. I hated my father. I hated the fact that 

friends of his would talk about how different he was before Vietnam, and how distant 

he was now. He seemed to have feelings but could not show them. I wanted so 

desperately for him to be proud of me and to tell me that he loved me. These words 

should be so simple to say, but he couldn’t and that’s what hurt the most: to know 

someone loves you is one thing but to hear it said, then for me I know that it’s real 

(Commonwealth of Australia, 2004, p. 11). 

The human response to psychological trauma is one of the most important public 

health problems in the world. Traumatic events such as war, family and social violence, rapes 

and assaults, disasters, accidents and predatory violence confront people with such horror and 

threat, that it may temporarily or permanently alter their capacity to cope, their perception of 

biological threat, and their self concepts (van der Kolk, 2003). Traumatized individuals 

frequently develop posttraumatic stress disorder (PTSD), in which the memory of the 

traumatic event comes to dominate victims’ consciousness, depleting their lives of meaning 

and pleasure (van der Kolk & van der Hart, 1991). However, it appears that trauma not only 

affects the traumatised individual’s psychological functioning. There is a growing body of 

evidence to suggest that the impact of trauma and PTSD extends beyond trauma victims to 

significantly disrupt their intimate relationships and families (Card, 1987; Carroll, Rueger,  
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Foy & Donohoe, 1985; Davidson & Mellor, 2001; Evans, et al., 2003; Jordan et al., 1992;  

Waysman, Mikulincer, Solomon & Weisenberg, 1993).   

Clinical accounts, suggest that a veterans’ PTSD may negatively affect the veteran’s 

marital relationship (Brende & Goldsmith, 1991; Haley, 1984; Matsakis, 1988), and have 

further negative effects on the spouse, but to date, the research has largely ignored the impact 

of PTSD on veterans’ relationships with their children. This thesis is an examination of the 

possibility that Vietnam veterans with a diagnosis of PTSD have high rates of psychological 

problems in their children. The research also examines the proposition that this is mediated by 

insecure parental attachment, and a negative family environment. There are five chapters. 

Chapter one is a description of the history of the concept of PTSD, an examination of the 

course of the disorder, and an examination of co-morbid conditions associated with PTSD. 

Chapter two discusses the impact of PTSD on family members, focusing on their spouse and 

children. Chapter three assesses what mechanisms might account for increased psychological 

problems in children of veterans. Chapter four presents an empirical study testing whether 

children of Vietnam veterans are more psychologically distressed than children of men, with 

no military service and no diagnosis of PTSD. The study also assessed whether this 

association of PTSD with offspring psychological distress is mediated by insecure parental 

attachment and negative family environment. Chapter five is a discussion of the results of the 

study. 

History of the Concept of Traumatic Stress 

There is evidence to show that experiences of violence or threat, such as engaging in 

combat, have been recognized to produce traumatic reactions for hundreds of years. In the 

16th century, Shakespeare (in King Henry IV), described soldiers returning from battle 
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experiencing disturbing dreams and loss of sexual interest. Russian and British medical 

scholars in the 19th century wrote of the “diseases of the soul” in men returning from battles 

in Crimea and India (Saperstein & Saperstein, 1992). 

In the 19th century, the arrival of the railways heralded a new form of trauma with the 

development of “railway spine” (Trimble, 1981). Fatalities from train accidents started on the 

first day of the commercial service. In addition to physical injuries, there is very good 

evidence of psychological problems, and of the pursuit of compensation. It was in association 

with the problem of illness induced by the great fear caused by a near miss from a train that 

the concept of “nervous shock” came to be developed. It appears that accidents involving 

trains were not uncommon. Indeed, Charles Dickens was in a train crash in which ten were 

killed and forty-nine wounded.  He subsequently described symptoms of feeling weak, of 

being able to sleep and eat well, but being unable to concentrate on his writing because of 

feeling “faint and sick”, and of anxiety on exposure (O’Brien, 1998). These train travel related 

symptoms triggered much debate as to whether the cause was physical or psychological. 

Some believed the symptoms to be due to “molecular degeneration” of the nervous system, 

while others disagreed and saw a psychological cause (Trimble, 1981). Psychological 

explanations centered around new studies and definitions of hysteria. 

 In the American Civil War, soldiers were said to have developed symptoms of 

lethargy and withdrawal, sometimes called “nostalgia”, as it was thought to be related to a 

profound distress at being away from home (O’Brien, 1998). Later there were descriptions of 

“soldier’s heart or irritable heart” conditions, which appeared clearly to have more to do with 

psychological distress than with heart disease (Hodson, 1995; Oei, Lim & Hennessy, 1990).  
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 During the First World War, doctors proposed a physiological explanation for 

casualties suffering from trauma reactions. This approach asserted that symptoms observed 

were the result of men being exposed to blast waves from exploding shells, and being 

concussed at a neural level (Shephard, 2000). Soldiers diagnosed with this condition were 

labeled as being “shell shocked”. However, the shell shock explanation did not account for 

the large number of combat stress casualties who had never been near exploding ordinance. 

 In the middle of the 20th century, during and after the Second World War, academic, 

medical, and military communities slowly changed their perceptions about the effects of 

combat on an individual. There was ample evidence that trauma could be followed by mental 

illness (Joseph, Williams & Yule, 1997), and terms like “battle fatigue,” “combat exhaustion,” 

and “acute combat reaction” started to be used to describe trauma casualties. It was during the 

Second World War that it was noted that the rate of posttraumatic distress was correlated with 

the severity of the trauma. The rates and severity of PTSD like symptoms increased with 

intensity of battle, number of physical casualties, poor preparation of the troops, and physical 

tiredness or deprivation (Hodson, 1995; O’Brien, 1998; van der Kolk, Weisaeth & van der 

Hart, 1996). At this time, Kardiner (1941) described the post trauma syndrome, which he 

stated included increased feelings of irritability and outbursts of aggression, exaggerated 

startle response and fixation on the trauma, disrupted personality functioning, and disturbed 

dreams. 

 Similar reactions were also described in adult civilian survivors of traumatic events 

around this time. For example, Adler (1943) in her study of survivors of Boston’s Coconut 

Grove nightclub fire, made reference to trauma related intrusive thinking, nightmares and 

insomnia, as well as avoidance behaviours. Other work in the second half of the 20th century 
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documented psychological distress in civilian survivors of Hiroshima (Lifton, 1967), natural 

disasters such as floods (Abrahams, Price, Whitlock & Williams, 1976; Bennett, 1970, Gleser, 

Green & Winget, 1981), as well as accidents (Wilkinson, 1983), rape (Burgess & Holmstrom, 

1978; Steketee & Foa, 1987), and child sexual abuse (Frank & Stewart, 1984). 

 The literature on trauma-related reactions lacked a common language until the 

Vietnam War provided the impetus for the current interest in post-traumatic phenomena 

(Figley, 1978; Joseph et al., 1997) and the term PTSD was developed (American 

Psychological Society (APA), 1980). What was different about Vietnam as compared with 

other conflicts that led to the concept of PTSD being formulated? Vietnam was different 

because it was unpopular, prolonged, relatively low intensity, distant, guerrilla conflict, which 

did not involve the majority of the people, and was lost by the Americans and their allies. 

Returning Vietnam veterans were not welcomed home as heroes, as were World War I and 

World War II veterans. At best, Vietnam veterans were ignored, and at worst, they were 

vilified for the part that they had played in an unpopular war. Some parts of society thought of 

Vietnam veterans as deserving any problems they had, because they should not have served in 

the war in the first place (O’Brien, 1998; Shephard, 2000). Vietnam veterans began to be 

associated with social problems, poor integration in society, criminal behaviour, and mental 

health problems. Studies suggest that between three and seven hundred thousand of the three 

million veterans who served in Vietnam had PTSD (Shephard, 2000). Studies (Borus, 1974; 

Shephard, 2000) consistently highlight that Vietnam veterans had high rates of criminal 

behaviour, divorce and substance abuse, as well as high rates of unemployment (O’Brien, 

1998). Investigation showed a consistent pattern of symptomatology in veteran sufferers 

which was defined in DSM-III as PTSD (APA, 1980). 
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Posttraumatic Stress Disorder 

Diagnostic Criteria 

This section presents the DSM IV summary of symptoms for diagnosis of PTSD and 

discusses these symptoms. Two primary points are made: (a) that the definition of what 

constitutes a trauma is ambiguous; and (b) that many reactions of PTSD, particularly intrusive 

and avoidance symptoms, are experienced by most people when exposed to trauma.  

Criterion A. Table 1 indicates that in order to satisfy a diagnosis of PTSD, the person 

needs to meet numerous criteria. Criterion A necessitates that the individual has been exposed 

to a traumatic event. However, the experience of the event is itself not sufficient. The DSM- 

IV states that the person’s response to this event needs to have involved intense fear, 

helplessness or horror (APA, 1994).  

The most maligned part of the DSM IV PTSD diagnosis, Criterion A is often criticised 

for being too harsh or too lax in dictating what constitutes a traumatic stressor. For instance, 

Criterion A1 leaves open room for subjective responses or the perception of threat. Consider 

the following example:  

A university lecturer is giving a tutorial when a man rushes in brandishing a handgun.  

He screams for the students to get down, waves the handgun around and demands that 

they hand over their wallets. The gunman is tackled by a student as he is escaping and 

is detained until police arrive. The gun used during the robbery is found to be a water 

pistol.  One of the students later develops symptoms that meet criterion B through F 

for a diagnosis of PTSD. Does this event satisfy criterion A? (Giarratano, 2004, p. 4).  
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It could be argued that this event did, and did not, meet Criterion A1, but most would 

agree that this perception of life threat could constitute a traumatic stressor to meet Criterion 

A. 

Table 1 

DSM-IV Criteria for PTSD (309.81) 

A. The person has been exposed to a traumatic event in which both of the following 

were present: 

(1) The person experienced, witnessed or was confronted with an event or events that 

involved actual or threatened death or serious injury, or a threat to the physical integrity 

of self or others. 

(2) The person’s response involved intense fear, helplessness or horror. 

B. The traumatic event is persistently re-experienced in one (or more) of the following 

ways: 

(1) Recurrent and intrusive distressing recollections of the event, including images, 

thoughts or perceptions. 

(2) Recurrent distressing dreams of the event. 

(3) Acting or feeling as if the traumatic event were recurring (includes a sense of 

reliving the experience, illusions, hallucinations and dissociative “flashback” episodes, 

including those that occur on awakening or when intoxicated). 

(4) Intense psychological distress at exposure to internal or external cues that 

symbolise or resemble an aspect of the traumatic event. 

(5) Physiological reactivity on exposure to internal or external cues that symbolise or 

resemble an aspect of the traumatic event. 
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C. Persistent avoidance of stimuli associated with the trauma and numbing of general 

responsiveness (not present before the trauma), as indicated by three or more of the 

following: 

(1) Efforts to avoid thoughts, feelings or conversations associated with the trauma.  

(2) Efforts to avoid activities, places or people that arouse recollections of the trauma. 

(3) Inability to recall an important aspect of the trauma. 

(4) Markedly diminished interest or participation in significant activities. 

(5) Feeling of detachment or estrangement from others. 

(6) Restricted range of affect (e.g., unable to have loving feelings). 

(7) Sense of a foreshortened future (e.g., does not expect to have a career, marriage or a 

normal life span). 

D. Persistent symptoms of increased arousal (not present before the trauma), as 

indicated by two or more of the following: 

(1). Difficulty falling or staying asleep. 

(2). Irritability or outbursts of anger. 

(3). Difficulty concentrating. 

(4). Hypervigilence. 

(5). Exaggerated startle response. 

E. Duration of the disturbance (symptoms in criteria B, C, & D) is more than one month. 

F. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 
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Criterion B - intrusive symptoms. Immediately after a traumatic event most of us will 

suffer intrusive thoughts about what happened (Creamer, Burgess & Pattison, 1992; van der 

Kolk et al., 1996).  It appears that these thoughts help us to process or understand the 

experience, and prepare for further action if necessary. For the majority of us, these thoughts 

and dreams will subside with the passage of time. However, for the individual who develops 

PTSD, the memory of the event continues to replay over and over again, with no indication of 

subsiding. PTSD sufferers “remain embedded in the trauma as a contemporary experience, 

instead of being able to accept it as something belonging to the past” (van der Kolk et al., 

1996, p. 9). 

Criterion C – avoidance and numbing. People with PTSD generally avoid doing 

anything that reminds them of the traumatic situation, including thinking about it. There is 

often a repeated cycle of intrusion and avoidance where memories enter their consciousness 

unwillingly, and then are “pushed down” using whatever means are necessary. This may be 

some form of cognitive distraction, or it may involve various behaviours including substance 

abuse, overworking, risk taking, or self harming. Psychogenic numbing, traumatic amnesia 

and feeling detached and estranged from others, are also considered a form of avoidance. Van 

der Kolk, Greenberg, Orr and Pitman (1989) point out that when the numbing of positive 

emotions, feelings of detachment, and avoidance of social situations are combined, PTSD 

often has a devastating impact upon the sufferer’s social existence and their family life. When 

all of these areas of life are affected, major depression often follows as a co-morbid condition. 

Criterion D – chronic hyperarousal. People with PTSD continue to react to physical 

and emotional stimuli as though there is a continuing threat of annihilation (van der Kolk et 

al., 1996). People with PTSD overreact to minor incidents, experiencing strong, negative 
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emotions like anger, fear, panic and anxiety. An inability to modulate emotions generally is 

one of the most debilitating effects of PTSD. Swinging from periods of emotional shutdown, 

to outbursts of anger and aggression is confusing for both the sufferer and their family.   

 Van der Kolk and McFarlane (1996) reported that most people who have been 

exposed to traumatic stressors are able to go on with their lives without becoming haunted by 

the memories of what has happened to them. This does not mean that the traumatic events go 

unnoticed. After exposure to trauma, most people become preoccupied with the event; having 

involuntary intrusive memories is a normal way of responding to dreadful experiences. This 

repeated replaying of upsetting memories seems to serve the function of modifying the 

emotions associated with the trauma, and in most cases creates a tolerance for the content of 

the memories (Horowitz, 1978). However, some people are unable to integrate the awful 

experience and develop the specific patterns of avoidance and hyperarousal that are associated 

with PTSD. One distinction between people who develop PTSD from people who are only 

temporarily stressed is that those who develop PTSD organise their lives around the trauma 

(van der Kolk, & McFarlane, 1996). Thus, it is the persistence of intrusive and distressing 

recollections, and not the experience of the traumatic event itself, that defines the biological 

and psychological dimensions of PTSD (McFarlane, 1992; Creamer et al., 1992). Although 

most people who suffer from PTSD have considerable interpersonal and occupational 

problems (McFarlane, 1992), the degree to which the symptoms of PTSD come to affect 

overall functioning varies a great deal from person to person (Creamer et al., 1992).   

Epidemiology of PTSD 

McFarlane and De Girolamo (1996), van der Kolk (2003), and others suggest there has 

been a substantial underestimate of the frequency of traumatic experiences, and PTSD in 
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people’s lives. McFarlane and De Girolamo (1996) note that when PTSD was first defined in 

DSM-III (APA, 1980), the original criterion defined traumatic events that elicit PTSD as 

“outside the range of usual human experience”. The first epidemiological study of PTSD 

found that it was a relatively rare disorder with a prevalence of 1% (Helzer, Robins, & 

McEvoy, 1987). However, when the prevalence of events that can elicit PTSD is 

systematically examined, such trauma is surprisingly commonplace (Kessler, Sonnega, 

Bromet & Nelson 1995). Furthermore, more recent studies have demonstrated much higher 

rates of PTSD than earlier studies (McFarlane & De Girolamo, 1996). 

 Typical PTSD inducing events are generally uncontrollable, often unpredictable, 

involve the potential for physical injury or death, and possess the capacity to elicit affect 

laden imagery (March, 1993). However, there is tremendous variability in the prevalence of 

PTSD induced by different traumatic events and the specific symptoms experienced also vary 

by trauma (Rubonis & Bickman, 1991). This has raised the question of whether different 

traumatic events are meaningfully classified as a homogenous class of precipitants of PTSD.  

In the sections that follow, I describe the epidemiology of PTSD in the general population, 

and then in populations exposed to particular stressful events. 

General Population Samples 

Kessler et al. (1995) surveyed a US national representative sample of 8,098 persons on 

the current and lifetime prevalence of PTSD. In the total sample, 61% of men and 51% of 

women had experienced a trauma that met the DSM-IV stressor criterion (Kessler et al., 

1995). There were significant sex differences in the types of events experienced. For example, 

men were significantly more likely than women to experience witnessing someone being 

badly injured or killed, being involved in a fire, flood or natural disaster, and being involved 
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in a life threatening accident. They found that the most common traumas reported as 

associated with PTSD in men, were combat and witnessing death or severe injury, whereas 

rape and sexual molestation were the most common in women.   

 March (1993), Kilpatrick and Resnick (1992) and Kessler et al. (1995), all found the 

risk of PTSD varied significantly by the type of trauma people had experienced. The 

traumatic event that elicits the highest rate of PTSD seems to be combat, which has been 

estimated to lead to PTSD in as many as 39% of exposed individuals (Kessler et al., 1995). 

However, combat exposure is relatively rare in most populations. Kessler et al. estimated that 

about 6.4% of the United States population had a lifetime exposure to combat, and this 

exposure occurred almost exclusively in men. In contrast to combat exposure, rape and 

childhood abuse or neglect are more common life experiences than combat in the population, 

but exposure to these traumas is associated with PTSD at lower rates in exposed individuals 

than combat (Kessler et al., 1995; March, 1993). 

Natural and Technological Disasters 

Events involving death and destruction on a massive scale are associated with high 

rates of psychological problems in exposed populations (Joseph et al., 1997). In an analysis of 

15 studies of victims of natural disasters and large scale accidents (n = 9 in the United States, 

n = 3 in other developed countries, and n = 3 in other developing countries), the rates of 

PTSD varied greatly across the populations and type of disaster (McFarlane & De Girolamo, 

1996). For example, Shore, Vollmer and Tatum (1989) found the lifetime rate of PTSD in 

people exposed to the Mount Saint Helens volcanic eruption in the United States was 3.6% 

compared to 2.6% in a matched control sample. In contrast, McFarlane (1988) found the rate 

of PTSD in a representative sample of 469 volunteer firefighters exposed to a severe natural 
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disaster in Australia was 16%, and more than half of the sufferers experienced continuing 

PTSD after the disaster (McFarlane, 1992). The Buffalo Creek disaster in 1972 involved a 

dam collapsing, killing 125 people and destroying the community. There was a 52% PTSD 

lifetime rate among the victims; with 25% of victims still meeting PTSD diagnostic criteria 14 

years after the disaster (Green, Lindy, Grace & Leonard, 1992).   

 Green and Lindy (1994) in a review of the literature on the psychological outcomes 

following disaster concluded that natural disasters and major accidents seem to elicit similar 

rates of trauma reactions. However, rates of recovery from trauma following natural disasters 

seem to be higher than for major accidents. One possible explanation for these different rates 

of recovery might be the perceived human involvement in major accidents. It has been argued 

(Joseph et al., 1997; Yehuda & McFarlane, 1995; Yehuda, 1999) that events attributed to 

human action, such as criminal victimisation, sexual assault, and combat are associated with 

the most severe and chronic trauma symptoms. The perception that others intended harm has 

been argued to elicit strong emotions like anger, which can impede emotional processing of 

the trauma and lead to persistent trauma symptoms (Yehuda, 1999). 

Criminal Victimisation 

There is evidence from a variety of studies that experience of criminal victimisation is 

associated with poor mental health (Kilpatrick, Saunders, Veronen, Best & Von, 1987; 

Resnick, Kilpatrick, Dansky, Saunders & Best, 1993; Sorenson & Golding, 1990). McFarlane 

and De Girolamo (1996) in a review of 21 studies of victims of violence, found rates of PTSD 

were greater than 25% of victims in all but three studies. Across studies, the rate and severity 

of PTSD was correlated with the degree of life threat, and the extent of physical injury, that 

occurred during the violence.   
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 Solomon and Horn (1986) studied police officers who had been shot, and found that 

37% of victims experienced mild, 35% moderate, and 28% severe distress. Similarly, Gersons 

(1989) investigated the degree and intensity of traumatic reactions in 37 police officers 

involved in serious shooting incidents. Of the 37 interviewed, 3 were found to be symptom 

free, 17 suffered from some PTSD symptoms, and 17 fulfilled PTSD criteria. A limitation of 

many studies of victims of violence is the representativeness of the sample who agrees to 

participate in research. For example, Gersons (1989) reported that they were only able to 

interview 37 of a total of 62 individual once officers involved in shooting incidents. 

Sexual Assault 

Resnick and Kilpatrick (1993) surveyed 4,000 women and found that one-third had 

been a victim of crime, with the most common experiences being physical or sexual assault. 

Of those women who had experienced sexual assault, 80% showed a lifetime experience of 

PTSD. Kilpatrick et al. (1987) found 75% of women had been victims of crimes in a 

community sample, with 50% of women reporting experiencing sexual assault, and 20% 

having been raped. About 57% of women who had been raped reported having PTSD. Other 

surveys of rape victims reported 30% had PTSD, which is a somewhat lower prevalence of 

PTSD than other victim surveys (National Victims Centre, 1992). 

Combat 

Compared to all other traumatic events, the effects of war have been particularly well 

documented. War represents the most ancient and the most important form of human-made 

violence in terms of the magnitude of its effects. Between World War II and 1990, there were 

127 wars and 21.8 million confirmed war-related deaths (Zwi, 1991). The Red Cross 

estimates that the total death rate is almost twice as high as the confirmed death rate 
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(International Federation of Red Cross & Red Crescent Societies, 1993). Since World War II 

most wars (all but 2 of the 127 between 1945 and 1990) occurred in developing countries. 

War and political violence are associated with psychosocial health problems both in those 

directly exposed to conflict, and also in the refugees who attempt to flee the fighting (Toole & 

Waldham, 1993).   

 One of the largest studies (Spiro, Schnurr, & Aldwin, 1994) of combat veterans 

assessed World War II and Korean veterans up to 45 years after exposure to combat with a 

mail out survey. Reported rates of PTSD varied greatly (from 0% to 12.4%) depending upon 

the measures used, in addition to the reported degree of exposure to combat. Variations in 

estimates of the prevalence of PTSD covary with assessment methods in other studies. 

McFarlane and De Girolamo (1996) reviewed 35 studies of war veterans, 25 were conducted 

in the United States, and 20 focused exclusively on Vietnam veterans. Estimated rates of 

PTSD in veterans ranged from a low of 2% current prevalence in the Centres for Disease 

Control (1988) Vietnam Experience study to a high of over 70% found in five studies.   

The National Vietnam Veterans Readjustment Study (NVVRS) is probably the most 

widely reported investigation of PTSD in veterans (Kulka, Schlenger & Fairbank, 1990). It 

found a lifetime prevalence of PTSD of 30.9% among male veterans, with a current 

prevalence of 15.2%. An additional 11% of veterans were reported to suffer from some 

trauma symptoms, but did not meet criteria for PTSD. Together, PTSD symptoms or PTSD 

occurs in half of all male (53.4%) and almost half of all female (48.1%) Vietnam veterans at a 

level that impairs their functioning (Kulka et al., 1990). While there has been some 

controversy in more recent research as to whether these original estimates overstate the 
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prevalence, there remains a robust finding of a high prevalence of PTSD in Veterans 

(Schlenger, Kulka, Fairbank, Hough, Jordan, Marmar, & Weiss, 2007). 

 Another study evaluated the influence of military service in Vietnam on the 

occurrence of PTSD among a sample of over 2,000 male monozygotic veteran twins 

(Goldberg, True, Eisen & Henderson, 1990). A prevalence of PTSD of almost 17% was found 

in twins who served in South East Asia, compared with 5% in twins who did not. There was a 

nine-fold increase in the rate of PTSD among twins who experienced high levels of combat 

compared to those who did not serve in Vietnam. High levels of exposure to combat are 

associated with high rates of PTSD. For example, Snow, Stellman, Stellman and Sommer 

(1988), report that 28% of veterans exposed to a median level of combat have PTSD, 

compared to 65% of veterans exposed to the highest level of combat.   

Prisoners of War 

There have been a number of studies of former prisoners of war (POWs) from various 

conflicts other than Vietnam. Friedman, Schnurr and McDonagh-Coyle (1994) reviewed 11 

studies of POWs, of which 6 were conducted in the United States, and one each in Germany, 

Turkey, Australia, France and Canada. In all of the studies, the prevalence of PTSD was much 

higher than that found in the general population, and in six studies the prevalence was more 

than 50% of veterans, and in three studies 70% or more of veterans.   

 There is an important longitudinal study of Israeli POWs from the 1973 Yom Kippur 

War. Three groups were followed: 164 POWs, 112 veterans treated for combat stress reaction 

(CSR), and 184 combat-exposed controls (Solomon, Neria, Ohry, Waysman & Ginzburg, 

1994). Lifetime and current rates of PTSD were 23% and 13%, respectively, for POWs, 37% 

and 13% for CSR cases, and 14% and 3% for controls. These are lower rates of PTSD for 
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POWs than found in World War II and Korean veterans. This might be associated with the 

briefer periods of captivity in the Yom Kippur war relative to WWII or Korea. However, of 

those POWs from the Yom Kippur war who had PTSD, a high proportion (56%) still had 

PTSD 20 years later. In contrast, only 28% of veterans who had experienced combat and  

developed PTSD still had PTSD 20 years later. 

Summary 

It is apparent from the data presented that events such as natural disasters, criminal 

victimisation, sexual assault and combat all are associated with posttraumatic stress reactions. 

Different events are associated with different frequency of experiencing disorder and possibly 

different presentations. However, methodological issues like differences in the populations 

studied, the measures used, and the time frames of investigation, make it difficult to compare 

and contrast data across studies. What is clear is that some individuals exposed to traumatic 

events develop PTSD, but only some. This raises the question of why is it that particular 

individuals develop PTSD when exposed to trauma? 

Risk Factors for Trauma Reactions 

As illustrated in the history of the concept of traumatic stress described earlier in this 

chapter, it has been implicit in ideas about traumatic stress that there is something distinctive 

in psychopathology that follows exposure to trauma. In the DSM-IV (APA, 1994) diagnostic 

criteria for PTSD, it is explicit that the disorder is defined as a response to trauma. This is 

unusual, as most DSM-IV diagnoses are defined by phenomenology of symptoms, not course. 

(Though, substance abuse and a few other disorders are exceptions to this general principle). 

O’Brien (1998) suggests that there is little point in studying the aetiology of PTSD, 

since the very definition includes the cause. However, the assumption that PTSD is caused by 
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extreme trauma is not supported by research. PTSD can occur in the absence of extreme 

trauma (O’Brien, 1998; Scott & Stradling, 1994). There has been serious debate about 

whether exposure to a stressor is either necessary or sufficient to explain PTSD. Not everyone 

exposed to trauma develops PTSD and even those exposed to the same trauma do not all  

develop PTSD (March, 1993). 

 In the following section, the aetiology of PTSD is analysed. It should be noted that 

this is not an attempt to undertake a comprehensive review of the aetiology of PTSD, which is 

beyond the scope of this thesis. Rather, this review is focused on factors that increase 

vulnerability to developing PTSD when exposed to trauma. This has important implications 

for studying the family consequences of PTSD since vulnerabilities in the person with PTSD 

may antedate trauma exposure and could mediate psychological maladjustment in offspring. 

Several meta-analyses of studies have identified similar risk factors for the 

development of chronic posttrauma pathology (Brewin, Andrews & Valentine, 2000; Ozer, 

Best, Lipsey & Weiss, 2003; Shalev, Peri, Caneti & Schreiber, 1996). These factors can be 

divided into three groups: trauma factors, pre-trauma vulnerability, and post trauma 

responses. Trauma factors that have been examined include the duration, frequency, intensity 

of the stress and the nature of the stressor. Pretrauma/individual variables, which have been 

examined include dissociation; premorbid personality; past psychiatric history; family 

psychiatric history; prior history of trauma; and sociodemographic factors, such as age, sex 

and social class. Post trauma factors studied include avoidant coping style and social support.   

Trauma Exposure 

It has long been hypothesised that the primary factor determining whether an 

individual develops psychological distress is the intensity of the trauma. As noted earlier, 
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consistent with this hypothesis, studies conducted on World War II indicate that the 

proportion of soldiers with diagnosed psychiatric disorder following particular battles was 

correlated with the rate of soldiers wounded and killed in particular battles (Ursano, Fullerton 

& McCaughey, 1994). This has been interpreted as reflecting that greater exposure to injury  

and death, and greater exposure to personal threat of injury or death, increases risk for PTSD. 

Two reviews (Ozer et al. 2003; Brewin et al. 2000), cite that the duration and intensity 

of the traumatic stress consistently predict rates of development and chronicity of course of 

PTSD. Several well designed studies on United States veterans from the Vietnam War (Card, 

1987; Foy & Card, 1987; Foy, Sipprelle, Rueger, & Carroll, 1984) examined the relative 

contributions of premorbid factors and combat exposure, and combat exposure was 

consistently the strongest predictor of PTSD. Similarly, studies on Australian veterans of 

World War II (Kidson, Douglas & Resnick, 1993) and the Vietnam War (Tennant, Streimer & 

Temperley, 1990) also found that PTSD was highly associated with the level of combat 

exposure. Other researchers have found that some specific war experiences increase the risk 

of PTSD including being a POW (Solomon et al., 1994), suffering physical injury (Labbate & 

Snow, 1992), handling human remains (McCarroll, Ursano & Fullerton, 2005), and 

participating in war atrocities (O’Brien, 1998). 

 Numerous studies have demonstrated a dose-response relationship between the 

intensity of exposure to the stressor and the prevalence of PTSD (McCarroll et al., 2005; 

Nader, Pynoos, Fairbanks & Frederick., 1990; Shore, Tatum & Vollmer, 1986). One study 

addressed the question of premorbid versus stressor factors by investigating 715 monozygous 

twins discordant for military service in Vietnam (Brewin et al., 2000). This study 

demonstrated the importance of combat stressors over other factors, with PTSD occurring in 
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16.8% of twins who had served in Vietnam compared to 5% of controls. The difference 

between twins on PTSD concordance was greater for those pairs in which the veteran twin 

had high levels of combat exposure. Thus, in veterans of war, extent of combat exposure 

seems a very strong predictor of PTSD. However, premorbid childhood physical or sexual 

abuse (Bremner et al., 1993; Engel et al., 1993), and a history of childhood conduct are 

associated with PTSD in veterans (Tennant et al., 1990). 

 In contrast to the study of war veterans, McFarlane (1989), found in a longitudinal 

study of 469 firefighters exposed to an Australian bushfire that, premorbid neuroticism and 

history of treatment for psychological disorder better predicted posttraumatic morbidity than 

the intensity of trauma exposure. 

Together the studies on various trauma suggest a stress vulnerability interaction. If the 

scale or severity of trauma is extreme (e.g., combat) then it strongly predicts PTSD, while 

with less severe trauma, the effects of vulnerability become more obvious. All studies found 

the variance in PTSD symptomatology explained by degree of exposure to trauma was 

modest. For example, in studies of veterans with PTSD, degree of exposure only accounts for 

approximately 35% of the variance in PTSD symptoms (Foy & Card, 1987; Yehuda, 1999). 

Pretrauma Vulnerability/Individual Variables 

As early as 1943, Grinker and Spiegel (1943) argued that some people develop 

excessive responses under stress, and that such responses are often transformed into 

prolonged disorders. Individual differences in immediate response to trauma have received 

increasing attention as mediators of PTSD. Peritraumatic responses include observable 

behaviours (e.g., conversion, agitation, and stupor), and emotional and cognitive experiences 

(anxiety, panic, numbing, and confusion), which are often interconnected (Shalev, 1997), 
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predict prolonged distress and PTSD. Solomon (1993) described in some combat veterans of 

the 1983 Lebanon War, an initial “combat stress reaction” encompassing anxiety, 

psychomotor agitation, and depression when exposed to trauma. A prominent feature of a 

combat stress reaction is dissociation, and it has been suggested that it is this particular  

response, which is most predictive of PTSD. 

Dissociation. Janet (1889) has proposed the concept of traumatic dissociation, which 

was elaborated by (van der Kolk & van der Hart, 1999). Heightened dissociation occurs in 

people with PTSD, and reports of dissociative reactions during stressful events correlate with 

PTSD (Cardena & Spiegel, 1993). Bremner, Southwick, and Charney (1999) found that 

Vietnam veterans with PTSD reported experiencing higher levels of dissociation during 

combat than veterans without PTSD. Marmar et al. (1994) found that peritraumatic 

dissociation reported by Vietnam veterans predicted PTSD above and beyond the effects of 

combat exposure. Koopman, Classen and Spiegel (1998) found that dissociative symptoms 

reported by survivors of the Oakland firestorm early after the event, predicted PTSD 

symptoms seven months later. More recently, Ozer et al. (2003) in their meta-analysis found 

that dissociation was the strongest predictor of PTSD from all of the studies they reviewed.  

Shalev et al. (1996) found that the level of dissociation one week following the event in 51 

injured trauma survivors was the strongest predictor of PTSD status six months after the 

event; more than gender, age, education, event-severity, intrusion, avoidance, anxiety and 

depression following the event. Harvey and Bryant (1998) found that dissociation combined 

with agitation/motor restlessness was the most predictive combination of symptomatology for 

people suffering acute stress disorder who subsequently developed PTSD. 
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 The observed correlation of reported dissociating at the time of the trauma and PTSD 

is largely based on retrospective report. This correlation could be attributable to many causal 

links. Dissociation might be related to avoidant coping strategies (particularly affective 

avoidance), which could inhibit development of effective, active coping and predispose 

people to PTSD. Alternatively, dissociation has been suggested to block emotional and 

cognitive processing of trauma (Harvey & Bryant, 1998). Alternatively, subjects’ 

recollections of trauma and their peritraumatic responses might be distorted by the 

development of PTSD. 

Neuroticism and personality. A number of studies find an association between 

neuroticism and PTSD. McFarlane (1989) found in a large cohort of firefighters involved in a 

brief but severe natural disaster that, neuroticism as measured on the Eysenck Personality 

Inventory (EPI), accounted for more of the variance than trauma exposure in the development 

of PTSD. Davidson, Kudler and Smith (1987) studied 30 chronic PTSD patients from World 

War II, Korea and Vietnam and found PTSD patients were significantly more introverted and 

neurotic than nonpsychiatric controls or matched nonpsychiatric veterans. Henderson, Byrne, 

and Duncan-Jones (1981) following up people exposed to the Three Mile Island nuclear 

incident, and Tucker (1997) in a study of burn victims, also found that neuroticism predicted 

psychological distress. However, although these studies show an association of neuroticism 

and post traumatic distress, in all of these studies, neuroticism was assessed after the 

traumatic event. This raises the possibility that the experience of PTSD might be altering 

reports of neuroticism. 

 Carr, Lewin, Webster and Kenardy (1997) sought to identify the psychosocial 

characteristics of earthquake subjects that predicted the development of post disaster 
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morbidity and subsequent recovery. The EPI was administered immediately after the 

earthquake and then every six months up to two years. Chronic trauma symptoms were 

predicted by high neuroticism. Schnurr, Friedman and Rosenburg (1999) used data collected 

on the Minnesota Multiphasic Personality Inventory (MMPI) scales prior to military service 

to predict combat related lifetime symptoms of PTSD. Hypochondriasis, psychopathic 

deviation, masculinity-femininity, and paranoia predicted PTSD symptoms beyond the 

variance accounted for by combat exposure. Ursano, Fullerton, Kao and Bhartiya (1999) 

found that individuals diagnosed with an Axis II personality disorder prior to a serious motor 

vehicle accident were more likely to develop PTSD six months after the accident than 

individuals without an Axis II diagnosis. Thus, premorbid neuroticism or psychopathology 

predicts the development of posttraumatic distress.  

 Emotional regulation problems. There are two questions about the connection between 

affect dysregulation and PTSD. The first is whether or not PTSD is associated with affect 

dysregulation, and the second is whether or not affect dysregulation predisposes to the 

occurrence of PTSD.   

 The former is uncontentious. There is clear evidence that PTSD is associated with 

affect dysregulation (Shalev, 1997; van der Kolk, 1996). With respect to the second question, 

individuals who experience trouble regulating their emotions are at increased risk of 

developing PTSD (Herman, 1993). This could result in dissociation to down regulate intense 

negative emotional states. This might be effective in reduction of negative affect at the time of 

stress, but might be maladaptive in maintaining such affect, as a response to cues of the 

trauma exposure. The association between childhood trauma and later development of PTSD 

(Brewin, Andrews & Gotlib, 1993) could result from childhood trauma leading to affect 
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dysregulation. The individual essentially learns to dissociate. Such dissociation could have 

myriad effects, such as lack of disclosure about emotional states. In turn, this could inhibit the 

development of mutual supportive relationships and result in difficulty negotiating social 

support. While highly speculative, these ideas are meant to illustrate how development of 

emotional dysregulation and dissociation could increase vulnerability to PTSD. 

Post Trauma Factors 

Avoidance. Several studies have indicated that coping is critically related to 

adjustment following a wide range of severe life stressors (Benotsch et al., 2000; Lazarus & 

Folkman, 1984; Moos & Schaeffer, 1993; Solomon, Mikulincer & Arad, 1991; Wolfe, Keane, 

Kaloupek, Mora & Wine, 1993). Coping is a person’s cognitive and behavioural efforts in 

response to the demands of the person-environment transaction that the individual perceives 

as exceeding his or her existing resources (Lazarus & Folkman, 1984; Folkman & Lazarus, 

1991). Researchers have used three overlapping conceptual approaches to classify coping 

responses: the orientation (approach vs. avoidance), method (cognitive vs. behaviour), and 

focus (problem-focused vs. emotion-focused) of coping. In general, people who rely on 

approach and problem-focused strategies, and who emphasise the positive aspects of stressful 

situations, are more apt to attain favourable outcomes (Tiet et al., 2006; Moos, 1993). Prior 

research on coping and PTSD has shown that more reliance on approach coping and less 

reliance on avoidance coping is associated with better symptom outcomes. For example, 

approach coping characterized a subset of Vietnam veterans who had fewer PTSD symptoms, 

even though they had experienced substantial combat exposure (Wolfe et al., 1993). 

Avoidance coping, such as not thinking about the problem, relying on externalization 

and wishful thinking, and engaging in emotional discharge (e.g., crying, shouting) to vent 
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negative affect is associated with greater PTSD severity (Bryant & Harvey, 1995; Ehlers, 

Mayou & Bryant, 1998; Sutker, Davis, Uddo, & Ditta, 1995). Fairbank, Hansen and Fitterling 

(1991) found that former World War II POWs with PTSD reported more coping characterized 

by self-isolation, wishful thinking and self blame than did former WWII POWs without 

PTSD. Sutker et al. (1995) also noted an association between avoidance coping and PTSD 

symptoms among soldiers assessed within one year of their return from Operation Desert 

Storm. 

Previous studies have examined the reciprocal relationship between coping and PTSD 

symptoms. Although most studies have relied on cross sectional data, the following studies 

are exceptions. Benotsch et al. (2000) showed that more avoidance coping among military 

reservists who were deployed in Operation Desert Storm predicted more PTSD symptoms 13 

months later. Solomon, Mikulincer and Avitzuri (1988) found that more avoidance coping 

assessed following Israeli soldiers’ participations in the Lebanon war predicted more PTSD 

symptoms 12 months later. Based on cross sectional data, Sharkansky et al. (2000) found that 

a higher ratio of avoidance coping to approach coping, based on recollection of the coping 

strategies that were used during the war, was associated with more PTSD symptoms assessed 

within five days of the military personnel’s return to the United States from Operation Desert 

Storm. 

Although studies of PTSD patients have focused exclusively on the orientation of 

coping (approach vs. avoidance), the method of coping, especially cognitive versus 

behavioural avoidance coping may have different implications for PTSD symptoms.  

Specifically, PTSD symptoms, which tend to induce high levels of distress may predict 

venting emotions and taking one’s anger out on other people, which typify behavioural 
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avoidance coping (Brewin, Dalgleish & Joseph, 1996). In contrast, attempts to deny the 

seriousness of a problem and to avoid thinking about it, which reflect cognitive avoidance 

coping, may foreshadow aspects of PTSD symptoms, such as intrusive thoughts about the 

event and the avoidance of the recollections of the event. Given that intrusive thoughts and 

avoidance are the hallmark of PTSD, patients may use cognitive avoidance or thought 

suppression to manage intrusive thoughts, which paradoxically may maintain or lead to more 

severe PTSD symptoms (Bryant & Harvey, 1995; Ehlers, Mayou & Bryant, 1998). 

Tiet and colleagues (2006) used structural equation modelling to examine the 

relationship among PTSD symptoms, coping (approach, cognitive avoidance and behavioural 

avoidance) and functioning (family and social) outcomes in a group of veterans with PTSD. 

They found that more baseline cognitive avoidance coping predicted more PTSD symptoms at 

follow-up. In addition, more PTSD symptoms at baseline predicted more behavioural (but not 

cognitive) avoidance coping at follow up, which in turn was associated with poorer family 

and social functioning.  

Social support. Two significant meta-analyses of the association of social support with 

PTSD have been conducted in recent years (Brewin et al., 2000; Ozer et al., 2003). Both have 

examined studies that have investigated populations exposed to trauma in adulthood in order 

to detect risk factors for PTSD.   

Brewin et al. (2000) examined 14 risk factors including pretrauma variables, trauma 

severity and posttrauma social support. The literature searching and selection procedures in 

the Brewin et al. study yielded a set of 77 studies. Their main finding was that every predictor 

produced a weighted average effect size (ES) that was statistically significant, but that the 

effect of the predictors was quite heterogeneous: race the weakest was associated with an 
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average ES of .05, whereas the strongest was lack of social support, with an average ES of 

.40. Most of the other ESs were in the range of .10 to .19. There was no particular 

conceptualization offered to account for the different ESs associated with the different 

predictors. Another key finding of the Brewin et al., (2000) study, was evidence of 

considerable heterogeneity in effects for specific predictors depending on which trauma group 

was being analysed. For example, the average ES for social support was higher in the military 

sample than the civilian sample.   

Ozer et al. (2003) in their meta-analyses of studies focused on two types of predictors: 

(a) person characteristics salient for psychological processing and functioning and (b) aspects 

of the traumatic event or its sequelae. Unlike Brewin et al. (2000), they omitted consideration 

of demographic factors. Ozer et al. (2003) estimated the effect of social support was less (r = 

.28) than Brewin et al., (2000), and peritraumatic dissociation was weighted as the strongest 

predictor of PTSD (r = .35). It is possible that the set of studies constituting each analysis was 

different. However, both analyses suggest that low social support is a strong predictor of 

PTSD. 

The analyses of Ozer et al. (2003) indicate that the strength of the relationship between 

social support and PTSD differed according to the length of time that had elapsed since the 

trauma. Social support was a stronger predictor in studies where the event had occurred more 

than three years prior (r = -.42), than it was for studies where less time had elapsed (studies 

where 6 months to 3 years had elapsed, (r = -.16). This result tends to lend some credence to 

the idea that, social support may function as a kind of secondary prevention that is seen more 

noticeably when symptoms are most clearly symptoms of PTSD, rather than common, shorter 

term reactions following traumatic exposure (Ozer et al., 2003). Alternately, these findings 
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may also suggest that the effects of social support are cumulative over time, and thus may be 

seen most strongly in studies that assessed PTSD symptoms after several years had elapsed 

since the index of trauma. 

The methodological problems associated with the retrospective nature of the 

measurement of social support in most of the current PTSD literature can be easily solved in 

prospective longitudinal studies. More importantly, when Ozer et al. (2003) examined the 

measures used to generate the 11 ESs for social support, they found that in most studies, the 

emphasis was on emotional support. This suggests that the kinds of phenomena for which 

individuals are receiving support likely, have more to do with the psychological processing of 

the meaning of the event, or the management of the psychological distress and pain 

experienced during intrusive memories or nightmares, rather than with needs, such as 

financial assistance, mobilization of the criminal justice system or restoration of lost 

possessions. Further, investigation into whether this conjecture can be empirically supported 

would be of interest, and could also produce knowledge that could form intervention to help 

ameliorate the impact of exposure to traumatic stressors. 

 In summary, it appears that exposure is necessary for the development of 

posttraumatic symptoms, and it would appear that the more intense the trauma and the longer 

it lasts, then the greater the risk for PTSD. However, it has been emphasised time and time 

again that exposure is not sufficient in itself, and that it is important to consider resilience and 

vulnerability in terms of both pre trauma vulnerability, an individual’s responses to the 

trauma, and their capacity to cope with their reactions. This is important when examining the 

effects of PTSD on the family, since it raises the question that individuals with PTSD are 

likely to have pre existing vulnerabilities, which affect their functioning and confer risk to 
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their offspring. This could occur through numerous mechanisms, one being their ability to 

parent their offspring. 

Methodological Considerations: The Need for Prospective, Longitudinal Research 

Although a large body of research into posttraumatic stress has accumulated, it has 

methodological limitations, which restrict the conclusions that can be drawn. The differences 

between studies in populations studied, outcome measures used, and the time after trauma 

exposure studied makes comparison of studies difficult. The majority of studies have been 

retrospective, and the extent to which subjects recollections of stressors and responses have 

been distorted over time, is unclear. A further limitation of retrospective research is the 

difficulty assessing pre exposure vulnerabilities from post exposure adjustment, since 

retrospective reports might well be influenced by the trauma exposure. Trauma researchers 

face the methodological problems inherent in all field studies, as well as problems specific to 

the study of traumatic events. Nonspecific methodological problems include the need for well 

designed studies, standardized instruments, and data collection techniques, repeated 

assessments over time, and careful selection and description of study populations and control 

groups. The methodological problems specific to traumatology research are more difficult to 

overcome. These include the fact that traumatic events are generally not predictable so that 

most studies are post hoc and retrospective. Thus, recollection of the traumatic event may be 

distorted by amnesia, dissociation or other factors, and very few studies have the benefit of 

data on the study population prior to the onset of the disaster or traumatic event resulting in 

difficulty measuring pre exposure vulnerabilities. One way to ensure that the effects of 

retrospective distortion are minimised is to use standardised measures of stressor and 

psychological outcome using objective criteria. 
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 A practical problem is the often unpredictable and disruptive nature of large scale 

traumatic events, which make it difficult to gather the resources needed to conduct a study. 

Moreover, data collection methods need to be acceptable to the traumatised population, and 

often need to be made alongside the delivery of supportive care and practical assistance. It is 

often difficult to gain approval for such research, and extensive liaison work often needs to be  

done with other organizational bodies. 

 It is clear that answers to the many questions that still exist, as to why some 

individuals develop PTSD when faced with trauma, and why others do not, will only emerge 

with sophisticated, prospective, longitudinal studies that investigate the interaction between 

the effects of traumatic events and the other vulnerability factors that influence the onset and 

course of psychiatric disorders in other settings. The important issue to emphasise is that both 

the type of outcomes and the enduring effects of trauma vary widely. The critical question yet 

to be answered is whether treatments that lead to a decrease in symptoms alter the long term 

consequences of trauma. Of paramount importance is the need to demonstrate the 

effectiveness of preventive interventions, because the chronic effects of trauma have 

important implications for public health, and it would also appear their families. 

Comorbidity/Associated Symptoms 

A consistent finding in studies of PTSD is that the majority of sufferers also fulfill the 

diagnostic criteria for other disorders (Joseph et al., 1997). Across studies, about 80% of 

PTSD sufferers are found also to meet diagnostic criteria for at least one other condition, 

(most often a major depressive disorder, another anxiety disorder, or a substance abuse 

disorder) (Evans, et al., 2003; Foa, Keane, & Friedman, 2000; McFarlane, & Papay, 1992; 

Sierles, Chen, Messing, Besyner & Taylor, 1986; Solomon & Davidson, 1997). A significant 



32 

 

 
 

proportion of people with PTSD meet criteria for diagnosis of three or more Axis I diagnoses 

(Creamer & Forbes, 2003; Kulka et al., 1990). 

Depression 

The lifetime prevalence rate for a major depressive disorder co-occurring with PTSD 

in a large US epidemiological study of young adults was 36.6% (Breslau et al., 1998). In the 

same study, the rate of major depression amongst those exposed to trauma, but not suffering 

PTSD was 13%, which was not much higher than those who had not been exposed to trauma 

(10.1%). In a US community sample of more than 5,800 people, Kessler et al. (1995) found 

48.2% of people suffering PTSD had a co-morbid major depressive illness. 

 McFarlane and Papay (1992) investigated multiple diagnoses in the victims of a 

natural disaster. Over 450 firefighters who had been exposed to the bushfire that devastated 

large areas of south eastern Australia in 1983 were screened using the General Health 

Questionnaire-28 (GHQ-28) at 4, 11, and 29 months subsequent to the event. On the basis of 

this data, a high risk group of 147 firefighters were interviewed using a standard interview 

schedule at 42 months to examine the prevalence of PTSD, as well as affective and anxiety 

disorders. PTSD was the most common disorder (18%) followed by major depression (10%). 

Only 23% of the 70 subjects who had developed PTSD did not attract a further diagnosis, 

usually of major depression. North, Smith and Spitznagel (1994) also report that the most 

frequent additional post disaster diagnosis in survivors of a mass shooting was major 

depression, which was present in 35% of women and 25% of men.  

 It appears that the connections between PTSD and depression are pervasive; so much 

so, that many researchers posit that it is a concomitant feature of PTSD in many cases, rather 

than warranting an additional psychiatric diagnosis. The research tends to suggest that 
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comorbid depression predicts the chronicity of PTSD (Breslau, Davis, Andreski & Peterson, 

1991; Joseph et al., 1997; McFarlane, 1998), and that there is a significant correlation 

between PTSD symptoms and the occurrence of depression 19 months later (Giarratano, 

2004). Maes, Mylle, Delmeire and Altamura (2000) reported that approximately 26% of 

individuals who had experienced trauma in their sample subsequently developed depression. 

Kessler et al. (1995) found that the majority of people with co-morbid major depression and 

PTSD reported the onset of their depression occurring after their PTSD symptoms were 

established, although not all studies found this direction of reported occurrence (Bleich, 

Koslowsky & Dolev, 1997). 

Substance Abuse 

There have been many reports of increased substance use in survivors of traumatic 

events, particularly combat veterans (Evans et al., 2003; Jelinek & Williams, 1984; 

Lacoursiere, Godfrey, & Ruby, 1980; O’Toole et al., 1996; Penk et al., 1981; Solomon, 

Mikulincer & Kotler, 1987). Substance abuse is a common co-diagnosis of PTSD (Davidson 

& Foa, 1991). In one study of 40 Vietnam veterans with PTSD, it was found that 63% 

reported heavy and often abusive alcohol consumption (Keane, Caddell, Martin, Zimering & 

Fairbank, 1983). In a larger study of 268 Vietnam veterans, (Roth, 1986) found that almost 

half of the combat veterans with stress disorders were heavy drinkers and that over half used 

drugs other than alcohol. Friedman and colleagues (1987) surveyed a large sample of veterans 

who had applied for outpatient services. Of those diagnosed as suffering from PTSD, 19% 

were also diagnosed with current alcohol abuse or dependence. In another study, it was found 

that of 440 veterans suffering from PTSD, 22% had a current diagnosis of alcohol abuse or 

dependence, and 6% suffered from drug abuse or dependence (Kulka et al., 1990). However, 
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it should be noted that when past history was investigated, Kulka et al. found that 75% of 

these same veterans could have been diagnosed as alcohol abusing or dependent, and 23% 

drug abusing or dependent, prior to the war. In an Australian study of Vietnam veterans 

(O’Toole et al., 1996), 41% of Australian Vietnam veterans met criteria for alcohol 

dependence.  Another Australian study of Vietnam veterans found that deaths from cirrhosis 

of the liver were three times higher in veterans as compared to non veterans, which was 

attributed to excessive alcohol consumption (Commonwealth Department of Veterans Affairs, 

1997; Peach, 2006). 

 High rates of substance abuse have been found in traumatised civilians, including 

those who have been physically and sexually abused as adults or as children (Briere & Zaidi, 

1989; Cottler, Compton, Mager, Spitznagel & Janca, 1992; Kilpatrick, Acierno, Resnick, 

Saunders & Best, 1997; Swett, Cohen, Surrey, Compaine & Chavez, 1991). When 

investigating from another perspective – enquiring into the history of people with alcohol 

and/or drug addictions – high rates of past victimisation are found (Cohen & Densen-Gerber, 

1982; Dansky, Saladin, Brady, Kilpatrick & Resnick, 1995; Miller, Downs, Gondoli & Keil, 

1987; Miller, Downs & Testa, 1993). For example, Oumiette, Moos and Brown (2002) 

reported that approximately 30% of patients with a substance abuse disorder have a comorbid 

posttraumatic stress disorder diagnosis. Positive correlations between trauma severity and the 

risk of substance abuse have also been observed (Polusny & Follette, 1995; Stewart, 1996). 

Consistent with this, studies of rape victims diagnosed with PTSD report high lifetime (28% - 

39%) and current (5% - 14%) rates of substance use disorders (Nishith, Resnick & Mueser, 

2001). 
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 Joseph et al. (1997) suggest that as well as presenting serious health risks, alcohol 

problems may have serious effects on other areas of a person’s life. For example, with 

Vietnam veterans there is evidence that alcohol abuse, along with other factors, such as low  

levels of social support, may lead to later homelessness (Rosenheck & Fontana, 1994).   

Other Anxiety Disorders 

Breslau et al.’s (1998) study of young adults found that people exposed to trauma had  

a significantly higher lifetime prevalence of any anxiety disorder. In fact, many sources have 

reported a higher incidence of other anxiety disorders in people suffering PTSD, including 

panic disorder, agoraphobia, generalised anxiety disorder, social phobia and simple phobia 

(Engdahl, Dikel, Eberly & Blank, 1998; O’Toole, Marshall, Schureck & Dobson, 1998). 

 An Australian Commonwealth Department of Veterans Affairs (1997) survey of 

40,000 Australian Vietnam veterans found that 30% reported panic attacks and 41% anxiety 

disorders. Chronic feelings of fear and anxiety are also a major stressor for rape victims. Foa 

and Rothbaum (1998) state “the most incessant reactions documented following rape appear 

to be intense fears of rape-related situations and general diffuse anxiety” (p. 27). This general 

anxiety has been noted up to 16 years after the original assault (Calhoun, Atkeson & Resick, 

1983; Ellis, Atkeon & Calhoun, 1981; Kilpatrick, Resick & Veronen, 1981). 

 Obsessive compulsive disorder has been frequently found in Vietnam veterans 

(Giarratano, 2004; Pitman, 1993). In a community study of veterans high rates of social 

phobia as well as generalised anxiety disorder were found (Davidson et al., 1991). A study of 

200 Vietnam veterans indicated that lifelong prevalence of panic disorder was predicted by 

war experience (Green, Grace, Lindy, & Leonard, 1990). Social phobia has been more 

commonly reported than specific phobia in Vietnam veterans (Orsillo et al., 1996). 
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 It would seem that most survivors diagnosed with PTSD will have a range of 

depressive and anxious reactions whether or not they meet the full criteria to receive a 

secondary diagnosis. The menu for the diagnostic category of PTSD may simply describe a 

circumscribed set of symptoms that form part of a broader syndrome that sits astride other 

major diagnostic groupings (McFarlane & Pappay, 1992). The exclusion of anxious and 

depressive symptoms from the criteria for PTSD might not be warranted. McFarlane and 

Pappay argue that the preponderant view that PTSD symptoms are organised around two 

factors of intrusive, and avoidant phenomena has lead to failure to attend to other symptoms 

often central to the experience of traumatized people. 

Significance of Investigating Combat  

Some occupational groups deal on a continuous basis with situations that are by 

definition traumatic. McFarlane (1988, 1989) has demonstrated that firefighters dealing with 

bushfires experience both acute patterns of stress reactions, and delayed onset disorder. He 

further showed that these reactions are related to both predisaster variables, and the extent of 

the firefighter’s exposure to the disaster. Similar findings have been reported for military 

groups exposed to combat and operational stress (Card, 1987; Foy et al., 1984; Solomon, 

Mikulincer & Flum, 1988). Other occupational groups exposed to extreme stressors include 

ambulance workers and police. These groups share a recognition in recent times that their 

work environment places them under, sometimes inordinate stress, and that this stress can 

lead in turn to the onset of, in some cases severe, stress related problems, such as PTSD. 

 The community as a whole bears costs associated with employment in stressful 

occupations, both indirectly in terms of lost skills, and directly through costs associated with 

health expenditure. While veterans remain members of the armed services, the costs of health 
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care are borne by the Australian Defence Force (ADF). Once discharged, these costs are 

shifted to either or both the Department of Veterans Affairs (DVA) and other community 

health services. In addition to these financial considerations, there is also the loss of 

opportunities, and satisfaction suffered by the veteran and his or her family. Clinical accounts 

suggest that a veteran’s PTSD may negatively affect the veteran’s marital relationship 

(Brende & Goldsmith, 1991; Matsakis, 1996; Westerink & Giarratano, 1999). In addition, a 

study conducted by the Australian Institute of Health and Welfare in 2000, suggests that 

offspring of Australian Vietnam veterans are three times more likely to commit suicide than 

the general population, suggesting that offspring of veterans with PTSD may constitute a 

“population at risk” similar to offspring of parents with alcohol dependence and parental 

depression. This clearly remains an unresolved issue, which needs investigation. 

Chapter Summary 

Men when exposed to combat are at high risk of developing PTSD, and PTSD is 

commonly accompanied by comorbid disorders, such as alcohol abuse and depression. 

Exposure to trauma is not sufficient to account for the development of PTSD. Vulnerability 

factors within the individual, and post trauma factors moderate the risk of PTSD. PTSD in the 

veteran often has adverse effects on the soldier’s family, although it is unclear if offspring of 

veterans with PTSD are at increased risk of maladaptive outcomes, and if they are, what the 

potential mechanisms might be that account for this. These unresolved issues are the subject 

of this thesis.   

Chapter two focuses on the intergenerational transmission of psychological disorder, 

paying particular attention to the effects of parental depression, and parental alcohol abuse on 

offspring, and examining the mechanisms that may confer risk. This literature is important 
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given that these conditions are frequent comorbid conditions of PTSD, and that much research 

has been conducted in these areas. The literature on the effects of a veteran’s PTSD on the 

family is also examined. 
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CHAPTER 2 

Intergenerational Transmission of Psychological Disorder 

This chapter examines intergenerational transmission of psychological disorder with a 

focus on understanding the impact of PTSD in a father on his offspring. As there is little 

research specifically on the effects of PTSD on offspring, I analyse the association of 

depression and alcohol abuse in parents on children. These conditions are examined because, 

as mentioned in chapter one, depression and alcohol abuse are frequently comorbid with 

PTSD, and there has been substantial research conducted on the adjustment of offspring of 

parents with these problems.   

The chapter begins with an examination of the effects of the comorbidity of couple 

relationship distress and psychological disorder. This focus on the couple relationship is 

because of the evidence to be presented that a distressed couple relationship has a major effect 

on the adjustment of offspring. Second, it examines the effects of parental depression or 

alcohol abuse on offspring, also discussing potential mediators of the relationship between 

parental psychopathology and child adjustment. Finally, it examines the effects of paternal 

PTSD on the spouse and their offspring. 

Comorbidity of Relationship Distress and Psychological Disorder 

There is a large and growing literature that links problems in couple relationships with 

the onset and course of mental health problems in adults (Kiecolt-Glaser & Newton, 2001; 

Whisman, 1999; Whisman, 2001; Whisman & Uebelacker, 2003). In a recent study of life 

goals in young adult men and women, having a satisfying couple relationship was identified 

as the single most important goal in life (Roberts & Robins, 2000). Similarly, Campbell, 

Converse, and Rodgers (1976), found that people’s feelings about their relationships have a 
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larger impact on their overall life satisfaction than do their job, income, community or 

physical health. Given the centrality of the couple relationship to people’s perceptions of what 

is important in life, problems in such a relationship would seem likely to influence, mental 

health. Conversely, couple relationship functioning also seems likely to influence the mental 

health of individual partners. 

 Whisman and Uebelacker (2003) suggest that relationship distress can increase the 

probability of onset, and prolong the course, of mental health problems. For instance, one 

common model for conceptualising mental health problems is the diathesis – stress model, 

which proposes that mental health problems arise when a vulnerable person experiences 

stressful events. Considered from this perspective, poor relationship functioning (i.e., 

interpersonal distress) increases the likelihood of already vulnerable individuals to develop 

and have ongoing mental health problems. Second, the presence of mental health problems 

can also contribute to increases in relationship distress. For example, mental health problems 

can result in emotional and financial burdens; and disruptions in family routine, family leisure 

activities and family interactions, which are likely to stress the couple relationship 

(Chakrabarti, Kulhara & Verma, 1993). These proposals suggest that relationship distress 

(and other aspects of relationship functioning), and individual mental health influence one 

another. 

 There have been two primary research paradigms used in evaluating the association 

between relationship functioning and mental health. The first has been to examine the 

relationship functioning of people seeking treatment. However, epidemiological studies such 

as that of Kessler et al., (1994) suggest that approximately only 20% of people with a recent 

psychiatric disorder obtained professional help. Therefore, clinical samples are 
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unrepresentative of the total population of people with psychiatric disorder. A better method 

for studying the association between relationship functioning and mental health is to evaluate 

their occurrence in representative community samples (Whisman & Uebelacker, 2003). 

 Whisman (1999) evaluated the association between marital distress and 12 month 

prevalence rates of 13 psychiatric disorders using data from the US National Comorbidity 

Survey, which included 2,538 married persons between the ages of 15 and 54. Maritally 

distressed people were more likely to have psychiatric disorders than nondistressed people. In 

comparison to nondistressed individuals, distressed individuals were three times more likely 

to have a mood disorder, twice as likely to have a substance use disorder, and 3.8 times as 

likely to have a diagnosis of PTSD. The association between marital distress and psychiatric 

disorders was significant for 12 out of 13 psychiatric disorders examined. Whisman also 

found that the only disorder not related to marital distress was bipolar disorder, and even in 

this very large sample, there were too few cases of bipolar disorder to provide adequate power 

to detect an association with marital distress. 

Mood Disorders 

Theoretical speculation about the importance of interpersonal functioning for 

understanding depression has a long history. Bowlby (1969) proposed that individuals are 

vulnerable to depression when attachment bonds are disrupted or threatened. Interpersonal 

psychotherapy was developed as a treatment for depression based on empirical findings 

regarding the interpersonal functioning of depressed individuals (Klerman, Weissman, 

Rounsaville & Chevron, 1984). While it seems reasonable that problems in intimate 

relationships could have a substantial negative impact on one’s mood, it is also likely that 

depression impacts on relationships. 
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 The association between marital distress and depression has been well documented 

(Whisman, 2001; Whisman & Uebelacker, 2003). In a recent meta-analysis of studies 

evaluating the association between self-report measures of marital distress and depressive 

symptoms, Whisman (2001) reported a mean correlation of r = .42 for women (based on 

3,745 participants from 26 studies), and r = .37 for men (based on 2,700 participants from 21 

studies). Furthermore, compared to nondepressed married persons, marital distress is greater 

among individuals who seek treatment for major depression (Whisman & Uebelacker, 2003). 

In addition, there is evidence that marital distress predates, and therefore is potentially 

causally related to the onset of major depression. Whisman and Bruce (1999) found that 

spouses who were unhappy with their marriage were approximately three times more likely 

than happily married spouses to develop an episode of major depression over a 12 month 

period. The attributable risk for marital distress on major depression was estimated to be 

approximately 30%. The attributable risk refers to the maximum percentage of cases that 

could be eliminated if exposure to the risk factor was prevented (Whisman & Bruce, 1999). 

Thus, these findings suggest that nearly 30% of cases of major depression among married 

individuals could be prevented if marital distress were successfully prevented or treated. 

Furthermore, Cano and O’Leary (2000) suggest that specific “humiliating” marital events, 

such as discovery of a partner’s infidelity, or threats of separation, may increase the risk for 

major depression above and beyond the risk conferred by relationship distress alone.   

Substance Use Disorders 

Because of the behavioural problems associated with the acquisition and consumption 

of substances of abuse, it is not surprising that substance use disorders can pose serious 

ongoing problems for couples, as indicated by greater relationship distress and greater 
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relationship instability. Furthermore, some persons may use substances as a way to escape 

relationship problems; repeated use of this coping strategy may lead to abuse or dependence 

over time (Mudar et al., 2001). 

 Research suggests that one third of male partners of couples who request couple 

therapy will report significant problems with alcohol use, and many more of these couples 

will report that alcohol use is a source of conflict (Halford, Bouma, Kelly, & Young, 1999; 

Halford & Osgarby, 1993). Similarly, O’Farrell and Birchler (1987) found that alcohol 

dependent people reported greater marital distress, and had more thoughts about separation or 

divorce, than nondistressed couples. Couples in which one or both members are abusing drugs 

also report high levels of marital distress (Fals-Stewart, Birchler, & O’Farrell, 1999; 

Fitzgerald, Davies & Zucker, 2002). Furthermore, there is evidence for a longitudinal 

association between substance abuse and relationship distress. Marital functioning predicts the 

likelihood of relapse, and time to relapse in alcohol dependent patients in treatment (Masisto, 

O’Farrell, Connors, McKay & Pelcovits, 1988, O’Farrell, Hooley, Fals-Stewart & Cutter, 

1998). Conversely, problematic drinking predicts increases in marital distress and the 

likelihood of divorce or separation a year later (Leonard & Roberts, 1998). Of note, a study 

that followed males who were alcohol dependent for 10 years after initial treatment, reported 

that rate of divorce among those who had relapsed was 39% versus 9% in those who had not 

relapsed, and a community control group (Moos, Finney & Cronkite, 1990). 

 A serious danger of alcohol abuse is its association with partner physical abuse. Male 

alcohol problems are associated with high likelihood of male to female physical abuse in 

relationships (Leonard & Blane, 1992). Certain aspects of these alcohol problems, such as 

binge drinking and greater severity, and earlier onset of alcohol dependence, tend to confer  
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even higher risk for men’s relationship aggression (Murphy & O’Farrell, 1994). 

 Interestingly, whether one or both partners have a substance use problem may have 

different repercussions for the relationship. When both partners show the same dysfunctional 

pattern of substance use, relationship distress tends to be lower than when only one partner 

exhibits a particular pattern (Fals-Stewart et al., 1999; Mudar, Leonard & Soltysinski, 2001). 

In fact, in dual alcohol abuse relationships, the longer partners are abstinent the less stable is 

their marriage. This is in contrast to single-partner alcohol abuse relationships, in which 

length of abstinence is positively related to stability of relationship (Fals-Stewart et al., 1999). 

 In summary, there is a large and expanding literature that links relationship 

functioning with mental health problems with evidence to support the bidirectional and 

reciprocal nature of this relationship. Indeed, large epidemiological studies (Kessler et al., 

1994) provide evidence for the association between marital distress and psychiatric disorders, 

suggesting that this association is not limited to any select disorder. Mood and substance use 

disorders have been focused on here given the high rates of comorbidity of these disorders 

with PTSD, and the fact that substantial research has been conducted in these areas. If 

depression or alcohol abuse/dependence in one partner has the potential to effect the marital 

relationship, then what are the effects of parental depression or alcohol abuse/dependence on 

the remaining family, that is, what might the effects be on their offspring? 

Parental Depression and its Effects on Offspring 

The children of parents with psychiatric disorders have been the focus of numerous 

studies over the past three decades (Burke, 2003). The primary reason for interest in this 

population is that research with families has consistently shown these children to be at high 

risk for developing psychopathology.   
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Numerous studies have reported increased rates of psychiatric disorders in children 

from homes with parental depression, relative to children with parents who have no 

psychiatric disorder (Beardslee et al., 1988; Beardslee, Versage, & Gladstone, 1999; 

Goodman & Gotlib, 1999; Radke-Yarrow, Nottelmann, Martinez, & Belmont, 1992; Robila & 

Krishnakumar, 2006; Weissman, Fendrich, Warner, & Wickramaratne, 1992). Rates of 

observed disorder have varied greatly, with estimates as low as 8% to as high as 74% reported 

in the children of unipolar depressed parents (Beardslee et al., 1996), and from 23% to 92% in 

the children of bipolar parents (Beardslee et al., 1999). Meta-analytic findings indicate that 

approximately 61% of the offspring of parents with major depressive disorder (MDD) will 

develop a psychiatric disorder during childhood or adolescence, and are four times more 

likely to develop an affective disorder than children with non-ill parents (Oyserman, Bybee, & 

Mowbray, 2002). Life time estimates suggest that, by the age of 20, a child with a parent with 

an affective disorder has a 40% chance of experiencing an episode of depression, and by the 

age of 25, this rate increases to 60% (Beardslee, Keller, Lavori, Staley, & Sacks, 1993). 

Children whose parent’s affective disorder began before the age of 20 are at greater 

risk for experiencing an episode of MDD, than children whose parent developed the disorder 

later in life (Goodman & Gotlib, 2002). Beardslee, Versage, Velde, Swatling and Hoke (2002) 

found that, in general, the younger the age at onset of parental depression, the greater the risk 

for psychopathology in their offspring. 

Children of parents with an affective disorder are at increased risk for a number of 

internalizing and externalizing problems relative to children whose parents are without a 

disorder. These elevated rates of problems include general problems in functioning at school 

(Biederman et al., 2001, Downey & Coyne, 1990); more concerns about guilt (Shiner & 
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Marmorstein, 1998); interpersonal difficulties (Rubin, Both, Zahn-Waxler, Cummings, & 

Wilkinson, 1991); attachment difficulties (Cicchetti et al., 1998; Moehler, Brunner, Wiebel, 

Reck & Resch, 2006; Teti, Gelfand, Messinger, & Isabella, 1995); and increased risk for 

alcohol dependence and suicidal thoughts; and behaviours (Klimes-Dougan & Bolger, 1998; 

Weissman, Warner, Wickramaratne, Moreau, & Olfson, 1997). Longitudinal studies have 

demonstrated that the disadvantages associated with growing up in a home with a parent with 

a mood disorder are chronic, often persisting into adulthood (Beardslee et al., 1993, Burke, 

2003; Hammen & Brennan, 2001). 

Initially, observations that children of depressed parents were at an increased risk for 

psychiatric difficulties were based on findings from studies investigating the risks associated 

with parental schizophrenia (Downey & Coyne, 1990). The rates of disorder reported in 

children of parents with mood disorders have varied greatly across studies (Beardslee et al., 

1996, 1999). These variations in rates likely reflect study differences in diagnostic criteria; 

methods of data collection; and the age, sex, and ethnic composition of the study participants. 

In the past decade, examination of child outcomes in families with parental affective disorder 

have started to address some of the methodological weaknesses present in earlier research. A 

major advance has been the use of structured diagnostic instruments that have increased 

reliability of diagnosis, as well as the comparability of findings across studies. A second 

advance has been the use of longitudinal data collection, which allow prediction of childhood 

adjustment from parental psychopathology (Oyserman, Mowbray, Meares & Firminger, 

2000). Evaluations conducted over the course of three (Hammen et al., 1997), four (Beardslee 

et al., 1999) and ten years (Weissman et al., 1997), consistently report increased rates of 

psychiatric diagnosis and major depression in children of parents with affective disorders  
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relative to children with parents without disorders. 

Hammen and her colleagues (1997) evaluated the effects of maternal depression 

(bipolar and unipolar depression), and chronic medical illness (insulin dependent diabetes) on 

8-16 year old offspring, compared to women with no psychiatric disorder. Evaluations of 

child adjustment were conducted over a three-year period at six-month intervals, with mother 

and children interviewed with structured diagnostic instruments. The onset of either the 

medical or affective disorder had to happen before or during the child’s infancy. The children 

of mothers suffering from unipolar depression fared the worst, with 45% of these children 

meeting criteria for MDD, compared to 11% of the children with mothers without psychiatric 

disorder or major health problems. Furthermore, multiple diagnoses were common in the 

children of MDD mothers with an average of 2.6 diagnoses per observed child over time. 

High rates of lifetime disorder were also observed in the children of mothers diagnosed with 

bipolar sample (72%), although the disorders these children experienced were less severe than 

those experienced by the children of unipolar depressed mothers. Elevated rates of disorder 

(40%) were also observed in the children of medically ill mothers.   

Weissman and colleagues (1997) evaluated the effects of parental depression on 

offspring over a 10-year period. Data were collected at three assessment points (1, 2, and 10 

years) (Weissman et al., 1987, 1992, 1997). Families with one or more depressed parents were 

recruited, as well as a comparison sample of parents without psychological disorder. 84% of 

the initial child sample was re-interviewed ten years later. Similar to Hammen et al., (1997) 

findings, higher rates of diagnosable disorder in the offspring of the depressed parents were 

found relative to the offspring in the comparison group (Weissman et al., 1987, 1992, 1997). 

Prepubescent onset of depression was more common in children with a depressed parent than 
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in children with non-ill parents (Weissman et al., 1992). There also was a higher rate of 

suicide, (7.8%) observed in the children with a depressed parent, relative to those with non-ill 

parents (1.4%). Higher rates of major depression, phobias, panic disorder, and alcohol 

dependence were reported in the offspring of the depressed parents than the comparison 

parents (Weissman et al., 1997). Moreover, children of depressed parents who met criteria for 

major depression early in the study (years 1 and 2) reported more severe episodes of illness 

after 10 years, than their counterparts from comparison families. Offspring of the depressed 

parents had lower levels of functioning at home, at work, and within their marriages and 

families, than the comparison offspring (Weissman et al., 1997).   

Beardslee and colleagues (1999) examined the effects of parental psychiatric disorder 

on children in a sample of 81 families with 153 children, aged 6 through 19 years, who were 

recruited as a random sample of people enrolled in a large health maintenance organization. 

At the time of recruitment, structured diagnostic interviews were completed with all of the 

mothers and with 20% of the fathers. Mental health information was obtained from the mother 

for the fathers who were unable to be interviewed. Families were divided into three 

categories: (a) parents with no past or current psychiatric diagnosis (n = 21 with 45 children), 

(b) parents with non affective psychiatric disorder (n = 11 with 19 children), and (c) families 

in which one or both parents experienced affective disorder (n = 49 with 89 children). In 15 

families, both parents met criteria for a past or current episode of affective disorder. After four 

years, 91% of the original child sample was interviewed. 

At initial assessment, 30% of the children with a parent with affective disorder met 

criteria for at least one lifetime episode of affective disorder compared with 2% in the rest of 

the sample (Beardslee et al., 1999). At the four-year assessment, greater rates of MDD 
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continued to be observed in the offspring of ill parents with affective disorder (26%), relative 

to children of parents without disorder (10%). In addition, children of parents with affective 

disorder experienced episodes of longer duration and earlier onset, and had a greater number 

of comorbid diagnoses, than did the other children in the study. Although these families had 

good access to health care, only 39% of the cases of childhood depression received treatment 

regardless of parental mental health status. Similarly, only half of the adults who met criteria 

for an episode of major depression during the four-year period of evaluation received 

treatment. 

Thus, children of parents with affective disorder are vulnerable to the development of 

psychopathology in general, and depression specifically (Beardslee et al., 1999). However, 

clearly many children of parents with depression are resilient and do not develop significant 

problems (Beardslee & Poderofsky, 1988; Cicchetti, Rogosch, & Toth, 1998; Oyserman et al., 

2000). Depression in parents is only one of a complex of variables that can enhance resilience, 

or confer risk upon children (Downey & Coyne, 1990; Goodman & Gotlib, 1999, 2002). 

Below is a consideration of some of these variables including: (a) genetic influences, (b) 

marital difficulties/family environment, (c) parenting problems, and (d) chronicity and 

severity of parental disorder. 

Genetic Influences 

Family studies (Biederman et al., 2001; Weissman et al., 1997), twin studies (Kendler, 

Neale, Kessler, Heath, & Eaves, 1993), and adoption studies (Kendler & Gardner, 1997, Gatz, 

Pedersen, Plomin, Nesselroade, & McClearn, 1992) support a genetic connection between 

parental affective disorder and psychopathology in children. The incidence of affective 

disorders in relatives of depressed individuals is higher than the incidence of disorder in the 
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general population, and the more closely related the relatives, the greater the risk for disorder 

(Weissman et al., 1997). According to Tsuang and Faraone (1990), there is a 50% 

concordance rate of unipolar depression among monozygotic twin (MZ) pairs; and for bipolar 

illness, the concordance rate in MZ pairs is 70%. The strong evidence for increased 

prevalence of diagnosis within families does not prove hereditary of affective illness, since it 

is difficult to tease out genetic from environmental influences in families where both genes 

and environment are shared. Goldsmith, Gottesmon and Lemery (1997) assert that even the 

strongest proponents of a genetic vulnerability maintain that, environmental factors are 

important in the determination of disease. Furthermore, most research (Cole, Hoffman, Tram 

& Maxwell, 2000) on the biological roots of affective illness suggests that genetic factors 

account for much more variance in the etiology of bipolar than of unipolar depression. 

Marital Difficulties/Family Environment 

Rutter (1990) showed that both marital and family difficulties are risk factors 

associated with parental affective illness. Depression in a parent is frequently associated with 

depression and other psychopathology in spouses (Burke, 2003), as well as with disturbances 

in the marital relationship (Goodman & Gotlib, 2002; Whisman, 1999; Whisman & 

Uebelacker, 2003). As mentioned earlier in this chapter, research on the relation between 

depression and marital functioning has revealed that marital relationships are often 

compromised by the presence of affective disorder in one or both partners (Snyder & 

Whisman, 2003). Beardslee et al. (1999) hypothesize that disturbances in marital functioning 

associated with parental depression may decrease parents’ ability to provide children with the 

support they require to achieve competence, and overcome the adversity associated with 

parental affective illness. 
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 The association between marital distress and depression has been well documented 

(Goodman & Gotlib, 1999, 2002). Depressed person’s marital relationships have been 

consistently characterized as conflictual, tense and hostile (Whisman, 2001), and interactions 

between depressed women and their husbands are markedly negative. Although the direction 

of effect in the association between marital discord and depression is unclear (it is most likely 

to be reciprocal), the important point is that children of depressed mothers are almost certainly 

exposed to high levels of marital conflict. Indeed, Goodman and Gotlib (2002) has argued that 

the elevated marital discord associated with maternal depression may mediate the adverse 

impact of maternal depression on children. 

 Consistent with this formulation, Oyserman et al. (2002), and Goodman and Gotlib 

(2002), both reported that marital discord exacerbates the negative effects of maternal 

depression on child functioning. Specifically, children whose parents were divorced were 

more likely to be rated by their teachers as under controlled and lower on ego resiliency 

(Goodman & Gotlib, 2002), and to have a conduct disorder (Fendrich, Warner & Weissman, 

1990). Investigators who attempted to separate the contribution of marital discord and 

maternal depression to children’s adverse outcomes have found that marital discord is even 

more strongly related to children’s problems than is maternal depression (Carter, Garrity-

Rokous,  Chazan-Cohen, Little, & Briggs-Gowan, 2001). This finding has led some theorists 

to suggest that heightened marital anger and hostility mediate the association between 

parental depression and children’s psychological disturbance (Beardslee, Versage & 

Gladstone, 1999; Carter et al., 2001; Leverton, 2003). 

 In addition to marital discord, Fendrich et al. (1990) found that parent-child conflict, 

low family cohesion, and low positive emotional expression are associated with major 
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depression, conduct disorder, and other psychiatric diagnosis in children. Robila and 

Krishnakumar (2006) state that adolescents of parents with depression are especially 

vulnerable to increased stress in the home, as adolescence is a period where stress is often 

high from other sources. The multiple challenges associated with adolescence, combined with 

a stressful family environment, may make a young adolescent particularly vulnerable to the 

negative effects of living with a depressed parent (Klimes-Dougan & Bolger, 1998). 

Parenting Problems 

Depression also impacts the ability of parents to effectively guide, support and nurture 

their children (Beardslee, Salt, et al., 1997; Beardslee, 1999), and as children attempt to cope 

with life stress (Hammen et al., 1991). Relative to non-depressed mothers, depressed mothers 

are less sensitive and responsive in their parenting of young children (Robila & 

Krishnakumar, 2006). Mothers with postpartum depression exhibit less positive behaviour 

towards their infants, provide less stimulation for their infants, are slower in responding, are 

less contingently responsive, and use less reciprocal vocalization and affectionate contact than 

other mothers (Goodman & Gotlib, 2002). In toddlers and preschool children, attachment 

insecurity is strongly associated with maternal depression (Teti et al., 1995). Specifically, 

Cicchetti et al. (1998) found greater insecure attachment, especially Anxious-Depressed (AD) 

attachment, among preschoolers of depressed mothers than among other preschoolers. AD 

attachment is identified by several depressive-like features, including sad or flat affect, 

lethargy, or panic on separation, and an overall disorganization.   

Observation of the interactions of young children and their depressed parents show  

these parents attend less to their children, and express more negative affect in their speech 

patterns than other parents (Burke, 2003; Murray, Kempton, Wooglar, & Hooper, 1993). In 
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older children, conflict and low emotional positivity have been observed between depressed 

mothers and children (Beardslee et al., 1999), as have high levels of irritability (Tarullo, 

DeMulder, Martinez, & Radke-Yarrow, 1994). Unipolar depressed mothers are more likely to 

display a negative affective style, and the presence of a depressed parent in the family has 

been associated with higher rates of negative affective expression across family members 

(Jacob & Johnson, 1997), relative to other families.   

Chronicity and Severity of Parental Illness 

Children who grow up in homes with severe, chronic parental affective disorder are at 

more risk for psychopathology, than are children whose parents do not have a severe or 

chronic disorder. The duration of parental depressive disorder, the number of episodes, and 

the severity of the disorder all are associated with poor child outcome (Beardslee et al., 1999; 

Hammen et al., 1997). Psychopathology in both parents is associated with a greater severity of 

disorder experienced by the child than when psychopathology is present in only one parent 

(Grigoroiu-Serbanescu et al., 1991; Robila & Krishnakumar, 2006). Negative patterns of 

parenting, such as parental-child conflict and low parental positivity persist even during 

remission of depression (Weissman et al., 1997). This suggests there are pervasive parent-

child problems associated with parental depression that do not necessarily remit when 

depression reduces. 

 In summary, three decades of research indicate that children are adversely affected by 

parental depression. There are numerous possible mechanisms through which risk for adverse 

outcomes occurs in children of depressed parents including: (a) genetic influences, (b) marital 

difficulties, (c) parenting problems, and (d) chronicity and severity of parental disorder. The 

coexistence of several risk factors predicts particularly poor child outcome (Beardslee et al.,  
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1999; Goodman & Gotlib, 1999; Hammen et al., 2001).  

Children of Alcohol Dependent Parents 

Similar to the offspring of depressed parents, it is well established that children of 

alcohol dependent parents are at high risk of psychopathology (Chalder, Elgar & Bennett, 

2006; Chassin, Curran, Hussong & Colder, 1996; Edwards, Leonard & Eiden, 2001; Finn et 

al., 1997; Velleman & Orford, 2001; Sher, Walitzer, Wood & Brent, 1991). A study by 

Kushner and Sher (1993) found children of parents with alcohol problems were twice as 

likely as comparison children to develop alcohol use disorder. Chalder et al. reported that 

offspring of parents diagnosed with alcohol dependence are up to four times more likely to 

develop alcohol related problems than individuals in the general population. Furthermore, 

offspring of alcohol dependent parents were found to drink more frequently, more heavily, 

and more often drink alone, than children of parents without alcohol problems. 

Higher levels of depression and anxiety, and lower levels of self-esteem, have been 

reported among adult children of alcohol dependent parents than among other children 

(Belliveau & Stoppard, 1995; Domenico & Windle, 1993, Stewart, Mezzich, & Day, 2006). 

Studies of adolescents (Johnson & Leffe, 1999; Weinberg, Dielman, Mandell & Shope, 1994) 

have also demonstrated that these children are at increased risk for problems in emotional and 

behavioural adaptation. Lynskey, Fergusson and Horwood (1995) interviewed a birth cohort 

of New Zealand children at age 15, and reported higher rates of psychiatric disorders 

(increased depression and anxiety) among the offspring of alcohol dependent parents relative 

to offspring of parents with no alcohol problems. Similarly, Chassin, Rogosch and Barrera 

(1991) reported higher levels of internalizing and externalizing problems among children of 

alcohol dependent parents than children of parents with no alcohol problems.   
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Research consistently demonstrates that adolescent and adult children of alcohol 

dependent parents are at increased risk of both depression and anxiety, in addition to alcohol 

abuse/dependence, when compared to offspring of non-problem drinking parents (Belliveau & 

Stoppard, 1995; Domenico & Windle, 1993; Stewart et al., 2006). However, recent research 

shows that these problems are evident prior to adolescence, possibly in early childhood 

(Edwards, Eiden & Leonard, 2006). Clark et al. (1999) compared pre adolescent sons (ages 10 

through 12) of fathers with and without alcohol use disorders. Paternal alcohol abuse was 

associated with a higher prevalence of disruptive behaviour disorders and anxiety disorders. 

Carbonneau et al. (1998) collected teacher reports of boys who were either 6 or 12 years old.  

Paternal alcohol dependence was strongly correlated (.72) to oppositional and hyperactive 

behaviour.  

Puttler, Zucker, Fitzgerald and Bingham (1998) found preschool age children of 

alcohol dependent parents were at high risk for temperamental difficulties, and externalizing 

behaviour problems. Furthermore, children of alcohol dependent fathers exhibited higher 

internalizing and externalizing behaviour problems compared to sons of nonalcohol 

dependent fathers (Edwards et al., 2006; Edwards et al., 2001; Eiden, Edwards & Leonard, 

2002; Eiden, Leonard & Morrisey, 2001).  

In summary, it is well established that children of alcohol dependent parents are at risk 

for a range of psychological disorders (Carbonneau et al., 1998; Clark et al., 1999; Johnson, 

Leonard & Jacob, 1989; Leonard et al., 2000; Poon, Ellis, Fitzgerald & Zucker, 2000). 

Moreover, many of these adjustment problems often are evident from early childhood. 

However, many children raised by alcohol abusing parents do not show problems, suggesting 

a resilience in these offspring (Johnson, Sher & Rolf, 1991). In the next section, I analyze  
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why some children exposed to parental alcohol dependence do well while others do not. 

Genetic Influences 

Family, twin, and adoption studies support a genetic connection between parental 

alcohol dependence, and alcohol dependence and other psychopathology in offspring. 

Goodwin (1979) reports a 25% prevalence rate of alcohol dependence among male relatives 

of alcohol dependent parents, which exceeds the estimated population prevalence for male 

alcohol dependence of 3% to 5%. The prevalence of alcohol dependence among female 

relatives of alcohol dependent parents is 5% to 10%, which also exceeds the estimated 

population prevalence for female alcohol dependence of 0.1% to 1%. Several researchers 

have studied the genetic predisposition to alcohol dependence in identical and fraternal twins 

in whom at least one of each twin pair was alcohol dependent. Studies typically demonstrate 

that the frequency of alcohol dependence in MZ twins is higher compared with that in DZ 

twins (Johnson & Leffe, 1999; Stewart et al., 2006). Pickens and colleagues (1991) studied 

both MZ and DZ male and female twin pairs. They noted a significant MZ/DZ concordance in 

male twins for alcohol abuse, alcohol dependence, and other substance abuse or dependence. 

For the female twins, there was only a MZ/DZ concordance for alcohol dependence. In the 

largest twin study to date, Tsuang et al. (1998) found that substance abuse in general was 

highly heritable. 

 Glowinski and colleagues (2004) and Merikangas (2002) suggest that the optimal 

paradigm for discriminating the role of genetic and environmental factors, and their 

interaction in the development of a disorder, is the cross fostering study, in which, adoptees 

with biologic vulnerability are reared in homes of non substance abusing adoptive parents, 

and adoptees who lack a parental history of substance abuse are reared in homes of parents 
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with substance abuse. Such studies can determine the effects of biologic vulnerability and 

environmental exposure to substance abuse, and their mutual influence in the risk of 

substance abuse. The classic adoption studies of Cadoret and colleagues (Cadoret, 1992; 

Cadoret, Troughton, O’Gorman & Heywood, 1986; Cadoret, Yates, Troughton, Woodworth, 

& Stewart, 1996) have been highly informative in elucidating the role of genetic factors in the 

development of substance abuse in a US sample. The major results of their studies reveal that 

genetic factors better predict the transition from substance use to abuse, than they predict the 

onset of substance use. Additionally, their work identifies two major biologic/genetic 

pathways to the development of substance abuse in adoptees: one which is driven by 

substance abuse in the biologic parent and is limited to substance abuse and dependence in the 

adoptee; and another which appears to be an expression of underlying aggression and related 

to criminality/antisocial characteristics in the biologic parent (Cadoret et al., 1996). These 

pathways to substance abuse were recently confirmed in a study of female adoptees by the 

same group of investigators (Cadoret et al., 1996).   

It should be noted that, despite abundant research seeking to identify premorbid 

vulnerability markers for alcohol dependence (especially in youth), there are to date no 

confirmed markers aside from family history that specifically predict its development. 

Merikangas (2002) argues that one major reason for the problems in developing successful 

models for alcohol dependence is that there are multiple pathways to the development of this 

disorder, with varying degrees of environmental and genetic contributions. 

Comorbid Parental Psychopathology 

Alcohol abuse often is comorbid with other psychological disorders, and in this 

section there is analysis of how such comorbid conditions might impact upon children. 
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Fathers with alcohol problems have high mean levels of depression (Eiden, Chavez, & 

Leonard, 1999; Jacob, Krahn, & Leonard, 1991). Partners of alcohol dependent individuals 

also report higher levels of depression than partners of nonalcohol dependent persons (Eiden 

& Leonard, 1996; Eiden, Edwards & Leonard, 2002). As described earlier in the current 

chapter, numerous studies of families with depressed mothers show an association between 

maternal depression, insensitive mother-infant interactions, low positive affect and high 

negative affect, and low levels of consistency and contingent responsiveness. Moreover, 

association between maternal depression and mother-infant interactions is especially 

pronounced when maternal depression co-occurs with family conflict (Campbell & Cohn, 

1997; Carter et al., 2001; Murray & Cooper, 1997). There is limited research available on the 

impact of father’s alcohol abuse on parent-child interaction. Eiden et al. demonstrated that 

father’s alcohol dependence was associated with negative father-infant interactions, and this 

association was mediated by father’s depression. Similarly, Lyons-Ruth, Wolfe, Lyubchik and 

Steingard (2002) report that alcohol dependent fathers, relative to non-alcohol dependent 

fathers, displayed less interaction with their infants; less physical affection; and more 

frustration, aggravation, and negative discipline. A further study conducted by Eiden et al. 

(2002) examined the contribution of father’s depression and antisocial behaviour on parenting 

behaviour and infant attachment in alcohol dependent fathers compared to families with no 

alcohol problems. Severe paternal alcohol dependence, depression and antisocial behaviour 

all were associated with insensitive parenting and insecure parent-child attachment.   

Antisocial behaviour is associated with alcohol dependence (Eiden, Edwards & 

Leonard, 2006; Zucker, Ellis, Bingham & Fitzgerald, 1996), and fathers’ antisocial behaviour 

predicts children’s conduct problems, especially if these antisocial fathers reside in the home 
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(Jaffee, Moffitt, Caspi & Taylor, 2003). Parents who exhibit angry and aggressive behaviours 

tend to have children who show similar anger and aggression (Conger, Neppl, Kim, & 

Sacramella, 2003; Florsheim, Moore, Zollinger, MacDonald & Sumida, 1999). Antisocial 

behaviour is of importance not only because of the link with alcohol dependence and the 

potential to influence parenting (Zucker et al., 1996), but also because of possible genetic 

links to children’s temperament (Jansen, Fitzgerald, Ham & Zucker, 1995; Tarter, Alterman 

& Edwards, 1985; Windle & Tubman, 1999). One of the few studies assessing parental 

functioning in families with alcohol dependent parents found both maternal and paternal 

antisocial behaviour to predict behaviour problems among preschool aged children (Jansen et 

al., 1995). Eiden et al. (2006) compared internalization of rules of conduct at 2-3 years of age 

among children of alcohol dependent parents with a matched sample of parents without 

alcohol dependence. Parents with alcohol dependence had higher levels of depression and 

antisocial behaviour, and more negative parent-child interactions, than nonalcohol dependent 

parents. The parental depression and antisocial behaviour mediated the association between 

parental alcohol dependence and negative parent-child interaction. 

Family Conflict 

Alcohol abuse is associated with increased interparental conflict and violence 

(Leonard, 1993; Leonard & Quigley, 1999; Murphy & O’Farrell, 1996; Quigley & Leonard, 

2000; Spaccarelli, Sandler, & Roosa, 1994; West & Prinz, 1987). Marital conflict and 

violence are associated with increased risk for psychological disorder among children of all 

ages (Cummings & Davies, 1994; Handal, Tschannen & Searight, 1998; Jouriles, Norwood, 

McDonald, Vincent & Mahoney, 1996; McNeal & Amato, 1998). Marital conflict also is 

associated with negative parenting (Donovan, Leavitt & Walsh, 1998; Eiden & Leonard, 
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1996), which is one possible pathway mediating the association between marital conflict and 

child adjustment. Eiden et al. (2002) examined the association between father’s alcohol 

dependence, parental depression, family conflict, infant temperament, and parent-infant 

interaction in samples of families with an alcohol abusing parent compared to non alcohol 

abusing families. Maternal alcohol problems and family conflict were both associated with 

more negative and insensitive parenting during play interactions.   

Temperament of the Child 

One potential explanation for the behavioural problems observed among children of 

alcohol abusing parents is child temperament (Jansen, Fitzgerald, Ham & Zucker, 1995; 

Tarter et al., 1985; Tarter, Kabene, Escallier, Laird & Jacob, 1990).  Zucker (1979) and Tarter 

and Vanyukov (1994) both argued that genetically influenced shared temperament might 

underpin vulnerability in parents and children. Specifically, high activity, high emotionality, 

low soothability, low attention span-persistence, and low sociability are associated with a high 

risk for the parent’s alcohol abuse and the child’s behaviour problems. Fitzgerald et al. (1993) 

found greater impulsivity among the 3 year old offspring of alcohol abusing parents than in 

offspring of control parents. Blackson, Tarter, Martin and Moss (1994) found that in 10-12 

year old boys, a “difficult affective temperament” mediated the relationship between paternal 

alcohol abuse and poor child adjustment. Jansen et al. (1995) examined the sample studied by 

Fitzgerald et al. (1993), and found that sons of alcohol dependent parent’s who scored in the 

clinically significant range on the Child Behaviour Checklist, were more likely to have 

difficult temperament. These results are consistent with the possibility that a genetically 

determined shared vulnerability is a risk for alcohol abuse in the parent and behaviour 

problems in the offspring. However, neither alcohol abuse nor temperament are determined 
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exclusively by genetics, and these associations could reflect other causal pathways. For 

example, insensitive parenting by the alcohol abusing parent could lead to a difficult child 

temperament. 

It also is possible that temperament and parental alcohol dependence interact to predict 

subsequent behavioural problems. Poor impulse control in preschool predicts substance abuse 

problems in adolescence (Block, Block & Keyes, 1998). Sanson, Oberklaid, Pedlow and Prior 

(1991) found that infant temperament in combination with family conflict and paternal 

alcohol abuse was predictive of externalizing and internalizing disorders at 4 to 5 years of age 

particularly in boys. 

The Impact of PTSD on the Family 

Effects on the Spouse 

There is increasing evidence that the impact of trauma extends beyond trauma victims 

to significantly disrupt their intimate relationships and families. Combat veterans with PTSD 

are at high risk of couple relationship problems (Card, 1987; Carroll et al., 1985; Dirkzwager, 

Bramsen, Ader & van der Ploeg, 2005; Galovski & Lyons, 2004; Hoge et al., 2004; Jordan et 

al., 1992; Waysman, Mikulincer, Fried, et al., 1993). Specifically, veterans with PTSD report 

less satisfaction with their couple relationship (Carroll et al., 1985; Evans et al., 2003; Jordan 

et al., 1992), and these relationships are less cohesive and emotionally expressive, and more 

conflictual and violent than the relationships of veterans without PTSD (Carroll et al., 1985; 

Frederikson, Chamberlain & Long, 1996; Galovski & Lyons, 2004; Jordan et al., 1992; 

Solomon, Weisenberg, Schwarzwald & Mikulincer, 1987). Furthermore, the National 

Vietnam Veterans Readjustment study indicated that male Vietnam veterans with PTSD are 

twice as likely as their non-PTSD counterparts to have been divorced, and almost three times  
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as likely to have experienced multiple divorces.   

Partners of Vietnam veterans with PTSD report significantly less satisfaction with 

their relationships, than partners of Vietnam veterans without PTSD (Jordan et al., 1992). 

Riggs, Byrne, Weathers and Litz (1998) compared relationship distress in 50 couples in which 

the veteran was diagnosed with PTSD, and 50 couples in which the veteran did not have 

PTSD. 70% of the PTSD couples reported relationship distress compared to 30% of the non-

PTSD couples, and the severity of relationship distress correlated with the severity of PTSD 

symptoms. All of these studies only assessed relationship distress after exposure, and it is 

possible that the distress predated, and perhaps was a risk factor for the development of 

PTSD. Alternatively, a long standing vulnerability in the veteran (e.g., high neuroticism) 

might have increased risk for both marital distress and PTSD. Future research in this area 

should assess couple relationships and individual vulnerabilities both before and after combat 

exposure.   

PTSD in veterans is associated with wife’s general adjustment. Waysman, Mikulincer, 

Solomon, et al. (1993) observed that wives of Israeli veterans with PTSD reported higher 

psychiatric symptoms and impaired social relations compared to the wives of veterans without 

PTSD. Westerink and Giarratano (1999), in a study of Australian Vietnam veterans, reported 

that partners of veterans with PTSD were more likely to report feeling anxious, suffering from 

low self-esteem, irritability, depression, feeling confused and overwhelmed, suffering from 

loss of identity and self doubts, and feeling out of control of their lives, when compared to a 

group of wives of non-veterans without PTSD. Verbosky and Ryan (1988) found a significant 

relationship between the severity of the Vietnam veteran’s PTSD symptoms and the partner’s 

low self-esteem, limited coping skills, and ineffective use of various strategies to deal with 
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problems. The Australian Vietnam Veterans Health Study (1998) surveyed 40,000 Vietnam 

veterans and their wives, 40% of veterans wives met criteria for an anxiety disorder and 34% 

for major depression (Peach, 2006). However, as no comparison group was used in this study, 

it is unknown how these problem rates compare with the general community. 

Research in Israel examined the impact on families of veterans’ combat stress reaction 

(CSR), an acute mental disorder resulting from exposure to combat trauma that manifests 

itself immediately on the battlefield. Mikulincer, Florian and Solomon (1995) compared 49 

wives of Israeli combat veterans diagnosed with CSR to 31 wives of non-CSR veterans, 

assessing the wives emotional reactions to their husband’s return from war 6 years prior. CSR 

wives retrospectively reported feeling more anxiety, loneliness, hostility, severe 

psychopathology (anxiety and depression), somatization, and less optimism immediately after 

their husband’s return from war. Perceived marital intimacy at the time of the husband’s 

return was related to high optimism, low anxiety and low hostility immediately after the war, 

as well as low psychopathology and somatization 6 years post war. 

In their reviews of the literature Solomon et al. (1992) and Solomon, Kotler and 

Mikulincer (1988) describe the living situation of the PTSD veterans’ wives as plagued with 

episodes of battering, emotional detachment on the part of the husband, full responsibility for 

the welfare of the children, responsibility for the maintenance of the husband’s psychological 

wellbeing, responsibility for meeting financial needs of the family, and lack of sexual 

intimacy. Solomon et al. (1992) attempted to separate the relative contributions of CSR and 

PTSD in a study of 205 wives of combat veterans of the Lebanon war. The diagnoses of CSR 

and PTSD made independent contributions to the wives’ overall global severity index on the 

Symptom Checklist-90-Revised (SCL-90-R) and to the subscales of depression, obsessive 
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compulsive problems and anxiety. CSR was related to somatization, while PTSD was 

associated with paranoia, interpersonal sensitivity and hostility. PTSD only predicted poor 

social relationships, as measured by the Family Environment Scale (FES), the Dyadic 

Adjustment Scale and the UCLA Loneliness Scale. Such social dysfunction included 

loneliness, poor marital and family satisfaction, and impaired larger social networks. Those 

women (n = 50), whose husbands had been diagnosed with both PTSD and CSR indicated the 

greatest overall distress (somatization, depression, obsessive compulsive problems, anxiety, 

paranoia, interpersonal sensitivity, and hostility). Wives of Israeli veterans with PTSD 

experienced more enduring emotional distress, as compared to the distress reported by wives 

of non-PTSD combat veterans. The results indicate that CSR and PTSD, both independently 

and together, are associated with a variety of poor outcomes for wives. 

Coughlan and Parkin (1987) proposed that some partners had come to believe that 

they were responsible for ‘healing’ the veteran, and suffered feelings of guilt and helplessness 

for not being able to. In some cases, partners identified with the symptoms of the veterans 

with PTSD. Thus, they themselves suffered hostility, social and emotional withdrawal, 

tearfulness, lack of concentration, and stress related symptoms, such as headaches, sleep 

disturbance, and sexual dysfunction (Riggs et al., 1998).   

A recent study by Dirkzwager and colleagues (2005) examined secondary 

traumatization in 708 partners and 332 parents of Dutch peacekeepers, who had been 

deployed to various locations including Lebanon, Cambodia and the Persian Gulf.  

Peacekeepers were divided into two groups those who met criteria for PTSD (n = 150), and 

peacekeepers who did not meet criteria for PTSD (n = 558). Partners of peacekeepers who 

met criteria for PTSD reported significantly more PTSD symptoms, somatic problems, and 
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sleeping problems themselves than partners of peacekeepers without PTSD. The partners of 

peacekeepers with PTSD also judged the marital relationship as less favorable, than did 

partners of peacekeepers without PTSD symptoms. Again, the lack of pretrauma longitudinal 

data precludes clear conclusions about PTSD predicting spousal problems. 

 Evans et al. (2003) suggested that not only does a veteran’s PTSD disrupt their 

intimate relationships, but has further effects on their families. They report family 

dissatisfaction to be a serious complication of PTSD symptoms in Australian Vietnam 

veterans. Jordan et al. (1992) found male US Vietnam veterans with PTSD demonstrated three 

times the rate of family violence, perpetrated by both the veteran and their partner when 

compared to a community sample. The partners also reported high rates of marital distress. 

Other problems reported in the functioning of families of veterans suffering PTSD include 

hypersensitivity, verbal abuse and outbursts of anger from the veteran (Jordan et al., 1992; 

Matsakis, 1988); sexual dysfunction or sexual disinterest, lack of intimacy generally in the 

relationship, and withdrawal from society (Matsakis, 1988; Verbosky, & Ryan, 1988).  

Families of veterans report having to adjust their lifestyles around the social avoidance of the 

veteran (Matsakis, 1988; Verbosky & Ryan, 1988; Westerink & Giarratano, 1999). 

DeFazio and Pascucci (1984) state that “the symptoms which tend to be most 

troublesome and often bring the veteran to the attention of a mental health professional are 

those which revolve around feelings of detachment and estrangement from others and the 

general interpersonal difficulties experienced by the veteran and his family” (p. 77). 

Specifically, the veteran with PTSD may have a difficult time fulfilling the roles of husband 

and father (Rosenheck & Thomson, 1986; Solomon, 1988). As with the above findings, this is 

attributed to difficulty controlling aggressive impulses (Caselli & Motta, 1995), self 
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absorption, isolation, the inability to express emotions and share feelings (Rosenheck & 

Thomson, 1986), in addition to overprotective and overcontrolling relationships with their 

children (Jurich, 1983). 

 Harkness (1993) suggested that families of many Vietnam veterans suffering PTSD 

could be described as behaving according to two different patterns: (a) disengagement, in 

which the structure and ties between members are weak with little communication, protection 

or support; and (b) impulsivity and violence, based on lack of control of impulsive behaviour 

so that members are in turmoil and tend to be anxious. 

The research indicates that family dissatisfaction is a serious complication of PTSD 

symptoms in Vietnam veterans. However, few studies have attempted to examine what 

accounts for this. Evans et al. (2003) studied the association between severity of PTSD 

symptom clusters (intrusion, avoidance and arousal); comorbid depression, alcohol abuse and 

anger problems; and reported family functioning. Severity of symptom clusters predicted 

family dysfunction, but this association was almost totally mediated by anger, depression, and 

alcohol abuse. Similarly, in three other studies (Ford et al., 1993, Riggs et al., 1998; Ruscio, 

Weathers, King & King, 2002), neither PTSD arousal nor intrusive symptoms were associated 

with family dysfunction, rather only emotional numbing predicted family dysfunction. It 

should be noted that these studies had fairly low sample sizes (approximately n = 50), and 

consequently lack power to detect some associations. Moreover, all studies relied on self-

report assessments and were cross sectional. Further research needs to be undertaken using 

longitudinal and observational studies to more clearly establish the contributions of PTSD 

symptoms, versus comorbid conditions, on relationships of veterans with PTSD with their 

spouses. 
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Effects on Offspring of Veterans with Combat Related PTSD 

There are relatively few studies of the intergenerational effects of war-zone related 

PTSD.  The majority of the studies to date have largely focused on adult offspring of 

Holocaust survivors (Freyberg, 1980; Sigal & Weinfeld, 1985; Solkoff, 1992; Solomon, 

Kotler & Mikulincer, 1988; Yehuda, Schmeidler, Giller, Siever & Binder-Byrnes, 1998; 

Yehuda, Halligan & Bierer, 2001). 

Effects on offspring of holocaust survivors. There has been considerable controversy 

regarding the impact of the Holocaust on the second generation with the literature divided into 

two camps: (a) descriptions of the adverse effects of the Holocaust on the second generation, 

and (b) failures to find such effects. In a large number of early studies, children of Holocaust 

survivors were found to have a high incidence of psychological problems (Barocas & 

Barocas, 1983; Danieli, 1981, Rakoff, 1966; Trossman, 1968, Yehuda, Schmeidler, Giller, et 

al., 1998; Yehuda, 1999). Initial reports described an unusually high incidence of depression, 

anxiety, conduct disorder, personality problems, excessive dependence, and poor coping in 

these children (Rakoff, Sigal & Epstein, 1976; Rosenman, 1984; Sigal, & Weinfeld, 1985). In 

addition, offspring of Holocaust survivors were reported to have more physical ailments 

(Waldfogel, 1991), and a general fragility and vulnerability to stress (Barocas & Barocas, 

1983, Danieli, 1981; Yehuda, Schmeidler, Giller, et al., 1998).   

 Implicit in the early literature on psychopathology in offspring of Holocaust survivors 

is the attribution of psychiatric problems in the children of trauma survivors to the parental 

trauma. However, the mechanism of such effects has not been explicated. Yehuda, 

Schmeidler, Giller, et al. (1998) suggests indirect exposure of offspring to traumatic material 

described by the parents, (e.g., hearing descriptions of threats to the parents’ lives) is one 
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possible mechanism, as is parental psychopathology post the Holocaust, interfering with 

effective parenting. A third possibility is that offspring have a specific vulnerability to 

developing PTSD in response to traumatic life events. In support of this third possibility, 

Solomon, Kotler and Mikulincer (1988)  in their study of Israeli combat stress reaction 

casualties found that offspring of Holocaust survivors were more likely to develop PTSD after 

deployment in the Lebanon war than Israeli soldiers whose parents were not Holocaust 

survivors. These investigators suggested that the increased incidence of PTSD in the offspring 

of Holocaust survivors reflected responses that the children learned from their survivor 

parents. For example, the second generation PTSD casualties may have more war related 

nightmares than his control group peers, because he had seen and heard his parents venting 

their emotion. However, Yehuda, Schmeidler, Giller, et al. (1998) point out that there are 

other possible explanations for the high rate of the development of PTSD. For example, social 

dislocation resulting from having been in the Holocaust might increase vulnerability in 

offspring.   

 In contrast to the many early studies finding high rates of psychopathology in 

offspring of Holocaust survivors, many recent studies found no excess psychopathology in the 

adult offspring of Holocaust survivors (Solkoff, 1981, 1992). Solkoff (1992), in a critical 

review of the literature, highlighted that many early studies examined unrepresentative 

samples. As Yehuda, Schmeidler, Giller, et al. (1998) noted, the offspring of trauma survivors 

as a whole might not be impaired, but impairment might be evident particularly in trauma 

survivors that developed chronic PTSD.   

 Yehuda, Schmeidler, Giller, et al. (1998) examined trauma exposure, PTSD, and other 

psychiatric diagnoses in the offspring of Holocaust survivors (n = 100), and a 
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demographically similar comparison group from parents who were not Holocaust survivors (n 

= 44). The offspring of Holocaust survivors had a significantly higher prevalence of both 

current and lifetime PTSD, and other psychiatric disorders, than the comparison subjects. 

Specifically, the results show a current PTSD rate of 15% in the offspring of Holocaust 

survivors compared to a current rate of 2% in the comparison group, and a lifetime PTSD rate 

of 31% in offspring of Holocaust survivors compared to a lifetime PTSD rate of 9% in the 

comparison group. There was also a high rate of other psychiatric disorders (major 

depression, other anxiety disorders, eating disorders, and substance abuse), in offspring of 

Holocaust survivor’s than comparison subjects. 16% of comparison subjects met diagnostic 

criteria for a lifetime psychiatric disorder compared with 54% of offspring of Holocaust 

survivor’s.   

 In a more recent study, Yehuda and colleagues (2001) examined the relationship of 

parental trauma exposure and parental PTSD to the development of PTSD, depressive and 

anxiety disorders in the adult offspring of Holocaust survivors. 60 participants were offspring 

of Holocaust survivors with at least one parent with PTSD, 33 were offspring of Holocaust 

survivors with no parent having PTSD, and 42 were demographically similar subjects with no 

parental Holocaust exposure and no parental PTSD diagnosis. There was a high rate of 

offspring PTSD (53%) and depressive disorders in the offspring of parents with PTSD (62%), 

compared to the other two groups. Parental Holocaust exposure in the absence of PTSD was 

not strongly related to offspring PTSD, but was related to offspring having a high rate of 

lifetime depressive disorders. Furthermore, the total number of lifetime psychiatric disorders 

was substantially higher in offspring of Holocaust survivors (both with and without PTSD) 

than in comparison subjects. There were some methodological limitations to this study worth 
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mentioning. Assessment of parental PTSD diagnosis was based on offspring symptom ratings 

of their parents, and such reports have questionable validity (Connor & Davidson, 1997; 

Davidson, Tupler, Wilson & Connor, 1998; Orvaschel, Thompson, Belanger, Prusoff & Kidd, 

1982). It is conceivable that offspring reports of parental symptoms may have been influenced 

by their own psychopathology. Furthermore, participants were only asked questions about 

parental PTSD symptoms, and there was no assessment of other parental psychopathology. 

Offspring who developed depression may have had parents that suffered from depression, 

which is known to predict offspring depressive disorders (Burke, 2003; Holsboer, Lauer, 

Schreiber, & Kreig., 1995; Weissman, Leckman, Merikangas, & Gammon., 1984; Weissman 

et al., 1997).   

Offspring of veterans with PTSD from other conflicts. Given the suggestions 

described in chapter one that the experiences of Vietnam veterans were somewhat distinctive 

from veterans of other wars, this review focuses first on veterans of wars other than Vietnam. 

Then, as the current research was conducted with Vietnam veterans, there is a focus on studies 

of those veterans and their offspring. 

Davidson, Smith, and Kudler (1989) studied family histories of psychiatric disorder 

across Vietnam, Korea and WWII veterans diagnosed with PTSD (n = 108), depression (n = 

24), and alcohol dependence (n = 15), as well as a control sample (n = 21). They found that 

children of veterans with PTSD (23%) received more psychiatric treatment than did children 

of controls (0%). The children of veterans with PTSD had high rates of anorexia, attention 

deficit disorder, and severe academic and behavioural difficulties. In his study of adult 

children (n = 12) of WWII veterans, Rosenheck (1986) noted that some of the adult children’s 

behaviour appeared to have similarities to their father’s behaviour (developed nightmares 
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about combat, increased alertness, increased isolation, and irritability). Rosenheck and Nathan 

(1985) in reporting their clinical experiences with PTSD Vietnam veterans’ children, 

described the children when compared to a group of controls as depressed, distressed and 

exhibiting feelings of self doubt. These children often acted out and demonstrated impulsive 

rage characteristics. They engaged in play reminiscent or war or combat related scenes.   

 Jacobsen, Sweeney and Racusin (1993) observed clinically that children of PTSD 

veterans manifested symptoms of psychopathology during group therapy. The children 

displayed aggressive behaviours, were unable to relate to peers in social situations in an age 

appropriate manner, were unable to obtain assistance from caregivers in modulating stress, 

and evidenced severe regression when confronted with psychosocial stressors. Similarly, 

Harkness (1991) reported that combat veterans’ children often manifested difficulties in 

academic performance, peer relations and affective regulation. These early reports of clinical 

observations are of low sample sizes, are cross sectional and mostly lack comparison groups. 

However, this early work established the hypothesis that veteran’s children might have 

particular difficulties. 

 Some researchers likened the functioning of veteran’s children to that seen in the 

children of Holocaust survivors (Caselli & Motta, 1995; Rosenheck & Nathan, 1985). This 

raised the same question as asked of Holocaust families; was it parental exposure to a specific 

trauma (combat) or parental PTSD that might account for child problems? Caselli and Motta 

(1995) found that PTSD accounted for 31% of the variance in child behaviour problems, 

reliably predicted both externalizing and internalizing problems, though accounted for more 

of the variance in externalizing than in internalizing behaviours. Trauma exposure added a 

small, but significant, extra prediction of child problems. Furthermore, in a study examining 
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257 children of male veterans, (Rosenheck & Fontana, 1998) found that participating in war 

atrocities in Vietnam predicted later behavioural disturbances in the Vietnam veteran’s 

children, even after controlling for PTSD symptoms, combat exposure, and post military 

relationships (including domestic violence).   

Effects on offspring of Australian Vietnam veterans. The Vietnam Veteran’s 

Counseling Service in Australia (through their extensive experience and contact with 

veterans’ children), suggest depression, self-esteem, violence in the home, anger, and 

isolation in the home are common problems for children of veterans who present for 

treatment. The Australian Institute of Health and Welfare (AIHW, 2000) reported that 

children of Vietnam veterans have three times the rate of suicide of that experienced by the 

general Australian community. Confirmation of the high suicide rate in veterans' children led 

the Validation Study report to recommend that “suicide in veterans’ children be further 

investigated and the result brought to the attention of the Vietnam Veterans Counseling 

Service” (AIHW, 2000, p. 47). 

Westerink and Giarratano (1999) investigated the effects of PTSD on partners and 

children of Australian Vietnam veterans who were being treated for PTSD. A comparison 

group was recruited matched for age and gender, but the comparison group had a higher 

socioeconomic status (SES). The partners of Australian veterans with PTSD had high levels 

of somatic symptoms, anxiety, depression, and insomnia, and reported high levels of social 

dysfunction, than did the wives in the comparison group. In addition, wives of veterans with 

PTSD reported living in a family environment with lower levels of emotional expressiveness, 

and higher conflict, than the wives from the comparison group. The veteran’s children did not 

show the same degree of psychological distress as their mothers, there was no difference 
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between veteran’s children and the comparison children on any measure of psychopathology. 

However, the sample size of children was quite small (n = 22 veterans’ children) and (n = 14 

non-veterans’ children). 

 Davidson and Mellor (2001) attempted to address the limitations in Westerink and 

Giarratano’s (1999) study by including a non-PTSD veteran control group and comparison 

group matched on SES, gender, occupation and age. The children of the veterans with PTSD 

were less well adjusted than the children of veterans without PTSD, or the comparison 

children on measures of self-esteem, and family functioning. PTSD in the veteran father made 

no significant difference to his child’s scores when compared with the other groups of 

children on the measure of PTSD.   

With regards to family functioning, PTSD veteran offspring rated their families global 

functioning to be dysfunctional and significantly worse than did the non-PTSD veteran 

offspring, who viewed their families functioning as borderline, and significantly worse than 

comparison offspring, who rated their families functioning as normal.   

 There are some methodological aspects of this study, which could be improved. 

Firstly, only general measures of psychopathology have been used as opposed to specific 

measures of psychopathology. The sample of veterans’ children and the control groups were 

recruited using a snowballing technique. A risk with this technique is that the participants 

choose other participants similar to themselves, thus biasing the sample and minimizing the 

group differences. Further, bias may have resulted from the inclusion of only one child per 

family in that this child might have been the only one with whom the veteran had a 

satisfactory relationship. Finally, the role of the wives and their reactions to their husband’s 

PTSD are unknown factors in the families studied. 
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Chapter Summary 

Depression and alcohol abuse are associated with marital distress, violence, and 

psychopathology in offspring. However, parental depression and parental alcohol abuse alone 

do not guarantee poor outcomes in offspring. Psychopathology in the parents interacts with 

many variables to confer risk upon children. There is also substantial evidence that PTSD is 

associated with marital problems and psychopathology in offspring, although the mechanisms 

for which this is conferred are unclear. It has been suggested that increased comorbidity, 

severity of diagnosis, insensitive and unresponsive parenting, and marital conflict may be 

mechanisms mediating parental psychopathology and offspring psychopathology. Chapter 

three explores possible mechanisms by which offspring of veterans with PTSD are at 

increased risk of psychopathology. 
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CHAPTER THREE  

Models and Mechanisms 

The purpose of this chapter is to explore possible mechanisms linking fathers’ PTSD 

with risk of offspring psychopathology, such as depression, anxiety, anger, and low self-

esteem. There are multiple possible explanations for the association between child 

psychopathology and parental PTSD. PTSD symptoms (i.e., emotional numbing/avoidance 

and hyperarousal) might directly cause negative child outcomes, or PTSD might lead to an 

insecure parent-child attachment, or negative family environments that cause poor child 

outcomes. Alternatively, comorbid conditions such as depression and alcohol abuse could 

produce poor child outcomes, again either as a direct effect, or mediated by insecure 

attachment and negative family environment. A third possibility is that some other variable 

correlated with PTSD might cause both PTSD and poor child outcomes. For example, 

vulnerability in the man, such as high neuroticism, might predispose him to PTSD and to 

being a poor parent.  

In this thesis, a model is tested in which the poor outcomes of the offspring of veterans 

with PTSD are mediated by insecure attachment, and negative family environment variables. 

In this chapter is a review of evidence relevant to developing the rationale for this model. The 

chapter begins with a discussion of the concept of attachment and family environment. Then 

the evidence is analysed for attachment and family environment mediating the effects of 

parental depression, and parental alcohol dependence on child psychopathology. Finally, I 

describe the model for how attachment and family environment might mediate the effects of 

PTSD on children.   
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Attachment 

The Concept of Parent-Infant Attachment 

Attachment theory draws on John Bowlby’s (1973, 1998) exploration of early infant 

affectionate bonds with primary caregivers. He proposed that available, nurturant attention 

from a primary caregiver leads to development of a secure parent-child attachment. This 

secure attachment was proposed to allow the infant a secure base from which to explore the 

environment. Bowlby (1977) further argued that early formation of secure parent-infant 

attachment allows individuals to later form strong emotional bonds with others, while 

insecure early attachment undermines the capacity for forming later relationships. Bowlby 

also suggested psychopathology often resulted from “deviations in the development of 

attachment behaviour, or more rarely, the failure of its development” (Bowlby, 1977 p. 202).   

 Mary Ainsworth and her colleagues (Ainsworth, Blehar, Waters & Wall, 1978) 

developed a measure of infant attachment, which provided the opportunity to test Bowlby’s 

(1977) propositions. Ainsworth et al. devised the “strange situation” to assess infant 

attachment. The strange situation involves a mother and her infant (from 12 months of age) 

entering an unfamiliar room to play with toys. A stranger then enters the room and involves 

herself in the play, at which time the mother leaves the room. Shortly afterwards the mother 

returns to the room and the stranger leaves. The infant’s reactions to separation and reunion 

are assessed, as well as the infant’s exploratory behaviour before, during and after the 

mother’s absence, by observers behind a one-way mirror. 

 Ainsworth et al. (1978) identified three distinct patterns of behaviour that they argued 

were representative of infant attachment styles. Secure attachment was characterized by 
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exploration and play in the infant when the mother was present, a little distress when she left, 

and an enthusiastic greeting during the reunion. Approximately two-thirds of the infants 

observed were classified as securely attached. The remaining infants were classified as either 

anxious-ambivalent or avoidant in attachment. Anxious-ambivalent infants stayed close to the 

mother, did not explore their environment, displayed anxious behaviour when the mother left 

the room, and were ambivalent following her return. These infants would fluctuate between 

wanting to be comforted by the mother and pushing away from embraces. Infants classified as 

avoidant remained distant from the mother and displayed neither distress nor comfort 

following the mother’s departure and subsequent reunion. 

 Attachment style is argued to be the mental representation an individual has of self 

and others.  Bowlby (1973, 1998) uses the term “internal working model” to describe how self 

and other are represented. He proposed that our internal working model of others concerns the 

identification, availability and responsiveness of attachment figures, whereas internal working 

models of self concern how acceptable we see ourselves to be in relation to our attachment 

figures. Internal working models are argued to determine individuals’ responses to their 

environment and significant relationships. 

 According to Bowlby (1998), attachment security is characterized by an individual’s 

representation of self and other as positive, arising from the experience of care-giving that is 

responsive and available. This provides development of a positive mental model of self and 

others as being reliable, trustworthy, and warm. Conversely, in the face of inconsistent, 

rejecting or overly intrusive care-giving, negative mental models develop with a view of the 

self as unlovable or incompetent, and a view of others, as untrustworthy or cold and 

dismissing (Cassidy, 1999). Consistent with these assertions, responsiveness and availability 
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are characteristic of the caregivers of securely attached infants, whereas caregivers of 

avoidantly attached infants are rejecting, and caregivers of anxious-ambivalent infants are 

inconsistent in their caregiver behaviour (De Wolff & van Ijzendoorn, 1997; Strahan, 1991; 

van Ijzendoorn & De Wolff, 1997). However, the exact nature of parent-infant interaction 

predicting secure attachment varies across studies (Belsky, 1997; Cowan, 1997; De Wolff & 

van Ijzendoorn, 1997; Eiden et al., 2002; Thompson, 1997; van Ijzendoorn & De Wolff, 

1997). 

Effects of Parental Psychopathology on Attachment 

The development of a secure attachment relationship with a caring adult is argued to 

be a crucial aspect of socialemotional development during infancy. Infants who are insecurely 

attached are less likely to develop independence and ego resilience, social competence, and 

emotional health than securely attached infants (Easterbrooks, Biesecker, & Lyons-Ruth, 

2000; Shaw, Owens, Vondra & Keenan, 1996; Sroufe, Carlson, & Schulman, 1993; Urban, 

Carlson, Egeland, & Sroufe, 1991).   

Attachment with alcohol abusing parents. Belsky, Rovine, and Taylor (1984) and 

Snyder and Huntley (1991) suggested the influences on the development of parent-infant 

attachment, can be divided into three broad domains: parent, child and the social context. 

Among children of alcohol abusing parents, potential influences from the parent domain 

include alcohol problems and comorbid symptoms, such as parental depression and antisocial 

behaviour. Fathers with alcohol problems have higher mean levels of depression (Eiden et al., 

1999; Jacob et al., 1991). Partners of alcohol abusing parents also report higher levels of 

depression on average, compared to partners of nonalcohol abusing individuals (Eiden & 
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Leonard, 1996; Eiden et al., 2002). Alcohol abuse and associated psychopathology in parents 

is associated with a high rate of insecure infant attachment to both father and mother  

compared to infants of non-alcohol abusing parents (Eiden & Leonard, 1996).  

Although there is a lot of research on the association between maternal 

psychopathology for mother-infant interactions, little research is currently available on the 

association of father’s psychopathology with the quality of father-infant interactions. In one of 

the few studies on father-infant interactions among alcohol abusing families, Eiden et al. 

(1999) demonstrated that fathers’ alcohol abuse was associated with negative father-infant 

interactions, and this association was mediated by fathers’ depression. However, as noted by 

Edwards et al. (2004, 2006), almost all studies on father-infant attachment are with middle 

class families, and the generalizability of findings to other groups are unknown. The studies 

indicate that the distribution of attachment classifications in father-infant dyads is similar to 

that in mother-infant dyads, and that father’s attachment representation is associated with 

infant attachment to father (Eiden et al., 2002; van Ijzendoorn & De Wolff, 1997). 

 Attachment with depressed parents. Numerous studies of families with depressed 

mothers from clinical, as well as community samples, have reported associations between 

maternal depression and negative mother-infant interactions in the first year of life (Burke, 

2003; Campbell & Cohn, 1997, Carter et al., 2001; Cohn & Campbell, 1992, Murray & 

Cooper, 1997). Mothers with depression exhibit low positive affect and high negative affect, 

and show low levels of consistency and contingent responsiveness (Cohn & Cambell, 1992; 

Carter et al., 2001). This association between maternal depression and mother-infant 

interactions is especially pronounced when maternal depression occurs with other risk factors 

(Campbell & Cohn, 1997; Carter et al., 2001; Murray & Cooper, 1997).   



80 

 

 
 

 Several studies have demonstrated that maternal depression is directly associated with 

an increased risk for insecure attachment with mother, especially when depression is chronic 

or occurring in the context of family dysfunction (Carter et al., 2001; De Mulder & Radke-

Yarrow, 1991; Martins & Gaffan, 2000; Teti et al., 1995). Murray (1992) reported that infants 

of postnatally depressed mothers were more insecurely attached to their mothers than control 

infants. Radke-Yarrow and Cummings (1995) examined patterns of attachment in mothers 

with bipolar, unipolar, minor depression or no psychiatric disorder. Insecure attachment was 

more common among children whose mother had a depressive episode (bipolar or unipolar) 

than among those whose mothers had minor depression or no illness. Moreover, insecure 

attachment was more frequent in mothers with bipolar depression than unipolar depression. 

Avoidant or ambivalent attachments were associated with histories of severe depression. 

Carter et al. examined the relationship between maternal depression with and without 

comorbid conditions, and mother-infant interactions and infant attachment. Women with 

depression comorbid with anxiety, substance abuse, or an eating disorder had more negative 

play interactions with their four month old infants than mothers who had depression alone, 

who had more negative interactions than mothers who had no psychopathology. By 14 

months, 80% of infants in the comorbid group were classified as having insecure attachment. 

Parental attachment and resilience to the effects of parental psychopathology. As 

documented in chapter two, some offspring of parents with either parental depression, or 

parental alcohol dependence show remarkable resilience, and do not develop 

psychopathology. A secure parent-child relationship has been suggested as a key source of 

resilience. Edwards et al. (2006) examined the association between paternal alcohol abuse and 

toddler behaviour problems from 18 to 36 months of age, and the moderating effects of 
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infant-mother attachment when the infant was 12 months old, on this association. Children of 

alcohol abusing fathers exhibited higher externalizing and internalizing problems, which 

increased with age, relative to children of nonalcohol abusing fathers. The presence of a 

secure attachment relationship with mothers during infancy predicted a smaller effect of 

fathers’ alcohol abuse on toddler behaviour problems. El-Sheikh and Buckhalt (2003) also 

found that mother-child attachment acted as a protective factor against the effects of paternal 

problem drinking, on social and behavioural functioning of 6 to 12 year old children. 

Family Environment 

The Concept of Family Environment 

The family represents one’s earliest and most enduring connection to the world.  

Clinicians and researchers have long believed that the quality of the family environment 

mediates the subsequent course of a range of psychiatric disorders (Goldstein, 1988; Halford, 

Schweitzer & Varghese, 1991). The earlier conceptions of family environment conceptualized 

families as being either “functional or dysfunctional” (Olson, 1999). However, in more recent 

conceptualizations of family environment, attempts have been made to define crucial family 

patterns and processes. Criteria of functionality and dysfunction relate to the patterns that 

organize family process, rather than by intrinsic qualities. A pattern is deemed functional or 

dysfunctional by how it fits in a particular context or family situation. For example, a pattern 

may function well in one subsystem, (e.g., parents sacrificing their own aspirations and 

focusing their attention on the needs of a disabled child), but not in another subsystem, such 

as a sibling or marital relationship.   

 The Circumplex Model of marital and family systems proposed by (Olson, 1999) 

conceptualizes family environment as a balancing of two major dimensions, cohesion and 
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flexibility. Cohesion is defined as the emotional bonding that family members have towards 

one another. Flexibility is the amount of change in its leadership, role relations and 

relationship rules, which includes the extent of control and discipline within the family. The 

basic hypothesis derived from the Circumplex Model is that families that fall midway along 

these two dimensions function better than those falling at the extremes (Olson, 1999). 

Families falling toward the midpoint are referred to as balanced. Balanced families on 

cohesion allow their members to experience being independent from, and yet still connected 

to, their family. On flexibility, balance means maintaining some stability in a system, while 

sustaining openness to new arrangements when necessary. Extreme behaviours on the 

dimensions of cohesion and flexibility can be appropriate for certain changes of the life cycle, 

or when a family is under stress, but are problematic when families are stuck at the extremes. 

 Parker’s (1998) Parental Bonding Instrument is an assessment device used to 

determine the quality of family relationships, describing the perceptions an individual forms 

of their relationship with their parents. The influence of early childhood experiences with 

parents can be classified into two dimensions: level of care or affection and level of 

protection/control. From these two dimensions, four classifications of parental bonding have 

been identified: optimal bonding, weak bonding, affectionate constraint and affectionless 

control. The affectionless control style of bonding indicates high overprotective behaviour 

with low care by the primary provider, and has been characteristic of adults with depression 

(Mackinnon, Henderson & Andrews, 1993; Parker, 1998), delinquency (Howard, 1981) and 

adolescent drug abuse (Clausen, 1996). Both the Circumplex Model of marital and family 

systems and the Parental Bonding Instrument are widely used models of family environment. 
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Both measures share two dimensions of conflict/control and a second of emotional 

closeness/nurturance.   

The Family Environment Scale (FES, Moos & Moos, 1993) used in the current study  

is also a measure of family social functioning, and can be used to contrast parents and 

children’s perceptions, and to compare actual and preferred family climates. The conflict and 

emotional expressiveness scales were the dimensions of interest in the current study given that 

the two theoretical models discussed above place emphasis on these two scales, and that the 

literature would appear to indicate that these two dimensions mediate the course of a range of 

psychiatric disorders (Parker, 1998). The conflict subscale of the FES measures the amount of 

overtly expressed anger, aggression and disagreement within the family. Items include, for 

example, “We fight a lot in our family,” and “Family members sometimes get so angry they 

throw things.” Emotional expressiveness refers to how much the family members are 

encouraged to act openly and state their feelings directly. Items in this subscale include, “We 

say anything we want to around the home,” and “We tell each other about our personal 

problems.” The FES predicts that families low in conflict and high in emotional 

expressiveness are likely to achieve optimal balance and functioning. 

Effects of Family Conflict on Offspring 

 It is well established that conflict between parents is upsetting to children, and that 

repeated exposure to family conflict predicts child behaviour problems (Amato, 2001; 

Easterbrooks et al., 2000; Fincham, Grych & Osborne, 1994; Grych & Fincham, 1990; 

Handal at al., 1998; McNeal & Amato, 1998), low self-esteem, and poor peer relations 

(Amato, 2001). Parental conflict is associated with high risk of both externalizing disorders, 

such as non compliance and aggression, and internalizing disorders, such as depression and 
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anxiety (Emery, 1982; Holden & Ritchie, 1991; Jouriles, Pfiffner & O’Leary, 1988; Margolin, 

1981; Markman & Leonard, 1985; Owen & Cox, 1997; Rutter, 1994).   

 Several mechanisms may account for the association between marital conflict and  

child behaviour problems. Parental conflict might influence child behaviour by directly 

modelling aggression and conflict (Grych & Fincham, 1990), and the increasing similarity of 

child and parent aggression with increasing child age, is consistent with the idea that, 

children’s development of interpersonal behaviour is strongly modelled on their parent’s 

relationship (Fincham at al., 1994). These effects can be long lasting. Adult offspring of 

couples who showed high levels of conflict in the family of origin also show more negative 

communication in the early stages of their adult relationships (Halford, Sanders & Behrens, 

2000; Sanders, Halford & Behrens, 1999; Skuja & Halford, 2004). Parental conflict may also 

interfere with development of positive parent-child interaction (Burke, 2003; Fincham et al., 

1994; Owen & Cox, 1997). For example, parent-parent negativity predicts subsequent parent 

to child negativity (Dadds, Atkinson, Turner, Blums & Lendich, 1999). Moreover, the reverse 

is true; parent-child negativity predicts parent-parent negativity (Dadds et al., 1999). Thus, 

often there is a complex interplay of conflict creating a conflictual family environment. 

Moreover, such conflict often covaries with low positive emotional expressiveness, such as 

mutual praise, self disclosure, and mutual support (Dadds et al., 1999). 

Alcohol abuse and family environment. Depression or alcohol abuse are disorders 

that interact with the immediate family environment (Cicchetti & Toth, 1999). Among various 

contextual factors influencing families, one of critical importance, for families with either an 

alcohol abusing father or depressed parent, is family/marital conflict. Alcohol abuse is well 

established to be associated with couple conflict, and violence (Edwards et al., 2006; Leonard, 
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1993; Leonard & Quigley, 1999; Murphy & O’Farrell, 1996; Quigley & Leonard, 2000). 

Several studies have demonstrated that families in which at least one partner abuses alcohol, 

are less emotionally expressive and have more conflict than other families (Barry & Fleming, 

1990; Dinning & Berk, 1989; El-Sheikh & Buckhalt, 2003). However, the extent to which 

low emotional expressiveness or high conflict, mediate the association between parental 

alcohol abuse and offspring psychopathology, was not examined in these studies.   

Bijttebier, Goethals and Ansoms (2006) examined the relationships among parental 

heavy drinking, family environment, and child adjustment in a community sample of 10-14 

year olds. Children of alcohol abusing parents had lower self-esteem, but were not different in 

anxiety or depression from offspring of non-alcohol abusing parents. Children of alcohol 

abusing parents rated their families as more disorganised and less cohesive than children of 

other parents. Surprisingly, no difference was found between the two groups of families on 

rated conflict. Family cohesion partially mediated the association between parental alcohol 

abuse and child self-esteem.   

Depression and family environment. Cicchetti et al. (1998) found depressed mothers 

reported more family conflict and less marital satisfaction, than mothers in families where 

neither parent had a history of a DSM III-R Axis 1 mental disorder. Family conflict mediated 

the association between maternal depression and mother-reported total child behaviour 

problems.   

Attachment and Family Environment 

High family conflict is associated with not just poor child adjustment, but also with 

negative parenting, and insecure parent-child attachment (Cicchetti & Toth, 1999; Donovan et 

al., 1998; Eiden et al., 2002). As other family theorists have noted (Carter et al., 2001; 
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Goodman & Gotlib, 2002; Whisman & Uebelacker, 2003), couple and parent-child relations 

are interdependent, and thus discord in the couple relationship can undermine effective 

parenting.    

Parental warmth and affection have consistently been found to be primary correlates 

of healthy child adjustment (Carter et al., 2001; Owen & Cox, 1997), and in turn have been 

linked to the quality of the couple relationship (Burke, 2003). For example, Fincham et al. 

(1994) reported that after controlling for parents own adjustment, couple relationship quality 

predicted mothers’ warmth and sensitivity toward their infants, and the positivity of father’s 

attitude toward their children and parenting. Other research on the transition to parenthood 

has linked couple relationship quality to children’s security of attachment and child 

functioning (Amato, 2001).   

The process by which marital conflict may interact with the affective quality of the 

parent-child relationship has received little attention, but at least two paths are plausible. First, 

frequent conflict may be emotionally draining to parents, and reduce their ability to recognise 

and respond to their child’s emotional needs (Burke, 2003).  In particular, fathers withdraw 

from their children when they are dissatisfied with their relationship with their partner 

(Fincham et al., 1994). Children may perceive inattention or withdrawal as rejection, which 

can have a host of effects on their emotional and behavioural adjustment. Amato (2001) found 

support for this mediational hypothesis; couple conflict correlated with parental acceptance or 

rejection, which in turn correlated with both internalizing and externalizing problems in 

adolescents.   

Second, the affective quality of parent-child relations is likely to affect children’s 

appraisals of couple conflict. Children who feel they have a close and stable relationship with 
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both parents may be affected less when conflict occurs, than children who are less secure in 

their relationships. Children with stable parental relationships may be less distressed, because 

they believe that family cohesion is strong and that their parents will protect them from harm. 

Thus, warm parent-child relations may buffer children from the effects of conflict by 

decreasing children’s appraisal of threat (Fincham et al., 1994).   

Family conflict and emotional expressiveness also may be associated with insecure 

parent-child attachment. Frequent couple conflict, particularly in the context of low positive 

emotional expressiveness, predicts contemplation of couple separation and subsequent actual 

separation (Bradbury & Karney, 2004; Gottman, 1994). About 35% of children experience 

parental separation (Amato, 2001), and even awareness by children of a risk of parental 

separation may induce fear of the loss of one, or both of their primary attachment figures.   

Several studies show a link between couple relationship quality and parent-infant 

attachment. Howes and Markman (1989) used the Waters and Deane (1985) Attachment Q set 

to measure attachment, and found that parental reports of high marital satisfaction, low 

conflict, and high communication quality were related to 1 to 3 year old children’s observed 

security of attachment to their mother. Isabella and Belsky (1985), in a study examining both 

infant-mother and infant-father attachment measured by the strange situation found that, 

parent report of low marital adjustment was associated with insecure infant-mother 

attachment, but not infant-father attachment. Owen and Cox (1997) found couples antenatal 

marital conflict predicted insecure maternal and paternal infant attachment, which was 

mediated by insensitive and unresponsive parenting.   

Several recent studies have assessed how the effects of parental alcohol abuse on 

psychopathology in offspring might be mediated by parental attachment and family 
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environment. Mothershead, Kivlighan and Wynkoop (1998) conducted a study with 152 

undergraduate students aged 18-20 years. They found high reported family conflict and low 

emotional cohesion were associated with insecure parental attachment, which in turn was 

associated with reported difficulties in the young person’s interpersonal relationships. 

Reported parental alcohol abuse was associated with family conflict and low emotional 

cohesion. Likewise, family dysfunction did not have a direct effect on interpersonal distress. 

The association between the young people’s level of interpersonal difficulties and parental 

alcohol abuse was mediated by conflict and low emotional cohesion. The structural equation 

model tested was based on cross-sectional, self-report measures from the offspring, and doing 

longitudinal research with multiple method assessment could strengthen conclusions that 

could be drawn.   

Edwards et al. (2004, 2006) reported on the first wave of a multi-method longitudinal 

study designed to examine the impact of a father’s alcohol abuse on parenting and infant 

development. In a community sample of 120 alcohol abusing fathers and a matched control, 

father’s alcohol abuse was associated with high paternal and maternal antisocial behaviour, 

depression and inter-partner aggression. Alcohol abusing fathers reported being more negative 

towards their infants, perceived their infants as being more difficult, and were observed to use 

more negative parenting than non-alcohol abusing fathers. Mothers with alcohol abusing also 

showed less positive verbalizations towards their infants than the other mothers. Furthermore, 

father’s alcohol abuse was associated with insecure mother-infant and father-infant 

attachment, as assessed by the strange situation paradigm. The association between fathers’ 

alcohol abuse and negative parenting was partially mediated by the father’s depression and 

family conflict.   
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Cicchetti et al. (1998) compared 156 toddlers whose mother had a diagnosis of MDD, 

with 52 comparison children whose parents had no history of psychiatric disorder, in an effort 

to examine whether offspring of depressed mothers were at increased risk of maladaptive 

development, as a result of differences in attachment security and family environment. They 

found that families with depressed mothers reported more family conflict and less couple 

satisfaction than the comparison mothers. Furthermore, a greater percentage of the toddler 

offspring of depressed women was reported to be insecurely attached to their mothers than 

were toddlers of mothers without a psychiatric disorder. Depression in mothers appeared to 

relate directly to attachment security and increased internalizing symptomatology, whereas 

family conflict appeared to mediate between maternal depression and externalizing problems 

in toddlers. 

 In summary, child psychopathology is associated with parent psychopathology. High 

family conflict, low family emotional expressiveness, and insecure parent-child attachment 

seem to mediate the association between parental and child psychopathology, and to be 

associated with negative parenting. This is consistent with the general proposition in 

preventive science that, multiple risk factors often co-occur and interact to influence child 

development (Edwards et al., 2006, 2004). Specifically, parental alcohol abuse or depression 

seldom occur without other risks for children being present, such as interparental conflict and 

negative parenting (Eiden et al., 2002; Goodman & Gotlib, 2002).   

Parental PTSD and Offspring Adjustment–Attachment and Family Functioning as Mediators 

of Risk 

Chapter two demonstrated that children of veterans with PTSD are at high risk for 

psychopathology. From this chapter, it is evident that much research has been undertaken 
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examining the mediators of child outcomes with families of depressed parents (particularly 

mothers), and alcohol abusing fathers. A gap in the literature is that little research has been 

undertaken examining the potential mediators of negative child outcomes in families with  

parental PTSD. 

PTSD Symptoms of Avoidance and Arousal 

The interpersonal impairment observed in people with PTSD after combat exposure 

may directly impact upon parenting and interrupt, the development of a positive parent-child 

relationship (Davidson & Mellor, 2001; Galovski & Lyons, 2004). Ruscio et al. (2002) found 

that the avoidance symptoms of PTSD in 66 male Vietnam veterans predicted less positive 

father-child relationships even after controlling for family financial difficulties, premilitary 

trauma and co-occurring alcohol abuse, and depression in the veteran.  

Frederikson et al. (1996) examined the impact of veteran’s numbing and PTSD 

avoidance symptoms on families. The veteran’s wives and their children reported recurring 

detachment, isolation, conflict, and withdrawal in families where veterans were high on these 

symptoms. They suggest that the wives and children in this sample came to believe that 

veterans with high levels of numbing and avoidance did not care for them. However, the 

results from this study should be interpreted with caution given the small sample size (N = 

10).   

There is no literature examining the effects of PTSD symptoms on father-child 

attachment. However, it seems likely that veterans who are emotionally avoidant or highly 

aroused, are unlikely to form strong attachment bonds with their offspring, and are more 

likely to be either rejecting or inconsistent in their parenting. Such insecure attachment might 

well mediate psychopathology in offspring.   
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Comorbidity 

As previously described, depression (Gotlib, & Wiffen, 1999, Roberts, 2000; 

Waysman, Mikulincer, Solomon, et al., 1993), and alcohol abuse (Shehan, 1987, Stewart, 

1996) are common in Vietnam veterans with PTSD (Evans et al., 2003; Shalev, Bonne & 

Spencer, 1996). As documented earlier in this chapter, both depression and alcohol abuse are 

associated with family conflict and low emotional expressiveness, and insecure parent-child 

attachment.   

The risk for psychopathology in the offspring of veterans with PTSD is likely to be 

associated, with at least in part with the level of comorbid depression and alcohol abuse.   

Psychological Functioning of the Spouse 

If PTSD in the father impacts upon his children, will this association be moderated by 

the mother’s relationship with the children? Westerink and Giarratano (1999) speculate that 

wives often act as a buffer between male veterans and the rest of the world, attempting to 

protect both husband and child from the effects of PTSD. Some research has suggested that a 

secure attachment relationship with one primary caregiver can reduce risk of psychopathology 

in offspring of parental depression or alcohol dependence (Edwards et al., 2006; El-Sheikh & 

Buckhalt, 2003), and this might occur in families of men with PTSD.   

Unfortunately, chapter two suggests that wives of veterans with PTSD evidence 

significant psychopathology themselves (Peach, 2006; Verbosky & Ryan, 1988; Waysman, 

Mikulincer, Solomon, et al., 1993; Westerink & Giarratano, 1999). The high level of 

psychopathology in wives could be attributable to exposure to the veterans PTSD symptoms 

(such as anger outbursts, and emotional withdrawal) (Dirkzwager et al., 2005). Alternatively, 

prolonged contact with a traumatized veteran may serve as a chronic stressor, such as through 
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sustained financial difficulties, which could produce psychopathology in the partners of 

veterans with PTSD (Solomon et al., 1992). A third possibility is selective mating, people 

with similar characteristics tend to choose each other as mates (Dirkzwager et al., 2005; 

Negri, Melicia, Zuliani & Smeraldi, 1979; Solomon et al., 1992) and perhaps women with 

some disorder selectively partner men with PTSD. One might expect that children of two 

parents with psychopathology are at particularly high risk of psychopathology.   

Family Environment 

In addition to the direct effects of parental PTSD and other psychopathology on 

offspring, the family environment is likely to be influenced by paternal PTSD and also 

influence child development. There is considerable evidence that PTSD is associated with 

high family conflict (Evans et al., 2003; Jordan et al., 1992; Solomon, Kotler & Mikulincer, 

1988; Westerink & Giarratano, 1999). For example, Jordan et al. found that male US Vietnam 

veterans with PTSD had three times the rate of family violence perpetrated by both the 

veteran and their partner, as a matched community sample.   

Westerink and Giarratano (1999) in their study of Australian Vietnam veterans found 

that veteran’s partners reported their families as having less cohesion, a lower level of 

emotional expressiveness and a higher degree of conflict and were more anxious and 

depressed than a comparison group of women.   

Solomon, Mikulincer and Flum (1988) found that wives of Israeli veterans with PTSD 

or combat stress reactions also reported lower family cohesion, lower emotional 

expressiveness and higher conflict than a comparison group of veterans without PTSD. As 

couple conflict and violence are associated with increased risk for child psychopathology 

(Fincham et al., 1994; Grych & Fincham, 1990), the effects of parental PTSD on children 
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could be mediated by family conflict. Increased levels of couple conflict also are associated 

with negative parenting (Donovan et al., 1998; Eiden & Leonard, 1996), and this might be 

another pathway explaining the association between PTSD and child adjustment. 

The Model 

Based upon the prior review of evidence, it was proposed that the association between 

fathers PTSD symptoms and child psychopathology is mediated by insecure parental 

attachment, family conflict, and low family emotional expressiveness. In addition, it was 

predicted that secure parent-child attachment with the mother might compensate for the 

effects of insecure parent-child attachment with the father, and reduce the effects of PTSD on 

offspring.   

 The model linking PTSD, attachment and family environment with child 

psychopathology is presented in Figure 1. This model can be argued as follows: 

1. Paternal PTSD results in poor child outcomes through the direct effects of the 

symptoms of PTSD.  It also has indirect effects mediated by insecure parent-child 

attachment with the father and offspring, high family conflict, and low emotional 

expressiveness.  Paternal PTSD accompanied by comorbid alcohol abuse is 

occurring in the context of family dysfunction.   

2. Mother’s parent-child attachment and low maternal psychopathology may buffer 

the effects of paternal PTSD on offspring.   
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Figure 1  

Proposed Model of PTSD, Attachment and Family Environment on Child Functioning 
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Chapter Summary 

This study seeks to advance knowledge on the intergenerational effects of trauma by 

assessing if offspring of parents with PTSD are at increased risk of poor adjustment, and 

elucidating the mechanisms by which such risk occurs. To date, little research has been 

conducted investigating the offspring of Vietnam veterans with PTSD (with most studies 

primarily focusing on wives/partners), and no study has examined attachment and family 

environment as mediators of PTSD symptoms and child outcomes. The tested model includes 

both maternal and paternal attachment in a family where a veteran has PTSD. Paternal alcohol 

abuse is examined in the mediational model, because as documented in chapter one, alcohol 

abuse is a common co-diagnosis of PTSD, and there is demonstrated evidence from this 

chapter that it is associated with family conflict and insecure attachment. Chapter four 

presents a program of research undertaken to investigate this model. 
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CHAPTER FOUR 

TESTING THE MODEL – PSYCHOPATHOLOGY IN CHILDREN OF VIETNAM 

VETERANS, AND ITS MEDIATORS 

Aims of the Research 

The current program of research evaluated the extent of psychopathology in the 

female partners and adult offspring of male war veterans with PTSD, and whether the extent 

of offspring psychopathology was mediated by insecure attachment to the male and female 

parent, family conflict, and family expressiveness. There were three hypotheses tested. It was 

predicted that the wives of male veterans suffering from PTSD would have more alcohol 

abuse and psychological disorders, than the wives of male non-veterans without mental health 

problems (Hypothesis 1). Second, it was predicted that the children of male veterans suffering 

from PTSD would have more depression and anxiety, lower self-esteem, and more problems 

with anger, than the children of men who were not veterans, and who did not have PTSD or 

other major psychological disorders (Hypothesis 2). Third, it was predicted that the extent of 

psychological adjustment problems in children of veterans would be a function of the severity 

of father’s psychopathology, insecure attachment to the father and mother, and low emotional 

expressiveness and high conflict in the family (Hypothesis 3).  

Measures of depression, anxiety, self-esteem, and anger were used to assess the rates 

of psychopathology in children. Anxiety and depression were measured because they are 

common mental health problems in the community. Anger was chosen, because it was 

thought that hyperarousal in the father, and the possible high levels of family conflict in the 

veteran’s home may result in increased anger in offspring. Self-esteem is a measure of general 
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functioning, and in some studies of children of parents with alcohol abuse (Bijettebier, 

Goethals & Ansoms, 2006) and PTSD (Davidson & Mellor, 2001; Westerink & Giarratano, 

1999), offspring of parents with pathology evidenced lower self-esteem compared to offspring 

of parents with no pathology. 

Method 

Participants 

 The participants were 69 male Vietnam veterans being treated for PTSD and their 

families, of which 56 (81%) families were first marriage families with 86 biological children 

and 13 were step families with 29 step children; and 32 comparison males and their families  

of which 28 (88%) were first marriage families with 48 biological children, and 4 were step 

families with 7 step children. The veterans and their families were recruited between February 

2004 and March 2006 while attending a PTSD treatment program at the Greenslopes Private 

Hospital, in Brisbane Australia. In order to be classed as suffering from PTSD, the veteran’s 

had to be diagnosed with PTSD by the treating psychiatrist. The diagnosis was confirmed by 

administration of the Clinician Administered Posttraumatic Stress Disorder Scale (CAPS) 

(described in the measures section). Inclusion criteria for the study were that the veteran: (a) 

had to have seen active military service during the Vietnam War; (b) was currently married; 

(c) had at least one child aged 13 years or more, who had lived with the veteran for a 

minimum of five years of their life; and (d) the child had lived with the veteran within the past 

five years. Approval to conduct the research was applied for and granted by both Griffith 

University and Greenslopes Private Hospital Human Research Ethics Committees. 

 The Greenslopes Private Hospital has a specialist clinic focused on treatment of PTSD 

in veterans, and runs seven or eight group treatment programs per year, with an average of 
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approximately six veterans participating in each group program. Time was made available 

during each PTSD program to enable me to address each of the groups. Veterans were told the 

study was examining the adjustment of wives and children of Vietnam veterans with PTSD, 

with the goal of forming prevention and treatment programs for families of veterans. The 

Greenslopes Private Hospital PTSD treatment program includes sessions for wives and their 

children, and again, time was made available to me to explain the aims of the study and 

recruit participants and their families. Wives and all children, who met study inclusion criteria 

and agreed to participate, were then given the “information for participants form” to read and 

asked to sign the consent form. Approximately 80% of eligible Vietnam veterans and their 

families agreed to participate, suggesting the sample was likely to be representative of 

Vietnam veterans undergoing treatment. 

 The comparison group of 32 families were recruited via an advertisement placed in a 

metropolitan newspaper in Brisbane, Australia. The advertisement stated that we were 

researching the effects of military service on the wives and children of male Vietnam 

veterans, and we sought a comparison group to the military families. The advertisement 

specifically requested volunteers who were of similar age to Vietnam veterans, but who had 

not had military combat experience, and had not suffered from PTSD. To be included in the 

study comparison men had to: (a) be aged 50 years or more; (b) have never had military 

service; (c) report they had never had a diagnosis of PTSD; (d) be currently married; and (e) 

to have at least one child aged 13 years or more who had resided with them for the last five 

years. 

One-way ANOVAs showed there was no significant difference between the veteran 

and comparison couples on male or female partner age. The mean age of the men across the 
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entire sample was 57.9 years (SD = 4.1), and for the women was 55.4 years (SD = 4.2). Nor 

was there any difference in the mean number of children in veteran and comparison families, 

with an overall mean number of 2.6 children (SD = 1.37). A 2 x 2 chi-square, showed no 

difference between the two groups regards the gender of children, with 40% of children being 

male and 60% of children female. Children of veterans were slightly older (M = 29.48, SD = 

4.64) than children of comparison families (M = 27.04, SD = 6.88), F (1,168) = 7.438, p < 

.001, d = .41.  

A 2 x 3 chi-square showed there was an association between group (veterans vs. 

comparison) and employment status (employed full time, retired or unemployed, on disability 

pension), χ2(2, N = 103) = 60.00, p < .01. The majority of veterans (n = 51, 74%) were 

receiving a disability pension, while the majority of comparison males were in paid 

employment (n = 26, 82%). All males in both groups had been educated to at least grade 10, 

and were currently married or in a de facto relationship. A 2 x 3 chi-square showed no 

difference between the two groups on the frequency of remarriage, with 47 (68.1%) veterans 

married just once and 28 (87.5%) comparison men married once. 

Materials 

Self-report measures. All men (both veterans and comparison males) completed a 

semi-structured interview assessing PTSD. All men and their female partners were 

administered self-report measures of alcohol abuse and psychological disorder. The female 

partners also completed a self-report measure of family environment. The children of both 

veterans and comparison men completed a battery of self-report inventories, which assessed 

psychological disorder, anger, self-esteem, attachment to each parent, and family 

environment. 
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All men completed a Clinician Administered Posttraumatic Stress Disorder Scale 

(CAPS), which is a structured clinical interview assessing 17 symptoms of PTSD as defined 

by the DSM-IV (APA, 1994), along with five associated features. The instrument provides 

categorical ratings of diagnostic status based on formal diagnostic criteria (i.e., PTSD present 

or absent). It also provides an index of symptom severity for individual symptoms, symptom 

clusters, and the entire syndrome. The CAPS has been used to track changes in diagnostic 

status and symptom severity (Weathers, Keane, & Davidson, 2001). The current study used 

the CAPS total score, which is the sum of frequency and intensity scores for each of the three 

symptom clusters of intrusion, avoidance, and arousal. The total score was used since we were 

interested in testing to what extent psychological problems in veteran’s children was a 

function of father’s psychopathology.   

In a series of psychometric studies (Weathers et al., 2001), the CAPS was shown to be 

a reliable instrument, with high inter-rater reliability, test-retest reliability, and internal 

consistency with alpha’s typically within the .8-.9 range. Regarding convergent evidence, 

Weathers et al. (2001) report that the CAPS correlated at (r > .70), with the following widely  

used self report measures of PTSD: (a) Mississippi Scale, (b) PK Scale, (c) Impact of Events 

Scale, and (d) Posttraumatic Checklist. The CAPS was administered by one of two 

psychologists who worked at Greenslopes Private Hospital on the PTSD program. Each of 

these psychologists had been trained in administering this instrument by attendance at 

workshops, and had an average of three years experience administering the instrument. I did 

not have the resources to assess inter-rater reliability, but previous research (Weathers et al., 

2001) shows that the CAPS administered after such training is a reliable instrument. 
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 The Alcohol Use Disorders Identification Test (AUDIT, Saunders, Aasland, Babor, 

De La Fuente & Grant, 1993) is a 10-item self report measure of hazardous and harmful 

drinking, which has been widely used to screen for alcohol abuse. Items one to eight are 

scored on a 0-4 scale, and items nine and ten are scored 0, 2, 4. A score of 8 or above has 

been frequently used to indicate the presence of alcohol problems (Dawe, Loxton, Hides, 

Kavanagh, & Mattick, 2002). The AUDIT is a reliable index of hazardous and harmful 

drinking with Cronbach alpha’s ranging from .80 to .94 (Allen, Litten, Fertig & Babor, 1997). 

Daeppen, Yersin, Laundry, Pecoud and Decrey (2000) report good test-retest reliability (r = 

.88) over a six week period, and it has high sensitivity and specificity in detecting clinical 

diagnosis of alcohol abuse (Dawe et al., 2002).   

The Symptom Checklist-90-R (SCL-90-R Derogatis, 1994) is a widely used, 90-item 

self report measure of psychopathology. Each item is rated on a five point scale ranging from 

0 – not at all to 4 – extremely. The scale has nine symptom dimensions, which are scored by 

summing various items (Derogatis, 1994). There are three global indices of distress associated 

with the SCL-90-R: (a) Global Severity Index (GSI), (b) Positive Symptom Distress Index 

(PSDI), and (c) Positive Symptom Total (PST). Derogatis (1994) asserts that the GSI is the 

best single indicator of the current level of psychopathology, and hence this score was used in 

the current study. The GSI is the mean score of the total items and is converted to a t score to 

define caseness. Derogatis (1994) showed that a GSI score greater than or equal to a t score of 

63 is a sensitive and specific cut off for psychopathology. 

The female partners and the children completed the Family Environment Scale (FES), 

which is a widely used 90-item self-report measure of family social climate that has been 

recommended for use when studying effects of trauma (Newman, Kaloupek, & Keane 1996).  
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The FES has ten subscales, which fit along three primary dimensions (relationships, personal 

growth, and system maintenance). Moos & Moos (1993) report that the internal consistencies 

across each of the ten subscales are within an acceptable range, varying from 0.61 - 0.78, as 

are the test-retest reliabilities, which vary from (r = 0.68) for emotional expressiveness to (r = 

0.86) for conflict. Subscales show modest correlations, accounting for an average of less than 

10% of the subscale variance. The current study was primarily concerned with examining the 

possible effect of emotional expressiveness and conflict. As described earlier, these family 

variables were hypothesized to be associated with PTSD, and to mediate the effects of PTSD 

on child adjustment.   

The children completed the Parental Attachment Questionnaire (PAQ Kenny, 1987), 

which is a 55-item self report measure of perceptions of parent-child attachment that can be 

completed by either a parent or child. The PAQ has three sub-scales: (a) affective quality of 

the parent-child relationship, (b) parental fostering of child autonomy, and (c) parental 

emotional support. Respondents rate the extent that the items apply to them on a five point 

Likert scale from 1 = “not at all” to 5 = “very much”. Kenny (1987) reported Cronbach’s 

alpha of .93 and .95 for college samples of first year students. Further research by Kenny 

(1987) on adolescents reported that the three subscales were significantly correlated with each 

other, and with psychological functioning and social competency. The total score was used as 

an overall index of secure attachment.   

Children completed the Beck Depression Inventory II (BDI-II), which is a widely used 

21-item self report inventory of depressive symptoms (Beck, Steer & Brown, 1996). The 

BDI-II is scored by summing the ratings for the 21 items. Each item is rated on a 4 point scale 

ranging from 0 to 3. If an examinee has made multiple endorsements for an item, the 
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alternative with the highest rating is used. The maximum total score is 63. The measure is 

highly reliable (α = .92), demonstrates a test retest correlation of (r = .93) and correlates (r = 

.71) with other measures of anxiety and depression (Beck et al., 1996).  

Children also completed the Beck Anxiety Inventory (BAI), which is a 21-item self 

report inventory measured on a 4 point scale ranging from 0 = “not at all” to 3 = “severely” (I 

could barely stand it) (Beck & Steer, 1990). The scoring results in the calculation of a total 

adjustment score which is highly reliable (α = .94). The BAI correlates moderately with other 

anxiety measures, such as the State Trait Anxiety Inventory, (r = .51) (Fydrich, Dowdall, & 

Chambless, 1990), in addition to the BDI-II (r = .61) (Dent & Salkovskis, 1986). 

The Coopersmith Inventory (CS) is a short (25 items) self-report inventory designed to 

measure self-esteem through attitudes towards self in social, academic, family, and personal 

areas of experience (Coopersmith, 1987). High scores correspond to high self-esteem. In 

normal populations, the means have generally been reported to be within the range from 70-

80 with a standard deviation from 11–13. The adult form has been administered to college 

students aged between 16 and 34 years and demonstrates good reliability (α = .81) (Simon & 

Bernstein, 1971). 

The State-Trait Anger Expression Inventory-2 (STAXI-2) is a 57- item self report 

inventory designed to measure anger (Spielberger, 1999). The 57 items collapse to form an 

anger expression index, which provides an overall measure of the expression versus control of 

anger. The STAXI-2 has been used extensively to investigate the experience, expression, and 

control of anger in persons diagnosed with PTSD (Chibnall, & Duckro, 1994; Duckro, 

Chibnall, Greenberg, et al., 1995; Duckro, Chibnall & Tomazic, 1995; Duckro, Greenberg, 

Schultz & Burton, 1992; Gerlock, 1994; Lasko, Gurvits, Kuhne, Orr, & Pittman, 1994; 
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McNew & Abell, 1995; Tschannen, Duckro, Margolis, & Tomazic, 1992). For example, 

Duckro et al. (1995) reported strong relationships between STAXI-2 scores and the chronic 

pain experienced by PTSD patients. They have also found consistently moderate to high 

correlations between the STAXI-2 and depression, as measured by the Beck Depression 

Inventory (BDI; Beck, Epstein, Brown & Steer, 1988), and smaller but statistically significant 

correlations between scores on the AX/Out scale and the BDI (Spielberger, 1999). In the 

present study, the Trait Anger (T-Ang) scale was used to measure anger. This scale measures 

how frequently angry feelings are experienced both with and without specific provocation, in 

addition to the frequency that angry feelings are experienced in situations that involve 

frustration and/or negative evaluations. Individuals with trait anger scores above the 75th 

percentile are considered to experience and/or express angry feelings to a degree that may 

interfere with optimal functioning, and thus predispose individuals to develop physical or 

psychological disorders (Spielberger, 1999). 

Procedure 

 Families agreeing to participate in the study were given a consent form, and an 

information sheet outlining the goals of the study and what to expect in the interviews. All 

interviews of the veterans and their families took place at the Greenslopes Private Hospital, 

Brisbane, Australia. All interviews of comparison families took place at the participant’s 

residence. Both veterans and comparison men were assessed by a structured interview to 

assess for PTSD, and then they completed the other questionnaires. Once the men had been 

assessed, then the partners and children completed their self-report inventories. Not all 

children of veterans attended the group sessions. The mothers of non-attending children were 

given the questionnaire package in sealed envelopes to give to their children, with a pre-
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addressed reply paid envelope. Children who did not attend the sessions and had not returned 

the questionnaires within two weeks were followed up via a telephone call. Of the total 178 

children from the 69 veteran families, 115 (65%) agreed to participate in the study.  Each 

family in the comparison group received AUS $50.00 payment for participation. 

 

 

Results 

Data Screening 

There was no missing data. All participants completed all questionnaires. The male 

AUDIT scores were positively skewed. All variables were unimodal except for the SCL-90-R, 

which was bimodal for both husbands and wives. These results are not surprising given that 

the veterans were drawn from a clinical population currently receiving treatment. Perhaps 

somewhat surprising is the SCL-90-R distribution for women, which was also bimodal. This 

might mean that wives from the clinical and comparison groups are quite different. Five of the 

child variables were found to be skewed with the BDI, BAI and STAXI-2 (anger), all 

positively skewed and the PAQ to both the mother and father negatively skewed. Multi level 

modelling was used for most analyses, which is quite robust to skewness violations 

(Tabachnick & Fidell, 2001). In the present clinical data skewness was expected in many 

variables and so raw scores were retained rather than transformations, as the interpretation of 

transformed clinical scores is problematic (Tabachnick & Fidell, 2001). Using a minimum 

tolerance level of (z = 3.29, p < .001), no univariate outliers were identified; Mahalanobis 

distance calculations using the χ2 statistic (p < .001) revealed no significant multivariate 



106 

  

 
 

outliers. Analyses were conducted on questionnaire data from 69 clinical families comprising 

of 115 children and 32 comparison families with 55 children. 

Descriptive Information for Key Measures 

Table 2 presents the means and standard deviations on the CAPS assessment of PTSD, 

alcohol misuse on the AUDIT, and psychiatric symptom severity on the SCL-90-R for veteran 

and comparison men. Table 2 also presents the number and percent of each group of men who 

met caseness for PTSD, alcohol misuse, and psychiatric disorder. A series of one way 

ANOVAs on the CAPS, AUDIT and SCL-90-R showed veteran men had much more severe 

problems in each area assessed than did the comparison men. The effect sizes are so large 

they suggest the two groups are qualitatively distinct. All veterans met criteria for PTSD 

based on the CAPS, while none of the comparison men did, which also validates the 

distinctiveness of the groups of men. Using a score of 8 on the AUDIT (Conigrave, Hall & 

Saunders, 1995) to define alcohol misuse, veterans had 25 times the rate of alcohol abuse of 

the comparison men. As would be expected, all the veterans met criteria for clinical caseness 

on the SCL-90-R, while none of the comparison men did. 
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Table 2 

Tests for Differences Between Veterans and Comparison Males Including the Number and Percentage of men who Meet 

Criteria for Clinical Caseness 

  Veterans Comparison Males   

 M SD N % M SD N % F Effect Size 

CAPS 75.59 13.68 69/69 100% 0.0 0.0 0/32 0% - - 

AUDIT 16.19 9.91 52/69 75% 2.66 1.94 1/32 3% 58.30** 7 

SCL-90-R 1.88 .23 69/69 100% .13 .12 0/32 0% 1652.40** 14.6 

Note. M = Mean; SD = Standard Deviation; N = Number meeting clinical caseness; % = Percentage meeting clinical 

caseness *p < .05. **p < .01. 
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Table 3 reports the means and standard deviations for alcohol, mental health 

symptoms, and family environment for veteran and comparison wives, and the number and 

percentage of wives who meet criteria for alcohol problems and psychopathology. A series of 

one way ANOVAs indicated that veteran’s wives differed significantly from comparison 

wives across measures of alcohol, mental health symptoms, and family environment. 

Specifically, veteran’s wives showed higher levels of alcohol abuse and evidence more 

psychiatric problems, than do comparison wives, with large effect size differences between 

the groups. Furthermore, veteran’s wives perceive their family environment to be much less 

emotionally expressive, and to have much more conflict, than do comparison wives, and 

again these are very large effect size differences. Using a cut off of 8 on the AUDIT 

(Conigrave et al., 1995) to define alcohol abuse, Table 3 shows that 13% of veteran’s wives 

meet criteria for alcohol abuse compared to none of the comparison wives. Large differences 

are evident in the general psychopathology of veteran’s wives versus comparison wives. 

Using a cut off of .78 on the global severity index on the SCL-90-R (Derogatis, 1994) to 

define significant psychological disorder, nearly two thirds of veteran’s wives (64%) meet 

criteria for clinically significant psychopathology compared to only 3% of comparison wives. 
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Table 3 

Tests for Differences Between Veterans Wives and Comparison Females Including the Number and Percentage of Women who 

Meet Criteria for Clinical Caseness 

  Veterans Wives Comparison Wives   

 M SD N % M SD N % F Effect Size 

AUDIT 3.51 3.23 9/69 13% 1.93 1.52 0/32 0% 6.85** 1.04 

SCL-90-R 1.26 .87 44/69 64% .31 .55 1/32 3% 32.78** 1.73 

FES - - - - - - - - - - 

Expressiveness 2.81 1.64 - - 6.62 1.6 - - 120.10** 2.38 

Conflict 4.17 2.43 - - .78 .91 - - 58.29** 3.73 

Note. M = Mean; SD = Standard Deviation; N = Number meeting clinical caseness; % = Percentage meeting clinical caseness 

*p < .05. **p < .01. 
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Psychopathology in Offspring of Veterans 

Questionnaire Data 

The correlations between PTSD, alcohol abuse, and mental health symptoms for 

the men and their wives are presented for veterans and comparison men in Table 4. Most 

correlations were not reliably different from zero. A small but significant correlation was 

found between veteran’s alcohol abuse and veteran’s PTSD symptoms (r = .21, p < .05). 

In the comparison couples, significant correlations were found between the comparison 

wives and husbands drinking (r = .51, p < .01), and the comparison husbands drinking 

and psychopathology (r = -.23, p < .05). 

Table 4 

Correlations for PTSD, Alcohol and Mental Health Symptoms 

Measure 1 2 3 4 5 

1 Male CAPS - .206* .093 .097 -.177 

2 Male AUDIT -  .184 .073 -.045 

3 Wife’s AUDIT - .505**  .034 -.020 

4 Male SCL-90-R - -.234* -.069  .097 

5 Wife’s SCL-90-R - .140 -.110 -.174  

Note. Correlations for veterans and their wives presented above the diagonal; correlations  

for comparison couples presented below the diagonal. There are no correlations presented 

between CAPS PTSD symptoms and other variables for comparison families, as the men  

in the comparison group have no PTSD symptoms. *p < .05. **p < .01. 
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The lack of association between male and female partner drinking in the clinical 

group reflects that, 75% of the veterans met criteria for alcohol abuse, while few of their 

wives did. There is a likely ceiling effect for male veteran’s drinking with a truncated 

range of scores, and hence, little association with their wives’ drinking. In contrast, while 

few of the comparison men or their wives met criteria for alcohol abuse, there was an 

association between the men and their wives’ drinking. The pattern of association between 

spouse’s drinking in the comparison group is consistent with the general finding that 

spouses drinking is correlated (Daeppen et al., 2000).  

Correlations for child adjustment, family environment and attachment. The 

correlations between child adjustment, family environment and attachment to parents are 

presented in Table 5. All measures are significantly correlated with one another at the p < 

.01 level. Moderate to strong associations were found between the four measures of child 

adjustment. That is, strong associations were found between measures of depression, 

anxiety, and self-esteem with anger moderately correlated with each of the previous 

measures. Low correlations were found between the family expressiveness, family 

conflict, and with either child anxiety or anger, with moderate correlations evident 

between family environment, depression and self-esteem. Parental attachment was 

moderately associated with child depression, anxiety and self-esteem and weakly 

associated with anger. Finally, father’s attachment was moderately associated with family 

environment and mother’s attachment, but there was a weaker association between 

mother’s attachment and family environment conflict.
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Table 5 

Correlations for Child Adjustment, Family Environment and Attachment 

Measure 1 2 3 4 5 6 7 8 

1 BDI-II         

2 BAI .69**        

3 CS -.83** -.68       

4 STAXI-2 Anger .45** .49** -.47**      

5 FES Expressiveness -.44** -.35** .55** -.19**     

6 FES Conflict .55** .38** -.51** .35** -.47**    

7 PAQ Mother -.63** -.49** .65** -.29** .46** -.38**   

8 PAQ Father -.69** -.58** .64** -.30** .50** -.61** .74**  

*p < .05. **p < .01.         
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Do Children of Veterans Have Increased Rates of Psychopathology? 

In order to test Hypothesis 1, that the children of veterans suffering PTSD have high 

rates of psychological problems mediated by insecure attachment to the parents, I conducted a 

series of four multi-level modelling analyses using MLWin (Rasbash, Steele, Browne, & 

Prosser, 2005). The dependent variables for the analyses were depression on the BDI-II, 

anxiety on the BAI, self-esteem on the CS, and anger on the STAXI-2. Each model was 

hierarchically organised with children clustered within families, which allows for the 

interdependence of psychological adjustment within families. These analyses are presented in 

Table 6. The coefficients presented represent the change in the dependant variable for each 

unit of increase in the predictor variable. The group variable is entered as a dummy variable 

where the comparison group = 0 and veteran PTSD group = 1.Therefore, the coefficient for 

the group effect is equal to the difference in means between the groups.  

The multi-level models were built sequentially, beginning with a variance component 

analysis and then entering father’s PTSD as a predictor. The variance component analysis is 

presented in Table 6 as the Intra-class Correlation Coefficient (ICC) of the proportion of total 

variance accounted for at the family level. (The remaining variance is at the individual level). 

In Block 1, group (comparison vs. veteran PTSD family) was entered to establish if the means 

differed across these groups. The means of the two groups, and the group coefficient 

(standard error in parentheses) assessing the significance of the difference between the means, 

is presented in Table 6. Then, child-reported attachment to the father and mother were entered 

in a block, and present the coefficients (with their standard errors in brackets) for attachment 

in Table 6.  The coefficient for group in the final equation is preseneted after adding 

attachment in Block 2. Where there was a significant coefficient for group at Block 1, and the 
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group coefficient is no longer significant after Block 2, this indicates that the difference 

between the groups is mediated completely by attachment.  

As is evident from Table 6, children of veterans had substantially higher depression than 

children from comparison families. Using the standard deviation of the BDI-II from the test 

manual (Beck et al., 1996) of 5.9, the difference is a very large effect, (d = 1.87). Both father 

and mother insecure attachment predicted depression, and insecure attachment totally 

mediated the difference in depression between the groups. Further inspection of Table 6 

indicates that children of veterans had substantially higher anxiety than children of 

comparison families. Using the standard deviation of the BAI from the test manual (Beck & 

Steer, 1990) of 5.65, the difference is also a very large effect, (d = 1.37). In this instance, only 

father’s insecure attachment predicted anxiety, and it totally mediated the difference in 

anxiety between the two groups. Table 6 also indicates that children of veterans had lower 

self-esteem than children from comparison families. Using the standard deviation of the 

Coopersmith Inventory from the manual (Coopersmith, 1987) of 19, the difference is a large 

effect of (d = 1.52). Insecure attachment to both the mother and father predict self-esteem. 

However, these variables only partially mediate the difference in self-esteem between the two 

groups, as indicated by the significant residual group coefficient. The last dependent variable 

analysed was anger, as measured by the STAXI-2. Table 6 demonstrates that children of 

veterans had higher anger scores than children from comparison families. Using the standard 

deviation of the STAXI-2 from the manual (Spielberger, 1999) of 4.94, the difference is a 

moderate to large effect of (d = .67). In this instance, insecure attachment in the mother, but  

not the father, predicted anger and it completely mediated the difference in anger between the 

two groups. 
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Table 6 

Multi-Level Modelling of Psychological Disorder in Children of Veterans with PTSD and Comparison Group with Mediation by 

Attachment  

 

Variable 

 

Family ICC 

Means Group 

Coefficient 

Attachment Coefficient Residual Group 

Coefficient Comparison Veterans Father Mother 

BDI-II Depression 0.30* 4.27 15.30 11.04(1.96)* -.129(.026)* -.087(.025)* 2.957 (1.64) 

BAI Anxiety  0.33* 4.21 11.96 7.75(1.63)** -.098(.023)** -.035(.023) 2.577(1.50) 

CS Self-esteem 0.57* 84.56 55.64 -28.92(4.47)** .165(.056)** .221(.053)* -15.933(3.93)** 

STAXI-2 Anger 0.45* 17.00 20.33 3.33(1.31)* -.006(.020) -.04(.019)* 1.985(1.41) 

Note: Coefficients are presented with standard error in parentheses, *p < .05. ** p < .01
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In summary, Table 6 indicates that there are significant differences between offspring of 

veterans and comparison families. Specifically, offspring of veterans scored higher on 

depression, anxiety, and anger, and lower on self-esteem. Both insecure attachment to the 

father and mother predicted depression and self-esteem, with insecure attachment to the father 

predicting anxiety, and insecure attachment to the mother predicting anger. In all instances, 

insecure attachment totally mediated the differences between the two groups aside from self-

esteem, where insecure attachment only partially mediates the differences between the groups. 

Table 7 presents the number and percent of each group of offspring who met caseness 

for depression, anxiety, low self-esteem, and anger. Using a score of 14 on the BDI-II (Beck 

et al., 1996) to define depression, veteran’s offspring had almost 10 times the rate of 

depression of the comparison offspring. Likewise, using a score of 10 on the BAI to define 

anxiety (Beck & Steer, 1990), veteran’s offspring had 3.5 times the rate of anxiety of the 

comparison offspring. Table 7 also reveals that veteran’s offspring were 5 times more likely 

to have poor self-esteem using a score of 65 on the CS (Simon & Bernstein, 1971) to define 

poor self-esteem, and twice as likely to have anger problems using a score of 20 on the 

STAXI-2 (Spielberger, 1999), compared to comparison offspring. Hence, there are enormous 

differences between offspring of veterans and comparison families. 
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Table 7 

Number and Percentage of Offspring who Meet Criteria for Clinical Caseness 

  Veterans Offspring Comparison Offspring 

 Number meeting 

caseness 

Percentage meeting 

caseness 

Number meeting 

caseness 

Percentage meeting 

caseness 

BDI II Depression 59 51.3% 3 5.45% 

BAI Anxiety 53 46% 7 12.73% 

CS Self-esteem 81 70% 7 12.73% 

STAXI-2 Anger 58 50.43% 12 21.82% 
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Predicting Child Psychopathology 

I also conducted four multi-level modelling analyses to test Hypothesis 2, that the extent 

of psychological disorder in children of veterans suffering from PTSD is a function of the 

severity of the father’s psychopathology, insecure attachment to the parents, and the family 

environment. The dependent variables again were depression on the BDI-II, anxiety on the 

BAI, self-esteem on the CS, and anger on the STAXI-2. Each model was hierarchically 

organised with children clustered within families to allow for the inter-dependence of 

psychological adjustment within families. In these analyses, the subjects were the children of 

the veterans. These analyses are presented in Table 8, again presenting coefficients for each of 

the dependant variables. As a number of blocks were entered with more than one variable, I 

also present χ2, testing if the reduction in deviance from entering that block was significant. 

As in the previous analyses, the multi-level models were built sequentially, beginning 

with a variance component analysis and then adding four blocks of predictors. The variance 

component analysis is presented in Table 8 as an Intra-class Correlation Coefficient (ICC) of 

the proportion of total variance accounted for at the family level. (The remaining variance is 

at the individual level). In Block 1, father’s disorder severity was entered, as reflected by the 

total PTSD symptoms assessed on the CAPS and alcohol abuse on the AUDIT. In Block 2, 

attachment to the father and mother were entered. In Block 3, the cross-product of the father 

and mother attachment was entered, which tests the possibility of an interaction between these 

variables. Finally, the mother’s ratings of the family’s emotional expressiveness and conflict 

were entered, as assessed on the FES. 

As is evident from Table 8, children’s depression was unrelated to the severity of 

father’s disorder, but was associated with insecure parental attachment. There was no 
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interaction of paternal and maternal attachment. Family conflict, but not expressiveness, 

accounted for additional variance in depression. Further inspection of Table 7 reveals that 

children’s anxiety was unrelated to the severity of father’s disorder, but was associated with 

insecure attachment in the father but not the mother. There was no interaction of paternal and 

maternal attachment. Neither family conflict nor emotional expressiveness accounted for 

additional variance in anxiety when both variables were entered into the equation. However, 

when emotional expressiveness was removed, family conflict accounted for additional 

variance. Consistent with the previous results, Table 7 demonstrates that children’s self-

esteem is unrelated to the severity of father’s pathology, but was associated with insecure 

attachment in both the mother and father. Again, there was no interaction of paternal and 

maternal attachment. Family conflict but not expressiveness accounted for additional variance 

in self-esteem. The last dependent variable analysed was anger, as measured by the STAXI-2. 

Table 8 again reveals that children’s anger was unrelated to the severity of the father’s 

disorder, but was associated with insecure attachment in the mother but not the father. There 

was no interaction of paternal and maternal attachment. Family conflict was again found to 

account for additional variance, but not emotional expressiveness. 

In summary, Table 8 reveals that severity of father’s disorder was unrelated to children’s 

depression, anxiety, self-esteem, and anger. However, insecure parental attachment to both 

the mother and father accounted for depression and self-esteem, with insecure attachment to 

the father accounting for anxiety, and insecure attachment to the mother accounting for anger.  

Across all variables, there was no interaction of paternal and maternal attachment and in all 

instances family conflict, but not emotional expressiveness accounted for additional variance.   
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Table 8 

Multi-Level Modelling of Predictors of Psychological Disorder in Children of Veterans with PTSD 

Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

BDI-II  

Depression 

.12 Father’s disorder 1.68 1   PTSD CAPS -.124(.095) 

       Alcohol AUDIT .071(.131) 

  Attachment 65.78* 2  Father  -.140(.032)* 

      Mother  -.086(.031)* 

  Attachment interaction 2.80 1   Interaction .001(.001) 

  Family environment 6.74* 2   Expressiveness .228(.666) 

      Conflict  .953(.363)* 

BAI Anxiety .25 Father’s disorder 1 1   PTSD CAPS -.028(.081) 

       Alcohol AUDIT .110(.110) 
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Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

  Attachment 29.68* 2  Father  -.094(.030)** 

      Mother  -.043(.029) 

  Attachment interaction .081 1   Interaction .000(.000) 

  Family environment 4.87 2   Expressiveness .056(.630) 

      Conflict  .754(.343) 

CS Self-

esteem 

.53 Father’s disorder 1.025 1   PTSD CAPS .157(.218) 

       Alcohol AUDIT -.256(.297) 

  Attachment 47.86* 2  Father  .155(.066)* 

      Mother  .199(.063)** 

  Attachment interaction .073 1   Interaction .000(.001) 
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Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

  Family environment 12.22* 2   Expressiveness .505(1.516) 

      Conflict  -3.084(.886)** 

STAXI-2 

Anger 

.52 Father’s disorder .536 1   PTSD CAPS .025(.063) 

       Alcohol Audit .045(.086) 

  Attachment 11.48** 2  Father  -.010(.023) 

      Mother  -.042(.021)* 

  Attachment interaction 12.53**    Interaction -.001(.000) 

  Family environment 12.59**    Expressiveness .915(.533) 

      Conflict  1.169(.323)** 

Note: Coefficients are presented with standard error in parentheses, *p <. 05. **p <. 01.
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Testing Gender Differences in Child Outcomes 

 In order to test whether there might be gender differences in the outcomes for 

veteran’s offspring, I did some supplementary analyses. Gender was not included in the 

original analyses because of concerns about power when using too many predictors in a single 

equation with the sample size.  

I conducted four multi-level modelling analyses to test whether gender moderated the 

association between father’s psychopathology and child outcomes. The dependent variables 

again were depression on the BDI-II, anxiety on the BAI, self-esteem on the CS, and anger on 

the STAXI-2. Each model was hierarchically organised with children clustered within 

families, to allow for the interdependence of psychological adjustment within families. In 

these analyses the subjects were the children of the veterans. These analyses are presented in 

Table 9, again presenting coefficients for each of the dependant variables. As a number of 

blocks were entered with more than one variable, I also present χ2, testing if the reduction in 

deviance from entering that block was significant. 

As in the previous analyses, the multi-level models were built sequentially, beginning 

with a variance component analysis and then adding three blocks of predictors. The variance 

component analysis is presented in Table 9 as an Intra-class Correlation Coefficient (ICC) of 

the proportion of total variance accounted for at the family level. (The remaining variance is 

at the individual level). In Block 1, gender was entered. In Block 2, father’s disorder severity 

was entered, as reflected by the total PTSD symptoms assessed on the CAPS and alcohol 

abuse on the AUDIT. In Block 3, the cross-product of gender and father’s disorder was 

entered, which tests the possibility of an interaction between these variables, whilst also 

testing for moderation. 
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As is evident from Table 9, male offspring were more depressed, more anxious, and had 

more anger problems than female offspring, but there was no gender difference in self-esteem.  

The extent of offspring problems was unrelated to paternal psychopathology in either gender.   
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Table 9 

Testing Gender Differences in Child Outcomes 

Dependent 

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

BDI-II  

Depression 

.12 Gender 8.96** 1    -7.706(2.402)** 

  Father’s disorder 1.984 2   PTSD CAPS -.121(.088) 

       Alcohol AUDIT .070(.121) 

  Gender interaction 

x Father’s disorder 

5.498 2   

 

Gender x Alcohol 

AUDIT 

.107(.239) 

       Gender x PTSD 

CAPS 

.385(.178) 

BAI 

Anxiety 

.25 Gender 13.42** 1     
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Dependent 

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

 
 

 Father’s disorder 
 

1.492 2   PTSD CAPS -.026(.069) 

       Alcohol AUDIT .119(.096) 

  Gender interaction 

x Father’s disorder 

3.901 2   Gender x Alcohol 

AUDIT 

-.125(.187) 

       Gender x PTSD 

CAPS 

.278(.139) 

CS Self-

esteem 

.53 Gender 2.357 1     

  Father’s disorder 1.346 2   PTSD CAPS .175(.203) 

       Alcohol AUDIT -.269(.277) 

  Gender interaction 

x Father’s disorder 

5.295 2   Gender x Alcohol 

AUDIT 

-.590(.465) 
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Dependent 

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

       Gender x PTSD 

CAPS 

-.579(.340) 

STAXI-2 

Anger 

.52 Gender 13.287*

* 

1     

  Father’s disorder .703 2   PTSD CAPS .025(.059) 

       Alcohol AUDIT .050(.080) 

  Gender interaction 

x Father’s disorder 

2.382 2   Gender x Alcohol 

AUDIT 

-.161(.129) 

       Gender x PTSD 

CAPS 

.111(.094) 

Note: Coefficients are presented with standard error in parentheses, *p <. 05. **p <. 01.
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Does Mother’s Psychopathology Predict Child Psychopathology and do Attachment and 

Family Environment Mediate That Association? 

Given that father’s psychopathology was not predictive of child adjustment, and 

noting the level of psychopathology in the wives of the clinical group, it seemed important to 

conduct some supplementary analyses to assess whether mother’s psychopathology predicted 

child psychopathology. In addition, I tested whether attachment or family environment 

mediated that association. Mother’s psychopathology was not included in the original 

analyses, because of concerns about power when using too many predictors in a single 

equation with the sample size.  

Correlations for maternal psychopathology (clinical group) and child adjustment. The 

correlations between maternal psychopathology and child outcomes are presented in Table 10. 

No significant correlations were found between mother’s alcohol abuse and mother’s 

psychopathology, and mother’s alcohol abuse and any of the child outcome measures. Small 

to moderate associations were found between mother’s psychopathology and all child 

outcome measures except, for child anger. Moderate to strong associations were found 

between the four measures of child adjustment (i.e., of depression, anxiety, self-esteem, and 

anger). 
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Table 10 

Correlations for Maternal Psychopathology (Clinical Group) and Child Adjustment 

Measure 1 2 3 4 5 6 

1 Mother’s AUDIT       

2 Mother’s SCL-90-R -.1      

3 BAI -.05 .28**     

4 BDI-II .07 .43** .63**    

5 STAXI-2 Anger .17 -.11 .50** .43**   

6 CS -.01 -.49** -.63** -.82** -.46**  

*p < .05. ** p <.01. 
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Correlations for maternal psychopathology, family environment and attachment. The 

correlations between maternal psychopathology, family environment and attachment to 

parents are presented in Table 11. A small, significant was found between maternal alcohol 

abuse and emotional expressiveness, but maternal alcohol abuse was not correlated with any 

other variables. Small correlations were found between maternal psychopathology and family 

emotional expressiveness and conflict, with moderate correlations between maternal 

psychopathology and parental attachment. Emotional expressiveness was weakly associated 

with conflict and moderately correlated with father’s attachment, but not correlated with 

mother’s attachment. Conflict was moderately correlated to both maternal and paternal 

attachment. Finally, father’s attachment was strongly associated with mother’s attachment.   
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Table 11 

Correlations for Maternal Psychopathology, Family Environment and Attachment 

Measure 1 2 3 4 5 6 

1 Mother’s AUDIT       

2 Mother’s SCL-90-R -.10      

3 FES Expressiveness .32** -.34**     

4 FES Conflict .03 .26** -.27**    

5 PAQ Mother .05 -.38** .15 -.08   

6 PAQ Father .02 -.41** .39** -.18 .70**  

*p < .05. **p < .01.       
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To test whether the extent of psychological disorder in children of veterans suffering 

from PTSD is a function of the severity of the mother’s psychopathology, four multi-level 

modelling analyses were conducted. If mother’s psychopathology predicted child outcomes, 

then there was testing of whether attachment and family expressiveness, or conflict, mediated 

that association. Again, the dependent variables were depression on the BDI-II, anxiety on the 

BAI, self-esteem on the CS, and anger on the STAXI-2. Each model was hierarchically 

organised with children clustered within families to allow for the inter-dependence of 

psychological adjustment within families. In these analyses the subjects were the children of 

the veterans. These analyses are presented in Table 12, again presenting coefficients for each 

of the dependant variables. As a number of blocks were entered with more than one variable, I 

also present χ2, testing if the reduction in deviance from entering that block was significant. 

As in the previous analyses, the multi-level models were built sequentially, beginning 

with a variance component analysis and then adding three blocks of predictors. The variance 

component analysis is presented in Table 11 as an Intra-class Correlation Coefficient (ICC) of 

the proportion of total variance accounted for at the family level. (The remaining variance is 

at the individual level). In Block 1, mother’s disorder severity was entered as reflected by the 

total psychopathology symptoms assessed on the SCL-90-R, and alcohol abuse on the 

AUDIT.  In Block 2, attachment to the father and mother was entered , and the mother’s 

ratings of the family’s emotional expressiveness and conflict, as assessed on the FES. In 

Block 3, mother’s disorder severity was entered. 

Table 12 reveals that severity of mother’s psychopathology was related to children’s 

depression, anxiety, and self-esteem; and severity of mother’s alcohol abuse was related to 

child anger. However, insecure parental attachment to both the mother and father accounted 
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for depression and self-esteem, with insecure attachment to the father accounting for anxiety, 

and attachment not accounting for anger at all. Across all variables, family conflict, but not 

family emotional expressiveness, accounted for additional variance except in the case of 

anger. Emotional expressiveness accounted for additional variance in anger problems beyond 

that accounted for by other predictors. Parental attachment and family conflict completely 

mediated the association between maternal psychopathology and child depression, and 

partially mediated the association between maternal psychopathology and child self-esteem. 

In the case of child anxiety, insecure paternal attachment and family conflict completely 

mediated the association between maternal psychopathology and child anxiety. Attachment 

and family variables do not mediate the association between mothers alcohol abuse and child 

anger. 
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Table 12 

Multi-Level Modelling of Predictors of Psychological Disorder in Children of Veterans Wives 

Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

BDI-II  

Depression 

.12 Mother’s disorder 24.40** 1  Psychopathology 

SCL-90-R 

 6.40(1.22)** 

       Alcohol AUDIT .478(.336) 

  Attachment & family 

environment 

49.60** 4  Father’s attachment  -.124(.032)** 

      Mother’s attachment  -.094(.030)** 

       Expressiveness .043(.663) 

      Conflict  .947(.367)** 

  Mother’s disorder 5.749 2   Psychopathology 

SCL-90-R 

2.124(1.110) 
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Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

       Alcohol AUDIT .438(.282) 

BAI Anxiety .25 Mother’s disorder 8.61** 1  Psychopathology 

SCL-90-R 

 3.43(1.147)** 

       Alcohol AUDIT -.033(.311) 

  Attachment & family 

environment 

26.27** 4  Father’s attachment  -.090(.030)** 

       Mother’s attachment -.039(.028) 

       Expressiveness .105(.622) 

      Conflict  .766(.344)* 

  Mother’s disorder .621 2   Psychopathology 

SCL-90-R 

.531(1.064) 

       Alcohol AUDIT -.161(.271) 
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Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

CS Self-

esteem 

.53 Mother’s disorder 23.57** 1  Psychopathology 

SCL-90-R 

 -

14.571(2.77)** 

       Alcohol AUDIT -.787(.748) 

  Attachment & family 

environment 

26.27** 4  Father’s attachment  .130(.066)* 

      Mother’s attachment  .215(.060)** 

       Expressiveness .471(1.51) 

      Conflict  .-

3.100(.893)** 

  Mother’s disorder .7.33* 2  Psychopathology 

SCL-90-R 

 .-

7.168(2.65)** 

       Alcohol AUDIT -.0435(.654) 
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Dependent  

Variable 

Family 

ICC 

Block  Variable Coefficient 

(SE) Label χ2 df  In equation Not in equation 

STAXI-2 

Anger 

.52 Mother’s disorder 3.996* 1   Psychopathology 

SCL-90-R 

-1.011(.931) 

      Alcohol AUDIT  .412(.250)* 

  Attachment & Family 

environment 

21.92** 4   Father’s attachment -.025(.022) 

       Mother’s attachment -.029(.020) 

      Expressiveness  1.190(.516)* 

      Conflict  1.173(.307)** 

 

 

 Mother’s disorder 10.26** 2  Psychopathology 

SCL-90-R 

 -2.849(.895)** 

       Alcohol AUDIT .224(.221) 

Note: Coefficients are presented with standard error in parentheses, *p <. 05, **p <. 01.
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CHAPTER FIVE 

Discussion 

The present study tested three hypotheses relating to the proposition that 

insecure attachment and negative family environment mediate the association 

between parental PTSD and psychopathology in their offspring. The first hypothesis 

was supported; wives of veterans with PTSD displayed more alcohol abuse and 

psychological disorder than wives of non-veterans without PTSD. Hypothesis two 

was also supported; offspring of veterans with PTSD had much higher levels of 

depression, anxiety and anger, and lower self-esteem, than offspring of non-veterans 

without PTSD. These problems were even more marked for sons than daughters of 

veterans. The difference in depression, anxiety, and anger between the two groups of 

offspring was mediated by insecure attachment, and the difference in self-esteem was 

partially mediated by attachment. There was partial support for the third hypothesis, 

insecure attachment and high family conflict predicted psychological adjustment in 

the offspring, but low emotional expressiveness and severity of father’s 

psychopathology did not.   

 The current findings replicated prior research that offspring of veterans with 

chronic PTSD have high rates of psychopathology (Caselli & Motta, 1995; Rosenheck 

& Nathan, 1985; Yehuda et al., 2001), and extended that work showing extent of 

psychopathology was mediated by insecure parental attachment and high family 

conflict. There was an association of both paternal and maternal attachment to 

offspring psychopathology, suggesting that attachment to both parents is important. 

The interaction of maternal and paternal attachment was not associated with offspring 

psychopathology, which suggests that a secure attachment with one parent does not 

compensate for insecure attachment with the other parent. 
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Psychopathology in Spouses of Veteran’s 

In the current study, wives of veteran’s had more alcohol abuse and 

psychopathology than wives of non-veterans, which is consistent with previous 

research (Carroll et al., 1985; Dirkzwager et al., 2005; Riggs et al., 1998; Solomon et 

al., 1992; Verbosky & Ryan, 1988; Westerink & Giarratano, 1999). Like the wives of 

Vietnam veterans with PTSD studied by Wetserink and Giarratano (1999), the current 

sample of partners evidenced high levels of anxiety and depression, and like the wives 

of Israeli veterans studied by Solomon et al., (1992) reported high overall psychiatric 

symptoms.   

 As the current study was cross-sectional, it is not possible to determine the 

causal relationship between veteran’s PTSD and wife’s psychopathology. It is 

possible that wives exposure to their husbands PTSD symptoms (e.g., aggressive 

outbursts and emotional withdrawal) caused wives’ problems. Solomon et al. (1992) 

suggest that close and prolonged contact with a traumatized veteran may serve as a 

chronic stressor, which can result in physical and psychiatric distress among the 

partners of veterans with PTSD. In addition, military veterans with PTSD are more 

inclined to display both physically and emotionally aggressive and hostile behaviours 

than veterans without PTSD (Beckham, Roodman et al., 1996; Carroll et al., 1985; 

Jordan et al., 1992; Ruscio et al., 2002). Such domestic violence may act as a trauma 

for the partners. Furthermore, one cannot rule out the possibility that the psychiatric 

symptoms of the partner might have predated the relationship with the veteran. People 

with similar characteristics (e.g., depressive, anxiety tendencies etc.) tend to choose 

each other as mates (Dirkzwager et al., 2005; Negri et al., 1979; Solomon et al., 

1992), and the high rates of spouse psychopathology might be the result of this 
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assortive mating. Finally, it is possible that spouse psychopathology (and attendant 

marital problems) may have made it more difficult to recover from PTSD. In contrast, 

partners with low psychopathology and high marital satisfaction may have helped to 

ameliorate PTSD problems, such that these couples were unlikely to be recruited 

through a PTSD treatment group. 

 

Psychopathology in Offspring of Veteran’s 

The current study found that offspring of Vietnam veterans with PTSD 

displayed extremely high levels of depression, anxiety, anger, and lower self-esteem 

compared to offspring of non veterans without PTSD or mental health issues. These 

differences were quite marked.  For example, veteran’s offspring evidenced almost 10 

times the rate of depression of the comparison offspring.  

The results are consistent with much research, finding high rates of 

psychopathology in the offspring of Holocaust survivors and American Vietnam 

veterans with PTSD (Barocas & Barocas, 1983; Davidson et al., 1989; Jordan et al., 

1992; Matsakis, 1996; Rosenheck & Nathan, 1985; Solomon, Kotler & Mikulincer, 

1988; Yehuda et al., 2001; Yehuda, Schmeidler & Wainberg, Binder-Byrnes & 

Duvedani, 1998; Yehuda, 1999). For example, several researchers noted a high 

incidence of depression, anxiety and aggressive behaviour, inadequate maturity, 

excessive dependence, and poor coping skills in the offspring of Holocaust survivors 

with PTSD (Barocas & Barocas, 1983; Danieli, 1981; Rackoff et al., 1976).  

Rosenheck and Nathan treated children of American Vietnam veteran’s with PTSD 

and noted that the children displayed symptoms similar to children of Holocaust 

survivors. The symptoms included identification with, and intense involvement in the 

emotional life of the father, guilt, anxiety and aggressiveness. Harkness (1993) and 
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Yehuda (1999) suggest that the effects of having a parent with PTSD vary from 

family to family, but common responses to father’s irritability, aggressiveness, 

depression and withdrawal were secondary traumatisation, depression, guilt, anxiety 

and irritability, or becoming ‘rescuers’ of their parents (Rosenheck, & Thomson, 

1986). In a more recent study, Yehuda et al. (2001) found that the total number of 

lifetime psychiatric disorders was found to be substantially higher in offspring of 

Holocaust survivors with PTSD, than in comparison subjects, with depressive 

disorders reported with the greatest frequency. The current study replicates these 

findings with depression the most frequently reported condition, with 51% of 

veteran’s offspring meeting criteria for clinical caseness compared to 5.45% of the 

comparison group. Depression was the most frequently reported condition by 

veteran’s offspring.  

The few previous papers examining psychopathology in offspring of 

Australian Vietnam veterans failed to find elevated rates of psychopathology 

(Davidson & Mellor, 2001; Westerink & Giarratano, 1999). However, Westerink and 

Giarratano (1999) conducted a small study of Vietnam veterans with PTSD, with only 

22 veteran’s offspring and a community control group not matched to the veterans 

group. Low power and confound between the groups might have lead to a type 2 

error. 

Davidson and Mellor (2001) did match the control and veteran’s groups and 

recruited a larger group of veterans offspring (n = 55), but again found no difference 

in psychological adjustment of veteran’s and comparison offspring. However, they 

did not assess depression, anxiety, or anger, as was the case in the present study. 

Further, they only included one child per family and it is unclear how this child was 

selected. 
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Attachment and Family Environment Variables 

The finding that insecure parental attachment and high family conflict 

predicted psychological adjustment in offspring of a father with PTSD, is a new and 

important finding. It is consistent with a body of research showing that, insecure 

attachment and family conflict are important mediators of the effects of parental 

alcohol abuse and parental depression on offspring (Carter et al., 2001; DeMulder & 

Radke-Yarrow, 1991; Eiden et al., 2002; Martins & Gaffan, 2000; Radke-Yarrow, 

Cummings, Kuczynski & Chapman, 1985; Teti, Gelfand et al., 1995).   

The finding that sons of veterans were more depressed, more anxious, and had 

more anger problems than daughters of veterans was surprising given that the 

literature on offspring of depressed parents, and offspring of parents with alcohol 

abuse note few differences between the sexes (Chalder et al., 2006; Edwards et al., 

2001; Oyserman et al., 2002; Burke, 2003). However, we know from chapter one that 

veteran’s evidence high rates of comorbid depression. Hence, it is possible that what 

we are observing are the effects of same gender role modelling. That is, that father’s 

affect sons more than daughters. 

Offspring attachment security with mothers did not buffer children against the 

risk of psychopathology associated with fathers PTSD. However, children securely 

attached to mothers still displayed fewer problems than those with insecure maternal 

attachment. Thus, mother-infant attachment does not moderate the relationship 

between fathers PTSD and child psychopathology, but maternal attachment is still 

beneficial.   

The spouses of veterans in the current sample displayed high levels of 

psychological problems compared to wives of non veterans. Specifically, 64% of 

veteran’s wives evidenced psychological problems compared to 3% of comparison 
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wives. It is likely that chronic psychopathology in both parents (in the veterans group) 

increased psychopathology in their offspring. The results support the body of 

evidence, which suggests that child adjustment problems are more likely when both 

parents evidence high levels of psychopathology (Eiden & Leonard, 1996; Eiden et 

al., 2002). 

In the current study, the severity of veteran’s PTSD or alcohol abuse had no 

direct association with psychological adjustment in offspring, which seems at odds 

with the well replicated finding that, severity of alcohol abuse or depression in parents 

predicts extent of psychopathology in offspring (Cicchetti et al., 1998; Edwards et al., 

2006; El-Sheikh & Buckhalt, 2003). It is possible that the extreme nature of the PTSD 

symptoms in the current sample of veterans, combined with the high rates of 

comorbid problems (75% alcohol abuse and 100% other psychological problems) 

produced a ceiling effect. That is, there was not sufficient variance in veteran’s 

psychopathology to show an association with offspring psychopathology. Secondly, 

the PTSD symptoms of emotional numbing/avoidance and hyperarousal are linked to 

problematic relationships and family dysfunction, which result in maladaptive 

outcomes in spouses (Ford et al., 1993, Hendrix, Jurich & Schumm, 1995; Riggs et 

al., 1998; Savarese, Suvak, King & King, 2001). It is thus possible that father’s PTSD 

and psychopathology results in increased psychopathology in offspring, by 

contributing to high levels of family conflict, and it is family dysfunction which is 

contributing to the maladaptive outcomes in offspring, as opposed to the direct effects 

of parental PTSD/psychopathology. 

In the current study, Veteran’s wives reported significantly higher levels of 

family conflict, and much lower levels of emotional expressiveness, compared to 

wives of non-veterans. Furthermore, high levels of family conflict mediated the 
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effects of paternal psychopathology on child outcomes. This is consistent with 

abundant evidence that a negative family environment is a risk to children’s 

psychological adjustment. For example, El-Sheikh and Buckhalt (2003) found that 

high family conflict, decreased cohesion, and less parental care mediated the 

relationship of parental alcohol dependence and poor adjustment outcomes in 

offspring. Furthermore, Eiden et al. (2002), in their study examining parental alcohol 

problems and parent infant attachment, report that high family conflict was associated 

with increased severity of alcohol problems in both parents, and suggest that the 

association between family conflict and negative child outcomes may be through the 

impact of family conflict on the quality of the parenting behaviour, which is a 

possible explanation for the results in the current study.   

What is surprising in the current study is that decreased emotional 

expressiveness did not mediate the relationship between paternal psychopathology 

and psychopathology in offspring.  Emotional expressiveness did correlate with the 

offspring outcome, but did not predict beyond parental attachment and family 

conflict. It would appear that shared variance between conflict and emotional 

expressiveness might account for the results. Hence, the current study is unable to 

discriminate which family environment variable (conflict or emotional 

expressiveness) is associated with child psychopathology. 

The current findings that offspring of veterans with PTSD have high levels of 

depression, anxiety, lower self-esteem and higher anger, and that this is mediated by 

insecure parental attachment and high levels of family conflict could be a result of 

multiple explanations. It is possible that the severity of fathers PTSD may directly 

effect offspring adjustment and what we may be observing is a ceiling effect, hence 

not allowing sufficient variance for the effects to be observed in the current study. 
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Alternatively, it may be that the comorbid conditions of alcohol abuse and/or 

depression in the veteran may account for poor offspring outcome and not PTSD. 

Another possibility is that PTSD and increased comorbidity is required to produce 

poor offspring outcomes. Yet another possibility is that maternal psychopathology 

contributed more to poor child outcomes than paternal psychopathology. Of course it 

is possible that the combination of high levels of maternal and paternal 

psychopathology contributed to poor offspring outcomes. Alternately, paternal 

psychopathology may result in poor offspring outcomes by effecting the ability of the 

father to parent the child, thus effecting the attachment relationship and therefore, 

resulting in poor offspring outcomes. Furthermore, it may be that paternal PTSD 

exerts its effects through family variables, which have a deleterious effect on parent-

child relations, which in turn have an effect on offspring psychopathology.   

Strengths and Limitations of the Current Study 

There are several limitations of the current study which are worth noting. 

Firstly, it is clear that the directionality of effects cannot be addressed in this cross 

sectional, correlational study.  Prospective longitudinal investigations are required to 

clarify some of the causal processes involved. For example, research which follows 

the family prior to exposure to trauma and the development of PTSD, would allow us 

to examine whether the constructs of high conflict and low emotional expressiveness 

develop as a result of PTSD, or predate this condition. Furthermore, tracking the 

family over time allows researchers to examine if insecure attachment is evident early 

on in age. This is important given the work of Edwards et al. (2004, 2006), who found 

that infants were insecurely attached to their parents at 12 months of age in families 

with paternal alcohol dependence, and has further implications for treatment and early 

intervention.  
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Secondly, this study was conducted with a group of PTSD sufferers who were 

chronic, long term combat-related and receiving treatment. Hence, the results are not 

likely to be representative of families in which one person has recent onset PTSD. 

Future, longitudinal research targeting peacekeepers/war veterans soon after the 

traumatic event is likely to help us separate the direct effects of what people suffer in 

the first 6 months after exposure to trauma, as opposed to many years after the 

triggering event. This is important since McFarlane and Yehuda (1996) state that 

there are likely to be different determinants between the two populations. 

Furthermore, it is unknown from the current comparison group whether the results are 

attributable to the veterans PTSD, exposure to combat related trauma, or some 

comorbid diagnosis. Future studies comparing offspring of veterans with PTSD, 

offspring of veterans without PTSD/psychopathology, and offspring from a group of 

non-veterans matched on age and so forth, with a diagnosis, such as depression or 

alcohol abuse, are likely to provide specific information regards this. However, the 

sample studied, is likely to be representative of chronic, long term combat related 

veterans with PTSD receiving treatment, and it is concerning that in this most chronic 

group of PTSD sufferers we see profound adverse effects on offspring. 

Thirdly, PTSD was not assessed in the offspring of veterans. This should be 

done in future research given that the research suggests a genetic contribution to the 

development of PTSD (Yehuda, 1999), and that more recent research tends to 

conceptualise PTSD as a biopsychosocial disorder (Shalev, 1997). 

Fourthly, the inclusion criteria specify that the offspring must have lived for a 

minimum of five years with the veteran, and that at least some of that cohabitation 

must have occured within the last five years. While these inclusion criteria mean the 

offspring must have spent a substantial period of their development with the index 
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father, they were not specific about which developmental years the child lived with 

the parent. Given that 25% of veterans’ offspring were stepchildren, this highlights 

that many of these offspring might not have resided with the veteran during early 

childhood. To the extent that exposure to a father with PTSD in early childhood is 

crucial in development of later psychopathology, the current findings might actually 

understate the association of paternal PTSD and offspring psychoathology. It is 

important in future research to ascertain precisely what periods of development that 

the child lived with the veteran. 

A strength of the study is that veteran’s PTSD was measured via clinical 

interview and confirmed by the treating psychiatrist. Furthermore, while the other 

measures used were self-report, multiple informants provided information on key 

variables. For example, mother reports were used to assess family environment, while 

offspring reports were used to assess child psychopathology. This avoids the common 

method variance inherent in self-reports all drawn from one person. However, it is 

acknowledged that each member is reporting on the same family, which raises the 

possibility of mutual influence among family members. Hence, observational 

assessment of family interactions would help to overcome this.   

Implications for Theory and Practice 

There is considerable anecdotal evidence suggesting that the intergenerational 

impact of PTSD is an important area of study. In Australia the Vietnam Veterans 

Counselling Service “Sons and Daughters” project was developed to enhance access 

to mental health services by veterans’ offspring, based on the finding that those 

offspring were at greater suicide risk than the general population. The “Sons and 

Daughters” project is currently being evaluated, and should help establish if early 

intervention can reduce the level of psychopathology in offspring of veterans with 
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PTSD. This thesis, like the “Sons and Daughters” project adds to the literature on the 

intergenerational transmission of trauma, by providing evidence that offspring of 

Vietnam veterans with PTSD are at increased risk of poor outcomes. Traumatic 

experiences of the veteran can be transmitted to the child in one of three ways. First, 

the child can be directly traumatized by the parent’s PTSD symptoms, specifically 

those of emotional numbing and hyperarousal, which exert their influence on the child 

through high family conflict and insecure parental attachment. Second, the 

transmission may occur by a comorbid disorder, such as depression or alcohol abuse, 

which again exerts its influence on the child through insecure attachment and 

dysfunctional family environment (high family conflict).  Thirdly, the transmission 

may occur as a result of disturbances in the father’s parenting.   

This thesis examines a mediational model, which accounts for both individual 

risk factors, for example, parental PTSD, comorbidity, maternal psychopathology, 

parenting variables, such as the attachment relationship, and contextual variables, 

which include family functioning variables. This is important given that risk for 

offspring is not likely to be limited to any one single variable, but rather a complex 

interplay of variables interacting with one another.  However, the idea that parental 

PTSD is linked to offspring’s psychopathology requires much more research. In its 

current state, the research is limited and methodologically flawed. Future endeavours 

in this area should attempt to partial out the effects of comorbid psychopathology, to 

assess a unique contribution of PTSD to the poor outcomes seen in veteran’s 

offspring.  Additional covariates such as combat exposure, genetic contribution and 

domestic violence and so forth should also be taken into account in a systematic 

fashion. 



152 

 

 
 

A further theoretical strength of this thesis is that the attachment relationship 

to both parents was measured and analysed. This is important since a large body of 

research in the depression literature has only focused on maternal attachment, failing 

to take into account the father, and likewise the literature examining parental alcohol 

dependence has primarily focused on paternal attachment, neglecting to examine the 

effects of the mother, although this is improving with more recent longitudinal 

studies. As found in this thesis, attachment to both parents is likely to be important 

with regards to child adjustment. By failing to examine both parents, it is unknown as 

to the effects of the parent not studied on child adjustment. 

Clinical Implications 

Clinical implications of this study are focused in two areas: (a) early 

intervention and prevention with families where a parent is employed by the defence 

force, exposed to trauma, and develops PTSD, or intervening with the second 

generation; and (b) the treatment of offspring of chronic veterans with PTSD. 

Beardlsee’s and colleagues work (1992, 1993, 1997, 2002) on preventive 

interventions for families with affective disorders, provides evidence for a family 

centered approach. The preventive intervention project is a longitudinal study that 

works with families to prevent difficulties in children from homes, where parental 

affective illness is present. The fundamental aim of the project is the prevention of 

childhood disorder, through the promotion of resilient traits and the modification of 

risk factors associated with parental affective illness (e.g., poor marital 

communication, dysfunctional parenting practices, a lack of focus on the children, and 

confusion and misunderstanding in families (Beardslee et al., 2002).   

The first phase of the project was initiated in 1989. Families, in which one or 

both parents had been diagnosed with an affective illness with non-ill children 
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between the ages of 8-15 years, were recruited. Each family was randomly assigned 

and participated in either a two part lecture series or a short term clinician facilitated 

intervention. 

The two interventions are similar in content, but differ in the degree in which 

cognitive materials are linked to the unique illness experience of the family 

(Beardslee et al., 2002). In the lecture condition, the parents attend a two part lecture 

series without their children. There is no direct attempt to link the psychoeducational 

material presented to the families experience of the illness, except in response to 

specific questions raised by parents during the discussion portion of the lectures. In 

the clinician facilitated condition, the intervenor actively works with the family, to 

link their unique experience of the illness to the presented cognitive materials. The 

children participate in a family meeting, in which the parents are given the 

opportunity to discuss their illness with them. 

Improved communication about the illness between spouses, with children and 

as a family, have been observed in participants of both intervention conditions 

(Beardslee, Salt, et al., 1997; Beardslee et al., 2002). Both interventions were reported 

to reduce levels of parental guilt regarding the illness, and to increase understanding 

of parental illness by the children (Beardslee, Wright, et al., 1997). Overall, 

significantly greater levels of change regarding illness related behaviour, attitudes, 

and overall change were found for participants in the clinician rated condition, than 

for participants in the lecture condition (Beardslee, Salt, et al., 1997). Additionally, 

significantly more parents from the clinician facilitated condition were rated as having 

higher levels of self understanding and improved focus on their children, than 

participants from the lecture condition (Beardslee, Salt, et al., 1997; Beardslee et al., 

2002). Children, whose parents reported a positive response to intervention, 
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correspondingly reported better outcomes in terms of depressive symptoms and 

current global functioning (Beardslee, Wright, et al., 1997). In a study which 

compared both interventions to no intervention, both interventions have proved to 

offer sustained benefits to families compared to no intervention, but the clinician 

facilitated intervention has consistently proved much greater benefits (Beardslee et al., 

2002). 

The clinician facilitated intervention is an intensive short term intervention 

with a psycho-educational format.  The intervention consists of 6-8 sessions that 

include meetings with the parents (sessions 1, 2, 4 and 6), individual meetings with 

the children (session 3), and a family meeting (session 5) (Beardslee et al., 2002). 

During the first and second sessions, the clinician constructs a history of the illness 

with the parents. 

In the second session with the parents, the emphasis shifts to the non-ill 

spouse’s experience. There is also the presentation of cognitive information, which 

involves teaching about aspects of parental depression (i.e., aetiology, signs and 

symptoms) and about the risks to and resiliency of children exposed to parental 

affective illness.   

It is during the third meeting that the clinician is introduced to the children. 

The meeting has several objectives: (a) develop rapport with the child, (b) assess the 

child’s current functioning and assess their understanding of the parent’s illness, and 

(c) to help the child articulate questions or concerns, which might be presented at the 

family meeting (Beardslee et al., 2002). 

During the fourth meeting, the clinician meets with just the parents. This 

meeting has three main objectives: to provide the parents with a review of their 

child’s functioning, to link the parent’s perception of depression with that of the 
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child’s experience of the parental affective illness, and to facilitate the parent’s 

participation in the joint task of planning the family meeting. 

The primary objective of the family meeting, which occurs in the fifth session, 

is to facilitate the creation of a shared understanding of the parental illness, which 

incorporates the affective experience of all family members. Secondly, the family 

meeting serves to empower parents to conceptualize and present the depression to 

their children as an illness that may have affected the family in various ways, and can 

now be discussed and understood (Beardslee et al., 2002). 

During the final session, the clinician encourages the parents to talk between 

themselves about their reactions to the family meeting. The clinician inquires about 

each child’s reaction to the family meeting, and helps the parents formulate ways they 

can address any concerns or questions that may have come up. The clinician further 

helps the parents make a plan for dealing with future illness-related difficulties. 

Treatment that is multifaceted, with early intervention including the spouse, 

and focusing on couples and families in addition to individual treatment for the 

veteran, is likely to be most effective for veterans and their families. Hence, the 

clinician facilitated intervention of (Beardslee et al., 1992, 1993, 1997, 2002) has the 

potential to be adapted to families with parental PTSD. The advantages of this 

treatment with regards to PTSD families is that it focuses on factors, such as poor 

marital communication, dysfunctional parenting practices, and helps make sense of 

the confusion and misunderstanding in families in addition to the psychopathology of 

the father; all important factors in families where a parent suffers PTSD. A further 

benefit of this program is that the family discussion allows each member to discuss 

their emotions in a safe environment, and thereby begins the process of increasing 

emotional expressiveness, which can be continued in the home environment. 
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However, the content may need to be adapted to focus more specifically on skills in 

the area of anger management and problem solving, since these areas would appear to 

be particularly important in families with parental PTSD.   

Whilst the primary goal is to reduce psychopathology in at risk 

children/families, it is unlikely that this can be achieved for all offspring due possibly 

to the genetic component.  However, the involvement of offspring in intervention 

allows the clinician to assess the functioning/psychopathology of children, and thus 

identify early whether more specialized intervention/treatment is required. 

Furthermore, parental education about the symptoms of psychopathology in offspring 

is a vital part of (Beardlsee et al.’s., 2002) clinician based intervention. Hence, as 

children experiencing difficulty are identified, it is hoped that these informed parents 

will seek treatment for their children. 

It is expected that clinical treatment for offspring of veterans with PTSD 

suffering depression and/or anxiety would be the same as that received by an 

individual suffering depression and/or anxiety, whose parents are non veterans 

without PTSD. That is, psychological treatment is likely to be cognitive behavioural 

in orientation and incorporate schema focused therapy addressing early learning 

experiences.   

Cognitive therapy is pertinent because it has been extensively tested since the 

first outcome study was published in 1977 (Rush, Beck, Kovacs, & Hollon, 1977). 

Controlled studies have demonstrated its efficacy in the treatment of major depressive 

disorder (Dobson, 1989), generalized anxiety disorder (Butler, Fennell, Robson & 

Gelder, 1991), panic disorder (Barlow, Craske, Cerney & Klosko, 1989; Beck, Sokol, 

Clark, Berchick, & Wright, 1992; Clark, Salkovskis, Hackmann, Middleton & Gelder, 

1994) and substance abuse (McLellan, Woody, Luborsky, O’Brien & Druley, 1983). 
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Furthermore, cognitive therapy is currently being applied as the sole treatment or as 

an adjunctive treatment for other disorders, such as PTSD (Australian Centre for 

Posttraumatic Mental Health, 2007; Dancu & Foa, 1992; Howes & Parrott, 1991).   

Persons, Burns and Perloff (1988) have found that cognitive therapy is 

effective for patients with different levels of education, income, and background. It 

has been adapted for working with patients at all ages, from preschool (Knell, 1993) 

to the elderly (Beck, 1995; Casey & Grant, 1993), and has been found to work 

effectively as individual treatment (Beck, 1995), with couples problems (Baucom & 

Epstein, 1990; Dattilio & Padesky, 1990) and family therapy (Bedrosian & Bozicas, 

1994). 

For offspring of veterans with PTSD, it is imperative to know of their family 

history, and how father’s psychopathology has influenced their beliefs and early 

learning experiences. This is important since Beck (1995) states that beliefs developed 

in childhood about self, others, and the world shape how one might develop 

depression and so forth. For example, if one has grown up in a family learning never 

to trust anyone because they will hurt/endanger you, that the world is a rotten place, 

or that I am unwanted/uncared for and so forth, then this will have important 

implications for where to target treatment and which core beliefs might require 

consistent, systematic work. 

Conclusions 

This thesis found that both wives and offspring of veterans with PTSD had 

high rates of mental health problems. Furthermore, psychopathology in veteran’s 

offspring was found to be a function of insecure parental attachment and high family 

conflict. These findings were most marked in sons of veterans. This pattern of 

findings adds to the literature on parental psychopathology as a risk for offspring, 
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showing that offspring of combat veterans with chronic PTSD also constitute a 

population “at risk”. The echo’s of combat through time reverberate to future 

generations, under scoring the magnitude of human tragedy that follow from war. 

There is a need to address the mental health problems of wives and offspring of 

veterans and to prevent transmission of psychopathology down the generations. 
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