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Samples in prior studies examining attachment theory in the military have been predominantly composed of male combat veterans. Given
the rates of sexual trauma among female veterans and differences in the association between attachment and posttraumatic stress disorder
(PTSD) severity for sexual trauma survivors, it was necessary to consider the attachment characteristics of veterans within a mixed-sex
sample. Participants were a mixed-sex veteran sample seeking inpatient trauma-related treatment (N = 469). Using independent samples
t tests, we examined sex differences in attachment. Consistent with our hypothesis, women reported a higher level of attachment anxiety
than did men, t(351) = −2.12, p = .034. Women also reported a higher level of attachment avoidance, t(351) = −2.44, p = .015. Using
hierarchical regression, we examined the contribution of attachment anxiety and avoidance to PTSD severity, partialing out variance
accounted for by demographic variables and traumatic experiences. Consistent with our hypotheses, attachment avoidance predicted PTSD
severity on the Clinician-Administered PTSD Scale for DSM-IV (CAPS), β = .20, p < .001, and the PTSD Checklist–Civilian Version
(PCL-C), β = .18, p < .001. Attachment anxiety did not predict CAPS severity but did predict PCL-C severity, β = .11, p = .020. These
results suggest the association between attachment avoidance and PTSD is not exclusive to combat trauma and may apply more generally to
the larger veteran population. Higher levels of attachment anxiety and avoidance among female veterans potentially implicate the presence
of greater attachment fearfulness among this particular subpopulation of veterans.

Posttraumatic stress disorder (PTSD) is prevalent among
veterans of the U.S. military (Sundin, Fear, Iversen, Rona,
& Wessely, 2009). However, only a fraction of people ex-
posed to trauma subsequently meet the diagnostic criteria for
PTSD (Kessler et al., 1995). Attachment theory provides a
useful framework for understanding vulnerabilities to devel-
oping PTSD as there is an inverse association between attach-
ment security and PTSD severity following a traumatic experi-
ence (Dekel, Solomon, Ginzburg, & Neria, 2004; Dieperink,
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Leskela, Thuras, & Engdahl, 2001; Mikulincer, Shaver, &
Horesh, 2006; Muller, Sicoli, & Lemieux, 2000). Relatedly,
social support is a protective factor against developing PTSD
(Charuvastra & Cloitre, 2008). Emerging evidence indicates
that adult attachment characteristics of veterans of the U.S.
military contribute to PTSD severity (Clark & Owens, 2012;
Currier, Holland, & Allen, 2012; Escolas et al., 2012; Nye et al.,
2008; Owens et al., 2014; Renaud, 2008). To date, there have
been no attachment theory–guided studies of female veterans
within a mixed-sex sample that have had an adequate sample
size to examine the influence of sex within this literature. Cur-
rent researchers have examined predominantly male samples
and have not accounted for traumatic experiences more preva-
lent among female veterans, such as military sexual trauma
(Lipari & Lancaster, 2003; Maguen et al., 2012).

Bowlby (1988) regarded emotional bonds with others (i.e.,
attachments) as essential for survival during infancy and
for socioemotional development throughout life. Caregivers’
responsiveness in meeting children’s needs and alleviating
their distress influences the children’s assumptions about their
lovability and the ability of others to provide comfort, support,
and safety. “Attachment orientation” refers to an individual’s
internal working model of themselves, others, and the relational
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patterns that have emerged between the two. Over time, a se-
cure attachment via a caring and consistent caregiver promotes
internalization of strategies that enable the child to adaptively
self-regulate his or her emotions (Bowlby, 1973). Children
who have an inconsistent or rejecting caregiver develop an
insecure attachment and engage in maladaptive strategies to
manage their emotions during safety-related distress.

Adult attachment is classified in terms of two orthogonal
continua of attachment anxiety and avoidance (Brennan, Clark,
& Shaver, 1998). Attachment anxiety reflects individuals’ fears
of rejection and abandonment by intimate others and the fre-
quency with which they engage in maladaptive strategies to
gain attention from others to regulate distress (Mikulincer &
Shaver, 2016). When individuals with an insecure attachment
(i.e., attachment anxiety or attachment avoidance) encounter a
situation they perceive as unsafe and appraise that they lack
the resources to cope, they use secondary attachment strategies
(Cassidy & Kobak, 1988). Anxiously attached individuals be-
come demanding and hyperactive about obtaining love, care,
and support from others, known as a hyperactivating strategy.
Alternatively, attachment avoidance reflects individuals’ dis-
comfort with trusting intimate others and an unwillingness to
be emotionally vulnerable or dependent on them (Mikulincer &
Shaver, 2016), thus orienting these people to engage in deacti-
vating strategies, such as refusing to ask for or accept emotional
support (Cassidy & Kobak, 1988). Both strategies are rooted
in insecurities regarding one’s lovability, doubts about trusting
others, and concerns about safety (Mikulincer & Shaver, 2016).
Finally, individuals with low levels of attachment anxiety and
avoidance have a secure attachment orientation, indicating ease
in developing close and mutually reliable relationships without
fear of abandonment.

Attachment theory is particularly relevant to posttrauma re-
actions because trauma inherently poses a threat to safety
and activates the attachment system (Bowlby, 1988). How-
ever, when individuals can summon internal representations
of security despite the threat, they can maintain psychologi-
cal well-being (Mikulincer et al., 2006; Mikulincer, Shaver, &
Solomon, 2015). By contrast, if individuals rely on secondary
attachment strategies, they may be unable to call upon internal
representations of security and comfort, thus interfering with
emotion regulation and intensifying their distress. Using diary
methodology for 21 days, Mikulincer and colleagues (2015)
found that anxious individuals who felt comforted, supported,
and connected to others also reported reduced PTSD severity
that day and the day following. Under similar circumstances,
avoidant individuals reported no change in their PTSD symp-
toms. Other evidence indicates that coping with PTSD can erode
attachment security over time (Solomon, Dekel, & Mikulincer,
2008). Collectively, these results indicate that an insecure at-
tachment provides fewer resources to cope with trauma, attach-
ment avoidance may mitigate the positive influence of social
support, and PTSD may lead to attachment insecurity.

Maltreatment in childhood increases the likelihood that
a child will have an insecure attachment orientation (for a

meta-analysis, see Cry, Euser, Bakermans-Kranenburg, & Van
Ijzendoorn, 2010). Abuse in childhood has also been linked
to attachment anxiety in adulthood (Raby, Labela, Martin,
Carlson, & Roisman, 2017). These findings make attachment
theory particularly relevant to a veteran population considering
that rates of premilitary trauma have been found to contribute
to psychological vulnerability for developing PTSD following
combat (Brewin, Andrews, & Valentine, 2000). Prior to en-
listing, military personnel experience trauma more frequently
than the civilian population (Rosen & Martin, 1999; Seifert,
Polusny, & Murdoch, 2011; Stretch, Durand, & Knudson,
1998; Wolfe et al., 2005). Compared to civilians, female
service members report greater rates of childhood physical
abuse (CPA) and childhood sexual abuse (CSA) and are
more commonly victims of lifetime sexual assault (Finkelhor,
Hotaling, Lewis, & Smith, 1990; Kessler et al., 1999; Rosen
& Martin, 1999; Seifert et al., 2011; Stretch et al., 1998;
Wolfe et al., 2005). Merrill and colleagues (1999) found that
female sailors who were sexually assaulted as children were
5 times more likely to experience revictimization in adulthood.
In contrast to civilians, male service members experience
greater rates of childhood physical abuse but not sexual abuse
(Finkelhor et al., 1990; Kessler et al., 1999; Wolfe et al., 2005).

Women are twice as likely as men to be diagnosed with
PTSD; however, women are also more likely to be victims of
sexual assault (Tolin & Foa, 2006). When sexual assault is held
constant, both sexes have an equal risk of developing PTSD.
Women are also at greater risk of sexual assault during military
service (Lipari & Lancaster, 2003). Among women, military
sexual trauma (MST) is more predictive of postdeployment
PTSD than is combat (Dutra et al., 2012). Among Veterans
Affairs (VA) health care–seeking veterans of the recent combat
operations in Iraq and Afghanistan, 31% of women and 1% of
men screened positive for MST (Maguen et al., 2012). Women
who experience MST are more likely to have PTSD than women
who are sexually assaulted as civilians (Himmelfarb, Yaeger, &
Mintz, 2006; Yaeger, Himmelfarb, Cammack, & Mintz, 2006).
This has been attributed to MST survivors’ inability to escape
their perpetrator(s), as the women often rely on their perpe-
trators as commanding officers or fellow comrades (Mattocks
et al., 2012; Street, Vogt, & Dutra, 2009).

Sexual trauma within civilian populations is commonly
related to attachment anxiety (Alexander, 1993; Alexander
et al., 1998; Meyer, Cohen, Robinson, Muse, & Hughes, 2017).
However, attachment theory has been sparsely applied to
veterans who have experienced sexual trauma. Across studies
using veteran samples, attachment avoidance has demonstrated
a robust association with PTSD whereas attachment anxiety
has demonstrated a more inconsistent association with PTSD
severity (Dekel et al., 2004; Dieperink et al., 2001; Mikulincer
et al., 2006; Muller et al., 2000). These samples have been
largely composed of male combat veterans; thus, it remains
unclear whether the link between attachment avoidance and
PTSD is generally observed in military samples or if the
association is limited to veterans with combat trauma.
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Therefore, our first aim was to examine sex differences in
adult attachment orientations and traumatic experiences. We
hypothesized that women would endorse more attachment anxi-
ety than men, based on the related expectation that more women
than men would have a history of sexual trauma (both MST and
CSA). Our second aim was to determine whether attachment
predicted PTSD severity within a mixed-sex military sample.
We hypothesized that, when partialing out variance accounted
for by demographic variables (age, war era, rank, branch of
service, race, and sex) and traumatic experiences (CPA, CSA,
MST, and combat), attachment insecurity (i.e., high levels of
attachment anxiety and high levels of attachment avoidance)
would predict PTSD severity. We anticipated that both attach-
ment anxiety and avoidance would be positively associated with
PTSD severity. However, we did not advance specific hypothe-
ses regarding attachment anxiety and attachment avoidance
given the inconsistent literature findings for attachment orien-
tation and different traumatic experiences common to veterans.

Method

Participants and Procedure

Data were collected from December 2009 to March 2013
as a part of a larger study evaluating clinical outcomes of two
trauma programs in an acute psychiatric setting in a southern
VA Medical Center (see Menefee et al., 2016). Inclusion crite-
ria were (a) at least one identifiable trauma, (b) eligibility for
VA outpatient services, and (c) willingness to participate in an
intensive group therapy program on a locked unit. The trauma
programs run independent of the general inpatient population
and admit maximum cohorts of 10 women and 10 men. The
two programs provide 21 to 25 days of sex-specific integrated
evidence-based programming using cognitive processing ther-
apy (CPT) and dialectical behavior therapy skills in addition to
other groups. The programs vary with respect to some screen-
ing criteria. The men’s program admits only combat veterans
from the recent military operations in Iraq and Afghanistan,
whereas the women’s program admits veterans from any
war era (demographics by program and sex provided in
Table 1).

For treatment purposes, veterans completed self-report mea-
sures at intake and posttreatment. They were informed at their
initial assessment that they could elect to have their clinical data
included in the research study. Veterans who consented were en-
rolled in the study. Consent was obtained by the study coordina-
tor or by one of the two program staff psychologists. It was made
clear that participation status would not alter treatment and par-
ticipants’ data would only be included if consent was provided.
The present study examined measures collected at baseline in
addition to the clinical team’s posttreatment evaluation of each
patient’s traumatic experiences. Two psychologists and four
postdoctoral residents conducted the Clinician-Administered
PTSD Scale (CAPS; Weathers, Keane, & Davidson, 2001)
assessments over the course of 3 years. The program’s psy-

chologists did most assessments without the opportunity for
specific interrater reliability data. Raters were trained and eval-
uated across programs for consistency and fidelity. The local
institutional review board and the VA Research and Develop-
ment Committee approved all procedures used in this study.

Participants (N = 469) were male (n = 252, 53.7%) and fe-
male (n = 217, 46.3%) veterans who consented to the larger
research project (36 additional veterans did not consent to be
included in the study). See Table 1 for demographic character-
istics of our sample by sex and in aggregate.

Measures

Traumatic events. The treatment team developed a modi-
fied self-report life events checklist to distinguish interpersonal
traumatic experiences relevant to military populations (e.g.,
MST vs. childhood sexual assault). A clinician classified trauma
histories reported by the veterans over the course of treatment.
Traumatic experiences were rated dichotomously (1 for yes and
0 for no). The staff psychologist and treatment team met for a
diagnostic case conference at the end of treatment to concur
upon diagnoses and patient progress and evaluate patient dis-
closures that were a focus of their trauma-focused treatment.
Traumatic experiences were intentionally rated at the end of
treatment because some veterans initially denied certain trau-
matic experiences and later disclosed, as they built rapport over
the course of therapy, additional traumas that contributed to
their symptoms. Combat, CSA, CPA, and MST were included
in our analyses.

Attachment anxiety and avoidance. Adult attachment
orientations were assessed using the Experiences in Close
Relationships–Revised (ECR-R; Fraley, Waller, & Brennan,
2000), a 36-item self-report questionnaire designed to assess
attachment anxiety and attachment avoidance. Half the items
capture attachment anxiety and the other half capture attach-
ment avoidance. Participants consider their general demeanor
in romantic relationships and rate their typical feelings in close
relationships using a 7-point Likert scale ranging from 1 (not
at all) to 7 (very much). The internal consistency reliabilities
of attachment anxiety and avoidance scores tend to carry a
Cronbach’s alpha value at or above .90, with validity mirroring
the original ECR (Mikulincer & Shaver, 2016). For the current
study, the ECR-R demonstrated excellent internal consistency
reliabilities for attachment anxiety (Cronbach’s α = .92) and
avoidance (Cronbach’s α = .93) and were moderately corre-
lated, r(469) = .40, p < .001.

PTSD. We assessed PTSD was using the CAPS (Weathers
et al., 2001). The CAPS is a semistructured interview that is con-
sidered the gold standard for assessing PTSD (Reardon, Brief,
Miller, & Keane, 2014). The measure contains 17 items assess-
ing PTSD symptoms delineated in the Diagnostic Statistical
Manual of Mental Disorders (4th ed., text rev; DSM-IV). The
CAPS has shown both strong reliability and validity among
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Table 1
Demographic Variables Presented Collectively and by Sex

Total Women Men
(n = 469) (n = 217) (n = 252)

N % n % n %

Mean Age (SD), years 41.4 (10.5) 31.4 (6.8)
Traumatic experiencesa

Military sexual trauma 174 37.1 167 76.9 7 2.8
Combat 328 69.9 76 35.0 252 100.0
Childhood physical assault 253 53.9 162 74.7 91 36.5
Childhood sexual assault 159 34.3 122 56.5 37 14.7

Branch of service
Army 306 65.2 144 66.4 162 64.3
Air Force 39 8.3 25 11.5 14 5.6
Marines 73 15.6 26 12.0 47 18.7
Navy 49 10.4 20 9.2 29 11.5
Coast Guard 2 0.4 0 2 0.9

Era/s of Service
Operation Enduring Freedom/Operation

Iraqi Freedom (recent combat
operations in Iraq and Afghanistan)

354 75.5 102 47.0 252 (100%) 100.0

Gulf War 46 9.8 46 21.2
Post-Vietnam 58 12.4 58 26.7
Vietnam 11 12.4 11 5.1

Race
White 269 57.4 99 45.6 170 67.5
African American 145 30.9 100 46.1 45 17.9
Hispanic/Latinx 29 6.2 6 2.8 23 9.1
Multiracial/other 26 5.5 12 5.5 16 5.6

-aSignificant differences were found for all traumatic experiences by sex as follows: MST, χ2(1, N = 469) = 274.94, p < .001; combat, χ2(1, N = 469) = 234.13,
p < .001; childhood physical assault, χ2(1, N = 466) = 67.86, p < .001; and childhood sexual assault, χ2(1, N = 463) = 88.02, p < .001.

combat veterans, with Cronbach’s alpha values for internal
consistency reliabilities at .93 for frequency and .94 for severity
(Weathers et al., 2001). Participants reported symptoms over
the past month related to their index trauma. For this study,
the CAPS demonstrated an internal consistency reliability of
Cronbach’s α = .83 for the severity score across the measure
(frequency and intensity).

We also measured PTSD severity using the PTSD Checklist–
Civilian version (PCL-C; Weathers & Ford, 1996). The PCL-C
is a 17-item self-report questionnaire that assesses the degree of
disturbance experienced in the past month in relation to each of
the DSM-IV-TR symptom criteria. Participants rate the extent
to which they have been bothered by a particular symptom on a
scale ranging from 1 (not at all) to 5 (extremely), generating a
total score ranging from 17 to 85. The PCL-C is used extensively
within the VA system and demonstrates excellent psychometric
properties for male and female veterans (Dobie et al., 2002;
Keen, Kutter, Niles, & Krinsley, 2008). For the current study,
the PCL-C demonstrated an internal consistency reliability of
Cronbach’s α = .86.

Data Analysis

Statistics were computed using SPSS software (Version
24.0). Preliminary examination of the data included outlier
analysis, descriptive analysis, and a check for the distribution
of data. Analyses of assumptions for regression showed the
data contained no outliers and were within normal limits for
linearity, collinearity, homoscedasticity, and independence of
error that is random and normally distributed. Data were ana-
lyzed using all participants in the larger study who completed
the CAPS, PCL-C, and ECR-R. Multiple imputations were
made for seven cases (all cases had data missing on one or
more ECR-R items). Bivariate relationships were calculated
for all PTSD and attachment variables. Independent samples t
tests were used to examine differences in attachment and PTSD
variables by sex. Chi-square analyses were used to examine
sex differences by traumatic experiences. Finally, hierarchical
regressions were used to examine the contribution of demo-
graphic variables, traumatic experiences, and attachment to
PTSD severity on the CAPS and PCL-C. Separate models were
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Table 2
Correlations Among Attachment and PTSD Variables

Variable 1 2 3 4

1. ECR Anxiety − .40*** .17** .19***

2. ECR Avoidance − .27*** .23**

3. CAPS F+I Total − .37***

4. PCL-C Total −
N 469 469 360 469
M 4.39 4.48 82.85 66.87
SD 1.39 1.37 15.11 11.25
Cronbach’s α .92 .93 .83 .86

Note. ECR = Experiences in Close Relationship Scale; CAPS = Clinician Ad-
ministered PTSD Scale; F+I = sum of the Frequency and Intensity of symptoms
across the CAPS; PCL-C = PTSD Checklist–Civilian version.
*p < .05. **p < .01. ***p < .001.

run for the CAPS and PCL-C. Demographic variables were
entered in Step 1, traumatic experiences (CPA, CSA, MST,
and combat) were entered in Step 2, and attachment variables
(anxiety and avoidance) were entered in Step 3.

Results

Demographic characteristics of the sample are provided in
Table 1. Bivariate correlations were significant for all attach-
ment and PTSD variables (see Table 2). Sex differences for
study variables were examined using independent samples
t tests (see Table 3). Attachment anxiety and avoidance dif-

Table 3
Sex Differences in Attachment Orientation and Posttraumatic
Stress Disorder Severity Scores

Measure M SD t df p

ECR Anxiety totala 4.39 1.39 −2.12* 351 .034
Male 4.28 1.39
Female 4.60 1.46

ECR Avoidance otalb 4.48 1.39 −2.44* 351 .015
Male 4.30 1.32
Female 4.67 1.38

CAPS (F + I) totalc 82.85 15.11 −5.29*** 351 .000
Male 78.72 15.65
Female 88.24 18.08

PCL-C totald 66.87 11.25 2.689** 351 .008
Male 68.36 10.24
Female 65.19 11.87

Note. n = 204 men and n = 149 women. ECR = Experiences in Close Relation-
ship Scale; CAPS = Clinician Administered PTSD Scale; F + I = sum of the
Frequency and Intensity of PTSD symptoms across the CAPS; PCL-C = PTSD
Checklist–Civilian version.
ar(353) = −2.12, p = .034. br(353) = −2.44, p = .015. cr(353) = −5.29, p <

.001. dr(353) = 2.69, p = .008.

Table 4
Hierarchical Regression Analysis Predicting Posttraumatic
Stress Disorder (PTSD) Severity on the Clinician-Administered
PTSD Scale

Step 1 Step 2
Final

Modela

Predictor β β β R2 �R2

1. Sex .27*** .20* .24** .08***

2. Military sexual trauma .32*** .25** .14 .06***

Combat exposure .25** .27***

Childhood physical
abuse

.04 .02

Childhood sexual abuse −.02 −.02
3. Attachment anxiety .05 .18 .05***

Attachment avoidance .20***

Note. The following demographic variables were removed from the final model
because they did not significantly contribute to PTSD severity: service branch,
war era, marital status, race, education, employment, and rank. In the model
above, we focused on the most crucial variables.
aF(7, 359) = 11.36, p < .001.
*p < .05. **p < .01. ***p < .001

fered by sex. Consistent with our hypothesis, women reported
greater attachment anxiety, t(351) = −2.12, p = .034, d = 0.21,
than did men. Women also reported greater attachment avoid-
ance, t(351) = −2.44, p = .015, d = 0.23. Aligned with our
predictions, women reported MST, χ2(1, N = 469) = 274.94, p
< .001, and CSA, χ2 (1, N = 463) = 88.02, p < .001, more fre-
quently than men. In our sample, 76.9% of women and 2.8% of
men experienced MST and 56.5% of women and 14.7% of men
experienced CSA (see Table 1). Finally, PTSD scores differed
by sex. On the CAPS, women had more severe clinician-rated
symptoms, t(351) = −5.29, p < .001, d = 0.57, whereas on
the PCL-C, men self-reported more severe PTSD symptoms,
t(351) = 2.69, p = .008, d = 0.28.

Next, we used hierarchical regression analysis to test our
hypothesis that attachment anxiety and avoidance would predict
PTSD severity on the CAPS and PCL-C when partialing out
variance accounted for by demographic variables (Step 1: age,
war era, rank, branch of service, race, and sex) and traumatic
experiences (Step 2: CPA, CSA, MST, and combat). Service
branch, war era, marital status, race, education, employment,
and rank did not significantly contribute to PTSD severity and
were removed from the final model presented in Tables 4 and
5. We retained sex in Step 1 because it was significant and the
most crucial to our hypothesis. Consistent with our hypotheses,
attachment avoidance predicted PTSD severity on the CAPS, β
= .20, p < .001, and the PCL-C, β = 0.18, p < .001. Attachment
anxiety did not predict CAPS severity, but it did predict PCL-C
severity, β = .11, p = .020. It is notable that only MST predicted
scores on both the CAPS, β = .32, p < .001, and the PCL-C,
β = .35, p < .001, in Step 2. Combat trauma predicted CAPS
scores at Step 2, β = .25, p = .001, and Step 3, β = .27, p < .001,
whereas on the PCL-C, combat trauma entered in Step 2 was
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Table 5
Hierarchical Regression Analysis Predicting Posttraumatic
Stress Disorder (PTSD) Severity on the PTSD Checklist–Civilan
Version

Step 1 Step 2
Final

Modela

Predictors β β β R2 �R2

1. Sex −.07 –.22** –.18* .00
2. Military sexual trauma .35*** .27*** .05 .05***

Combat exposure .12 .14*

Childhood physical abuse −.06 −.08
Childhood sexual abuse −.02 −.02

3. Attachment anxiety .11* .11 .06***

Attachment avoidance .18***

Note. For the final model, the following demographic variables were removed
from the final model because they did not significantly contribute to PTSD
severity: service branch, war era, marital status, race, education, employment,
and rank. In the model above, we focused on the most crucial variables.
aF(7, 464) = 8.01, p < .001.
*p < .05. **p < .01. ***p < .05.

not significant, β = .12, p = .071, but reached significance in
Step 3, β = .14, p = .038. Sex accounted for variance in PTSD
symptoms on both measures, excluding Step 1 predicting the
PCL-C.

Discussion

The aims of this study were to examine sex differences in
adult attachment and traumatic experiences and investigate the
role of traumatic experiences and adult attachment in predict-
ing PTSD severity within a mixed-sex sample of veterans. We
hypothesized that (a) women would endorse more attachment
anxiety than men based on the related expectation that more
women than men would have a history of sexual trauma (both
MST and CSA) and (b) high levels of attachment anxiety and
avoidance would predict PTSD severity when partialing out
variance accounted for by demographic variables and traumatic
experiences.

Across studies using military samples, attachment avoidance
has demonstrated a relatively consistent association with PTSD
severity whereas attachment anxiety has shown a more incon-
sistent association (Dekel et al., 2004; Dieperink et al., 2001;
Mikulincer et al., 2006; Muller et al., 2000). However, attach-
ment theory has been sparsely applied to veterans who have
experienced sexual trauma, and most samples are predomi-
nantly composed of male combat veterans. As sexual trauma is
commonly related to attachment anxiety within civilian popu-
lations (Alexander, 1993; Alexander et al., 1998; Meyer et al.,
2017), we anticipated that women in our study would demon-
strate a higher level of attachment anxiety than men; consistent
with our hypothesis, women reported more attachment anx-
iety than men. Additionally, women reported a higher level
of attachment avoidance than men. Although not included in

our analysis, these results may implicate a higher level of “at-
tachment fearfulness” within our female veteran population.
A fearful attachment embodies characteristics of both anxious
and avoidant orientations (George & Solomon, 1999). Individ-
uals with a higher level of attachment fearfulness long for close
relationships but are concurrently fearful of trusting or depend-
ing on others, believing that, if they do so, they will be hurt
or rejected. However, gender only had a small effect on attach-
ment anxiety and avoidance (Cohen, 1992); thus, other vari-
ables played more important roles in accounting for observed
differences in attachment orientations within our sample.

We anticipated that women would endorse more attachment
anxiety than men based on the related expectation that they
would report a greater prevalence of sexual trauma. Aligned
with our hypothesis, more women experienced sexual assault
than men. Specifically, 76.9% of women and 2.8% of men
reported MST. Further, 56.7% of women and 14.7% of men re-
ported CSA. Although the prevalence of women in our sample
who experienced MST appears high, the Department of Defense
(2004) found that 71% of women seeking PTSD treatment who
served in war were sexually assaulted while in the military.
The prevalence of MST for men in our sample (2.8%) was also
slightly elevated from the 1% found in other studies (Lipari &
Lancaster, 2003; Maguen et al., 2012). Between 12.3% to 27%
of women and 2.8% to 16% of men in the general population
have experienced CSA (Finkelhor et al., 1990; Kessler et al.,
1999; Wolfe et al., 2005). Aligned with past research for mili-
tary populations (Wolfe et al., 2005), the prevalence of women
who endorsed CSA in our sample was greater than that in the
general population whereas the prevalence for men aligns with
that found in the general population. Finally, rates of CPA were
greater in our sample than those found in the general popu-
lation, with 36.5% of male and 74.7% of female participants
reporting CPA. In the general population, 3.2% of men and
4.8% of women report CPA (Kessler et al., 1999).

Our results are consistent with other studies that have indi-
cated that attachment avoidance is often associated with PTSD
in military samples (Dekel et al., 2004; Dieperink et al., 2001;
Mikulincer et al., 2006; Muller et al., 2000). However, in the
civilian trauma literature, attachment anxiety is more com-
monly associated with PTSD severity (for a meta-analysis, see
Woodhouse, Ayers, & Field, 2015), to include sexual trauma
(Alexander, 1993; Alexander et al., 1998; Meyer et al., 2017).
Prior to the current study, it was unclear whether attachment
avoidance was broadly applicable to the military or if this asso-
ciation is more specific to veterans with combat trauma. Consis-
tent with our hypotheses, attachment avoidance was associated
with self-reported and clinician-assessed PTSD severity. In-
consistent with our hypotheses, but aligned with literature on
military samples, attachment anxiety was only associated with
self-reported PTSD severity.

There are a number of reasons why attachment avoid-
ance may play a role in PTSD severity within this popula-
tion. Trauma-related avoidance facilitates the development and
maintenance of PTSD symptoms, and accordingly, attachment
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avoidance may promote avoidant coping (Foa & Rothbaum,
2001; Lee, Possemato, & Ouimette, 2017). In conjunction with
past research, our results indicate that veterans more frequently
use deactivating strategies such as isolating oneself from oth-
ers and refusing to ask for or accept emotional support when
in need (Cassidy & Kobak, 1988). More specifically, our re-
sults reflect attachment within romantic relationships. Individ-
uals would logically be at greater risk for developing PTSD if
they believe that romantic partners cannot be trusted and thus
avoid seeking their emotional support (i.e., possible emotional
and behavioral avoidance). More broadly, poor social support
is a risk factor for developing PTSD (Charuvastra & Cloitre,
2008); however, Mikulincer et al. (2015) found that even if
avoidantly attached individuals have adequate social support,
their attachment orientation might interfere with experiencing
benefit from their social support. Alternatively, in the same
study, anxiously attached individuals who endorsed adequate
social support also reported decreased PTSD-related distress,
longitudinally (Mikulincer et al., 2015). Attachment avoidance
may play a role in the development of PTSD by diminishing the
benefit typically afforded by social support (including romantic
relationships).

In this study, we found inconsistencies in attachment anxi-
ety predicting PTSD severity depending on whether symptoms
were self-reported or clinician-assessed. Similar results have
been obtained by authors of another study (Woodward et al.,
2013). For survivors of intimate partner violence, attachment
anxiety predicted self-reported PTSD symptoms but was un-
related to clinician-assessed severity on the CAPS. Woodward
et al. (2013) posited that this discrepancy might be due to re-
sponse styles in reporting generalized distress. They conjec-
tured that PTSD symptoms reported by anxious individuals
might capture proneness to overreport general distress rather
than PTSD-specific distress. This explanation fits for the cur-
rent study. The PCL-C asks how much the individual “has been
bothered by” each PTSD symptom. Alternatively, the clinician
rates the CAPS for frequency and severity of each symptom over
the past month, including an evaluation of the degree of interfer-
ence in daily functioning. Unlike our results, Woodward et al.
(2013) found attachment avoidance was not predictive of PTSD
severity on both the self-report and clinician-assessed measures.
This underscores that attachment avoidance may function dif-
ferently in military populations compared to civilian samples.
Training experiences in the military may foster a bias toward
seeing others as a source of danger and thus increase the utility
of deactivating strategies and enhance the belief that the world
is dangerous (Renaud, 2008).

Overall, our results provide some possible implications for
intervention. Attachment theory posits that the therapeutic re-
lationship can serve as a secure base, enabling the client to
develop an appreciation for the utility of trusting others and
seeking support when in need (Bowlby, 1988). Appropriate
clinical targets for avoidantly attached clients who use deacti-
vating strategies are increased social engagement, identification
of and vocalization of needs to trusted others, and viewing social

relationships as beneficial. For anxiously attached individuals
who engage in hyper-activating strategies, targets include regu-
lating emotion and self-soothing, increased positive regard for
one’s self, and decreased proximity-seeking when self-soothing
would be sufficient.

Prolonged exposure (PE) and CPT are the primary evidence-
based treatments for PTSD. In CPT, an emphasis is placed on
increasing cognitive flexibility in relation to the meaning indi-
viduals assign to their traumatic experience (Resick, Monson,
& Chard, 2016); PE operates on the assumption that expo-
sure to a feared stimulus will eventually extinguish the fear
(Foa, Hembree, & Rothbaum, 2007; Foa & Rothbaum, 2001).
Interventions to increase use of secure attachment strategies
could easily be integrated into CPT and PE. Both treatments
help the client develop more flexible beliefs regarding views
of the self as competent and capable of dealing with strong
emotion, including discussing their trauma or traumas in treat-
ment. For anxiously attached individuals, therapists can assist
the client to self-soothe independently, first by noticing and
reinforcing changes in session. For avoidant individuals, CPT
could be used to challenge “stuck points” regarding the ex-
pected outcome of opening up or trusting others. Within PE,
clients could use in vivo exposure to gradually increase their
comfort in engaging in vulnerable conversations with trusted
others. For clients with partners, cognitive behavioral conjoint
therapy for PTSD (Monson, Schnurr, Stevens, & Guthrie, 2004)
could be an ideal intervention to generalize changes in attach-
ment using conjoint interventions for PTSD, such as sharing
thoughts and feelings, challenging thoughts, and in vivo expo-
sure. Finally, attachment theory is informing emerging treat-
ments for trauma survivors by way of targeting interpersonal
schemas (Skills Training in Affect and Interpersonal Regula-
tion; Cloitre, Cohen, & Koenen, 2006). If replicated, our results
could aid with a priori conceptualizations of veterans’ attach-
ment orientation as more dispositionally avoidant or fearful
and provide clinical hypotheses regarding related interpersonal
schemas.

A strength of this study was the inclusion of childhood
trauma within the analyses. In their meta-analytic study,
Brewin et al. (2000) found that childhood trauma is a greater
risk factor for developing PTSD in military samples compared
to civilian samples. Within the present study, MST was
predictive of PTSD severity. However, only MST and combat
trauma contributed to PTSD severity. Of note, and despite our
large sample size, many of the linear associations observed in
this study were moderate to weak in strength, suggesting that
attachment insecurities play an important, albeit limited, role in
predicting PTSD severity. The severity reported in our sample
and related restricted range may have limited our ability to
discern stronger effects (Goodwin & Leech, 2006). Participants
in the current study were all engaged in an inpatient trauma re-
covery program. As such, everyone was exhibiting profoundly
impaired psychosocial functioning, including severe PTSD, as
a consequence of past traumas, thereby decreasing variability
within the data. Therefore, future research should utilize a
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similar analytical design in a normative sample with greater
variability in PTSD severity and attachment insecurity.

It is unknown how participants being on a locked unit may
have influenced our results. On one hand, our setting implied
psychosocial severity. On the other hand, within the program,
highly isolated veterans joined a cohort of peers with shared ex-
periences. Therefore, the model of treatment may have provided
a secure base from which to begin trusting others. Regardless,
it is unlikely that our sample was benefiting from group dynam-
ics as our primary variables were collected at intake. Veterans
were also away from their families and friends from the outset
of treatment, which may have intensified the attachment in-
security they felt. Future research should examine therapeutic
mechanisms, such as group cohesion, in influencing attachment
security for veterans.

Attachment theory–guided research on military samples has
been predominantly composed of male combat veterans. This
underscores the importance of considering the attachment char-
acteristics of veterans within a mixed-sex sample given the
rates of sexual trauma among female veterans and related dif-
ferences in attachment characteristics for this traumatic experi-
ence. Women in our sample reported greater attachment anxiety
and avoidance and experienced sexual trauma more frequently
than men. Additionally, attachment avoidance predicted self-
report and clinician-assessed PTSD severity whereas attach-
ment anxiety only predicted PTSD severity by self-report. Our
results suggest that the association between attachment avoid-
ance and PTSD is not exclusive to combat trauma and applies
more generally to the larger veteran population. Further, our
results may implicate the presence of high levels of attachment
fearfulness among female veterans.
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