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ABSTRACT

The purpose of this study was to explore the use of Emotionally Focused Therapy
for Couples (EFT) with childhood sexual abuse survivors (CSA) and their partners. Ten
couples participated in this exploratory study. In assessing outcomes the concept of the
reliable change index was utilized to determine whether the treatment did have an impact
on couples over the course of the therapy. Qualitative coding strategies were utilized to
relate the process of change in couples to the identified outcomes. A case study
replication methodology was utilized to examine the use of EFT with these couples
thematically. Half of the couples in this study reported clinically significant increases in
mean relationship satisfaction over the course of the therapy. Similarly, half of the CSA
survivors reported clinically significant decreases in trauma symptoms on a self-report
measure and a statistically significant decrease in trauma symptoms was identified on a
standardized interview measure of trauma symptoms in the group of survivors. Very
little change was identified over the course of therapy on a self-report measure of
attachment. Thematic analyses identified numerous areas where trauma survivors were
challenged in fully engaging in the therapy process. In particular, trauma symptoms such
as affect dysregulation and hypervigilance, shame, anger, emotional numbing and
dissociation were identified to play a role in the challenges that survivors experienced in
fully engaging in the EFT therapy process. The EFT model and therapist behaviours
were also analyzed observationally and results of these thematic analyses yielded clinical
recommendations for working with CSA survivors and their partners in EFT for

traumatized couples. Recommendations for future study were articulated.



Introduction

It is arguably one of the great miracles of our species that in the face of violation
and terror, those who have been abused continue to seek out and long for connection with
others. Researchers in psychology are only beginning to explore these miraculous
connections and emphasize the need to assist those who have been violated in creating and
maintaining these healing bonds.

Trauma researchers have historically focused on establishing empirical validation
for individual therapies for trauma survivors. Couple therapy researchers have traditionally
opined that trauma survivors should primarily focus on individual treatment with couple
therapy only being offered at the completion of the individual work. This has left trauma
survivors and their partners with nowhere to turn when their relationships are in distress.
At the same time, therapists have been missing the opportunity to engage partners as allies
in the healing process and to strengthen these important relationships.

There is however a growing awareness of the interpersonal context and impact of
trauma. With this awareness has come a developing understanding of the importance of
integrating systems of support into the trauma treatment process. It was the purpose of this
study to explore the use of Emotionally Focused Therapy (EFT) for couples dealing with
childhood sexual abuse (CSA). In particular the goals was to examine the ways in which
EFT can aid couples in alleviating their relationship distress and help the CSA survivor in
dealing with the after effects of their traumatic experience. This study was the first
systematic evaluation of any clinical couples’ therapy paradigm for CSA survivors and

their partners.



The following literature review will focus on the sequelae of CSA on psychological
functioning and on interpersonal relationships, attachment theory, available theories on
CSA and couples therapy and the application of EFT for couples to CSA survivors.

Psychological Sequelae of CSA

The prevalence and impact of CSA is pervasive and extensive. Epidemiological
studies s‘uggest that one-third of women and one-sixth of men in North America have been
sexually abused before the age of 18 (Finkelhor & Strapko, 1992). These individuals are
disproportionately represented within the population of consumers of mental health
services. Briere & Zaidi (1989) found that 50-60% of psychiatric inpatients, 40-60 % of
outpatients, and 70 % of psychiatric emergency patients reported histories of sexual abuse.
Posttraumatic Stress Disorder (PTSD)

In the trauma literature, CSA sequelae are often understood within the diagnostic
framework of posttraumatic stress disorder (PTSD, American Psychiatric Association,
2000). PTSD involves symptoms such as avoidance of reminders of the trauma, heightened
arousal, memory and cognitive impairment and affect dysregulation. Trauma memories or
flashbacks, and the attempt to avoid such memories or reminders, affect the survivor in
many domains of functioning.

Complex Trauma

Clinical researchers and academics have proposed that survivors of chronic and
severe trauma beginning in early stages of development are likely to demonstrate more
severe sequelae than those encompassed within the diagnostic framework of PTSD. These
sequelae are hypothesized to span both the intrusive and arousal symptoms of PTSD and
are accompanied by severe alterations in affect regulation, identity and interpersonal

functioning. The two primary proponents of this conceptual framework have suggested



that individuals who display this more complex and broad array of sequala are better
understood within the framework of what they have termed Complex Posttraumatic Stress
Disorder (Herman, 1992) or Disorders of Extreme Stress (DESNOS, van der Kolk, 1996).

In clinical settings these individuals exhibit pervasive difficulties with self-
regulation, experience even minor stressors as overwhelming, have a loss of ability to focus
on relevant stimuli and an inability to inhibit themselves when aroused (van der Kolk,
Perry, & Herman, 1991). The putative diagnostic criteria consist of six different areas of
distress: 1) deficits in the capacity to self-regulate, regulate affect and contain behavioural
impulses including difficulty modulating anger, 2) deficits in attention and consciousness
including dissociation and depersonalization, 3) alterations in sense of self, including
pervasive and chronic feelings of guilt, self-blame, and shame, 4) significant challenges in
being in relationships with others including being unable to trust or feel intimate with
people, 5) feeling distress on a somatic level with no medical explanation, and 6) loss of
sustaining beliefs and basic assumptions (van der Kolk, McFarlane, Alexander, &
Weisaeth, 1996).

Methodological Issues

Methodological issues have been an ongoing problem in the CSA literature. The
first twenty years of trauma research were characterized by cross-sectional studies that
relied upon retrospective self-report. In particular, studies have been criticized for an over-
reliance on clinical samples, excessive self-report and retrospective bias and the failure to
statistically control for confounding environmental risk factors. For example, family
dysfunction which often co-occurs with CSA has been associated with many of the same
negative outcomes as CSA (Mullen, Martin, Anderson, Romans-Clarkson, & Herbison,

1993). Additionally, definitions of CSA are highly discrepant between studies and



statistical analyses are generally correlational in nature. These issues need to be considered
while interpreting the findings of the early cross-sectional studies of CSA impact.

Meta-Analyses of Cross-Sectional Studies

Over the last twenty years, the literature on the long-term sequelae of CSA has
expanded. A number of meta-analytic studies have recently been published that synthesize
this vast literature. Neuman, Houskamp, Pollock, and Briere (1996) conducted a meta-
analytic review of the relationship between CSA and psychological dysfunction in
adulthood. They reviewed 38 studies. Individual symptom domains across studies were
assessed for the degree of association with CSA. Anxiety, anger, depression,
revictimization, self-mutilation, sexual problems, substance abuse, suicidality, impairment
of self-concept, interpersonal problems, obsessions and compulsions, dissociation,
posttraumatic stress responses, and somatization were included in their analyses. They
found a significant association between CSA and adult symptomatology in all studies and
across all symptom domains. These associations were stronger for participants recruited
from clinical settings.

More recently, Paolucci, Genuis, and Violato (2001) conducted a meta-analysis of
37 studies examining the impact of CSA on adult psychological functioning. They
compared studies on the basis of outcomes. These outcomes included PTSD, depression,
suicide, sexual promiscuity, the victim-perpetrator cycle, and academic performance.
Significant associations were found between CSA and all six outcomes with higher effect
sizes for PTSD, depression and suicide than promiscuity, the victim-perpetrator cycle and
academic performance.

Thus both of these meta-analyses clearly document the relationship between CSA

and adult psychological distress. However, given the significant methodological short-



comings of these studies, further research of a longitudinal or prospective nature that
assesses for potentially confounding environmental factors is required to make any kind of
causal statements of impact.

Longitudinal Twin Studies

Some of the significant early methodological problems have been addressed by
researchers who have undertaken controlled longitudinal studies. Two longitudinal twin
studies have been recently published which attempted to control for the environmental
moderators of CSA on long-term psychological impact. Kendler et al. (2000) and Nelson
et al. (2002) accessed large samples through twin registries.

Kendler et al. (2000) accessed a sample of female twins (N=1411) from a
population based registry. Initial interviews were carried out when the twins were on
average 7.6 years of age. Three telephone interviews were later performed using DSM-III
and IV structured interviews for lifetime psychopathology. The second of these interviews
was initiated after the twins turned 16 at which time a question about CSA was added to the
interview. The interviews were carried out over the course of ten years. Additionally, the
twins provided the addresses of living biological parents who were then interviewed for
lifetime psychopathology, substance abuse, parenting skills and attitudes, financial stress
during the twin's childhood, family environment and parental education.

The co-twin analysis examined the pairs where only one of the twins had
experienced CSA. Analyses confirmed the findings of other cross-sectional studies that
CSA twins had a significantly higher likelihood of developing lifetime psychopathology.
In fact, their effect sizes ranged between .24 and .35 which the authors reported were
significantly higher than the mean effect sizes reported in previously published meta-

analyses (.09). The authors hypothesized that CSA was associated with an increase of



lifetime psychopathology which could not be assessed in a cross-sectional study. When
statistical analyses were carried out entering the reported familial ‘factors, there was only a
slight and non-significant decrease in the association between CSA and later psychological
disorder. While the reports of CSA and potential confounding risk factors were
retrospective, the authors made the case for a causal relationship between CSA and later
psychological disorder on the basis of their findings and use of more rigorous methodology.
Nelson et al. (2002) assessed 1991 same sex twin pairs from the Australian Twin
Registry. One comprehensive assessment of CSA, parental and family history and DSM-
IV major depressive disorder (MDD), conduct disorder, and alcohol or substance
dependence was administered through semi-structured interviews. These interviews were
administered over the phone. Twins with a CSA history evidenced significantly increased
levels of MDD, suicide attempts, conduct disorders, substance dependence, rape and
divorce. Similar to other cross-sectional studies, penetrative CSA was associated with a
higher degree of psychopathology. However, both CSA twins in pairs where only one
reported a history of CSA did report higher levels of problems than CSA negative pairs.
The authors questioned whether these represented false negative reports of CSA or the
impact of environmental factors. Curiously, the researchers did not assess their participants
for anxiety disorders including posttraumatic stress disorder. While this study did control
for some of the confounding impact of shared environment there was still a heavy reliance
on retrospective self reports. These limitations can only be addressed through prospective

methodologies which are beginning to appear in the literature.



Prospective Studies

Currently, two prospective studies of CSA survivors into adulthood are in print
(Horwitz, Widom, McLaughlin, & Raskin White, 2001; Spataro & Mullen, 2004). These
studies addressed many of the limitations of the cross-sectional and twin studies.

Horwitz et al. (2001) compared the psychological outcome of a large sample
(N=641) of children with court-substantiated abuse or neglect around 1970 in the United
States. These children were matched by age, gender and race through school records with
510 children who did not have documented abuse or neglect. Two assessments were
carried out 19 and 25 years following the abuse.

Using DSMIII-R semi-structured interviews participants were assessed for
dysthymia, antisocial personality disorder and substance abuse. All participants also
completed an extensive stressful life events inventory. Results indicated that male CSA
survivors also experienced significantly higher levels of stressful life events along with
increases in dysthymia, antisocial personality disorder and no difference from comparisons
on substance abuse. Female survivors reported higher levels of dysthymia, antisocial
personality disorder, substance abuse and reported lower socioeconomic status than
controls. Analyses designed to control for other stressful life events suggested a decreased
but still significant association between CSA and mental health in adulthood. Authors
suggested that CSA may act as a stress factor that amplifies the impact of later stressful life
events.

While authors were attempting to confine their assessments to long-term mental
health problems in a prospective methodology, this study was limited by the failure to

assess for symptomatology that has been identified through cross-sectional studies to be



associated with CSA. In particuiar they did not assess for PTSD, dissociative disorders,
anxiety disorders or major depression.

Most recently, Spataro et al. (2004) developed a prospective cohort design assessing
the impact of CSA on 1612 CSA survivors (1327 female, 285 male) over the course of
approximately 20 years. This sample was obtained through accessing a large database of
documented sexually abused children in Australia. These cases were then run through
another register of consumers of mental health services provided by the state on both an
inpatient and outpatient basis. A diagnostic hierarchy (schizophrenia, major affective
disorders, organic pathologies, somatoform disorders, PTSD, disorders of childhood, Axis
II disorders, conduct disorder and substance abuse) was developed whereby each
participant could only be coded with the disorder that was at the highest level of the
hierarchy.

Significant associations were found between CSA and anxiety disorders and acute
stress disorder with male and female CSA survivors evidencing a three times greater risk of
developing these disorders than controls. Major affective disorders were also significantly
more likely to be diagnosed in CSA survivors at a two times higher rate in women. CSA
survivors were diagnosed with five times higher rates of personality disorders than controls.
No differences were found in rates of schizophrenia, substance dependence and
somatoform disorders. Male survivors were found to have higher levels of psychological
disorder than female survivors. This was accounted for by significantly higher levels of
conduct disorder and authors suggested that this may be due to evidencing more significant
levels of distress and externalizing behaviours that resulted in referral to a public treatment

facility.



Using a diagnostic hierarchy limited the veracity of these findings given the high
level of comorbidity often found in CSA survivors (Herman, 1992). This study was also
limited by the use of diagnostic information from public mental health facilities. Male
survivors were found to have higher levels of psychopathology but this may have been
related only to more extreme presentations that were treated in public facilities versus more
minor mental health distress treated in the community. Additionally, there was no
assessment of CSA in controls; and assumption of discordance was made.

Summary

These more recent longitudinal and prospective studies of the impact of CSA on
adult psychological functioning have provided more rigorous support for the argument that
CSA is associated with significant risk for psychological impairment. Researchers have not
coordinated their definitions of CSA, measurements and analytical approaches, their
approach to confounding risk factors and come to a consensus on the appropriate methods
for measuring psychological functioning in survivors. Thus we have a body of literature
that is progressing methodologically but needs to take the next step towards agreeing upon
measurement and analyses so that studies can be more rigorously compared. Additionally
it will be important for researchers to begin replicating these more recent prospective
studies in different regions.

The relationship between CSA and adult functioning is not simple and more
sophisticated statistical methodology needs to be incorporated into these prospective
studies to allow for the development of a structural model of CSA impact based on the
incorporation of moderator and mediator variables that can be measured over the transition
from childhood trauma to adulthood (MacIntosh & Whiffen, 2005). Beyond assessing

psychological functioning within the CSA survivor, it is also essential to understand how
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the impact of the CSA extends to the survivor’s social system. Thus assessment of
interpersonal functioning is also critical to understanding the experience of the survivor.

Interpersonal Sequelae of CSA

Even in light of significant interpersonal violation, CSA survivors display a
remarkable longing for relations with others and for stable attachment relationships (Allen,
Huntoon, Fultz, & Stein, 2001). However, these relationships are not without significant
struggles. Research has suggested that interpersonal relationships are potential moderators
and mediators of the relationship between CSA and long-term distress (Feinauer, Callahan,
& Hilton, 1996; Lynskey & Fergusson, 1997; Runtz & Schallow, 1997; Whiffen, Judd, &
Aube, 1999) and the clinical literature has documented long-term and significant
impairments in interpersonal functioning in CSA survivors. For instance, based on clinical
case studies, authors have asserted that couples where one or both partners are CSA
survivors are more likely to develop relationship distress and to evidence more severe
distress than other distressed couples (Johnson & Williams-Keeler, 1998; Nelson &
Wampler, 2000).

Experiential Avoidance

One theoretical conceptualization has been put forward to explain the challenges
that survivors face interpersonally (Polusny & Follette, 1995). Authors used Hayes’ (1987)
concept of experiential avoidance in the context of CSA to understand this phenomenon.
Essentially they argued that attempts to avoid negative thoughts, feelings and memories
result in ;:oping mechanisms such as dissociation, substance abuse, casual sexual
behaviours and an avoidance of interpersonal relationships. While these mechanisms work
in relieving pain in the short term by allowing for the avoidance of negative emotions there

are negative long-term consequences such as feelings of isolation, dissatisfaction with
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relationships and sexual dysfunction. This conceptualization has not been empirically
studied but provides some rationale for the findings of empirical study of the interpersonal
distress of survivors.

Qualitative Studies

Qualitative research has suggested that CSA survivors’ report distress in their
interpersonal relationships. For example, Pistorello and Follette (1998) assessed CSA
survivor’s perceptions of their couple relationships in the context of group therapy. Five
different therapy groups for female CSA survivors were taped and comments related to
interpersonal relationships were thematically analyzed. The two most prominent themes
were related to problems with emotional communication or intimacy, and the approach to
power and control in the relationships. Sexual difficulties were also frequently noted and
were found to be correlated with the survivors’ current level of trauma symptoms. Many
survivors reported that their partner often blamed the survivor‘s CSA history for the couple
problems.

Review of Cross-Sectional Studies

Empirically, interpersonal functioning in CSA survivors has only recently been
incorporated into studies of CSA survivors and their functioning in adulthood. Some cross-
sectional studies assessing the long-term impact of CSA have examined the interpersonal
relationships of CSA survivors but primarily in the context of larger studies where other
realms of functioning were assessed. The same methodological issues need to be kept in
mind when interpreting these studies as were discussed above.

Three exhaustive reviews of this literature have been published within the last four
years (Davis & Petretic-Jackson, 2000; DiLillo, 2001; Rumstein-McKean & Hunsley,

2001). There is some overlap between these reviews in the studies that were incorporated.
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All of the authors approached the literature critically and made distinctions between clinical
and community samples and assessed the degree of representativeness of studies. Efforts
were made to focus on empirical studies but some qualitative studies were included given
the salience of their findings.

In total between 23 and 42 unique studies were contained in each review. There
was a high level of consistency between studies in the findings related to the couple
relationship. CSA survivors reported more current relationship problems than non-
survivors and were likely to have had a prior divorce, marry younger, perceived their
relationships to be more isolating and of lower quality than controls, and felt that they were
unable to depend on their partners. Survivors were also found to have a significantly
higher risk of maltreatment by partners. However, it was noted that in cross-sectional
controlled studies, fewer CSA survivors got married than controls. (Davis et al., 2000;
DiLillo, 2001; Rumstein-McKean et al., 2001).

Partners

Given these significant detriments in interpersonal relationships it is surprising that
only two studies to date have looked at the impact of loving a CSA survivor on the
partners. Most treatment approaches for trauma primarily address the needs of the
survivor. Expectations from the survivor and perhaps his/her therapist are high in terms of
the supporting role that the partner should play yet the partner is often alienated from the
process.

Isolation, pain, anger, frustration and dissatisfaction are high on the list of concerns
of partners of trauma survivors arising out of the results of two qualitative studies (Reid,
Mathews, & Liss, 1995; Reid, Wampler & Taylor, 1996). In the first study (Reid et al.,

1995) authors articulated some of the themes identified in a support group for partners of
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CSA survivors. These partners reported feeling isolated from their partner’s recovery,
angry, frustrated and dissatisfied with their relationships. In the second study (Reid,
Wampler, & Taylor, 1996) data was collected through in-depth interviews with 17 partners
of survivors. These partners reported that they had ongoing problems with communication
with t,heir partners. They reported feeling that their partners were inconsistent, confusing,
and frustrating in their attempts to communicate with them. They indicated that they felt
left out of the therapy process, that therapists did not help survivors develop intimacy with
their partners, that they were treated like perpetrators and that they were left waiting for the
therapy to conclude to continue their relationship.

Survivor’s perceptions of their partners are similarly negative. DiLillo’s (2001)
review consolidated survivors’ reports in 23 studies about their partners. Partners were
perceived as more controlling, less caring, less well adjusted, less supportive, more
insecure, dependent, immature and exploitative than the partners of controls. Both
survivors and partners reported significant communication problems especially related to
being open and honest about emotions and needs and resolving frustrations.

Summary

Thus both survivors and their partners consistently report significant interpersonal
distress in their relationships citing low levels of satisfaction and trust and high levels of
discord and communication problems. While these studies suggest ongoing interpersonal
distress they do not address questions such as why are some survivors able to develop
stable, healthy interpersonal relationships while others experience maltreatment and
distress and still others are unable to develop relationships at all. Nor do these early studies
validate any theoretical conceptualization of the development of these interpersonal

problems or begin to articulate a causal pathway.
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While strong interpersonal relationships may have a moderating impact on the
relationship between CSA and adult emotional distress, CSA can have a significant effect
on survivors’ ébility to engage in healthy supportive intimate relationships and on their
partners (Feinauer et al., 1996). Thus, while the majority of treatment modalities for CSA
have focused on the individual, an alternative and effective therapy for CSA survivors may
be one that is able to integrate the partner into the process to create an ally in the healing
process and allow the partner to be an active participant in the therapeutic process rather
than an outside observer thus it is important to develop clinical interventions for couples
that are based upon a strong theoretical understanding of possible pathways from CSA to
interpersonal distress.

Attachment Theory

One theoretical conceptualization of the relationship between CSA and later
interpersonal dysfunction in survivors that has received preliminary empirical support is
attachment theory (Alexander, 1992). As such it may be an important area of consideration
for those seeking to understand the experience of CSA survivors in their relationships.
Over the last 10 years a vast quantity of research has been undertaken to understand human
attachment. Given the scope of this paper this review will be limited to the following
questions: what 1s attachment theory, how is it applied to adult romantic relationships, can
attachment change and how is attachment theory applied to CSA survivors?

John Bowlby

The first researcher to examine behaviours between an infant and its caregiver was
John Bowlby a British psychoanalyst (Bowlby, 1969). He became intrigued by the distress
of infants separated from their caregivers and developed a developmental evolutionary

theory to understand this phenomenon. Having seen that these behaviours were present in
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. both humans and primates Bowlby set about observing these responses to understand their
purpose. Bowlby hypothesized that infants were born with an innate attachment
behavioural system that ensured proximity to the primary caregiver and thus ensured
maturation to reproductive maturity. These behaviours such as crying, smiling, clinging,
moving and looking all served to achieve proximity to the caregiver and increased survival
and thus were potentiated by natural selection (Bowlby, 1969; Bowlby, 1973).

Bowlby further hypothesized that the infant would seek to ascertain whether the
attachment figure would be available and attentive to them. It was only when this
availability was assured that the infant would explore their environment with comfort and
confidence. Bowlby suggested that these ideas about the availability of the caregiver
developed into an internal system of thoughts and feelings about relationships or internal
working models of attachment that guided the infant’s expectations of the caregiver, others
and themselves.

Bowlby, (1973, p. 204) identified two key features of internal representations of
these working models of attachment: a) whether or not attachment figures could be trusted
to be there when needed and to respond to calls for support and protection and, b) whether
or not you felt worthy of being loved, comforted and cared for. These working models
include one’s expectations. These expectations are the cognitive components of attachment
which determine how incoming interpersonal information is attended to and perceived both
cognitively and emotionally.

Mary Ainsworth

Mary Ainsworth was a student of Bowlby’s who developed a paradigm for the
empirical study of attachment in infants (Ainsworth, Blehar, Waters & Wall, 1978). She

developed a laboratory paradigm referred to as the strange-situation where infants were put
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in situations of separation and reunion with their mother. Based on these infants’
behaviours in the strange situation Ainsworth suggested a three category model of
attachment in infants. These three categories were Secure, Anxious/ambivalent and
Avoidant.

Securely attached infants were found to use their caregiver as a safe based for
exploration, to be upset upon separation from the caregiver and to be soothed by physical
contact upon reunion. These caregivers were noted to be sensitive and responsive to their
infant’s cues. Anxious/ambivalently attached infants were observed to seek proximity from
their caregiver upon reunion after separation but to be angry and resistant to this contact
and more difficult to comfort than secures. The caregivers of these anxious/ambivalent
infants were observed to be unpredictable, intrusive and inconsistent. The avoidantly
attached infants ignored and avoided interaction with their caregivers and these caregivers
were observed as being rejecting and rebuffing.

These studies represented the first empirical observations of the differences in
attachment behaviours in infants in response to frightening and safe experiences and the
first taxonomy of infant attachment.

Attachment in Adult Romantic Relationships

Given the profound impact of early caregiving relationships researchers have sought
to identify the connection and pathways between these early attachment experiences and
adult romantic relationships. Hazan and Shaver (1987) made the first extension of
attachment theory to adult romantic relationships. They hypothesized that the emotional
bond in adult romantic relationships served a similar function to that of the infant caregiver
bond. In fact they suggested that these relationships were driven by the same motivational

system; the attachment behavioural system and that both had similar characteristics. These
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characteristics included feeling safe when the other was nearby versus feeling insecure
when the other was unavailable, engaging in close bodily contact, sharing discoveries with
each other and playing with each other.

Categorical Three Category Model

Hazan et al., (1987) suggested a continuity of attachment from childhood to
adulthood and developed a questionnaire of adult romantic attachment based on
Ainsworth’s three category system. They conceptualized three categories of attachment
corresponding to the attachment styles of childhood. Their self-report measure instructed
participants to choose one of three paragraphs describing different ways of being and
feeling in adult intimate relationships. Securely attached adults described themselves as
being comfortable with closeness and able to trust that their partner will be there for them
when they need them. Avoidantly attached adults described themselves as finding
closeness and intimacy uncomfortable and having difficulty believing that their partner
would be there to support them when the