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Abstract 

The purpose of this master's thesis is to further the knowledge base on the perceived 

effectiveness of group therapy treatment for female survivors of sexual violence—by 

identifying key therapeutic factors within the group setting. In particular, this study 

examined the effect of participant attachment style on perceived most helpful therapeutic 

factors. Participants were randomly assigned to listen to group therapy vignettes for a 

skills group, a process group, or a waitlist (control) condition without vignettes. 

Participants completed the Experiences in Close Relationships-Revised Scale (Fraley, 

Waller, & Brennan, 2000) and the Therapeutic Factors Inventory-Short Form (TFI-S; Joyce, 

MacNair-Semands, Tasca, & Ogrodniczuk, 2011) to measure which therapeutic factors were 

perceived to be the most helpful to the hypothetical survivor in the vignettes, “Polly.” 

Results showed no significant main effect of group type on perceived most helpful 

therapeutic factors. There was also no significant main effect of attachment style on 

preferred group type nor TFI-S scores.  Though results were nonsignificant, important 

considerations for future research regarding group therapy, attachment style, and female 

survivors of sexual violence are included.  

 

Key words: attachment; perceptions; therapeutic factors; group therapy; vignettes; ECR-R; 

TFI-S  
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Attachment Style’s Impact on Perceptions of Group Therapy for Sexual Violence 

Survivors 

According to the Diagnostic and Statistical Manual-5 (DSM-5) under the diagnosis of 

posttraumatic-stress disorder (PTSD), “trauma” is an event in which a person is exposed to 

death, threatened death, actual or threatened serious injury, or actual or threatened sexual 

violence (American Psychiatric Association [APA], 2013). Multiple sources have stated that 

over 40% of women experience some form of sexual violence during their lifetime (Black et 

al., 2011; Breiding et al., 2014; Breiding, 2015). Trauma also has a high prevalence in 

clinical setting with at least 40% of women in treatment reporting a history of abuse 

(Briere & Runtz, 1987; Cloitre, Tardiff, Marzuk, Leon, & Portera, 1996).   

However, the prevalence rate of sexual violence against females is not entirely clear.  

Despite the fact that sexual violence is one form of trauma that may result in PTSD and 

other distress, it is widely believed that sexual violence often goes unreported and 

untreated (Hall, 1995).  Some women may refrain from reporting the incident because they 

are hesitant to characterize the experience as a crime (Kahn, Jackson, Kully, Badger, & 

Halvorsen, 2003).  This could be from shame, embarrassment, or fear of retaliation from 

their attacker (Walsh & Bruce, 2014; Williams, 1984).  When female survivors do seek 

treatment, they may be reluctant to disclose the abuse, or they may have never been asked 

about sexual trauma directly (Williams, 1984).  Briere and Runtz, (1987) reported that just 

39% of sexually abused female outpatients at a crisis center voluntarily disclosed they had 

been abused).   

Survivors often do not indicate their history with sexual violence as the initial 

reason for seeking therapy. Rather, they tend to seek mental health services due to a range 
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of complaints which may include depression, anxiety, relationship problems, or substance 

use.  Importantly, although these women may be seeking psychotherapy for the same 

general reason (emotional distress), their responses to treatment may vary based on 

several factors.  The present research will examine the impact of one such factor—

attachment style—on the perceived most helpful therapeutic factors in group therapy for 

female survivors of sexual violence.  Attachment style refers to one’s proximity-seeking 

behavior to their first major attachment figures (typically one’s parents) as well as future 

attachment figures such as spouses and friends.  Although attachment theory in individual 

therapy has been studied extensively, research on attachment style in a group therapy 

context has been initiated more recently (Markin & Marmarosh, 2010).   

Such research is important for three reasons.  First, group therapy has been shown 

to decrease general mental distress, depression, and other trauma-related symptomology 

(Martsolf & Draucker, 2005).  While group therapy is promising for many of the common 

presenting problems of sexual violence survivors, research on this treatment modality is 

lacking.   Second, studying attachment style in relation to group therapy can help 

facilitators (therapists) work more effectively with individuals of all attachment histories 

and interpersonal styles (Marmarosh, Markin, & Spiegel, 2013).  Familiarity with 

attachment styles may also be useful in screening potential group members to obtain a 

balance of styles across the membership of a specific therapy group.  Greater variety of 

attachment styles within a group therapy setting provides numerous perspectives to 

consider in addition to one’s own.  Multiple perspectives means different problem-solving 

and coping strategies are informally presented to group members.  The end goal of 

studying attachment in group psychotherapy is to help facilitators be more responsive to 
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differences in individual attachment needs to reduce the dropout rate from group therapy.  

Third, there is both a high prevalence of trauma history in the clinical population and a lack 

of agreement on a standard approach to treatment of sexual violence victimization.  There 

is great need for research on effective treatment for survivors of sexual violence. 

Countering the internalization of rape myths may be difficult in individual therapy due to 

the types of emotions (e.g. guilt, self-doubt) and avoidance they inspire. Although 

individual therapy is the traditional treatment approach for this population, group therapy 

effectiveness should also be researched. In a group setting, the possibility of seeing 

recovery processes of others may provide a model for intrapersonal healing through 

interpersonal actions. 

Thus, there are three main goals of the current study: 1) to identify differences in 

perceptions of therapeutic factors for survivors of sexual violence as a function of 

participant attachment style; 2) to contribute to the literature on the perceived 

effectiveness of group therapy for treating survivors of sexual violence by identifying the 

key therapeutic factors that may be mechanisms of change in a group setting; and 3) to 

provide insight into best practices for group therapy treatment of sexual violence. 

Survivors of Sexual Violence 

Consider, for example, the range of experiences included as representative of sexual 

violence by the Center for Disease Control: completed and attempted rape, sexual coercion, 

being forced to penetrate someone else, unwanted sexual contact, and non-contact 

unwanted sexual experiences (Black et al., 2011).  The Center for Disease Control estimates 

that in the United States one in five women (18.30%) and about one in sixty men (1.70%) 

have been raped (Black et al., 2011).  Nearly one in two women (44.60%), and one in five 
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men (22.20%) in the United States experience sexual violence victimization other than 

rape during their lifetime (Black et al., 2011).  Sexual violence is prevalent among both 

clinical and nonclinical populations, but women experience sexual violence victimization 

approximately ten times more than men (Black et al., 2011; Frieden, Jaffe, Cono, Richards, 

& Iademarco, 2014; Smith, White, & Holland, 2003).  It has also been estimated that 

anywhere from 20%-50% of adults in primary care have a history of childhood sexual 

assault (Springer, Sheridan, Kuo, & Carnes, 2003).  A study conducted across several 

community mental health centers found that women with severe mental illness are over 13 

times more likely to report sexual victimization over the past year than women in the 

general population (Goodman et al., 2001).  It is therefore highly likely that a practicing 

psychologist will have many clients with such a history. 

Sexual violence may result in physical injury, substance abuse, or social isolation.   It 

can also lead to a number of serious mental health issues including anxiety, depression, 

post-traumatic stress disorder and suicidal behavior (Black et al., 2011; Breiding et al., 

2014).  The emotional trauma that results from such incidents can be devastating, 

especially interpersonally.  Survivors may also develop low self-esteem, a fear of intimacy, 

and the inability to trust others in intimate relationships (Black et al., 2011; Cloitre et al., 

1996; Cloitre, Cohen & Koenen, 2006; Karakurt & Silver, 2014).  Sexual violence survivors 

may find themselves having flashbacks and replaying the incident in their minds, or 

developing other symptoms of PTSD.  Risk of developing mood or substance use disorders, 

such as depression or alcohol use disorder, also increases for those who develop PTSD 

(Kessler, 2000).  Research suggests clients suffering from PTSD are six times more likely 

than the general population to attempt suicide (Kessler, Borges, & Walters, 1999).  Despite 
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widespread effects of sexual violence, research on treating this type of trauma has not 

resulted in a consensus of the best way to treat this population (Habib, Labruna, & 

Newman, 2013; Karakurt & Silver, 2014; Martsolf & Draucker, 2005; Sayin et al., 2013). 

One factor that deserves more research and may influence individual responses to 

facilitator behavior is attachment style.  

 

Attachment Style 

Attachment theory originated with the work of psychoanalyst John Bowlby (1969).  

Bowlby believed early life experiences with our parents are what largely determine our 

attachment styles, both with caretakers and future attachment figures (e.g., spouses, 

friends).  From an evolutionary standpoint, attachment styles function to increase the 

chance of survival by seeking others for safety and security.  From a developmental 

standpoint, Bowlby (1982) stated that early interactions with our parents greatly influence 

our internal working models of the self and others.   

Attachment theory states that parenting style is key in the development of 

attachment patterns that teach young children about the trust and safety of building 

relationships with other individuals (Maramarosh, Markin, & Spiegel, 2013).  The infant or 

child learns about the self through the relationship with their caregivers.  The more 

responsive the caregiver, the more the child comes to believe the world is reliable and will 

meet the child’s needs.   

Attachment styles exist along perpendicular continuums of anxiety and avoidance 

levels (Brennan, Clark, & Shaver, 1998; Marmarosh et al., 2013).  That is, attachment 

related anxiety and attachment related avoidance are the two major factors that determine 



ATTACHMENT AND PERCEPTIONS OF GROUP THERAPY  
 

7 

the attachment style category.  Attachment anxiety refers to a fear of relationships and 

attachment avoidance refers to the avoidance of emotional vulnerability in relationships 

(Marmarosh et al., 2013).  Attachment style is frequently divided into four categories: 

secure (low anxiety, low avoidance), preoccupied (high anxiety, low avoidance), 

dismissive-avoidant (low anxiety, high avoidance), and fearful-avoidant (high anxiety, high 

avoidance).  

Secure attachment is therefore described as low anxiety and low avoidance of 

forming and maintaining interpersonal relationships.  Individuals with a secure attachment 

style form relationships without avoiding intimacy or fearing abandonment (Marmarosh et 

al., 2013).  Research has found that securely attached individuals reflect their own and 

others’ mental states more accurately than the other styles (Fonagy, et al., 1991; 

Marmarosh & Tasca, 2013; Slade, 2005; Tasca, 2014).  This means that the individual has 

better mentalization abilities by learning from the primary caregiver a complex 

understanding of how the mind and emotions work within one’s own and others’ behavior 

(Fonagy et al., 1991).  This understanding comes from the caregiver’s ability to reflect upon 

the child’s internal experience (Slade, 2005).  Parents of securely attached children are 

more loving and responsive.  The child learns others are trustworthy and loving.  They will 

internalize that they are cared for and that their feelings matter.  This becomes part of the 

internalized working model of others. Additionally, individuals with secure attachment 

patterns have a more positive self-concept, closer and more caring relationships, and 

stronger emotion regulation skills compared to more preoccupied, dismissive, and fearful 

attachment styles (Bartholomew & Horowitz, 1991; Marmarosh, 2014; Marmarosh et al., 

2013; Mikulincer & Shaver, 2007). 
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The remaining three attachment patterns are classified as insecure.  Insensitive, 

neglectful, or unresponsive parents unknowingly teach the child that others are 

unavailable, unreliable, or untrustworthy.  The child learns to form insecure or unstable 

relationships by “avoiding needs, splitting off emotional vulnerability, or fearing 

abandonment” (Marmarosh et al., 2013, p. 4).  Consequently, insecurely attached 

individuals have an increased risk of developing depression, anxiety, and interpersonal 

problems (Mikulincer & Shaver, 2007).  Interpersonal problems include maladaptive fears 

of abandonment, angry outbursts, and having less tolerance for frustration.   Additionally, 

more insecurely attached individuals frequently experience suicidal ideation and self-

mutilation compared to those with more secure attachment styles.  This self-loathing can 

add to the existing interpersonal difficulties, exasperating them and creating a wider chasm 

between the individual and effective interpersonal communication.  

Preoccupied attachment (low avoidance, high anxiety) may be associated with the 

permissive parenting style (high affection, low control).  The child ends up forming 

interpersonal relationships, but endures them with great anxiety and self-doubt about his 

or her own role in the relationship.   The term preoccupied refers to the focus on anxiety 

related to being alone.  Individuals with a more preoccupied attachment style are often 

described as “clingy or needy” (Marmarosh et al., 2013, p. 6).  Even though those with a 

more preoccupied attachment style seek others for support, they are often dissatisfied with 

what they receive (Mikulincer & Shaver, 2007).  According to research on adult attachment, 

adults with a more preoccupied attachment style are more likely to have a negative self-

concept and are overly concerned with potential attachment losses (Baumrind, 1971; 

Hazan & Shaver, 1987; Marmarosh et al., 2013; Tasca et al., 2009).  The preoccupied style 
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may also lead individuals to “maladaptively up-regulate their emotions, which could lead to 

increased symptoms” (Tasca, 2014, p. 53) or problematic interactions with others.   

The attachment styles high in avoidance are dismissive and fearful.  Persons with 

these attachment styles may have a positive or negative self-view.  Dismissive-avoidant 

attachment styles (high avoidance, low anxiety) may originate as a result of neglectful or 

dismissive parenting, which is characterized by low control, low affection, and 

unresponsiveness to the child’s basic biological and emotional needs, while fearful-

avoidant attachment styles (high avoidance, high anxiety) likely come from the fear 

instilled by authoritarian parenting, which is characterized by low affection and 

forgiveness, and high control and punitiveness (Marmarosh et al., 2013).  Individuals with 

more dismissive-avoidant attachment styles deny fears of being alone and tend not to seek 

out emotional support from others.  Instead these individuals tend to withdraw and push 

others away for coping strategies.  Those with a more fearful-avoidant attachment style 

have high anxiety and high avoidance of attachment and relationships (Baumrind, 1971; 

Marmarosh et al., 2013).  In general, individuals with more avoidant attachment styles tend 

to be uncomfortable with closeness and may maladaptively down-regulate affect when 

stressed (Tasca et al., 2009).  This means individuals may have a problematic decrease in 

their expression of affect that can get in the way of successful interpersonal interactions.  

Consequentially, those with more avoidant attachment styles tend to have difficulty 

reflecting on their own and others’ mental states accurately (Slade, 2005).   

Ainsworth, a student of Bowlby’s, gathered great support for attachment theory by 

observing child and infant behaviors during the “Strange Situation” experiment in which 

children were observed being briefly separated from their caregiver (Ainsworth, Bell, & 
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Stayton, 1972; Ainsworth, Blehar, Waters, & Wall, 1978).  The results showed that children 

who were more securely attached to their primary caregivers were able to tolerate their 

emotions in the situation and recovered more quickly from the distress when reunited.  

During separation, these children explored the room more than children with more 

insecure attachment styles.  Importantly, the primary caregivers of the more securely 

attached children were able to facilitate emotion regulation following separation to a 

greater degree than parents of more insecurely attached children (Marmarosh et al., 2013).  

So, children who form more secure attachment styles may be better able to self-soothe 

when upset.  

These early attachment patterns become increasingly problematic when individuals 

utilize the same patterns of behavior in new relationships in adulthood.  People cannot stop 

being themselves—meaning all people necessarily bring their internal working models of 

self and others to new interpersonal interactions (Berk & Andersen, 2000).  However, 

although group psychotherapy members “rely on their previous experiences to manage 

group processes, meet internal needs, and cope with their emotions” (Marmarosh et al., 

2013, p. 4; also see Kilmann et al., 1999), some research has discovered that attachment-

based group therapy promotes a shift to more secure attachment and better interpersonal 

functioning for all attachment styles (Marmarosh et al., 2013).  That research further 

demonstrated adults’ attachment not only influences individuals’ experiences in group 

therapy, but may also change as a result of it. 

Attachment theory was first applied to adults in the 1970s (Baumrind, 1971; Hazan 

& Shaver, 1987; Hazan & Shaver, 1994).  In this context, attachment describes how a 

person relates and bonds (or not) with others in social interactions.  A Danish study of 328 
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intermediate education level students (65% female) found a positive relationship between 

individuals with high avoidant attachment styles and the number of current and lifetime 

PTSD symptoms (O’Connor & Elklit, 2008). Group therapy may be particularly effective in 

treating survivors of sexual violence with any attachment style.  Many forms of group 

therapy aim to facilitate long-term changes in members who may be “unable to trust or 

depend on others, and struggling to make sense of their symptoms and how they hinder 

their capacity for intimacy” (Marmarosh et al., 2013, p. 36).  In treating trauma survivors, 

focusing on the here and now may help combat severe distress from re-experiencing the 

trauma in any way (de Zulueta & Mark, 2000).  Additionally, when group aims to improve 

attachment security, the attachment acts “as a protective shield against PTSD,” (Mikulincer 

& Shaver, 2007, p. 388; O’Connor & Elklit, 2008).  In any psychotherapy group, members 

interact with each other by using previous attachment experiences to manage group 

interactions, meet their own needs, and cope with emotions (Marmarosh et al., 2013). 

However, the efficacy of group therapy for sexual violence survivors with various 

attachment styles does not imply that all experiences with sexual violence are the same or 

result in equivalent levels of trauma.  Rather, there are a range of sexual violence 

experiences and effects that may play a role in both attachment style and the success of 

group therapies. Group therapy may be a particularly effective treatment for survivors of 

sexual violence to learn how others cope in a safe place to share stories and thoughts with 

those who have had similar traumatic experiences with significant interpersonal 

consequences.  

Group Therapy 
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Group psychotherapy has been used in various formats by therapists since the 

1940s as a cost-effective way to treat multiple clients at once (Yalom & Leszcz, 2005).  In 

group therapy, group members are able to experience, explore, and work through conflicts 

with others in a supportive and non-judgmental environment. Therapeutic progress is 

enhanced as group members discover similarities and connection across their common 

experiences (Fritch & Lynch, 2008).  Feelings of self-blame and disconnection from others 

may lessen as members validate each other’s experiences.  Compared to individual therapy, 

which could foster dependency on the therapist, group therapy “requires one to earn 

support by attending to the needs of others” (Fritch & Lynch, 2008, p. 146).   

Some forms of group therapy are informal and unstructured (self-help or mutual 

support groups for individuals with a certain disorder or experience).  Other forms of 

group therapy are based on more sophisticated conceptual and theoretical principles.  The 

focus of the current study will be to contrast what mental health professionals refer to as 

skills groups and process groups. Though both skills and process-oriented group can take 

various forms, the therapeutic elements of such groups have been articulated quite clearly  

(Yalom & Leszcz, 2005).  For example, in comparison to self-help and support groups, skills 

and process groups typically have fewer members. The current recommendation from 

experts in group therapy is to limit each group to six to eight members (Yalom & Leszcz, 

2005).  Limiting the size of the group is intentional in that it encourages and optimizes 

opportunities for, and the impact of, direct interpersonal interaction between group 

members, Once there are more than eight members, it becomes more difficult to share the 

allotted time equally among members, with groups usually meeting for 60-90 minutes once 

a week.    
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Skills groups.  Skills groups are designed to model and teach a set of skills clients 

often lack to manage symptoms and improve daily functioning.  Skills groups may be from a 

cognitive behavioral therapy (CBT) or dialectical-behavior therapy (DBT) approach. CBT 

strategies include providing psychoeducation on mental health, disputing, refuting, and 

reframing an individual’s cognitive distortions, and engaging in behavioral activation—that 

is, increasing pleasurable behaviors or activities to decrease symptomology and increase 

happiness.  DBT groups are another popular type of skills group that incorporates CBT 

principles.  Originally designed to treat persons with borderline personality disorder and 

para-suicidal (i.e.; self-harming) behaviors, DBT focuses on enhancing behavioral 

capabilities, improving motivation to change, and assuring clients their new skills will 

generalize outside the therapy room (Dimeff & Linehan, 2001).  DBT-based skills groups 

teach mindfulness and acceptance, emotion regulation, distress tolerance, and 

interpersonal effectiveness skills with a goal of changing “rigid dichotomous thinking” 

(Dimeff & Linehan, 2001, p. 10) that is the product of previous trauma into thinking that is 

less influenced by emotions, is more flexible and rational, and leads to more adaptive 

behavior reflecting the demands of the present situation. Some researchers state skills 

groups may be more appropriate than process groups for trauma survivors with high 

attachment avoidance because skills-based groups provide more structure (Marmarosh et 

al., 2013; Muller & Rosenkranz, 2009). Formally structured psychoeducational skills groups 

help lessen feelings of stigma, isolation, and shame by becoming a safe and comfortable 

place to ask questions and learn new strategies for coping with difficult symptoms and 

situations (Sayin, Candansayar, & Welkin, 2013).  Structured skills groups provide a 

context in which participants work towards specified goals, whereas less structured groups 



ATTACHMENT AND PERCEPTIONS OF GROUP THERAPY  
 

14 

generally revolve around sharing stories or experiences.  Further, high attachment anxiety 

with low reflective functioning resembles the clinical presentation of borderline 

personality disorder. Thus, skills groups may be the better treatment (compared to 

unstructured group therapies) for individuals with higher attachment anxiety and poor 

mentalization skills (Marmarosh et al., 2013; Wallin, 2007)—that is, difficulty determining 

underlying mental states and emotions of self and others (Bateman, & Fonagy, 2010; 

Fonagy, Steele, Steele, Moran, & Higgitt, 1991).    

Process groups.  Some therapists assert that most presenting problems are 

interpersonal in nature (Marmarosh et al., 2013; Yalom & Leszcz, 2005).  The theory 

behind interpersonal process psychotherapy groups, or more simply process groups, is 

that treating interpersonal issues will decrease symptomology of many disorders (Yalom & 

Leszcz, 2005).  In process groups the composition of members creates a unique social 

microcosm that provides a rich environment for learning interpersonal skills.   In other 

words, proponents of process groups argue that members inevitably continue to manifest 

the role they played in their family of origin (e.g., the scapegoat, the clown, the nurturer), 

even as they continue into adult relationships—and that these interpersonal patterns or 

roles become evident in the group therapy setting.  Furthermore, individuals dealing with 

interpersonal problems may be projecting other predetermined roles from their family of 

origin onto other group members.  For example, members may expect that the person in 

group perceived to be most like their mother will react the same way their mother would. 

These expectations create problems because the group members are not from anyone’s 

family of origin.  Interpersonal problems abound when we treat and expect people in our 
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current relationships to act like our family members have in the past.  Under this model, 

inherent misunderstandings in communication are common and problematic  

In process groups, members are encouraged by the facilitator to freely interact with 

each other.  The overall purpose of process groups is to bring members together to discuss 

meaningful present-focused interactions during group sessions (Burlingame, Fuhriman, & 

Mosier, 2003).  Discussion focuses on the reactions, behaviors, and feelings of an individual 

member or group as a whole.  The strategy is that highlighting maladaptive ways of relating 

to others, and then discovering the potential negative interpersonal consequences of those 

patterns, will enact a desire to change the behavior pattern.  The goal of process group 

therapy is to learn how we relate to and affect others so that we can alter aspects of our 

interpersonal styles to enhance our satisfaction in relationships.  

Once the process group establishes trust and support, it becomes a place to observe 

and interact with members who are demonstrating a variety of interpersonal styles.  In one 

of the earlier stages of the process group, members start building a shared history to which 

they all can refer.  The group atmosphere becomes a safe place to give and receive feedback 

on one’s interpersonal style, or method of relating and interacting with others.  Feedback 

from group members and facilitators, with a focus on the present moment, helps members 

use interactions that occur within the group to illuminate and examine maladaptive 

patterns that may be causing difficulties in current interpersonal, including how emotions 

influence those relationships.  Process group therapy helps provide corrective emotional 

experiences that contradict attachment failures and facilitate more attachment security by 

introducing members to healthy patterns of relating that can serve to replace abusive or 

maladaptive patterns (Marmarosh et al., 2013).  Members can then try out new 
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interpersonal styles safely in group before testing them out in the “real world” (Burlingame 

et al., 2003).   

 Some researchers conclude that process groups may be too threatening for 

members with a trauma history and dismissive-avoidant attachment styles (Saunders & 

Edelson, 1999).  The concern is that more “insecurely attached trauma group members 

may be quick to mentally shut down at any time they sense a potential recapitulation of 

their trauma experience in the group, real or imagined” (Marmarosh et al., 2013, p. 187).  

Additionally, more insecurely attached individuals may be expected to participate less in 

group activities, view group more negatively, and perceive the group as less supportive 

compared to persons with a more secure attachment style (Smith, Murphy, & Coats, 1999).  

However, others have argued that the focus on treating interpersonal issues may be 

beneficial for survivors of sexual violence, as interpersonal difficulties are not only 

common, but can be some of the most impairing effects of sexual trauma. 

In summary, each format used to enact group therapy has relatively specific 

treatment outcomes connected to it.  Not all group therapies offer the same “key 

ingredients”—that is, therapeutic factors—for promoting change.  As noted, skills groups 

are more structured and aim to teach a practical skill set; process groups tend to focus on 

interpersonal relationship patterns and aim to improve interpersonal effectiveness.  

However, there is disagreement in the field as to which therapeutic factors are the most 

important for making a change.  

Therapeutic Factors 

The literature describes eleven therapeutic factors that promote change in group 

therapy (see Table 1 for a brief summary of each): Catharsis, Self-Understanding, Group 
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Cohesiveness, Interpersonal Learning, Existential Factors, Family Reenactment, Instillation 

of Hope, Universality, Altruism, Guidance, and Identification (Yalom, 1975; Yalom 1995; 

Yalom & Leszcz, 2005).  The therapeutic factors overlap each other and work together to 

promote psychological healing.  

 

 

 

 

 

Table 1. 

Brief Description of Yalom’s (1995) 11 Therapeutic Factors 

 
Therapeutic Factor 

 
Description 

 
Catharsis 

 
Ventilation of unexpressed emotions 

Self-Understanding Expanding self-understanding by 
integrating emotional and cognitive 
aspects of the past and present 

Group Cohesiveness A sense of belonging and acceptance, 
alliance to group 

Interpersonal Learning  Discovering the effect one has on other 
people (output) and discovering how 
one is seen by other people (input) 

Existential Factors Recognizing exigencies of life and 
taking responsibility for one’s behavior 

Family Reenactment Experiencing and understanding past 
relationships in the family of origin, 
transference 

Instillation of Hope Encouragement/inspiration from 
seeing other group members improve 
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Universality Learning that others have similar 
problems and life experiences 

Altruism Helping others, putting others’ needs 
first 

Guidance Suggestions and advice from other 
group members regarding a particular 
problem or issue 

Identification Observing and modeling new 
behaviors 

Note. Interpersonal Learning was originally divided into input and output to make two 
therapeutic factors (Yalom, 1995).
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 For example, during the development of the Therapeutic Factors Inventory-Short 

form (TFI-S), factor analysis revealed four broad therapeutic factors: Instillation of Hope, 

Secure Emotional Expression, Awareness of Relational Impact, and Social Learning 

(MacNair-Semands et al., 2010).  The four broad therapeutic factors capture the concepts 

from Yalom’s eleven factors (see Table 2 for a brief summary).  This research approached 

therapeutic factors from Yalom’s theoretical foundation and utilized the TFI-S’s 

empirically verified, and more economic, four-factor model to collect and discuss data. 

Table 2. 

 

A comparison of therapeutic factors from the TFI-S to Yalom’s therapeutic factors 

 

TFI-S 

Factors 

Instillation of 

Hope 

Secure 

Emotional 

Expression 

Awareness of 

Relational 

Impact 

Social 

Learning 

Yalom’s 

Factors 

Instillation of 

Hope 

Universality 

Catharsis 

Cohesiveness 

Altruism 

Family 

Reenactment 

Interpersonal 

Learning 

Self-

Understanding 

Guidance 

Identification 

Existential 

Note. The four broad factors of the TFI-S reflect Yalom’s eleven therapeutic factors (MacNair-

Semands, Orgrodniczuk, & Joyce, 2010; Yalom & Leszcz, 2005). 

 
The overlap of therapeutic factors in group therapy has been a source of 

contention over the number of “essential” therapeutic factors and their exact nature 

(Joyce et al, 2011; MacNair-Semands et al., 2010).  Studying therapeutic factors may 

reveal which variables are significantly related to positive treatment outcomes, allowing 

clinicians to develop more effective therapy approaches.  Some researchers have 

identified single factors as being most important (Joyce et al., 2011).  For example 

Cohesion has been called the most popular relational construct by some researchers in 

group psychotherapy literature (Burlingame, McClendon, & Alonso, 2011).  They describe 
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Cohesion as synonymous with, and as important as, the therapeutic alliance in group 

(Burlingame, Fuhriman, & Johnson, 2001).  However, the field has not come to a 

consensus.   

Other studies claim there are multiple therapeutic factors that are more important 

than others, depending on the population. A study of Turkish psychiatric inpatients in 

group psychotherapy found participants rated Social Learning and Instillation of Hope as 

the most helpful therapeutic factors (Sayin et al., 2008).  A recent study recruited 47 

Turkish women with a history of sexual abuse to participate in a 12-week eclectic group 

therapy program that incorporated concepts from skills and process groups (Sayin et al., 

2013).  Group members rated the following therapeutic factors as most helpful: Social 

Learning, Secure Emotional Expression, and Instillation of Hope.  An Egyptian study on 

substance-dependent individuals found supporting evidence that Secure Emotional 

Expression and Awareness of Relational Impact may be the most important factors 

(Ahmed et al., 2010).  The lack of consensus as to which therapeutic factors are most 

important highlights the need to further study these factors in a group therapy setting.  

Interestingly, Yalom’s (1995) therapeutic factors for group therapy also happen to 

coincide with some attachment concepts related to attachment anxiety and attachment 

avoidance (Marmarosh et al., 2013; Tasca, 2014).  Group psychotherapy has been 

described as “a delicate establishment of a regulatory attachment relationship aimed at 

stabilizing physiology and emotions, and revising the emotional memory of attachment 

patterns” (Flores, 2010, p. 559).  Difficulties regulating emotions and maintaining close 

relationships are common issues for members with anxious or avoidant attachment 

styles.  Participation in group psychotherapy has helped members with a more insecure 



ATTACHMENT AND PERCEPTIONS OF GROUP THERAPY  
 

21 

attachment style learn to form more securely attached relationships without avoiding 

intimacy or fearing abandonment, as well as learn how to better regulate their emotions 

and edit their internal representations of others (Marmarosh et al., 2013).   Yalom (2005) 

explains, “without a sense of the internal world of others, relationships are confusing, 

frustrating, and repetitive as we mindlessly enlist others as players with predetermined 

roles in our own stories, without regard to their actual motivations and aspirations” (p. 

179).  The level of attachment anxiety and avoidance a member has may be directly 

related to group treatment outcome.  In fact some group facilitators believe that the 

therapist’s recognition of and responsiveness to attachment style may determine 

treatment outcome (Yalom & Leszcz, 2005).  

Reflecting the relevance of attachment style to therapeutic factors and the 

importance of attachment style to therapeutic outcomes, group therapy has recently been 

seen as a form of re-parenting.  The facilitator works to model healthy, caring 

relationships with and between each member.  The facilitator must encourage 

opportunities for meaningful interpersonal interactions so members can learn skills from 

each other (e.g., emotion regulation, healthy and timely communication, conflict 

resolution, new ways of interacting) that they had not learned in their family environment 

as children (Marmarosh et al., 2013; Yalom & Leszcz, 2005).   Thus, it is clear that the 

group members’ pre-existing attachment styles and interpersonal styles they learn 

through group therapy are likely to impact which therapeutic factors lead to therapeutic 

success. 

However, as noted, group therapy has been shown to be effective in decreasing 

symptomology of almost any disorder and for interpersonal difficulties (Brown, Reyes, 
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Brown, & Gonzenbach, 2013; Burlingame et al., 2003; Erskine, 2013; Cornell, 2013; Fallot 

& Harris, 2002; Fritch & Lynch, 2008; Krupnick et al., 2008; Tasca, 2014; Yalom & Leszcz, 

2005).  Some examples of interpersonal difficulties include fears of abandonment, angry 

outbursts, poor impulse control, and self-mutilation.  Interpersonal difficulties can be 

found within any psychological disorder and may result in distress and/or isolation.  

Thus, to further the knowledge base on the perceived effectiveness of group 

therapy treatment for female survivors of sexual violence—by identifying key therapeutic 

factors within the group setting—this study investigated two types of psychotherapy 

groups: a skills group and a process group. The focus of this investigation was to measure 

which therapeutic factors were perceived to be the most helpful to the hypothetical 

survivor “Polly,” according to participant attachment styles. The following hypotheses 

were tested: 

1. There will be significant differences in perceived helpfulness of therapeutic factors 

to “Polly” by group, with the process group yielding the most favorable results. 

2. Social Learning and Secure Emotional Expression will be perceived to be the most 

helpful therapeutic factors for “Polly,” similar to previous research with female 

survivors of sexual violence (Sayin et al., 2013).   

3. Due to a greater likelihood for individuals with the avoidant styles to have poorer 

attendance for therapy and less interest in forming new relationships than the 

other attachment patterns, there will be significant differences across which 

therapeutic factors are perceived to be most helpful when comparing low 

attachment-avoidance categories (secure and preoccupied) and the high 

attachment-avoidance categories (dismissive-avoidant and fearful-avoidant). High 
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avoidance may also result in a different set of most helpful therapeutic factors 

when compared to individuals with lower attachment avoidance. 

Method 

Participants 

 Undergraduate students from a small Midwestern university enrolled in an 

introductory psychology course were recruited to participate in an online survey about 

“treatment perceptions.”  The 102 participants were offered research participation credit. 

A slight majority of the participants identified as freshmen (n = 42, 51.90%) and almost a 

third identified as sophomores (n = 24, 29.60%). Juniors made up 13.60% of respondents 

(n = 11), one respondent identified as a senior (1.20%), two respondents identified as 

“nontraditional/other” (2.50%), and one respondent skipped the question (1.20%).  The 

majority of participants identified ethnically as White/Caucasian (n =56, 69.10%).  

Black/African American was the second most frequent ethnic background among 

participants (n = 8, 9.90%), followed by Hispanic/Latino (n = 7, 8.60%), then Other (n = 5, 

6.20%). Two participants identified as Native American/American Indian (2.50%), two 

identified as Asian/Pacific Islander (2.50%), and one participant skipped the question 

(1.20%). The final demographic question asked participants to select their gender 

identity.  Most participants self-identified as female (n = 44, 54.30%), while male 

participants accounted for 43.20% of the sample (n = 35). One participant identified as 

Other (1.20%) and one participant skipped the question (1.20%).  

A single participant did not complete the survey beyond the consent form and was 

excluded from analysis. Exclusion criteria were applied to decrease the likelihood of 

including participants who clicked through the survey without reading, or listening to, the 
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material. To make sure fast survey takers were not excluded simply for that reason, a 

three-minute minimum response time was applied, to allow time to complete the consent 

form, two measures, debriefing, and demographics form. Waitlist (control group) 

participants were excluded if they completed the survey in under three minutes. 

Participants assigned to an experimental condition (skills or process group) were 

excluded if they spent less than eight minutes responding to the survey, because the audio 

clips for the vignettes were five minutes each.  

After applying the exclusion criteria, a t-test was conducted and showed significant 

differences on therapeutic factor perceptions between those who met the time criteria 

and those who did not: Social Learning was t(95) = 3.11, p < .01; Instillation of Hope was 

t(95) = 4.60, p < .01; Secure Emotional Expression was t(94) = 4.15, p < .01; and 

Awareness of Relational Impact was t(93) = 3.91, p < .01. This justifies the exclusion of 21 

participants from further analyses. Thirteen additional participants were excluded by not 

providing enough information to categorize attachment style. The following analyses 

were conducted on data from the remaining 68 valid responses (66.67% of total 

participants). The distribution of valid participants by condition follows: waitlist 

participants accounted for 39.70% of the qualifying responses (n = 27); skills group 

participants made up 35.30% of the valid data (n = 24); and process group participants 

accounted for 25.00% of the analyzed data (n = 17). 
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Materials 

 Experiences in Close Relationships-Revised Scale. The Experiences in Close 

Relationships-Revised Scale (ECR-R) assesses adult romantic attachment on two 

dimensions of attachment: anxiety and avoidance (Fraley, Waller, & Brennan, 2000). This 

36-item self-report scale has 18 items that measure attachment anxiety and 18 that 

measure attachment avoidance. For use in this study, items were randomized. Items are 

rated on a 7-point Likert scale ranging from 1 (Strongly Disagree) to 7 (Strongly Agree).  

One sample Anxiety item is, “I get frustrated when my partner is not around as much as I 

would like.” One sample Avoidance item is, “I prefer not to be too close to romantic 

partners.” The ECR-R is scored by determining the average rating for the anxiety and 

avoidance subscales, after reverse scoring certain items (See Appendix B).  Subscale 

scores above 4 are categorized as “high;” scores at or below 4 are categorized as “low.” 

Participant scores were used to classify attachment style. Possible results are as follows: 

Secure (low anxiety, low avoidance); preoccupied (high anxiety, low avoidance); fearful-

avoidant (high anxiety, high avoidance); or dismissive-avoidant (low anxiety, high 

avoidance).   The two subscales of Anxiety and Avoidance were reported to have a 

correlation of r = 0.11, suggesting little overlap in what each scale measures (Parker, 

Johnson, & Ketring, 2011).  Parker et al. also used Cronbach’s α to assess the internal 

consistency of the Anxiety and Avoidance subscales.  Results for men showed the Anxiety 

subscale was α = 0.91, and the Avoidance subscale was α = 0.90 (Parker et al., 2011).  

Results from women’s responses on both subscales was α = 0.90 (Parker et al., 2011). Our 

sample’s results had high Cronbach’s αs as well: Anxiety subscale, α = 0.93; Avoidance 
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subscale α = 0.90.   Therefore the ECR-R is a reliable and valid tool to assess individual 

attachment styles for the proposed study (Parker et al., 2011).  

 Introductory Text and Audio Vignettes by Condition.  All participants received 

introductory text, according to their assigned condition.  If placed in an experimental 

condition, participants were instructed to listen to a 5-minute audio clip (containing four 

vignettes) designed by the researcher to represent possible group therapy experiences 

for a hypothetical female survivor of sexual violence, “Polly,” based on the assigned 

experimental condition: skills or process. The group vignettes were created by the 

researcher, based on master’s classes, textbook knowledge, a literature review, and past 

experience as a member of a process group as well as a skills group. To increase the 

validity, three fellow master’s level psychology students examined the vignettes. 

Feedback and edits were exchanged to verify that the researcher’s script for each vignette 

accurately represented the researcher’s description and group type (See Appendix C).  

Those in the waitlist condition—our control condition—did not have recordings and were 

informed that “Polly” was placed on a waitlist for group therapy treatment and to 

continue with the survey.  

Therapeutic Factors Inventory-Short Form.  The Therapeutic Factors 

Inventory–Short Form (TFI–S) is a 23-item self-report measure developed to assess more 

global dimensions of group therapy in a more efficient manner than the full inventory 

(Joyce et al., 2011; MacNair-Semands, Orgrodniczuk, & Joyce, 2010).  The TFI-S assesses 

four broad therapeutic factors: Instillation of Hope, Secure Emotional Expression, 

Awareness of Relational Impact, and Social Learning (MacNair-Semands et al., 2010). This 

measure was designed to assess individual group members’ perceptions of the 
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helpfulness of the aforementioned four therapeutic factors.  The original measure is a self-

report scale designed for actual group members. Because we were assessing perceptions, 

we substituted the subject of the items from “I” to refer to the hypothetical survivor 

“Polly.”  Respondents rate their extent of agreement with each item using a Likert scale 

ranging from 1 (Strongly Disagree) to 7 (Strongly Agree). A sample item for Instillation of 

Hope is, “Things seem more hopeful since joining group;” a sample item for Secure 

Emotional Expression is, “Polly gets to vent her feelings in group;” a sample item for 

Awareness of Relational Impact is “Polly finds herself thinking about her family a 

surprising amount in group;” and a sample item for Social Learning is “In group 

sometimes Polly learns by watching and later imitating what happens.”  Scores were 

derived by finding the average across participants’ responses on each subscale. The 

higher the score, the more helpful the factor was perceived to be. See Appendix D.  

The TFI-S takes 5-10 minutes to complete.  The TFI-S is internally consistent, with 

Cronbach’s αs between .71 and .91 (Joyce et al., 2011).  Cronbach’s αs from our sample 

ranged indicated medium to high reliability. For Instillation of Hope, α = 0.79; Secure 

Emotional Expression, α = 0.78; Awareness of Relational Impact, α = 0.81; Social Learning, 

α = 0.53.  Data from an exploratory factor analysis revealed strong test-retest reliability of 

the four factors: Instillation of Hope, r = .91; Secure Emotional Expression, r = .86; 

Awareness of Relational Impact, r = .82; and Social Learning, r = .71 (Joyce et al., 2011).  

This study utilized the TFI-S to gain each participant’s perspective on which therapeutic 

factors would be the most helpful factors for a hypothetical female survivor of sexual 

assault, “Polly.” The wording of the TFI-S referring to the respondent was changed to 

represent “Polly’s” experience in group.  
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Procedure 

 This study was approved by the University’s Institutional Review Board. 

Participants self-selected participation in this study from a list of options made available 

to PY100 students.  Participants were randomly assigned to each condition: skills group, 

process group, or waitlist. Copies of the consent form (see Appendix A) and measures 

were provided to PY100 students who volunteered to participate in the study and were 

18 years of age or older.  Participants read and electronically signed an informed consent 

sheet stating the purpose and procedure of the study.  The consent form also informed 

participants of the promise of anonymity of responses to the researcher, who collected 

the redacted data from Survey Monkey for analysis, and informed participants of their 

rights, risks and benefits, alternatives, and the researcher’s contact information.  

Participants in the study received 5 points of course credit for their participation.  

Participants completed the Experiences in Close Relationships-Revised Questionnaire 

(ECR-R; Appendix B) on Survey Monkey at the onset of their participation in the study.  If 

in an experimental condition, participants were instructed to listen to a five-minute audio 

clip containing four vignettes for the group type (Appendix C); the waitlist condition did 

not have recordings.  The Therapeutic Factors Inventory-Short Form (TFI-S; Appendix D) 

was administered at the conclusion of the audio recordings of the group vignettes for 

experimental participants or immediately after the ECR-R for control participants.  

Demographic information on race, year in school, and gender identity (Appendix E) was 

gathered from a forced choice form on Survey Monkey. A perception question assessed if 

participants thought the intervention might be effective if they were seeking trauma 

treatment (Appendix E). Finally, participants were debriefed on the purpose of the study, 
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and provided with campus, local, and national mental health resources and support 

resources for sexual assault, harassment, and discrimination (Appendix F).  All 

procedures were developed in conjunction with Washburn University, and conducted in 

compliance with the American Psychological Association’s ethical standards, and were 

approved by the university’s Institutional Review Board. 

Results 

The most common attachment style from this population was secure at 38.24% (n 

= 26), followed by fearful-avoidant at 27.94% (n = 19), and preoccupied at 25.00% (n = 

17).  Notably, there were far fewer participants with a dismissive-avoidant attachment 

style in this sample (n = 6, 8.82%). See Figures 1-3 for attachment style distributions by 

group.  

 
Figure 1. Process group distribution of attachment styles.  
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Figure 2. Skills group distribution of attachment styles. 
  

 
Figure 3. Waitlist distribution of attachment styles.  
 

 To examine whether participants’ expectations about liking the group therapy 

portrayed in their assigned condition varied by condition, we ran a chi-square test of 

independence to examine the relationship between condition and whether participants 

answered “yes” or “no” to the question, “If you were seeking group therapy treatment, do 

you think you would like this type of therapy?” Pearson chi-square found no significant 

differences between groups in whether participants expected to like the therapy or not, 2 

(1, N = 80) = 0.47, p = 0.79. However there tended to be small, nonsignificant differences 

(see Figure 4). Participants in the process group tended to say “yes” to expecting to like 

the therapy slightly more often than “no.” In the skills group, participants also tended to 

say “yes” slightly more often than “no.” However waitlist participants tended to say “no” 

slightly more often than “yes.” Next, we calculated chi-square goodness of fit tests to 

examine whether there were significant differences between the numbers of participants 

who said they would or would not like therapy within each attachment style. None were 

significant, with ps  0.60: dismissive  2 (1, N = 6) = 0.00, p = 1.00; preoccupied  2 (1, N = 
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21) = 0.05, p = 0.83; fearful-avoidant  2 (1, N = 26) = 0.15, p = 0.70; secure  2 (1, N = 33) 

= 0.27, p = 0.60.   

 
Figure 4. If you were seeking group therapy treatment, do you think you would like this 
type of therapy? 
 

We examined intercorrelations among the variables regardless of condition. See 

Table 3.  Notably, the ECR-R Avoidance subscale had significant, small, negative 

intercorrelations with each TFI-S subscale. The strongest correlation was between 

Instillation of Hope and Secure Emotional Expression.  

Table 3.   

Intercorrelations Among All Variables (Two-Tailed) 

 
Subscale 1 2 3 4 5 6 

1. Anxietya - 

     2. Avoidancea .43** - 

    3. Social Learningb .10 -.25* - 

   4. Instillation of Hopeb -.07 -.25* .53** - 

  5. Secure Emotional Expressionb -.06 -.33** .49** .85** - 

 6. Awareness of Relational Impactb .02 -.31** .61** .82** .78** - 

Note. aECR-R; bTFI-S; *p ≤ .05; **p ≤ .01
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Due to significant medium to large intercorrelations among the TFI-S subscales, a 

Multiple Analysis of Variance (MANOVA) was conducted to help control for Type 1 errors 

in testing the first hypothesis: that there would be significant differences, by group, in 

perceived helpfulness of therapeutic factors to “Polly,” with the process group yielding the 

most favorable results. Using Pillai’s trace, there was no significant effect of group type on 

TFI-S ratings, contradicting hypothesis 1, F(8,120) = 1.22, p = 0.29. The waitlist had the 

highest grand mean for the TFI-S (GM = 5.28), followed by the skills group (GM = 5.23), 

then the process group (GM = 5.09), indicating that the waitlist (control) participants 

somewhat (though not significantly) imagined the group Polly was waiting to get into 

would be more helpful than skills and process group participants perceived their 

respective groups actually were.  

 A MANOVA was again used to test this study’s second hypothesis, that Social 

Learning and Secure Emotional Expression would be scored the highest on the TFI-S, 

meaning these therapeutic factors were hypothesized to be perceived as significantly more 

helpful to “Polly” compared to Awareness of Relational Impact and Instillation of Hope. 

Post hoc tests using Bonferroni corrections revealed no significant mean difference when 

comparing TFI-S factors (subscale means), F(8,42) = 1.69, p = 0.13. Although no significant 

differences were found between therapeutic factors, participants tended to perceive 

Instillation of Hope (GM = 5.63) and Secure Emotional Expression (GM = 5.52) as slightly 

more helpful than Awareness of Relational Impact (GM = 5.36) and Social Learning (GM = 

4.94). 

 The third hypothesis stated there would be significant differences on perceived 

most helpful therapeutic factors between the low attachment-avoidance categories (secure 
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and preoccupied) and the high attachment-avoidance categories (dismissive-avoidant and 

fearful-avoidant).  Most participants (63.24%) fell into the low attachment-avoidance 

category (n = 43) and about a third of participants (36.76%) fell into the high attachment-

avoidance category (n = 25). When comparing low attachment-avoidance styles with high 

attachment-avoidance styles with a MANOVA using Fisher’s least significant difference 

(LSD) method for multiple comparisons due to small cell sizes, Pillai’s trace indicated there 

was no significant difference between the two groups on TFI-S scores, V = 0.11, F(4, 59) = 

1.74, p = 0.15.  

However after a follow-up MANOVA, Pillai’s Trace did reveal a significant 

interaction effect between group type and attachment-avoidance, V = 0.26, F(8,120) = 2.22, 

p = 0.03.  Tests of between subject effects revealed that the location of this interaction was 

on the perception of Social Learning by low and high avoiders in the process group. 

Participants with lower attachment avoidance in the process group rated Social Learning 

lower (M = 4.22, SE = 0.22) than those with higher attachment avoidance in the process 

group (M = 4.91, SE = 0.24). The relationship is inversed for those in the waitlist and skills 

conditions: participants with lower attachment avoidance rated Social Learning higher 

(waitlist: M = 5.21, SE = 0.15; skills: M = 5.21, SE = 0.18) than waitlist participants with 

higher attachment avoidance (waitlist: M = 4.75, SE = 0.25; skills: M = 4.70, SE = 0.21). See 

Figure 5. However, post hoc tests revealed no specific significant differences in therapeutic 

factor perceptions between participants with high levels of avoidance and those with low 

levels of avoidance with ps ≥ 0.06. This interaction means individual attachment style is 

fully dependent on condition and vice versa, as far as the perception of Social Learning 

goes.  
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Figure 5. Perception of Social Learning: Group by Avoidance. 

Discussion 

This study’s purpose was to contribute to the literature on the treatment of sexual 

violence victimization by exploring attachment style as it relates to group therapies and 

perceived most helpful therapeutic factors. More specifically, this study aimed to address 

three problems: first, there is a lack of research on the perceived effectiveness of group 

therapy for treating female survivors of sexual violence, although group therapy has shown 

promise for many disorders. Second, research on attachment and group therapy has just 

recently begun, and may provide insight into best practices for group therapy (Markin & 

Marmarosh, 2010).  Third, the perceived most helpful therapeutic factors are unknown. 

We also tested three hypotheses.  Contrary to our first hypothesis, our study found 

no significant differences, by type of group therapy (skills, process, and waitlist), in 

perceived helpfulness of therapeutic factors to “Polly.” Our second hypothesis stated the 

therapeutic factors Secure Emotional Expression and Social Learning would be rated 

significantly more helpful than Awareness of Relational Impact and Instillation of Hope for 

the majority of participants studied. Though differences among perceptions of these factors 

were nonsignificant, the data trended in the expected direction for part of our prediction: 
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Secure Emotional Expression was rated as somewhat more helpful than Awareness of 

Relational Impact and Social Learning. Our third hypothesis stated there would be a 

significant difference in perceived most helpful therapeutic factors as a function of 

attachment avoidance. No significant differences in perceptions were found between high 

and low avoiders. However, we did find that low avoiders in the process group rated Social 

Learning as significantly less helpful than high avoiders in the process group, whereas low 

avoiders in the waitlist and skills group rated Social Learning as more helpful than high 

avoiders in the waitlist and skills conditions. Social Learning is learning about the self 

through experienced or observed interactions with others—much more central to how 

process groups work compared to skills groups. In the process group low avoiders, there 

were twice as many securely attached individuals than those with a preoccupied style. Why 

did the more securely attached individuals in the process group rate Social Learning as less 

helpful than the high avoiders? In theory, securely attached individuals have been 

adaptively learning from their peers for much of their lives. Perhaps they may no longer 

find Social Learning beneficial or helpful. Results tentatively suggest that perhaps the more 

secure the attachment, the less Social Learning is needed.  

 The generalizability of these findings is limited. The major limitation of the study is 

its hypothetical nature and use of vignettes.  Naturalistic or controlled experiments have 

greater generalizability than exploratory perception research such as this study. Since it 

would be unethical to allow participants into group therapy sessions for survivors of sexual 

violence for observation, the next best solution was deemed to take the hypothetical 

approach. Instead of threatening client confidentiality, the researchers used basic group 
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therapy theory principles to create vignettes of what sessions might look like for female 

survivors of sexual violence.   

Another obvious limitation is the small sample and cell sizes. For example, only 

three people assigned to the process group had a preoccupied attachment style. The small 

number of participants means results cannot be generalized to the rest of the population of 

undergraduate introductory psychology students. A related limitation is the unequal 

representation of attachment styles in the sample, with the most notable being the absence 

of participants with a dismissive attachment style assigned to the process group condition. 

Without roughly equal cells of individuals with each attachment style, it is difficult to 

compare TFI-S scores between attachment styles.  It is also harder to draw conclusions that 

generalize beyond the participants of this study.   

A final major limitation was that participants responded to an online survey that 

instructed them to listen to audio vignettes, yet allowed respondents to skip the page 

before playing the entire audio clip. This occurred because all participants ethically have 

the option to skip any items on the survey. To bypass this limitation, it is recommended 

that future research runs the experiment live, giving the researcher the ability to play the 

audio recordings in their entirety for participants of each group condition. While we cannot 

guarantee participants would pay attention to the audio, we could at least expose all 

participants to the full experimental manipulation and do away with the minimum total 

survey response time criteria. Since this was not realized to be a major issue until after 

data collection, a minimum response time criteria was applied to discard answers from 

respondents who simply clicked through the survey without leaving enough time to play 

the audio clip. 
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Because this study was exploratory, procedures and results will need to be 

replicated before being deemed reliable. Despite these limitations, exploratory research on 

this subject is useful.  It is important to make preliminary observations on under-

researched topics before dedicating resources to conduct more controlled research.     

 

 

Clinical Applications 

There are clinical applications to this research.  Knowledge of attachment style can 

be used in the screening of potential group members.  Such screening may be useful to 

obtain a balance of attachment styles within group members and to prepare individuals for 

group according to fears and apprehensions associated with their particular attachment 

styles.   

Theoretical Implications 

Research into treating sexual violence victimization with group therapeutic factors 

from an attachment theory perspective has several theoretical implications.  First, 

facilitators can learn to work more effectively with individuals of various attachment styles 

and interpersonal strategies.  Second, more people with insecure attachment styles may 

stay in the group longer if their needs are not ignored.  Third, understanding the 

attachment style of individuals will aid in encouraging individuals to adopt more secure 

styles.  The more secure the attachment, the more appropriate self-disclosure and the 

better the therapeutic alliance (Marmarosh et al., 2013).  This particular research very 

tentatively suggests that individuals with high attachment avoidance may benefit more 

from process groups due to a greater emphasis in Social Learning compared to the skills 
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and waitlist conditions. It also tentatively suggests those with low attachment avoidance 

may benefit more from skills groups due to a lesser focus on social learning.  

 

 

Future Research 

More research is needed on attachment style, group therapy, and the perception of 

therapeutic factors. Learning from this exploratory study, we have some suggestions for 

future research. First, as noted, we recommend researchers in this field run at least the 

vignette portion of the study in person to ensure participants are exposed to the entire 

audio clip before continuing on with the measures, which could still be online. This practice 

would allow researchers to discard the minimum response time criteria. In the case the 

study needed to be conducted entirely online, the time criteria would need to be used; thus 

we suggest using a service that can award participants a small monetary amount if they 

meet said criteria. A second recommendation is to assess attachment style prior to 

assigning condition so that each group ends up with more equivalent distributions of 

attachment styles. In conjunction, it may also be useful to assess demographic differences 

by attachment style to include in subsequent analyses. Third, it may be beneficial to collect 

therapeutic factor perception data in vivo from participants in actual groups or on a 

waitlist for treatment. An in vivo experiment would provide participants with a more 

comprehensive understanding of their group therapy type and the presence of therapeutic 

factors than the vignettes created for this study.  Finally, it would be important for future 

research to examine whether either trauma or group therapy can change a person’s 

attachments style.  A PsychINFO search (April, 2018) found no literature examining these 
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effects; theoretically, however, we would expect these effects—assumptions about which 

were foundational to the present research—to exist as trauma and group therapy do 

impact how individuals relate to others. 

By continuing research that replicates and extends research such as the current 

study, we may come to find significant differences in perceived most helpful therapeutic 

factors by attachment style, or we may find that therapeutic factors are more equivalent 

than hierarchical. Although attachment style demonstrated no main effect on therapeutic 

factor perceptions, more research is needed to draw conclusions either way.  Whatever 

future research reveals, continuing to investigate the perception of most helpful 

therapeutic factors, as well as efficacy of group therapy for treatment of sexual violence 

survivors will provide more detailed information and suggestions for best practices.   
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Appendix A 
Informed Consent 

The Department of Psychology at Washburn University supports the practice of protection 
for human subjects participating in research. The following information is provided so that 
you can decide whether you wish to participate in the present study. You should be aware 
that even if you agree to participate you are free to withdraw at any time, without penalty. 
Purpose: This experience will have you fill out unidentifiable surveys on Survey Monkey 
assessing your demographic information, how you relate to others, and your perceptions of 
group therapy. The surveys will be completely anonymous to the researcher.  
Participation: You have been asked to participate because you are a PY100 student at 
Washburn University. Your participation is completely voluntary.  The study is expected to 
take 30-45 minutes.   
Benefits and rights: You will earn 10 points that will count towards your PY100 research 
participation.  Through your participation in this study, you may gain the opportunity to 
become more aware of your own attitudes, beliefs, knowledge, and behaviors pertaining to 
your relationships with others and group therapy. This self-insight may help you be better 
equipped to develop and maintain healthy relationships and to seek appropriate support 
services should you need them.   
Expected risks: Part of the survey will ask you to respond to items in reference to a Polly, 
a college student who has been raped. Thinking about her experience, as well as thinking 
about how you relate to others and your perceptions of group therapy may cause 
psychological discomfort. 
Extent of confidentiality: Your responses will be anonymous. I will analyze the data in 
aggregate, such that no individual's responses will be traceable from the products of this 
work, such as journal articles and presentations. Consistent with American Psychological 
Association standards, data will be retained in a restricted-access office for a minimum of 
five years and in the secure statistical program indefinitely. 
Alternatives: Other studies are available for your participation, as are other options for 
earning this credit in your PY100 class—please see your syllabus or talk to your instructor. 
Do not hesitate to ask any questions about the study at any time. Thank you for your 
participation! 
We appreciate your cooperation.  
Sincerely,  
Raquel Martin, B. A.    Dr. Jericho Hockett  
Graduate Student    Assistant Professor of Psychology       
763-614-9129    Master’s Thesis Chair 
raquel.martin@washburn.edu  785-670-1964 
      jericho.hockett@washburn.edu 
I understand this project is research and that my participation is solicited but completely 
voluntary. By continuing with this survey, I verify that I have read and understood this 
document, that I agree to participate in this study under the terms described, and that I 
have retained a dated copy of this consent form for my own records. 
I agree. 
I do not agree. 
Please retain a copy of this consent form for your records.                                     



 

Appendix B 

The Experiences in Close Relationships-Revised (ECR-R) Questionnaire 

Fraley, Waller, and Brennan (2000) 

The statements below concern how you feel in emotionally intimate relationships. We are 

interested in how you generally experience relationships, not just in what is happening in a 

current relationship. Respond to each statement by selecting one number per item. 
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1. When my partner is out of sight, I 

worry that he or she might become 

interested in someone else. 

1 2 3 4 5 6 7 

2.  I often worry that my partner will 

not want to stay with me. 
1 2 3 4 5 6 7 

3.  I talk things over with my partner. 1 2 3 4 5 6 7 

4.  My partner only seems to notice me 

when I’m angry. 
1 2 3 4 5 6 7 

5.  My desire to be very close 

sometimes scares people away. 
1 2 3 4 5 6 7 

6.  I often worry that my partner 

doesn't really love me. 
1 2 3 4 5 6 7 

7.  I don't feel comfortable opening up 

to romantic partners. 
1 2 3 4 5 6 7 

8.  It's easy for me to be affectionate 

with my partner. 
1 2 3 4 5 6 7 

9.  I am nervous when partners get too 

close to me. 
1 2 3 4 5 6 7 

10.  I find it relatively easy to get close 

to my partner.  
1 2 3 4 5 6 7 



 

11.  I often wish that my partner's 

feelings for me were as strong as my 

feelings for him or her. 

1 2 3 4 5 6 7 

12.  I feel comfortable depending on 

romantic partners. 
1 2 3 4 5 6 7 

13.  I worry that romantic partners 

won’t care about me as much as I care 

about them.  

1 2 3 4 5 6 7 

14.  Sometimes romantic partners 

change their feelings about me for no 

apparent reason. 

1 2 3 4 5 6 7 

15.  I'm afraid that I will lose my 

partner's love. 
1 2 3 4 5 6 7 

16.  I worry that I won't measure up to 

other people. 
1 2 3 4 5 6 7 

17.  My partner really understands me 

and my needs. 
1 2 3 4 5 6 7 

18.  I prefer not to show a partner how 

I feel deep down. 
1 2 3 4 5 6 7 

19.  I'm afraid that once a romantic 

partner gets to know me, he or she 

won't like who I really am. 

1 2 3 4 5 6 7 

20.  I find that my partner(s) don't 

want to get as close as I would like. 
1 2 3 4 5 6 7 

21.  I get uncomfortable when a 

romantic partner wants to be very 

close. 

1 2 3 4 5 6 7 

22.  It's not difficult for me to get close 

to my partner. 
1 2 3 4 5 6 7 

23.  When I show my feelings for 

romantic partners, I'm afraid they will 

not feel the same about me. 

1 2 3 4 5 6 7 

24.  I rarely worry about my partner 

leaving me. 
1 2 3 4 5 6 7 

25.  I am very comfortable being close 

to romantic partners. 
1 2 3 4 5 6 7 

26.  I usually discuss my problems and 

concerns with my partner. 
1 2 3 4 5 6 7 

27.  I worry a lot about my 

relationships. 
1 2 3 4 5 6 7 

28.  I prefer not to be too close to 

romantic partners. 
1 2 3 4 5 6 7 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Scoring Information 

In this research, the order in which these items are presented will be randomized.  Each 

item is rated on a 7-point scale where 1 = strongly disagree and 7 = strongly agree.  To 

obtain a score for attachment-related anxiety, please average a person’s responses to items 

1 – 18.  However, because items 9 and 11 are “reverse keyed” (i.e., high numbers represent 

low anxiety rather than high anxiety), reverse the answers to those questions before 

averaging the responses.  To obtain a score for attachment-related avoidance, please 

average a person’s responses to items 19 – 36.  Items 20, 22, 26, 27, 28, 29, 30, 31, 33, 34, 

35, and 36 will need to be reverse keyed before you compute this average.  Subscale scores 

above 4 are categorized as “high;” below a 4 are categorized as “low.” Possible results are 

as follows: Secure (low anxiety, low avoidance); preoccupied (high anxiety, low avoidance); 

fearful-avoidant (high anxiety, high avoidance); or dismissive-avoidant (low anxiety, high 

avoidance).  

 

Attachment-Related Anxiety Scale 

29.  I find it difficult to allow myself to 

depend on romantic partners.  
1 2 3 4 5 6 7 

30.  I tell my partner just about 

everything. 
1 2 3 4 5 6 7 

31.  It makes me mad that I don't get 

the affection and support I need from 

my partner.  

1 2 3 4 5 6 7 

32.  I do not often worry about being 

abandoned. 
1 2 3 4 5 6 7 

33.  My romantic partner makes me 

doubt myself. 
1 2 3 4 5 6 7 

34.  I find it easy to depend on 

romantic partners. 
1 2 3 4 5 6 7 

35.   I feel comfortable sharing my 

private thoughts and feelings with my 

partner. 

1 2 3 4 5 6 7 

36.  It helps to turn to my romantic 

partner in times of need. 
1 2 3 4 5 6 7 



 

1. I'm afraid that I will lose my partner's love. 

2. I often worry that my partner will not want to stay with me. 

3. I often worry that my partner doesn't really love me. 

4. I worry that romantic partners won’t care about me as much as I care about them.  

5. I often wish that my partner's feelings for me were as strong as my feelings for him or 

her. 

6. I worry a lot about my relationships. 

7. When my partner is out of sight, I worry that he or she might become interested in 

someone else. 

8. When I show my feelings for romantic partners, I'm afraid they will not feel the same 

about me. 

9. I rarely worry about my partner leaving me. 

10. My romantic partner makes me doubt myself. 

11. I do not often worry about being abandoned. 

12. I find that my partner(s) don't want to get as close as I would like. 

13. Sometimes romantic partners change their feelings about me for no apparent reason. 

14. My desire to be very close sometimes scares people away. 

15. I'm afraid that once a romantic partner gets to know me, he or she won't like who I 

really am. 

16. It makes me mad that I don't get the affection and support I need from my partner.  

17. I worry that I won't measure up to other people. 

18. My partner only seems to notice me when I’m angry. 

Attachment-Related Avoidance Scale 



 

19. I prefer not to show a partner how I feel deep down. 

20. I feel comfortable sharing my private thoughts and feelings with my partner. 

21. I find it difficult to allow myself to depend on romantic partners.  

22. I am very comfortable being close to romantic partners. 

23. I don't feel comfortable opening up to romantic partners. 

24. I prefer not to be too close to romantic partners. 

25. I get uncomfortable when a romantic partner wants to be very close. 

26. I find it relatively easy to get close to my partner.  

27. It's not difficult for me to get close to my partner. 

28. I usually discuss my problems and concerns with my partner. 

29. It helps to turn to my romantic partner in times of need. 

30. I tell my partner just about everything. 

31. I talk things over with my partner. 

32. I am nervous when partners get too close to me. 

33. I feel comfortable depending on romantic partners. 

34. I find it easy to depend on romantic partners. 

35. It's easy for me to be affectionate with my partner. 

36. My partner really understands me and my needs. 

Item Randomization of The Experiences in Close Relationships-Revised (ECR-R) 

Questionnaire 

Fraley, Waller, and Brennan (2000) 

 
7. When my partner is out of sight, I worry that he or she might become interested in 

someone else. 



 

2. I often worry that my partner will not want to stay with me. 

31. I talk things over with my partner. 

18. My partner only seems to notice me when I’m angry. 

14. My desire to be very close sometimes scares people away. 

3. I often worry that my partner doesn't really love me. 

23. I don't feel comfortable opening up to romantic partners. 

35. It's easy for me to be affectionate with my partner. 

32. I am nervous when partners get too close to me. 

26. I find it relatively easy to get close to my partner.  

5. I often wish that my partner's feelings for me were as strong as my feelings for him or 

her. 

33. I feel comfortable depending on romantic partners. 

4. I worry that romantic partners won’t care about me as much as I care about them.  

13. Sometimes romantic partners change their feelings about me for no apparent reason. 

1. I'm afraid that I will lose my partner's love. 

17. I worry that I won't measure up to other people. 

36. My partner really understands me and my needs. 

19. I prefer not to show a partner how I feel deep down. 

15. I'm afraid that once a romantic partner gets to know me, he or she won't like who I 

really am. 

12. I find that my partner(s) don't want to get as close as I would like. 

25. I get uncomfortable when a romantic partner wants to be very close. 

27. It's not difficult for me to get close to my partner. 



 

8. When I show my feelings for romantic partners, I'm afraid they will not feel the same 

about me. 

9. I rarely worry about my partner leaving me. 

22. I am very comfortable being close to romantic partners. 

28. I usually discuss my problems and concerns with my partner. 

6. I worry a lot about my relationships. 

24. I prefer not to be too close to romantic partners. 

21. I find it difficult to allow myself to depend on romantic partners.  

30. I tell my partner just about everything. 

16. It makes me mad that I don't get the affection and support I need from my partner.  

11. I do not often worry about being abandoned. 

10. My romantic partner makes me doubt myself. 

34. I find it easy to depend on romantic partners. 

20. I feel comfortable sharing my private thoughts and feelings with my partner. 

29. It helps to turn to my romantic partner in times of need.  



 

Appendix C 
Introductory Text and Audio Vignettes by Condition 

Polly is a college student who has been raped.  Four months have passed and Polly is back 

at school for her sophomore year.  Polly still struggles with intrusive memories and 

frequent nightmares of the rape.  Consequently, she has not had a good night’s rest in 

months, making it difficult to concentrate in class.  Fortunately, Polly’s school was offering 

group therapy.  

Skills and Process Group Conditions: The following four audio clips are examples of 

possible interactions from group therapy sessions. They are not in chronological order and 

may be from anytime in the group, from the first session to the last meeting.  A “beep” will 

play at the beginning of each clip. After listening, please answer the questions that follow 

about your perceptions regarding this type of treatment.  

Waitlist Condition: Polly has been placed on a waitlist to join the group therapy. Please 

answer the questions that follow about your perceptions regarding this type of treatment. 

  



 

Skills Group Condition 

After the assault, Polly began attending a "skills group" for female survivors of sexual 

violence. The facilitator, Anne, explained that the purpose of the skills group was to model 

and teach a set of skills clients often lack to manage symptoms and improve daily 

functioning.  The skills include mindfulness, interpersonal effectiveness, emotion 

regulation, and distress tolerance. The group aim is to change rigid all-or-nothing thinking. 

Clip 1: Mindfulness 

Facilitator: Hello everyone! My name is Anne and I’m your group Facilitator. To introduce 

new members to the group, please state your name and share how coming to group has 

helped you so far. 

Alexa: Hi, I’m Alexa. I used to do everything in my power to stay awake and avoid my 

nightmares.  I’d keep myself busy and distracted hoping if I did it long enough, the 

nightmares would quit. They only got worse.  Group has taught me mindfulness skills to 

help me experience reality as it is in the present—not avoid it.  

Facilitator: Thanks, Alexa.  Mindfulness skills can also help get rid of unwanted thoughts by 

taking a step back and simply observing them. Pushing them away only makes it worse. 

Alexa: By focusing on the present moment, I could stay grounded when I had bad memories 

before bed. I remind myself I am not in danger anymore. Now I’m having fewer nightmares. 

Clip 2: Interpersonal Effectiveness  

Facilitator: Okay group, today we are going to learn one way to improve relationship 

effectiveness and satisfaction. The acronym to help remind you is GIVE. This stands for G: 

(be) Gentle, I: (act) Interested, V: Validate, and E: (use an) Easy Manner. Josie, will you 

please share a time when you’ve used this skill? 



 

 

Josie: Sure, Anne. I used GIVE skills with my boyfriend to try to get what I want while 

maintaining our relationship. When I wanted to tell him he was playing video games too 

much, I approached casually when we were both calm, used a soft tone of voice, and 

showed interest in the game he was playing. I validated him by saying, ‘I know you work 

hard and just want to relax when you’re home but I feel ignored and uninteresting when 

you play video games for hours each night. I would like to spend more time together, so 

maybe there’s a game I could play with you, if you don’t want to cut back the time.’ Without 

GIVE skills, I just know that would have resulted in a screaming match.  It really helps. 

 
Clip 3: Emotion Regulation 

Facilitator: Polly, do you remember what we discussed last week? 

Polly: Yes Anne, I do.  We need to check the facts with our assumptions if we want to 

change our emotions. 

Facilitator: That’s right, faulty beliefs can make things worse because we believe what we 

tell ourselves. Alexa, please give us an example. 

Alexa: I used to think anybody who got close to me would hurt me.  When I took a step back 

to check the facts, I wondered, ‘Just because it has happened before, does it mean it will 

happen this time?’ The answer is ‘no,’ so I now work to remind myself that problems in the 

past don’t dictate the future. 

Clip 4: Distress Tolerance 

Facilitator: Becca, why don’t you tell us what you get out of group? 

Becca: Okay. After my traumatic experience, I was mad at everybody and everything in the 

world.  Group has taught me that pain only creates suffering when you refuse to accept it. I 



 

did not want to accept what had happened to me—it wasn’t fair! I was always crying in my 

room, feeling bad for myself, and wishing things were different. Once I started accepting 

the reality of my situation instead of rejecting it, I struggled less. I stopped asking ‘Why 

me?’ and started focusing on what I can do now to get better. 

Facilitator: Thanks Becca. Melanie, you go next. 

Melanie: For a while I was having flashbacks and waking up from nightmares pretty 

regularly. I used my TIP skills to help calm back down. 

Facilitator: Melanie, Can you please explain what TIP skills are to the newer members? 

Melanie: Sure. It’s an acronym. T: Tip the Temperature of your face; I: Intense exercise; P: 

Paced breathing and Paired muscle relaxation. You use TIP skills to reduce extreme 

emotion mind fast. When I have a flashback, I use T by holding my breath and putting my 

face in a bowl of cold water for 30 seconds, which lowers my heart rate. I also use paced 

breathing to slow down my breathing rate by exhaling for longer than I inhale. It helps 

lower my fear and anxiety.  

 

Process Group Condition 

After the assault, Polly began attending a "process group" for female survivors of sexual 

violence. The facilitator, Anne, explained that the purpose of the process group was to bring 

members together to examine and work on interpersonal and emotional difficulties. The 

methods include focusing on member-to-member interactions as they occur and 

encouraging members to try out new interpersonal styles in a safe place. The group aim is 

to improve individual interpersonal styles and effectiveness.  

 



 

Clip 1: Instillation of Hope 

Facilitator: Hi, I’m Anne, the group facilitator.  Please tell us your name and one of the 

reasons why you’re here today. 

Polly: Hey, I’m Polly and sometimes I just feel immense fear of others.  

 Facilitator: Alexa, you look like you have something to say to Polly. 

Alexa: Yes, Anne, I do. You know, I felt that way too a few months after my attack happened. 

But I realized that fear of others was a step beyond the confusion that I had felt paralyzed 

by in those moments my perpetrator raped me. That’s how I found out even my ‘negative’ 

emotions were evidence of my growth! 

Facilitator: Polly, please reflect on how you feel at the present moment, and compare that 

to how you felt during the rape itself. 

Polly: During the rape I felt utterly helpless and afraid; totally opposite to right now. I feel 

safe and supported by the group.  

Clip 2: Secure Emotional Expression  

Polly [tearing up]: I’ve never told anyone about this before. 

Facilitator: How does the group feel towards Polly now that she took the risk of sharing her 

story for the first time? Josie, go ahead. 

Josie: I feel closer to you now, Polly and I’m glad we could make you feel safe enough to 

open up to us. That’s what we’re here for, working through hard stuff together and helping 

each other out. 

Facilitator: Polly, what was it like for you to hear Josie say that to you? 

Polly: I was afraid to talk about the assault because I thought people would judge me so it 

felt good to hear Josie say that.  



 

 

Facilitator: Good. Practicing expressing yourself in group will help allow you to express 

yourself in other areas of your life.  

Clip 3: Awareness of Relational Impact  

Polly: I wish I could tell my mom about the assault, but she can’t keep anything to herself. 

She’s the one who spreads gossip with our family and neighbors. She’s so self-absorbed and 

I can’t trust her—she never even took care of us! Learning to trust others is one of my 

treatment goals, but I still have no idea how to do that. 

Facilitator: Josie, what advice do you have for Polly? 

Josie: I used to hold my mother responsible for the situations my family was in, but now 

that I’m a new mom, I see some of what my mother went through when she was raising my 

brother and I alone.  Now I can relate to her struggles. 

Alexa: Can I add something, Anne? 

Facilitator: Go ahead, Alexa.  

Alexa: At some point you have to realize you need to be vulnerable to give the other person 

the opportunity to be trustworthy.  

Clip 4: Social Learning 

Facilitator: What’s on your mind, Melanie? 

Melanie: I feel like I’m keeping my rape a huge secret from my partner. I feel like a liar, but I 

can’t tell Pat what happened to me…she’ll think I’m a slut. If my girlfriend knew I was 

raped, she wouldn’t want to be with me anymore. I’m damaged goods. 



 

Facilitator: Let’s try something. Melanie, I want you to address each group member 

individually and say, “If I tell Pat about the rape, she won’t want to be with me.” Everyone 

else, please give Melanie a genuine response. 

Melanie: Becca, if I tell Pat about the rape, she won’t want to be with me.  

Becca: Are you 100% certain? When I finally told my boyfriend about my attack it was such 

a relief. He was so supportive. It actually brought us closer together. 

Melanie: Polly, if I tell Pat about the rape, she won’t want to be with me. 

Polly: You’ve told us how well Pat treats you and that you both trust each other. It doesn’t 

seem like she’d give up on your relationship that easily. 

Facilitator: Melanie, what are you hearing from the group? 

Melanie: If Pat really loves me like I think she does, it might be worth the risk to tell her. 

  



 

Appendix D 
 

Therapeutic Factors Inventory-S 

 © R.  MacNair-Semands, J. Ogrodniczuk, A. Joyce, & K. Lese-Fowler (2007) 

 

Please rate the following statements as they apply to Polly’s experience in group by circling 

the corresponding number, using the following scale: 

 

1= Strongly Disagree to 7= Strongly Agree 

 

1. Because she’s got a lot in common with other 

group members, she’s starting to think that she 

may have something in common with people 

outside group too. 

 

1 2 3 4 5 6 7 

2. Things seem more hopeful since joining group. 

 

1 2 3 4 5 6 7 

3. Polly feels a sense of belonging in this group. 

 

1 2 3 4 5 6 7 

4. Polly finds herself thinking about her family a 

surprising amount in group. 

 

1 2 3 4 5 6 7 

5. Sometimes Polly notices that in group she has the 

same reactions or feelings as she did with her 

1 2 3 4 5 6 7 



 

sister, brother, or a parent in her family. 

 

6. In group Polly learned that she has more 

similarities with others than she would have 

guessed. 

 

1 2 3 4 5 6 7 

7. It’s okay for Polly to be angry in group. 

 

1 2 3 4 5 6 7 

8. In group Polly has really seen the social impact 

her family has had on her life. 

 

1 2 3 4 5 6 7 

9. Polly’s group is kind of like a little piece of the 

larger world she lives in: She sees the same 

patterns, and working them out in group helps her 

work them out in her outside life.  

 

1 2 3 4 5 6 7 

10. Group helps Polly feel more positive about her 

future. 

 

1 2 3 4 5 6 7 

11. It touches Polly that people in group are caring 

toward each other. 

1 2 3 4 5 6 7 



 

 

12. Polly pays attention to how others handle difficult 

situations in her group so she can apply these 

strategies in her own life. 

 

1 2 3 4 5 6 7 

13. In group sometimes Polly learns by watching and 

later imitating what happens. 

 

1 2 3 4 5 6 7 

14. This group helps Polly recognize how much she 

has in common with other people. 

 

1 2 3 4 5 6 7 

15. In group, the members are more alike than 

different from each other. 

 

1 2 3 4 5 6 7 

16. It’s surprising, but despite needing support from 

her group, Polly has also learned to be more self-

sufficient. 

 

1 2 3 4 5 6 7 

17. This group inspires Polly about the future. 

 

1 2 3 4 5 6 7 



 

Subscale 

composition 

of the TFI-S 

Social 

Learning:

 

 

 1, 5, 

9, 13 

Instillation of 

Hope: 

 

 2, 6, 

10, 14, 17, 20 

Secure 

Emotional 

Expression:

 3, 7, 

11, 15, 18, 

21, 23 

Awareness of Relational Impact: 4, 8, 12, 16, 19, 22 

18. Even though we have differences, the group feels 

secure to Polly. 

 

1 2 3 4 5 6 7 

19. By getting honest feedback from members and 

facilitators, Polly has learned a lot about her 

impact on other people. 

 

1 2 3 4 5 6 7 

20. This group helps empower Polly to make a 

difference in her own life. 

 

1 2 3 4 5 6 7 

21. Polly gets to vent her feelings in group. 

 

1 2 3 4 5 6 7 

22. Group has shown Polly the importance of other 

people in her life. 

 

1 2 3 4 5 6 7 

23. Polly can “let it all out” in her group. 1 2 3 4 5 6 7 



 

Appendix E 

Demographic and Perception Questionnaire 

Select the appropriate response  

Year in School:  

☐ Freshman   ☐ Senior 

☐ Sophomore  ☐ Nontraditional 

☐ Junior   

Ethnic Background: 

☐ Asian / Pacific Islander 

☐ Black / African American 

☐ Hispanic / Latino 

☐ Native American / American Indian 

☐ White / Caucasian 

☐ Other        

Gender Identity: 

☐ Male   ☐ Transgender  

☐ Female  ☐ Other 

 

If you were seeking treatment for group therapy, do you think you would like this 

type of therapy?  

 

Yes or No  



 

Appendix F 
 

Debriefing 

The purpose of this study was to contribute to the literature on the treatment of sexual 

violence victimization; exploring attachment style as it relates to group therapies and 

perceived most helpful therapeutic factors.  According to the Center for Disease Control, 

almost half (44.6%) of the women in the United States have experienced sexual violence 

victimization other than rape in their lifetime (Black et al., 2011).  Though a history of 

sexual violence victimization is common, the field lacks a consensus on the best treatment 

approach.  Group therapy has shown promise for many disorders, but has not been studied 

in depth for female survivors of sexual violence.  Additionally, the most helpful perceived 

mechanisms of change -therapeutic factors, are unknown.  I expect that participants from 

the skills group and the process group conditions will choose different therapeutic factors 

as the perceived most helpful.    

Sexual violence victimization is a breach of trust.  Oftentimes the perpetrator is 

known to the individual (Black et al., 2011; Breiding et al., 2014).  A person's attachment 

style describes an individual's attachment-related anxiety and avoidance (fear of 

relationships and avoidance of emotional vulnerability).  Since sexual violence is an 

interpersonal violation, I expect the perceived most helpful therapeutic factors to vary by 

participant's attachment styles.  

 

Based on the past research, I expect that 

1. There will be significant differences in perceived helpfulness of therapeutic 

factors to the individual (Black et al., 2011; Breiding et al., 2014).  A person's attach2. Social 



 

Learning and Secure Emotional Expression will be perceived to be the most helpful 

therapeutic factors for the majority of participants studied, similar to previous research 

with female survivors of sexual violence (Sayin et al., 2013). 

3. There will be significant differences on perceived most helpful therapeutic factors 

between the low attachment avoidance categories (secure and preoccupied) and the high 

attachment avoidance categories (dismissive-avoidant and fearful-avoidant).   

The resources below are available to you if you are struggling with any of the issues raised 

in this study, or if you have any questions. 

Washburn University Resources: 

 24-hour crisis line: 785-234-3300 

 Campus Police: 785-670-1153, Morgan Hall 156 

 Student Health Services: 785-670-1470, Morgan Hall 170 

 Counseling Services (free to students): 785-670-3100, Morgan Hall 123 

Psychological Services Clinic (very small charge, open to students and others in 

the community): 785-670-1750, Henderson 111 

 Safe Zone: getalife@washburn.edu 

National Resources: 

 National Hopeline Network:  1.800.SUICIDE (784-2433) 

 National Suicide Prevention Lifeline: 1.800.273.TALK (273-8255) 

 For hearing and speech impaired with TTY equipment:  1.800.799.4TTY (779-

4889) 

 Kansas Coalition Against Sexual & Domestic Violence: (785) 2329784 

 Statewide Crisis Hotline: 8004008864 or 888ENDABUSE  



 

 National Sexual Assault Hotline: 800656HOPE (4673), www.rainn.org, 

info@rainn.org 

 Kansas Crisis Hotline: 888EndAbuse | 8883632287 

 Battered Women's Task Force (Topeka): 8888222983 

 Attorney General's Office  Victims' Services Division: 18008289745 

To find local resources outside of Topeka, KS please visit 211.org 

Topeka, KS Resources: 

 All Emergencies: 911  

 Stormont-Vail Behavioral Health Services 

3707 SW 6th Ave, Topeka, KS 66606 

(785) 270-4600 

 Family Service & Guidance Center Of Topeka 

325 SW Frazier Ave, Topeka, KS 66606 

(785) 232-5005 

 Valeo Behavioral Health Care 

330 SW Oakley Ave, Topeka, KS 66606 

(785) 234-3300 

 Center for Safety and Empowerment 

225 SW 12th Street, Topeka, KS 66612 

Daytime phone: 785-354-7927 (8am-4:30pm on Monday and Wednesday-Friday, 

10:30am 4:30pm on Tuesday) 

Toll-free 24-hour helpline: 1-888-822-2983 
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