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ABSTRACT OF THESIS

MENTAL CONTAMINATION, COPING, AND PTSD SYMPTOM SEVERITY
FOLLOWING SEXUAL TRAUMA
Mental contamination (MC) – an internal sense of dirtiness experienced without contact
with a contaminant – has been linked to PTSD symptoms among sexual trauma survivors.
However, existing work has been limited to cross-sectional or quasi-experimental designs
– precluding conclusions concerning the directionality of associations among PTSD
symptoms and MC – and little work has examined potential mediators of those
associations. The present study utilized a prospective design to evaluate the directionality
of associations between MC and PTSD symptoms and the role of avoidance and
approach coping in mediating those associations. Participants included 41 women with a
history of sexual trauma and current MC. Women completed baseline measures followed
by fourteen days of twice-daily assessments via a mobile application. Results indicated
that avoidance coping mediated the associations between baseline MC and average daily
PTSD symptoms (β = 0.30, SE = 0.14, 95% CI [0.06 , 0.58]) and baseline PTSD
symptoms and average daily MC (β = 0.33, SE = 0.16, 95% CI [0.08 , 0.67]). Our
findings support a mutual maintenance model of PTSD symptoms and MC mediated by
avoidance coping. However, additional research conducted over a more extended period
is warranted to better understand how MC and PTSD symptoms mutually influence one
another.
KEYWORDS: Sexual Trauma, Mental Contamination, Coping, Posttraumatic Stress
Disorder, Daily Diary Assessment
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CHAPTER 1. INTRODUCTION
Posttraumatic stress disorder (PTSD) is a distressing psychological disorder that can
emerge following a traumatic event (American Psychiatric Association [APA], 2013).
Defining symptoms of PTSD include re-experiencing the traumatic event (e.g.,
flashbacks); avoidance of thoughts, feelings, and stimuli that might prompt reminders of
the trauma; negative changes in mood and cognition as a result of the trauma (e.g.,
negative feelings or beliefs about the self or the cause or consequences of a traumatic
event); and changes in arousal or reactivity (e.g., hypervigilance). Research consistently
demonstrates that PTSD is associated with negative impacts on psychological
functioning, emotional health, and physical health (e.g., Badour et al., 2017; Kessler et
al., 1995; López-Martínez et al., 2018).
Recent estimates suggest that approximately 8% of individuals in the United
States will develop PTSD at some point during their lifetime (Kilpatrick et al., 2013).
However, prevalence of PTSD is much higher following certain types of traumatic
experiences. Although lifetime prevalence of PTSD across all types of trauma has been
estimated to be between 17% and 28% (Kilpatrick et al., 1987; Resnick et al., 1993),
estimates of lifetime prevalence among those who have experienced sexual trauma
specifically have ranged from 25% to 80% (e.g., Breslau et al., 1991; Kessler et al., 1995;
Resnick et al., 1993), suggesting that those with a history of sexual trauma have the
highest conditional probability of developing PTSD. Accordingly, recent research has
sought to identify factors that might be linked to PTSD symptoms among those who have
experienced sexual trauma.
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One factor receiving increasing attention in relation to sexual trauma-linked
PTSD is mental contamination. Mental contamination refers to the phenomenon of
experiencing feelings of dirtiness in the absence of contact with a physical contaminant
(Rachman, 1994). In contrast with contact contamination – which involves feelings of
dirtiness associated with contact with an external and readily identifiable contaminant –
mental contamination is conceptualized as occurring in response to internal and diffuse,
or global, feelings of contamination or dirtiness (Rachman, 1994, 2004). As a result,
individuals experiencing mental contamination are often unable to pinpoint the source of
contamination, making it especially difficult to reduce distress associated with that
experience.
Although early theoretical and empirical work focused on mental contamination
in relation to obsessive-compulsive disorder (e.g., Coughtrey, Shafran, & Lee, 2012;
Coughtrey, Shafran, Knibbs et al., 2012), there is a burgeoning area of inquiry aimed at
examining experiences of mental contamination secondary to sexual trauma. Such
research has highlighted the importance of evaluating mental contamination to better
understand negative trauma-related outcomes, including PTSD (Badour, Feldner,
Blumenthal et al., 2013; Badour, Feldner, Babson et al., 2013; Fergus & Bardeen, 2016;
Olatunji et al., 2008). Although mental contamination has been linked to PTSD
symptoms following a variety of traumatic events (Brake et al., 2019; Brake et al., 2018;
Ojserkis et al., 2018), experiences involving sexual violation (e.g., unwanted sexual
advances, sexual assault, etc.) have been identified as being particularly prone to elicit
experiences of mental contamination and associated PTSD symptomatology. For
example, Badour, Feldner, Babson, and colleagues (2013) demonstrated that PTSD
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symptom severity was positively associated with feelings of dirtiness and urges to wash
elicited in response to a laboratory task involving reminders of sexual, but not physical,
trauma. Fairbrother and Rachman (2004) also found that approximately 70% of women
reported experiencing urges to wash – a common means of attempting to alleviate
feelings of dirtiness – immediately following sexual victimization. Among the women
reporting any urges to wash, approximately a quarter reported that these feelings
persisted for several months to over a year post-trauma. This suggests that mental
contamination is not only a common experience linked to sexual trauma, but also one that
can have a lasting impact.
Although considerable progress has been made in evaluating the relationship
between mental contamination and PTSD following sexual trauma, several sizeable and
noteworthy gaps in the literature remain. Perhaps the most notable gap is that research in
this area has been entirely limited to the use of cross-sectional survey or laboratory-based
experimental/quasi-experimental designs. As such, the temporal nature of the mental
contamination-PTSD link is unknown. While some researchers have proposed that
mental contamination may be a precursor to PTSD symptom development (e.g., Badour,
Feldner, Blumenthal et al., 2013; Brake et al., 2018; Olatunji et al., 2008), others have
theorized that PTSD symptoms may lead to increased mental contamination due to
internalization of trauma-related disgust, as well as negative PTSD-related cognitions
involving inflated responsibility and self-blame (Ojserkis et al., 2018). This discrepancy
necessitates further research aimed at evaluating the direction of the mental
contamination-PTSD relationship.
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In addition to the need to establish the temporal ordering of the association
between mental contamination and PTSD symptoms following sexual trauma, there is
also a need to identify the nature of this relationship. What is clear from the extant
research is that mental contamination does not necessarily occur in response to all types
of traumatic exposure; as previously outlined, mental contamination is particularly likely
to occur in response to certain subtypes of traumatic events, namely sexual trauma (Brake
et al., 2018; Brake et al., 2019; Ojserkis et al., 2018). Furthermore, research has
demonstrated that sexual trauma-related mental contamination is typically higher among
those who endorse greater levels of disgust propensity (i.e., trait-like tendency to
experience disgust), disgust sensitivity (i.e., trait-like tendency to be bothered by the
experience of disgust), and peritraumatic disgust (i.e., disgust experienced during a
traumatic event; Badour, Feldner, Blumenthal, et al., 2013; Badour et al., 2014).
Preliminary findings also suggest that distress tolerance (i.e., individual
differences in the perceived ability to tolerate negative emotions) may serve as a
moderator in the mental contamination-PTSD relationship. More specifically, Fergus and
Bardeen (2016) found that mental contamination was only positively associated with
PTSD symptoms following sexual trauma among women who also reported poor distress
tolerance. Ojserkis and colleagues (2018) have also suggested that both thought-action
fusion – or the belief that thinking about a given situation or outcome increases the
likelihood of that outcome (Shafran et al., 1996) – and an inflated sense of responsibility
for the trauma may serve as potential moderators that strengthen the association between
PTSD symptoms and subsequent experiences of mental contamination.
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Finally, in what appears to be the only existing study examining potential
mediators in the mental contamination-PTSD relationship, Olatunji and colleagues (2008)
used a cross-sectional design to demonstrate the presence of an indirect effect of mental
contamination on PTSD symptoms via negative trauma-related cognitions. Such findings
lend support to the theory put forth by Olatunji and colleagues that the distress associated
with experiencing mental contamination may limit an individual’s capacity to override
negative cognitions in the aftermath of sexual trauma, which could in turn contribute to
more severe PTSD symptoms.
To the best of the author’s knowledge, the above efforts constitute the only
attempts to explore the role of additional factors in the association between mental
contamination and PTSD symptoms thus far. The present study aimed to expand upon
this limited literature by examining the role of trauma-related coping in the prospective
(and potentially bidirectional) association between mental contamination and PTSD
symptoms following sexual trauma.
Trauma-Related Coping
Coping broadly encompasses the behavioral and cognitive methods individuals
use to manage thoughts and feelings elicited by situations perceived as being
overwhelming or stressful (Folkman & Lazarus, 1988; Roth & Cohen, 1986). Although
various conceptions of coping exist (Tiet et al., 2006), one common distinction involves
dividing specific coping strategies into two broad categories: approach and avoidance. In
short, approach coping involves actively addressing or responding to a stressor (e.g.,
seeking support from others, actively processing the stressor; Folkman & Lazarus, 1988),
whereas avoidance coping involves cognitively, emotionally, and/or physically distancing
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oneself from the stressor and any related cues (e.g., substance use, distraction; Tiet et al.,
2006). Importantly, trauma-related avoidance coping has been linked to a variety of
maladaptive outcomes, including more severe PTSD symptoms among those with a
history of sexual trauma (e.g., Ullman et al., 2007).
Previous work has also examined associations between mental contamination and
coping behaviors. Perhaps the most well-established form of coping linked to mental
contamination is washing behavior (e.g., Badour, Feldner, Babson et al., 2013; Elliott &
Radomsky, 2009; Fairbrother et al., 2005; Fairbrother & Rachman, 2004; Herba &
Rachman, 2007). Research has demonstrated that individuals with mental contamination
often experience urges to wash and may attempt to reduce or alleviate feelings of
dirtiness by washing or cleansing various body parts (e.g., hands, mouth); however, such
behavior is frequently ineffective given the diffuse nature of mental contamination (e.g.,
Coughtrey, Shafran, & Lee, 2012; Fairbrother & Rachman, 2004; Waller & Boschen,
2015). As a result, individuals often report that washing specific regions of the body does
little to decrease distress associated with mental contamination.
Studies investigating the relationship between mental contamination and other
forms of coping behavior have primarily been conducted outside of trauma-exposed
samples. For example, Zhong and Liljenquist (2006) demonstrated that unscreened
undergraduates who recalled a previous immoral act – intended to elicit experiences of
morality-linked mental contamination – were more likely to exhibit altruistic behavior
compared to individuals who recalled immoral behavior and were permitted to cleanse
themselves afterward. Although the replicability of those findings has since been
questioned (see Fayard et al., 2009), such results nevertheless suggested that altruism
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could perhaps serve as a means of attempting to cope with morally relevant feelings of
mental contamination via reparative behavior.
More recent work has also linked experiential avoidance to experiences of mental
contamination. More precisely, Jacoby and colleagues (2018) found that those who have
a lower ability to tolerate unpleasant thoughts and feelings also tend to evidence more
severe mental contamination symptoms. Although such work did not directly measure
avoidance in the context of coping behavior, it documented a preliminary association
between a tendency to avoid distressing thoughts and feelings (i.e., experiential
avoidance) and mental contamination. Additionally, Brake and colleagues (2018)
observed that those who experience mental contamination following trauma are more
likely to engage in certain risk behaviors that have been conceptualized as serving an
avoidance function in many contexts (e.g., substance use, risky sex). While such findings
provide preliminary support for the notion that mental contamination may be linked to
maladaptive trauma-related coping behavior, further research examining a broader range
of avoidant coping behaviors is nevertheless warranted.
The Present Study
In spite of the above preliminary work evaluating the link between mental
contamination and coping behavior, relatively little is presently known about the specific
role of trauma-related coping in the ongoing association between PTSD symptoms and
mental contamination following exposure to trauma. As such, the present study sought to
fill critical gaps in the literature via a prospective examination of mental contamination,
PTSD symptoms, and coping behavior among a sample of women with a history of
sexual trauma and current experiences of mental contamination. To the best of the

7

author’s knowledge, this study was the first to analyze these variables in conjunction by
making use of both baseline and daily diary data. Accordingly, the aims of the current
study were threefold. First, the present study evaluated the potential prospective
bidirectional relationship between mental contamination and PTSD symptoms by testing
whether baseline levels of sexual trauma-related mental contamination predicted severity
of daily PTSD symptoms, as well as whether PTSD symptom severity at baseline
predicted daily severity of mental contamination. Once the directionality of that
relationship was established, we then examined the potential mediating role of approach
and avoidance coping in that relationship.
Hypotheses
Hypotheses for the proposed study were as follows:
1. A bidirectional relationship between mental contamination and PTSD
symptom severity was anticipated. More precisely, it was predicted that a)
greater baseline levels of mental contamination would predict higher daily
PTSD symptoms and b) more severe baseline PTSD symptoms would predict
higher daily experiences of mental contamination.
2. It was expected that a) avoidance coping would positively mediate the
association between baseline mental contamination and daily PTSD symptoms
and b) approach coping would negatively mediate the association between
baseline mental contamination and daily PTSD symptoms. Specifically, it was
expected that baseline mental contamination would be positively associated
with daily avoidance coping (Path A1) and negatively associated with daily
approach coping (Path A2). It was further expected that avoidance coping at a
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given assessment would in turn be associated with higher PTSD symptoms at
the subsequent assessment (Path B1), while approach coping would be
associated with lower PTSD symptoms at the subsequent assessment (Path
B2).
3. It was expected that a) avoidance coping would positively mediate the
association between baseline PTSD symptoms and daily mental contamination
and b) approach coping would negatively mediate the association between
baseline PTSD symptoms and daily mental contamination. Specifically, it was
expected that baseline PTSD symptoms would be positively associated with
daily avoidance coping (Path A1) and negatively associated with daily
approach coping (Path A2). It was further expected that avoidance coping
scores at a given assessment would, in turn, be associated with greater
experiences of mental contamination at the subsequent assessment (Path B1),
whereas approach coping scores at a given assessment would be associated
with fewer experiences of mental contamination at the subsequent assessment
(Path B2).
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CHAPTER 2. METHOD
Participants
Participants included 41 women aged 18 to 57 (Mage = 32.95, SD = 12.59)
recruited from the community as part of a larger study focused on the intersection
between PTSD and mental contamination. All participants endorsed current experiences
of mental contamination related to a history of sexual trauma. Sexual trauma was defined
in this study as any act involving forced or coerced sexual contact, sexual contact
occurring while ability to consent was impaired due to the influence of substances, or any
sexual contact with an adult occurring during childhood (age 13 or younger).
The racial and ethnic composition of participants was as follows: 73.2%
Caucasian, 19.5% African American, and 4.9% Multiracial; approximately 2.4% of our
sample self-identified as belonging to another racial or ethnic group. Additionally, 9.8%
of our sample identified as ethnically Hispanic. While the majority of women identified
as heterosexual (70.7%), 4.9% of participants identified as homosexual and an additional
22.0% and 2.4% endorsed the bisexual and other options. The majority of participants
(92.7%) reported having completed at least some college, while 4.9% completed high
school and 2.4% did not graduate from high school. In addition, participants’
employment statuses varied widely, with 36.6% of participants identifying primarily as
students, 24.4% as employed full-time, 22.0% as employed part-time, 7.3% as
unemployed and not actively seeking work (e.g., due to disability), and 9.8% as
unemployed and actively seeking work. The most frequently reported income among the
sample was < $20,000 (46.3%); however, incomes ranged from < $20,000 to > $100,000.
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Participants reported having experienced the following non-exclusive forms of
sexual trauma: unwanted sexual contact during childhood (56.1%); unwanted sexual
contact involving force or threatened force (90.2%); and unwanted sexual contact while
under the influence of substances (and therefore unable to provide consent; 58.5%). Of
note, 73.2% (n = 30) of participants reported having experienced multiple (i.e., two or
more) instances of sexual trauma.
Procedure
Participants were recruited from the community via flyers and online
advertisements. Interested individuals completed the following procedures: 1) an initial
phone screen to determine eligibility for enrollment; 2) an at-home pre-visit questionnaire
completed via the Qualtrics online survey platform; 3) a visit to the laboratory to
complete diagnostic interviews and additional questionnaires; and 4) 14 days of twicedaily assessments completed via LifeData, a smartphone app.
All participants were familiarized with the smartphone app during the laboratory
visit and were instructed to complete daily diary assessments twice daily (morning and
evening) for the fourteen-day period immediately following their in-lab visits.
Participants received notifications to prompt daily diary completion at each of the two
daily assessment time points (9:00 AM EST and 5:00 PM EST), and reminders were sent
every 30 minutes until the survey was completed. A given daily diary assessment was
determined to be “skipped” if the participant did not complete the questionnaire within
four hours of the assessment window opening. Participants completed a total of 974 out
of 1148 possible daily diary surveys, resulting in an 84.8% response rate. The mean
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number of responses per participant was 23.76 (SD = 5.24, range 7-28), with over 90%
completing 15 or more assessments.
Participants received $30 following the laboratory visit. In addition, participants
were compensated $1 for every completed daily diary assessment during the 14-day
period, amounting to a maximum total of $28 for that period if participants completed all
daily assessments. An additional $5 bonus payment was awarded for each instance in
which participants completed four consecutive daily diary questionnaires in an attempt to
maximize daily diary adherence. All compensation accumulated during the daily diary
period was awarded to participants at the conclusion of the daily diary window.
All procedures were approved by the University of Kentucky Institutional Review
Board (IRB) prior to recruitment and informed consent was obtained from all participants
prior to the administration of any measures.
Measures
Pre-Enrollment and Baseline Measures
Sexual Trauma History. Eligibility for the study was based on a history of at
least one instance of sexual trauma, as assessed using four items derived from the
National Stressful Events Survey (NSES; Kilpatrick et al., 2011). The NSES was a
nationwide survey conducted to determine both the prevalence of exposure to DSM-5
Criterion A stressors and the occurrence of PTSD symptoms in response to those
stressors. The four items selected for this study evaluated sexual trauma involving a)
sexual contact by an adult during childhood, b) unwanted sexual experiences involving
force, c) unwanted sexual experiences occurring while under the influence of a substance
(e.g., alcohol), and d) penetration (including oral, anal, and vaginal penetration).
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Eligibility for the study was based on receiving an affirmative response to any of the first
three items.
Mental Contamination following Sexual Trauma. Participants’ current
experiences of sexual trauma-related mental contamination were assessed during the
phone screen phase of recruitment using the Posttraumatic Experience of Mental
Contamination scale (PEMC; Brake et al., 2019). The PEMC is a 20-item self-report
measure modeled after the Vancouver Obsessional Compulsive Inventory – Mental
Contamination scale (VOCI-MC; Radomsky et al., 2014). In contrast with the VOCIMC, which is administered to evaluate general experiences of mental contamination, the
PEMC is designed to specifically evaluate experiences of mental contamination
following a traumatic event (e.g., “Since the traumatic event, I often feel dirty inside my
body”; Brake et al., 2019). PEMC items were administered in reference to the index
trauma reported by participants during the screening phase. For each item on the PEMC,
participants were asked to indicate the extent to which they experienced the described
feeling or sensation using a five-point Likert-type scale (0 = Not at all to 4 = Very much).
Individual item scores for the PEMC were summed to create an overall severity
index for sexual trauma-related mental contamination, with greater overall scores
indicating more severe experiences of mental contamination. Participants were
considered to be experiencing current mental contamination – and were thus eligible for
the study – if they presented with an overall severity score of 10 or greater on the PEMC.
This cutoff score was chosen in alignment with cut scores previously reported to indicate
moderate levels of mental contamination on the VOCI-MC (Coughtrey et al., 2014).
Preliminary evaluations of the psychometric properties of the PEMC have provided
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evidence of strong reliability and convergent validity with the VOCI-MC, with the
PEMC evidencing better utility than the VOCI-MC for assessing mental contamination
concerns among those experiencing current PTSD symptoms (Brake et al., 2019).
Additionally, the PEMC exhibited excellent reliability in the present study (α = .92).
Current experiences of trauma-related mental contamination were confirmed during an
in-person interview.
Posttraumatic Stress Symptoms. Baseline PTSD symptom severity was
assessed using the past-month version of the Clinician-Administered PTSD Scale for
DSM-5 (CAPS-5; Weathers et al., 2013a). The CAPS-5 is a semi-structured clinical
interview designed to assess the frequency and intensity of symptoms comprising the
DSM-5 criteria for PTSD. The CAPS-5 has demonstrated excellent psychometric
properties (Weathers et al., 2018) and all participant interviews were conducted by a
trained graduate researcher. Total PTSD severity scores for the CAPS-5 were calculated
by summing the frequency/intensity score. Scores on CAPS-5 items were also used to
determine PTSD diagnostic status based on whether or not responses satisfied each DSM5 criterion using the SEV2 scoring rule (Weathers et al., 2018). The CAPS-5 exhibited
satisfactory internal consistency in the current study (α = .84).
Daily Questionnaires
Mental Contamination following Sexual Trauma. Experiences of mental
contamination were assessed twice daily using the State Mental Contamination Scale
(SMCS; Lorona et al., 2018). The SMCS is a 15-item self-report inventory developed by
modifying items from the Vancouver Obsessional Compulsive Inventory – Mental
Contamination scale (VOCI-MC; Radomsky et al., 2014). Whereas the VOCI-MC
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assesses trait-level variables relevant to the experience of mental contamination, the
SMCS instead assesses state experiences of mental contamination by modifying original
VOCI-MC items (e.g., “I often feel dirty inside my body”) to reflect current experiences
of mental contamination (e.g., “I feel dirty inside my body”). Participants rated the extent
to which they agree with each item using a Likert-type scale (0 = Not at all to 4 = Very
much). For the present study, daily assessment instructions for the SMCS were adjusted
to specifically refer to the index traumatic event identified as part of the CAPS-5
interview. The SMCS has demonstrated strong internal consistency and convergent
validity in preliminary evaluations of its psychometric properties (Lorona et al., 2018)
and reliability estimates for evaluating between-person differences (Rkf = .99) and withinperson change (RC = .95) were excellent in the present study. Total mental contamination
scores were calculated at each assessment timepoint by summing individual SMCS item
responses.
Posttraumatic Stress Symptoms. Assessments of daily PTSD symptoms were
conducted using a modified version of the PTSD Checklist for DSM-5 (PCL-5; Weathers
et al., 2013b). This approach is both consistent with and supported by previous studies
evaluating PTSD symptoms using daily diary assessments (Dworkin et al., 2017). The
PCL-5 is a 20-item self-report inventory that evaluates past-month severity and frequency
of PTSD symptoms. At each twice-daily assessment, participants were instructed to
complete each item of the PCL-5 based on symptoms occurring since the previous daily
diary assessment. Participants were also prompted to evaluate daily PTSD symptoms
related to their most distressing experience of sexual trauma (as identified during the
CAPS-5 clinical interview). For each item, participants indicated the extent to which each
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described feeling or sensation has affected them using a Likert-style scale (0 = Not at all,
1 = A little bit, 2 = Moderately, 3 = Quite a bit, 4 = Extremely). Reliability estimates for
evaluating between-person differences (Rkf = .99) and within-person change (RC = .92)
via the PCL-5 were excellent in the present study. Total PTSD symptom severity scores
were calculated at each assessment timepoint by summing individual PCL-5 item
responses.
Trauma-Related Coping. Trauma-related avoidance and approach coping were
assessed using select items from the Brief COPE (Carver, 1997), as well as several
additional items designed to assess coping-related behaviors. The Brief COPE is a 28item measure designed to evaluate use of a wide range of coping strategies. For each item
on the Brief COPE, individuals rate the extent to which they have engaged in a given
coping strategy using a Likert-style scale (1 = I haven’t been doing this at all to 4 = I’ve
been doing this a lot). For the present study, instructions for the Brief COPE were
modified to instruct participants to specifically indicate the extent to which they had used
a given strategy since the previous daily assessment to cope with their most distressing
sexual trauma experience. The Brief COPE has evidenced satisfactory psychometric
properties (Carver, 1997).
Trauma-related avoidance coping. Avoidance coping behavior was assessed
using five items selected from the emotional avoidant subscale of the Brief COPE
(Schnider et al., 2007) in combination with two additional behavioral items derived from
other sources. Selected items from the Brief COPE were obtained from the selfdistraction, denial, behavioral disengagement, and self-blame subscales and were chosen
based on pilot laboratory data suggesting a significant correlation with VOCI-MC mental
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contamination severity. The five selected items included: “I’ve been turning to work or
other activities to take my mind off things”; “I’ve been saying to myself ‘this isn’t real’”;
“I’ve been giving up trying to deal with it”; “I’ve been criticizing myself”; and “I’ve been
blaming myself for things that happened” (Carver, 1997).
Additional items were also included to assess avoidance coping behavior
involving washing or cleansing and thought suppression as previous research has
suggested that both domains are relevant to the experience of mental contamination (e.g.,
Coughtrey, Shafran, & Lee, 2012; Jung & Steil, 2012). The item addressing washing
behavior (“I’ve been spending time washing or cleaning”) was developed by modifying
one item from the Vancouver Obsessive Compulsive Inventory (VOCI; Thordarson et al.,
2004), while the item included to address thought suppression (“I’ve been trying to avoid
certain thoughts”) was adapted from the Thought Suppression Inventory (TSI; Rassin,
2003). Total avoidance coping scores were calculated at each assessment timepoint by
summing individual item responses. Though reliability estimates for examining withinperson change in avoidance coping were poor (Rc = .65), estimates for evaluating
between-person differences in avoidance coping were excellent (Rkf = .99).
Trauma-related approach coping. Approach coping behavior was evaluated
using six total items: four items from the Brief COPE, as well as two additional items
from the Emotional Approach Coping measure (EAC; Stanton et al., 2000). This six-item
measure was chosen since it has been used in previous research employing daily diary
methods and has demonstrated strong reliability across daily diary assessments (Park et
al., 2004). For each approach coping item, participants were asked to indicate how
frequently they had used the described coping behavior since the previous daily diary
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assessment using a Likert-style rating scale (1 = I haven’t been doing this at all to 4 =
I’ve been doing this a lot). Selected items from the Brief COPE comprised the emotional
support and acceptance subscales (e.g., “I’ve been getting emotional support from
others,” “I’ve been learning to live with it”; Carver, 1997). In addition, two items were
included from the EAC to assess both emotional expression and emotional processing.
Total approach coping scores were calculated at each assessment timepoint by summing
individual item responses. Reliability estimates for evaluating between-person
differences in approach coping (Rkf = .99) and within-person change across the daily
diary period (Rc = .78) were excellent and acceptable, respectively.
Data Analytic Approach
Descriptive Statistics
Means, standard deviations, and frequencies were calculated for all demographic
variables and means, standard deviations, and zero-order correlations were calculated for
all model variables. Additional variables were computed to evaluate whether participants
had experienced multiple (two or more) instances of sexual trauma (0 = No, 1 = Yes) and
to evaluate PTSD diagnostic status at baseline based on responses recorded during the
CAPS-5 interview (0 = No PTSD, 1 = PTSD). Using those variables, further descriptive
analyses were conducted to determine a) the proportion of participants with a history of
multiple experiences involving sexual trauma, b) the types of sexual trauma endorsed by
women in our sample, and c) the proportion of participants who met DSM-5 criteria for
PTSD. Timepoints for each daily diary assessment were coded by day (day 1 to 14 coded
from -13.5 to 13.5) and time (0 = Morning, 1 = Evening). Finally, all continuous
predictor variables were grand-mean centered (i.e., baseline PTSD symptoms, baseline
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mental contamination, lagged avoidance and approach coping, lagged mental
contamination, lagged PTSD symptoms, and age at index) to aid in interpretation of
intercepts. Additional analyses were conducted to assess within-person variability in
daily diary assessment scores for the SMCS, Brief COPE, and PCL-5. An overall mean
score across all daily diary assessments (i.e., person-mean score) was calculated for each
participant, and each daily diary assessment score was then plotted against that personmean score to evaluate changes in symptoms for each variable across the 14-day diary
period.
Primary Analyses
Primary analyses were conducted via two 2-1-1 multilevel mediation models
using Version 2.0 of the MLmed macro for SPSS (Rockwood & Hayes, 2017). Lagged
(T-1) daily mental contamination and PTSD symptom scores were computed to be
included as covariates, and lagged (T-1) daily avoidance and approach coping scores
were calculated to allow for temporal precedence in models predicting daily PTSD
symptoms or daily mental contamination at time T.
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CHAPTER 3. RESULTS
Descriptive Statistics and Zero-Order Correlations
Descriptive statistics and zero-order correlations for all model variables are
presented in Table 1. Participants reported engaging in approach coping behaviors more
frequently than avoidance coping behaviors, t(40) = 2.54, p = .02. Notably, 73.2% (n =
30) of women in our sample reported a history of multiple (i.e., two or more) sexually
traumatic experiences. Additionally, 68.3% (n = 28) of participants met criteria for
current PTSD.
In line with hypotheses, baseline mental contamination was positively associated
with overall daily avoidance coping and daily PTSD symptom severity at the zero-order
level. Contrary to hypotheses, however, mental contamination at baseline was also
positively associated with daily approach coping. Furthermore, baseline mental
contamination was positively associated with baseline PTSD symptom severity and daily
mental contamination. As anticipated, baseline PTSD symptom severity was positively
associated with daily avoidance coping and daily mental contamination. Contrary to
hypotheses, however, baseline PTSD symptom severity was not significantly associated
with daily approach coping. PTSD symptom severity at baseline was also positively
correlated with daily PTSD symptom severity.
Between-person average scores on the PCL-5 and SMCS across the two-week
daily diary period were very highly correlated (r = .92), leading to concern that these
symptom scores — when considered in aggregate over the two week period — may not
reflect separate constructs. However, a prior investigation conducted using these data
demonstrated that detrended measures of short-term instability (or within-person
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variability) in scores on the PCL-5 and SMCS were moderately to strongly correlated
(.52 - .74; Badour et al., 2020), supporting the discriminant validity of these constructs
when considering within-person variability, as we are in the current investigation.
Primary Analyses
As depicted in Figure 1a, the first model examined whether baseline mental
contamination predicted higher daily PTSD symptom severity as mediated by daily
avoidance and approach coping. Level two covariates in this model included baseline
PTSD symptoms and age at which the index trauma occurred. Level one covariates in
this model included PTSD symptom severity at the prior assessment (T-1) and
assessment (number, time of day). Upper level mediation (at the level of the individual)
and lower level mediation (at the level of the observation) are orthogonal paths in
multilevel mediation. Given that predictors in both models (baseline mental
contamination and PTSD symptoms) are level 2 predictors, mediation tests were all upper
level, meaning that the mediating pathway between baseline PTSD and daily mental
contamination was through between-person average avoidance and approach coping (i.e.,
to what degree did participants tend to engage in avoidance or approach coping?) versus
through lagged within-person avoidance or approach coping (i.e., to what degree did
participants report engaging in avoidance or approach coping at the previous assessment
[T-1]?).
Results from our first model predicting daily PTSD symptoms from baseline
mental contamination are displayed in Table 2. There was a significant total effect of
baseline mental contamination on daily PTSD symptoms (Path C). In line with
hypotheses, mental contamination at baseline was positively associated with daily
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avoidance coping (Path A1). Contrary to hypotheses, baseline mental contamination was
also positively associated with daily approach coping (Path A2). As predicted, both
average (Path B1Between) and prior assessment (PathB1Within) avoidance coping were
positively associated with daily PTSD symptoms after accounting for model covariates
and additional variance associated with baseline mental contamination. However, neither
average (Path B2Between) nor prior assessment (PathB2Within) approach coping was
significantly associated with daily PTSD symptoms. As expected, average daily
avoidance coping significantly positively mediated the relationship between baseline
mental contamination and daily PTSD symptom severity (Path AB1Between) and this effect
was significantly greater than the non-significant indirect effect via approach coping,
95% CI [-.58 , -.003].
As depicted in Figure 1b, the second model examined whether baseline PTSD
symptoms predicted higher daily mental contamination as mediated by daily approach
and avoidance coping. Level two covariates in this model included baseline mental
contamination and age at which the index trauma occurred. Level one covariates in this
model included mental contamination at the prior assessment (T-1) and assessment
(number, time of day).
Results from our second model predicting daily mental contamination from
baseline PTSD symptom severity are presented in Table 3. There was a significant total
effect of baseline PTSD symptoms on daily mental contamination (Path C). As expected,
PTSD symptoms at baseline were positively associated with daily avoidance coping
(Path A1). Contrary to hypotheses, the association between baseline PTSD symptoms and
daily approach coping failed to reach significance (Path A2). As predicted, average

22

avoidance coping was positively associated with daily mental contamination after
accounting for all covariates and any additional variance associated with baseline PTSD
symptoms (Path B1Between). However, prior assessment avoidance coping was not
significantly associated with daily mental contamination after accounting for model
covariates and variance associated with baseline PTSD symptoms (Path B1Within).
Additionally, neither average (Path B2Between) nor prior assessment (Path B2Within)
approach coping was significantly associated with daily mental contamination. As
anticipated, average daily avoidance coping significantly positively mediated the
relationship between baseline PTSD symptom severity and daily mental contamination
(Path AB1Between) and this effect was significantly greater than the non-significant indirect
effect via approach coping, 95% CI [-.68 , -.03].
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Table 1
Descriptive Data and Zero-Order Correlations for Model Variables
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Variable

1

2

1. Baseline mental contamination (PEMC)

-

2. Baseline PTSD symptom severity (CAPS-5)

-

-

3. Daily avoidance coping (Brief COPE+)

-

-

-

4. Daily approach coping (Brief COPE+)

-

-

-

-

5. Daily PTSD symptom severity (PCL-5)

-

-

-

-

-

6. Daily mental contamination (SMCS)

-

-

-

-

-

.45**

3

4

5

6

M (SD)

Range

.57**

.43**

.51**

.51**

50.32 (14.67)

0 – 80

.60**

.28

.62**

.59**

32.17 (10.57)

0 – 80

.47**

.87**

.75**

1.94 (0.60)

1–4

.44**

.42**

2.22 (0.74)

1–4

.92**

24.10 (16.97)

0 – 80

14.33 (15.54)

0 – 60

-

Note. **p < .01. Means and standard deviations for daily approach coping, daily avoidance coping, daily PTSD symptom severity,
and daily mental contamination reflect average person-mean scores. CAPS-5 Clinician-Administered PTSD Scale for DSM-5, PCL-5
PTSD Checklist for DSM-5, PEMC Posttraumatic Experience of Mental Contamination Scale, SMCS State Mental Contamination
Scale

Table 2
Fixed Between- and Within-Effects for Indirect Effects Model 1a: Baseline Mental Contamination Predicting Daily PTSD Symptoms
Predictor → Outcome

Effect Level

Path

B

SE

t

95% CI

Within
Between
Between
Between
Between
Between
Within
Between
Within

C
C’
A1
A2
B1
B1
B2
B2

22.58
0.37
0.05
0.01
0.02
21.78
4.06
1.07
-0.53

1.38
0.17
0.12
0.01
0.01
3.42
1.21
2.26
0.72

Effect Level

Path

β

SE

Baseline MC → Daily Avoidance →
Daily PTSD

Between

AB1

0.30

0.14

2.24*

[0.06 , 0.58]

Baseline MC → Daily Approach →
Daily PTSD

Between

AB2

0.02

0.05

0.43

[-0.08 , 0.14]

Total and Direct Effects
Intercept (Daily PTSD Symptoms)
Baseline MC → Daily PTSD
Baseline MC → Daily PTSD
Baseline MC → Daily Avoidance
Baseline MC → Daily Approach
Daily Avoidance → Daily PTSD
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Daily Approach → Daily PTSD

Predictor → Outcome

16.31***
2.20*
0.40
2.42*
2.48*
6.37***
3.35***
0.47
-0.74
Z

[19.76 , 25.40]
[0.03 , 0.70]
[-0.20 , 0.30]
[0.002 , 0.03]
[0.004 , 0.04]
[14.83 , 28.74]
[1.68 , 6.44]
[-3.53 , 5.66]
[-1.94 , 0.88]
95% CI

Indirect Effects

Note. *p < .05, **p < .01, ***p < .001.

Table 3
Fixed Between- and Within-Effects for Indirect Effects Model 1b: Baseline PTSD Symptoms Predicting Daily Mental Contamination
Predictor → Outcome

Effect Level

Path

B

SE

t

95% CI

Within
Between
Between
Between
Between
Between
Within
Between
Within

C
C’
A1
A2
B1
B1
B2
B2

13.48
0.67
0.37
0.02
0.01
14.34
1.20
0.83
-0.26

1.69
0.23
0.21
0.01
0.01
4.16
0.87
2.76
0.55

Effect Level

Path

β

SE

Z

95% CI

Baseline PTSD Symptoms → Daily
Avoidance → Daily MC

Between

AB1

0.33

0.16

2.10*

[0.08 , 0.67]

Baseline PTSD Symptoms → Daily
Approach → Daily MC

Between

AB2

0.01

0.05

0.21

[-0.09 , 0.13]

Total and Direct Effects
Intercept (Daily Mental Contamination)
Baseline PTSD → Daily MC
Baseline PTSD → Daily MC
Baseline PTSD → Daily Avoidance
Baseline PTSD → Daily Approach
Daily Avoidance → Daily MC
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Daily Approach → Daily MC

Predictor → Outcome

7.97***
2.96**
1.76
2.75**
0.99
3.44**
1.38
0.30
-0.46

[10.04 , 16.93]
[0.21 , 1.14]
[-0.06 , 0.81]
[0.01 , 0.04]
[-0.01 , 0.04]
[5.86 , 22.82]
[-0.51 , 2.90]
[-4.79 , 6.45]
[-1.34, 0.83]

Indirect Effects

Note. *p < .05, **p < .01, ***p < .001.

Figure 1a. Multilevel mediation model predicting daily PTSD symptoms from baseline
mental contamination via lagged daily avoidance and approach coping.
Note. T and T-1 represent the lagged nature of within components of coping (mediator)
variables relative to the assessment of daily PTSD symptoms (outcome variable).
Mediation tests only occur via between components of coping variables.

Figure 1b. Multilevel mediation model predicting daily mental contamination from
baseline PTSD symptom severity via lagged daily avoidance and approach coping.
Note. T and T-1 represent the lagged nature of within components of coping (mediator)
variables relative to the assessment of daily mental contamination (outcome variable).
Mediation tests only occur via between components of coping variables.
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CHAPTER 4. DISCUSSION
The current study was the first to evaluate the prospective bidirectional
association between sexual trauma-related mental contamination and PTSD symptoms
via a daily diary design. Previous work in this domain has focused primarily on
examining these associations using cross-sectional designs (e.g., Brake et al., 2018;
Ojserkis et al., 2018), limiting conclusions about how trauma-related mental
contamination and PTSD symptoms relate to one another over time. Consistent with
hypotheses, a significant bidirectional association emerged wherein higher baseline
mental contamination prospectively predicted higher daily PTSD symptoms and higher
baseline PTSD symptoms prospectively predicted higher daily mental contamination.
These associations remained significant after controlling for factors associated with
assessment (assessment number, time of day); age at which the index traumatic event
occurred; baseline PTSD symptoms or mental contamination; and prior assessment PTSD
symptoms or mental contamination. Together, these findings clarify the directionality of
associations between trauma-related mental contamination and PTSD symptoms and
converge to suggest that mental contamination and PTSD symptoms may serve to
mutually maintain one another over time.
One explanation for these findings may be that because both PTSD symptoms and
trauma-related mental contamination are linked to sexually traumatic experiences, both
may thus be triggered by similar trauma-related stimuli (e.g., encountering situations that
elicit reminders of the trauma). Though individuals experiencing sexual trauma-related
mental contamination commonly endorse beliefs related to feeling internally or inherently
contaminated (e.g., “Because of what happened to me, I am contaminated”), it stands to
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reason that contamination-specific beliefs or thoughts may also contribute to the more
global negative thoughts about the self (e.g., “Because I am contaminated, I am
worthless”) and difficulties surrounding physical and/or emotional intimacy with others
that frequently characterize PTSD symptoms. Similarly, specific PTSD symptoms (e.g.,
intrusive or distressing memories of the trauma) may also contribute to ongoing
experiences of trauma-related mental contamination over time by making salient specific
aspects of the trauma that underlie those experiences of contamination. For example, an
individual experiencing repeated or distressing memories of the traumatic event as part of
his or her PTSD symptoms may continue to experience trauma-related mental
contamination, in part, because those memories remind them of aspects of the trauma that
are particularly relevant to their experiences of contamination (e.g., contact with bodily
fluids). Although this framework would benefit from future work aiming to more
precisely identify when and how PTSD symptoms and mental contamination emerge
following sexual trauma, the bidirectional association observed between trauma-related
mental contamination and PTSD symptoms in the present study converges with the above
theoretical framework to provide compelling preliminary evidence for a mutual
maintenance model.
Pending confirmation of prospective associations between mental contamination
and PTSD symptoms (uni- or bidirectional), a second aim of this study was to examine
whether daily avoidance and approach coping over the two-week daily diary period
mediated associations between mental contamination and PTSD (i.e., served as possible
mechanisms underlying a mutual maintenance model). Specifically, it was hypothesized
that avoidance coping would positively mediate associations between mental
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contamination and PTSD symptoms, whereas approach coping would serve as a negative
mediator. Results revealed partial support for our hypotheses.
Women in our sample who reported higher PTSD symptoms at baseline
subsequently tended to report more avoidance coping over the two-week daily diary
period. Women who reported higher mental contamination at baseline tended to report
higher levels of both avoidance and approach coping over the two-week daily diary
period. Those who tended to report higher avoidance or approach coping during the daily
diary period also tended to report higher PTSD symptoms and mental contamination over
the same period. Notably, though, only average daily avoidance coping significantly
positively mediated associations between both baseline mental contamination and daily
PTSD symptoms (Model 1a) and baseline PTSD symptoms and daily mental
contamination (Model 1b). These findings align with previous work documenting
positive associations between mental contamination and avoidance-related constructs
(e.g., experiential avoidance, washing/cleansing behavior; Badour, Feldner, Babson et al.,
2013; Fairbrother & Rachman, 2004; Jacoby et al., 2018) and research documenting
associations between PTSD symptoms and avoidance coping among women with a
history of sexual trauma (e.g., Ullman et al., 2007). Importantly, these results also extend
prior cross-sectional work by suggesting that avoidance coping may be one mechanism
through which trauma-related mental contamination and PTSD symptoms are linked to
one another over time.
Avoidance coping likely functions as a means of reducing acute distress
associated with either PTSD symptoms or mental contamination following sexual trauma.
Previous work examining avoidance and PTSD symptoms suggests that avoidance coping
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may be strongly negatively reinforcing – and may thus be more likely to be implemented
in the future – as it reduces the immediate distress associated with PTSD symptoms. In
the same way, individuals experiencing sexual trauma-related mental contamination may
engage in avoidance behaviors as a means of reducing or escaping distress associated
with mental contamination (e.g., feelings of dirtiness/disgust/shame, perceptions of the
self as being contaminated). Such avoidance strategies would likely lead to short-term
reductions in contamination-related distress, thus increasing the likelihood of being
employed in response to experiences of mental contamination in the future.
Paradoxically, avoidance behaviors aimed at reducing either PTSD symptoms or mental
contamination actually appear to maintain these negative trauma-related outcomes as
avoidance prevents or delays actions that an individual might otherwise take to actively
address sexually traumatic experiences and trauma-related sequelae (Ullman et al., 2007).
Over a more prolonged period of time, avoidance coping may also serve to
exacerbate existing PTSD symptoms or mental contamination. For example, an
individual may initially engage in avoidance coping to manage experiences associated
with mental contamination but may subsequently utilize those same avoidance strategies
to escape other potentially distressing experiences as their avoidance is reinforced (e.g.,
processing specific aspects of the trauma, spending time with family and friends who
may ask about the trauma). Under such a framework, the use of avoidance coping may
then lead to an exacerbation in both mental contamination and broader symptoms of
PTSD as avoidance can contribute to increased dysfunction in its own right (e.g., social
isolation, relationship problems, work dysfunction). Similarly, an individual may initially
engage in avoidance behaviors to manage specific PTSD symptoms (e.g., intrusive
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memories of the trauma, negative thoughts or emotions) but may, in turn, experience
more severe symptoms of trauma-related mental contamination if those avoidance
behaviors are subsequently utilized in response to additional stimuli or experiences that
are especially likely to elicit mental contamination (e.g., physical contact or intimacy
with others).
Although the present findings are best equipped to provide support for a mutual
maintenance model given the short timeframe assessed, they nevertheless raise important
questions as to whether avoidance strategies may contribute to the mutual exacerbation of
PTSD symptoms and trauma-related mental contamination over time. Thus, additional
research examining associations among mental contamination, avoidance coping, and
PTSD symptoms over a more prolonged period of time is warranted. Although we did not
observe systematic changes in either PTSD symptoms or mental contamination over the
two-week daily diary period, it is possible that changes might emerge if symptoms were
evaluated longer. Thus, an investigation examining PTSD symptoms and experiences of
mental contamination over a more extended amount of time would aid in identifying
whether PTSD symptoms are associated with more severe mental contamination (and
vice versa) in the long term. A more traditional longitudinal design would also reveal
whether participants are increasing the frequency of avoidance coping – or implementing
avoidance behaviors to address additional distressing experiences – and would therefore
clarify whether avoidance coping functions to maintain or exacerbate PTSD symptoms
and trauma-related mental contamination over time. Additionally, it would likely prove
beneficial to examine avoidance coping, PTSD symptoms, and mental contamination
among a sample of women who have experienced recent sexual trauma to evaluate links
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between avoidance coping and symptom trajectories for both PTSD and mental
contamination over time.
The mixed findings concerning the role of approach coping in the association
between PTSD symptoms and mental contamination in this study also warrant
consideration. First, the findings that a) baseline mental contamination prospectively
predicted higher average daily approach coping and b) participants who tended to report
higher daily mental contamination also tended to report more approach coping were
unexpected given previous work suggesting that mental contamination is negatively
correlated with specific constructs relevant to approach coping (e.g., help-seeking
attitudes; Brake et al., 2018). Similarly, the finding that participants who tended to report
higher daily PTSD symptoms also tended to report more approach coping during the
same period was surprising in light of evidence that increased approach coping is linked
to decreased PTSD symptoms, albeit among treatment-seeking samples (Boden et al.,
2012; Haglund et al., 2007). However, it may be that women experiencing more severe
symptoms of PTSD and/or mental contamination in our sample engaged in multiple
coping efforts (both avoidance- and approach-oriented) in an effort to manage greater
distress. Indeed, extant work on coping behaviors lends support to the notion that
individuals often utilize many methods of coping – both adaptive and maladaptive –
when attempting to manage distress associated with significant stressors (Folkman &
Lazarus, 1988; Roth & Cohen, 1986; Thompson et al., 2010), and research has similarly
documented both adaptive and maladaptive methods of trauma-related coping among
individuals with a history of sexual trauma (Ullman et al., 2014).
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Though some positive associations were observed between approach coping and
both PTSD symptoms and mental contamination, neither typical levels of approach
coping nor prior assessment approach coping predicted daily PTSD symptom severity or
severity of daily mental contamination. The lack of significant associations at the daily
level suggests at least three possibilities. First, the approach coping behaviors reported by
participants in this study may have been implemented to address general distress or other
trauma-related outcomes, rather than PTSD symptoms or mental contamination. Second,
as we did not assess participants’ perception of the effectiveness of their coping attempts,
it is possible that their approach coping efforts were not effective at mitigating symptoms
of either PTSD or mental contamination and thus did not significantly predict later
symptoms. Third, it is also possible that approach coping was not a significant predictor
of either PTSD symptoms or mental contamination once avoidance coping and other
theoretically-relevant covariates were added to the model because the relative importance
of avoidance coping for predicting short-term changes in PTSD symptoms or mental
contamination substantially outweighs the contribution of approach coping. Under this
framework, approach coping might be associated with less severe PTSD symptoms
and/or mental contamination if evaluated over a more extended period of time, wherein
the immediate distress being addressed via avoidance strategies diminishes and
individuals are able to re-engage with aspects of their life that were previously avoided
(e.g., spending time with loved ones, processing outcomes of the traumatic experience).
Such a model – wherein avoidance coping more strongly predicts short-term outcomes
and approach coping emerges as a significant predictor of more long-term outcomes –
may also explain some of the inconsistent findings observed in both the present study and
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in previous research examining associations among PTSD symptoms and approach
coping behaviors. However, the relative importance of approach and avoidance coping in
predicting both short-term and long-term PTSD symptoms and mental contamination
would be best evaluated by assessing coping behaviors, PTSD symptoms, and mental
contamination over a more prolonged period of time using a more traditional longitudinal
panel design (e.g., measurements spaced across multiple months or years) or a
measurement burst design (e.g., combined intensive repeated measurement “bursts”
spaced out over months or years).
Relatedly, baseline PTSD symptoms did not prospectively predict average daily
approach coping. This pattern of results is in line with the limited and mixed nature of
previous research examining associations between approach coping and PTSD
symptoms. Though some existing cross-sectional work has observed significant negative
zero-order associations between specific forms of approach coping and PTSD symptoms
(Hassija et al., 2012), the longitudinal work examining associations between approach
coping and PTSD symptoms has been inconsistent (Boden et al., 2012; Tiet et al., 2006).
The inconsistencies observed in both the present study and previous longitudinal work
highlight the need for additional work examining the short-term and long-term
associations between approach coping and PTSD symptoms independently of and
alongside avoidance coping behaviors. Taken together, results of the present study
converge with prior work to suggest that approach coping is likely less directly relevant
in understanding PTSD symptoms than avoidance coping. Such a conclusion concurs
with existing work that has traditionally focused more exclusively on avoidance coping in
evaluating PTSD-related outcomes, considering it to be a more critical factor in
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contributing to these outcomes than more adaptive or approach-oriented coping strategies
(e.g., Tiet et al., 2006; Ullman et al., 2007, 2014).
In evaluating the broader implications of the present findings, it is also worth
noting that although baseline PTSD symptoms did not significantly predict daily
approach coping, baseline mental contamination significantly positively predicted
average daily approach coping. Thus, our results suggest that more severe mental
contamination may be linked to greater approach coping whereas more severe PTSD
symptoms may not. Though this pattern of results was not anticipated, several potential
explanations warrant discussion. First, it may be that symptoms associated with mental
contamination (e.g., global feelings of dirtiness, thoughts about the self as being
contaminated) may be more easily identified as representing a departure from one’s
typical thoughts and behaviors, whereas specific PTSD symptoms (e.g., hypervigilance,
negative emotional states) may be less readily identified as potentially problematic as
such symptoms may instead be misattributed to more general day-to-day distress or
anxiety symptoms. Alternatively, it may be that experiences linked to mental
contamination are often narrower in scope than PTSD symptoms and may thus be
perceived as more readily or easily targeted via approach coping. Whereas PTSD
symptoms involve a broad range of cognitive, affective, and physiological reactions,
mental contamination is characterized by a narrower set of largely related symptoms and
experiences (e.g., feelings of dirtiness, thoughts about the self as being contaminated). As
such, it may be the case that individuals experiencing more severe mental contamination
are more likely to utilize approach coping techniques because the symptoms associated
with mental contamination are more similar to one another than PTSD symptoms are,
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making them easier to collectively (and actively) cope with than the more varied
symptoms associated with PTSD.
Although our findings provide important insight into the prospective associations
among PTSD symptoms, coping behaviors, and experiences of mental contamination
following sexual trauma, our study is not without limitations. First, our analyses were
limited to examining effects associated with person-mean coping behaviors (i.e., between
effects), precluding conclusions concerning the role of daily variations in coping
behaviors in mediating the bidirectional associations between mental contamination and
PTSD symptoms. As such, future research should aim to evaluate the potential role of
within-person variation in approach and avoidance coping in mediating these
associations. Additionally, it is worth noting that although coping behaviors were
evaluated twice daily, participants did not provide information contextualizing their
coping behaviors. More precisely, our assessment of daily approach and avoidance
coping behaviors did not evaluate the extent to which those behaviors were linked to
either experiences of mental contamination or PTSD symptoms. As participants’ motives
for engaging in those coping behaviors remain unclear, it is possible that the observed
associations between trauma-related mental contamination, PTSD symptoms, and coping
behaviors may be due, in part, to participants engaging in avoidance or approach coping
to address general trauma-related distress and/or other negative trauma-related outcomes
(e.g., negative trauma-related attitudes or beliefs).
It is also critical to note that situational or contextual factors may contribute to the
adaptiveness (or maladaptiveness) of a given coping style. Thus, both approach and
avoidance coping strategies may represent either adaptive or maladaptive means of
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coping depending on the circumstances within which an individual is employing them
(Aldao, 2013). For example, an individual experiencing distressing negative thoughts
related to a traumatic event may attempt to suppress or avoid those thoughts during the
workday. In such a situation, avoidance coping – though traditionally conceptualized as
maladaptive – may actually prove adaptive if it allows that individual to maximize
productivity or limit the negative impact of their negative thoughts on their daily
performance at work. Similarly, although approach coping is often considered to be an
adaptive means of managing trauma-related stress (e.g., Hassija et al., 2012; Tiet et al.,
2006), approach coping behaviors may prove maladaptive or inappropriate in some
situations – for example, if an individual were to discuss their traumatic experience or
negative consequences of that experience with an acquaintance or someone whom they
do not know well. Furthermore, recent research suggests that the use of specific coping
strategies is not necessarily associated with the effectiveness of those strategies – that is,
that individuals may not always be implementing specific coping strategies in ways that
effectively reduce distress or symptom burden (Kalokerinos et al., 2019). As such, future
research may benefit from more precisely considering both motives for coping and the
effectiveness of coping strategies in reducing unwanted symptoms or experiences.
Our findings are also limited by the relatively high correlation between daily
PTSD and daily mental contamination scores among our sample. Although detrended
measures of short-term instability in daily PTSD (PCL-5) and daily mental contamination
(SMCS) scores supported the discriminant validity of the two constructs in the present
study, future work using the PCL-5 and SMCS as part of daily diary assessments should
refine these measures to maximize discriminant validity upon repeated administration.
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Furthermore, it is worth noting that the reliability estimate for evaluating within-person
change in daily avoidance coping scores was poor in the present study. Although
between-person differences in daily avoidance coping were of primary interest and the
reliability estimate for evaluating between-person differences in avoidance coping was
excellent, the poor reliability estimate for evaluating systematic change in daily
avoidance coping suggests that additional work is warranted to both validate daily
measures of avoidance coping and determine whether avoidance coping behaviors
represent a unidimensional construct. Finally, the sample in the present study was
restricted to women with a history of sexual trauma, limiting the extent to which our
findings may generalize to other groups not included in our sample (e.g., men,
individuals who have experienced other forms of traumatic events).
In spite of its limitations, our study provides preliminary support for a prospective
bidirectional association between PTSD symptoms and experiences of mental
contamination, wherein trauma-related mental contamination and PTSD symptoms
appear to mutually maintain one another via avoidance coping. Such a finding reconciles
conflicting conceptualizations of the temporal ordering of mental contamination and
PTSD symptoms among individuals with a history of sexual trauma by illuminating the
bidirectional nature of their associations with one another over time. Furthermore, our
study is the first to demonstrate that avoidance coping appears to mediate the
bidirectional association between trauma-related mental contamination and PTSD
symptoms. Thus, results of the present study provide important insights into the processes
by which trauma-related mental contamination and PTSD symptoms may influence one
another over time and further suggest that more closely examining coping behaviors may
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aid in clarifying potential mechanisms underlying the associations between sexual
trauma-related mental contamination and PTSD symptoms.
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