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ABSTRACT

THE LINK BETWEEN EMOTIONAL INTELLIGENCE, RESILIANCE, AND
CHILDHOOD ADVERSITY IN ADULTHOOD
By
© Julie Skye Raskin-Li 2016
Master of Science in Psychology
California State University, Chico
Fall 2016

Childhood maltreatment, from the ages of zero to 18, is a pervasive adverse
experience that continues to affect the lives of many adults. The Department of Health
and Human Services reported in 2014, that there were 702,000 cases of child abuse and
neglect. According to Fang, Brown, Florence, and Mercy (2010) the aggregate lifetime
cost of child maltreatment is estimated at $585 billion per year. These costs are attributed
to life time mental health related issues like post-traumatic stress disorder (PTSD),
behavioral problems like criminality and violent behavior, as well as increased risk of
chronic physical illness due to chronic stress. Child maltreatment has also been linked to
decreased levels of job readiness and long term negative physical disabilities (Fang et al.,
2010). Child maltreatment has a multitude of negative residual effects related to mental
and physical health outcomes through the lifespan. Examining the relationships between
ix

emotional intelligence (EI) and resiliency may allow clinicians to develop treatment
options that could lead to a decrease in transgenerational patterns of violence. The
connection between neurobiology, childhood maltreatment, and emotional resilience
were explored as a way to understand the outcomes for mental and physical health
problems as a result of child maltreatment. One hundred and twenty-five participants
were assessed for levels of emotional intelligence and resiliency using the The Trait
Emotional Intelligence Questionnaire Short Form (Petrides, 2009) and The Resilience
Scale (Wagnild, 2014), respectively. Participants were also assessed for the presence of
adverse childhood experiences using the Adverse Childhood Experience Survey (Felitti
& Anda, 1997). Results revealed a significant correlation, r(125) = .534, p < .001, which
demonstrates that when an individual is higher in EI they are more resilient to adverse
childhood experiences in adulthood. The finding that EI and resilience are related may
help clinicians better deal with the deleterious consequences of childhood trauma.
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CHAPTER I

INTRODUCTION
This study explored the relationship between emotional intelligence (EI) and
resilience in adult survivors of adverse childhood trauma. Child maltreatment includes
physical abuse, emotional abuse, financial abuse, sexual abuse and neglect. This study
aimed to explore the relationship between levels of trait EI and resilience in adults with a
history of maltreatment. This is important for survivors of childhood maltreatment
because the relationship between EI and resilience may have implications for clinical
intervention strategies during stressful events in adulthood. While there is much research
on resiliency and what makes some survivors of adverse childhood experiences more
resilient than others, there is little research into the interplay of EI and resilience. This
research will add to the literature on resiliency in adulthood, attributed to childhood
traumatic events and hopefully give a foundation for implementing interventions
nationwide that help to end intergenerational patterns of violence.
Statement of Problem
Adult survivors of childhood maltreatment often experience a multitude of
long term damaging effects that impact mental health, relationships, and academic and/or
career goals. Child abuse and neglect are associated with a wide-range of internalizing
and externalizing behaviors; for instance, many children experience anxiety disorders,
mood disorders, posttraumatic stress disorder (PTSD), sexualized behavior, and conduct
disorder (Robboy & Anderson, 2011). Breiere and Scott (2006) found that adults with
1

histories of child abuse and/or neglect may also suffer from mood disorders and anxiety
disorders. Individuals may also present with substance use disorders, eating disorders,
suicidal ideation and attempts, violent or abusive behavior and personality disorders (as
cited in Robboy & Anderson, 2011), showing that child abuse and neglect can have long
term effects into adulthood if not treated. According to Fang, Brown, Florence, and
Mercy (2012) the aggregate lifetime cost of child maltreatment is estimated at $585
billion per year. This figure accounts for childhood health care costs, adult medical costs,
productivity losses, child welfare costs, criminal justice costs, and special education costs
(Fang, et al., 2012). Childhood maltreatment has social and economic consequences that
negatively impact all areas of society.
Child maltreatment is a national problem that affects people of all races,
ethnicities, socioeconomic statuses, ages, and genders. Many children will, in fact, be
exposed to multiple violent experiences in their childhood. According to the Department
of Health and Human Services (2014) there were 702,000 cases of child abuse and
neglect reported in 2014. Of those cases, 75 percent were victims of neglect, 17 percent
were victims of physical abuse, and just over eight percent were subjected to sexual
abuse (Howell & Miller-Graff, 2014). These situations can cause long-lasting negative
biopsychosocial effects, inhibiting typical intellectual, social, and emotional development
into adulthood. News outlets, magazines, television programs, social media networks,
and other internet avenues frequently bombard society with events tied to violence (e.g.,
school, public mass shootings, images of war), which can add to the adverse effects of
childhood trauma by triggering memories of abuse or neglect. Eventually these children
2

become adults who must navigate a world where traumatic events resurface due to these
common trigger events.
Purpose of Study
Previous researchers have examined resiliency factors associated with
children exposed to adversity, as well as, resiliency in adult survivor of childhood
maltreatment. However, the relationship between emotional intelligence and resiliency
factors in adult survivors of childhood maltreatment has received relatively little research.
The objective of this study is to examine the relationship between emotional
intelligence and resiliency in adult survivors of childhood trauma, attributed to
maltreatment, including physical, sexual, emotional and mental abuse between the ages
of 0 and 18. I hypothesize that:
o   EI will positively correlate with resiliency in adult survivors of childhood maltreatment.
The problem this study explores is whether or not EI leads to resiliency in
adult survivors of adverse childhood experiences as a result of maltreatment.
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CHAPTER II
LITERATURE REVIEW
Childhood Maltreatment
The Centers for Disease Control: Division of Violence Prevention (CDCP,
2015) found that roughly two-thirds of their survey participants reported at least one
incident of childhood trauma and more than one out of five reported three or more
incidents. Children who are exposed to single incidents of violence are referred to as
“mono-victims”; multiple exposures to the same type of violence (i.e., sexual abuse only)
are considered “repeat-victims,” and those with multiple exposures to two or more types
of violence multiple times are referred to as “poly-victims” (Howell & Miller-Graff,
2014). Victims of polyvictimization are more likely to struggle with mental health issues,
such as post-traumatic stress disorder and complex trauma, associated with repeated
victimizations and multiple types of offenses. Polyvictims are also more likely to have
other kinds of adversities (e.g., illness, accidents, family violence and parental substance
abuse) alongside their victimization (Finkelhor, Turner, Hamby, & Ormorod, 2011).
These adults will also have more difficulty developmentally and may find it harder to
transition from childhood into adulthood (Howell & Miller-Graff, 2014). Additionally,
they may find developing intimate relationships to be a challenge, as well as struggle
with academic and career training.
Childhood maltreatment can take many forms. It can be abuse, neglect, and/or
secondary trauma, which can come from seeing someone else subjected to acts of
4

violence (e.g., witnessing domestic violence). Abuse is physical, emotional, financial
and/or sexual. The Center for Disease Control (CDC) and Department of Justice (DOJ)
released the National Survey of Children’s Exposure to Violence II (NatSCEV II) in
2011, which identified exposure to various forms of direct victimization and its
association to child mental health. The NatSCEV II gathered information, via telephone,
about past year and lifetime exposure to violence among 4,503 children (ages one month
to 17 years). They found that 13.8 percent of participants surveyed had been victims of
maltreatment in the past year and 25.6 percent over their lifetime; 8.4 percent had
observed family violence in a year span of time, with 20.8 percent witnessing violence
within the family system. This survey found that nearly one-half (48.4 percent) of
respondents reported one type of direct victimization and 15.1 percent reported six or
more types of direct or second-hand victimization. Lastly, 4.9 percent reported 10 or
more types of direct or indirect victimization in the same period (Finkelhor, Turner,
Shattuch, Hamby, & Kracke, 2015, p. 1-7). These statistics are important because they
reflect large percentages of children who experience one or more incidents of child
maltreatment.
The U.S Department of Heath and Human Services: Administration for
Children and Family Services, Children’s Bureau (2016) define maltreatment in the
following ways: “Physical Abuse” involves an injury that is inflicted upon the child by a
caregiver through non-accidental means, for instance hitting hard enough to leave a mark
with a hand, stick, or other object; punching, kicking, shaking, burning, and pushing are
also forms of physical abuse. Emotional abusers use rejection, isolation, verbal assault,
5

terrorizing, ignoring and exploiting and/or corrupting of a child; for instance, using the
child for illegal behaviors like theft or forcing the child into prostitution. Financial abuse
of children by parents, or caregivers, happens when a child’s identity is used to gain
financial benefits, such as using social security numbers to secure credit or receiving state
or federal benefits without providing monetary support to the intended recipient (Little,
2013). Sexual abuse manifests itself in touching and non-touching abuse. Touching abuse
includes fondling of a child or of self in front of a child and penetrating a child’s vagina
or anus with a penis or any other object that does not have a valid medical purpose. Nontouching is when an adult engages in indecent exposure or exhibitionism, showing child
pornography, and/or an adult masturbating or engaging in sexual intercourse in front of
the child. Lastly, neglect is the failure to provide shelter, safety, and sustenance; it can
also be considered not providing healthcare, lack of supervision, educational neglect, and
exposure to dangerous environments (e.g., where drugs are being used in front of a child)
(U.S Department of Health & Human Services: Administration for Children and Family
Services, Children’s Bureau, 2016).
Children who are exposed to adverse experiences are more susceptible to
developing mental health related issues. Childhood abuse and neglect are associated with
a plethora of developmental, cognitive, and physiological effects that reach into an
individual’s future. Evidence has shown that individuals who have experienced abuse and
neglect are more sensitized to the effects of future stressors. When the fear and stress
responses is activated it creates a greater sensitivity and increases an individual’s baseline
hyperarousal. This means the likelihood of reacting to adversity in the present is based on
6

an individual’s reaction to adversity in the past and developing stress-related disorders
(Robboy & Anderson, 2011; Mandelli, Petrelli, & Serretti, 2015; Goleman, 1995), such
as PTSD, anxiety, depressive, and Adult attention-deficit/hyperactivity disorder (ADHD)
disorders.
The Adverse Childhood Experiences (ACE) Study (Felitti & Anda, 1997), a
collaboration between the CDCP and Kaiser Permanente’s Health Appraisal Clinic in San
Diego, California, is a longitudinal examination of the residual effects of childhood
adversity. The study assessed for childhood experiences of abuse, neglect and family
dysfunction. There were more than 17,000 participants recruited from 1995 to 1997,
throughout the Kasier Permanente Health Maintenance Organizations (HMOs) network,
who provided detailed information about their level of childhood adversity. The ACE
study has been of interest to researchers since its results were first published in 1998; it
has subsequently been used to investigate the links between mental health-related issues
and history of adverse childhood experiences.
Finkelhor, Shattuck, Turner, and Hampy (2012) believed that the previous
study had severe limitations. They believed the ACE had not included important factors
like youth, the average age of ACE participants (55 to 57 years), low social economic
status, poor academic performance, exposure to violence outside the home (e.g., mass
shootings, accidents, natural disasters), and peer relationships (e.g., bulling, peer
rejection). From January 2008 to May of 2008 they conducted the NatSCEV I, in an
effort to create more inclusivity when assessing for adverse childhood experiences.
Finkelhor et al. (2012) believed that measuring childhood adversity would be most valid
7

when assessed during childhood, as this may offer further insight to the long term effects
of childhood adversity. The NatSCEV I consisted of a subsample of 2,030 youth between
the ages of 10 to 17 at the time of interview. A 45-minute phone interview was conducted
with adult caregivers and with youth ages 10 and above, in both English and Spanish.
According to Finkelhor et al. (2012) the NatSCEV I was the first study to
“comprehensively examine the extent and nature of children’s exposure to violence
across all ages, settings, and timeframes” (p 2). The results of this survey showed that
some of the original ACE Study scale items, like type of child maltreatment exposure,
continued to be significant despite other adversities (e.g., duration, environment, indirect
vs. direct exposure) not being included in the original ACE Study.
Much research focuses on the long term effects of adverse childhood
experiences on adult mental health. A study conducted by Johnson-Reid, Kohl, and
Drake (2012), spanning from 1993-2009, surveyed 5994 low income youth. Of the
participants, 3,521 of them reported child maltreatment. Children between the ages of
1.5 to 11 years showed that chronic maltreatment is a strong indication of negative
outcomes across a wide range, including adult mental health. Johnson-Reid et al. (2012)
found that 41 percent of the sample reported no maltreatment by age 18. Of the remaining
participants, 19 percent reported one incident of maltreatment, 12.7 percent reported two
incidents, 7.9 percent had three incidents, and 19 percent had between four and 22 reports
of maltreatment. Johnson-Reid et al.’s (2012) results provide support for the belief that
childhood maltreatment leads to mental health impairments in adulthood. Of individuals
who reported one incident of maltreatment, over 30 percent reported the need for mental
8

health treatment. Those that reported between two to four (or more) incidents of
childhood maltreatment fell between the 35 and 55 percent range, respectively. These
findings indicate that a vast majority of adult survivors of childhood trauma experience
mental-health related issues in later life. As stated earlier, because of the large amount of
individuals who have experienced adverse childhood experiences due to maltreatment, it
is important for researchers to examine what can be done to mitigate the long term
negative effects of childhood maltreatment in adulthood. This paper will now address the
neurobiology and physiology behind childhood trauma and its effects on adult
functioning, EI, resiliency, and their relationships in adult survivors of adverse childhood
experiences.
Biology of Trauma
The human brain develops and changes throughout life; however, research
into brain development indicates that the majority of critical structure and functional
organization takes place in childhood before the age of 18. In fact, research has shown
that the brain continues to define its structure up until the age of 25, meaning that the
brain continues to be vulnerable to stressors into early adulthood. The organization and
functional capacity of the brain depends largely on the sequence of development and
environmental influences that shape the expression of our genetic makeup (Anda, et al.,
2006); for instance, if a child is chronically neglected by a caregiver and does not practice
language skills the development of language may not develop normally due to
impairment to the prefrontal lobes, which are responsible for language. Processes of
development can unfortunately be negatively influenced by extreme, repetitive,
9

dysfunctional patterns of stress during critical periods of childhood brain development,
for example, in childhood maltreatment.
Research into how trauma effects the brain in childhood, as a result of adverse
childhood trauma, showed that if these negative experiences are not recognized and
treated with immediacy they can have life-long effects (i.e. PTSD, depression, anxiety)
(Painter & Scannapiecos, 2013). The U.S. Department of Veteran Affairs: National
Center for PTSD conducted a survey, The National Comorbidity Survey ReplicationAdolescent Survey (NCS-R, 2005), of over 10,000 adolescents aged 13-18, found that
five percent of adolescents have met criteria for PTSD in their lifetime, and that
prevalence increased for girls and increased with age (Gradus, 2016). According to The
Center for PTSD (2016), there are no definitive studies on PTSD in younger children.
Trauma is an individualized experience; experiences are navigated by the
brain which processes, internalizes and mediates an individual’s emotional, cognitive,
behavioral, social, and physiological functioning, therefore trauma is different for
everyone. Understanding how the human brain responds to threats, and perceived threats,
is key to understanding how individuals adapt to traumatic experiences throughout their
lifetimes. Hart and Rubia (2012) found that child maltreatment leads to a multitude of
physiological, neurochemical, and hormonal problems, which can lead to long-lasting
changes in brain structure and functioning. In childhood, the brain is still developing, it is
forming new pathways that are affected by experiences, both negative and positive. When
these pathways are continually bombarded with heightened stressful experiences, the
neuroregulatory systems can sustain lasting negative consequences.
10

The way a child responds to stress depends on many factors, including age
and gender. Hyperarousal is marked by a state of increased psychological and
physiological tension, dissociation, and can result in anxiety, exaggerated startle
response, disruption in sleep patterns, fatigue, and development of a personality disorder
such as borderline personality. Hyperarousal is the state in which the fight or flight
response is activated. In contrast, the second most common response to trauma a child
can manifest is dissociation, or the “freeze response.” Dissociation happens when there is
an encounter with an overwhelming or terrifying experience; the mind separates itself
from the body as a protective factor in the stress response. There will oftentimes be a
distorted sense of time, and oftentimes individuals report being able to watch their own
victimization from outside themselves. Dissociation is also the reason that many
maltreated children have a difficult time remembering traumatic experiences in
adulthood. Both of these responses have their own neurobiological, initial adaptive
function, which is protection. However, when used habitually, these maladaptive coping
strategies become “traits” that may present as dysfunction, in adulthood, when there is no
longer a threat present (Twardoza & Lutzker, 2010).
The following sections of this paper will explore the underlying neurobiology
and factors associated with EI through the brain’s response to threat and its relationship
to emotional intelligence and processing. The paper will explore the roles of the limbic
system, the hypothalamic-pituitary-adrenocortical (HPA) system, and the prefrontal and
neocortex.
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The Limbic System
The limbic system is the pathway responsible for the fight, flight, or freeze
response when faced with a threatening situation (Goleman, 1995, p. 42). The cortex is
the part of the brain which assesses life experiences more rationally and is in constant
communication with the limbic system, instructing it to “stop and think” before reacting.
The frontal lobes, located in the cortex, are responsible for learning and problem solving.
For instance, when a traumatic experience happens, it is registered in the frontal lobes
and is kept for use at a later time, if a similar situation occurs. However, if the limbic
system is activated first because of an individual’s state of hyper-arousal, the prefrontal
cortex will not be able to activate in enough time to problem solve (Coates, 2010). When
this happens, an individual is more likely to react to a situation without thinking about the
consequences or without being able to problem solve. The limbic system is considered
the reactive part of the brain, which makes it important for keeping an individual safe in
unsafe situations. It is the part of the brain that has kept human beings safe from
predators for millennia.
The amygdala, a small almond shaped portion of the limbic system, is
considered the “emotional warehouse” of the brain (Goleman, 1995, p. 42). It is
responsible for the emotional responses an individual has, for instance, in the case of
PTSD when an individual experiences a panic attack. The amygdala is part of the
primitive brain, which means that when it is in a state of hyper-arousal, it becomes
powerful enough to bypass the neocortex. This leads to an emotional response rooted in
fear, allowing an individual to spring into action. For instance, when a mother sees that
12

her child is in danger she may put herself in harm’s way to protect her offspring. It is the
amygdala’s job to keep humans safe. When an individual feels threatened, the amygdala
will perceive danger and will release the hormones epinephrine and norepinephrine.
These hormones then race through the body to the vagus nerve, which regulates the heart.
When the vagus nerve is stimulated, the heart beat increases, increasing bloodflow to the
extremities, which helps facilitate the flight response by preparing the body to flee from
danger. The amygdala is also imprints memories, through the release of the
neurochemical, acetylcholine, to the hippocampus, especially when it is in a state of
hyper-arousal (Goleman, 1995). This is why past experiences of trauma can resurface
when survivors re-experience traumatic and fearful events. Those stressful experiences
become “triggered” and result in “flashbacks.”
Perry and Azad (1999) state the hippocampus functions in a major role of
memory and learning and in the activities of the autonomic system and the
neuroendocrine system. The hippocampus plays a significant role in the pathophysiology
of anxiety and panic attacks due to an excess in norepinephrine, which influences the
physiological system (Hart & Rubio, 2012), and therefore, the response to stress. It is
also believed that the hippocampus plays a role in the inhibitory process of socially
inappropriate behavior and may also be associated with “dissociative symptomology of
PTSD” (Teicher et al., 2003, p. 37). Hart and Rubia (2012) found that in adults,
“decreased hippocampal volume has been observed in adult survivors of physical and
sexual abuse with PTSD” (p. 4), in addition to finding evidence that hippocampal volume
is particularly sensitive to individuals with PTSD from childhood maltreatment.
13

There is still much research that needs to go into substantiating beliefs that
the hippocampus is affected significantly by the stress response associated with trauma,
partially because of co-morbid diagnoses that are being treated with psychoactive
medications. However, a meta-analysis by Rinne-Albers, van der Wee, LamersWinkelman, and Vermeiren (2013) found support that hippocampal volume was
“positively related to age of trauma onset and level of psychopathology” (p. 753) in
relation to PTSD. Rinne-Albers et al. (2013), cited Anderson et al.’s (2008) research,
found decreased hippocampal volume to be associated with sexual abuse at ages 3-5 and
11-13. Chronic traumatization during childhood and adolescents was found “to be
associated with structural and functional damage in emotional and stress-regulating brain
structures” in adults reporting childhood maltreatment (Rinne-Albers et al., 2013, p. 748).
The implication of these findings support the idea that childhood maltreatment can create
long-lasting negative effects, including reoccurring memories of trauma, if left untreated.
Supporting the idea that the limbic system is affected in individuals with a
background of childhood maltreatment, Hart and Rubio (2012) found through PET scans
and fMRI neuroimaging that individuals exposed to traumatic scripts had an altered
amygdala and hippocampus. A script is based on how individuals react to past pattern of
experiences that is., neglect and abuse and the affect which results from the association of
past and present. These areas of the brain were activated in response to angry and fearful
faces shown compared to a control group with no history of maltreatment. For example,
if a person with a history of chronic abuse in childhood associates physical violence to
angry faces, where a caregiver would express anger then become physically abusive, the
14

individual would most likely respond to an angry partner in adulthood with fear, because
a script was created when they were younger in response to angry faces.
Hypothalamic-pituitary-adrenal (HPA) Axis
The HPA is responsible for regulating body functions like digestion, affecting
the regulation of emotions (e.g., anger, depression, fear), the stress response, the immune
system, and the development of adult attachment (Painter & Scannapieco, 2013). This
applies to not only caregivers, but intimate partner relationships in adulthood, and is
important in developing EI and resiliency. Cortisol is a steroid hormone made in the
adrenal glands and released by the pituitary gland and is a critical part of the body’s
response to stressors. When an individual perceives an event or situation as threatening,
the pituitary releases an excess of cortisol, which over long periods of time may have a
negative impact over a person’s metabolism and immune systems (Perry, 2001).
In a study on cortisol responses in adult survivors of childhood emotional,
physical, and sexual abuse, it was found that stressful early life experiences have a
negative effect on the HPA axis, specifically in women with a history of childhood
maltreatment. Carpenter, Shattuck, Tyka, Geracioti, and Price (2011) found that both
increased and decreased responsivity had been linked to early life brain development in
maltreatment of children. Both physical abuse and emotional neglect lower cortisol
levels. For women with a history of sexual abuse in childhood, cortisol levels increase
when the stress response is activated in adulthood (Carpenter et al., 2011). In another
study of adults ages 18-45 who had been exposed to childhood neglect (compared to
15

adults who had not been exposed to childhood neglect), researchers found that HPA axis
functioning was significantly increased in depressed patients, as compared to depressed
patients with no history of childhood neglect (Peng, et al., 2014). Either an increase or
decrease in cortisol levels impacts the long term psychological and physical health. For
instance, hyper-arousal once established in childhood may continue into adulthood,
making an individual respond in ways once established in childhood.
Gladstone et al. (2004) found in their study of 125 clinically-diagnosed
women with depression, who self-reported sexual abuse as children, that exposure to
stressful situations over time consistently has shown to produce long-lasting changes to
the HPA. This increases vulnerability to mood and anxiety disorders.
Pre-Frontal & Neocortex
The prefrontal cortex (PFC), which modulates reactions to stressful situations
by engaging in executive functioning (e.g. planning complex thought, personality
expression, decision making, and moderating social behavior), develops later in life and
is easily affected by trauma in children (Hart & Rubia, 2012). Goleman (2011) believes it
is the prefrontal cortex that is the “circuitry that can inhibit amygdala-driven impulses,
helping to maintain emotional balance” (p. 34). Therefore, if the neural pathways from
the prefrontal cortex to the amygdala are damaged by the stress and fear responses, it will
be more difficult to manage one’s own emotions, let alone those of others.
A review by Rinne-Albers et al. (2013) examining 27 articles on
neuroimaging, researching the effects of psychological trauma on the developing human
16

brain, they found that there are abnormalities (i.e., smaller PFC volume) associated with a
history of maltreatment. Both Hart and Rubio (2012) and Rinne-Albers et al. (2013)
found support for decreased size of PFC in adult survivors diagnosed with PTSD. RinneAlbers et al. (2013) reported, “the reduction in size of brain structures, especially total
brain and PFC in traumatized children and adolescents” (p. 753) is the result of abnormal
brain development caused by stress in the early years.
The PFC plays a large role in the social-emotional behavior in humans
(Krueger et al., 2009). A study of veterans with damage to their prefrontal cortex showed
impaired understanding and management of emotional information, in addition to
decreased social competence, problems in interpersonal relationships, and fluctuations in
mood and personality. Krueger et al. (2009) also found that participants had difficulty
making good judgment calls at work and home. The study demonstrated an association
between impaired EI and PFC damage measured by the Emotional Quotient Inventory, a
“gold standard” assessment of EI (Krueger et al., 2009).
Another part of brain which is important to asses when addressing the
consequences of childhood trauma in adult survivors is the the neocortex. The neocortex
is important for survival because it is responsible for higher-order functioning, such as
reasoning and thought processes, sensory perception, generation of motor functions,
spatial reasoning, conscious thought, and language. The neocortex allows for planning,
organizing, goal-setting, and strategizing, in addition to recognizing old experiences that
may cause harm (Goleman, 1995). All of these functions help a scared child protect them
self in a dangerous situation. The neocortex shapes the limbic system’s response to
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impulses in a given situation, because it is the part of the brain that lets us think before
we act. For instance, parents may become quite angry at their child and want to strike or
shake the child out of frustration; however, rational thought generated by the neocortex
will stop parents from doing this and instead walk away to take a “time-out.”
Neuroimaging research in child maltreatment is an important tool that can
give researchers insight into how trauma affects the brain. The brain is a complex organ
that continues to develop over time. It makes sense that if there is damage to this highly
complex organ before it is fully developed, individuals may find themselves struggling
with tasks such as regulating emotions and learning to bounce back from adversity.
However, because it is a relatively new area of study, there is still much to be learned.
Emotional Intelligence
The concept of emotional intelligence (EI) can be traced as far back as
Darwin in his book Expression of Emotion in Man and Animals (1872/1965). The
exploration of emotional expression, survival, and adaptation are important to human
evolution. EI has been of interest to researchers throughout the twentieth century, but it
was not popularized until Daniel Golemans book in 1995, titled, Emotional Intelligence:
Why It Can Matter More Than IQ. Goleman (1995) believes that “when it comes to
shaping our decisions and our actions, feelings count every bit as much--and often more-than thoughts” (p. 24). Goleman postulates it is the automatic reactions human beings
have to outside stimuli that, especially in dangerous situations, cause individuals to react
in certain ways. The assessment of personal encounters and the responses to them are not
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only shaped by rational judgment or personal history, but also through the evolution of
psychobiology (Goleman, 1995). Psychobiology is an essential component of the survival
of the human species. It adapts with the ages, based on dangers within the environment,
in order to keep people safe.
According to Hamarta, Deniz, and Saltali (2009) every human being has
emotions, but it is not enough to only possess them, it is important to know how to use
them if a person wants to be successful in life. EI enhances the human ability to
recognize and evaluate the emotions of self and others, allows for reflection of those
emotions, and gives the skills to navigate relationships with others.
Emotions such as anger, fear, contempt, sadness, and disgust, all create
physiological responses in the body. These physiological responses are unconditional and
lead to behavior that protects a person from harm, either physically or emotionally. For
instance, a child who perceives an experience as fearful will unconsciously respond with
the “fight, flight or freeze” response. Fight or flight mobilizes a person into action. The
blood flows to the outer extremities, such as the legs or arms, allowing the body to
prepare itself to fight or flee from any perceived threat and find safety (Goleman, 1995).
The freezes response immobilizes a body by turning on the sympathetic nervous system.
Muscles become stiff and tense, senses are heightened, and heart rate increases causing a
person to become frozen. Freezing allows a person to assess the environment and
determine which is the best defense to the threat; for instance, with victims of child
sexual assault the perpetrator may be exponentially larger, meaning if they fought or tried
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to flee they may incur injury or death, therefore it is best to freeze and dissociate their
selves from the situation (Ogden, Pain, & Fisher, 2006).
These responses to emotional situations have worked to protect human beings
over time and continue to do so in harmful situations, like in the instance of child
maltreatment. The evolution of human relationships over time has created more complex
patterns of interactions and EI has become necessary in maintaining healthy relationships,
with self and others. Being able to perceive emotions in self and others, use emotions to
facilitate problem solving and creativity, understand the connections between emotions in
self and others, and find the ability to manage emotions, are essential for developing
healthy relationships. These can be the difference in maintaining a person’s well-being.
Simply put, EI is the capacity to recognize and understand emotions, also
known as self-awareness. It is having the capacity to direct, command, and modify
emotions, moods, and responses to both the external and internal worlds. EI is important
for discerning the feelings of others and understanding their emotions so that we can
relate more effectively. EI helps build relationships, identify to social situations, be a
leader, negotiate conflict, and work as a team. EI is important because it helps create a
sense of self, enhances interpersonal relationships, and helps be emotionally competent
when dealing with balancing daily interactions with people, and in emotional situations.
EI is an important aspect to resiliency because, in the face of adversity, individuals who
can recognize their own emotions, be able to build relationships, make complex
decisions, and develop healthy conflict management skills will be able to bounce back
from adverse experiences more effectively (Goleman, 1995; Petrides & Furnham, 2001;
20

Mayer, Caruso, & Salovey, 2004). Wolin and Wolin (1993) found seven common
characteristics to resiliency: insight, independence, relationships, initiative, creativity,
humor, and morality (as cited by Connor & Slear, 2009). Connor and Slear (2009) found
that Wolin and Wolin “clearly defined resilient men and women as those that can reframe
their negative experiences, and regulate their thoughts into new patterns of thinking” (p.
252), both of which have been found to be an integral component of EI.
Ability Emotional Intelligence
There are three primary approaches to EI: the ability model (AEI), the trait
model (TEI), and the mixed model (MEI). AEI is defined by Mayer, Salovey, and Caruso
(2004) as:
the capacity to reason about emotions, and of emotions to enhance thinking. It
includes the abilities to accurately perceive emotions, to access and generate
emotions so as to assist thought, to understand emotions and emotional
knowledge, and to reflectively regulate emotions so as to promote emotional and
intellectual growth (p. 197).
AEI concerns emotion- related cognitive abilities and is distinguishable by
four branches including: 1) the ability to identify or perceive emotions, 2) the ability to
use emotions to facilitate thought, 3) the ability to understand emotions, and 4) the ability
to manage one’s emotions and the emotions of others (Papadogiannnis, Logan, &
Sitarenios, 2009). The four branches of AEI are measured by maximum performance
tests (Petrides, 2011), such as the Mayer-Salovey-Causo Emotional Intelligence Test
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(MSCEIT). The MSCEIT measure’s a participant’s perception, facilitation,
understanding, and management of emotions (Mayer, Caruso, & Salovey, 2000).
According to Petrides (2011), AEI is difficult to categorize due to the subjectivity of
human emotional experiences, meaning that all humans experience emotions differently
based on their own unique scripts. Individual differences play a large role in this
difficulty. Petrides (2011) states that the “heart of the problem is the inability to create
items or tasks that can be scored according to truly objective criteria” (p. 659) because,
conceptually, emotional experiences are based on subjective individual perceptions of an
event, or in this case an item included on a measure used to look at ability EI. Each item
can be understood differently by different people based on their own experiences.
Neverless, despite these measurement difficulties, according to
Papadogiannnis, Logan, & Sitarenios (2009), the MSCEIT proves to be a reliable and
valid instrument of measuring AEI. Findings support the four-factor model, with
reliabilities for each factor ranging from r=.85 to r=.91. Papadoginannis et al. (2009)
found “the instrument has been shown to predict important philological and behavioral
outcomes” in a wide range of various domains that promote the ability to recognize one’s
own emotions, manage behaviors, understand others, and manage relationships.
The conceptual differences between AEI and TEI are evident through an
array of empirical findings, which reveal very low correlations between the measures of
ability and trait. Studies by Austin (2010) report that correlations in recent findings,
between AEI and TEI, range from .04 to .34, showing consistently low results. Whereas
AEI measures cognitive abilities through assessments that resemble standard IQ tests
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answers, which have a right or wrong answer, TEI is measured through self-report, which
is similar to standard personality assessments. “TEI measures show medium to large
correlations with the five-factor model of personality dimensions and are generally
uncorrelated with intelligence scores” (Austin, 2010, p. 564).
Trait Emotional Intelligence
TEI concerns “emotion-related self-perceptions measured via self reports”
(Petrides, 2011, p. 657) . It is measured by using the Trait Emotional Intelligence
Questionnaire (TEIQue), which will be discussed in more detail in the Methods section of
this paper. Unlike AEI, TEI takes into consideration the subjectivity of EI by considering
people’s perceptions of their own emotional ability, through self-report. TEI identifies
behavioral tendencies and self-perceived abilities. Therefore, it is viewed as a personality
framework. Austin, Farrelly, Black, and Moore (2007) found typical correlations of TEI
measures with personality traits when they used the Big Five, a “gold” standard
personality assessment. They found “Neuroticism -.56, Extraversion .43, Openness .12,
Agreeableness .37, and Conscientiousness .24”, which supports a factor-analytic study by
Petrides, Pita, and Kokkinaki (2007) that showed TEI as a separate “lower-order factor
within established personality models” (as cited in Austin, 2010, p. 564), meaning that EI
can be identified as a factor of an individual’s personality, rather than a form of
intelligence or an ability.
Petrides and Furnham (2001) conducted a study of 166 individuals where
they observed the relationship between TEI and the Big Five personality dimensions.
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They found results that supported the “conceptualization of trait EI as a distinguishable,
lower-order construct within the” (p. 15) five factor model of personality, adding
additional support to the notion that EI and personality are linked. This self-report
assessment indicated that EI reflects specific content of mood descriptors (e.g., fear,
happiness, depression, anxiety) for individual effects. The Big Five personality
dimensions are relevant because in the operationalization of the five constructs within the
personality framework there are conceptual similarities to TEI. For instance, according to
Costa, McCrae, and Dye (1991), Conscientiousness comprises of facets such as selfdiscipline, achievement, and competency; Agreeableness consists of interpersonal
behaviors (as cited in Petrides & Furnham, 2001), all of which are important factors in
defining TEI. These constructs play a large part in helping individuals identify,
understand, and balance emotions in self and others.
According to Petrides and Furnham (2001), empirical evidence indicates that
TEI predicts goal orientation, mood recovery, strength of responsiveness to affect, as well
as consists of “emotion-related traits and self-perceptions” (p. 427), which affect a wide
range of psychological and behavioral variables. Predicting responses to stress is
important for identifying an individual’s resiliency when faced with adversity. A study by
Conner and Slear (2009) examined the variables of TEI, resiliency, state and trait anxiety,
and their possible relationships. State anxiety refers to anxiety being experienced in the
present, while trait anxiety refers to anxiety experienced over time. Participants
demonstrated a significant relationship between EI and both trait and state anxiety. These
findings are relevant because if individuals are able to understand and manage stress in
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their lives they may be more resilient to adversity and develop fewer mental health
related issues. Resilient people with fewer mental health related issues would have more
positive outcomes when faced with state anxiety. This, in turn, would create fewer mental
and physical health problems associated with chronic stress and the stress response,
leading to less of a financial burden on individuals and society.
Mixed Model Emotional Intelligence
EI is seen by some, including Daniel Goleman and Reuven Bar-On, as a wide
array of competencies and skills that include both social and emotional functions. MEI is
considered a mixed model of EI, and in some circles is seen as a trait model. MEI is
comprised of a variety of components such as, affect, personality, intellect, attitudes, and
social skills. Bar-On (2013) defines MEI as:
emotional-social intelligence as an array of interrelated emotional and social
competencies, skills and behaviors that determine how effectively we understand
and express ourselves, understand others and relate to them, and cope with daily
demands, problems and pressure (p. 112).
Bar-On outlines five essential EI constructs: intrapersonal, interpersonal, stress
management, adaptability and general mood. EI is said to embody an individual’s
“potential for adaptive, intelligent behavior that promotes personal success, happiness,
and general well-being” (Wood, Parker, & Keefer, 2009, p. 73), and positively
contributes to a person’s ability to navigate day-to-day life stressors. The intrapersonal
construct includes abilities and traits related to emotions associated to oneself, otherwise
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known as self-awareness. Intrapersonal factors also include assertiveness, boundarysetting, self-regard, independence, and authenticity. The interpersonal construct
encompasses abilities and traits pertaining to the social interactions and emotions of
others and includes: empathy, intimate relationships, and social responsibility. Stress
management and adaptability consider: controlling impulsivity, stress management,
orientation to the present (appraisal of one’s environment), ability to be able to be
flexible in situations, and problem solving. Lastly, the general mood cluster, includes the
degree of life satisfaction with one’s life and general positive outlook for the future
(Wood, et al., 2009).
The Emotional Quotient Inventory (EQ-i), developed by Bar-on, is one of the
most widely used self-report assessments for this model of emotional intelligence.
According to Bar-On (2013), “average to above-average scores on the EQ-i, indicate”
that the participant being assessed is “effective in emotional and social functioning” …
the higher the scores, the more positive the prediction for effective functioning in meeting
daily demands and challenges” (p. 112). In contrast, individuals who score significantly
low on the EQ-i may be ineffective in managing their emotions and in some cases may
show signs of social and/or behavioral problems. Bar-On (2013) has shown the EQ-i is
significantly correlated to negative psychopathology such as: anxiety, phobia, mood
disorders, drug abuse, borderline personality disorders, as well as other negative
outcomes. EQ-i, has a positive correlation to the ability to benefit from treatment.
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Emotional Intelligence and Mental Health
What do all of these models of EI have in common? Each model has shown
effectiveness in identifying concepts that help facilitate a better understanding of self and
others. Regardless of which model is being assessed it can be assured that increasing an
individual’s EI will help them to navigate life adversities. Austin (2010) states, “there is
evidence for the criterion validity of both trait and ability EI measures” (p. 564). Austin
goes on to state these findings support the “broad theoretical predication” that EI is
positively associated with measures of psychosocial health. For instance, life satisfaction
and well-being are “negatively associated with indicators of psychological distress” (p.
564), such as mood and anxiety disorders, in addition to stress.
Martins, Ramalho, and Mornn’s (2010) conducted a meta-analysis of 80
studies involving 20,000 participants, examining the average strength of relationship
between EI and mental health. The results of the meta analysis reflected positive
relationships between variables, r=.36 mental health, r= .33 psychosomatic health, and r=
.27 for physical health. Research has shown links between EI and mental health related
issues, like anxiety and depressive disorders. For instance, individuals who are poor at
managing emotions tend to become overwhelmed by negative emotions and life stressors,
leading to mental health issues. The inability to perceive and regulate emotions
effectively, express feelings, and find healthy coping mechanisms can lead to the
development of depressive and anxiety symptoms in individuals with a history of adverse
childhood experiences. In addition, people high in managing the emotions of others are
able to find empathy and regulate the moods of others in positive directions, leading to
27

stronger friendships and larger social support networks, and allowing individuals to adapt
to stressful situations better (Armstrong, Galliagan, & Critchley, 2011; Ciarrochi, Deane,
& Anderson, 2002).
A study by Nolidin, Downey, Hansen, Schweitzer and Stough (2013) shows
self-report measures of EI may have predictive value in terms of early identification of
depression and anxiety. Nolidin et al. (2013) assessed social anxiety and depression in
both clinical and non-clinical samples using the EQ-i, which confirmed that lower scores
on interpersonal and intrapersonal factors were found in a sample of individuals with
social anxiety. Individuals who scored low on emotional control and management were
found to have symptoms of clinical depression. Nolidin et al. (2013) concluded that EI
can be related to emotional processing deficits in depressive and anxiety disorders.
Emotional Intelligence and Adverse Childhood Experiences
Early childhood experiences shape individuals into the adults they become
later in life. According to Lowell, Renk, and Adgate (2014), studies have “documented
high rates of comorbid psychiatric disorders in individuals who had childhood
maltreatment experiences” (p. 1437). Lowell et al. (2013) claim that childhood
maltreatment experiences are related to both internalizing and externalizing problems in
adulthood, leading to such things as anxiety and depression, along with substance abuse
and personality disorders. In the context of EI, internalizing behavior would constitute
understanding and managing an individual’s own emotions while, externalizing behavior
would constitute developing healthy relationships with others and being able to problem
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solve stressful situations. All of the EI models that have been discussed thus far include
self-awareness, interpersonal aspects, and sociability. These factors play important roles
in the skills needed to improve well-being in the wake of adversity.
Lowell et al. (2014) examined the relationship between childhood
maltreatment experiences and attachment. They found significant relationships between
types of abuse and neglect (i.e., physical, emotional), sexual abuse, and attachment to
mothers and fathers. According to Attachment Theory (Bowlby,1988) the relationship
between a child and their primary caregiver can set the standard for attachment styles in
relationships that reach into adulthood. Healthy bonding and attachment to a caregiver
has a stronger likelihood of positive outcomes for a child. Attachment styles influence
inter and intra personal relationships, stress management, physiological and
psychological health, as well as cognitive development into adulthood. Many children
who grow up in an environment where their caregiver is both the source of safety, and at
the same time the source of danger, develop an insecure attachment style. This leads to a
negative internal working models of self and others, resulting in social withdrawal,
difficulty finding positive self-soothing techniques, and poor emotional regulation (Mc
Elroy & Hevey, 2014; Hildyard & Wolfe, 2002), which are all indicators that negatively
relate to higher levels of EI. EI is an important factor when examining resiliency to
adverse childhood experiences because the lingering effects can affect both intrapersonal
and interpersonal perceptions.
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Resilience
Resilience has been an important topic for many decades, as overcoming
adversity in times of war, natural disasters, and negative personal experiences (e.g., death
of a loved one, interpersonal violence, poverty) affects millions of people worldwide.
Children are told stories about characters who overcome adversity; characters who slay
dragons or escape danger and survive, despite adverse experiences. Adversity is a
common occurrence in the lives of adults and children. As discussed earlier, a large
percentage of children will be exposed to victimization, and in some cases, these children
will be revicitimized or polyvictimized in their lifetime.
Research into resilience began in the early 1960s and gathered momentum as
strength-based perspectives to psychotherapy have become more popular. Resilience is
focused on the strengths an individual holds, over the deficits. This is different than
treatment of the past, which focused on a medical model. Resilience focuses on
understanding healthy development and the beneficial outcomes in spite of adversity
(Zolkoski & Bullock, 2012, p. 2297). Resilience is understood as positive adaption,
during or after, and adverse experience, or the abilty to regain mental-health despite
adversity (Herrrman et al., 2011; Masten, Cutuli, Herbers, & Reed, 2002).
Over the decades, there have been many operational definitions of resilience,
some of which come from a personality and/or trait perspective. Others see resilience

30

from a process or systems perspective. In the following sections we will take a brief look
at both perspectives and how the research defines various types of resiliency.

Trait Resilience
Trait resilience is defined as “a personal trait that helps individuals cope with
adversity and achieve good adjustment and development” (Hu, Zhang, & Wang, 2015, p.
18). It takes into consideration individual personality traits and a person’s ability to
“bounce back.” A meta-analysis conducted by Hu et al. (2015) studied the correlation
between trait resilience and metal health. They found a positive correlation between trait
resilience and positive indicators of mental health. The effect size was considered to be
medium, at r = 0.503. Findings suggest that lower levels of trait resilience were present
for individuals who struggled with mental heath related issues or negative affect. In
contrast, TEI was found to be higher in individuals who reported higher levels of life
satisfaction or positive affect. These diminished negative effects are essential for life
satisfaction and well-being in individuals who have faced adverse experiences because
this allows them to navigate adversity with positive positive outlooks. Collishaw et al.
(2007) found that individuals with high neuroticism and a history of abuse were less
resilient to adult psychopathology. This shows that individuals who have more negative
affect struggle with life satisfaction and well-being when faced with adversity and are
less resilient.

31

Processes or Systems Resilience
Masten (2014) in a panel during the 29th Annual International Society for
Traumatic Stress, in 2013, defined the process of resilience as “the capacity of a dynamic
system to adapt successfully to disturbances that threaten the viability, the function, or
the development of that system” (Southwick et al. 2014). Masten outlined the process
resilience as one which takes into consideration not only an individual’s biological and
behavioral aptitude, but includes the macrosystem as well. Masten stated that individuals
have a “tremendous capacity to learn and pick up information about how to cope” (p. 5)
which, especially for children, come from the close relationships they have with others.
These relationships help children model self-regulations skills, which are essential for the
adaption to adverse experiences. Masten believes that “if systems are complete a child
should develop appropriately even if challenged” (Southwick et al. 2014; Zolkoski &
Bullock, 2012, p. 2297).
Findings by DuMont, Widom, and Czaja (2007) support conclusions that
close relationships make a difference in being resilient. Children who have experienced
adverse childhood experiences but grew up in stable households surrounded by
supportive people tripled their chances of being resilient as they age into adulthood.
Resilience and Adverse Childhood Experiences
Exploring resilience and adverse childhood experiences is important for
gaining insight into the predictive factors associated with “bouncing back” from adversity
during a time when individuals are most vulnerable. Childhood adversity is a risk factor
for adult mental health related issues like substance abuse, anxiety, depression,
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personality disorders, and a host of other biopsychosocial problems, which foster
psychological struggles in adults. However, not all survivors of childhood maltreatment
manifest mental health problems as they age. In fact, recent research has concluded that
resiliency is more prevalent than was first thought. DuMont et al. (2007) found that
almost half of the abused and neglected children they interviewed in adolescence and
young adulthood were resilient; and over half of those resilient remained resilient into
young adulthood.
The famous longitudinal study conducted by Collishaw et al. (2007), in the
Isle of Wight following individuals from age 9, starting in 1964 to 2000, until the ages of
42-46, contributed much research on the topic of resiliency in adults who experienced
childhood maltreatment. These researchers observed 457 children from 287 families
(both abused and non-abused), and showed that 48 percent of children with a history of
abuse or neglect did not meet the criteria for psychiatric disorders, while 38 percent had
not been diagnosed for substance abuse. McGloin and Widom (2001) reported that 22
percent of participants in the abused group were found to be resilient over a broad range
of domains, such as academic achievement and involvement is social activities. These
participants had not perpetuated violence, and had not been arrested. Collishaw et al.
(2007) found that rates of resilience were considerably higher in adults who reported
having at least one “very” caring parent in their lives. They also found that “peer
relationships in adolescence, the quality of adult friendships, and the stability of adult
love relationships were all strongly related to resilience” (p. 222).
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It is important to observe multiple domains of life functioning when
measuring for resilience to adversity. Resilience in children is measured across multiple
domains to determine life function. For children with a history of adverse childhood
experiences, showing competency across all domains of functioning is seen as resilience.
Domains observed include: a) behavioral b) emotional c) social and d) educational
(Walsh, Dawson, & Mattingly, 2010). Behavioral competencies include patterns of
behavior towards others. For instance, aggression towards family members or others, on
the heels of adversity is seen as lacking resiliency. Mental health struggles such as
depression, anxiety, and eating disorders are also not considered resilient. Social
competencies such as peer relationships are observed; signs of isolation and bullying are
not considered resilient. Lastly, a lack of academic success or regression of success is a
sign that a child may not be resilient. Measuring multiple domains is important because
research has shown that there are multiple adverse consequences to childhood adversity
(Walsh et al., 2010). Collishaw et al. (2007) reported finding considerable continuity
between child-adolescent and adult psychopathology.
Research shows that resiliency from adverse childhood trauma and into
adulthood has many predictive factors. Collishaw et al. (2007) believe that genetics,
biology, cognition, inter- and intrapersonal relationships all contribute to resiliency in
adult survivors of child maltreatment. They believe that enzyme monoamine oxidase A
(MAO-A) has an effect on psychological functioning. It plays a role in how individuals
cope mentally with life stressors and has been found to be associated with aggression,
anger, and other psychiatric disorders. An individual’s cognitive ability and personality
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factors also play roles in how adversity is processed. Collishaw et al. (2007) stated,
“Studies of selected samples have found that high-self esteem, high self-efficacy, and
individual coping strategies” (p. 213) predict more positive outcomes over time; and
lastly, the availability of emotional support from outside entities plays a large role in
resiliency to adverse childhood experiences. Connor and Slear (2009) found that
“resilient factors have also been associated with restoring balance, taking responsibility,
evaluation situations responsibly, developing close relationships, doing well in the face of
adversity, standing firm in positive behavior and increased achievement” (p. 252) are all
considered resilient factors.
Summary and Study Rationale
There has not been much research looking directly at the link between EI and
resilience, therefore, the current study attempts to explore the relationship between these
two constructs. Findings identify that residual effects of childhood trauma can be long
lasting for many. Negative outcomes like physical and mental illness, behavioral
problems, and academic and/or career goals may occur. These outcomes impact both the
individual and society at large. Research supports that EI, the ability to understand and
manage emotions of self and others, is important in navigating stressors in the aftermath
of trauma. Research has also found that resilience, the ability to bounce back after
adversity, is a positive predictive factor of an individual’s wellbeing. Both EI and
resilience are important components to look at when treating an adult survivor of
childhood trauma, due to maltreatment.
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Neurobiology is important when looking at the development EI because the
brain is the organ responsible for processing and exhibiting information. It is the control
center for how an individual reacts to the before, during, and after effects of trauma. By
considering neurobiology clinicians will have a better understanding of how a
traumatized individual processes information and the reason survivors choose to respond
to situations the way they do. It is essential to treatment to consider the interplay between
underlying biology, environment, and EI.
It is unlikely survivors of childhood adversity will benefit from the same
treatment because of individual differences in experiences and processing of information.
By evaluating EI clinicians may help find different strategies for individuals with low
levels of EI. Studies have shown that an increase in EI may lead to an increase in
resilience; an increase in resilience may help survivors achieve better life functioning.
This is why developing treatment options that work on increasing levels of EI is
important when treating survivors of childhood trauma.
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Chapter III
METHOD
Participants
Participants were 151 students and non students recruited through the research
bulletin board in the Psychology department at California State University, Chico and
through social media who self identified as an adult survivors of childhood trauma. One
participant was omitted for not signing the informed consent. Eleven participants were
omitted from survey results for only filling out the informed consent but nothing else.
Twelve participants were omitted for not completing the scales measuring emotional
intelligence and resiliency and only completing the demographic information. After those
26 participants were removed from analyses, there were a total of 125 participants (104
females; 83.2%). Mean participant age was 32.8, ranging from 19 to 69 years. Of the 125
participants, 13.6% identified as male, 83.2% identified as female, and remaining
participants self-identified as trans or other. The majority (34.4%) of participants made
no more than $12,000 per year. Their relationship status was as follows: 13.6% were in a
partnership, 17.6% were living together, 30.4% were single, 26.4% were married, and
remaining participants were either divorced, separated, widowed, or other.
Measures
Adverse Childhood Experience (ACE) Study
The ACE Study (Felitti & Anda, 1997) measured 10 types of childhood
trauma from the ages of 0 to 18. The ACE Study was developed to explore the
37

cumulative effects of childhood trauma in adulthood. The focus of the ACE study was to
analyze the relationship between childhood trauma and the risk for physical and mental
illness in adulthood. It is comprised of ten items measuring an individual’s adverse
childhood experiences. The measure replicated questions from already published surveys.
The measure assesses for type of abuse, household dysfunction (e.g. parental divorce or
incarceration of caregiver) and health related behavior (e.g., smoking, substance abuse,
etc.), (Felitti et al., 1998). The ACE Study is scored by adding up all “yes” responses; this
number indicates if a participant has experienced childhood adversity. The higher one’s
ACE score, the higher your risk of health and social problems.
Results of the ACE Study when compared to data collected by Kaiser’s
Permanentes HMO participants established relationships between adverse childhood
trauma and mental/physical illness. The study has demonstrated an association of
adverse childhood experiences (ACEs) with health and social problems as an adult. All
ACE questions refer to the respondent's first 18 years of life. Questions like “Did a parent
or other adult in the household often or very often swear at you, insult you, put you down,
or humiliate you? or Act in a way that made you afraid that you might be physically
hurt?”; “Were your parents ever separated or divorced?”; and “Was a household member
depressed or mentally ill, or did a household member attempt suicide?” were asked in
order to assess emotional, physical, sexual abuse and neglect (Felitti et al., 1998).
In a study done by Murphy, et al. (2014), examining the ACE Study and the
Adult Attachment Interview (AAI) and the implication for parent child relationships, the
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ACE Study showed adequate internal consistency (α = .88). The internal consistency of
the ACE Study for the purpose of this paper is α = .71.
The Trait Emotional Intelligence Questionnaire- Short Form (TEIQue-SF)
The TEIQue-SF (Petrideds, 2009) is a 30 question self-report inventory
designed to measure trait emotional intelligence in adults and adolescents. The
assessment measures 15 trait emotional intelligence aspects (see Table 1 below). This
short form was used for its time efficiency. In an analysis done by Cooper and Petrides
(2010) using item response theory to measure the reliability of the TEIQue-SF across two
large samples showed Cronbach’s alpha as high for both men and women. The internal
consistency of the TEIQue-SF for the current study is α = .88.
Table 1. The Sampling Domain of Trait Emotional Intelligence in Adults and
Adolescents
Facets

High scorers perceive themselves as…

Adaptability

…flexible and willing to adapt to new conditions.

Assertiveness

…forthright, frank, and willing to stand up for their rights.

Emotion perception (self
…clear about their own and other people’s feelings.
and others)
Emotion expression

…capable of communicating their feelings to others.
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Emotion management
…capable of influencing other people’s feelings.
(others)
Emotion regulation

…capable of controlling their emotions.

Impulse control

…reflective and less likely to give in to their urges.

Relationships

…capable of having fulfilling personal relationships.

Self-esteem

…successful and self-confident.

Self-motivation

…driven and unlikely to give up in the face of adversity.

Social awareness

…accomplished networkers with excellent social skills.

Stress management

…capable of withstanding pressure and regulating stress.

Trait empathy

…capable of taking someone else’s perspective.

Trait happiness

…cheerful and satisfied with their lives.

Trait optimism

…confident and likely to “look on the bright side” of life.

Note. TEIQue-SF Adapted from Technical manual for the Trait Emotional Intelligence
Questionnaires (Toque)Petrides, K.V, 2009. Retrieved from 2015 Consortium for
Research on Emotional Intelligence in Organizations www.eiconsortium.org.
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The Resilience Scale (RSA)
The RSA scale (Wagnild, 2014) is 25 question Likert scale assessment.
Resilience scores are gained through a summation of each item, for a final score. The
lowest score is one, the highest score is seven. The lowest score which can be had is 25
and the highest is 175. It has been found to correlate strongly with the constructs of: selfreliance, purpose, equanimity, perseverance, and existential aloneness or authenticity;
and focuses on positive strength based qualities by asking questions such as, “I usually
manage on way or another”, “My life has meaning”, “I usually take things in stride”, “I
am determined”, and “I am friends with myself”. This measure was used to determine the
presence of resiliency in participants (i.e. how an individual maintains life function after
adversity). The internal consistency of the RSA for the purpose of the present study is α
=.47. It is unclear why the reliability was so low, within this data set, given the original
scales authors found high reliably (alpha coefficient exceeds α = .80)
Procedures
Following an HSRB approval in the summer of 2015, participants were
invited to participate in an online survey though Qualtrics. The survey participant pool
was recruited though social media outreach, email, and was given as extra credit from
various professors through the psychology department at California State University,
Chico. Participants were self-selected into this study and were informed that they could
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complete the survey from any computer and that their location would not be tracked by
cookies or other location mechanisms. Study recruitment, consent procedures, survey
administration, and debriefing were completed online, with no contact between
participants and the graduate student administering the survey, increasing anonymity and
privacy. Participants did have the choice to share their identity if they wished to be
entered into a drawing for a 50-dollar gift certificate of their choosing, which would be
mailed to the name and address provided. This research was approved by the Human
Subjects Review Board at California State University, Chico.
Participants provided demographic information and completed a battery of
self-report questionnaires (See Appendices C-F for more information on questionnaires)
that assessed adverse childhood experiences with maltreatment and neglect, as well as
their levels of emotional intelligence and resiliency. Given the sensitivity of some of the
questions contact, information for local and national crisis lines were provided for follow
up support at the end of the survey. Additionally, contact information for the primary
researcher was provided so that all participants could connect should they have questions
or concerns about the survey process or the information gathered during the study.

`
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CHAPTER IV

FINDINGS AND RESULTS
Preliminary Analyses
An independent samples t-test was used to examine gender differences
between men and women (there was not enough self-identified trans* or others to
analyze). No significant differences were found between males and females for either EI
or resilience. A correlational analysis was used to examine age differences. No age
effects were found with regard to both EI and resilience.
The sample consisted of 47.2% of individuals who reported sexual abuse,
51.2% who reported physical abuse, 80% who reported emotional abuse, 44% who
reported neglect, endangerment, and/or abandonment, 19.2% reported financial abuse,
32.8% reported mental abuse, and 8.8% reported other types of abuse. Of the participants
31.2% experienced 0-5 years of abuse, 36.8 % experienced 5-10years of abuse, and
31.2% experienced 10 to 18 years of abuse. The duration of years of abuse was dived into
three groups (e.g. 0-5, 5-10, and 10-18) and a one-way ANOVA indicated that there was
no significant difference between the three groups in regards to EI and resilience.
Main Analysis
A bivariate correlation analysis was used to examine the relationship between
EI and resilience. Results revealed a significant correlation, r(125) = .534, p < .001,
between EI and resilience, which demonstrates that when an individual is more
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emotionally intelligent, they are more resilient to adverse childhood experiences in
adulthood.
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS
Emotional Intelligence and Resilience
This study aimed to look at the connection between EI and resilience in adult
survivors of adverse childhood experiences. Participants completed assessments to
determine exposure to adverse childhood experiences, as well as to determine the
requirements to be considered both emotionally intelligent and resilient. The most notable
finding of this study shows support for the hypothesis that higher levels of EI, positively
relate to resiliency in adult survivors of adverse childhood experiences.
In a study by Liu, Wang, and Li (2014), resilience was found to partially
mediate the relationship between TEI and the emotions, moods and feelings a person has
in connection with life stressors. Liu et al. (2014) found supporting evidence for previous
research that TEI has a significant positive effect on resilience. Their study measured four
interrelated latent variables including EI, resiliency, affect balance, and life satisfaction
and found association and prediction, but not cause and effect, relations between the
variables measured. Armstrong et al. (2011) studied a sample of 414 men and women to
identify who was more or less successful at adapting to stressful events and which
components of EI were associated with psychological resilience. The study found “the
life event-distress relationship was weaker for participants with higher” (p. 334) selfawareness, emotional expression, emotional self-control, and emotional self management.
Meaning that individuals who rated high on being able to recognize and understand their
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emotions, talk about and express their emotions in healthy ways, control affect of their
emotions so as not to get overwhelmed and act impulsively, and manage negative affect
by maintaining positive moods, were more likely to be psychologically resilient in the
face of life stressors. The study did not examine interpersonal factors. Researchers
concluded that intrapersonal skills outweigh interpersonal skills when looking at
resiliency.
If EI is loosely defined as being able to understand emotions in self and
others, navigate emotional situations in healthy ways, and achievement of life
satisfaction, then it is easy to see the connection between EI and resilience. If an
emotionally intelligent person is one who recognizes a stressful environmental factor,
such as an emotionally fraught fight with a partner, as a past experience linked to
childhood adversity, is able to understand and manage their emotional response to the
stressful experience in a way that allows for growth, and maintain a good relationship
with the other person involved, this individual is considered resilient. If resiliency is
loosely defined as the ability to “bounce back” from an adverse experience and cope
successfully with stress, by understanding and managing the emotions of self and others,
they are considered emotionally intelligent. If a resilient individual is able to recognize a
potentially hazardous event as dangerous, relate it to a past experience, and problem
solve their way out of the experience they are referred to as emotionally intelligent.
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Limitations
There were several study limitations, the first of which was that individuals
who participated in the survey for extra credit often only completed the demographic
information but did not complete the measures for childhood adversity, TEI, and
resilience, resulting in non-completion and eventual deletion of data. Another limitation
was that 83 percent of participants identified as White and 65 percent as female, limiting
the diversity of the survey participants. It is also safe to assume that the participants who
completed the study were emotionally intelligent enough to recognize a history of
violence, leading to a skewed demographic of participants. The study would have
benefited from assessing personality traits to observe whether or not personality played a
role in resilience along with EI. In addition, a barrier to understanding the full impact of
the effects of child maltreatment on the brain is that much of the information
disseminated is highly technical and difficult for a lay person to decipher. Lastly, to
make the study more robust it would have been insightful to look at whether or not the
type of abuse had an effect on EI and resilience so as to better implement specialized
treatment in the future.
Further studies should explore which types of coping skills indicate higher EI
and resilience. For example, are individuals who use self-awareness more resilient than
individuals who use distraction? It would be important to consider these factors to create
and implement successful clinical practices in increasing EI and resilience in survivors of
adverse childhood experiences so that they are able to be more resilient in the face of
adversity in adulthood.
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Clinical Implications
Children who have experienced maltreatment often have difficulty
identifying, expressing, and managing emotions, both their own and that of others. This is
why looking at emotional intelligence and resiliency is an important factor in creating
treatment for children, adolescents, and young adults. As they mature into developing
their own relationships with others it is important for individuals to be able to identify,
express, and manage emotions of self and others if they wish to maintain healthy
relationships. Because children create templates of past experiences based on their
history, it is natural for individuals, as they become adults, to attempt to maintain
homeostasis, regardless if their natural state is causing unhealthy physical and mental
dysfunction.
Twenty-eight states recognize domestic violence (DV) to varying degree
within their legal system (CDC, 2015) however, according to the U.S. DOJ Bureau of
Justice Statistics Special Report on Nonfatal Domestic Violence 2003-2012, DV accounts
for 21 percent of all violent crimes. Of that 21 percent, 14 percent of DV is within
intimate partner relationships, four percent is by an immediate family member, and 1.5
percent of that is perpetrated against a child by a known assailant. Batterer Intervention
Programs (BIP) are helpful for adults that have perpetuated violence and/or abuse
towards another. But would it not be more beneficial if there was a way to end the
violence and abuse before it got far enough to end in felony or misdemeanor convictions
in adulthood? By creating treatment programs which focus on increasing the EI of young
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people we have the ability to minimize the effects of childhood trauma in adulthood and
encourage resilience.
The brain is very plastic, meaning that it is capable of change. It responds to
experiences in different ways based on different parts of the life cycles. Maltreatment or
deprivation of sensory organs (e.g. touch, smell, sight, etc.) can lead to developmental
delays; for instance, if children are not read to or talked to during critical periods of
development they may lose their initial ability to understand the phonetics of their
language.
The degree to which the brain is capable of change is developmentally and
systematically related. The human brain develops hierarchically, meaning that the lower
brain is used for primitive functioning like breathing, whereas the cerebral cortex, the last
part of the brain to develop, is responsible for more complex functioning like emotional
regulation, organization, impulse control and language (Howard, 2006). For instance, a
brain that is not fully developed yet will be easier to adapt to change, whereas an older
brain will have more difficulty creating new patterns though it is possible for instance.
Therefore, it is important to facilitate treatment to children who have been exposed to
childhood maltreatment and adversity as soon as possible. Psychobiological goals, such
as decreasing stress reactivity and modifying brain connections through new experiences,
would benefit individuals who are removed from violent and abusive environments.
According to Armstrong et al. (2011), EI “buffers the effects of adverse events
through emotional self awareness, expression and management” (p. 331). Teaching
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individuals to manage their own emotions is the first step towards increasing emotional
intelligence and resulting in higher resiliency. Giving people the skills to recognize their
physiological reactions to stress and fear, as well as helping them develop their tool
boxes with activities that allow them to develop new baselines for stress, will allow them
to stay calm so that they may express themselves in healthy ways and not escalate
behaviors, leading to violent situations.
Research shows that emotional intelligence can be developed and resilience
can be learned. Fostering resilience and EI with survivors of adverse childhood
experiences has the potential to improve clinical outcomes for individuals who struggle
with the residual effects of childhood maltreatment.
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APPENDIX A

Informed Consent
Title of Research: A Look At Resiliency In Adult Survivors of Childhood Trauma
You are invited to take part in this research study. Before agreeing to participate in this
research study, it is important that you read the following explanations of this study.
What will be done during this research study?
Participation in this study involves completing an online information form as well as an
online survey about your experiences with surviving childhood trauma. It should take you
15 to 20 minutes total to complete the survey questions. After you have completed the
survey, you have completed the study, and can choose to be entered into a drawing to win
a prize valued at $50.
What are the possible risks of being in this research study?
You might have some uncomfortable feelings such as sadness or anger when you reflect
on your experiences. You do not have to answer any questions that make you feel
uncomfortable. You can stop at any time without penalty.
What are the possible benefits to you?
You might learn about how your past experiences have shaped your current experiences.
Also you will be given a chance to reflect on some personal information about your past.
You might feel a sense of personal satisfaction from knowing that you are helping others
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by sharing your information. However, you may not get any benefit from being in this
research study.
What are the possible benefits to other people?
The information you share may be used to help shed light on how we as a society can
create educational programs that will help end the cycle of violence through shifting
intergenerational patterns of trauma.
What are the alternatives to being in this research study?
Instead of being in this research study, you can choose not to participate. There is no
penalty for non-participation.
How will information about you be protected?
Reasonable steps will be taken to protect your privacy and the confidentiality of your
study data.
Confidentiality will be maintained to the degree permitted by the technology used. Your
participation in this online survey involves risks similar to a person’s everyday use of the
Internet.
The information from this study may be published in scientific journals or presented at
scientific meetings, but your identity will be kept strictly confidential.
For further information about the nature of this research please contact Skye Li, at
jraskin@mail.csuchico.edu , California State University Chico, 400 West First Street
Chico, CA 95929-0234
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Questions and requests for assistance should be directed to Marsha Osborne, the HSRC &
IACUC assistant, at mlosborne @csuchico.edu or 530-898-5413, Student Services Center
(SSC), Room 460 or John Mahoney, Ph.D. Chair, HSRC & IACUC at
jmahoney@csuchico.edu
By completing the online survey you are agreeing to participate in this research.
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APPENDIX C
Demographics
1.   Please tell us your age:________
2.   What gender, if any, do you identify with?: Male, B. Female, C. Trans*, D.
Decline to Answer E. Other
3.   What ethnicity, if any, do you identify with?: Hispanic or Latino, B. White, C.
Black or African American, D.
Native Hawaiian or Other Pacific Islander,
E. Asian, F. American Indian or Alaska Native, G. Two or more ethnicity
H. Other
4.   What is your yearly household income? SES (income ranges) A. $0-12,000,
B. 12,000-24,000, C. 24,000-32,000, D. 32,00060,000, E. 60,000+)
5.   What is your relationship status? In a partnership, B. Living together, C.
Single, D. Married E.
Divorced, F. Separated, G. Widowed H. Other
6.   What types of abuse have you experienced before the age 18? A. Sexual, B.
Physical, C. Emotional, D. Neglect/Abandonment, E. Financial
7.   Please tell us the length, in years, of abuse before age 18? 0-5, B. 5-10, C. 1018
8.   During your childhood were your parents: Divorced, B. Separated, C.
Deceased D. Co-habiting E. Married
9.   Who did you live with as a child? Parent, B. Other family member, C. Foster
Family, D. Group home, E. Homeless F. With a friend
10.  “Was your abuser a…” Family member, B. Friend, C. Date, D. Stranger

Narrative box’s at the end
11.  Please let us know the ways in which the above mentioned abuse has
impacted you: (select all that apply)
a)   Nightmares,
b)   Recurrent, involuntary, and intrusive memories,
c)   Flashbacks,
d)   Feelings of alienation,
e)   Inability to experience positive emotions,
f)   Irritable or aggressive behavior,
g)   Self-destructive or reckless behavior,
h)   Hypervigilance,
i)   Exaggerated startle response
j)   Problems in concentration
k)   Sleep disturbance
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l)   Chronic Physical Pain or other health issues
m)   Interpersonal relationship problems (inability to maintain intimate
relationships)
n)   Experience of being an outside observer of or detached from oneself (e.g.,
feeling as if "this is not happening to me" or one were in a dream).
o)   Experience of unreality, distance, or distortion (e.g., "things are not real").
p)   Persistent (and often distorted) negative beliefs and expectations about
oneself or the world (e.g., "I am bad," "The world is completely
dangerous").
q)   Co-dependent behavior (It is a dependency on people - on their moods,
behaviors, sickness or well-being, and their love.)
r)   Engaged or currently engaged in abusive relationships (batterer or abused
person)
s)   Increased problem solving skills
t)   Ability to recognize feelings in oneself
u)   Ability to recognize feelings in others
v)   Ability to find the ‘silver lining’
w)   Ability to bounce back from negative life situations

12.  Please describe how you have coped with childhood trauma as an adult:
a)   Substance abuse ( ie drug, alcohol abuse) Self harming behavior (i.e.
unprotected sex, cutting, driving under the influence)
b)   Regular Exercise
c)   Isolation
d)   Seeking social support
e)   Spiritual support
f)   Received past or present counseling
g)   Attempted suicide
h)   Other
i)   Please explain your response to question # above"
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APENDIX D

Adverse Childhood Experience (ACE) Questionnaire
Finding your ACE Score ra hbr 10 24 06
While you were growing up, during your first 18 years of life:
1. Did a parent or other adult in the household often …
Swear at you, insult you, put you down, or humiliate you?
or
Act in a way that made you afraid that you might be physically hurt?
Yes No
If yes enter 1

________

2. Did a parent or other adult in the household often …
Push, grab, slap, or throw something at you?
or
Ever hit you so hard that you had marks or were injured?
Yes No

If yes enter 1

________

3. Did an adult or person at least 5 years older than you ever…
Touch or fondle you or have you touch their body in a sexual way?
or
Try to or actually have oral, anal, or vaginal sex with you?
Yes No
If yes enter 1

________

4. Did you often feel that …
No one in your family loved you or thought you were important or special?
or
Your family didn’t look out for each other, feel close to each other, or support each other?
Yes No
If yes enter 1 ________
5. Did you often feel that …
You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?
or
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?
Yes No
If yes enter 1 ________
6. Were your parents ever separated or divorced?
Yes No

If yes enter 1

________

7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something thrown at her?
or
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard?
or
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?
Yes No
If yes enter 1 ________
8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?
Yes No
If yes enter 1 ________
9. Was a household member depressed or mentally ill or did a household member attempt suicide?
Yes No
If yes enter 1 ________
10. Did a household member go to prison?
Yes No

If yes enter 1

Now add up your “Yes” answers: _______ This is your ACE Score
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APPENDIX E

TEIQue-SF
Instructions: Please answer each statement below by putting a circle around the number that best
reflects your degree of agreement or disagreement with that statement. Do not think too long about the
exact meaning of the statements. Work quickly and try to answer as accurately as possible. There are
no right or wrong answers. There are seven possible responses to each statement ranging from
‘Completely Disagree’ (number 1) to ‘Completely Agree’ (number 7).

1.........2..........3..........4..........5..........6..........7
Completely
Completely
Disagree
Agree
1. Expressing my emotions with words is not a problem for me.

1

2

3

4

5

6

2. I often find it difficult to see things from another person’s viewpoint.

1

2

3

4

5

6

7
7

3. On the whole, I’m a highly motivated person.

1

2

3

4

5

6

7

4. I usually find it difficult to regulate my emotions.

1

2

3

4

5

6

7

5. I generally don’t find life enjoyable.

1

2

3

4

5

6

7

6. I can deal effectively with people.

1

2

3

4

5

6

7

7. I tend to change my mind frequently.

1

2

3

4

5

6

7

8. Many times, I can’t figure out what emotion I'm feeling.

1

2

3

4

5

6

7

9. I feel that I have a number of good qualities.

1

2

3

4

5

6

7
7

10. I often find it difficult to stand up for my rights.

1

2

3

4

5

6

11. I’m usually able to influence the way other people feel.

1

2

3

4

5

6

7

12. On the whole, I have a gloomy perspective on most things.

1

2

3

4

5

6

7

13. Those close to me often complain that I don’t treat them right.

1

2

3

4

5

6

7

14. I often find it difficult to adjust my life according to the circumstances.

1

2

3

4

5

6

7

15. On the whole, I’m able to deal with stress.

1

2

3

4

5

6

7

16. I often find it difficult to show my affection to those close to me.

1

2

3

4

5

6

7

17. I’m normally able to “get into someone’s shoes” and experience their
emotions.
18. I normally find it difficult to keep myself motivated.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

19. I’m usually able to find ways to control my emotions when I want to.

1

2

3

4

5

6

7

20. On the whole, I’m pleased with my life.

1

2

3

4

5

6

7

21. I would describe myself as a good negotiator.

1

2

3

4

5

6

7

22. I tend to get involved in things I later wish I could get out of.

1

2

3

4

5

6

7

23. I often pause and think about my feelings.

1

2

3

4

5

6

7

24. I believe I’m full of personal strengths.

1

2

3

4

5

6

7

25. I tend to “back down” even if I know I’m right.

1

2

3

4

5

6

7

26. I don’t seem to have any power at all over other people’s feelings.

1

2

3

4

5

6

7

27. I generally believe that things will work out fine in my life.

1

2

3

4

5

6

7

28. I find it difficult to bond well even with those close to me.

1

2

3

4

5

6

7

29. Generally, I’m able to adapt to new environments.

1

2

3

4

5

6

7

30. Others admire me for being relaxed.

1

2

3

4

5

6

7

1
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