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SUMMARY

Objective: The aim of this study was to evaluate the impact of childhood traumas, determine their effects on coping skills, and assess gender specific 
differences in patients with major depression. 

Method: Fifty female and fifty male patients with unipolar depression were enrolled. All patients were administered sociodemographic data form, 
the Beck Depression Inventory, and subjected to COPE Scale. Experiences of childhood abuse and neglect were assessed by the Childhood Trauma 
Questionnaire (CTQ-28). 

Results: First, female patients with childhood traumas were found to use Emotion-focused coping styles whereas, male patients used Problem-
focused and Less useful coping styles more frequently. Second, there were positive relationships between childhood trauma scores and depression 
severity, childhood sexual abuse, and emotion-focused coping styles in both male and female groups according to correlation analyses. In addition, 
childhood traumas led to further modifications on coping styles in the male group. Finally, a multiple linear regression model was used to identify in-
dependent predictors of coping styles. For both men and women, it was shown that childhood sexual abuse was significantly and positively related to 
Emotion-focused coping styles. Depression severity was the other predictor for emotion focused and less useful coping styles in only the male group. 

Conclusion: Increased information on childhood trauma history and gender specific coping strategies could help to identify individual’s at risk for 
depression and/or predict response to treatment. Future studies should focus on the prospective investigation of potential predictors and mediators 
in this area.
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INTRODUCTION

Depressive disorder is a common public health problem that 
significantly disrupts the quality of life, and has high risk of 
mortality and morbidity (Kessler et al. 2003). Many stud-
ies that have researched the causes of depression have deter-
mined a correlation between trauma in childhood and clini-
cal depression in adults (Kendler et al. 2006, Kendler et al. 
2014). Traumatic experiences in children have been shown to 

increase the lifelong incidence risk of depressive disorder (Van 
der Vegt et al. 2009, Arnow et al. 2011). In addition, they 
negatively affect treatment response and increase the inci-
dence rates of significant comorbid diseases such as personal-
ity disorder (Arnow et al. 2011), anxiety, and substance abuse 
(Van der Vegt et al. 2009, Scott et al. 2010, Scott et al.2011, 
Keyes, Eaton et al. 2012, Chapman et al. 2004, Hovens et al. 
2010) .
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When investigating the correlation between childhood trau-
ma and depressive disorder, it is necessary to deal with the 
neurobiological mechanisms and psychosocial effects caused 
by trauma. Neglect and abusive experiences encountered in 
the early period activate the hypothalamic-pituitary-adrenal 
(HPA) axis, which causes negative effects on memory and 
emotional control mechanisms.  This increases the tendency 
toward depression and resistance to treatment in the devel-
oping brain (Heim and Nemeroff 2001, Heim et al.2001, 
Maercker et al. 2004, Wiersma et al. 2009, Rane et al. 2016). 
According to the attachment theory, children neglected or 
abused by caregivers and/or close relatives experience negative 
thoughts, beliefs, and expectations of themselves and others 
(Bowlby 1969). This situation causes feelings of learned hope-
lessness and lack of control. In addition, the attachment theo-
ry suggests that the use of inappropriate and less useful coping 
methods (Hovens et al. 2010, Fossati et al. 2015, Huguelet 
et al. 2015, Özcan et al. 2016) and results in increased risk 
of depression, anxiety disorder, chronic fatigue syndrome, 
eating disorders and personality disorders (Campbell-Sills 
et al. 2006, Kempke et al. 2015, Martín-Blanco et al. 2015, 
Monteleone et al. 2015, Ivarsson et al. 2016, Monaco et al. 
2016).

In spite of these negative results and psychopathologies, every 
individual is not affected by trauma in the same way. Multiple 
studies have proven that more resilient individuals cope bet-
ter with trauma and have better situations in terms of men-
tal health (Walsh et al. 2010, Schulz et al. 2014). Coping is 
described as continuously changing cognitive and behavioral 
effects displayed in response to an internal and/or external 
problem, which exceeds the strength of the person’s ego and 
support resources (Lazarus 1990). During this effort the in-
dividual may use “problem-focused” methods (i.e., actively 
changing behavior and environmental factors) to cope with 
the stressor or “emotionally-focused” methods such as chang-
ing feelings (Lazarus 1993). Among factors affecting the 
methods used and coping skills are gender, socioeconomic 
situation, educational level, living conditions, and frequency 
and duration of trauma exposure (Carver et al. 1989, Ünal 
and Özcan 2000, Wingenfeld et al. 2009).

The aim of this study was to research the correlation between 
exposure to childhood trauma and coping attitudes and sever-
ity of depression in male and female patients with diagnosis 
of major depression. We hypothesized that male and females 
exposed to different types of neglect and abuse will use dif-
ferent coping methods with significant differences between 
the genders.

MATERIALS and METHODS

Data Collection 

The study was completed at Ufuk University Hospital 
Psychiatry clinic after receiving permission from the ethics 
committee of Ufuk University. All patients diagnosed with 
major depression applied to our hospital from January-March 
in 2014 and were between the ages of 18-50 years. Written 
consent was obtained from patients that agreed to participate. 
Inclusion criteria for the study were literacy, psychiatric ex-
amination, agreeing to answer the surveys in the study, and 
volunteer status. Patients with personality disorders, major 
depression, post traumatic stress disorder, mental retardation, 
diagnosis of psychotic depression or neurological disease caus-
ing organic brain disorder like epilepsy, dementia, and head 
trauma were not included in the study. After information was 
collected from 50 female and 50 male patients with similar 
sociodemographic characteristics, the study was completed.

Patients participating in the study were interviewed face-to-
face by a clinician, and the Sociodemographic Data Form and 
Structured Clinical Interview for DSM-IV Axis I Disorders 
(SCID-I) were administered. The patients filled in the 
Childhood Trauma Questionnaire (CTQ-28), the COPE in-
ventory, and the Beck Depression Scale independently.

MATERIALS

Sociodemographic Data Form 

In light of the aims of the study, a structured sociodemo-
graphic data form was prepared and used to assess the soci-
odemographic and clinical characteristics of the patients. This 
form comprised of questions on sociodemographic character-
istics like age, gender, educational level, marital situation, em-
ployment situation and cohabitants, and questions on clinical 
characteristics such as additional medical disease history, fam-
ily history of psychiatric diseases and treatment history. The 
form was completed by the clinician following information 
supplied by the patient.

Structured Clinical Interview for DSM-IV Axis I  
Disorders (SCID-I) 

SCID-I was developed by First et al. according to the DSM-
IV diagnostic criteria and was adapted into Turkish by 
Çorapçıoğlu et al.  This is a structured clinical interview scale 
to research first axis disorders (Corapcioglu ve ark. 1999). 
The validity and reliability studies of the Turkish version were 
completed by Özkürkçügil et al. (Özkürkçügil et al. 1999, 
First et al. 2012).
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Beck Depression Inventory (BDS) 

This scale was developed to measure the risk of depression as 
well as the level and severity variation of depressive symptoms 
in adults (Beck et al. 1961). The Turkish validity and reliabil-
ity studies were completed by Hisli, and the cut-off score for 
the scale was determined to be 17 (Hisli 1988).

Childhood Trauma Questionnaire (CTQ-28) 

Developed by Bernstein in 1994, the scale was adapted into 
Turkish in 1996 with validity and reliability studies complet-
ed by Şar in 2012 (Bernstein et al. 2003, Şar et al. 2012). 
The scale is helpful to retrospectively and quantitatively assess 
the neglect and abuse experiences before the age of 20. It is a 
self-reported and easily-applied scale tool.

Coping Orientation for Problem Experiences  
Inventory (COPE) 

Developed by Carver et al., this is a self-reported scale com-
prising 60 questions. The Turkish validity and reliability stud-
ies were completed by Ağargün et al. (Carver 1997, Agargün 
et al. 2005). The scale comprises 60 questions and 15 sub-
scales, with each subscale including 4 questions. Each of these 
subscales are used to question distinct coping attitudes.

Statistical Evaluation 

While assessing the data obtained in the study, the SPSS 18.0 
for Windows program was used for all statistical analyses. For 
two-way comparisons of parameters with normal distribu-
tion, the Student t test was used. Parameters with non-normal 
distribution were subjected to the Mann Whitney U test. For 
comparison of qualitative data, the chi-square test was used. 
In situations where the expected frequencies were not met, 
the Fisher Exact test was used. Comparisons of groups with 
non-normal distribution were subjected to the Kruskal Wallis 
test and the Mann Whitney U test was used to determine the 
group causing differences. Correlations between scale points 
were assessed with the Pearson and Spearman correlation 
analyses. To describe the correlations between factors, a mul-
tiple regression analysis was applied. For all analyses, a p-value 
of less than 0.05 was considered significant.

RESULTS

A total of 100 people participated in the study (50 males and 
50 females). The mean age of females was 30.7 years, with 
mean age of males 30.9 years. There was no statistically sig-
nificant difference between the two groups in terms of mean 
age, education in years, and monthly income amount. The 

females had a higher rate of psychiatric disease history and 
the prevalence of physical disease was higher in women (Table 
1). In terms of exposure to trauma in the childhood period, 
there was no significant difference between females and males 
(physical abuse in 56% of females and 60% of males; physi-
cal neglect in 78% of females and males; emotional abuse in 
72% of females and 76% of males; emotional neglect in 96% 
of females and 100% of males; and sexual abuse in 36% of 
females and 44% of males).

There was no difference between the genders in terms of BDS 
points and COPE results assessing coping attitudes in females 
and males. In addition, males were found to use “problem-
focused” and “less useful” coping methods more often than 
women. In women the “emotionally-focused” coping method 
of “humor” subscale points were found to be generally higher 
than for men (Table 2). 

When the scale points of men and women were separately in-
vestigated in terms of correlation as neglect and abuse points 
increased, the BDS points increased in both groups with the 
correlation moderate-highly significant in the positive direc-
tion. The correlation between CTQ points and COPE in-
ventory points determined significant differences between the 
genders.

In the female group, the use of religious coping methods in-
creased as physical abuse increased (r=.42, p<0.0). In addi-
tion, emotional neglect increased the use of humor, whereas 
sexual abuse increased the use of emotionally focused cop-
ing methods (r=.29, p<0.01 and r=.55, p<0.01, respectively). 
There was a significant negative correlation between physical 
abuse and emotional abuse points with the mental disengage-
ment method (r=-.35, p<0.015; r=.29, p<0.05, respectively) 
(Table 3).

When the male group was investigated, our analysis showed 
that physical abuse was directly proportional to physical 

Table 1. Sociodemographic Characteristics and Childhood Trauma 
Exposure of Groups

Men  
(n=50)

Women 
(n=50)

Statistics, 
t

p

Age  
(Year, Mean ± S.D)

30.94±10.61 30.68±8.87 -0.28 0.777

Education 
(Year, Mean ± S.D)

12.74±2.64 13.20±2.21 -0.78 0.433

Monthly income
(Lira, Mean± S.D)

1199±1248 1426±1271 -1.12 0.259

Psychiatric 
Treatment History

16 (%32) 34 (%68) 12.96 <0.001

Physical Illness 0 (%0) 5  (%10) 5.26 0.028
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neglect, emotional abuse, and sexual abuse.  In general the 
use of emotionally-based coping methods increased, with the 
correlation moderate to high (r=.66, p<0.01; r=.44, p<0.01; 
r=.53, p<0.01; r=.91, p<0.01, respectively). Conversely, phys-
ical abuse, emotional abuse, and sexual abuse was inversely 
proportional to less useful coping methods in the male group. 
As exposure to sexual abuse increased in men, active coping, 
planning, and mental and behavioral disengagement points 
were determined to significantly decrease, which is opposite 
to the female group (Table 3). 

In terms of male and female development, the correlation of 
age with the use of coping methods was investigated by corre-
lation analysis. In both groups, there was no significant corre-
lation identified between age and the methods used (Females: 
use of problem-focused methods r=-.22, p>0.05; use of 
emotionally-focused methods r=-.19, p>0.05; use of less use-
ful methods r=.06, p>0.05) (Males: use of problem-focused 
methods r=-.15, p>0.05; use of emotionally-focused methods 
r=-.27, p>0.05; use of less useful methods r=.06, p>0.05).

To investigate the correlation between coping methods and 
other components in women, multiple regression analysis was 
completed. According to the results of these analyses, there 
was no significant effect of severity of depression and trauma 
types on problem-focused and less useful coping methods in 
women. There was a significant linear correlation between 
exposure to sexual abuse and the use of emotionally-focused 
methods in women (use of problem-focused methods F=.52, 
p= .78; use of emotionally-focused methods F=3.98, p=.003; 
use of less useful methods F=1.31, p=.27) (Table 4).

According to multiple regression analysis for males, there 
was a positive linear correlation between exposure to sexual 
abuse and severity of depression with the use of emotionally-
focused and less useful methods. There was no correlation 
identified between the use of problem-focused methods and 
severity of depression and trauma types (use of problem-fo-
cused methods F=1.48, p= .21; use of emotionally-focused 
methods F=52.5, p<.0001; use of less useful methods F=3.23, 
p=.01) (Table 5).

Table 2. Distribution of Scale Scores by Groups

SCALES Women Men

Mean± S.D Mean± S.D t p

BDS 36.35± 14.28 36.72± 12.02 0.553 0.150

COPE 

COPE–Problem Focused 37.16±4.46 54.88±7.23 -6.132 <0.001*

Instrumental Social Support 7.46± 1.19 9.78± 1.32 -9.165 <0.001*

Active Coping 7.58± 1.29    10.46± 1.29 -11.11 <0.001*

Restraint-coping       7.24± 1.34 14.08± 1.93 -2.497 0.014*

Suppression of Competing Activities 7.56± 1.55 10.20±1.35 -9.054 <0.001*

Planning    7.32± 1.44 10.36± 1.28 -11.081 <0.001*

COPE–Emotion Focused 47.82± 6.52 45.34± 7.05 1.825 0.071

Positive Reinterpretation 10,16±1.54 10.02±1.68 0.433 0.666

Turning to religion 10.48± 2.75 10.86± 2.33 -0.743 0.459

Humor 8.42± 1.66 6.46± 1.97 5.368 <0.001*

Emotional Social Support 9.36± 1.60 8.82± 1.59 1.687 0.095

Acceptance 9.40± 1.94 9.18± 1.83 0.581 0.563

COPE–Less Useful 33.38± 4.01 42.10± 4.68 -9.996 <0.001*

Mental Disengagement 7.20± 1.21 9.44± 1.26 -9.043 <0.001*

Focus on and venting emotions 7.20± 1.17 10.22± 1.59 -10.772 <0.001*

Denial 6.72± 1.73 8.20± 1.45 -4.614 <0.001*

Behavioral Disengagement 7.02± 1.25 8.76± 1.30 -6.807 <0.001*

Substance Use 5.24± 1.45 5.48± 1.76 -0.743 0.459

BDS=Beck Depression Scale COPE=Coping Inventory 
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 Table 3. Correlation Between Scale Scores

Physical Abuse Physical Neglect Emotional Abuse Emotional Neglect Sexual Abuse

Women

BDI  0.63**  0.57**  0.40**  0.41** 0 .40**

Problem Focused -0.12 -0.14 -0.14  0.03 -0.04

ISS -0.16 -0.20 -0.13 -0.17 -0.11

AC -0.07 -0.01 -0.18 -0.01 -0.17

RC -0.07 -0.08 -0.009 -0.14  0.13

SCA -0.05 -0.23 -0.03 -0.03 -0.07

P -0.05 -0.01 -0.13 -0.04  0.03

Emotion Focused 0.27  0.11  0.05  0.08  0.55**

PR 0.27  0.21  0.12  0.08  0.33**

TR 0.42**  0.09  0.08 -0.001  0.61**

H -0.06  0.01  0.03  0.29**  0.36**

ESS -0.02 -0.03 -0.13 -0.08 -0.09

A 0.18  0.08  0.04  0.04  0.32*

Less Useful -0.17 -0.13 -0.11  0.09  0.18

MD -0.35* -0.11 -0.29* -0.05  0.01

FO -0.22 -0.07 -0.18 -0.05  0.05

D  0.11 -0.002 -0.01  0.20  0.24

BD -0.07 -0.10  0.16  0.16  0.22

SU -0.21 -0.11 -0.03 -0.03 -0.03

Men

BDI  0.62**  0.49**  0.34* -  0.34*

Problem Focused -0.25 -0.16 -0.08 - -0.22

ISS -0.10 -0.08 -0.24 - -0.25

AC -0.24 -0.07 -0.26 - -0.44**

RC  0.06  0.04 -0.12 -  0.22

SCA -0.15  0.09  0.69 -  0.11

P -0.21 -0.11 -0.27 - -0.43**

Emotion Focused 0.66**  0.44**  0.53** 0.91**

PR 0.47**  0.38**  0.43** - 0.61**

TR 0.55**  0.36**  0.38** - 0.81**

H 0.46**  0.27  0.37** - 0.57**

ESS 0.39**  0.21  0.37** - 0.61**

A 0.55**  0.39**  0.42** - 0.75**

Less Useful -0.28* -0.24 -0.29* -0.41**

MD -0.30* -0.19 -0.24 - -0.47**

FO -0.42** -0.26 -0.42** - -0.55**

D  0.14  0.07  0.02 -  0.04

BD -0.12 -0.06 -0.25 - -0.36**

SU -0.17 -0.29* -0.05 - -0.03

** Correlations were significant at 0.01 level (2-tailed), Pearson correlation
  * Correlations were significant at 0.05 level (2-tailed), Pearson correlation
ISS= Instrumental Social Support, AC=Active Coping, RC= Restraint-coping, SCA= Suppression of Competing Activities, P=Planning, PR=Positive Reinterpretation, TR= Turning to religion, H=Humor, ESS= 
Emotional Social Support, A = Acceptance Mental Disengagement FO=Focus on and venting emotions, D=Denial, BD= Behavioral Disengagement, SU= Substance Use .   No correlation analysis was performed 
on this area because all participants in the men’s group had emotional neglect declarations.
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DISCUSSION

The aim of this study was to separately investigate the correla-
tion between childhood trauma and coping methods used by 
patients with major depression according to gender and de-
termine the differences. First, the distribution of experiences 
of neglect and abuse in the childhood period was examined 
in male and female groups with a similar socioeconomic level 
and severity of depression. No statistically significant differ-
ence was determined between the genders. Second, the corre-
lation between childhood abuse and neglect types and coping 
methods used by males and females was researched. Males 
were found to use problem-focused and less useful coping 
methods while, women were found to use emotionally-fo-
cused coping methods. According to neglect and abuse types 
in the childhood period, there were significant differences 
determined both within and between the groups. Third, ac-
cording to the results of the correlation analysis there was a 
significant moderate and high positive correlation between 
depression severity and childhood trauma in both genders. In 
situations with sexual abuse, the use of emotionally-focused 

methods increased in both groups. In terms of development, 
the correlation of age with coping methods was investigated 
with correlation analysis. There was no significant correlation 
between age and methods used. Finally with advanced regres-
sion analyses, it was found that the use of emotionally-focused 
methods increased in both women and men with exposure 
to sexual abuse. Additionally, there was a significant effect of 
severity of depression on the use of emotionally-focused and 
less useful methods in men.

Recent studies investigating the correlation between number 
of episodes of major depression, severity of depressive symp-
toms, childhood trauma and coping methods have proven 
that increased exposure to trauma in the childhood period 
increases the use of less useful and emotionally-focused cop-
ing methods (Bombay et al. 2014, Morris et al. 2014, Perna 
et al. 2014, McQuaid et al. 2015). In addition, exposure to 
emotional neglect and physical and emotional abuse affects 
chronic depression (Hovens et al. 2012), and these trauma 
types negatively affect the progress of disease and response to 
treatment (Perna et al. 2014). In light of this data, the results 

Table 5. Results of Multiple Regression for Men

Use of Problem-
Focused Methods1

B SH β t p

Depression 0.22 0.31 0.14 0.71 0.47

Physical Abuse 2.3 15.7 0.05 0.15 0.88

Physical Neglect -10.2 11.1 -0.21 -0.92 0.36

Emotional Abuse 14.7 12.1 0.33 1.2 0.23

Emotional Neglect - - - - -

Sexual Abuse -16.5 13.1 -0.41 -1.2 0.21

R2 0.14

Use of Emotion 
Focused Methods2

Depression -0.10 0.04 -0.19 -2.3 0.02**

Physical Abuse 3.4 2.2 0.24  1.5 0.13

Physical Neglect -0.87 1.6 -0.05 -0.54 0.59

Emotional Abuse 3.0 1.7 0.19  1.7 0.09

Emotional Neglect - - - - -

Sexual Abuse 10.4 1.9 0.07  5.4 <.001**

R2 0.85**

Use of Less Useful 
Methods3

Depression -0.15 0.06 -0.42 -2.2 0.02**

Physical Abuse 5.0 3.4 0.52  1.4 0.15

Physical Neglect -1.9 2.4 -0.17 -0.80 0.42

Emotional Abuse 2.6 2.6 0.25  1.0 0.32

Emotional Neglect - - - - -

Sexual Abuse -6.2 2.8 -0.67 -2.2 0.03**

R2 0.26**

Durbin-Watson analysis for1: 2.13, F=1.48,  p=0.=.21
Durbin-Watson analysis for2: 1.59, F=52.5,  p<0 .0001**
Durbin-Watson analysis for3:1.68, F=3.23,  p=0.=.01**

Table 4. Results of Multiple Regression for Women

Use of Problem-
Focused Methods1

B SH β t p

Depression 0.06 0.06 0.20 0.94 0.35

Physical Abuse -1.1 1.7 -0.13 -0.67 0.50

Physical Neglect -1.8 2.0 -0.17 -0.91 0.36

Emotional Abuse -1.7 1.7 -0.16 -0.95 0.34

Emotional Neglect 2.5 3.7 0.11 0.67 0.50

Sexual Abuse -0.10 1.5 -0.01 -0.06 0.94

R2 0.06

Use of Emotion 
Focused Methods2

Depression -0.05 0.08 -0.12 -0.70 0.48

Physical Abuse 3.1 2.1 0.24 1.4 0.14

Physical Neglect -1.2 2.4 -0.08 -0.51 0.61

Emotional Abuse -2.5 2.1 -0.17 -1.1 0.23

Emotional Neglect 2.7 4.5 0.08 0.59 0.55

Sexual Abuse 8.0 1.8 0.59 4.2 <.001**

R2 0.35**

Use of Less Useful 
Methods3

Depression -0.03 0.05 -0.12 -0.58 0.55

Physical Abuse -1.2 1.4 -0.15 -0.81 0.42

Physical Neglect -1.0 1.7 -0.11 -0.63 0.53

Emotional Abuse -1.4 1.5 -0.15 -0.91 0.36

Emotional Neglect 4.5 3.2 0.22 1.4 0.16

Sexual Abuse 2.7 1.3 0.33 2.0 0.04*

R2 0.15

Durbin-Watson analysis for1: 1.36, F=.52,  p=0.=.78
Durbin-Watson analysis for2: 2.13, F=3.98,  p=.003**
Durbin-Watson analysis for3:1.68, F=1.31,  p=0.=.27
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of our study showed a highly significant positive correlation 
between severity of depression and childhood trauma in both 
genders. The positive correlation between use of emotionally-
focused and less useful coping methods and childhood trau-
ma in men were considered and showed good agreement with 
previous data. In women, there was only a positive correlation 
between sexual abuse and the use of emotionally-focused cop-
ing methods.

Studies have researched the effect of the most common child-
hood trauma of sexual abuse on coping methods. A study in 
adults exposed to sexual abuse as children found that sever-
ity and incidence of sexual abuse increased the use of inap-
propriate coping methods such as postponing thoughts, 
withdrawing from social life, denying experiences, and use 
of drugs (Ullman et al. 2014). Another study in 2015 found 
that adolescents and adults exposed to sexual abuse in child-
hood used avoiding-type coping methods such as trying to 
forget, acting like nothing happened, and attempting to 
mentally distance from the event (Harris et al. 2015). When 
our results are compared with this data, a range of differences 
were noted. First, men and women exposed to sexual abuse 
in our study group demonstrated an increase in the use of 
the coping methods of positive reinterpretation, including 
emotionally-focused methods, religious coping, joking, and 
acceptance. Additionally, it was determined that planning ( a 
problem focused method) was used more frequently  by men 
while less useful coping methods were used by women, who 
were sexually abused in childhood. This situation was inter-
preted as previous sexual abuse with major depression diagno-
sis affecting emotionally-focused coping methods in women. 
However, all types of coping method were affected in men. 
This important difference between the genders suggests that 
research on coping methods of different cultures and ethnic 
constructs with larger sample sizes are necessary.

According to the results of our study, one of the differences 
between men and women was substance use. Many studies ig-
noring gender have identified a correlation between cigarette 
and substance use and childhood trauma (Spratt et al. 2009 , 
Khoury et al. 2010, Fuller-Thomson et al. 2013). None was 
observed only in a short-term study of men (Agorastos et al. 
2014). Correlation analysis in our study found a negative sig-
nificant correlation between physical neglect in men only and 
substance use. This supports the hypothesis that there is no 
direct correlation with childhood trauma.

Previous studies have shown that the use of religious-based 
coping methods by trauma victims (Fallot and Heckman 
2005, Berkowski and MacDonald 2014, Brewer-Smyth and 
Koenig 2014, Flannery et al. 2014, McQuaid et al. 2015). It 

is known that the use of religious coping methods is correlat-
ed more with low socioeconomic level and low social support. 
In this situation, it is thought that religion offers individuals 
different solutions and explanations in the face of life’s dif-
ficulties (Faria and Emf 1997). This method has two different 
forms comprising of positive and negative beliefs. Positive be-
liefs are when a person’s own life is part of a significant whole, 
which they act together with god, and that god is an endless 
support and mainstay. Negative beliefs include thoughts that 
god has abandoned the person, that they are being punished 
for things they did, that they have been unfair to themselves, 
and must take care of themselves. A study of women who 
were trauma victims and had a substance use disorder found 
that this group used religious coping more than a control 
group. However, as the severity and duration of trauma in-
creased the method chosen changed from positive beliefs 
to more negative. When trauma subtypes were investigated 
(especially in situations with exposure to sexual abuse) the 
use of negative religious coping methods increased with this 
increase more defined in situations with sexual abuse during 
the childhood period (Fallot and Heckman 2005). Studies 
measuring resilience in adolescent and adult trauma victims 
stated that positive religious coping methods were correlated 
with physical and mental well-being of the person (Koenig 
2012, Southwick and Charney 2012, Brewer-Smyth and 
Koenig 2014).

If we consider that the tool used in our study measures posi-
tive religious coping methods, it was found that female vic-
tims of physical and sexual abuse increased their use of posi-
tive religious coping, while in males this increase was valid for 
all trauma types. However, due to the height of BDS points 
indicating patients had clinically severe depressive symptoms, 
we cannot say that this method affected the resilience of both 
gender groups. To fill this significant gap in the literature, 
the importance of studies including healthy control groups 
is clear.

Studies have revealed that in both genders in childhood, ado-
lescence and early adulthood problem-based coping meth-
ods are used more frequently. This suggests that emotion-
ally-focused methods are more prominent as age advances 
(Gutmann 1974, Folkman and Lazarus 1980, Lachapelle and 
Hadjistavropoulos 2005, Heckhausen et al. 2010). To our 
knowledge, no investigation has been done to study the effects 
of increased age and gender on coping methods in parallel. 
The results of our study revealed that there was no correlation 
of age with coping methods in middle-aged women and men. 
However, to understand the effects in the developmental pe-
riod, we believe it will be appropriate to monitor cases from 
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the adolescent period instead of performing a cross-sectional 
study. Significant limitations of the study include the low 
number of patients included, the use of only self-report scales 
as data collection tools, the lack of information obtained 
about significant life events like traffic accidents, earthquakes, 
and loss of parents or siblings included in the CTQ scale, not 
knowing the age at which trauma was experienced, lack of 
determination of the effect of developmental processes due 
to being a cross-sectional study, not using an objective scale 
to exclude personality disorder instead of a clinical interview, 
and the lack of a healthy control group.

This study dealt with depressive symptoms, types of child-
hood trauma, and the use of coping methods separately ac-
cording to gender. We hope our results highlight the gender 
differences and the differences in coping methods caused by 
sexual abuse. This will be important for treatment planning 
in patients with major depression.
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