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Abstract

Posttraumatic stress disorder (PTSD) reactions were examined among adolescents exposed to terror attacks. In the first stage, 56 children

with learning disabilities (LDs) were compared with 48 nonclinical controls aged 14 to 18 years. Posttraumatic stress disorder in children with

LD was significantly higher than in the control group. Next, hierarchic regression predicting PTSD reactions among children with LD was

performed. Results revealed that personal exposure to terror, past personal threatening life events, avoidant and anxious attachment, and the

anxious attachment � threatening past events interaction contributed significantly to the explained variance of PTSD. Examination of the

source of this interaction revealed that adolescents high in anxious attachment who underwent more threatening past life events were more

prone to PTSD when exposed personally to terror attacks. The findings suggest that adolescents with LD have difficulties in cognitive

processing of traumatic events. This group of adolescents is in double jeopardy for developing PTSD symptoms if they personally experienced

threatening events in the past and are characterized by anxious attachment. The anxious attachment damages their self-regulation, intensifies

their distress, and exacerbates the risk for PTSD. Hence, special attention and specific intervention are needed for youth with LD to enhance

their coping strategies.

D 2006 Elsevier Inc. All rights reserved.
1. Introduction

Terrorism is a relatively new phenomenon in the United

States, but residents of Israel have lived with terror attacks for

years. Since September 2000, the Israeli society has been

exposed to continual terrorism, including attacks with knives

and firearms, drive-by shootings, intrusions into homes, and

suicide bombings.

According to the Diagnostic and Statistical Manual of

MentalDisorders, Fourth Edition, Text Revision (DSM-IV-TR)

[1], posttraumatic stress disorder (PTSD) is induced by

experiencing, witnessing, or confronting events that

binvolved actual or threatening death or serious injury, or a

threat to physical integrity of self or others.Q
Children and adolescents around the world who live in

areas of war and political conflict have been examined and
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diagnosed as having heightened levels of posttraumatic

symptoms that tend to cluster around the triad of PTSD

symptoms: intrusiveness, avoidance and psychic numbing,

and hypervigilance (DSM-IV-TR) [1]. Theymanifest signs of

reexperiencing the traumatic event, trying to avoid dealing

with the emotions that arise from the experience, and a range

of other signs of increased physiological arousal [2]. Among

those studied were Israeli children during the Gulf War [3]

and other children around the world (eg, Kuwait [4], Bosnia

[5], Lebanon [6]).

Traumatic exposure during adolescence has the potential

to change the trajectory of a young life by escalating into

PTSD and a wide variety of other incapacitating emotional

and behavioral difficulties [7,8]. But not all adolescents devel-

op PTSD after exposure to a traumatic event. Among the risk

factors for developing PTSD, the literature mentions the type

of the trauma, the level of the exposure, age, premorbid func-

tion (eg, anxiety, depression, behavioral disorders), and social

support and copying behaviors [9]. Multiple and chronic

traumas such as war increase the risk for PTSD. Concerning
hiatry 47 (2006) 144–151
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the level of exposure, Durakovic-Belko et al [10] and Saige

[11] have shown that 25.2% of Lebanese children developed

PTSD through direct exposure, 55.6% through observation,

5.6% through verbal transmission, and 13.5% through com-

bined pathways. Saltzman et al [12] suggested that intrinsic

risk factors for children are low ability to appraise the magni-

tude of danger and catastrophic consequences and the poor

self-regulation. Learning disabilities (LDs) were described as

interfering with the ability to appraise the life-threatening

event and with self-regulation [13].

The aim of this study was to shed light on PTSD reactions

among a special group of adolescents with LD, who have

unique difficulties in processing the threatening information,

thus at greater risk for developing PTSD [13]. A diagnosis of

learning disorders indicates achievements in reading, athe-

matics, or written expression that are substantially below that

expected for age, schooling, and level of intelligence. Demo-

ralization, low self-esteem, and deficits in social skills may be

associated with learning disorders. There may also be

underlying abnormalities in cognitive processing (eg, deficits

in visual perception, linguistic processing, attention, memory,

or a combination of these) that often precede or are associated

with LD [1].

Coping with traumatic stress involves the child’s capacity

for appraising, processing, and encoding the traumatic infor-

mation and the maintenance or resolution of the traumatic

memories and associated emotions [7,8]. Exposure to trau-

matic events damages self-control and emotional regulation,

marked by less organized thinking and a mix-up of cognition,

affect, and sensation and a loss of perspective and feeling for

the future [14].

Learning disabilities in adolescents can interfere with the

processing and appraisal of threatening-traumatic informa-

tion [8]. It is recognized that many children with LD can

encounter difficulties in tasks involving the processing of

audio and visual-spatial information. These children also

have a low span of apprehension. They are disproportionately

vulnerable to processing load because of their high level of

distractibility, which impedes their capability for information

processing [15]. Learning disabilities can therefore be as-

sumed to impose a unique burden in confronting stressful

events and hinder the processing of the traumatic informa-

tion. Children with LD may appraise stress conditions as

more threatening and less manageable, which would make

them more vulnerable to PTSD reactions.

At the same time, personal resources might serve as pro-

tective factors [16,17]. The protective factors have received

little attention in the empirical literature on children or ado-

lescents exposed to terror and war. Among personality traits,

research linked children’s intelligence, perceived self-

efficacy, and optimism to posttrauma reactions and recovery.

Others have also emphasized the importance of good commu-

nication skills as a means of enabling children to process the

events [18], whereas Durakovic-Belko et al [10] reported that

cognitive appraisal and coping strategies (eg, problem

solving, reinterpretation, expression of emotions) serve as
protective factors in predicting PTSD among adolescents in

Sarajevo. One of the personality recourses that can be per-

ceived as having binoculation effectQ in coping with traumas

is secure attachment [19].

Attachment theory offers a valuable perspective to explo-

ring the risks and protective factors as well as the personal

resources that might mediate between the traumatic event and

the development of PTSD.

1.1. Attachment theory and coping

Bowlby [20] suggested that early child-caretaker relation-

ships are internalized as mental models generalized to all of

the child’s interpersonal ties and remain relatively stable later

in life. Parental responsiveness and availability provide the

child with a secure base used to organize experiences and

handle distress. Following the line of reasoning of Bowlby

[20], Ainsworth et al [21] described 3 attachment styles in

infancy: anxious-avoiding, anxious-ambivalent, and secure.

This typology was later validated also among adolescents and

adults (see Ref [22] for an extensive review).

Since the mid-1990s, scores of studies have shown that

a person’s attachment style, assessed with fairly simple,

2-dimensional self-report measures, is a powerful predictor of

various psychological phenomena including self- and social

schemas, self-regulation of stress and emotion, the quality of

social and romantic relationships, and more. Attachment

security (ie, relatively low scores on the avoidance and

anxiety dimensions) is related to positive conceptions of self

and others, curiosity and interest in exploration, cognitive

openness and information-processing flexibility, relationship

commitment, and relationship satisfaction [22].

Attachment theory also emphasizes the contribution of

attachment style to distress management [20]. Attachment

patterns are especially salient in facing danger and threats to

one’s life. There is evidence that attachment style determines

the vulnerability to posttraumatic distress. Individuals with

secure attachment are found to be better protected from PTSD

reactions when confronting stressful life events than individ-

uals with insecure attachment [23]. Secure attachment, it has

been argued, is an inner resource that facilitates adjustment

and improves well-being in adverse situations. Findings

show that secure persons perceive themselves in a positive

and coherent way, possess good problem-solving skills, tend

to view stressful situations optimistically, and believe that

others will help them in time of need. These qualities enable

them to confront stress with a sense of mastery, to choose

effective coping strategies, and to make use of social support

in stressful situations [23]. Several studies provide evidence

that secure attachment buffers the detrimental psychological

effects even of traumatic stressors such as missile attacks

[24], extreme life-threatening conditions [25], and captivity

[26]. Insecure attachment, by contrast, is viewed as a risk

factor that may detract from the individual’s resilience in

times of stress. Individuals with an insecure attachment style

have less confidence in their ability to cope with difficulties

and have poorer problem-solving skills, view difficult
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situations as less controllable and more threatening, and tend

to distrust others, which leads them to be more anxious, hos-

tile, and distressed in stressful situations [22]. Avoidant per-

sons have been found to deal with distress by deactivating

attachment needs, suppressing bad thoughts and feelings,

inhibiting any display of distress, and relying on repressive/

dissociative mechanisms [23]. Anxious persons have been

found to approach distress in a hypervigilant way, to hyper-

activate bad thoughts and memories, and to rely on passive

ruminative ways of coping [23]. This attitude exacerbates

distress and facilitates its spreading to other areas [27].

These studies indicate that a secure attachment style

can protect and moderate the traumatic influence of life-

threatening conditions, whereas an anxious attachment style

predisposes individuals to higher distress and makes them

more vulnerable in face of adversity. Although there is an

abundance of studies examining adults facing life-threaten-

ing conditions, only a few studies examine the moderating

role of attachment among adolescents who were exposed to

terror events.

Our aims in the present study were 2-fold: to explore

PTSD reactions among adolescents with LD (compared with

non-LD) and to examine the contribution of attachment style

and of having personally experienced threatening life events

to predicting PTSD. We hypothesized that adolescents with

LD are at high risk for developing PTSD compared with the

control group and that exposure to threatening life events and

insecure attachment are predictors for PTSD symptoms after

involvement in a terror attack.
2. Method

2.1. Participants

A sample of 104 boys aged 14 to 17 years, in grades 8 to

11, who were exposed in the previous 2 to 6 months to terror

attacks (eg, suicide bombings or shootings at buses and cars)

was divided into 2 groups. Group 1 consisted of 56 adoles-

cents attending special school for the learning disabled (mean

age, 14.08 years; SD, 1.3 years); group 2, the control group,

consisted of 48 nonclinical adolescents learning in regular

schools in Jerusalem (mean age, 13.46 years; SD, 0.72 years).

The students with LD were unable to cope with the curri-

cular demands and attend regular schools. None of these

adolescents have mental retardation. All of them were

administered intelligence tests by their municipal school

psychologists who recommended their referral to the special

LD school.

All participants lived in Jerusalem or in the Jewish

settlements in Judea and Samaria and were exposed exten-

sively to life-endangering circumstances and uncertainty

about their safety during the violent Intifada that began in

September 2000. Two months before the study, participants

in group 1 (the adolescents with LD) witnessed a terrorist

attack by a suicide bomber while they were waiting for their

school transportation. Two studentswere killed and 10 injured
in this attack. A portion of the adolescents were at the

scene of the attack, others were on their way to school, and

others waited anxiously at school to hear what happened to

their peers.

The groups were matched by age and levels of personal

exposure to terror attacks.

Among the LD group, 14.4% reported personal involve-

ment in terror attacks and 45.3% reported close acquaintance

with victims of terror attacks (eg, family members or close

friends). In the nonclinical group, 22.4% reported personal

involvement and 22.9% reported close acquaintance with

victims of terror attacks. v2 Analysis revealed no difference

between groups in the personal exposure to terror attacks

(v21 = 6.77; P = .09). There was a difference between the

groups in the acquaintance with victims of terror attacks, as

the LD group knew more people who were exposed to terror

attack than the nonclinical group.

2.2. Procedure

The study was conducted in 2 stages. In the first stage, the

PTSD reactions of students from special school for learning-

disabled adolescents were compared with those of age-

matched children learning in regular schools in Jerusalem.

The second stage was aimed at the children with LD, who

answered a questionnaire concerning past personal threaten-

ing life events (eg, involvement in car accidents, serious

illness requiring hospitalization, death in the family, family

violence) and attachment styles. At this stage, the possible

predictors of PTSD (exposure levels to terror attacks,

threatening past events, attachment styles) were examined.

The adolescents with LD were instructed to ask questions if

they did not understand an item. In these cases, the

questionnaire was read to them out loud and the items not

properly understood were simplified.

All parents gave their consent for their children’s parti-

cipation in the study, and after given an explanation of the

nature of the study, the children gave a verbal consent too.

2.3. Measures

2.3.1. Exposure to terror attacks

Participants completed a form indicating their levels of

involvement in terror attacks, including personal exposure

and close acquaintance with victims of terror attacks (family

members or close friends). The list contained details

regarding the nature of the terror exposure: whether the

adolescent was personally injured or witnessed the event,

the place and nature of the attack, proximity to the event,

and level of personal acquaintance with the victims.

The LD group also completed a form of traumatic past

events (involvement in car accidents, serious illness requir-

ing hospitalization, death in the family, and family violence).

2.3.2. Child Posttraumatic Stress Reaction Index

The Child Posttraumatic Stress Reaction Index (CPTS-

RI) [28] is a 20-item self-report scale designed to assess



Table 1

Comparing the LD and control groups in PTSD subscales

LD (n = 56) Controls (n = 48) F3,105

Intrusiveness 16.38 (4.32) 12.22 (3.11) 31.78T
Avoidance 14.73 (3.90) 12.17 (3.49) 12.78T
Hypervigilance 13.92 (3.80) 11.78 (3.37) 9.45TT

Values are expressed as mean (SD) unless otherwise indicated.

T P b .001.

TT P b .01.
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posttraumatic stress reactions of children aged 6 to 16 years

after exposure to a broad range of traumatic events. The scale

has been found valid in detecting the intensity and number of

PTSD symptoms according to the psychiatric diagnostic

classification [29]. Among the items are DSM-IV PTSD

symptoms from each of the 3 main criteria (reexperiencing,

avoidance and numbing, and increased arousal) [30]. Parti-

cipants indicated their responses to each item on a 4-point

Likert scale, with scores ranging from 0 (not at all) to 4 (all the

time). A substantial number of studies have demonstrated

the high reliability and validity of the CPTS-RI; Cronbach

a reliability found for the test was .89 [31]. Following the

proposal of Nader [30], we added 16 questions to the original

index, some of them to meet DSM-IV-TR criteria and others

to examine somatization, regressive behaviors, survivors’

guilt, and pessimistic views of the world and future. The

remaining were exposure questions. A total of 36 questions

were administrated. The A [2] criteria included 4 items

describing the horror, fear, helplessness, and stress involved

in experiencing terror events; the B criteria, covering

reexperiencing, included 13 items; the C criteria, treating

avoidance, included 11 items; and the D criteria, portraying

increased arousal responses, included 8 items.

Cronbach a reliability was .90.

2.3.3. Attachment Styles Classification Questionnaire

(multi-item measure of adult attachment experience in close

relationships)

This self-report questionnaire measures the 2 attachment

dimensions, anxiety or avoidance, with 2 reliable 18-item

Likert scales, based on factor analyses of previous measures

[32]. The 2 scales (anxiety and avoidance) are reliable both in

internal consistency (Cronbach a of .94 for avoidance and .91

for anxiety) [32] and from the test-retest point of view and

have high construct, predictive, and discriminant validity
Table 2

Mean and SD of personal involvement in terror attacks among the LD and contr

LD (n = 56)

Personal involvement

in terror attacks

Non–personal

involvement

Intrusiveness 1.85 (.46) 1.60 (.42)

Avoidance 1.68 (.43) 1.43 (.37)

Hypervigilance 1.65 (.52) 1.34 (.33)

T P b .05.
[33]. The reliability and validity of the scales have been

demonstrated repeatedly [32,34]. Low scores in the anxiety

and avoidance dimensions indicate a secure attachment

pattern. The 2 scales were conceptualized as independent

and, like the 2 discriminant functions reported by Ainsworth

et al [21], have been found to be uncorrelated in most studies.
3. Results

3.1. Stage I: PTSD reactions among the LD and

control groups

One-way analysis of variance (ANOVA) revealed sig-

nificant differences in the total PTSD scores between the LD

and the control groups (57.64 F 13.28 and 45.28 F 11.08,

respectively; F1,101 = 26.09; P b .001). Significant differ-

ences were also found in the 3 PTSD subscale scores:

intrusiveness, avoidance, and hypervigilance. Multivariate

ANOVA (MANOVA) with repeated measures yielded

significant differences between the groups in the 3 PTSD

subscales (F3,99 = 11.26; P b .001) (Table 1).

The 2 � 2 MANOVA was carried out to examine

whether the differences between the groups are related to the

levels of personal involvement in terror attacks. The

differences between the groups remained significant

(F3,103 = 9.73; P b .001).

The MANOVA did not yield a significant difference

between those who were personally involved and those who

were not exposed personally to terror attacks (F3,103 = 0.49;

P N .05). No significant interaction groups � personal in-

volvement was found (F3,103 = 2.43; P = .069), whereas in

the ANOVA, significant interaction was found for groups �
avoidance (F1,105 = 4.24; P b .05) and groups � hypervig-

ilance (F1,105 = 6.69; P b .05) for each PTSD subscale.

To understand these interactions, Simple Main Effect

analyses were performed, comparing adolescents who were

personally involved in terror attacks with those who were

not in each of the groups. Table 2 presents the mean and SD

of these comparisons. No significant difference was found

in the controls between those who were exposed to terror

and those who were not. By contrast, in the LD group,

significant differences were found in avoidance (F1,58 =

3.11; P b .05) and in hypervigilance (F1,58 = 5.36; P b .05).

Thus, it appears that personal involvement was associated

with PTSD levels only in the LD group.
ol groups

Controls (n = 48) F1,58 (among

the LD)Personal involvement

in terror attacks

Non–personal

involvement

1.19 (.15) 1.23 (.34)

1.11 (.16) 1.24 (.38) 3.11T
1.06 (.11) 1.21 (.37) 5.36T



Table 4

Hierarchical regression analysis for predicting PTSD among adolescents

with LD

Predictors b B SE B R2

Step 1

Personal involvement .30T 10.62 4.75 0.09T
Exposure by personal

acquaintance

�.08 �2.01 3.33

Step 2

Personal involvement .26T 9.22 4.53 0.19T
Exposure by personal

acquaintance

�.09 �2.42 3.16

Past personal threatening

life events

.33TT 9.22 3.49

Step 3

Personal involvement .26T 9.45 4.37 0.28TT
Exposure by personal

acquaintance

�.11 �2.83 3.05

Past personal threatening

life events

.25T 6.96 3.50

Avoidant attachment .31TT 3.05 1.28

Anxious attachment .21T 3.13 1.91

Step 4

Personal involvement .26T 9.44 4.10 0.37TT
Exposure by personal

acquaintance

�.13 �3.40 2.89

Past personal threatening

life events

.24T 6.68 3.32

Avoidant attachment .22T 2.15 1.26

Anxious attachment .28T 4.12 1.85

Anxious attachment �
past threatening event

.32TT 3.64 1.40

T P b .05.

TT P b .001.
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3.2. Stage II: predicting PTSD in the LD group

To investigate the factors that may affect PTSD reactions

among the LD group, we examined the occurrence of past

threatening life events.

As shown in Table 3, whereas events experienced person-

ally affected the levels of PTSD (overall score), threatening

events in the family did not. It is possible that the absence of

significant impact on the PTSD level of these events is due to

the low frequency of events such as death or violence in the

family in this sample.

3.3. Hierarchical regression for predicting PTSD in the

LD group

The second objective of the study was to examine the con-

tribution of a series of independent variables to the prediction

of PTSD levels in the LD group. To examine the overall con-

tribution of the different independent variables to the expla-

nation of the variance in PTSD and to check whether the

interactions between those predictors contribute to the expla-

nation of the variance in PTSD, a hierarchical regression was

performed. In the first step of the hierarchical regression

analysis, personal involvement in terror attacks and exposure

to terror by personal acquaintance were entered. The second

step included past personal threatening life events. In the

third step, the attachment dimensions were entered, and in

the fourth step, the interactions. The criterion for entering the

regression function in this step was the level of significance

(P b .05), and the interaction between anxious attachment�
past threatening event was entered (Table 4). All these

variables explained 37% of the PTSD variance.

In the first step, 2 variables were entered, personal involve-

ment in terror attacks and exposure to terror by personal

acquaintance, and only the former contributed significantly

(9%) to the explained variance of PTSD. In the second step,

past personal threatening life events contributed 10% to the

explained variance of PTSD. In the third step, anxious and

avoidant attachment contributed another 9%. As can be seen

from the b coefficient in Table 4, the greater the insecure

attachment (avoidant or anxious), the higher the level of

PTSD. Avoidant attachment contributed more than anxious

attachment. In the fourth step, the anxious attachment � past

threatening event interaction added 9% to the explained

variance of the PTSD.

To examine this interaction, adolescents with LD were

divided into 2 groups: high and low in anxious attachment.
Table 3

Occurrence of past threatening life events among the LD group

Past threatening

life events

Yes No F1,58

Mean SD Mean SD

Car accident 61.50 13.22 54.99 12.10 3.77T
Hospitalization 61.12 12.94 54.11 11.93 4.75T
Death in the family 59.36 13.87 55.76 11.82 1.18

Family violence 58.48 16.22 57.21 12.38 0.07

T P b .05.
In each group, the correlations between PTSD and past

threatening life events were calculated. The correlations

between past events and PTSD were insignificant among

those who were low in anxious attachment (r = 0.20; P N

.05), but were significantly correlated among adolescents

with LD with high anxious attachment (r = 0.63; P b .001).

In other words, those who were high in anxious attachment

and underwent more threatening past events were more

prone to PTSD when exposed personally to terror attacks.
4. Discussion

This is one of the few studies to examine adolescents’

posttraumatic stress reactions while in the midst of ongoing

terror events. The study examined a sample of adolescents

who exposed daily to the threat of terror, either by personally

witnessing suicide bombings or shootings or by constant

exposure to an atmosphere of vulnerability to terror attacks.

Another unique aspect of this study is the prediction of PTSD

reactions among adolescents with LD by the inclusion of

acerbating (past threatening events) and protective (secure

attachment) factors.

The results of the study indicate significantly higher

PTSD scores (overall and on the intrusion, avoidance, and

hypervigilance subscales) in the LD group than in the
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controls, while controlling statistically the levels of expo-

sure to witnessing of terror attacks.

These differences support the notion that LD hinders

adolescents coping with traumatic events, as it interferes with

the encoding and processing of information, which play a

crucial in the construction of meaning to the psychological

significance of the event. In addition, LD reduces the sense of

self-efficacy [15,35] and is generally manifested in higher

levels of PTSD. McNally [36] suggests that school and

learning problems are risk factors for developing PTSD.

Learning disability increases misappraisals [8], undermines

concentration, narrows the focus of attention, and impairs the

encoding of the traumatic information, hence resulting in

fragmented memories, misinterpretation of the event, and the

DSM-IV PTSD symptom: binability to recall an important

aspect of the traumaQ [29], followed by reexperiencing the

trauma [36]. The memory disturbances cause poor elabora-

tion and contextualization of the traumatic event and raise the

risk for developing PTSD [37]. Furthermore, these risk

factors for developing PTSD increase the probability of

cognitive biases for events related to external harm and

somatic sensations [37], leading to hypervigilance and the

activation of trauma-related representations by many internal

and external cues [38].

The major findings of the study concern the prediction of

PTSD among adolescents with LD. Acerbating and protec-

tive factors were examined. Among the acerbating factors

were threatening life events experienced in the past and inse-

cure attachment; secure attachment was a protective factor.

The hierarchic regression revealed that personal experience

of traumatic events, either personal exposure to terror attack

or threatening events experienced in the past (eg, hospital-

ization or car accident), had the greatest effect on PTSD

reactions, whereas acquaintance with terror victims and past

traumatic experiences in the family did not significantly

contribute to the prediction of PTSD. These findings call to

question those of the literature about near-miss victims of

catastrophic events and indirect/vicarious exposure to trau-

matization [39-41] and can be explained by the severe impact

of personal first hand experiences in facing death, which

exceeds that of events occurring in the family or that of close

acquaintance with terror victims.

The regression shows that when threatening events

experienced in the past were entered in the second step, they

aggravated the influence of present exposure to terror attacks,

indicating that personally experiencing threatening events in

the past generates vulnerability to PTSD. These findings

support the vulnerability perspective; according to which,

prior experience of a traumatic event erodes self-confidence

and mastery, depletes coping resources, and reduces the

ability to withstand subsequent stress.

Anxious or avoidant attachment (entered in the third step)

increased this vulnerability. Converging evidence has dem-

onstrated the role of early life trauma [42,43] and of insecure

attachment [44] in the development of PTSD and other

trauma-related disorders. Individual variations in attachment
system functioning play a crucial role in determining the

extent to which PTSD ensues from exposure to trauma.

Disruptions in optimal functioning of the attachment system

can prevent the restoration of emotional equanimity and

thereby contribute to PTSD formation. In such cases, a

traumatized person may fail to find inner representations of

security or external sources of support and comfort, which

may then interfere with the regulation of distress and might

prevent resolution of the trauma and enhance the likelihood

of prolonged PTSD. Attachment-related strategies are im-

portant in regulating the intensity and frequency of posttrau-

matic intrusion and avoidance tendencies. High levels of

anxious attachment exacerbate the likelihood of posttraumat-

ic intrusion symptoms, whereas avoidant attachment exacer-

bates the avoidance symptoms [25]. Research that studied

Israeli undergraduates coping with missile attacks in the Gulf

War [24] revealed that persons with anxious attachment style

exhibited heightened reliance on maladaptive emotion–

focused coping, experienced higher levels of depression

and anxiety after the war, and had more severe PTSD

symptoms of intrusion and avoidance, whereas those with an

avoidant attachment style relied more on distancing coping

with the missile attacks, denied or suppressed anxiety and

depression, and expressed distress indirectly through higher

somatization and hostility after the war and more severe

posttraumatic avoidance responses.

Research about extreme life events and traumatic experi-

ences and their interaction with the attachment system is

sparse. In examining the interaction between anxious attach-

ment and personally past threatening events (entered in the

fourth step of the regression), the study seeks to shed light on

the vulnerability for developing PTSD. This interaction

seems to indicate that those who are high in anxious

attachment and underwent more past threatening life events

are more prone to PTSD when exposed personally to terror

attacks. It can be assumed that the helplessness at the core of

the trauma experience is aggravated by the difficulties

imposed on this group of adolescents by their LD, which

hinders their sense of efficacy and depletes their inner

resources because of prolonged feelings of underachievement

[45], which in turn also aggravate the anxious attachment.

Attachment patterns are critical in regulating distress.

Attachment behavior is assumed to be activated in dangerous

and threatening situations [20]. The activation of attachment-

specific response to trauma may explain why some victims

deactivate and others hyperactivate their distress. Individuals

with secure and insecure attachment styles (either anxious or

avoidant) differ in their access to negative memories and in

theways inwhich they regulate painful emotions [46].Where-

as secure attachment mitigates the negative effects of stress

and the pathogenic effects of extreme traumatic stress [47]

and serves as an inner resource related with positive appraisal

of stressful events and a feeling of ability to cope with it [23],

anxious attachment aggravates the perception of threat and

obstructs affect regulation by exaggerating the sense of

distress [22]. Anxious attachment pattern was related with a
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poor repertoire of self-regulatory skills, vigilance for cues of

danger, and a tendency to exaggerate threatening aspects of

the environmental transactions, including rumination on

potential threats, which occupies the working memory [22].

This is consistent with the model of Lazarus and

Folkman [48] of stress and coping, which emphasizes the

critical role played by the appraisal processes in the

regulation of distress and the mobilization of coping efforts.

Although the attachment system is designed to cope with

threats and to regulate distress, individuals characterized by

anxious attachment are less equipped with regulatory

devices [22] and are therefore more prone to develop

PTSD, especially if the current trauma is further encum-

bered by threatening experiences in the past.

4.1. Limitations

Several limitations of the study must be taken into

account. First, the study provides a bsnapshotQ of the adoles-
cents coping with terror attacks 2 to 6 months after expe-

riencing the traumatic event, and therefore follow-up research

is warranted. Second, the sample is distinctive in 2 ways, as it

included only boys who attended special school for the LD.

Therefore, findings are confined to this special group of male

adolescents and cannot be generalized to other victims of

terror attacks. Third, diagnoses other than LD (eg, attention-

deficit/hyperactivity disorder, depressive disorders, anxiety

disorders), which might have contributed to the understand-

ing of the difficulties of these adolescents, were not

examined. Fourth, we did not rate the intensity of PTSD (as

doubtful, mild, moderate, severe, and very severe) and were

therefore unable to compare our findings with those of other

research examining children or adolescents exposed to terror

and war. Moreover, the absence of clinical assessment, in

addition to the CPTSD-RI, whether children met all the

criteria for PTSD, undermines to some degree the sway of our

results. Finally, participantswere exposed to a variety of terror

attacks that ranged from being personally at the scene of a

suicide bombing or shooting on a bus to seeing an exploded

bus with dead and injured people around; this variety

probably blurred our results.

More research into the relationship between LD and

attachment patterns is needed.

The risk and protective factors for exposure to traumato-

genic events must be identified systematically in planning

interventions for this group of adolescents.

4.2. Clinical implications and conclusion

Our findings indicate that adolescents with LD have

greater PTSD symptoms (overall and on the intrusion,

avoidance, and hypervigilance subscales) than the control

group. It can be assumed that the higher level of PTSD is the

result of their difficulties in the cognitive processing of the

life-threatening events they experienced [10]. Adolescents

are in double jeopardy for developing PTSD symptoms

when they have personally experienced threatening events

in the past and are characterized by an anxious attachment.
Anxious attachment damages their self-regulation, intensi-

fies their distress, and exacerbates the risk of PTSD.

Therefore, special attention must be paid to youths with

LD who are more vulnerable to PTSD, by planning special

programs for individual, group, or family intervention, to

support the processing of traumatogenic information and

promote their coping with the threatening experiences to

which they were exposed. At the diagnostic level, profes-

sionals who evaluate these youths’ distress and plan

therapeutic interventions must view both poles (the trau-

matic and the LD factors) as well as the developmental stage

of identity consolidation. Intervention could be approached

from the angle of attachment relationships. Promoting

parental support and their availability and sensitivity to

their children’s difficulties in processing life-threatening

events might make them more responsive to the special

needs of their children and enhance their coping strategies.
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