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Abstract In a sample of adults diagnosed with major
depressive disorder (N = 77), we examined the relation-
ship between overgeneral autobiographical memory and
childhood physical and sexual abuse. We hypothesised that
childhood abuse would be related to retrieving fewer
specific autobiographical memories, even after statistically
covarying psychopathology-related variables, including
posttraumatic stress disorder and depression severity. Our
hypotheses were supported for childhood physical abuse
but not for childhood sexual abuse. Childhood physical
abuse was related to the recall of fewer specific memories
on the Autobiographical Memory Test. No significant
association, however, emerged between the Autobio-
graphical Memory Test and childhood sexual trauma.
Directions for future research include prospective designs
as well as further examination of trauma characteristics
(e.g., age of onset) and means by which individuals cope
with trauma.
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Introduction

Overgeneral autobiographical memory (OGM) is a phe-
nomenon that is strongly associated with major depressive
disorder (for review, see Williams et al. 2007). OGM is
defined as a difficulty in recalling specific memories of
autobiographical events. A specific memory is often defined
as a memory of a personal event that occurred over the
course of less than 1 day, at a specific time and place (e.g.,
When I met Sigrid at the Oude Markt). OGM is usually
measured with the Autobiographical Memory Test (AMT;
Williams and Broadbent 1986), which assesses autobio-
graphical memories in response to cue words. In addition to
its connection with psychopathology, amelioration of
OGM is under study as a means to relieve emotional dis-
tress (Dalgleish et al. 2014; Moradi et al. 2014; Neshat-
Doost et al. 2013; Raes et al. 2009; Eigenhuis et al. 2015).
Thus, understanding the OGM-depression connection may
have treatment implications if patients with depression and
a history of abuse might benefit from memory specificity
training.

Williams (2006) proposed the CaRFAX model to
explain how OGM might develop, and this model includes
mechanisms that may link childhood trauma to OGM.
CaRFAX includes three mechanisms that can lead to dif-
ficulties retrieving specific autobiographical memories:
capture and rumination, functional avoidance, and execu-
tive capacity. The mechanisms of the CaRFAX model are
all possibly related to traumatic events. For example,
individuals who have experienced trauma may have high
levels of functional avoidance to avoid specific memories
of trauma, which in turn might prevent short-term emo-
tional pain that accompanies memories of negative events
(e.g., Dalgleish et al. 2008; Hauer et al. 2008; Hermans
et al. 2008; Hermans et al. 2005; Hermans et al. 2004; Raes
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et al. 2003, but see Brewin et al. 1999). In addition,
rumination may change how a person copes with traumatic
events (e.g., Friedberg et al. 2005). Trauma victims may
repeatedly think about the event (i.e., ruminate), which is
distinct from the feeling of re-experiencing the trauma as
seen in posttraumatic stress disorder, and this rumination is
associated with posttraumatic stress disorder (PTSD)
symptoms (Ehring et al. 2008). Repeatedly thinking about
a past trauma may interfere with focusing on other things,
which may in turn decrease executive capacity. Indeed,
childhood trauma has been linked to neuropsychological
measures of executive function (DePrince et al. 2009).
Thus, trauma has the potential to interfere with autobio-
graphical memory via all three mechanisms of the CaR-
FAX model. Traumatic events, however, have not been
consistently related to OGM across studies (for a review,
see Moore and Zoellner 2007), so more research is needed
to clarify how and why OGM and trauma are connected.

Childhood Abuse and OGM in People with Major
Depression

Studies of childhood abuse and trauma have attempted to
clarify their effects on both memory and depression, but
there are mixed findings in studies of the relationship
between childhood trauma and OGM within individuals
suffering from major depression (e.g., Hermans et al. 2004).
In a study of patients with major depression, Kuyken and
Brewin (1995) found that childhood sexual abuse was related
to higher levels of OGM, but childhood physical abuse was
not significantly related to OGM. Aglan, Williams, Pickles,
and Hill (2010) found that women suffering from adult-onset
depression who had been exposed to childhood sexual abuse,
relative to those without abuse, had more overgeneral
memories. Crane and Duggan (2009) failed to find that the
presence versus absence of childhood sexual abuse was
related to OGM, but did find that earlier age of onset for
sexual abuse was associated with higher levels of OGM.
Hauer et al. (2008) found that participants with childhood
sexual abuse, as compared to participants with no history,
had more overgeneral memories, even when using depres-
sion as a covariate. In contrast, when using an AMT con-
taining concrete cue words to promote direct retrieval
(Conway and Pleydell-Pearce 2000), the two groups did not
differ significantly. Among participants with childhood
sexual abuse, those with post-trauma psychopathology had
more overgeneral memory than those without post-trauma
psychopathology, suggesting that perhaps the reaction to
childhood sexual abuse may be important in determining
memory outcomes. Kuyken et al. (2006) found that adoles-
cents with major depression and a history of trauma reported
fewer overgeneral memories as compared with adolescents
with major depression but without a history of trauma.

Kuyken et al.’s study was limited by small sample size:
There were 22 depressed subjects with a history of trauma
and 12 depressed participants without a trauma history. In the
current study, we further investigated the link between
childhood trauma and OGM in a sample of participants
diagnosed with depression.

The Current Study

There is covariation between trauma and depression (e.g.,
Dube et al. 2001), and their covariation can obscure which
of them is associated with OGM. In the present study, we
sought to clarify the trauma-OGM connection within
clinically depressed individuals, using other psy-
chopathology-related variables as covariates. For example,
Breslau et al. (2000) found associations between trauma
and depression, but these associations were stronger within
individuals who also developed PTSD. McNally et al.
(1995) also found that PTSD, not just a history of trauma,
was predictive of OGM. These results highlight the need to
take PTSD into account when examining the trauma-de-
pression relationship, so in the current study we included
PTSD as a covariate in our analyses.

We sought to test the relationship between trauma and
OGM in a sample of individuals with major depressive dis-
order. If an effect of trauma is observed within individuals
suffering from major depressive disorder, then the effects
cannot be explained by the presence/absence of depression
being confounded with the presence/absence of trauma. We
statistically covaried psychopathology-related variables
(e.g., level of depressive symptoms, diagnosis of comorbid
disorders) to determine whether the effects of childhood
trauma would remain significant. One strength of the current
study is the inclusion of more covariates than in past research
to rule out psychopathology-related confounds.

We hypothesised that childhood physical and sexual
abuse would be related to OGM (i.e., the recall of fewer
specific memories). We also examined whether OGM
would continue to be associated with childhood trauma
after considering several psychopathology-related vari-
ables: PTSD, the number of depressive episodes, and the
presence of comorbid disorders. Because of its relationship
with memory, we also examined whether any effects of
trauma and psychopathology remained after including age
as covariate.

Method
Participants

We recruited a sample of 89 patients who had been hospi-
talised at the University Psychiatric Centre (Universitair
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Psychiatrisch Centrum; UPC) of KU Leuven (Leuven,
Belgium) and diagnosed with major depressive disorder.
Participants were part of a larger longitudinal study on
biomarkers (e.g., cortisol levels) and genetics of depression.
A more extensive description of the study population can be
found in Vrieze et al. (2014). Exclusion criteria included
lifetime history of bipolar disorders, depressive episodes
secondary to substance use or general medical conditions,
hyper- or hypothyroidism, corticosteroid or beta-blocker
treatment, pregnancy, unstable medical conditions, and any
medical, cognitive, or psychosocial factors that could
hamper participation in the study. Participants were
required to be at least 18 years of age to participate. The
local ethics committee approved the study. All participants
provided informed consent and signed a consent form.

Of the initial 89 patients, 10 participants were excluded
because of missing data on the Autobiographical Memory
Test (AMT; Williams and Broadbent 1986) and/or child-
hood abuse variables from the Structured Trauma Inter-
view (STI). Of the remaining 79 participants, one person
was excluded because their AMT had 9 out of 10 non-
responses, and another person was excluded because of
reticence to discuss history of abuse. For this latter person,
the trauma data could not be reliable coded, so we con-
sidered it missing. Thus, the final sample was on 77 par-
ticipants (see Results for demographics, etc.). Mean (SD)
age of the sample was 44.7 (11.9) with a range of 18-70.
The sample was 58 % female. Additional descriptive
statistics are presented in Table 1.

Measures
Structured Clinical Interview for DSM-1V (SCID)

The Structured Clinical Interview for DSM-IV (SCID) was
used to assess Axis I psychopathology, including past and
current depressive episodes (SCID; First et al. 1996; Dutch
version by van Groenestijn et al. 1999). This SCID is a
semistructured interview that is considered a “gold-stan-
dard” measure of psychiatric diagnosis. Kappa for major
depression using the SCID ranges from .61 to .93 (for a list of
psychometric studies of the SCID, see http://www.scid4.org/
psychometric/scidl_reliability.html; http://www.scid4.org/
psychometric/scidl_validity.html). The SCID was adminis-
tered in person by a qualified psychiatrist and a trained
research nurse. Each SCID was supervised and reviewed by
an expert psychiatrist who had specific training in the SCID.

Hamilton Rating Scale for Depression (HRSD; 17-Item
Version)

We used the Dutch version (Evers et al. 1992) of the HRSD
(Hamilton 1967), which is a clinician-rated scale of the
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Table 1 Descriptive statistics (N = 77)

Number (%)

Gender (number/percentage of women) 45 (58 %)
Married 36 (47 %)
Living alone 21 (27 %)
Education (34 years higher education) 30 (39 %)
Unemployed (not including stay-at-home parents) 70 %)

Physical abuse 17 (22 %)
Sexual abuse 21 (27 %)
PTSD 11 (14 %)
Presence of comorbid disorders (besides PTSD) 44 (57 %)

M (SD) Minimum Maximum
Age in years 447 (11.9) 18 70
Number of depressive 2.3 (1.6) 1 10
episodes
Age of onset for major 36.2 (13.1) 11 61
depressive disorder
Hamilton Rating Scale for 16.6 (4.9) 6 33

Depression (17-items)

PTSD posttraumatic stress disorder. Two cases were missing data for
age of major depressive disorder onset

severity of depression. Multiple raters using the HRSD have
shown high levels of reliability (.81; Williams 1988). Self-
report versions of the HRSD have also shown high levels of
internal consistency (a0 > .91; Reynolds and Kobak 1995).

Structured Trauma Interview (STI)

To assess the presence of childhood sexual and physical
abuse before the age of 16, we used the short version of the
STI (Draijer 2003), which is an interview intended for use
by skilled clinicians. The STI assesses experiences with
physical and sexual violence, as well as parental loss and
parental dysfunction. Physical abuse as operationalized by
the STI includes physical acts of aggression toward the
child (e.g., punching, kicking), but not verbal aggression or
humiliation. Sexual abuse includes rape, fondling, and
other inappropriate sexual experiences. The STI has con-
vergent validity with trauma-related concepts (e.g., disso-
ciation, Draijer and Langeland 1999). Moreover, the STI
has yielded slightly higher prevalence rates than ques-
tionnaire-based measures (Kooiman et al. 2002). Cohen’s
kappa with an abuse questionnaire was .71 for sexual abuse
and .62 for physical abuse (Kooiman et al. 2002).

Autobiographical Memory Test (AMT)
We used the Dutch version of the Autobiographical

Memory Test (Williams and Broadbent 1986), which
consisted of 10 words, 5 each of positive and negative
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valence. The AMT presents positive and negative words in
alternating order. The words used in this study were, in
Dutch (English) were aangenaam (pleasant), boos (angry),
belangstellend (interested), gekwetst (hurt), trots (proud),
kwaad (angry), sociaal (social), onhandig (clumsy), ent-
housiast (enthusiastic), and ontgoocheld (disappointed).
The AMT is widely-used in psychopathology research as a
measure of OGM (see Williams et al. 2007). The AMT was
administered in a written format, which has been suc-
cessfully used in several past studies (e.g., Henderson et al.
2002; Heron et al. 2012; Raes et al. 2009). Participants
received an AMT booklet that contained written instruc-
tions, which were repeated verbally by the experimenter.
The instructions asked participants to generate one specific
memory in response to each of the cue words. Participants
were instructed not to use the same memory more than
once. A specific memory was defined as a memory of a
personally experienced event that occurred only once,
within the course of a single day. Examples of specific
(e.g., “I was happy with the beautiful wristwatch I got for
my birthday three weeks ago™) and non-specific memories
(e.g., “I am always happy when I get gifts for my birth-
day”) were provided. Participants worked through the
AMT booklet at their own pace, with the experimenter
available to answer any questions. There was no time limit
imposed on the participants.

The responses were coded as specific (an event that
occurred at a specific time and place lasting less than
1 day, e.g., My birthday party 2 months ago), extended (an
event that lasted more than 1 day, for an extended period of
time, e.g., whilst I was in Spain on holiday), categoric (a
theme of class of events, e.g., Whenever I am at the café),
no memory (no response whatsoever, or a response that is
not a memory, e.g., I’'m a clumsy person), or same event (a
memory that has already been mentioned). Our group has
used this scoring method with high reliability (Raes et al.
2003, 2004), with inter-rater agreement ranging from 92 to
99 % (kappa = .83 to .96). Other groups have also shown
high levels of agreement for specific memories (e.g.,
kappa = .77, Heron et al. 2012). Internal consistency of
the AMT is also adequate (reliability point estimate = .79,
95 % confidence interval of .74—.84.; Griffith et al. 2012a,
b). Finally, multiple studies including clinical and non-
clinical participants support that the AMT is unidimen-
sional (Griffith et al. 2009, 2012a, b; Heron et al. 2012). In
this study, we used the number of specific memories as the
dependent variable. Thus, OGM was operationalized as the
retrieval of few specific memories.

Analytic Strategy: Multiple Regression

Because, when abuse is present, it is common for children
to suffer from multiple forms of abuse (e.g., van

IJnezdoorn et al. 2009), we examined the association of the
presence/absence of physical as well as sexual abuse. We
also included both of these variables simultaneously in our
regression analyses.

First, to determine whether childhood abuse was related
to the number of specific memories, uncomplicated by
other covariates, we regressed the number of specific
memories on the presence/absence of childhood sexual
abuse and childhood physical abuse using dichotomous
variables to represent abuse status (1 = present, 0 = ab-
sent). We entered these two abuse variables simultaneously
because we expected them to be associated with each other.
We then added additional covariates to the model and
rechecked the statistical significance and effect sizes of
childhood sexual abuse and physical abuse dichotomous
variables after statistically controlling for additional
covariates. Thus, on Step 2 of the regression, we entered a
dichotomous variable for the presence of PTSD. On Step 3
of the regression, we entered depression-relevant vari-
ables—the number of depressive episodes and the level of
depression severity as measured by the HRSD. Next on
Step 4, we entered a dichotomous variable for the presence
of any other Axis I comorbid disorders (1 = any other
disorder present, 0 = no additional comorbidity). Finally,
age of the participant was entered on Step 5. Age was
included as a covariate because of the wide range of age in
our participants as well as the potential effects of age on
autobiographical memory (e.g., Holland and Rabbitt 1990;
Borrini et al. 1989).

Our final regression model allowed us to examine the
abuse-related dichotomous variables after statistically
controlling for PTSD, depressive symptoms, comorbidity,
and age of the participant, all of which could be related to
OGM. By doing the regression in this way, it allowed us to
examine the abuse-related variables with and without
covariates in the model.

In terms of statistical power, we strove to keep our
regression model as simple as possible (cf. “less is
more”, pp. 185-186, Cohen et al. 2013) but also wanted
to show the effects of abuse above and beyond the effects
of psychopathology. To maintain statistical power above
80 %, the effect size of the abuse variables would need to
be fQ > .11, which was between a medium and large
effect size (Cohen 1988; power calculations conducted in
G*Power 3.1.9.2). This strategy also allowed for ade-
quate power for effect sizes found in the literature. For
example, Hermans et al. (2004) found a large (r = —.71)
correlation between memory specificity and child physi-
cal abuse. Kuyken and Brewin (1995) found medium to
large effect sizes between participants with a history of
child sexual abuse versus controls for both positive
(Cohen’s d = .57; Cohen 1988) and negative cue words
d=.79).
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Results

Descriptive statistics are presented in Table 1. As expec-
ted, there was an association between physical and sexual
abuse as evidenced by a medium-sized ¢ coefficient of .31,
p = .007. In terms of their distribution, 9 of 21 (43 %) of
participants with a history of childhood sexual abuse also
had a history of physical abuse; 9 of 17 (53 %) with a
history of physical abuse had also suffered childhood
sexual abuse. Because our main hypothesis was on the
relationship between OGM and childhood trauma in major
depressive disorder, we regressed the number of specific
memories on dichotomous variables (1 = present,
0 = absent) for the presence of sexual abuse and physical
abuse, respectively. As shown in Table 2, Step 1 of the
regression resulted in a significant AR*. Within this step,
only the presence of physical abuse was significantly
related to the recall of fewer specific memories,
B (SE) = —2.3 (.8), B = —.3, p < .01. Also as shown in
Table 2, this association remained significant after
covarying the presence of PTSD, the number of depressive
episodes, HRSD, the presence of additional Axis I
comorbidity, and age.' In terms of effect size, being
physically abused as a child resulted in retrieving approx-
imately two fewer specific memories on the AMT, on
average. It should be noted that scores on our AMT, and
many other versions of the AMT in the literature, can range
from O to 10 specific memories. Not surprisingly, increased

! We also conducted some alternative analyses to ensure the
robustness of this regression. We choose to enter childhood physical
and sexual abuse on Step 1 of the regression to show test their effects
uncomplicated by the other covariates, but it should be stressed that
the final regression model presented in Table 2 shows the unique
effects of childhood physical and sexual abuse above and beyond the
other covariates. We verified this by rerunning the regression with
childhood sexual and physical abuse on the last step. Doing the
regression in this way leaves the results absolutely unchanged; the
AR? for childhood sexual and physical abuse entered on the last step
was .08 in this model, indicating that these two dichotomous variables
accounted for 8 % of the variance beyond the other five covariates,
p = .046. For the final model, the values for B, SE (B), and f statistics
were all exactly as reported in Table 2, as would be expected.

We also ran the regression shown in Table 2 also including age at
depression onset as an additional covariate in Step 3 of the regression
along with the number of depressive episodes, as well as gender as an
additional covariate in the final step of the model. We did not present
this as the primary regression because the ratio of cases to parameters
would drop to less than 10, and two cases would need to be excluded
due to missing data on age of onset (N = 75). The results for
childhood physical abuse were nevertheless unchanged in this
model—It was still a significant predictor of fewer specific memories
in the final model including all of the other covariates. Thus, the final
interpretation of the data would remain absolutely unchanged.

Finally, we examined bivariate associations between the number of
specific memories abuse variables. The correlation was only signif-
icant for childhood physical abuse, r = —.27, p = .019; for child-
hood sexual abuse, the correlation was r = .06, p = .62, ns.
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Table 2 Multiple regression analyses (N = 77) of the number of
specific memories on trauma, psychopathology variables, and age

Covariate B SE (B) B AR?
Step 1
Intercept 10.05% 2.14
Physical abuse —1.98%* .85 —.27* .09*
Sexual abuse 1.43 .86 21
Step 2
PTSD —.26 1.09 —.03 .00
Step 3
No. of episodes —.26 23 —.13 .02
HRSD -.02 .07 —.04
Step 4
Comorbidity —.28 72 —.05 .00
Step 5
Age (in years) —.08* .03 —.30% .08*

The B, SE (B), and B regression statistics are based on the final model
with all seven covariates in the model. Thus, each covariate is sta-
tistically controlled for the others. The AR* values show the increment
in R? with the addition of covariates at that step. The regression
parameters for the Step 1 model with only childhood sexual and
physical abuse in the model are presented in the text

PTSD posttraumatic stress disorder, HRSD Hamilton Rating Scale for
Depression, 17-item version

*p<.05

age was also associated with retrieving fewer specific
memories. According to the parameters in Table 2,
12.8 years of increased age would result in approximately
one fewer specific memory on the AMT, on average. It
should be noted that calculating the effect size f* of the
abuse variables relative to the overall R* of the model
yielded f* = .12, slightly above the level needed to main-
tain power above 80 %.

Discussion

The relationships among trauma, autobiographical mem-
ory, and psychopathology are complex and existing studies
have not fully examined how these relationships may be
causally interrelated to each other over time. In this study,
we sought to examine one aspect of the effects of child-
hood trauma. In participants with major depression, we
sought to examine the relationship between childhood
physical and sexual abuse with OGM, and whether these
associations would survive even when psychopathology-
related covariates were considered. In doing so, we sought
to rule out the possibility that the link between childhood
trauma and OGM is confounded by psychopathology.
Using regression analyses, we showed that there was
indeed a unique association between physical abuse in
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childhood and the retrieval of fewer specific memories on
the AMT. This association was present even when
covarying out effects of childhood sexual abuse, PTSD, the
presence of other Axis I disorders, and the number of
depressive episodes, and age (see Table 2). These results
suggest that, among patients with major depression,
childhood physical abuse has an effect of OGM, even with
psychopathology-related variables included as covariates.

Child Sexual Abuse and Memory

It was unexpected that childhood sexual abuse was not sig-
nificantly related to OGM among patients with major
depression (but see Hermans et al. 2004). Indeed, the liter-
ature on OGM and childhood sexual abuse is characterised
by mixed findings. For example, Ogle et al. (2013) found that
child sexual abuse was related to decreased memory speci-
ficity, but only among adolescents and not adults. Burnside
et al. (2004) studied 41 women with a history of child sexual
abuse, who were also assessed for depression and OGM.
Their sample contained women with a history of depression
and women with no history of depression; women who were
currently depressed were excluded from their analyses. They
did report some associations between characteristics of child
sexual abuse and OGM—younger age of abuse and longer-
lasting abuse were associated with more OGM. In a study of
patients with depression, Hermans et al. (2004) also found
that younger age of abuse was associated with more OGM in
adulthood (for similar findings in a non-clinical sample, see
Henderson et al. 2002). Although these data are suggestive,
they are limited by the fact that PTSD was not assessed.
Many children suffer from multiple forms of maltreatment
(e.g., Euser et al. 2010), so the lack of a unique statistical
effect of sexual abuse should not be interpreted as sexual
abuse being unimportant. It may be that sexual abuse occurs
in the context of other maltreatment, rendering it difficult to
detect unique statistical effects in a regression model.

It may be that how one copes with trauma is associated
with whether one develops OGM later on (Raes et al.
2005, 2006). By analogy in combat veterans, the devel-
opment of PTSD and not trauma exposure alone is asso-
ciated with OGM (McNally et al. 1995). Some individuals
who have been sexually abused as children do not inter-
pret the abuse as a trauma at the time of the event, only
experiencing distress later on when the event is reinter-
preted (for review see McNally and Geraerts 2009). The
interpretation of sexual abuse, at the time of the event and
later in life, may be related to the development of psy-
chopathology. The association between OGM and child
sexual abuse merits further investigation, especially using
methods that focus on the characteristics of the abuse,
subjective reactions to the abuse, and how one copes with
the abuse over time.

Child Physical Abuse and Memory

Our findings show an association between physical abuse
in childhood and overgeneral memory in adulthood, which
is consistent with Hermans et al. (2004), who found that a
history of physical abuse was correlated with OGM in a
sample of 23 adults with major depression. In the Hermans
et al. study, the effect size for the association between
specificity and physical abuse was larger than the effect
size for the current study (r=—.71 vs. r=—-.27,
B = —.27). The Hermans et al. study was smaller in terms
of sample size, (23 vs. 77 participants) and their trauma
assessment was questionnaire-based, which may account
for the differences in effect size.

The CaRFAX model (Williams 2006) suggests that there
are multiple routes to OGM. Although an overgeneral style
may develop to avoid the emotional pain of past trauma, the
data are inconsistent on this point. Rumination and trauma
might be related in several ways including individuals
ruminating about the meaning and psychological conse-
quences of abuse, trauma being related to rumination, or
rumination rendering a person more susceptible to the effects
of trauma. Individuals with low executive capacity may also
be less apt to effectively cope with the emotional stress of a
trauma. It is possible that, in our sample, physical versus
sexual trauma differed in one or more ways (e.g., ways of
coping, memorability, immediate or lasting distress),” which
subsequently led to different outcomes in terms of OGM.
Thus, a priority for future studies should be to examine
trauma characteristics, as well as how individuals cope with
trauma over time (see also Raes et al. 2005, 20006).

Limitations and Future Directions

Although this study provides some interesting evidence on
the link between childhood abuse and memory dysfunction,
some limitations should be noted. First, we used a written
AMT. Although several studies have successfully
employed a written AMT (e.g., Henderson et al. 2002;
Heron et al. 2012; Raes et al. 2009), it is possible that
different results would have been obtained using the
interviewer-administered version of the AMT (Williams
and Broadbent 1986). Second, although our sample size
was large in comparison to some others that have examined
similar questions (cf., Burnside et al. 2004; Hermans et al.
2004; Kuyken and Brewin 1995), the number of

2 Qur trauma interview contained some individual items that could
speak to these questions in a future, larger sample. Unfortunately our
sample sizes for participants with a history of abuse were too small to
conduct analyses within only these individuals. Future studies along
these lines would need to be large enough for sufficient variability of
abuse characteristics to determine which characteristics are reliably
related to overgeneral memory.
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participants with a history of childhood abuse was still
modest (Table 1). This limitation of the field might be
redressed by future studies with specific recruitment targets
for participants with a history of childhood physical and/or
sexual abuse. Rather than using retrospective designs,
another approach would be to identify children with and
without various abuse histories and to follow them over
time, monitoring levels of psychopathology as well as
OGM. These strategies would be logistically challenging,
but perhaps necessary to fully understand the consequences
of child abuse. Any form of child abuse is already some-
thing that civilised society seeks to minimise and eradicate.
Thus, it often occurs in secret, which creates challenges for
clinical assessment and research. Nonetheless, under-
standing the ways in which abuse changes a child’s
developmental trajectory will help to develop targeted
prevention and intervention programmes. If OGM is a
causal mechanism in depression, rather than a symptom of
depression, then intervention strategies such as memory
specificity training (Moradi et al. 2014; Neshat-Doost et al.
2013; Raes et al. 2009) might help to palliate any detri-
mental effects of child abuse and reduce emotional distress.
Future studies will be needed to address these questions.
Longitudinal studies, beginning in childhood, would help
to redress another limitation of our study: It is unknown how
current depression and other adulthood experiences may
have influenced memories of the traumatic experiences, or
lack thereof. For example, perhaps some participants in our
study had traumatic experiences that they did not report in
this study. This could be due to simple forgetting, embar-
rassment, or avoidance. Although we used psychometri-
cally-strong clinical interviews, any interview-based method
relies heavily on verbal reports. Thus, memory distortion is
possible, especially given that these traumatic events hap-
pened in the distant past for many of our participants.
Finally in terms of limitations, it should be noted that our
study included only depressed inpatients, so future studies
might be served well by the inclusion of outpatients for a
broader range of depressive symptoms. We cannot be sure
that these results will generalise beyond inpatient popula-
tions. Due to the sensitivity of child abuse, there will often
be a reticence to discuss it. Although several participants in
our study did disclose their experiences, it is unknown how
much child abuse was not disclosed to our interviewers.

Conclusion

We found an association between childhood physical abuse
and overgeneral memory in a sample of patients with current
major depressive disorder. The raw effect size was such that
a history of physical abuse was associated with approxi-
mately two fewer specific memories on the AMT. We failed

@ Springer

to find a significant association between OGM and child
sexual abuse. Our study is consistent with the notion that
some forms of childhood adversity are related to OGM,
which is known to correlated with depression both cross-
sectionally and longitudinally. Our study does not, in any
way, rule out other deleterious effects of child sexual abuse,
but in this study it was not related to poor performance on the
AMT. Developmental studies are needed to address the
specific mechanisms that may lead to OGM, as well as how
OGM may lead to and exacerbate psychopathology. Future
studies should also address how variability in trauma char-
acteristics (e.g., age of onset) and means of coping are
associated with memory and depression.
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