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Jucconmanusi: HICTOPHY €CKHE ACTIEKThI H CTIOPHbIE BOMPOCHI.

Summary. This article intends to make a review on dissociation focusing on the evolu-
tion of the concept, methods of assessment, epidemiology and polemic issues. It will ma-
ke a short introduction to the trauma model. Some controversial aspects( nosological vs.
transnosological phenomena, continuum vs. categorical) are discussed taking into acco-
untrecent researches. Some answers of the Author:

The multidimensional construct of dissociation employed as a psychological
mechanism, a symptom part of other psychiatric diagnosis and a syndrome -did it
extended too far its original concept forgetting some of its aspects?

What is the meaning of the presence of dissociative symptoms in the clinical picture of
some psychiatric entities? Beyond nosologic specificity can we go further on
syndromatic specificity?

Which model is the most appropriate to dissociation, the continuum model or the
categorial one? This is another question yet to be answered. With many contributions
from neuropsychological ground, psychological trauma, personality variables, culture,
there is aneed to integrate all the emergent data in an unified construct.

Pe3tome. JlanHas craThs npejHa 3HaYeHa JUIst 0030pa, c(hOKYCHPOBAHHOTO Ha TUCCOLIHU-
aluu, 5BOJIFOIIMN KOHIICIIIU U, METOIAX MMPOBCPKU, SIMUACMHUOJIOTHUN U TTOJIEMUYCCKUX
acriektax. OHa c037acT KOPOTKOE MPEACTaBIEHHE O MOJIEIHN TPaBMBL. 3/1eCh 00CYyX-
JAIOTCST TaKXXe HEKOTO phle NPOTHBOPEYMBHIE TaHHBIE C YYETOM COBPEMEHHBIX
HCCIIeIOBAHMN (HO30JIOTH YECKUE BEPCHUH, TPAHCHO30JIOTHIECKHE (PEHOMEHBI, KOHTH-
HYYMHEBIC U KaTeTropHa JIbHEIC BepcuH ). HeKoTOpbIe OTBETHI aBTOPA:

MHOro3HayHbBIi KOHCTPYKT JMCCOLMAIMKM YHNOTPEOMT Kak ICHXOJIOTHYECKUH
MEXaHU3M, CUMITOMHYIO 9acTh JPYIOTO NCUXHATPUYECKO IO JUAarHo3a U CHUHApOMa
IPOCTEP JIM OH CIHUIIKOM JajJeKO CBOI OPUTMHAIBHYIO KOHIICIIIIUIO 3a0BIBAHHS
HEKOTOPBIX COOCTBEHHBIX aCIIEKTOB?

KakoBo 3HaueHHE MMEIOMMXCS B KIMHUYCCKONH KapTH HE HEKOTOPBIX ICHXHYECKUX
CYITHOCTEH TUCCOIMATUBHBIX CUMIITOMOB? BHE HO30 JIOTHYECKOH CTICITU(PUKH MOXKEM
JIM MBI HITH JTAJIBIIE HA CHHIPOMOJIOTHYECKOM c1ie nnguKe?

Kakast Mmonens siBisiercst Hanbosiee MonXo et Uit TUcconraniy, KOHTHHYanbHast
nin kateropuanbHasi? Emé oauH Bompoc KAET OTB eTa. YUHUTHIBas BKJIAJBI
UCCJICOBAaHUH, MUMEIOUIMX HEWPO(PH3HOIOrHYECKYI0 OCHOB Y, ICHXOJIOTHYECKYIO
TpaBMy, JHYHOCTHBIE, KyJbTypajbHBIE BapHWalHH, Ha3pela H €00XOAUMOCTH
WHTETPAIIH BCeX KPAHUX JaHHBIX B 00be TMHEHHBIA KOHCTPYKT.

Dissociation is in the realm of several controversies
and a challenging debate organic versus functional
nature of symptoms, nosologic versus transnosological
phenomena, etiopathogenic factors, consciousness and
memory functions.

Since Janet, a large evolution in the knowledge of
this matter has been achieved.

Janet developed the concept of “desegregation” later

translated to English as dissociation to elicit the
underlying mechanism that was responsible for the
removal of mental contents from consciousness
resulting in the failure to integrate mental functions.
Therefore some mental functions and aspects of thought,
emotion, behavior, or other experiences could be
disintegrated escaping from conscious control.

He affirmed that some individuals on account of
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constitutional factors or traumatic history hadn't enough
energy tointegrate all experiences.

Considering that dissociation, conversion, actually
individualized syndromes, shared the same pathological
mechanism  dissociation  Janet included these
syndromes under the same designation of hysteria.

Freud, on the other hand, explained the removal of
mental contents from the consciousness by an active
mechanism named repression. Repression would
remove undesirable thoughts and emotions from the
consciousness with the objective of protecting against
psychic pain motivated either by external or internal
conflicts. If this model shares some similitude with
Janet's model, it is important to point out the differences.
To Janet in a more psycho physiological perspective
dissociation is a passive mechanism characteristic of
deficit individuals and occurring in a limited time. To
Freud dissociation is a defense mechanism shared by all
individuals, active in the lifetime.

Evoking a more contemporary definition in the
perspective of Spiegel and Cardeir a (1991) [30],
dissociation refers to the separation of mental functions,
which are normally integrated and accessible to
consciousness. The disintegration can affect several
functions: memory, identity, perception, emotions;
assuming different clinical manifestations.

Classificatory Systems

Regarding classificatory systems  dissociative
disorders have been the subject of several realignments.

In the DSM I dissociative reaction is separated from
conversive reaction, whereas in DSM 1II they are
gathered under the same designation of hysteria. In DSM
III and DSM 1II-R the distinction between conversion
disorders and dissociative disorders is recovered and
these disorders are classified as two different diagnostic
categories.

Finally in DSM-IV, dissociative disorders are
classified in five different clinical entities:

Dissociative Amnesia- one or more episodes of
inability to recall important information of a traumatic or
stressful nature too extensive to be explained by
ordinary forgetfulness. It does not occur exclusively as a
symptom of another dissociative disorder, post-
traumatic stress disorder, acute stress disorder or
somatization disorder. It must be functional, not due to
the direct physiological effects of a substance, or a
neurological or other medical condition. Severity of
symptomatology causes disruption or impairment in
normal individual functioning in different relevant
areas.

Dissociative Fugue- sudden, unexpected travel away
from home or one's customary place of work with
inability to recall one's past with cognition about
personal identity or assumption of a new entity. It does

not happen exclusively in the course of dissociative
identity disorder and it is not due to effect of a substance
or general medical condition. It causes clinically
significant distress or impairment in important areas of
functioning.

Dissociative Identity Disorder- presence of two or
more distinct identities or personality states. Two of
these identities/personality states recurrently take
control of the person's behavior. There is also an inability
to recall important personal information, which is too
extensive to be explained by ordinary forgetfulness. The
disorder cannot be attributed to physiological effects of a
substance or to general medical condition.

Depersonalization- persistent or recurrent
experiences of feeling detached from, and as if one is an
outside observer of one's mental processes or body with
reality testing intact. It does not occur exclusively in the
course of another mental disorder and it is not due to the
effects of a substance or general medical condition. It
causes significant distress or impairment in important
areas of functioning.

Dissociative Disorders Not Otherwise Specified It
includes disorders in which the main feature is a
dissociative symptom but that don't meet the criteria for
any specific dissociative disorder.

From DSM IV classification controversies raise.
Some authors argue that dissociation of motor function
and sensation ought to be categorized in the same
diagnostic group in DSM IV. For this reason in a historic
standpoint, conversion was included under the label of
hysteria. On the other hand if we look into ICD-10 we
can consider conversion as a part of the dissociative
category.

Besides dissociative phenomena in DSM IV are
divided across several disorders, for example: post-
traumatic stress disorder, acute stress disorder, and
borderline personality disorder.

Some clinicians also question the validity of some
dissociative disorders such as the dissociative identity
disorder.

In what classification issues concern, again, a
consensus isn't achieved.

Screening Instruments and Diagnostic Interviews

Trying to diagnose and measure these phenomena,
scales and interviews were elaborated.

The Dissociation Experiences Scale (DES;
Bernstein and Putman, 1986) is the most used and
widely quoted instrument more than two hundred
publications. It is a self-report scale of 28 items with a
good validity, sensitivity and specificity. There is also
the Dissociation Questionaire (DIS-Q;Vanderlinden)
developed from the DES. Other self-report measures
were elaborated but aren't sufficiently validated [1-livro
Ross].
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There are two main diagnostic interviews the
Structured Clinical Interview for DSM-IV Dissociative
Disorders Revised (SCID-D-R; Steinberg, 1994) an
exhaustive interview to evaluate dissociative disorders
according to DSM IV criteria and Dissociative
Disorders Interview Schedule (DDIS; Ross etal, 1989).

Specific scales oriented to childhood and
adolescence  Child Dissociative Checklist (CDC,;
Putnam et al, 1993) and Adolescent Experiences Scale
(ADES; Amstrong et al, 1997) were also developed.

Epidemiology

The spite a growing sensitization and a more
accurate diagnostic of dissociative disorders it is yet to
be established with accuracy the incidence of
dissociative disorders in general population.

A large study conducted in the general population
(n=1055) [24] showed that dissociative experiences had
no correlation with gender, socio-economic factors such
as social status, level of education, house dimensions,
place of birth and relevance of religion in everyday life.
Authors estimated the prevalence of dissociative
experiences in general population to be in the interval
between 5 and 10%.

Recent data point to a prevalence between 3 and 11%
[25] in America and Europe. It is reported a higher
prevalence of dissociative symptoms in younger ages
[36].

Considering the Dissociative Identity Disorder
(DID) lifetime prevalence in general population is
reported to be 1%. It also appears to be more prevalent in
females although studies in general population didn't
show significant difference. Follow up studies regarding
DID reveal a change in female-male ratio form 1:1 in
childhood to 8:1 in adolescence.

Theoretical Models The Trauma Model

The association more frequently referred in the
literature is with psychologicaltrauma.

The evidence of this linkage has been supported by
several lines of investigation: traumatized samples show
higher levels of dissociation than control samples; in
addition dissociative disorder patients report higher
levels of trauma; dissociation proximal to trauma has
been pointed as a predictor of future PTSD and some
reports also establish the connection between severity of
trauma and dissociation levels.

There is a lot of data with different traumatized
samples (combat veterans, victims of abuse) showing
significantly higher levels of dissociation than non-
traumatized groups.

As for the higher prevalence of trauma in
dissociative disorder patients investigations found a

history of childhood abuse in 72% to 98% of all
registered cases of dissociative disorders (Kluft, 1988;
Putnam et al, 1986) [32]. Obviously a relevant question
is the validity of memory and false memory syndrome
but a fuller discussion is beyond the extent of this
chapter.

Marmar and Weiss studies with Vietnam veterans
and previous investigations by Arieh Shalev are
examples that support the evidence that peritraumatic
dissociation can be a predictor of future PTSD.

Several studies reveal the association between
severity of trauma and dissociation. Spiegel and Cardefia
(cit Butler et al, 1996) [5] made a wide revision of
investigation linking trauma and dissociative
experiences. The authors concluded that retrospective
studies showed a strong correlation between sexual or
physical abuse in early age and future dissociative
symptomatology and that severe and repeated childhood
abuse was more strongly correlated with adult
dissociation than isolated episodes. In addition a number
of studies document the importance of other factors
mediating trauma that could account for the variance
found inthese studies.

Some studies report the influence of family factors in
the development of future dissociative tendencies. Irwin
(1996) [17] found that perception of emotional support
in childhood was predictive of dissociation pointing the
lack of emotional support as an important mediator of
future dissociative symptomatology.

Other studies show that dissociation could play arole
in the transgeracional transmission of maltreatment [8].

Looking at these investigations in the perspective of
the “Discrete Behavioral States” model [23] we could
say that family-child interactions have a marked
influence in the behavioral states-related tasks.

According to this model trauma is supposed to
induce behavioral states different from normal and to
influence affect and physiological variables. Trauma
would also difficult the acquisition of control over
behavioral states. Maltreatment and family interactions
work in a complex way modulating child's
metacognitive and integrative functions. Trauma
impairs consolidation of self and behavior predisposing
to dissociative symptomatology.

In a biological ground there is also some evidence of
a correlation between biological markers associated
with trauma, stress responses and dissociation.

It is suggested that trauma provokes biological
changes for example in the sympathetic nervous
system, in the hypothalamic-pituitary-adrenal axis, in
the immune system - thus traumatized individuals would
show a disturbance in the feedback mechanism of these
systems, being more vulnerable to additional stress.

A number of studies also refer decreases in left
hippocampal volume in women victims of childhood
sexualabuse.

As Janet pointed out dissociation might have
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defensive psychological functions towards trauma.
These defensive functions have been broadly discussed
[23]. Dissociation functions as an adaptative process
resulting in the isolation of affect and information,
automatic behavior, identity alteration and separation
from self.For example, dissociative automatic behavior
in catastrophic circumstances can be protective and even
life saving allowing the individuals to perform heroic
acts. Dissociation can also provide a way of
psychological complying with painful events without
being completely aware ofwhat ishappening.

Nevertheless the difficulties of evaluating
individuals in the post-trauma, there are several reports
of dissociative automatic behavior and
depersonalization after major disasters: airplane
crashes, earthquakes.

Another way dissociation plays a defensive role is
through compartmentalization the isolation of domains
of awareness and memory. Hence compartmentalization
allows the separation of painful memories, avoiding
psychological conflicts.

However, frequently, some of these painful
memories intrude into normal awareness in a form of
flashbacks.

An additional defensive function that dissociation
performs is through the alteration of identity and
estrangement from self, giving the individual a
protection from a overwhelming experience by
dissociating aspects of identity that connect him with the
experience.

In the trauma model dissociation functions as an
adaptative process resulting in the isolation of affect and
information, automatic behavior, identity alteration and
separation from self regarding different aspects of
dissociation.

In our investigation [28] the relationship between
dissociation and trauma appears to be confirmed. We've
evaluated eating disorder patients m=50) (DSM IV
criteria): restrictive anorexics, anorexics mixed type and
bulimics. Amongeating disorder patients we found high
levels of dissociative symptoms, moreover that the
levels of dissociation were correlated with history of
childhood trauma and severity of trauma. We also found
that there was a trend for anorexics mixed type and
bulimics to report higher levels of dissociation,
particularly symptoms of depersonalization /
derealization when compared with restrictive anorexics.
These two subpopulations displayed also a
preponderance of early sexual and physical abuse when
compared with restrictive anorexics.

In another study with unipolar depressive patients
(n=30) (DSM 1V criteria) [29], the dissociative
symptomatology correlated significantly again with
history ofchildhood traumaticexperiences.

It is yet to be enlightened the nature of this linkage.

Network Models

In a more neuropsychological perspective the
network models gave also a contribution to the
comprehension of dissociative phenomena.

I would like to mention the model of Bower[2] and
the model of Yates and Nasby[37].

With the purpose of explaining the role of affect in
learning processes, Bower developed a model;
according to this model networks would be composed by
memory nodes and emotional nodes. Memory would be
stored in the event nodes and to be retrieved it would be
necessary that the correspondent node would be
activated above the threshold of excitation. The greater
the number of connections, the higher the probability of
being reactivated. There would be a intersection
between emotional excitation and contextual excitation;
therefore the excitation from emotional nodes would be
summed to contextual excitation being easier to achieve
the threshold of excitation. This author pointed that
affective nodes with opposite affective sign would
mutually inhibit. Hence memories that were associated
with certain affects would be more easily found under
the same emotional states and more inaccessible under
opposite emotional states.

The adaptation of this model to dissociative
phenomena suggests that DID (dissociative identity
disorder) or dissociative fugue would organize under
extreme emotional state consequently hardly accessible
under the emotional state more prevalent in the
individual.

The model by Yates and Nasby created to explain
post-traumatic dissociation, shares some concepts with
Bower's model. Based upon the same neural net, the
main change is the assumption of direct inhibition
between emotional nodes and event nodes. If under
traumatic circumstances an emotional node is
intensively excited, this excitatory or inhibitory
connection between emotional nodesand memory nodes
could settle in an unique direction in a semi-permanent
form. Therefore by mutually inhibited connections,
groups of emotional nodes with a constellation of
memory nodes excitatoryassociated could constitutethe
core of several self-representations/personalities.
Nevertheless these models don't give us a complete
explanation for other features of dissociative states.

Other Models

The association between dissociation and
hypnotizability has been intensively discussed and
investigation has provided numerous data to the debate
but this and other conceptualizations are not going to be
discussed here - they are beyond the scope of this
chapter.
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Dissociation and Personality Variables

At this stage we have little information on
personality variables and dissociation, needing further
investigation. Nevertheless there are studies reporting
higher levels of dissociative symptomatology in several
personality disorders. In a study [20] with emergency
workers, the authors investigated which personality
variables would predispose to higher levels of
dissociation in the presence of trauma, hence a higher
risk of PTSD (post-traumatic stress disorder). They
concluded thatworkers uncertainof identity, reluctantto
leader roles, shy, inhibited, with global cognitive styles,
believing that fate is determined by factors they cannot
control and reacting to trauma by emotional suppression,
face a higher risk of dissociative reactions to trauma and
future PTSD.

Ellason and Ross [9] studying individualized cases
of DID (dissociative identity disorder) found a
significant correlation with borderline, self-defeating
and passive-aggressive personality disorders.

In a more psychodynamic perspective, the notion of
“dissociative character” is being explored mainly by
North American authors. This character would have its
clinical expression in DID. Therefore, DID would
belong to a spectrum or would be comorbid with
narcissistic and borderline personality disorders. Bower
[3] proposes an explanatory model - dissociative
character would be a primitive form of dissociation in
which identity division is enhanced by auto-hypnotic
states of consciousness. As a result altered states of
consciousness would be created as a reaction to hyper-
stimulations by external trauma and reactivated by
actual intra-psychic conflicts.

Nosological vs Transnosological Phenomena

Another important subject is the conceptualization of
dissociation as a transnosological phenomena associated
with other major psychiatric entities versus the
conceptualization of dissociation as an individualized
nosological category.

This debate has arisen from reports showing that
dissociative symptoms are not uncommon in many
psychiatric categories leading some authors to point the
apparent lack of specificity of dissociative symptoms.

Besides, it is important to underscore the point that
there are several difficulties in evaluating dissociative
symptoms. These difficulties can be attributed to the use
of self-report measures, to the fact of fundamenting
some evaluations upon memories of patients and to the
use of tests not initially designed for dissociative
symptomatology.

In a research conducted by Kluft [19] to evaluate the
prevalence of dissociative experiences in other
psychiatric diagnosis (DSM 1II criteria) , the author

found the following rates 15 to 90% in affective
disorders, 35 to 100% in anxiety disorders and 60 to 90%
insomatoformdisorders.

Even though existing data shows a great variability
across investigations regarding methods of assessment,
according to a revision by Gastd [26], prevalence of
dissociative experiences in the in-patient psychiatric
population lies between 2,4 and 11,3%.

There are also reports that document the existence of
dissociative symptoms in psychotic disorders. A study
with schizophrenic patients [10] showed that they had
higher levels of dissociation than the control group and
those patients with mainly positive symptoms also
presented higherlevels ofdissociation thanpatients with
more negative symptoms. In this investigation
dissociation correlated significantly only with
hallucinations and hallucinatory behavior.

Several studies have also reported high prevalence of
dissociative experiences in eating disorder patients
[35].

Looking at dissociative symptomatology and Axis I1
pathology several positive correlations were found with
almost every personality disorder.

In an investigation [27] conducted in a psychiatric
hospital a positive correlation was found between
dissociation levels and all personality disorders being
the more significant correlations with borderline, anti-
social, schizotipic and dependent.

Focusing now on our studies [28] [29] - it was
reinforced the existence of a transnosological pattern in
dissociative phenomena. We've evaluated
comparatively the prevalence and types of dissociative
experiences (amnesia, depersonalization/derealization,
absorption) using the DES (dissociative experiences
scale) in samples of eating disorder patients (n=50),
depressive patients (n=30) and alcoholic patients (n=30)
(DSM IV criteria).  Phenomenological aspects:
generalized anxiety symptoms; panic, phobic and
obsessive symptomatology were assessed by the HAMA
and a clinical interview. History of childhood traumatic
experiences and severity of trauma were also evaluated.
We have studied the correlation between
phenomenological aspects, childhood trauma and
dissociation levels.

We found high rates of dissociative symptomatology
in eating disorder patients (n=50), depressive patients
(n=30) and alcoholic patients (n=30).

Eating disorder patients reported significant higher
rates in the DES total score and particularly in the
subscale of depersonalization/derealization than
normal.

Equally the alcoholic patients had also a significant
difference on the total DES score and all the three
subscales: amnesia, depersonalization/derealization,
absortion when compared with the control group.
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In the depressive sample we have also found higher
levels of dissociative experiences than in normal
samples. Nevertheless it is not conclusive if the
correlation is predominantly due to eating, alcoholic,
depressive symptomatology or to other
psychopathological features  personality or
symptomatic related not evaluated in these
investigations.

In our conceptualization the results of these
investigations may reinforce the conceptualization of
dissociation as a transnosological phenomena not
invalidating the existence of dissociative disorders as a
nosological entity.

Analyzing the results, namely phenomenological
aspects of the samples another relevant question raises
beyond nosological specificity could we go further on
syndromatic specificity?

Actually higher levels of dissociative experiences in
the clinical samples correlated with a predominance of
anxiety symptomatology (HAMA scores), higher
prevalence of panic and phobic symptoms and a lower
prevalence of obsessive symptoms.

Examining these results we could hypotesized about
a syndromatic connection between anxiety and
dissociative symptoms as it is classically mentioned.

Continuum versus Categorial Model

The previous debate leads us to another topic: the
continuum versus the categorial model of dissociation.

Some authors support the idea of dissociation as a
continuum from the minor dissociative experiences
from everyday life to more disturbed pathological forms
classified as dissociative disorders by the DSM IV.

The continuum model has been defended by authors
like William James (1902) and Morton Prince (1908,
1927). In the conceptualization of Prince clinical
dissociation was a form of hypnosis ranging in a
spectrum from «light» to «deep» hypnotic states.

More recently other authors such as Spiegel (1963)
and Hilgard (1977) also second the continuum model.

Setting against this perspective is the categorial
model early supported by Janet (1930). Janet stated that
the mechanism of dissociation was a pathological one
and that individuals like his patient Lucie, presenting
pathological dissociation, were different from normal
and had a constitutional energy deficit.

It is also the categorial model that seconds the DSM
IV classification.

Recent research provided new arguments to the
debate. Data from a PTSD sample (Putnam et al.,1996)
exhibit a bimodal distribution of DES scores-one group
scoring an average of 17 and another group that scored
an average of 44. These results suggest the existence of
two types of PTSD regarding pathological dissociation
and give a new support to the categorial model. Also a
review of large data collected using the DES with a

reanalysis of the factor analyses 1 (Waller et al.,1996),
showed that the categorial model rather that the
continuum one would apply better, mainly for
pathological samples. So we meet with two models
of dissociation, the continuum and the categorial do
individuals with clinical dissociation represent a
«discrete» type or one extreme of a continuum? Maybe
these two models are not necessarily mutually exclusive
and each one could explain some aspects of dissociative
phenomena.

Conclusion

Since Janet's original concept a large evolution in the
knowledge of dissociation has been achieved .We face
some difficulties in delimiting the construct of
dissociation with a general consensus and have an
accurate assessment.

The association most frequently referred is with
trauma - there is a need to better explore the complexities
of'the trauma model.

Dissociative symptoms appear to occur in a
transnosological pattern. More studies are needed to
elicit the clinical implications of this finding.

Some debates are still open requiring a further
investigation:

-classificatory aspects (exclusion vs inclusion of

somatic components)

-continuum vs categorial model.

After this brief review of historical aspects and
controversies, obviously many important questions
remain and should be considered for further
investigation and discussion. I would like to finish this
chapter mentioning some of them.

The multidimensional construct of dissociation
employed as a psychological mechanism, a symptom
part of other psychiatric diagnosis and a syndrome -did it
extended too far its original concept forgetting some of
its aspects?

What is the meaning of the presence of dissociative
symptoms in the clinical picture of some psychiatric
entities? Beyond nosologic specificity can we go further
on syndromatic specificity?

Which model is the most appropriate to dissociation,
the continuum model or the categorial one? This is
another question yet to be answered.

With many contributions from neuropsychological
ground, psychological trauma, personality variables,
culture, there is a need to integrate all the emergent data
inan unified construct.

References

[1] American Psychiatric Association (1996). DSMEIV, 4 edigio.
Ed Climeps Editores, pp. 489-503.



Bridging Eastern and Western Psychiatry volI num.1, 2003 17

[2] Bower G.EH., (1981). Mood and Memory. Am Psychol 1981.
36,pp. 129-148.

[3] Brenner L. (1997). The Characterological Basis of Multiple
Personality. Am J Psichoter 1996 Spring. 50(2), pp. 154-166.

[4] BenjaminEL.ER., Benjamin R., Rind B. (1996). Dissociative
Mothers Subjective Experience of Parenting. Child Abuse Negl 1996
Nov.20(10), pp. 933-942.

[5] Butler L.ED., Duran R.EE., Jasiukaitis P., KoopmanEC., and
SpiegelED. (1996). Hipnotizability and Traumatic Experience: a
Diathesis Stress Model of Dissociation Symptomatology. Am J
Psichiatry. 1996 Jul. 153 (7 Suppl) pp. 42-63.

[6] Coviho, N.A. Dissociation:elements hystory and
controversies (2000), Ed. Sanchez-Planell, Diez-Quevedo.
Dissociative States. Ed Springer-Verlag 1bé
ria, pp. 64-74.

[7] Dunn G.EE., Ryan J.EJ., Paolo A.EM., van Fleet J.EN. (1995).
Comorbidity of Dissociative Disorders Among Patients with
Substance Use Disorders. Psichiatr Serv 1995 Feb. 46(2), pp. 153-156.

[8] EgelandEB., Susman, Stillman A., (1996). Dissociation as
mediator of child abuse across generations. Child Abuse Negl 1996
Nov.20(11),pp. 1123-1132.

[9] Ellason J.EW., RossEC.EA., Fuchs D.EL. (1997). Lifetime
AXISEI and II Comorbidity and Childhood Trauma History in
Dissociative Identity Disorder. Psychiatry 1996 Fall. 59(3), pp. 255-
266.

[10] EllasonEJ.EW., Ross C.EA., Fuchs ED.EL. (1997).
Assessment of Dissociative Identity Disorder with the Million Clinical
Multiaxial. Psichol Rep. 1995 Jun. 76(3Pt1), pp. 895-905.

[11] EllasonEJ.EW., Ross C.EA., (1995). Positive and Negative
Symptoms in Dissociative Identity Disorder and Schizophrenia: a
Comparative Analysis. JENervEMentEDis 1995 Apr. 183(4), pp. 236-
241.

[12] FerracutiES., SaccoER., LazzariER. (1996). Dissociative
Trance Disorder: Clinical Rorschard Findings in Ten Persons
Reporting Demon Possession and Treated by Exorcism. J Pers Assess
1996 Jun. 66(3), pp. 525-539.

[13] FulcherEE.EP., Cocks R.EP. (1997). Dissociative Storage
Systems in Human Evaluanve Conditioning. BehavEResETher 1997
Jan.35(1), pp. 1-10.

[14] GieseEA.EA., ThomasEM.ER., DubouskyES.EL. (1997).
Dissociative Symptoms in Psychotic Mood Disorders: an Example of
Symptom non-specificity. Psychiatry 1997 Spring. 60 (1), pp. 60-66.

[15] GleavesEED.EH., Eberenz K.EP. (1995). Assessing
Dissociative Symptoms in Eatmg Disordered Patients: Construct
Validation of Two Self-report Measures. IntEJEEatEDisord. 1995 Jul.
18(1), pp. 99-102.

[16] Griffin M.EG., Resick PEA., Mechanic M.EB. (1997).
Objective Assessment of Peritraumatic Dissociation: Psyco
Physiological Indicators. Am ] Psichiatry 1997 Aug. 154(8), pp. 1081-
1088.

[17] Horen S.EA., Leichner P.EP, Lawson J.ES. (1995).
Prevalence of Dissociative Symptoms and Disorders in an Adult
Psychiatric Inpatient Population in Canada. CanEJEPsychia 1995
May. 40(4), pp. 185-191.

[18] TrwinEH.EJ., (1996). Traumatic Childhood events, Perceived
Availability of Emotional Support, and the Development of
Dissociative Tendencies. Child Abuse Negl 1996 Aug. 20(8), pp. 701-
707.

[19] Kluft RP.(1991). Multiple Personality Disorder Ed AE.
Tasman & SM Goldfinger American Psychiatric Press. Review of
Psychiatry Washington, pp. 161-188.

[20] MarmarEC.ER., Weiss D.ES., MetzlerET.EJ., DelucchiEK.
(1996). Characteristics of Emergency Services Personel Related to
Peritraumatic Dissociation During Critical Incident Exposures. Am J
Psichiatry 1996 Jul. 153(7 Suppl), pp. 94-102.

[21] Nemiah J.EC. (1989). Dissociative Disorders (Hysterical
Neuroses, Dissociative Type). Comprehensive Textbook of
Psychiatry, 5% edigio. Editado por Kaplan H.EIL, Sadok B.EJ.
Baltimore Williams & Wilkins, pp. 1028-1044.

[22] PutnamEF.EW., Helmers R., HorawitzEL.EA.,
TrickettEPEK. (1995). Hzpnottzabzlzty and Dzssoczatlvzty in Sexually
Abused Girls. Child Abuse Negl 1995 May. 19(5), pp. 645-655.

[23] PutnamBEF.EW. (1996). Dissociation in Children and
Adolescents. Ed Gilford P., pp 59-75, 151-179.

[24] RossEC.EA., Joshi S., Curric R. (1995). Dissociative
Experiences in the General Population. AmEJEPsychiatry 1990 Nov.
147(11), pp. 1547-1552.

[25] RossEC.EA.,Epidemiology and assesment of dissociation
and dissociative disorders (2000), Ed. Sanchez-Planell, Diez-
Quevedo. Dissociative States. Ed Springer-Verlag Ibéria, pp. 44-63.

[26] Gasto, C., Dissociative Experiences in Psychtic, Affective
and Anxiety Disorders (2000), Ed. Sanchez-Planell, Diez-Quevedo.
Dissociative States. Ed Springer-Verlag Ibéria, pp. 64-74.

[27] SimeonED., Goran S., Gualnik O., SteinED.EJ.,
SchmeidlerEJ., Hollander E. (1997). Feeling Unreal: 30 cases of
DSMEIII-R Despersonalization Disorder: Am J Psichiatry 1997 Aug.
154(8),pp. 1107-1113.

[28] Severino L., Figueira M.L. (1999). Dissociative Experiences
in Eating Disorders and Alcohol Abuse a comparative study with
normal samples. World Psychiatric Congress, Hamburg (poster
presentation).

[29] Severino L., Figueira M.L. (2000). Phenomenological
Aspects of Dissociative Experiences in Depressive ans Substance
Abuse Pathology. A.E.P. Congress, Praha (poster presentation).

[30] SpiegelED., CardefiaRE. (1991). Disintegrated Experience:
the Dissociative Disorders Revisited. 1 E Abnormal Psychol 1991.
100, pp. 366-378.

[31] Spitzer C., Hang K.EJ., Freyberger H.EJ. (1997).
Dissociative Symptoms in Schizophrenic Patients with Positive and
Negative Symptoms. Psichopathology 1997.30 pp. 67-75.

[32] Steinberg M. (1996). SCID-D-R. Ed Lilly Farma.

[33] Valdiserri S., KihlstromEJ.EE (1995). Abnormal Eating and
dissociative Experiences. IntEJEEatEDisord 1995 May. 17(4), pp.
373-380.

[34] Van-der-Kolk B.EA., Pelcovitz D., Roth S., MandelEEES.,
Mc FarlaneEA., HermanEJ. EL ,(1996). Dzvmczatlon Somatization,
and Affect Dysregulatzon the Complexzty of Adaptation of Trauma.
AmEJEPsychia 1996 Jul. 153(7 Suppl), pp. 83-93.

[35] Vanderlinden J., Spinhoven P, Vandereycken W.,, van-Dick
R.(1995). Dissociative and Hypnotic Experiences in Eating Disorder
Patients: an Exploratory Study. Am J ClinEHypn 1995 Oct. 38(2), pp.
97-108.

[36] Walker R., GregoryEJ., Oakley S.EJr, Bloch R., Gardner M.
(1996). Reduction in Dissociation Due to Aging and Cognitive Deficit.
Compr Psichiatry 1996 Jan-Feb. 37(1), pp. 31-36.

[37] Yates J.L., Nasby W. (1993). Dissociation, affect, and
network models of memory: An integrative proposal Journal of
Traumatic Stress, 6, 305-326.



	Pagina 1
	Pagina 2
	Pagina 3
	Pagina 4
	Pagina 5
	Pagina 6
	Pagina 7

