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Objective: Research on the etiology of dissociation in adults has focused primarily on
childhood sexual abuse. The role of co-occurring childhood stressors and of more chronic
adverse conditions such as neglect is less clear. This study examined the level of dissociation in relation to childhood trauma (sexual/physical abuse, witnessing interparental violence), early separation from a parent, and perceived parental dysfunction. Method: One
hundred sixty inpatients consecutively admitted to a general psychiatric hospital were administered the Dissociative Experiences Scale and the Structured Trauma Interview. Results: The mean Dissociative Experiences Scale score was 17.4; 18.0% of the patients
scored beyond 30. Early separation was reported by 26.4% of the patients; 30.1% had witnessed interparental violence; 23.6% reported physical abuse; 34.6% reported sexual
abuse; 11.7% reported rape before age 16; and 42.1% reported sexual and/or physical
abuse. The level of dissociation was primarily related to reported overwhelming childhood
experiences (sexual and physical abuse). When sexual abuse was severe (involving penetration, several perpetrators, lasting more than 1 year), dissociative symptoms were even
more prominent. Highest dissociation levels were found in patients reporting cumulative
sexual trauma (intrafamilial and extrafamilial) or both sexual and physical abuse. In particular, maternal dysfunction was related to the level of dissociation. With control for gender
and age, stepwise multiple regression analysis indicated that the severity of dissociative
symptoms was best predicted by reported sexual abuse, physical abuse, and maternal
dysfunction. Conclusions: These findings indicate that dissociation, although trauma-related, is neglect-related as well. This implies the importance of object relations and attachment in the diagnosis and treatment of patients with dissociative disorders.
(Am J Psychiatry 1999; 156:379–385)

D

issociative symptoms refer to disruptions in the
usually integrated functions of consciousness, such as
memory, identity, and perception of the environment
(DSM-IV, p. 477). The theoretical assumption that dissociation is primarily a response to overwhelming experiences, especially in childhood (1, 2), is currently
questioned (3–5). What is the empirical evidence for
this assumed relationship? And, if there is a relationship, is the level of adult dissociation directly associated with early trauma per se, or are other pathogenic
factors in childhood relevant as mediators? The term
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“trauma” is here restricted to psychologically overwhelming experiences inducing fear and helplessness.
Empirical evidence supporting the relation between
trauma and dissociation is based on three sources: 1)
studies on the relation between dissociation and
trauma in adulthood, 2) research examining links between childhood trauma and adult dissociation, and
3) prospective studies of children. Regarding the first
source, elevations in the level of dissociation have
been demonstrated in adults during or shortly after a
traumatic event (6–10) as well as long after an overwhelming event (11). Childhood trauma could be a
precursor for these dissociative tendencies, since
higher dissociation levels have been found in rape victims reporting childhood sexual abuse than in nonabused rape victims (12).
Research examining the relation between childhood
trauma and adult dissociation has focused primarily
on sexual and physical abuse. In particular, sexual
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abuse, its severity, and its combination with physical
abuse have been found to be strongly related to adult
dissociation measured by either the Dissociative Experiences Scale (13–20) or the Structured Clinical Interview for DSM-III-R Dissociative Disorders (SCID-D)
(21, 22). Two studies (23, 24) indicated that physical
abuse was more important than sexual abuse in the explanation of adult dissociation.
Finally, in prospective research (25) sexually abused
girls had significantly higher initial and 1-year followup dissociation levels than nonabused control subjects.
Little is known, however, about the effect of co-occurring distressing circumstances such as parental loss
or separation, witnessing interparental violence, and
the more chronic adverse circumstances of neglect. Epidemiological research has demonstrated that neglect is
a risk factor for later psychopathology in general (26,
27) and that parental loss is a risk factor for adult depression (28). Furthermore, in community samples of
women, parental dysfunction, interparental violence,
and separation from parents were related to sexual and
physical abuse as well as to general adult psychopathology (29, 30). Parental dysfunction and sexual and physical abuse, both in childhood and in adulthood, have
been found to be independent predictors of adult psychopathology (31). In addition, some writers consider
dissociative identity disorder primarily an attachment
disorder, highlighting the relevance of disturbed attachment relationships in which a child grows up (32, 33).
Given the interrelationship among family pathology,
neglect, early separation, and childhood abuse, which
experiences are central in the etiology of dissociation?
Empirical findings on the importance of neglect compared with abuse are inconclusive. In one study (5) the
relation between dissociation and sexual abuse disappeared when family pathology was controlled for. In a
nonclinical population, loss in the family and intrafamilial and extrafamilial sexual abuse, rather than
abuse alone, predicted the level of adult dissociation
(34). Early separation from parents was significantly
more often reported by patients with dissociative disorder than by control patients with other axis I diagnoses but was reported as often by patients with cluster B personality disorders; pathological dissociation
was strongly related to sexual and physical abuse but
only slightly related to early separation and witnessing
interparental violence (22). Among sexually abused female inpatients, physical neglect and witnessing sexual
abuse or physical abuse were associated with higher
levels of dissociative symptoms, but childhood stressors involving loss were not. A close relationship with a
parent, sibling, or friend did not have a mediating effect (35). Nor did—in a nonclinical sample—perceived
availability of emotional support in childhood eliminate the relation between childhood trauma and dissociation (36). We may conclude that neglect (conceptualized in a variety of ways) and separation from
parents, in addition to overwhelming intimate experiences such as childhood abuse, may be precursors of
dissociation.
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The present study was designed to examine the
predictive value of childhood trauma, prolonged separation, and neglect in the development of adult dissociation. It was hypothesized that besides neglect
(conceptualized as parental dysfunction) and separation from a parent (due to divorce, illness, or death),
overwhelming childhood experiences (witnessing interparental violence and, in particular, sexual and
physical abuse) would uniquely contribute to the level
of dissociative symptoms in an adult psychiatric inpatient population.
METHOD
Instruments
The Dissociative Experiences Scale (13) is the most widely used
screening instrument for dissociative symptoms in clinical samples.
Good reliability and good clinical validity have been reported at different centers in North America (13, 37, 38) and in The Netherlands
(39, 40). The scale, a 28-item visual analogue self-report instrument,
contains items referring to amnesia, depersonalization, derealization, absorption, and identity alteration.
The Structured Trauma Interview (41) is an adapted version for
psychiatric patients of the interview developed for a national survey
on the prevalence and sequelae of child sexual and physical abuse
and perceived neglect (29). It addresses childhood experiences
proven to be risk factors for adult psychopathology (early separation from parents, parental dysfunction, parental physical aggression, sexual abuse, witnessing interparental violence, and other
overwhelming experiences before age 16); “parents” includes stepparents and adoptive parents. Adult sexual and physical assault is
addressed as well. Although the Structured Trauma Interview has
been used in several studies, no data on its validity have been published yet.
Neglect was defined as parental dysfunction or unavailability resulting from recurrent illness, nervousness, depression, alcohol misuse, and use of sedatives. The choice to conceptualize neglect in
terms of parental dysfunction is based on the fact that it refers to factual, observable behavior of the parents instead of more subjective
indications of their unavailability or lack of affection. Questions
were: “Was your (step/adoptive) mother often ill? Was she nervous,
tense? Was she depressed? Did she use a lot of alcohol? Did she use
sedatives, as far as you know?” The same questions were asked with
respect to fathers. Answers were coded in a yes/no format (unclear
answers were coded as no). A total score for each parental figure was
based on these questions; their internal consistency was reasonable
(Cronbach’s alpha for dysfunction of mother: 0.64; for dysfunction
of father: 0.65). This measure of neglect was validated by its relation
to lack of maternal and paternal affection as measured by the Parental Bonding Instrument (26) (Pearson’s r=–0.49 and –0.38, respectively, N=1,054, p<0.0001) (29).
Early separation was defined as the loss of, or separation from, a
natural parent or caretaker by death, divorce, illness, foster care, or
other reasons before age 12 during a period of at least 6 months.
Physical abuse was defined as severe parental aggression. Parental
aggression included physical punishments by parental figures that
could have hurt the child physically. Questions were: “Sometimes
parents hit their children as a disciplinary measure or because they
lose their temper. If your parents wanted to punish you, what did they
do? How often do you remember that your parents hit you? If you try
to remember the occasions they hit you, which made the biggest impression on you?” Frequency and severity of parent-to-child violence
before age 16 were assessed according to the Conflict Tactics Scales
(42). Instances of culturally accepted corporal punishment were not
rated as abusive. On the basis of a qualitative analysis comparing aspects of physical aggression (i.e., nature/severity of violence, frequency, duration, injury), a severity index was constructed with
scores consisting of absent, mild, moderate, and severe. The mild cat-
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egory included being incidentally hit or kicked, with no injuries. The
moderate category included being recurrently hit and/or kicked and
incidentally being hit with an object, sometimes leading to injuries
such as bruises. The term “physical abuse” was reserved for the category of severe parental aggression. This included recurrent and
chronic forms of physical violence that frequently inflicted injuries,
such as repeatedly being kicked or hit with a fist or an object (e.g., a
stick or a belt), being tied up, or being thrown down stairs.
Sexual abuse was defined as any pressured or forced sexual contact before age 16, ranging from fondling to penetration. The question was: “Nowadays it is clear that many women, but men as well,
have had negative sexual experiences in their childhood. Do you
know if something like this happened to you?” If the answer was
positive, the interviewer inquired about perpetrators, sexual activities, force or pressure, frequency, age at onset, and how upsetting
these experiences were at the time. Rape was defined as sexual abuse
including penetration. If a patient was sexually abused by more than
one perpetrator at different times, the most important incident was
chosen by the subject for more detailed inquiry.
Experiences of witnessing physical or sexual violence between
parents before age 16 were rated as childhood witnessing of interparental violence.

Procedure
During 18 months all consecutively admitted adult inpatients of a
general psychiatric hospital were invited by staff members to participate in the study. According to the national records that follow the
ICD, this inpatient population matches the national inpatient population diagnostically. Multiple admissions were treated as one case.
Criteria for eligibility included fluency in Dutch, freedom from organic dysfunction, and stabilization that was adequate for giving informed consent. After complete description of the study to the subjects, both written and verbal informed consent was obtained.
The Dissociative Experiences Scale was administered along with
other self-report instruments. Participants were interviewed about
childhood experiences independently. Interviewers were trained psychiatric nurses, a social worker, and a psychologist who were supervised on countertransference issues during data gathering. Unless patients expressed the wish to share the information with their treating
clinicians, research data were kept confidential.

Data Analysis
A series of bivariate analyses were conducted to examine the predictive value of selected childhood experiences. Chi-square tests with
Yates’s correction and two-tailed t tests were used where appropriate. When cell sizes were 5 or less, we used Fisher’s exact test of
probability. Multivariate stepwise regression analysis was used to
examine the relative importance of childhood trauma for the explanation of the variance in dissociation.

RESULTS

Of 313 admitted patients, 182 were willing and able
to participate. However, 15 patients refused to participate during data gathering, and another seven participated as “pilot subjects,” leaving 160 subjects
(51.1%). The main reasons for nonparticipation were
a hospital stay that was too short to administer all instruments (39%), refusal (35%), and permission not
granted by the treating clinician (19%).
More women (N=94) than men (N=66) participated
(χ2=10.08, df=1, p<0.005), fewer participants lived
alone (43%, versus 59% of the nonparticipants; χ2=
14.70, df=4, p<0.005), and fewer were unemployed
(53%, versus 71% of the nonparticipants; χ2=34.34,
df=3, p<0.0001). The participants were slightly
Am J Psychiatry 156:3, March 1999

younger than the nonparticipants (mean age=35.6
years, SD=12.0, and mean=38.5 years, SD=14.0, respectively; t=1.97, df=310, p<0.05). They did not differ in the number of psychiatric hospitalizations.
Some demographic differences may be explained by
the fact that patients suffering from psychosis or
schizophrenia were often considered unable to participate by their treating clinician; 36% of the participants
suffered from psychotic symptoms, compared with
62% of the nonparticipants (χ 2 =17.13, df=1, p<
0.0001). More participants (41%) than nonparticipants (25%) met the criteria for a DSM-III-R axis II diagnosis (χ2=7.98, df=2, p<0.05). As axis II diagnoses
are made over time, this difference could be a bias resulting from the short hospital stays among the nonparticipants. Thus, the study group was selective
mainly toward including more nonpsychotic patients.
This bias is inherent to clinical research.
No adverse consequences of the standardized interview were observed.
Table 1 presents both characteristics of childhood
trauma and their prevalence. To a certain extent, childhood experiences were interrelated: early separation
from a parent was related to sexual abuse (r=0.20, N=
147, p<0.05), to physical abuse (r=0.17, N=148, p<
0.05), and to witnessing interparental violence (r=
0.25, N=143, p<0.01); sexual and physical abuse were
related (r=0.18, N=147, p<0.05); and physical abuse
was related to witnessing interparental violence (r=
0.25, N=143, p<0.05), but sexual abuse was not.
The nature and frequency of parental dysfunction
are shown in table 2. Except for alcohol misuse, mothers were reported to have been dysfunctional more often than fathers. Total scores for each parental figure
were only slightly related (Pearson’s r=0.15, N=136,
p<0.10). Perceived maternal dysfunction was more
closely related to childhood trauma than perceived paternal dysfunction. The level of maternal dysfunction
was associated with early separation (r=0.33, N=144,
p<0.0001), witnessing interparental violence (r=0.29,
N=140, p<0.0001), and sexual abuse (r=0.18, N=143,
p<0.05). However, the level of paternal dysfunction
was only related to witnessing interparental violence
(r=0.25, N=137, p<0.01).
The mean Dissociative Experiences Scale score was
17.4 (SD=16.8, median=12.1, N=139); 25.2% (N=35)
of the patients scored beyond 25, and 18.0% (N=25)
beyond 30. The scores of male and female patients did
not differ. Younger patients scored somewhat higher
(r=–0.18, N=139, p<0.05).
The severity of dissociative symptoms was significantly related to reported physical abuse and sexual
abuse but not to early separation (table 1). The severity
of sexual abuse (penetration and duration longer than
1 year) was strongly related to the level of dissociation.
Highest dissociation scores came from patients who
were sexually abused both inside and outside the family or who were both sexually and physically abused.
The severity of dissociative symptoms was also related to perceived parental dysfunction (table 2): per381
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TABLE 1. Prevalence of Traumatic Childhood Experiences and Scores on the Dissociative Experiences Scale of 160 Psychiatric
Inpatients
Score on the
Dissociative
Experiences
Scale

Analysisa

Mean
SD
F
df
Type of Experience
N
%
Separation from parent before age 12 (N=148)
Yes
39
26.4
20.88
17.92
No
109
73.6
14.74
15.35
Witnessed interparental violence before age 16 (N=143)
Yes
43
30.1
20.05
18.07
No
100
69.9
14.52
15.40
Physical abuse before age 16 (N=140)b
Yes
35
25.0
26.71
21.61
Abuse by mother (N=145)
18
12.4
28.22
18.06
Abuse by father (N=141)
23
16.3
25.76
22.38
No
105
75.0
13.26
13.06
Sexual abuse before age 16 (N=155)c
Yes
55
35.5
26.07
18.57
10.44
2, 136
Sexual activity (N=137)d
Fondling only
24
17.5
26.37
21.40
Penetration (rape)
16
11.7
28.28
18.89
18
12.2
25.96
16.00
3.72
2, 124
Duration more than 1 year (N=148)e
Perpetrator (N=140)
Intrafamilial only
17
12.1
23.60
21.20
Extrafamilial only
21
15.0
21.03
15.75
Intra- and extrafamilial
5
3.6
30.72
20.02
6.31
2, 134
No
100
64.5
12.80
12.95
Sexual abuse and/or physical abuse (N=147)
10.51
3, 127
Yes
62
42.2
Physical abuse only
19
12.9
16.24
12.78
Sexual abuse only
28
19.0
18.17
12.71
15
10.2
34.51
22.32
Bothf
No
85
57.8
11.92
12.75
a Significant difference between the scores of patients with and without the type of experience.
b Significant difference between the scores of patients with and without the type of experience (t=4.15, df=124, p<0.0001).
c Significant difference between the scores of patients with and without the type of experience (t=4.84, df=130, p<0.0001).
d Categories for analysis: absent, fondling, penetration.
e Categories for analysis: absent, duration <1 year, duration ≥1 year.
f A Scheffé post hoc comparison procedure was applied to this analysis of variance: the mean Dissociative Experiences Scale
the category “both physical and sexual abuse” differed significantly from all other categories (p<0.05).

ceived maternal dysfunction due to illness, nervousness,
depression, and alcohol misuse and perceived paternal
dysfunction due to nervousness, alcohol misuse, and use
of sedatives. Highest levels of dissociation were shown
by patients who reported having mothers who were
heavy drinkers. In terms of the combined total score,
maternal dysfunction was associated with dissociation
(r=0.32, N=130, p<0.0001); paternal dysfunction was
correlated not as strongly (r=0.24, N=126, p<0.01).
Multivariate stepwise regression analysis, using gender
and age as control variables, indicated that all trauma
and neglect variables together accounted for 23% of the
variance in the Dissociative Experiences Scale scores.
Physical abuse and sexual abuse were the strongest predictors (both betas=0.24, p<0.01), but maternal dysfunction was significant as well (beta=0.21, p<0.05).

DISCUSSION

Our central question was, What is the predictive
value of childhood trauma, in the sense of over382

p

<0.0001
<0.05

<0.0001
<0.0001

scores of

whelming experiences, compared with prolonged separation and neglect due to parental dysfunction in the
development of adult dissociation? Although maternal dysfunction in particular turned out to be important in this prediction, sexual and physical abuse each
made an independent contribution to the level of
adult dissociation.
Given the theoretical overlap between the concepts
of abuse and neglect, the correlations between the two
were not so strong as to consider abuse and neglect
(conceptualized as parental dysfunction) as co-occurring phenomena. Collinearity, though expected, was
not really present.
Our findings—indicating that childhood stressors in
the form of either severe physical or sexual abuse or repetitive sexual trauma were associated with a higher
degree of dissociative symptoms—support previous
findings (14, 16–20, 25). Multiple victimization, in
particular in intimate relationships, seems to reinforce
the dissociative response.
Contrary to our expectation, witnessing violence
and early separation from a parent did not contribute
Am J Psychiatry 156:3, March 1999
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TABLE 2. Prevalence of Parental Dysfunctions and Scores on the Dissociative Experiences Scale of 160 Psychiatric Inpatients

Parental Dysfunction
Mother
Recurrently ill (N=147)
Yes
No
Often nervous (N=146)
Yes
No
Often depressed (N=146)
Yes
No
Abused alcohol (N=147)
Yes
No
Used sedatives (N=145)
Yes
No
Father
Recurrently ill (N=143)
Yes
No
Often nervous (N=144)
Yes
No
Often depressed (N=143)
Yes
No
Abused alcohol (N=143)
Yes
No
Used sedatives (N=142)
Yes
No
a Significant

N

%

Score on the
Dissociative
Experiences Scale
Mean
SD

48
99

32.7
67.3

20.40
14.49

18.15
14.98

78
68

53.4
46.6

20.49
11.89

18.79
11.36

37
109

25.3
74.7

24.66
14.08

17.39
15.21

13
134

8.8
91.2

29.93
15.07

18.48
15.46

30
115

20.7
79.3

17.72
16.17

15.21
16.61

30
113

21.0
79.0

16.31
16.35

13.68
17.11

43
101

29.9
70.1

21.72
13.94

18.41
14.94

25
118

17.5
82.5

16.85
16.10

16.48
16.41

37
106

25.9
74.1

22.42
14.11

18.03
15.19

14
128

9.9
90.1

25.95
15.20

19.62
15.80

t (two-tailed)

Analysisa
df

p

1.98

130

<0.05

3.11

128

<0.005

3.24

128

<0.005

3.12

130

<0.005

2.51

126

<0.05

2.55

126

<0.05

2.27

124

<0.05

difference between the scores of patients with and without the parental dysfunction.

independently to the level of dissociation when compared with parental dysfunction and other overwhelming childhood experiences. Experiences of parental loss
or separation were not related to greater severity of
dissociative symptoms, confirming earlier clinical data
based on a similar dissociation measure and similar
definition of loss (35), but contradicting results based
on different instruments in a nonclinical sample (34,
36). Apparently, our study needs replication in a nonclinical population.
One explanation for why sexual abuse and physical
abuse are related to the level of adult dissociation, and
loss or separation are not, may be the secrecy and denial associated with these forms of abuse. Subjectively,
the child lives in a fragmented reality, and social support is limited because traumatization occurs through
exactly the persons on whom the child is dependent.
The fact that maternal dysfunction is important in
the explanation of adult dissociation disconfirms the
theoretical assumption of a sheer trauma-related etiology of dissociation. We suppose that dysfunction
and unavailability of caretakers contribute to a lack
of soothing capacities in the child (43) and thus to
the vulnerability to overwhelming feelings and the
use of dissociation as a defense against them. In the
early stages of treatment of the dissociative patient,
Am J Psychiatry 156:3, March 1999

strengthening of the self-soothing capacities or coping
skills is very important.
Our findings provide support for the clinical observation that patterns of insecure/disorganized attachment are related to increased levels of dissociation
(31, 32, 44). They also support findings in nonclinical
samples that the quality of the object relations (measured by similar parental availability measures and
the Parental Bonding Instrument) is a major factor in
adult outcome (28, 30). They support the notion that
perceived availability of emotional support in childhood is an important mediator in adult proneness to
dissociation (36).
Our data do not support the view expressed by Nash
et al. (5) that sexual abuse, compared with neglect due
to family pathology, is irrelevant in the etiology of
adult dissociative symptoms. An explanation of this
discrepancy could lie in the weak and unusual dependent measure used in that particular study: scores on
two MMPI-based measures of dissociative experiences
and the Dissociation Content Scale. In addition, Nash
et al. used rather specific criteria for sexual abuse—i.e.,
involving at least genital manipulation to orgasm of or
by the child. Furthermore, the method of statistical
analysis they used (analysis of covariance instead of re383
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gression analysis) does not allow the inferences that
were made (45).
We may presume that the inconclusive findings thus
far on the prediction of dissociation are probably due
to weaknesses in the abuse measures and neglect measures as well as in the dissociation measures used.
Some limitations of our study should be noted. It
was based on retrospection. The context of family dysfunction may be a risk factor for sexual and physical
abuse, but it may also be an artifact resulting from the
retrospective projections of helplessness and isolation
of abused patients (46). Nevertheless, it is striking that
mothers are perceived as less available than fathers and
that the perception of their unavailability is more important in the prediction of adult pathology (26). Assigning causality is problematic, though, because of the
cross-sectional method we used. Also, memory bias
could be present among highly dissociative patients:
one could hypothesize both underreporting of trauma
due to dissociative amnesia and overreporting due to
high suggestibility in those patients, although suggestibility has been found not to be related to the level of
dissociation (47). Because of the need for confidentiality, no independent corroborating evidence was sought
for any self-reported case of childhood abuse. Therefore, the validity of abuse reports cannot be ensured.
Although the bias in the study group (skewed toward
less psychotic patients) is a general problem in clinical
research, the results should be considered with some
reservations. Only 23% of the variance was explained
by childhood trauma and perceived parental dysfunction. This suggests that the severity of dissociative
symptoms might be accounted for by other factors,
such as recent traumatic experiences (6, 8–10), stress
caused by a psychiatric admission, general distress
that made an admission necessary, or other influences. Inpatients in general present high levels of dissociation, of which some are trauma-related and others are not (Friedl and Draijer, manuscript submitted
for publication).
The current questions being raised about the etiology and phenomenology of dissociation (4) should affect the choice, conceptualization, and operationalization of both criterion and predictor variables in
empirical research on the precursors of adult dissociation. The limited prediction of the level of dissociation
may be partly due to the criterion, the Dissociative Experiences Scale score. The clinical validity of the Dissociative Experiences Scale has been questioned (3, 4);
some of the items of the scale refer to nonpathological
dissociation, such as absorption, automatic daily behavior, and imaginative involvement, whereas other
items, such as amnesia, depersonalization, and identity
alteration, refer to pathological changes in consciousness. Therefore, in future research on the etiology of
dissociation, instruments focusing on pathological dissociation, such as a structured clinical interview
(SCID-D) (21) or the Dissociative Experiences Scale-T
(48), should be preferred. Recent stressors should be
taken into account as well. The assessment of neglect
384

could be improved by using standardized instruments,
such as the Parental Bonding Instrument (26).
CONCLUSIONS

This study shows that sexual and physical abuse
make a unique contribution to the severity of adult dissociative symptoms, compared with neglect due to perceived parental dysfunction. In particular, perceived
dysfunction of the mother—her unavailability—seems
to be important. Assuming that retrospective perceptions of parental availability refer to a certain extent to
external reality, these results could be interpreted as
pointing to the importance of early attachments between parent and child, the quality of object relations
in early development, or supportive relationships at
the time or after the abuse took place. These results
call for an integrative approach to the treatment of dissociative patients, combining psychodynamic and
trauma theory. They stress the importance of relational issues, such as the necessity of support, the persistence of distrust, and related transference and countertransference issues. We conclude that the criticism
of the superficial interpretation of sexual abuse as the
sole explanation of a diversity of psychiatric symptoms is correct (49).
REFERENCES
1. Spiegel D, Cardeña E: Disintegrated experience: the dissociative disorders revisited. J Abnorm Psychol 1991; 100:366–
378
2. van der Kolk BA, van der Hart O: Pierre Janet and the breakdown of adaptation in psychological trauma. Am J Psychiatry
1989; 146:1530–1540
3. Frankel FH: Adult reconstruction of childhood events in the
multiple personality literature. Am J Psychiatry 1993; 150:
954–958
4. Frankel FH: Dissociation: the clinical realities (festschrift). Am
J Psychiatry 1996; 153(July suppl):64–70
5. Nash MR, Hulsey TL, Sexton MC, Harralson TL, Lambert W:
Long-term sequelae of childhood sexual abuse: perceived
family environment, psychopathology, and dissociation. J
Consult Clin Psychol 1993; 61:276–283
6. Bremner JD, Southwick S, Brett E, Fontana A, Rosenheck R,
Charney DS: Dissociation and posttraumatic stress disorder
in Vietnam combat veterans. Am J Psychiatry 1992; 149:328–
332
7. Marmar CR, Weiss DS, Schlenger WE, Fairbank JA, Jordan
BK, Kulka RA, Hough RL: Peritraumatic dissociation and posttraumatic stress in male Vietnam theater veterans. Am J Psychiatry 1994; 151:902–907
8. Cardeña E, Spiegel D: Dissociative reactions to the San Francisco Bay Area earthquake of 1989. Am J Psychiatry 1993;
150:474–478
9. Freinkel A, Koopman C, Spiegel D: Dissociative symptoms in
media eyewitnesses of an execution. Am J Psychiatry 1994;
151:1335–1339
10. Koopman C, Classen C, Spiegel D: Predictors of posttraumatic stress symptoms among survivors of the Oakland/Berkeley, Calif, firestorm. Am J Psychiatry 1994; 151:888–894
11. Bremner JD, Steinberg M, Southwick SM, Johnson DR, Charney DS: Use of the Structured Clinical Interview for DSM-IV
Dissociative Disorders for systematic assessment of dissociative symptoms in posttraumatic stress disorder. Am J Psychiatry 1993; 150:1011–1014

Am J Psychiatry 156:3, March 1999

NEL DRAIJER AND WILLIE LANGELAND

12. Dancu CV, Riggs DS, Hearst-Ikeda DE, Shoyer BG, Foa EB:
Dissociative experiences and posttraumatic stress disorder
among female victims of criminal assault and rape. J Trauma
Stress 1996; 9:253–267
13. Bernstein EM, Putnam FW: Development, reliability, and validity of a dissociation scale. J Nerv Ment Dis 1986; 174:727–
735
14. Chu JA, Dill DL: Dissociative symptoms in relation to childhood physical and sexual abuse. Am J Psychiatry 1990; 147:
887–892
15. Draijer N, Boon S: Child sexual and/or physical abuse, dissociation and other trauma related symptoms within a clinical
population, in Proceedings of the Sixth International Conference on Multiple Personality/Dissociative States. Edited by
Braun B. Chicago, Rush-Presbyterian-St Luke’s Medical Center, Nov 1990, p 68
16. Ensink BJ: Confusing Realities: A Study on Child Sexual
Abuse and Psychiatric Symptoms. Amsterdam, Vrije Universiteit Press, 1992
17. DiTomasso MJ, Routh DK: Recall of abuse in childhood and
three measures of dissociation. Child Abuse Negl 1993; 17:
477–485
18. Kirby JS, Chu JA, Dill DL: Correlates of dissociative symptomatology in patients with physical and sexual abuse histories. Compr Psychiatry 1993; 34:258–263
19. Draijer N: Dissociatie en trauma bij psychiatrische patinten
[Dissociation and trauma in psychiatric inpatients]. Maandblad Geestelijke volksgezondheid [J Ment Disease] 1994; 8:
811–828
20. Zlotnick C, Begin A, Shea T, Pearlstein T, Simpson E, Costello
E: The relationship between characteristics of sexual abuse
and dissociative experiences. Compr Psychiatry 1994; 35:
465–470
21. Steinberg M, Rounsaville B, Cicchetti DV: The Structured
Clinical Interview for DSM-III-R Dissociative Disorders: preliminary report on a new diagnostic instrument. Am J Psychiatry 1990; 147:76–82
22. Draijer N, Boon S: Trauma, dissociation and dissociative disorders, in Multiple Personality in the Netherlands: A Study on
Reliability and Validity of the Diagnosis. Edited by Boon S,
Draijer N. Amsterdam, Swets & Zeitlinger, 1993, pp 177–194
23. Swett C, Halpert M: Reported history of physical and sexual
abuse in relation to dissociation and other symptomatology in
women psychiatric inpatients. J Interpersonal Violence 1993;
8:545–555
24. Mulder RT, Beautrais AL, Joyce PR, Fergusson DM: Relationship between dissociation, childhood sexual abuse, childhood
physical abuse, and mental illness in a general population
sample. Am J Psychiatry 1998; 155:806–811
25. Putnam FW, Helmers K, Horowitz LA, Trickett PK: Hypnotizability and dissociativity in sexually abused girls. Child Abuse
Negl 1995; 19:645–655
26. Parker G: Parental Overprotection: A Risk Factor in Psychosocial Development. New York, Grune & Stratton, 1983
27. Blatt SJ, Wein Sarte J, Chevron E, Quinlan DM: Parental representations and depression in normal young adults. J Abnorm Psychol 1979; 88:388–397
28. Brown GW, Harris TO: Social Origins of Depression: A Study
of Psychiatric Disorder in Women. London, Tavistock, 1978
29. Draijer N: Seksueel misbruik van meisjes door verwanten
[Sexual Abuse of Girls by Relatives: A National Survey on

Am J Psychiatry 156:3, March 1999

30.

31.

32.
33.
34.
35.

36.

37.
38.

39.
40.

41.
42.

43.
44.

45.

46.
47.

48.

49.

Prevalence, Characteristics, Family Background, Emotional
Meaning, Psychological and Psychosomatic Sequelae). The
Hague, Ministry of Social Affairs and Employment, 1988
Mullen PE, Martin JL, Anderson JC, Romans SE, Herbison
GP: The long-term impact of the physical, emotional, and sexual abuse of children: a community study. Child Abuse Negl
1996; 20:7–21
Draijer N: Seksuele traumatisering in de jeugd [Sexual
Trauma in Childhood: Long-Term Sequelae of Intrafamilial
Sexual Abuse of Girls]. Amsterdam, SUA, 1990
Barach PMM: Multiple personality disorder as an attachment
disorder. Dissociation 1991; 4:117–123
Liotti G: Disorganized/disoriented attachment in the etiology
of the dissociative disorders. Dissociation 1992; 5:196–204
Irwin HJ: Proneness to dissociation and traumatic childhood
events. J Nerv Ment Dis 1994; 182:456–460
Zlotnick C, Shea MT, Zakriski A, Costello E, Begin A, Pearlstein T, Simpson E: Stressors and close relationships during
childhood and dissociative experiences in survivors of sexual
abuse among inpatient psychiatric women. Compr Psychiatry
1995; 36:207–212
Irwin HJ: Traumatic childhood events, perceived availability of
emotional support, and the development of dissociative tendencies. Child Abuse Negl 1996; 20:701–707
Ross CA, Norton GR, Anderson G: The Dissociative Experiences Scale: a replication study. Dissociation 1988; 1:21–22
Frischholz EJ, Braun BG, Sachs GR, Hopkins L, Shaeffer DM,
Lewis J, Leavitt F, Pasquotto JN, Schwartz DR: The Dissociative Experiences Scale: further replication and validation. Dissociation 1990; 3:151–153
Ensink BJ, van Otterloo D: A validation study of the DES in the
Netherlands. Dissociation 1989; 2:221–223
Draijer N, Boon S: The validation of the Dissociative Experiences Scale against the criterion of the SCID-D, using receiver operating characteristics (ROC) analysis. Dissociation
1993; 6:28–37
Draijer N: Structured Trauma Interview. Amsterdam, Vrije Universiteit, Department of Psychiatry, 1989
Straus M, Gelles R, Steinmetz SK: Behind Closed Doors: Violence in the American Family. Garden City, NY, Anchor
Press, 1980
Adler G: Borderline Psychopathology and Its Treatment. New
York, Jason Aronson, 1985
Coe MT, Dalenberg CJ, Aransky KM, Reto CS: Adult attachment style, reported childhood violence and types of dissociative experiences. Dissociation 1995; 8:142–154
Briere J, Elliott DM: Sexual abuse, family environment, and
psychological symptoms: on the validity of statistical control. J
Consult Clin Psychol 1993; 61:284–288
Paris J: Memories of abuse in borderline patients: true or
false? Harvard Rev Psychiatry 1995; 3:10–17
Leavitt F: False attribution of suggestibility to explain recovered memory of childhood sexual abuse following extended
amnesia. Child Abuse Negl 1997; 21:265–272
Waller NG, Putnam FW, Carlson EB: Types of dissociation
and dissociative types: a taxometric analysis of dissociative
experiences. Psychol Methods 1996; 1:300–321
Esman AH: “Sexual abuse,” pathogenesis, and enlightened
skepticism (editorial). Am J Psychiatry 1994; 151:1101–1103

385

