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Abstract

Objective: Some authors have suggested that the personatitgatBristic ‘fantasy
proneness’ may mediate the correlation betweerrteghpotentially traumatizing events
and dissociative symptoms. Other authors questiemeported magnitude of this
correlation in non-clinical samples because theseisually derived from student samples
and may therefore suffer from a restriction of mnbhe primary aim of this study is to
assess the relationship between a self-report meastraumatisation and psychoform
dissociation as well as somatoform dissociatioa mon-clinical population, while
accounting for the influence of fantasy pronenbbathod: Two random non-clinical
samples, i.e., a student and an adult non-studemple, completed a range of relevant self-
report questionnaires. Absorption was used asa@exinf fantasy pronenedesults: The
range of reported potentially traumatising everds vestricted in students, compared to
non-students. In both samples a significant caiicelavas found between reported
potentially traumatizing events and dissociatiofteApartialling out absorption, the
relationship between reported potential traumatisaednd psychoform dissociation
diminished substantially in both samples. The miagie of the correlation with
somatoform dissociation decreased to a lesser éegpehat it remained significant in both
samplesConclusions: The correlation between somatoform dissociationrapdrted
traumatisation, after partialling out absorptioiveg a reliable estimate of the magnitude of
the relationships between potentially traumatisiagnts and dissociation. Findings
regarding traumatisation and dissociation in sttelshould be generalised to the general
population cautiously.
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The Relationship between Self-Reported Trauma aydH®form and Somatoform
Dissociation in a Non-Clinical Population

Traumatic experiences and dissociative symptoms e be intrinsically related.
There are two main, not mutually exclusive theoalesut this relationship. One theory
proposes that some people have the capacity toaiiée and will use this capacity to ward
off the impact of horrible experiences [1]. In thisw, dissociation is a coping mechanism
with negative side-effects, because non-integratednatic experiences—i.e., aversive
sensorimotor and highly affectively charged experés — tend to intrude consciousness.
According to Nijenhuis, Van der Hart, and Steelgtiizse intrusions relate to rudimentary
or more complex dissociative emotional parts ofglesonality. The emotional parts
manifest themselves in dissociative symptoms ssatissociative flashbacks, nightmares,
and re-experiencing traumatising events. The emaliparts can intrude into the
consciousness of those parts of the personaliticaied to functioning in daily life, or take
over executive control of consciousness and benh& some time. As for those aspects
associated with functioning in daily life, survigouse dissociative skills to avoid traumatic
memories and the emotional parts—manifesting inpggms such as dissociative amnesia,
depersonalization, emotional and bodily numbing-thase dissociative skills are fallible.
In other theories [2-4], dissociation arises beeaeyere stress can interfere with normal
integrative mental processes, notably when theviddal’s integrative capacity is limited
due to factors such as immaturity of the brain jamnaor stress exposure. Due to a lack of
integration, cues that are saliently related tatthematising event will elicit different
psychobiological reaction patterns for differergstdiciative parts of the personality [5]. For

emotional parts, these cues almost automaticadjger more or less complete traumatic
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memories, involving a lack of inhibition. Howevearts dedicated to functioning in daily
life inhibit emotional reactivity to trauma-relatedes, but are depersonalized and may
have incomplete declarative memories of the trainingtevent(s). Posttraumatic stress
disorder (PTSD) and Acute Stress Disorder (ASD)categorized as anxiety and clearly
stress-related disorders in the DSM IV, but theeesalfficient arguments to consider them
as essentially dissociative in nature [6]. Thisspective is supported by theories that
describe traumatic memories of PTSD patients aodiated imprints of the sensory and
affective elements of traumatic experiences [7 @bsociated visual, olfactory, affective,
auditory, and kinaesthetic experiences can alldbegorized as somatoform dissociative
symptoms.

In line with these theories, higher levels of digabon are reported in groups of
traumatised individuals compared to non-traumatcedrol groups [8]. Chronicity and
severity of trauma were also found to predict lefalissociation in abused children [9].
Furthermore, an association between traumatisatdndissociation is supported by
moderate correlations between a measure of trasatiath and dissociation in groups of
traumatised individuals [10]. In a student sam@l81® subjects, the correlation between
self-reported physical abuse and dissociative sgmgtwas 0.18, and between self-
reported sexual abuse and dissociative symptomis[D12. Combining data from 26
studies on patients and non-patients in a metaysisaksulted in a correlation of 0.25
between a measure of physical or sexual abuseissalcéhtion [12]. The modest size of
these correlations is not surprising given thediffy in capturing the severity and impact
of traumatisation reliably in an index. Furthermarerrelations are a measurdiokar

association between an index of traumatisationsam@asure of dissociation. A model that
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smells, pain, and loss of consciousness [17]. tiepi with conversion disorder, those
who reported multiple types of traumatisation haghér scores on the SDQ-20, but not on
the DES, indicating a relationship between the sgvef reported traumatisation and the
level of somatoform dissociative symptoms [18]. #ssessment of both types of
dissociation may give a more complete picture efréationship between traumatisation
and dissociation.

Research on predisposing personality characteyigtis focused on absorption, but
has also incorporated fantasy proneness and hgabdity. Absorption might be a risk
factor for the development of dissociative symptoia evidence for this hypothesis is
lacking to date [19]. Absorption is usually defiregla disposition for having episodes of
"total" attention that fully engage one's repreagonal resources [20]. Fantasy proneness
is a related concept but refers to the extent teahwvéin individual displays a personal
history of intense involvement in imaginative aittes (Wilson & Barber, 1981 in [21]).
Whereas absorption is essentially interactivegeigd by external events, one might
consider fantasy proneness to be more “self-indilamd stimulated by internal as well as
external sources [21].

Fantasising may actually serve a purpose in tragewsubjects when they use it as a
means to escape from reality. From such a poiwmiten?, fantasising can be considered a
coping mechanism [22]. Merckelbach and Muris [28Jnt comprehend dissociation as
related to highly stressful experience, but suggesadically different perspective. They
propose that fantasy proneness can give rise todmif-reports of traumatizing events and
of dissociative experiences and thus might explarelationship between these events

and symptoms. Merckelbach and Muris’ (2001) findingt there is a correlation between
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fantasy proneness, as measured by the Creativaienxpes Questionnaire (CEQ) and
dissociation, as measured by the Dissociative Bepess Scale (DES; [14]) is consistent
with this hypothesis. However, it also fits the btlpesis of fantasy as a coping skill
regarding trauma among individuals who also disgeciand DES scores in a normal
population may assess absorption rather than tesedation. As Merckelbach and Muris’
study did not include a correlation between traigsaéibn and fantasy proneness, and did
not distinguish between absorption and true disdioei, a direct test on the influence of
fantasy proneness on the relationship between aasation and dissociative symptoms is
still lacking. Moreover, causality obviously caniti@ deduced from correlational
relationships.

The primary aim of this study is to assess thdioglahip between a self-
reportmeasure of traumatisation and psychofornodiaton as well as somatoform
dissociation in a non-clinical population, whilecaanting for the influence of fantasy
proneness. A secondary aim is to compare the etdewiich students and non-student
adults report potentially traumatising events doevity, henceforth described as

traumatising events) and dissociative symptoms.

Method

Participants

The student sample consisted of 23 men and 50 wohtenage range was from 17
to 29 (M= 21.8 years, SB 2.3). The students received € 5 or course @eStudents were
recruited through an advertisement in our univemsihgazine and through flyers

distributed throughout the campus. The non-stugdamiple consisted of 88 men and 59
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women. Their age range was from 19 to 77XM6.4 years, SB 14.5). The non-students
were recruited by inviting a random sample fromdests of the city of Nijmegen to
participate in an experimental study on suggegjbihs part of the study, subjects were
asked to fill out some questionnaires. About onfvie subjects who received a letter of

invitation agreed to participate and received agéftSvoucher.

Measures

Psychoform dissociation was measured with the Dissociative ExperiencekeSca
(DES) [14]. The DES is a 28-item self-report quastiaire that requires the subjects to
indicate to what extent presented statements dapghem. The DES measures psychoform
dissociative phenomena including amnesia, los®wfrol, identity confusion and
fragmentation, and absorption. The statementsdeclior example, the experiences of
having done something without knowing when and havaf having been somewhere
without knowing how the place was reached. Thisalvidised screening instrument for
dissociative symptoms in clinical samples was fotmkdave good reliability and clinical
validity.

Somatoform dissociation was measured with the Somatoform Dissociation
Questionnaire (SDQ-20) [17]. The SDQ-20 is a 2thitpiestionnaire that measures
analgesia, anaesthesia, motor disturbances, ditegraeferences of tastes and smells,
pain, and loss of consciousness. Five-point s@tesised to indicate to what degree
presented statements apply. Statements includsofietimes happens that | feel pain
while urinating”; and “It sometimes happens to tmattl grow stiff for a while.” The total
score ranges from 20 to 100. The reliability of ¢leale is high and the construct validity is

good [24].
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taking the square root of the score minus 20. Befiees between the correlations of the

two samples were tested after application of Fishiep Z transformation.

Results

Traumatic experiences

Levene’s test for the equality of variances indédathat the range of the number of
types of traumatic experiences was greater in adhdin in students (F2, 146) = 10.91, p
=.001). Similarly, the range of the indices of pitgl abuse (2, 146) = 3.90, g .05), of
sexual harassment((f2, 146) = 17.85, g .001) and of the trauma area total composite
score of the TEC (2, 146) = 5.25, g .023) was greater in adults than in studentes&h
ranges were indeed restricted in the student saMpléances of emotional neglect,
emotional abuse and sexual abuse did not diffevder samples. Transformation of TEC
total scores successfully removed these differemcesmnge, as Levene's test on the
transformed scores was not significant.

Table 1 presents the various aspects of reporednitizing events in the two
samples. The mean number of types of traumatisiegte as measured by the TEC is
equally large in non-students as in students, 82527 respectively, Z -1,706, p= .088.

In students, 79.5 % reported events that are iedunl one of the five categories of the
TEC, whereas in non-students this proportion is 8bB& trauma area composite scores of
the other categories did not differ significantlgrh each other. The proportion of students
reporting emotional neglect did not differ signéitly from the proportion of non-students,
19.2% compared with 28.6%. Similar proportionstafients and non-students reported

emotional abuse, 18.6% and 28.6 % respectivelysiPal abuse was reported by 12.3 %
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of the students and 15.0 % of the non-studentfiofitgh 12.3 % of the students and 20.4 %
of the non-students reported sexual harassmestdifférence was not significant. Sexual

abuse was reported by 5.5 % of the students anth &Pthe non-students.

Insert Table 1 here

Dissociative experiences

The variance of psychoform dissociative phenomenaeasured by the DES was
significantly smaller in adults than in student§] £146) = 5.36, g .02. The variance of
somatoform dissociative phenomena as measureceldy2Q-20 did not differ between the
two samples. Students had higher DES scores cothparen-students and higher SDQ-
20 scores. This difference between samples remaitact after transformation of DES
and SDQ-20 scores. A score on the DES of 25 ise¢t@mmended cut-off score in the
screening for DSM-IV dissociative disorder [28]. Ang the students there were four
individuals with such a high score, and among e student sample, five individuals.
Similarly, a cut off score of 30 is recommendedtf@ SDQ-20 [29]. Five students and
seven non-students displayed this level. Only tao-students displayed scores above the

cut-off level on both DES and SDQ-20.
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Insert Table 2 here

Relationship between Traumatic Experiences andobiason

As shown in Table 2, there were significant zemeoPearson correlations between
the total score of the TEC, i.e. the number of $ypktraumatising events, and psychoform
dissociation in both samples. This correlation sigsificantly lower in adults than in
studentsp < .001. When the effect of absorption was paddbhut, this correlation only
remained significant in the student sample. Agtia,correlation was significantly higher
in students than in adults. The zero order Peareoelation between the total score of the
TEC and somatoform dissociation was also signiticaboth samples and did not differ
significantly between samples. The correlation ri@e significant in both samples after
partialling out the effect of absorption. Again, significant difference between the

magnitude of the correlation in the samples wagesl.

Discussion
In line with many other studies, the findings of tturrent study indicate that a
reported history of traumatisation is to some extelated to psychoform dissociation as
measured by the DES in two nonclinical samples. sthdy also documents an association
between reported traumatisation and somatofornodiatson, as measured by the SDQ-20,

in these samples. However, the magnitude of thesselations and the number of
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statistically significant correlations decreasecwlicontrolling for absorption as an index
of fantasy proneness.

Because most studies on non-clinical subjects gadh#ata from students, such
studies probably suffer from a restricted rangdigsociative phenomena and traumatic
experiences [10]. In our study, the range of thelmer of reported traumatising events is
indeed significantly smaller in students than immal adults. In contrast, the range of
psychoform dissociation is higher in students timsadults, while the range of somatoform
dissociation did not differ. One therefore needsé cautious in generalising results from
studies of traumatisation in student samples t@#éreeral population.

The absolute number of traumatising events didlifter significantly between
samples. Although people have a risk of experienaipotentially traumatic event every
day, some of the experiences that are capturdtii EC pertain to experiences that are
generally encountered before the age of 18. Tipfiegpspecifically to emotional neglect,
emotional abuse, and physical abuse. Therefordptakescore will only increase in few
people after they have turned 18. Students repdntagdever, more psychoform
dissociation and more somatoform dissociation ti@mstudents. This finding suggests
that younger people dissociate more. Another poggils that these figures reflect that
people get over dissociative symptomatology witl, agth or without professional help.
Only a longitudinal study could, however, providmclusive data on this topic.

The relationship between traumatisation and themeasures of dissociation differs
between the samples. In adults, the relation betwegorted traumatisation and
psychoform dissociation is significantly weakerrthia students. The correlation of

reported traumatisation and somatoform dissociatiaf similar magnitude in the two
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samples. This difference can most likely be attaduo the differences between the two
samples, the most prominent distinction being &gdlmwed by gender. For the subjects in
the non-student sample probably more time has etbgisce the reported events happened
than for the students.

We used the Tellegen Absorption Scale as a “clossin” [27] of fantasy proneness.
How exactly absorption and fantasy proneness éatetk and how they relate to distorted
memories is not completely clear. A plausible hjesis that is suggested in the recovered
memory debate states that absorption is a caphetyosters fantasizing, which in turn
leads to distorted memories. However, a strongraemt against this hypothesis comes
from an experimental study showing tivaividual differences in memory accuracy for
autobiographical events were significantly related to absorption but nofantasy
proneness [30]The measure of fantasy proneness in this study was the Inventory of
Childhood Memories and Imaginings, a measure of involvement in fantasy both as
a child and as an adult that was also used to construct the CEQ [2ig authors
speculate that those who score high on absorption are more inclined to incorporate
post-event information of any sort into the memory reconstruction process [30].
This tendency resembles the capacity to focus moiaternal experiences while at the
same time relatively neglecting external eventsithaeen in experimental research in
highly hypnotisable individuals [31]. These findinguggest that highly absorbed
individuals can have difficulty to distinguish imt&l and external events while memorizing
experiences and that therefore information canalsdyebe mixed with internal events and
not corrected by external evenis this view, absorption may foster errors in details of

a memory, which is completely different from making up false memories that have
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no relation with reality at all. A more accurate model of the relation between gitgor
and fantasy proneness and distortion in memori#sherefore contain a pathway from
absorption to fantasising and a second, separ#te/@a from absorption to memory
distortion.

Absorption is also correlated with dissociation][Ithe instrument that we used to
measure psychoform dissociation, the DES, contasgscale that measures absorption-
like phenomena that are commonly seen in mentaiiythy people and that manifest in a
wide range of mental disorders. Taxometric stubage indicated that it is useful to
distinguish between “normal” and “pathological” sli€iation. Individuals in the
“pathological” dissociative class (taxon) can bentified with a brief, 8-item questionnaire
called the DES-T [32]. The remaining items may megsure true dissociation—defined as
a lack of integration of mental and behaviouralr@meena that an individual experiences
and memorizes--but measure absorption-like phenamen, alterations of consciousness.
These alterations are conceptually different fragsaciative phenomena [33]. A factor
analysis on DES scores of a non-clinical samplgesigd a structure of only one
dimension of dissociation [34], but it could betthrae dissociation is uncommon in the
normal population. For these reasons, we haveaflattiout absorption from the relation
between traumatic experiences and dissociation.

As with most other studies, our study is crossigeat in nature and therefore does
not allow any conclusions with respect to a causationship between reported
traumatisation and dissociation. However, the stlmyuments that whereas the
relationship between reported traumatisation adhpfform dissociation is partially

mediated by absorption in both non-clinical samples relationship between reported
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traumatisation and somatoform dissociation in nlameal adults is not a function of
absorption. The findings suggest that the SDQ-29 Ingaa more reliable indicator of
dissociative phenomena than the DES. In a nornm@allption, psychoform dissociation as
measured by the DES mainly seems to coincide vaigo@ption.

Several studies of psychiatric patients have indat¢ghat a history of traumatisation
does not necessarily lead to lasting dissociatwepsomatology [35]. Our data support the
notion that many people who experience a potentiedlimatising event are able to deal
with it and will not develop dissociative symptorivost likely, dissociation is particularly
associated with specific types of overwhelming ¢évemotably a threat to one’s body from
another person, and with unfavorable combinatidnsnerving events, features of the
exposed individual (e.g., young age, prior histamgecure attachment) and characteristics

of the situation (e.qg., lack of support)[36].
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Table 1. Means and Standard Deviations of Scoreth&TEC, DES, and SDQ-20

for Students and Non-students.

Students Non-students
(N=73) (N=147)
Mean SD Mean SD Z p
TEC 2.27 2.09 3.25 3.29 -1.71 .088
TEC composite scores
Emotional neglect  1.56 3.95 2.22 4.38 -1.45 A5
Emotional abuse 1.42 3.65 2.08 4.34 -1.46 15
Physical abuse .58 1.99 .96 291 -.60 .55
Sexual harassment .26 .80 74 1.82 -1.63 .10
Sexual abuse 21 1.04 29 1.16 -.72 47
Composite Total 3.48 7.42 5.25 9.51 -1.23 22
DES 9.89 7.13 7.32 6.15 -2.76 .006
SDQ-20 24.43 4.36 23.20 4.97 -3.16 .002

Note Z-statistic derived from Mann-Whitney U test.
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Table 2. Correlations in the Two Samples betweenifiatic Experiences and Cognitive

and Somatoform Dissociation, Adjusted for Absonptio

Dissociation

DES SDQ 20 DES SDQ 20
Traumatic
Experiences Zero order Correlations Partial catrahs
TEC Controlling for Absorption
Adults (N = 147)
Total Score 27 307 .10 20"
Students N = 73)
Total score AL 36" 32" 27 %

Note Significance level of correlations:ps .05; *p<.01; ** p<.001
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