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Objective: In contrast to trauma’s rela-
tionship with the other dissociative disor-
ders, the relationship of trauma to deper-
sonalization disorder is unknown. The
purpose of this study was to systemati-
cally investigate the role of childhood in-
terpersonal trauma in depersonalization
disorder.

Method: Forty-nine subjects with DSM-IV
depersonalization disorder and 26 healthy
comparison subjects who were free of life-
time axis I and II disorders and of compa-
rable age and gender were administered
the Dissociative Experiences Scale and the
Childhood Trauma Interview, which mea-
sures separation or loss, physical neglect,
emotional abuse, physical abuse, witness-
ing of violence, and sexual abuse.

Results: Childhood interpersonal trauma
as a whole was highly predictive of both a
diagnosis of depersonalization disorder
and of scores denoting dissociation,
pathological dissociation, and deperson-
alization. Emotional abuse, both in total

score and in maximum severity, emerged
as the most significant predictor both of a
diagnosis of depersonalization disorder
and of scores denoting depersonalization
but not of general dissociation scores,
which were better predicted by combined
emotional and sexual abuse. The majority
of the perpetrators of emotional abuse
were either or both parents. Although dif-
ferent types of trauma were modestly cor-
related, only a few of these relationships
were statistically significant, underscoring
the importance of comprehensively con-
sidering different types of trauma in re-
search studies.

Conclusions: Childhood interpersonal
trauma and, in particular, emotional
abuse may play a role in the pathogenesis
of depersonalization disorder. Compared
to other types of childhood trauma, emo-
tional maltreatment is a relatively ne-
glected entity in psychiatric research and
merits more attention.

(Am J Psychiatry 2001; 158:1027–1033)

Dissociation is the disruption of the normal integra-
tive processes of consciousness, perception, memory, and
identity that define self-hood. All dissociative disorders
currently classified in DSM-IV are characterized by patho-
logical dissociation but differ in the dissociative domains
in which symptoms are primarily manifested. Research
has revealed that pathological dissociation is a categori-
cally distinct entity from the normal dissociative tenden-
cies that characterize the general population (1), and in a
well-designed twin study (2), the genetic heritability esti-
mate for pathological dissociation was zero, suggesting
that these conditions may be strongly driven by environ-
mental traumas. It appears that traumatic antecedents
play a major role in the pathogenesis of various dissocia-
tive disorders, although the age, type, and severity of the
traumas involved differs. Putnam and Trickett (3) elo-
quently described the shifts in self-states and the frag-
mentation of self and behavior that characterize victims of
child abuse. In a review article (4), 26 studies involving
2,108 subjects were compiled exploring the relationship
between abuse and dissociation; in this meta-analysis, the
effect size of this association was highly significant and in-
dependent of the type of abuse.

When examined by individual disorder, the role of
trauma can be briefly summarized as follows. Several
studies (5, 6) have clearly documented the relationship
between childhood interpersonal trauma, in particular,
severe physical and/or sexual abuse, and dissociative
identity disorder. In dissociative amnesia, an acute pre-
cipitating traumatic event is commonly identified, and in
dissociative fugue, subacute chronic stress is typically
described. In the more culturally bound dissociative dis-
orders, such as ataque and possession or trance states,
traumatic stressors are also typically described (7). Even in
subjects who do not suffer from a dissociative disorder,
dissociative symptoms are strongly suggestive of trau-
matic histories. In a study of subjects with borderline per-
sonality disorder (8), derealization was the single best pre-
dictor of childhood sexual abuse. Another study of general
psychiatric inpatients (9) found that childhood trauma
was more strongly related to dissociation than to posttrau-
matic stress disorder (PTSD). Dissociation is one of the
core symptoms of the newly proposed DSM-IV criterion
for acute stress disorder, and it appears predictive both of
later PTSD (10) and later dissociation (11).
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Given the well-documented traumatic antecedents to a
variety of dissociative symptoms and disorders, we were
interested in determining the possible role of trauma in
the pathogenesis of depersonalization disorder, one of the
major DSM-IV dissociative disorders, in which traumatic
antecedents have been minimally elucidated. In a prelim-
inary study of childhood trauma in depersonalization dis-
order (12), subjects were found to be significantly more
traumatized than healthy comparison subjects. However,
the trauma interview employed in that study had impor-
tant limitations. It only categorically quantified as present
or absent just three types of trauma—physical abuse, sex-
ual abuse, and witnessing of domestic violence—during
three developmental periods. It did not measure dimen-
sions such as severity, frequency, or duration nor other
types of childhood trauma, such as emotional abuse, sep-
aration or loss, and neglect. Thus, our prior positive find-
ings led us to undertake a more elaborate trauma study in
a larger group, which is the subject of this report.

Method

Forty-nine subjects with DSM-IV depersonalization disorder
and 26 healthy comparison subjects were recruited. Most sub-
jects with depersonalization disorder were participating in a
pharmacological treatment study, and a minority in neurochemi-
cal challenge studies. The healthy comparison subjects were
participating in studies of neuropsychology or neurochemical
challenges. After a complete explanation of the study, written in-
formed consent was obtained from all subjects. All studies had a
similar baseline evaluation that included the diagnostic and
trauma assessments described next, along with numerous other
questionnaires not included in this report. The overall evaluation
procedure was described on the written informed consent form
as follows: “You will be administered some psychiatric question-
naires and ratings which are designed to determine your current
and past feelings, behavior and life circumstances. These initial
questionnaires may take up to 6 hours to complete.” Trauma was
not a focus in these studies, thus minimizing potential subject
bias in the reporting of childhood trauma and effectively serving
as a blind. The subjects were also not recruited from or evaluated
within the context of any specialized trauma treatment unit or
therapy that may have increased subject bias. The investigators
were not blind to subject diagnoses. However, as will be de-
scribed, trauma scoring criteria were highly detailed and quanti-
fiable, thus decreasing potential interviewer biases. The subjects
with depersonalization disorder were recruited mostly through
newspaper advertisements for research (“Do you frequently feel

unreal/detached, as if in a dream/fog?”) and occasionally by
means of direct clinician referrals. The healthy comparison sub-
jects were also recruited through advertisements (“no lifetime
psychiatric problems”). After a telephone screening, subjects who
were potentially appropriate were seen for an initial clinical eval-
uation. This initial evaluation was always conducted by the prin-
cipal investigator (D.S.), most often in conjunction with a co-in-
vestigator (O.G.). It lasted up to 1 hour, and it comprised a general
psychiatric history with an emphasis on dissociative symptoms,
treatment history, and an overview of the major inclusion or ex-
clusion criteria with regard to study participation; trauma histo-
ries were not elicited.

Clinical diagnoses were subsequently confirmed by the follow-
ing structured diagnostic interviews. The subjects were evaluated
by means of the Structured Clinical Interview for DSM-IV Disso-
ciative Disorders (13), which allows the diagnosis of DSM-IV dis-
sociative disorders with a kappa of 0.96. The healthy comparison
subjects were free of dissociative disorders, other lifetime axis I
disorders, as assessed by means of the Structured Clinical Inter-
view for DSM-IV Axis I Disorders (14), and axis II disorders, as as-
sessed by means of the Structured Interview for DSM-IV Person-
ality Disorders (15).

The subjects completed the Dissociative Experiences Scale (16,
17), which is by far the most widely employed scale measuring
dissociation, used in more than 250 research studies to date (18).
The Dissociative Experiences Scale is a 28-item self-report mea-
sure of dissociative experiences that is intended for use as a trait
measure and inquires about “experiences that you may have in
your daily life.” Items are marked on a 0–100-mm visual analog
scale and are scored to the nearest 5 mm. The total score on the
Dissociative Experiences Scale is the mean score on the 28 items
and ranges from 0 to 100. The Dissociative Experiences Scale has
been shown to have good test-retest reliability (intraclass correla-
tion coefficent=0.79–0.96), high internal consistency (Cronbach’s
alpha=0.95), and strong convergent, discriminant, and criterion
validity (17).

Although some debate exists in the literature regarding the va-
lidity of factor analyses of the Dissociative Experiences Scale,
which yield dissociative symptom subscales and scores that can
be used in research, numerous studies have similarly replicated
three factors: self-absorption, amnesia, and depersonalization
(17). A factor analysis of subjects with depersonalization disorder
confirmed these three factors (19). In the current study we em-
ployed a depersonalization score from the Dissociative Experi-
ences Scale based on that factor analysis (the mean of items 7, 12,
13, 24, and 28). In addition, in this study we employed the patho-
logical dissociation taxon score from the Dissociative Experiences
Scale that was proposed by Waller et al. (1). They reexamined the
structure of the Dissociative Experiences Scale with sophisticated
taxometric analyses and found that it encompasses two categori-
cally distinct entities: normal dissociation, which is widely dis-
tributed in the general population and pathological dissociation,

TABLE 1. Ratings of Emotional Abuse Severity From the Childhood Trauma Interview

Emotional Abuse 
Severity Rating Description Example
1=Mild Yelling, inattentiveness, mild control, slight criticism “I can’t believe you broke that!”
2=Low Frightening yelling, insults to child’s behavior, criticism of friends or interests, 

rejection, some control or intrusion
“Your friends are bums!”

3=Moderate Very frightening yelling, insults to child’s character, derogatory rejection, 
disrespectful control, blame, silent treatment, favoring of other children

“Leave me alone. I’m sick of you!”

4=Severe Extremely derogatory characterizations, humiliating punishment or rejection, 
threats to hurt child, severe blame, clear favoring of other children

“I’ll make you wish you were never 
born!”

5=Extremely severe Threats to kill, injure, or abandon child, hateful characterizations, severe sadistic 
blaming or taunting, total control or intrusion

“Just wait and I’ll slit your throat!”

6=Emotional torture Vivid threats to child’s life, forcing of child to abuse others or torture or
condemn self

Leaving suicide note blaming child
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which is relatively rare in the population and a clear indication of
pathology. The taxon includes Dissociative Experiences Scale
items 3, 5, 7, 8, 12, 13, 22, and 27. We have previously found that
this taxon score, when applied to subjects with depersonalization
disorder, reflects their pathological dissociative state much more
strongly than their relatively modest scores on the Dissociative
Experiences Scale (19).

The Childhood Trauma Interview (20) is a detailed clinician-
administered interview of childhood interpersonal trauma up to
age 18, which has been described as “unique in providing a
means of quantifying the frequency, severity, and duration of a
wide range of childhood interpersonal traumatic events” (18). It
has been shown to have high reliability and validity and inquires
in detail about six types of trauma (separation or loss, physical
neglect, emotional abuse, physical abuse, witnessing of violence,
and sexual abuse) and codes age range, duration, frequency, se-
verity, and perpetrator types. Duration is scored in years (range=
0–18), while severity and frequency are scored on a scale of 0–6. A
frequency score of 1 represents “once or a few times over a num-
ber of years,” and a score of 6 “daily or more than once a day.” Se-
verity can range from very mild to extreme, customized to each
type of trauma and described with many detailed examples in the
scoring manual. Table 1 summarizes the severity coding for emo-
tional abuse from the Childhood Trauma Interview.

Total scores for each type of trauma were calculated by multi-
plying duration by frequency by severity for each perpetrator
(range=0–648) and summed across all perpetrators in the partic-
ular category. The total trauma score is the sum of total scores for
the six types of trauma. Maximum severity for each type of
trauma is defined as the highest severity score of all traumatic in-
cidents in that category (range=0–6). We examined severity sepa-
rately, in addition to total trauma scores, because severity of trau-
matic events is considered a major variable with pathogenic
implications in the trauma literature (18). It is conceivable, for ex-
ample, that a frequent and chronic low-grade trauma could yield,
by means of the scoring of this instrument, a greater total trauma
score than that for a one-time very severe trauma. Investigators
(D.S. and O.G.) were fully trained in the administration and scor-
ing of the Childhood Trauma Interview under the guidance of its
developer, Laura Fink, Ph.D.

All between-group comparisons of types of trauma employed
Student’s t tests that were Bonferroni corrected for six compari-
sons. Student’s t tests were also used to compare dissociation
scores between the two groups. Logistic regression analyses were
used to predict diagnostic group by trauma scores, while multiple
regression analyses were used to predict dissociation scores by
trauma scores. All stepwise regressions were conservatively cor-
rected for the number of predictors by means of an adaptation of
the Scheffé procedure for multiple comparisons. For logistic re-
gressions, this meant simply testing the chi-square value by using
the degrees of freedom for all predictors. For multiple regressions,
the sum of squares for any set of predictors was tested by using
the degrees of freedom for all the predictors. Pearson’s correla-

tions were employed to examine the relationships between the six
different types of trauma and were Bonferroni corrected for 15
comparisons. All tests were two-tailed.

Results

The two groups did not differ in age (subjects with de-
personalization disorder, mean=33.84 years, SD=8.74;
healthy comparison subjects, mean=30.50 years, SD=9.57)
(t=1.52, df=73, n.s.) or gender (χ2=1.88, df=1, n.s.). The
mean age of illness onset in the group with depersonaliz-
ation disorder was 16.14 years (SD=7.62, range=3–41). All
scores on the Dissociative Experiences Scale were signifi-
cantly higher in the group with depersonalization disorder
than in the comparison subjects (total score, mean=24.43,
SD=13.57, versus mean=4.55, SD=3.51, respectively) (t=
7.32, df=73, p<0.001) (depersonalization score, mean=
46.73, SD=20.44, versus mean=2.70, SD=3.11) (t=10.88, df=
73, p<0.001) (pathological dissociation taxon score,
mean=24.97, SD=12.04, versus mean=1.45, SD=2.72) (t=
9.80, df=73, p<0.001).

Current axis I comorbidity in the group with deperson-
alization disorder was the following: one with bipolar dis-
order, six with major depression, 10 with dysthymia, six
with panic disorder, nine with social phobia, four with ob-
sessive-compulsive disorder, seven with generalized anxi-
ety disorder, two with PTSD, one with bulimia, four with
somatization, two with body dysmorphic disorder, and
three with adjustment disorder. Axis II comorbidity in the
group with depersonalization disorder consisted of the
following personality disorders: avoidant (N=13), depen-
dent (N=4), obsessive-compulsive (N=10), paranoid (N=
6), schizoid (N=0), schizotypal (N=1), antisocial (N=1),
borderline (N=9), histrionic (N=4), and narcissistic (N=7).

Total scores for each of the six types of trauma differed
between the two groups for separation or loss and emo-
tional abuse (Table 2). It is of interest that separation or
loss was greater in the healthy subjects, whereas emo-
tional abuse was greater in the subjects with depersonaliz-
ation disorder. The total trauma score was significantly
higher in the group with depersonalization disorder than
in the comparison subjects (mean=420.29, SD=295.27,
versus mean=194.62, SD=179.94, respectively) (t=3.56, df=
73, p=0.001). The vast majority of the perpetrators of emo-
tional abuse were parents: both parents for 23 subjects

TABLE 2. Total Scores on the Childhood Trauma Interview for Subjects With Depersonalization Disorder and Healthy
Comparison Subjects, by Type of Trauma

Type of Trauma

Score on Childhood Trauma Interview

Subjects With Depersonalization Disorder (N=49) Healthy Comparison Subjects (N=26) Analysis

Mean SD Range Mean SD Range t (df=73) p
Separation or loss 12.31 15.11 0–69 25.92 25.41 0–87 2.91 0.005a

Physical neglect 52.96 63.48 0–306 36.73 49.18 0–165 1.13 0.26
Emotional abuse 228.71 162.62 0–628 81.23 122.65 0–529 4.05 <0.001a

Physical abuse 68.29 76.88 0–385 37.54 62.70 0–276 1.75 0.08
Witnessing of violence 50.63 110.47 0–594 9.65 17.04 0–72 1.87 0.07
Sexual abuse 7.43 13.68 0–66 3.54 16.03 0–82 1.10 0.27
a Significant after Bonferroni correction for six comparisons (p=0.008).
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with depersonalization disorder, the mother only for 12,
and the father only for nine. The reported incidence of
other perpetrators, such as siblings, other relatives, other
adult caregivers or acquaintances, and peer groups, was
notably lower, with frequencies of eight or fewer for the
group with depersonalization disorder.

The six total trauma scores together significantly pre-
dicted diagnostic group by logistic regression (χ2=27.55,
df=6, p<0.001), correctly classifying 77% of all subjects and
90% of the subjects with depersonalization disorder.
When entered stepwise into the logistic regression, emo-
tional abuse alone significantly predicted diagnosis (χ2=
17.95, df=6, p<0.01). Emotional abuse and separation or
loss together also predicted diagnosis more powerfully
than emotional abuse alone (χ2=24.77, df=6, p<0.001),
whereas the improvement to the emotional abuse predic-
tion contributed by separation or loss did not approach
significance (χ2=6.82, df=6, n.s.).

In addition, we examined the prediction of dissociation
scores by total trauma scores by means of multiple regres-
sions. As a unit, the six total trauma scores significantly
predicted the total score on the Dissociative Experiences
Scale (R=0.42, R2=0.18; F=2.41, df=6, 68, p<0.05), the
pathological dissociation taxon score (R=0.42, R2=0.18; F=
2.46, df=6, 68, p<0.05), and especially the depersonaliz-
ation score (R=0.50, R2=0.25; F=3.81, df=6, 68, p=0.002).
When entered stepwise into the multiple regression analy-
ses, emotional abuse alone significantly predicted the de-
personalization score (R=0.41, R2=0.17; corrected F=2.51,
df=6, 68, p<0.05) but not the total or taxon scores. No other
types of trauma yielded significant predictions.

The two groups did not differ significantly in the age at
onset for any type of trauma other than emotional abuse,
which had an earlier onset in the subjects with deperson-
alization disorder (Table 3). Maximum severity for each

type of trauma was significantly greater in the subjects
with depersonalization disorder for emotional, physical,
and sexual abuse (Table 3). As a unit, the six maximum se-
verity trauma scores significantly predicted diagnostic
group by means of logistic regression (χ2=25.23, df=6,
p<0.001), correctly classifying 76% of the subjects. When
entered stepwise into the logistic regression, the maxi-
mum severity of emotional abuse alone significantly pre-
dicted diagnosis (χ2=15.23, df=6, p<0.05). Emotional
abuse severity and sexual abuse severity together pre-
dicted diagnosis more powerfully than emotional abuse
severity alone (χ2=22.75, df=6, p<0.001), whereas the im-
provement to the prediction by emotional abuse severity
contributed by sexual abuse severity did not approach sig-
nificance (χ2=7.52, df=6, n.s.).

In addition, we examined the prediction of dissociation
scores by maximum severity for each type of trauma using
multiple regression analyses. The six trauma scores for
maximum severity together significantly predicted total
score on the Dissociative Experiences Scale (R=0.52, R2=
0.27; F=4.21, df=6, 68, p=0.001), the pathological dissocia-
tion taxon score (R=0.48, R2=23; F=3.41, df=6, 68, p<0.01),
and the depersonalization score (R=0.51, R2=0.26; F=4.01,
df=6, 68, p=0.002). When entered stepwise into the multi-
ple regression analyses, maximum severity of emotional
abuse and sexual abuse combined significantly predicted
total score on the Dissociative Experiences Scale (R=0.46,
R2=0.21; corrected F=3.28, df=6, 68, p<0.01). Maximum se-
verity of emotional abuse alone significantly predicted
only depersonalization score (R=0.44, R2=0.19; corrected
F=2.91, df=6, 68, p<0.05).

When we examined the relationships between total
scores for each type of trauma, Bonferroni corrected for 15
comparisons to p=0.003, the only significant correlations
were between emotional abuse and physical abuse (r=

TABLE 3. Age at Onset and Maximum Severity of Trauma Experienced by Subjects With Depersonalization Disorder and
Healthy Comparison Subjects

Type of Trauma

Subjects With Depersonalization 
Disorder (N=49)

Healthy Comparison Subjects 
(N=26) Analysis

Mean SD Range Mean SD Range t df p
Separation or loss

Age at onset (years) 8.79 5.78 0–17 6.20 4.76 0–15 1.72 56 0.09
Severity (maximum=6) 2.16 1.48 0–4 2.08 1.55 0–5 0.24 73 0.81

Physical neglect
Age at onset (years) 9.24 3.34 2–17 7.38 2.02 3–10 1.87 44 0.07
Severity (maximum=6) 1.59 1.47 0–5 0.92 1.06 0–3 2.05 73 0.04

Emotional abuse
Age at onset (years) 5.57 3.49 0–13 8.33 3.88 2–16 2.91 65 0.005a

Severity (maximum=6) 2.78 1.05 0–5 1.65 1.20 0–4 4.20 73 <0.001a

Physical abuse
Age at onset (years) 6.31 3.68 0–16 6.78 3.53 2–18 0.51 69 0.61
Severity (maximum=6) 2.88 1.22 0–5 2.04 1.28 0–4 2.79 73 0.007a

Witnessing of violence
Age at onset (years) 6.71 4.24 0–16 7.73 4.20 2–15 0.67 37 0.51
Severity (maximum=6) 1.61 1.77 0–6 0.92 1.32 0–4 1.75 73 0.09

Sexual abuse
Age at onset (years) 9.38 4.50 2–17 11.83 4.49 6–17 1.20 28 0.24
Severity (maximum=6) 1.47 1.68 0–5 0.46 1.03 0–4 2.78 73 0.007a

a Significant after Bonferroni correction for six comparisons (p=0.008).
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0.35, df=73, p=0.002), as well as between witnessing of vio-
lence and physical abuse (r=0.52, df=73, p<0.001). Rela-
tionships among maximum severity ratings for each type
of trauma, with the same statistical correction, revealed a
significant correlation only between the maximum sever-
ity of emotional abuse and physical abuse (r=0.46, df=73,
p<0.001).

Discussion

The main findings of this study can be summarized as
follows: childhood interpersonal trauma as a whole was
highly predictive of both a diagnosis of depersonalization
disorder and of scores denoting dissociation, pathological
dissociation, and depersonalization. When we examined
the role of the various types of trauma with conservative
statistical methods, emotional abuse alone, both total
score and maximum severity, emerged as the most signifi-
cant predictor of both depersonalization disorder diagno-
sis and depersonalization severity. The large majority of
perpetrators in the category of emotional abuse were ei-
ther or both parents. It appears, then, that the ongoing
chronicity and frequency of abuse, which presumably re-
flect the predominant affective coloring of the underlying
attachment between parent and child and are captured by
the total score, the worst form that the emotional abuse
ever took as encoded by its maximum severity, and its ear-
lier age at onset, may all play an important role in the
pathogenesis of depersonalization disorder. It is of interest
that separation or loss appeared protective; one might
speculate that their greater occurrence in healthy subjects
yielded them protection from otherwise potentially abu-
sive individuals. It is also intriguing that emotional abuse
significantly predicted depersonalization disorder but not
general scores denoting dissociation, which were better
predicted by the combined severity of emotional and sex-
ual abuse. This suggests a unique relationship between
emotional abuse and depersonalization disorder, while
other more severe types or combinations of abuse may
contribute to more severe dissociative symptoms, such as
amnesia or identity disturbances.

The results clearly indicate that although different types
of trauma tended to be modestly correlated, a limited
number of these relationships were statistically signifi-
cant, underscoring the importance of considering differ-
ent types of trauma as independent entities as well as in
conjunction with each other in their cumulative impact.
This variation highlights the importance of comprehen-
sively assessing the various types of childhood trauma in
research. Concerns can arise when studies of particular
types of abuse fail to control for other covarying types of
abuse (21, 22). For example, concomitant physical or psy-
chological abuse may account for some of the difficulties
otherwise attributed to sexual abuse (23), whereas emo-
tional maltreatment is present in almost all cases of phys-

ical maltreatment and may be more strongly related to
detrimental outcomes (24–27).

There is a notable paucity of research on emotional mal-
treatment compared to physical or sexual abuse, which is
probably contributed to by a number of factors. For one,
emotional maltreatment can certainly be less dramatic
and toxic than more severe types of abuse. Second, it is al-
most ubiquitous, and therefore its definition, operational-
ization, and measurement pose particular challenges (28).
A variety of terms have been used to describe it, such as
emotional abuse, psychological abuse, psychological mal-
treatment, mental injury, mental cruelty, and emotional
neglect, which capture similar but not necessarily identi-
cal concepts (29). Five subcategories have been delineated
by experts in the field: rejection and degradation, terror,
exploitation and corruption, denial of emotional respon-
siveness, and isolation (30).

Even so, a number of studies have underscored the po-
tential importance of emotional maltreatment. Parental
warmth in early life is well known to be protective against
later psychiatric risk (31), and the presence of emotional
abuse, in addition to its direct detriments, has been found
to be significantly related to less loving support and pro-
motion of individuation by parents of both genders (32).
One study of women with bulimia nervosa (33) found that
they differed from healthy comparison women in expo-
sure to emotional and physical abuse and cautioned
against focusing simply on sexual abuse. In a nonclinical
female sample, disordered eating was predicted only by
emotional abuse, and the effect was strongly mediated by
anxiety and dissociation (34). In a study of patients with
personality disorder and substance abuse (35), emotional
abuse was a broad risk factor for all three clusters, whereas
no specific associations emerged for sexual abuse.

The relationship between emotional abuse and dissoci-
ation in particular has received limited attention. Almost
all studies to date have focused on the relationship be-
tween sexual and/or physical abuse and dissociation, al-
though there has been growing interest in the pathogenic
role of seriously disrupted early attachments (36). Indeed,
in a study of dissociation in female college students (37),
no single type of abuse accounted for a unique proportion
of the variance in dissociation when the other types of
abuse were controlled. In adolescent general psychiatric
inpatients, dissociation was significantly correlated with
emotional abuse, physical abuse, sexual abuse, and ne-
glect (38). In adult general psychiatric inpatients, the se-
verity of dissociative symptoms was best predicted by sex-
ual abuse, physical abuse, and maternal neglect (39). A
reported history of childhood psychological maltreatment
in the absence of physical or sexual abuse was found to
correlate with adult dissociation in female health care pro-
viders (40). Dissociation also correlated with negative
home environment and neglect, separate from sexual
abuse and from punishment, in college students (41).
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Certain important limitations of this study should be
highlighted. Given the absence of a psychiatric control
group, one could argue that the higher rates of emotional
abuse in the subjects with depersonalization disorder
than in the healthy volunteers was a nonspecific finding
that might characterize a variety of psychiatric disorders.
However, the very powerful prediction, not just of diagno-
sis but also of dissociation scores by trauma, and the
uniquely specific prediction of depersonalization scores
by emotional abuse, mitigated against this possibility. It is
well established that scores denoting dissociation, and
particularly pathological dissociation, effectively discrim-
inate dissociative diagnoses from other psychiatric diag-
noses (1, 17). Still, a future study might benefit from the in-
clusion of a psychiatric control group, such as one with
major depression or measures of other symptom profiles,
such as anxiety and depression. Also, our trauma inter-
views could not be conducted with investigators blind to
diagnoses; this may have conceivably skewed our find-
ings. However, the Childhood Trauma Interview is highly
operationalized and quantifiable and leaves little room for
subjective interpretation, and we did not have a preexist-
ing hypothesis regarding emotional abuse in particular.
The trauma interview utilized in this study thoroughly ex-
plores certain aspects of emotional abuse, such as spurn-
ing and terrorizing, but is more limited in its coverage of
emotional neglect, i.e., the absence of positive parenting
(42). A larger mixed group of subjects with dissociative dis-
orders might better allow a teasing out of the relationship
among the various dissociative disorders and symptoms
and the various types of childhood trauma. Finally, any
cross-sectional study has to be very cautious in inferences
about causality, and ultimately, the genesis and evolution
of dissociative symptoms has to become fully elaborated
from children subjected to trauma followed prospectively
into adulthood.

In conclusion, this study is the first systematic demon-
stration of an association between depersonalization dis-
order and childhood interpersonal trauma and suggests
that emotional abuse may play an important role in the
genesis of depersonalization symptoms. In contrast to
physical and sexual abuse, psychological maltreatment
appears underestimated and neglected in the psychiatric
literature and merits more attention. Finally, the various
dissociative disorders may lie on a spectrum of severity
associated with different types of childhood traumatic
antecedents.
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