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Objective: The aim of this study was to examine the relationship between childhood sexual
abuse, childhood physical abuse, current psychiatric illness, and measures of dissociation in
an adult population. Method: The authors used a randomly selected sample of 1,028 individu-
als. Each subject completed a semistructured face-to-face interview that included measures of
childhood sexual abuse, childhood physical abuse, DSM-III-R psychiatric diagnoses, and se-
lected items from the Dissociative Experiences Scale. Results: Many individuals experienced
occasional dissociative symptoms, and 6.3% of the population suffered from three or more
frequently occurring dissociative symptoms. Among these individuals, the rate of childhood
sexual abuse was two and one-half times as high, the rate of physical abuse was five times as
high, and the rate of current psychiatric disorder was four times as high as the respective rates
for the other subjects. Logistic regression modeling showed that physical abuse and current
psychiatric illness were directly related to a high rate of dissociative symptoms but sexual abuse
was not. The influence of sexual abuse was due to its associations with current psychiatric
illness and with childhood physical abuse. Childhood physical abuse was not directly related
to current psychiatric illness. Its association appeared to be mediated by its link to childhood
sexual abuse. Conclusions: This study confirms that a small proportion (approximately 6%)
of the general population suffer from high levels of dissociative symptoms. It calls into question
the hypothesized direct relationship between childhood sexual abuse and adult dissociative
symptoms.
 (Am J Psychiatry 1998; 155:806–811)

D issociation is defined in DSM-IV as a disruption
in the usually integrated functions of conscious-

ness, memory, identity, and perception of the environ-
ment. Dissociative symptoms exist along a continuum,
ranging from common experiences such as daydream-
ing and lapses in attention, through déjà vu phenom-
ena, to a pathological failure to integrate thoughts, feel-
ings, and actions (1). Dissociative symptoms have long
been observed among patients with psychiatric illness.
Systematic clinical surveys consistently show that
around one-quarter of patients with psychiatric illness
have a substantial level of dissociation (2–4). There
have been two published surveys of dissociative symp-
toms in general population samples. These demon-

strated that dissociative symptoms are common and
that approximately 5% of the population suffer from
high levels of dissociation (4, 5).

The hypothesis that dissociation occurs in response
to trauma has a long tradition in psychiatry, beginning
with Janet around the turn of the century (6). The belief
is that trauma (particularly in childhood, when the ca-
pacity for dissociation may be at its highest) is respon-
sible for inducing the defensive use of dissociative proc-
esses. The dissociation is initially used as a means of
defense or an attempt to adapt to the pain; if the extent
of the abuse is sufficient, then the dissociative response
regularly becomes relied on as a defense mechanism and
the individual’s mental processes become intermittently
fragmented (7).

While the past decade has seen a return to an atheo-
retical descriptive perspective to depict most psychiat-
ric symptoms, dissociation remains firmly linked with
childhood trauma. Both childhood physical abuse and,
more particularly, childhood sexual abuse have been
said to be causally related to adult dissociative symp-
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toms. This relationship has been studied in a variety of
ways, and most studies indicate an association be-
tween proneness to dissociation and childhood abuse
(2, 7–14). Although physical abuse has generally been
reported to be linked with dissociative symptoms, not
all studies show this (e.g., reference 14). Sexual abuse,
on the other hand, is believed by many to be specifi-
cally causally linked with adult dissociative symptoms.
This belief has now reached the point where some in-
vestigators assume the link has been satisfactorily dem-
onstrated and focus their research on what character-
istics of the abuse result in the use of dissociation (13).
Other researchers, however, still argue about whether
or not a direct link between early sexual trauma and
markers of high dissociation has been compellingly es-
tablished (15).

The reason for this confusion may be related to the
research to date. Most studies of the relationship be-
tween childhood abuse and dissociation used clinical
populations or nonclinical samples of undergraduate
students. The samples were usually small and consisted
only of females. The studies have used a variety of,
sometimes nonstandardized, measures to quantify
abuse, psychiatric illness, and dissociative experiences.
Many studies have failed to control for the relationship
between childhood physical and sexual abuse and their
relationship to psychiatric illness, as well as to dissocia-
tive symptoms.

To try to better define the relationship of childhood
sexual abuse, childhood physical abuse, psychiatric ill-
ness, and measures of dissociation, we used a large,
randomly selected general population sample. We used
standardized measures of childhood abuse, current
psychiatric illness, and dissociative symptoms. We
used logistic regression modeling to examine possible
interrelationships between childhood abuse, psychiat-
ric illness, and measures of dissociation. We wished to
see whether there was a direct relationship between
childhood abuse and dissociative symptom scores in
adulthood. We were particularly interested in the rela-
tionship between sexual and physical abuse, the rela-
tionship between abuse and mental illness, and the re-
lationship between mental illness and measures of
dissociation.

METHOD

Sample

The subjects were recruited as a control group for a case-control
study on suicide (16). They were randomly selected from electoral
rolls for the Canterbury region of New Zealand. This is a mixed ur-
ban and rural area with a regional population of approximately
430,000. It has one city, Christchurch, with a population of 315,000.
Official estimates from the National Electoral Roll Office are that
95.5% of the eligible population were enrolled on the Canterbury
electoral rolls during data collection. An age- and gender-stratified
sample was obtained, the selection being proportional to the known
age and gender distribution of the population aged 18 years and over.

In total, 1,200 subjects were selected from electoral rolls for the
population sample (no exclusion criteria were applied), and 1,028

subjects participated in the study. Ninety-three (7.8%) refused, 57
(4.8%) could not be traced, and 22 (1.8%) were unable to adequately
complete the interview because of intellectual limitations, illness, or
language problems. The response rate was therefore 85.7%.

Data Collection

After an introductory letter and discussion of the study, the sub-
jects who agreed to participate were interviewed. A semistructured
interview was conducted face to face with each subject by trained
interviewers. The work was monitored closely, and all interviewers
met weekly with the supervisor (A.L.B.) for debriefing, checking, and
editing of each interview. A parallel interview was conducted with a
“significant other” who knew the subject well and was nominated by
the subject. This study was approved by the Ethics Committee of the
Canterbury Area Health Board and the Southern Regional Health
Authority. Written informed consent was obtained from all study
participants after the aims and procedures of the study had been fully
explained.

Measures

Dissociative symptoms. The Dissociative Experiences Scale is a 28-
item self-report questionnaire that has been reported to be reliable,
internally consistent, and temporally stable (17, 18). We modified it
in the following ways. We used 15 items, selecting these on the basis
of the face validity of individual items. Rather than a vertical slash on
a continuous dimension we used a four-part scale labeled “i” (rarely
or never), “ii” (occasionally), “iii” (often), and “iv” (always or almost
always). Since this was part of a larger study in which subjects were
interviewed, the subjects were asked about symptoms rather than be-
ing required to complete the Dissociative Experiences Scale as a self-
report questionnaire.

Psychiatric diagnosis. The interview for each subject included
questions from the Structured Clinical Interview for DSM-III-R—Pa-
tient Version (19) to generate DSM-III-R diagnoses of selected mental
disorders. The information gathered from the subject and from the
close friend or relative was integrated in a diagnostic conference to
produce, for each subject, best-estimate diagnoses of mental disorders
(according to DSM-III-R criteria). In this analysis the following diag-
nostic groups for disorders in the month before the interview were
used: any mood disorder (major depression and bipolar disorder);
any psychoactive substance use disorder (alcohol, cannabis, and
other abuse or dependence); any anxiety disorder (panic disorder,
agoraphobia, obsessive-compulsive disorder, simple phobia, social
phobia); and posttraumatic stress disorder. The test-retest reliability
of the best-estimate diagnostic procedure was ascertained by a re-
evaluation of 20% of the subjects. The test-retest agreement was high.
The kappa coefficients (20) for the principal diagnostic categories
(mood disorders, substance use disorders, anxiety disorders, post-
traumatic stress disorder) ranged from 0.95 to 0.99.

Childhood sexual abuse. Each subject was asked whether or not
during childhood he or she had been “physically or psychologically
forced by anyone to engage in any unwanted sexual activity, sexually
assaulted, or raped,” a definition previously used by Murphy (21).
Subjects who responded positively to this question were then asked
further questions relating to this activity (if they felt able to talk about
the matter). Subjects were classified as having a history of childhood
sexual abuse if they responded positively to the initial question and
subsequent questioning established a history of childhood sexual
abuse. The subjects were divided into three groups: those who had
suffered no abuse or only noncontact abuse, those who had had con-
tact abuse but not involving intercourse, and those whose sexual
abuse involved attempted intercourse and/or actual intercourse.

Childhood physical abuse. The subjects were questioned as to
whether or not they believed they had experienced physical abuse
during childhood. The subjects who responded positively to this ques-
tion were then asked to provide specific examples of the abusive be-
havior they had experienced. Subjects were classified as having a his-
tory of physical abuse if they responded positively to the initial
question and the responses to subsequent questions established a his-
tory of physical abuse.
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RESULTS

Dissociative Symptoms

Table 1 shows the base frequencies of the Dissociative
Experiences Scale symptoms in the general population
sample. Most symptoms were rarely or never experi-
enced, with the exception of not hearing what was said,
which is, not surprisingly, occasionally experienced by
53.5% of normal individuals. Few people always or al-
most always experience dissociative symptoms.

To represent variation in dissociation scores, the items
in table 1 were summed to produce, for each subject, an
overall dissociation score. The reliability of this score was
assessed by coefficient alpha (22) and was found to be
acceptable (alpha=0.78). However, for the purposes of
the subsequent analysis it was found useful to dichoto-
mize these scores so as to divide the subjects into those
having marked symptoms of dissociation and those with-
out high symptom levels. Previous studies have suggested
that approximately 5% of the population suffer from
high levels of dissociation, and we found that using a cri-
terion of three dissociative symptoms (occurring often,
almost always, or always) resulted in classification of
6.3% of the sample as having high dissociation scores.
Among those classified as having high dissociation
scores, the mean number of dissociation symptoms was
4.77, and the range was three to 13.

Characteristics of Subjects With High Dissociation
Scores

Table 2 shows the relationship of childhood sexual
abuse, childhood physical abuse, and the selected DSM-
III-R disorders to a high dissociation score (i.e., three or
more symptoms occurring often, almost always, or al-
ways). Each comparison was tested for statistical signifi-

cance by using the chi-square
test of independence, and the test
of association between a high
dissociation score and each risk
factor was made by using the
odds ratio and 95% confidence
interval. The odds ratio for any
childhood contact sexual abuse
(i.e., including both contact
abuse not involving intercourse
and abuse involving attempted
or actual intercourse) was 2.6
(confidence interval=1.3–5.4).

The table shows that the rate
of high dissociation scores was
significantly higher among the
individuals reporting childhood
physical abuse and childhood
sexual abuse than among the
other subjects.

In addition, the subjects who
met the DSM-III-R criteria for a
current mental disorder (any

mood disorder, any substance use disorder, any anxiety
disorder, or posttraumatic stress disorder) also showed
higher rates of high dissociation scores. The odds ratios
for the specific diagnostic groups ranged from 2.8 (for
any substance use disorder) to 7.7 (for posttraumatic
stress disorder).

In general, these results clearly suggest that the odds
of having a high dissociation score were high for indi-
viduals reporting a history of childhood abuse and for
those with a current mental disorder.

Links Among Childhood Abuse, Mental Disorder,
and Dissociation

To explore the relationships between high dissocia-
tion score, childhood abuse, and current psychiatric
disorder, a logistic regression model was fitted to the
data. The log odds of a high dissociation score was
modeled as a linear function of exposure to childhood
sexual abuse, exposure to childhood physical abuse,
and current mental disorder. Age and gender were en-
tered into the equation to take account of possible vari-
ations. The results of this analysis are shown in table 3,
which shows, for each predictor variable 1) the logistic
regression coefficient, 2) the standard error of the logis-
tic regression coefficient, and 3) the results of the log
likelihood ratio chi-square test of significance of the re-
gression coefficient.

The table shows that both childhood physical abuse
and current mental disorder were predictive of high dis-
sociation. However, childhood sexual abuse was unre-
lated to dissociation score when due allowance was
made for current mental disorder and childhood physi-
cal abuse.

To examine why childhood sexual abuse was not pre-
dictive of a high dissociation score when allowance was
made for current mental disorder and childhood physi-

TABLE 1. Frequency of Dissociative Experiences Among a General Population Sample (N=1,028)

Item From the Dissociative Experiences Scale

Percent of Subjects

Rarely
or Never

Occasion-
ally Often

Almost
Always

or Always

Behaving in unexpected ways 69.8 24.0  4.5 1.8
Having episodes of forgetfulness 61.7 29.4  7.1 1.8
Feeling he/she is not in the real world 85.5 11.2  2.2 1.1
Not hearing what was said 30.5 53.5 13.6 2.2
Having no idea of how he/she got there 94.9  3.9  0.9 0.3
Finding new things in belongings 97.2  2.6  0.1 0.1
Standing next to self 90.0  8.7  1.1 0.3
Objects or people seeming unreal 93.3  5.3  1.1 0.4
Body not belonging to self 94.2  4.4  1.2 0.3
Reliving event 68.6 25.4  5.2 0.8
Not being sure of whether things happened 75.9 21.6  2.1 0.4
Being so involved in fantasy it seems to have really

happened 90.4  7.8  1.3 0.6
Not being able to remember whether he/she did

something or just thought about it 66.3 29.2  3.8 0.7
Finding drawings or writings among belongings

that he/she cannot remember doing 94.3  5.1  0.5 0.2
Feeling like two different people 87.6  9.5  2.3 0.5
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cal abuse, the data were further analyzed by using log
linear modeling methods. This analysis suggested that
linkages between childhood sexual abuse and dissocia-
tion arose by two indirect routes:

1. Childhood sexual abuse was related to current
mental state (χ2=18.0, df=1, p<0.0001), which was in
turn related to dissociation (χ2=22.7, df=1, p<0.0001).

2. Childhood sexual abuse was related to childhood
physical abuse (χ2=11.0, df=1, p<0.005), which was in
turn related to dissociation (χ2=8.6, df=1, p<0.005).

When these indirect linkages between childhood sex-
ual abuse and high dissociation score were taken into
account, childhood sexual abuse had no direct effect on
dissociation score (χ2=2.6, df=1, p>0.20). Substan-
tively, these results suggest that childhood sexual abuse
was unrelated to the level of dissociation when allow-
ance was made for the linkages between 1) childhood
sexual abuse and current mental disorder and 2) child-
hood sexual abuse and childhood physical abuse.

DISCUSSION

In this study, childhood sexual abuse, childhood
physical abuse, and current psychiatric illness were all
related to high scores on the Dissociative Experiences
Scale. However, when multivariate methods were used
to explore the relationships between these factors, some
surprising effects emerged. The effects of sexual abuse
were not direct but were due to the association of child-
hood sexual abuse with current psychiatric disorder

and the association of childhood sexual abuse with
childhood physical abuse. Childhood physical abuse,
on the other hand, was directly related to high scores
on the Dissociative Experiences Scale. It is also clear
that having current psychiatric illness is strongly related
to high dissociative symptom scores.

These findings call into question the hypothesized di-
rect effects of childhood sexual abuse on dissociation
and suggest that any causal influence of childhood sex-
ual abuse on dissociation is likely to be indirect and
mediated by more general linkages between childhood
sexual abuse and risks of mental disorder. These find-
ings contradict most published results from studies that
have looked at this relationship. An important reason
for this may be that our study is one of few, to our
knowledge, that have examined this relationship in ran-

TABLE 2. Relation of High Dissociation Score to Childhood Sexual Abuse, Childhood Physical Abuse, and Current Psychiatric Disorder for a
General Population Sample (N=1,028)

Variable N

Percent of Subjects
With High

Dissociation Scoresa
Odds 
Ratio

95%
Confidence

Interval

Analysis

χ2 df p

Childhood sexual abuse 10.8 2 <0.005 
No abuse or noncontact abuse 957  5.8
Contact abuse not involving intercourse 41  9.8 1.7 0.6–5.1
Abuse involving attempted intercourse or

actual intercourse 30 20.0 4.0  1.6–10.2
Childhood physical abuse 17.0 1 <0.0001

No 1,000  5.8
Yes 28 25.0 5.4  2.2–13.3

Current DSM-III-R disorders
Any mood disorder 30.4 1 <0.0001

No 960  5.2
Yes 68 22.1 5.2 2.7–9.8

Any substance use disorder 11.3 1 <0.001 
No 929  5.5
Yes 99 14.1 2.8 1.5–5.3

Any anxiety disorder 25.1 1 <0.0001
No 975  5.4
Yes 53 22.6 5.1  2.5–10.3

Posttraumatic stress disorder 11.2 1 <0.001 
No 1,019  6.1
Yes 9 33.3 7.7  1.9–31.6

Any DSM-III-R disorder 34.5 1 <0.0001
No 836  4.2
Yes 192 15.6 4.2 2.5–7.1

aA high score was defined as having three or more symptoms from the Dissociative Experiences Scale that occurred often, almost always, or
always.

TABLE 3. Logistic Regression of Log Odds of High Dissociation Scorea

on Childhood Physical Abuse, Childhood Sexual Abuse, and Current
Psychiatric Disorder for a General Population Sample (N=1,028)

Factor
Regression 
Coefficient

Standard
Error

Analysis (df=1)

χ2 p

Childhood physical abuse  9.33 0.49  8.6 <0.005 
Childhood sexual abuseb  1.38 0.40  2.6 >0.20  
Current DSM-III-R disor-

der 22.62 0.28 22.7 <0.0001

aA high score was defined as having three or more symptoms from
the Dissociative Experiences Scale that occurred often, almost al-
ways, or always.

bDefined as any sexual abuse involving contact.
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domly selected general population samples. Using a
clinical sample, as most studies have done, may intro-
duce substantial bias. It is possible that individuals with
childhood sexual abuse and psychiatric symptoms are
more likely to seek treatment than those who suffer
similar symptoms but have not been sexually abused. It
has also been suggested that treatment for sexual abuse
may produce an increase of dissociative symptoms, giv-
ing rise to an apparent but spurious relationship. Using
student groups, as some studies have done, also intro-
duces bias: students are not representative of a general
population and may self-select for certain courses.

In addition, few studies have examined the effect of
current psychiatric illness on dissociative symptoms.
This is surprising since there is consistent evidence that
dissociative symptoms are highly correlated with psy-
chopathology (2–4). It is likely that several of the items
on the Dissociative Experiences Scale will be responded
to positively by people suffering from anxiety or depres-
sive disorders. Since most studies have shown that sex-
ual abuse causes higher rates of psychiatric disorders in
adults (23–25), persons with childhood sexual abuse
will have higher scores on the Dissociative Experiences
Scale. This relationship implies that the higher rate of
dissociative symptoms among those exposed to child-
hood sexual abuse may reflect their greater vulnerabil-
ity to psychiatric disorder in general rather than the di-
rect and specific effects of childhood sexual abuse on
dissociation.

One argument might be that our modifications of the
Dissociative Experiences Scale might have influenced
the results. We feel that this is unlikely; the proportion
of individuals with high scores on the Dissociative Ex-
periences Scale in our study was similar to previously
reported rates for community samples (4, 5), and the
questions we chose were evenly distributed among the
three factors reported by the authors of these studies
(26). Interviewing patients, rather than using a self-re-
port method, may enhance the validity of the answers.
Horen et al. (11), for example, suggested that many pa-
tients have difficulty completing the self-administered
Dissociative Experiences Scale, and these authors com-
mented that this problem was not well addressed.

A more provocative argument is that the Dissociative
Experiences Scale is an unsuitable instrument for meas-
uring dissociation. Our study cannot address this issue,
but it is important to note that the Dissociative Experi-
ences Scale is considered a reliable and valid way to
measure dissociation in many groups (17, 18), that it
performs well as a screening instrument for dissociative
disorders (5, 26), and that it has been used in most stud-
ies linking sexual abuse to dissociative symptoms (e.g.,
references 2, 8–11, 13).

It is also possible that our definition of sexual abuse
may have influenced the findings. We believe that our
rather narrow view of what constituted sexual abuse
(i.e., confining our analysis to contact abuse) should
have strengthened rather than weakened any potential
direct relationship between sexual abuse and dissocia-
tion scores.

Waller et al. (27) recently rescaled the Dissociative
Experiences Scale to produce an eight-item scale that
may more accurately reflect pathological dissociation.
Since six of their criteria were also included in the 15
items we used, we reanalyzed the data by using these six
items to check our association. The result was that the
association between dissociation and childhood sexual
abuse (any contact sexual abuse) was smaller and, in
fact, no longer significant (odds ratio=2.1, 95% confi-
dence interval=0.9–4.7, p>0.05).

In summary, this study replicates the two previous
general population studies using the Dissociative Expe-
riences Scale. It shows that dissociative symptoms as
measured by the Dissociative Experiences Scale are
common and that approximately 6% of the population
have three or more frequently occurring symptoms.
These individuals also have higher rates of childhood
physical abuse, childhood sexual abuse, and current
psychiatric illness. When the associations between
these factors are allowed for, the hypothesized direct
relationship between childhood sexual abuse and dis-
sociative symptoms is not present. This association is
due to the relationships of sexual abuse to physical
abuse and to psychiatric illness. Childhood physical
abuse and current psychiatric illness each has a strong
direct association with high dissociation scores. Be-
cause our sample was a large randomly selected com-
munity sample, we believe that these results need to be
carefully considered.
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