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7 7 

Traumaa and Dissociation in Treatment-Seeking Alcoholics: 
Towardss a Resolution of Inconsistent Findings1 

Willi ee Langeland,̂ Nel Draijerband Wim van den Brinka,c 

°° Amsterdam Institute for Addiction Research, b Department of Psychiatry, Vrije Universiteit 
Amsterdam,Amsterdam, c Academic Medical Center, Division of Psychiatry, University of Amsterdam, 
TheThe Netherlands 

Abstract t 
Theree is consistent empirical evidence for a trauma-dissociation relation in general 
populationn samples and in psychiatric patients. However, contradictory findings have been 
reportedd on this relation among substance abusers. The present study attempts to resolve 
thesee inconsistencies by testing a series of hypotheses related to problems regarding the 
measurementt of childhood abuse, the measurement of psychological dissociation, and the 
potentiall  existence of substance abuse as a form of chemical dissociation. Alcoholic patients 
(NN = 155) were administered the Dissociative Experiences Scale (DES), the Structured 
Traumaa Interview (ST1), the European Addiction Severity Index (EuropASI), and the 
Posttraumaticc Stress Disorder (PTSD) section of the Composite International Diagnostic 
Intervieww (CIDI). The DES showed good psychometric properties. Substantial rates of 
traumatizationn and PTSD were observed, as well as a significant trauma-PTSD relation. 
However,, the mean DES score was low (11.4) and dissociation was not related to trauma 
(childhoodd or lifetime) or to PTSD. Years of lifetime regular medicine use, however, was 
significantlyy correlated with the severity of dissociative symptoms and PTSD, particularly in 
males.. Overall, these findings suggest that absence of a trauma-dissociation relation in 
alcoholicss may not be due to measurement problems of childhood abuse and/or dissociation. 
Rather,, a trauma-dissociation link may not exist, particularly in male alcoholics, because 
thesee individuals may abuse substances to achieve dissociative-like states. Additional 
researchh is needed to further evaluate the utility of the DES in alcoholic samples and to 
examinee the notion of chemical dissociation. 

7.11 Introduction 

Dissociationn is commonly conceptualized as a psychological defense mechanism that 

developss as a reaction to overwhelming traumatic events, especially childhood trauma 

(Spiegell  & Cardena, 1991). Empirical support for the relation between (several types of) 

11 This study has been published in Compr Psychiatry 2002; 43:195-203. The authors thank Maarten Koeter, 
Ph.D.. who performed the confirmatory factor analysis. 
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traumaa and dissociation is consistently found in both general population and clinical samples 

(Gershunyy & Thayer, 1999). 

However,, the results of similar studies on the trauma-dissociation relation among 

patientss with a substance use disorder have been highly inconsistent. Of the seven studies -

usingg either the Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986) or the 

Dissociativee Disorders Interview Schedule (DDIS; Ross et al., 1989) to assess dissociation -

fourr report no (significant) trauma-dissociation link. More specifically, regarding childhood 

abusee (physical, sexual, emotional), four studies found no significant relation between abuse 

andd severity of dissociation (Ross et al., 1992; Dunn et al., 1993, 1994, 1995), whereas a fifth 

studyy did report a significant relation between childhood physical and/or sexual abuse and 

dissociationn level (Ellason et al., 1996). Concerning lifetime trauma histories, two studies 

amongg patients with a substance use disorder reported a trauma-dissociation link (Hodgins et 

al,, 1996; Zlotnick et al., 1997). In one (Hodgins et al., 1996), DES scores were associated 

withh lifetime history of sexual abuse, but not with physical or emotional abuse. In the other 

(Zlotnickk et al., 1997), subjects classified with a history of a distressing traumatic event (e.g. 

physical/sexuall  assault, robbery, natural disasters) reported higher levels of dissociation. 

Thee present study attempts to resolve these inconsistencies in the findings regarding 

thee trauma-dissociation relationship among treated alcoholics. Three hypotheses are tested 

focusingg on reasons why a childhood trauma-dissociation relation may be absent in alcoholic 

patients.. In order to be able to test these hypotheses, the following data were collected: a 

broadd range of childhood traumatic experiences (including physical and sexual abuse, early 

parentall  loss, and domestic violence); perceived parental dysfunction; presence of 

posttraumaticc stress disorder (PTSD; trauma-related syndrome with a dissociative 

component).. The first two variables are included because recent studies suggest a close link 

betweenn early prolonged parental separation, witnessing domestic violence, or parental 

dysfunctionn (particularly maternal alcohol problems) and adult dissociation (Draijer & Boon, 

1993;; Irwin, 1994; Zlotnick et al., 1995; Draijer & Langeland, 1999). PTSD is included 

becausee recent studies suggest a clear link between child abuse and PTSD (Widom, 1999) 

andd between PTSD and dissociation measured with the DES (Van Ijzendoora & Schuengel, 

1996). . 

HypothesisHypothesis I: absence of the relation results from underreporting of child abuse 

experiencesexperiences leading to an underestimation of effect on dissociation. In contrast to studies in 
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otherr populations indicating childhood trauma-dissociation links (Draijer & Langeland, 

1999),, studies among substance abusers that have not reported such links frequently used less 

specificc methods to assess childhood abuse, e.g. only one broad question, such as "Were you 

physicallyy abused?" Generally, multiple questions about specific events are preferred, 

omittingg the word "abuse" to minimize the potential for underreporting of childhood abuse 

histories.. In our study we, therefore, used a comprehensive assessment method for childhood 

abusee with rather conservative definitions of what constituted physical or sexual abuse. Based 

onn this methodology, a potential childhood abuse-dissociation link as well as a childhood 

abuse-PTSDD link should be strengthened. Hypothesis 1 is corroborated if both a childhood 

abuse-dissociationn and a childhood abuse-PTSD relation are observed, and substantial rates 

off  childhood abuse and PTSD are present. 

HypothesisHypothesis 2: absence of the relation results from reporting substance-related 

symptomssymptoms on the DES. The distinction between independent and substance-related coexisting 

psychiatricc symptoms in patients with a substance use disorder is an important issue (Weiss et 

al.,, 1992). Dissociative symptoms may resemble intoxication or withdrawal symptoms such 

ass dissociative amnesia versus an alcohol induced state of amnesia ('blackout') (Good, 1989). 

Ideally,, screening should be delayed for 2 weeks after admission, whereas diagnosis should 

bee delayed for a period of 3 to 4 weeks post-detoxification to minimize reports of substance-

relatedd symptoms. In the first weeks of abstinence, elevated scores are found for a range of 

psychiatricc symptoms, including dissociation. Among treatment-seeking substance abusers, 

lengthh of abstinence from all substances was associated with a decrease in mean DES scores 

(Hodginss et al., 1996). In the four studies reporting no childhood abuse-dissociation link, 

assessmentt took place either at treatment entry (n = 2) or after detoxification without further 

referencee of the exact time frame (n = 2). Elevated dissociative symptom levels due to effects 

off  recent intoxication or withdrawal may have added to the nonsignificant results. Therefore, 

inn the present study, screening with the DES was postponed until 4 to 8 weeks after 

admissionn to treatment. Since the DES is a self-report questionnaire with only a brief 

instructionn on the cover sheet specifying that subjects should not consider the listed 

experiencess to be present in the case of intoxication, DES scores rely heavily on the ability of 

individualss to differentiate substance-related and independent symptoms. It is not unlikely 

thatt alcoholics, even after some weeks in treatment, will have difficulties distinguishing these 

symptoms,, particularly those with a long history of substance abuse (Wenzel et al., 1996). 
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However,, if the DES does measure dissociation in substance abusers as originally 

conceptualizedd (i.e. a psychological defense mechanism), it should be related to exposure to 

traumaticc experiences (not only childhood abuse) and to PTSD. Hypothesis 2 is corroborated 

iff  childhood and lifetime traumatic experiences are related to the presence of PTSD but not to 

dissociationn according to the DES; if DES-dissociation and PTSD are not associated; and if 

chronicityy of substance use is positively related to DES scores. 

HypothesisHypothesis 3: absence of the relation results from a low prevalence rate of 

psychologicalpsychological dissociation in substance abusers. Traumatized individuals with limited 

capacitiess to psychologically dissociate may attempt to produce similar soothing or numbing 

effectss by using psychoactive substances, in particular alcohol, benzodiazepines and 

marijuanaa (Briere & Runtz, 1987; Roesler & Dafler, 1993; Evans & Sullivan, 1995). These 

substancess are used to enter and maintain dissociative-like states (Neiss, 1993): "chemical 

dissociation".. Both substance abuse and dissociation are assumed to be emotional avoidance 

behaviors.. Based on the notion of differential susceptibility toward the development of 

dissociativee symptoms, substance-abusing patients with significant childhood abuse, 

relativelyy littl e dissociative symptoms, and no amnesia represent a subgroup with low 

dissociativee capacity, which is reflected in a small proportion of subjects who are high 

dissociatorss (i.e. a DES score > 30) (Waller et al., 1996). Hypothesis 3 is corroborated if high 

ratess of trauma and PTSD are observed together with relations between regular substance use 

andd trauma/PTSD, low rates of high dissociators, and a low dissociation level in the total 

sample,, in particular, among childhood abuse victims. For a comparison of dissociation levels 

particularlyy in the abused group, the present findings are compared with those in a previous 

studyy among psychiatric inpatients that used the same measures for dissociation and 

childhoodd abuse (Draijer & Langeland, 1999). 

Forr further differentiation between hypotheses 2 and 3, the reliability and construct 

validityy of the DES was assessed using factor analysis and measures of internal consistency 

ass indicators for the validity of the three commonly reported subscales (Carlson & Putnam, 

1993).. Hypothesis 3 is corroborated by the good psychometric properties of the DES. In 

addition,, because the validity of the DES to measure a broad range of dissociative symptoms, 

includingg nonpathological types, has been criticized (Frankel, 1996), data were reanalyzed 

usingg the DES-T (Waller et al., 1996), which is assumed to more accurately reflect 

pathologicall  dissociation. The hypotheses regarding the relationship between the level of 
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dissociationn and other variables are similar for the DES and DES-T (Table l2). However, 

hypothesiss 3 is corroborated when the mean DES-T score is much lower than mean DES 

score,, indicating that treated alcoholics lack core dissociative pathology. 

Tablee 1. Corroborating findings for the three hypotheses schematized 

Findings s 
Traumaa and PTSD rates 
Meann DES score/percent high scores 
Constructt validity DES 
Childhoodd abuse X PTSD 
DESS X PTSD 
Otherr trauma X PTSD 
Otherr trauma X DES 
Childhoodd abuse X DES 
Substancee abuse X trauma/PTSD 
Substancee abuse X DES 

Hypothesiss 1: 
Underreportingg child 
abuse e 
Substantial l 
High h 
Good d 
Significant t 
Significant t 
Significant t 
Significant t 
Significant t 
(Non)-significant t 
(Non)-significant t 

Hypothesiss 2: 
Substance-relatedd DES 
symptoms s 
Substantial l 
High h 
Nott good 
Significant t 
Nonsignificant t 
Significant t 
Nonsignificant t 
Nonsignificant t 
Significant t 
Significant t 

Hypothesiss 3: 
Loww prevalence 
dissociation n 
Substantial l 
Low w 
Good d 
Significant t 
Nonsignificant t 
Significant t 
Nonsignificant t 
Nonsignificant t 
Significant t 
Significant t 

7.22 Method 

Dataa were collected as part of a larger research project on psychiatric comorbidity and 

treatmentt outcome of a consecutive series of alcoholics and gamblers applying for treatment 

inn a treatment center for substance use disorders. The Centers' Internal Review Board and the 

Humann Research Review Board of the Academic Medical Center, University of Amsterdam 

approvedd the research protocol. All patients provided written informed consent. 

7.2.11 Subjects 

Forr study inclusion, patients had to enter an inpatient or outpatient alcohol abuse treatment 

programm on a voluntary basis, have sufficient command of the Dutch language, and have no 

severee cognitive impairments. Furthermore, inpatients had to remain in treatment for at least 

300 days and outpatients for at least 3 weeks in order to be included in the larger research 

protocol.. Among 274 eligible participants, 155 could be included in the current study (study 

completers).. The other 119 patients (noncompleters) were excluded due to the following 

reasons:: (1) incomplete dataset (n = 94), (2) withdrawal at some time during the study (n = 

23),, and (3) too unstable to participate according to the attending physician (n = 2). 

22 In the original publication the two tables included were accidentally switched. 
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7.2.22 Instruments 

Dissociativee symptoms were assessed with the 28-item Dissociative Experiences Scale (DES; 

Bernsteinn & Putnam, 1986). The DES is a highly reliable and internally consistent self-report 

questionnairee (Carlson & Putnam, 1993). 

Childhoodd stressors were indexed by the Structured Trauma Interview (STI; Draijer, 

1989).. A detailed description of this instrument is provided elsewhere (Draijer & Langeland, 

1999).. Definitions for stressors are: (1) child physical abuse (CPA), i.e. severe parental 

aggressionn (including step/adoptive parents and primary caretakers) before age 16, including 

recurrentt and chronic forms of physical violence frequently inflicting injuries such as 

repeatedlyy being kicked or hit with fist; (2) child sexual abuse (CSA), including any reported 

pressuredd or forced sexual contact (fondling to penetration) before age 16; (3) child witness 

off  domestic violence, including experiences of witnessing physical/sexual violence between 

parentall  figures before age 16; (4) early loss, including loss of a natural parent or caretaker by 

death,, divorce, or a variety of other possible prolonged separations longer than 6 months and 

experiencedd before age 12; (5) parental dysfunction (including step/adoptive parents), 

includingg dysfunction resulting from recurrent illness, nervousness, depression, use of 

sedatives,, and hospitalizations. Based on these five items, a sumscore for both parents was 

calculated,, indicating the degree of dysfunction. In contrast to an earlier study (Draijer & 

Langeland,, 1999), maternal and paternal alcohol problems were used as separate variables 

duee to the nature of the current sample. No significant correlations were observed between 

parentall  dysfunctioning scores and parental alcohol problems: mothers (r = .09), fathers (r = 

.05). . 

Chronicityy of substance use was estimated from subjects' reports of years of lifetime 

regularr substance use obtained through the European Addiction Severity Index (EuropASI; 

Kokkevii  & Hartgers, 1995). The EuropASI is an adaptation of the fifth edition of a widely 

usedd and extensively validated structured interview, the Addiction Severity Index (ASI; 

McLellann et al., 1992). Regular substance use is defined in both instruments as use at least 

threee times per week (irrespective of dosage) or binge use for at least 2 consecutive days per 

weekk that involves significant negative consequences (e.g. in family life or work). Substances 

includedd use of alcohol (any dosage and at least 5 glasses per day), cocaine, heroin, 
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amphetamines,, medicines, cannabis, and polysubstance use. Medicines mostly include 

benzodiazepines.. Use of barbiturates is rarely reported in Dutch samples. 

DSM-III-RR diagnoses of alcohol abuse and dependence were generated from a fully 

structuredd interview: the Composite International Diagnostic Interview (CIDI; Robins et al., 

1988).. The CIDI was also used to obtain histories of exposure to traumatic events (criterion 

A)) and the diagnoses of PTSD according to both DSM-III-R and ICD-10 (Peters et al., 1996). 

7.2.33 Procedure 

Duringg the admission to treatment, the EuropASI was administered by trained staff members 

orr research assistants. In the first 6 weeks after admission, patients were assessed with the 

CIDI.. Approximately 4 to 8 weeks after the EuropASI, both the DES and the STI were 

administeredd (i.e. first the DES). CIDI and STI interviews were conducted by trained 

interviewerss who were supervised during data gathering and were blind to the DES results. In 

thee majority of cases, administration and scoring of the STI was carried out blind to CIDI 

results.. However, some clients asked for the same interviewer, because they were reserved 

aboutt disclosing abuse histories again to a different interviewer. 

7.2.44 Data analysis 

Thee data were analyzed using chi-square and t/F tests. In the analyses, the nature of CSA was 

includedd as follows: CSA severity (coded as: 0 = absent, 1 = fondling, 2 = penetration), CSA 

typee (0 = absent, 1 = intrafamilial only, 2 = extrafamilial only, 3 = both intra- and 

extrafamilial),, CSA chronicity (0 = absent, 1 = <1 year, 2= >1 year), and the number of 

perpetratorss (0 = absent, 1 = one perpetrator, 2 = more than one perpetrator). Pearson 

correlationss were used to determine associations between chronicity of substance use and the 

levell  of dissociation. Given the multiplicity off and F tests, a significance level of p < .01 

wass used to prevent Type I errors. Reliability of the DES and DES-T were assessed by 

internall  consistency (Cronbach's alpha coefficient). To be able to adequately interpret the 

estimatee of alpha, additional information regarding the dimensionality of the DES scale was 

gathered.. To assess the construct validity, a multigroup method of confirmatory analysis 

(Nunnally,, 1978) at item level was run using simultaneous components analysis (Kiers, 1990) 
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too test the commonly observed three-dimensional structure of the DES. Items of each 

subscalee were assigned a weight of 1 on their respective scales and a weight of 0 on the two 

otherr scales. Factor intercorrelations were allowed to vary freely. 

7.33 Results 

7.3.11 Sample characteristics 

Off  the 155 subjects, 122 (79%) were male and the mean age of the sample was 41.0 years 

(SDD = 9.4; range 23 to 70). Patients were evenly divided over treatment setting 

(inpatients/outpatients).. Most subjects met DSM-III-R criteria for alcohol dependence (n = 

150);; the remaining five subjects met criteria for DSM-III-R alcohol abuse. Study completers 

(nn = 155) and noncompleters (n = 119) did not significantly differ in demographic 

characteristicss (sex, age, marital status, educational level), problem severity in the EuropASI 

domains,, and EuropASI reports of lifetime physical and sexual abuse. 

7.3.22 Reliability and construct validity of the DES 

Cronbach'ss alpha for all the DES items was .93. The confirmatory analysis corroborated the 

three-dimensionall  structure of the DES (internal consistency of subscales: amnesia alpha = 

.77;; absorption alpha = .87; depersonalization alpha = .83). These findings indicate that the 

DESDES is highly reliable and internally consistent in this sample. 

7.3.33 Hypotheses 

HypothesisHypothesis I is rejected. Because substantial childhood abuse rates (CPA 14.2%; CSA 

23.9%)) as well as substantial PTSD rates (16.8%) were observed, hypothesis 1 can be 

rejected.. The presence of a PTSD diagnosis was related to childhood abuse, whereas 

dissociationn level was not (Table 2). After controlling for gender, the relations between 

childhoodd abuse (CPA and CSA) and dissociation were still nonsignificant. 
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Tablee 2. Relations between trauma and neglect measures and both dissociation level and PTSD diagnosis 

STII  and CIDI-PTSD 
STI I 
CPA(nn = 22; 14.2%) 
CSA(nn = 37;23.9%) 

Severity y 
Type e 
Chronicity y 
No.. of perpetrators 

CPAA and CSA (n = 10; 6.5%) 
EarlyEarly loss (n = 31; 20%) 
Witnesss violence (n = 37; 23.9%) 

Childhoodd neglect 
alcoholl  problems 
Motherr (n= 18; 11.6%) 
Fatherr (n = 52; 33.6%) 

dysfunction n 
Mother r 
Father r 

Adultt trauma 
Sexuall  assault (n = 17; 11 %) 
Physicall  trauma (n = 65; 41.2%) 

CIDI-PTSDD (lifetime) 
Traumaa exposure (n = 112; 72.3%) 
Diagnosiss PTSD (n = 26; 16.8%) 

Relationshipp with dissociation 
(DES) ) 
t/F t/F 

tt = - 0.90 
rr = - l.6l 
FF =2.29 
F=2.88 8 
F=1.34 4 
FF =2.44 
// = — 1.16 
tt = 0.26 
// = 0.03 

f =f = 0.62 
/ =/ = 0.92 

F=1.67 7 
FF = 0.29 

// = - 1.82 
// = 0.32 

// = - 1.82 
ƒƒ = -1.28 

df df 

153 3 
153 3 

2,149 9 
3,153 3 
2,154 4 
2,153 3 

153 3 
153 3 
145 5 

151 1 
147 7 

5,151 1 
1,149 9 

153 3 
153 3 

149 9 
149 9 

p<< .01 

NS S 
NS S 
NS S 
NSa a 

NS S 
NS S 
NS S 
NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

NS S 
NS S 

Relationshipp with CIDI-PTSD 
diagnosis s 
r/t r/t 

X
22 = 3.85 

X22 = 19.82 
X '' = 27.17 
l!l! = 23.70 
X""  = 23.33 

XX22 = 18.31 
X22 = 20.93 
X22 = 0.26 
r '' = 7.43 

X""  = 0.49 
X22 = 3.06 

// = 0.59 
tt = 0.96 

X22 = 7.71 
X-'' = 0.25 

XX22== 10.94 
NA A 

df df 

1 1 
1 1 
2 2 
3 3 
2 2 
2 2 
1 1 
1 1 
1 1 

1 1 
1 1 

149 9 
149 9 

1 1 
1 1 

1 1 
NA A 

p<.05 5 

.05 5 

.001 1 

.001 1 

.001 1 

.001 1 

.001 1 

.001 1 
NS S 
.01 1 

NS S 
NS S 

NS S 
NS S 

.01 1 
NS S 

.001 1 
NA A 

aa Extrafamilial sexual abuse only was associated with dissociation at p < .05. However, a Bonferroni correction 
wass used to adjust the .05 level of significance to .01 to control type 1 errors. 
Abbreviations:: NS, not significant; NA, not applicable. 

HypothesisHypothesis 2 is partly rejected. Psychometric properties of the DES were good. Both 

thee mean DES score (11.4) and the proportion of high dissociators (6.5% with a DES score > 

30)) were rather low, despite substantial trauma and PTSD rates. The results regarding the 

relationn between chronicity of substance use and DES scores were mixed. Years of regular 

usee of alcohol (both any dosage and 5 of more glasses per day), cocaine, heroin, 

amphetaminess and cannabis were not related to DES scores. However, dissociation level was 

associatedd with years of regular medicine use (r = .34, p < .001) and polydrug use (r = .21, p 

<< .01). These associations were only significant for males (medicines: r = .38, p < .001; 

polydrug:: r = .23, p < .01). The small sample size may have reduced statistical power to 

detectt significant relations in females. Years of regular medicine use and polydrug use were 

stronglyy interrelated (r = .53, p < .001), reflecting the fact that polydrug use mostly included 

combinationss of medicines and alcohol. Further analyses revealed no relations between DES 

scoress and trauma and neglect measures within the groups reporting regular medic in use (n = 
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41;; range of years of regular use, 1 to 31) or regular polydrug use (n = 61; range of years of 

regularr use, 1 to 25). Furthermore, PTSD diagnosis was related to other trauma histories, 

whereass dissociation level was not (Table 2). Associations between childhood neglect and 

bothh dissociation level and PTSD diagnosis were nonsignificant. After controlling for gender, 

relationss between trauma and neglect measures and dissociative symptoms remained non-

significant.. Finally, PTSD diagnosis and dissociative symptoms were not significantly 

related. . 

HypothesisHypothesis 3 is corroborated. Compared to our psychiatric inpatient sample, 

dissociationn levels in this alcoholic sample were considerably lower: mean DES score 17.4 

(SDD = 16.8) in the psychiatric group versus 11.4 (SD = 10.4) in the current sample of 

alcoholics;; 25.2% of the psychiatric group versus only 10.3% of the alcoholics had a score 

greaterr than 25, and 18% versus 6.5% scored greater than 30. Furthermore, mean DES scores 

off  subjects who reported childhood abuse histories were much lower in alcoholic patients 

comparedd to psychiatric inpatients: 26.71 (SD — 21.61) in the psychiatric group versus 13.27 

(SDD - 12.47) in the alcoholics for CPA; 26.07 (SD = 18.57) versus 13.80 (SD = 10.49) for 

CSA;; and 34.51 (SD = 22.32) versus 15.11 (SD = 11.18) for combinations of CPA and CSA. 

Resultss regarding the relation between regular substance use and trauma/PTSD were mixed. 

Yearss of regular use of alcohol, cocaine, heroin, amphetamines, and cannabis were not 

relatedd to trauma measures. However, PTSD was significantly related with years of regular 

medicinee use in male patients (p = .01). 

7.3.44 Pathological dissociation: reanalysis of data using the DES-T 

Cronbach'ss alpha for the eight-item DES-T was .81, indicating good reliability in this sample. 

Thee mean DES-T score was much lower than the mean DES score: 6.15 (SD = 9.13). 

Reanalysiss of our data using the DES-T did not yield different findings. 

7.44 Discussion 

Ourr aim was to study the relationship between childhood abuse and dissociation and to 

resolvee inconsistencies in the findings regarding a trauma-dissociation relation in patients 

withh a substance use disorder. Three hypotheses were tested in an attempt to explain the 
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absencee of significant associations between childhood abuse and dissociation. Only one of 

ourr hypotheses was entirely corroborated, suggesting that the absence of a childhood abuse-

dissociationn relation in treated alcoholics is caused by a low capacity or diminished tendency 

off  alcoholics to use psychological dissociation. 

Thee present study found good psychometric properties of the DES. The DES was 

highlyy internally consistent. With a Cronbach's alpha of .93, the internal consistency is 

identicall  to the mean alpha reliability reported in a meta-analytic review of the DES (Van 

Ijzendoornn & Schuengel, 1996). Because a high estimate of alpha may indicate the presence 

off  items that are contributing to reliability through introducing systematic errors, additional 

informationn regarding the dimensionality of the scale was examined. The confirmatory factor 

analysiss supported the commonly observed three-dimensional structure of the DES, showing 

noo indications for the presence of systematic errors. 

Thee first hypothesis, assuming measurement problems in the assessment of childhood 

abuse,, was rejected. Using a more rigorous method for the assessment of childhood abuse 

comparedd to several previous studies (Dunn et al., 1993, 1994, 1995), still no significant 

childhoodd abuse-dissociation relation was found, despite substantial rates of childhood abuse. 

Thee second hypothesis, assuming measurement problems in the assessment of 

dissociation,, was partly rejected. With regard to measurement problems of psychological 

dissociation,, one would have expected a much higher mean DES score if substance related 

symptomss would have contributed to and would have obscured the meaning of the DES score 

(ass suggested by the correlations between medicine/poly drug use and DES scores). However, 

thee mean DES score was almost identical to the mean score for normal subjects in the 

majorityy of studies on the DES: 11.40 (SD = 10.47) vs. 11.57 (SD = 10.63) (Van Ijzendoorn 

&&  Schuengel, 1996). In fact, low levels of dissociation are consistently reported in studies 

amongg alcoholics (Bernstein & Putnam, 1986; Weingartner et al., 1995; Spitzer et al., 1998). 

Inn a study using the DDIS, the prevalence of dissociative disorders among alcoholics was 

evenn lower then in a general population sample: 0.8% (Dunn et al., 1995) versus 11.2% 

(Ross,, 1991). The dissociation level in our sample is slightly higher than previously found in 

alcoholicss (Bernstein & Putnam, 1986; Weingartner et al., 1995; Spitzer et ah, 1998), and 

somewhatt lower than reported in the broader group of substance abusers (Ross et al. 1992; 

Dunnn et al., 1993, 1994, 1995; Ellason et al., 1994, 1996; Hodgins et al., 1996). The elevated 

meann DES score (26.2) in Wenzel's et al. study (1996) among male alcoholics may stem 
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fromfrom their time of DES administration, which was soon after detoxification. Overall, present 

findingss seem to reflect the fact that (pathological) dissociative symptoms are not very 

prevalentt among detoxified alcoholics, including alcoholics with traumatic experiences. 

However,, additional research is necessary to evaluate the utility of the DES in alcoholic 

sampless to be able to fully reject hypothesis 2, especially regarding predictive validity. The 

factt that the DES did not discriminate subjects with PTSD is in very sharp contrast with 

resultss reported in other populations (Van Ijzendoorn & Schuengel, 1996) and is not in 

agreementt with the instruments' original conceptual basis. Interestingly, however, PTSD and 

pathologicall  dissociation (DES-T) were also not significantly associated. 

Thee third hypothesis was corroborated: in the current study trauma and PTSD rates 

weree substantial, DES scores were low, DES-T scores were even lower, and neither trauma 

norr PTSD was (significantly) related to (pathological) dissociation. This is in clear contrast to 

thee findings in other populations (Draijer & Boon, 1993; Irwin, 1994; Zlotnick et al., 1995; 

Draijerr & Lange land, 1999). Even dissociation levels in alcoholics with PTSD were rather 

loww in the present study, indicating the lack of a psychological dissociative component in 

PTSDD in our sample. The alcohol-dependent men with PTSD reported more often regular use 

off  medicines, a finding supporting the chemical dissociation hypothesis. The fact that two 

studiess among patients with a substance use disorder have reported significant trauma-

dissociationn relations (Hodgins et al., 1996; Zlotnick et al., 1997) may be explained by 

differencess in sampling in terms of chronicity and comorbid psychopathology, trauma 

severity,, or the higher proportion of females included. Almost half of the subjects included in 

thee two studies reporting a significant trauma-dissociation relation were female. Furthermore, 

inclusionn of very distinct types of trauma (e.g. serious accidents, natural disasters, robbery, 

physicall  and sexual assault) (Zlotnick et al., 1997) may explain some of the differences in 

outcome.. In addition, differences in the timing of the assessments may be relevant (Hodgins 

ett al., 1996). The existence of a low dissociative capacity was further corroborated by the fact 

thatt the alcoholic patients in the present study showed much lower levels of dissociation then 

thee psychiatric inpatients in a study using the same assessment procedures both in the total 

groupss and in the subgroups reporting childhood abuse (Draijer & Langeland, 1999). 

Thee current findings are most consistent with the chemical dissociation hypothesis. Several 

pathwayss may be responsible for this situation. For example, peritraumatic dissociation is 
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knownn to predict long-term psychological dissociative symptomatology (Bremner & Brett, 

1997).. It could, therefore, be hypothesized that alcoholics were using or were forced to use 

alcohol,, drugs, or medicines during the traumatic incidents leading to both instant chemical 

dissociationn and long-term chemical dissociation in some individuals. Unfortunately, we only 

askedd about forced use of substances during sexual abuse. However, the group of subjects 

thatt reported such forced substance use was too small (n = 5) to perform meaningful 

analyses.. Also, abuse victims may discover substance use as a means for inducing 

dissociative-likee states during adolescence (Roesler & Dafler, 1993), possibly implying an 

earlyy onset of substance abuse. 

Clearly,, further research is necessary to identify the factors that contribute to the explanation 

off  the reported low dissociation levels in alcoholics. Some other possible explanations for 

reportedd low dissociation levels in substance abusers have been mentioned in the literature. 

Patientss with comorbid dissociative disorders typically were early dropouts from substance 

abusee treatment programs (Kolodner & Frances, 1993). Others have suggested that 

dissociativee symptoms in alcoholics may be underreported due to an impairment in reflective 

cognitivee functions or state-dependent effects of alcohol regarding recalling past dissociative 

experiencess (Weingartner et al., 1995). Finally, it is possible that some alcoholics 

misinterprett substance-independent dissociative symptoms as substance-related, resulting in 

loww dissociation levels. Based on present results, we would encourage the further 

examinationn of gender differences in trauma-dissociation relation among alcoholics and other 

substancee abusers. Although no gender effects on DES scores have been reported, 

pathologicall  forms of dissociation reflected in dissociative disorders are female-dominated 

disorders,, whereas alcohol use disorders are male-dominated disorders, leaving open the 

possibilityy that psychological dissociation as response to trauma is more common in women, 

whereass chemical dissociation in response to trauma is more common in men. Sex 

differencess have been reported in adaptive response patterns of traumatized children (Perry et 

al.,, 1995; Chandy et al, 1996). Perry et al. (1995) described two major neuronal response 

patternss important for traumatized children: a sensitized hyperarousal system (more often 

foundd in males) and a sensitized dissociative system (more often found in females). Links 

havee been reported between the type of adaptive response present in the original traumatic 

situationn and the symptoms that will develop (hyperarousal or dissociative), with each 
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responsee type activating a unique combination of neural systems. These latter findings point 

too the importance of neurobiological studies to further investigate gender differences in 

traumaa response patterns, and particularly in the study of the trauma-dissociation relation in 

alcoholics. . 

Finally,, some study limitations should be noted. This is a cross-sectional study based 

onn retrospection, implying temporal ambiguity of cause and effect. The correlational nature 

off  findings precludes drawing any firm causal conclusions. To overcome the reduction of 

statisticall  power due to the complex study design as well as limited sample size, replication 

off  this study in a larger sample, particularly of female alcoholics, is encouraged. Also, the 

DESS is not a diagnostic instrument. Of the existing diagnostic tools to assess dissociation and 

dissociativee disorders, the Structured Clinical Interview for Dissociative Disorders (SCID-D) 

iss probably the most appropriate format. The DDIS has limited utility in identifying 

dissociativee disorders in chemically dependent persons (Steinberg, 1996), since the DDIS 

criteriaa - in contrast to the SCID-D - do not systematically state that symptoms should not be 

relatedd to (withdrawal from) substances. Furthermore, the validity of the trauma reports being 

basedd on self-report, for which no corroborating evidence was sought, cannot be ensured. 

Finally,, though none of the subjects had severe cognitive impairments, memory impairments 

duee to the toxic effects of substances as alcohol and benzodiazepines cannot be ruled out 

completely. . 

7.55 Conclusions 

Likee most previous reports in substance abusers, this study found no childhood abuse-

dissociationn relation in treated alcoholics. It is suggested that low levels of psychological 

dissociation,, particularly in traumatized male alcoholics, are primarily responsible for the 

absencee of a trauma-dissociation link. It is hypothesized that (male) alcoholics are more 

likelyy to respond to trauma with a chemical form of dissociation than with psychological 

formss of dissociation. In future studies trying to sort out contributions of substance-related 

symptoms,, the SCID-D should be the preferred instrument to measure psychological 

dissociation.. In addition, gender differences in dissociative comorbidity among alcoholics 

needd to be studied in greater depth. Finally, neurobiological research strategies and the study 
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off  the perceptions of the functionality of substance use in traumatized alcoholics may shed 

lightt on the notion of chemical dissociation as a defense mechanism. 




