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ABSTRACT

THE RELATIONS AMONG CHILDHOOD INTERPERSONAL TRAUMA,
DISSOCIATION, POSTTRAUMATIC STRESS DISORDER, AND DISORDERS OF
EXTREME STRESS NOT OTHERWISE SPECIFIED

Ozkol, Hivren
Ph.D., Department of Psychology

Supervisor : Prof. Dr. Faruk Geng6z

January 2014, 170 pages

This thesis examines the relations among childhood interpersonal trauma, dissociation,
and trauma-related symptoms. Types of childhood interpersonal trauma, physical abuse,
sexual abuse, emotional abuse, emotional neglect, and physical neglect, and two types
of dissociation, psychoform dissociation and somatoform dissociation, were
investigated. Trauma-related symptoms were examined in two symptom clusters:
posttraumatic stress disorder (PTSD) symptom severity and disorders of extreme stress
not otherwise specified (DESNOS) symptom severity. 736 adults completed a
questionnaire set which includes 6 scales and a demographic information section. The
results indicated that dissociation fully mediated the relation between childhood
interpersonal trauma and PTSD symptom severity and also mediated the relation
between childhood interpersonal trauma and DESNOS symptom severity. Physical
neglect, physical abuse, and sexual abuse were found to be related to psychoform
dissociation and physical abuse, emotional abuse, physical neglect, and sexual abuse
were associated with somatoform dissociation. Emotional abuse, physical abuse, and

sexual abuse significantly predicted DESNOS symptom severity whereas physical
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abuse and emotional neglect was related to PTSD symptom severity. The results also
revealed marked rates of childhood interpersonal trauma and dissociation in Turkish

population. The results and their clinical implications were discussed.

Keywords: Childhood Interpersonal Trauma, Dissociation, Posttraumatic Stress
Disorder, Disorders of Extreme Stress Not Otherwise Specified, Structural Equation

Modeling
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COCUKLUK CAGI TRAVMALARI, DISOSIASYON, TRAVMA SONRASI STRES
BOZUKLUGU VE BASKA TURLU ADLANDIRILMAYAN ASIRI STRES
BOZUKLUGU ARASINDAKI ILISKILER

Ozkol, Hivren
Doktora, Psikoloji Boliimii

Tez Yoneticisi : Prof. Dr. Faruk Geng6z

Ocak 2014, 170 sayfa

Bu tez, cocukluk ¢ag1 travmalari, disosiasyon ve travmayla iligkili belirtiler arasindaki
iligkiyi incelemektedir. Cocukluk ¢agi travmalari, fiziksel istismar, cinsel istismar,
duygusal istismar, duygusal ihmal ve fiziksel ihmal, disosiasyon ise psikoform
disosiasyon ve somatoform disosiasyon kategorileri altinda incelenmistir. Travmayla
iligkili belirtiler iki belirti kategorisinde incelenmistir: travma sonrasi stres bozuklugu
ve bagka tiirlii adlandirilmayan asir1 stres bozuklugu. 736 yetiskin 6 dlgek ve
demografik bilgi boliimiinden olusan anket setini tamamlamistir. Sonuglar
disosiasyonun, ¢cocukluk ¢agi travmalarinin travma sonrasi stres bozuklugu belirtli
siddeti ve bagka tiirlii adlandirilmayan asir1 stres bozuklugu belirti siddeti arasindaki
iliskide arac1 oldugunu gostermistir. Fiziksel ihmal, fiziksel istismar ve cinsel istismarin
psikoform disosiasyonu yordadigi, fiziksel istismar, duygusal istismar, fiziksel ihmal ve
cinsel istismarin da somatoform disosiasyonu yordadigi bulunmustur. Sonuglar ayrica
duygusal istismar, fiziksel istismar ve cinsel istismarin, baska tiirlii adlandirilmayan
asir1 stres bozuklugu belirti siddetinin yordayicilariyken, fiziksel istismar ve duygusal

ihmalin de travma sonrasi stres bozuklugunun yordayicilart oldugunu géstermistir.
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Sonuglar ayrica Tiirkiye popiilasyonunda ¢ocukluk ¢agi travmalart ve disosiasyonun

yayginligini ortaya ¢ikarmistir. Calismanin bulgular ve klinik sonuglari tartigilmistir.

Anahtar kelimeler: Cocukluk Cagi Travmalari, Disosiasyon, Travma Sonrasi Stres
Bozuklugu, Baska Tiirlii Adlandirilmayan Asirt Stres Bozuklugu, Yapisal Esitlik
Modeli
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CHAPTER 1

INTRODUCTION

1.1 Childhood Interpersonal Trauma

Childhood interpersonal trauma is prevalent worldwide where approximately 20% of
women and 5-10% of men experience sexual abuse as children, 25-50% of children
experience physical abuse, and many children are exposed to emotional abuse and
neglect (World Health Organization, 2010). Although interest on childhood
interpersonal trauma has fluctuated over the years in the psychology/psychiatry field, it
has increasingly been considered as the underlying cause of adult psychopathology

(Briere, 1992; Herman, 1992b; van der Kolk, McFarlane & Weisaeth, 1996).

Perry, Roy, and Simon (2004) divided psychological trauma into two main categories.
The first category is “gross psychological trauma” which refers to major trauma types
that can be defined such as physical, sexual or prolonged verbal abuse. The other
category is “more subjective or subtle traumata” referring to trauma which includes
more subjective adverse experiences such as, shame and guilt feelings caused by parents
or lack of parents’ involvement in learning. In both trauma categories, the traumatic
experience is threatening, the person cannot find an effective defense against it, and is

disturbed by reminders.

Childhood interpersonal trauma, which is also labeled as complex trauma, includes
various types of trauma and refers to being exposed to interpersonal, prolonged,
multiple traumatic events. Abuse and neglect in childhood are main childhood
interpersonal trauma types (NTCSN, 2000). This study included five types of childhood
trauma which are physical abuse, sexual abuse, emotional abuse, emotional, and

physical neglect.



1.1.1 Physical Abuse

Kelly (as cited in Malinosky-Rummell & Hansen, 1993) defined physical abuse as the
“acts of commission” of an adult that causes non-accidental injury. As Briere (1992)
stated, it is common for adults to use physical pain to control children's behavior;
therefore, it is difficult to determine a socially acceptable threshold for physical abuse.
Still, substantial number of children is severely abused at a level, which is considered as

physical abuse by most people (Briere, 1992).

Mostly physical and psychological abuse coexists and children in this environment
experience punishment and a sense of “personal badness” together. Physically abusive
parents often find excuses for their abusive behavior through blaming or making critical
statements about the child to imply that the child deserves a punishment. These
statements leads to guilt, shame, and responsibility for the abuse which increases the

child’s sense of personal badness (Briere, 1992).

Research indicates that survivors of physical abuse suffer from long term effects.
Malinosky-Rummell and Hansen (1993) collected studies regarding physical abuse and
presented that those who are physically abused are more likely to engage in violent acts
than those without a physical abuse history. These violent acts include abusing their
children, dating violence, abusing spouses, and violent criminal behaviors. Physical
abuse was also found to be related to self-injurious and suicidal behaviors, and
emotional problems including somatization, anxiety, depression, dissociation, and

psychosis in females (Wekerle, Miller, Wolfe, & Spindler, 2006).

1.1.2 Sexual Abuse

Sexual abuse refers to being used for sexual purposes by an adult or by an adolescent as
a child. Sexual abuse is defined as any sexual experience between a child and someone
at least 5 years older or between an adolescent and someone at least 10 years older. Acts

of sexual abuse include fondling a child's genitals, intercourse, incest, rape,
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exhibitionism and commercial exploitation through prostitution or the production of

pornographic materials (Wekerle et al., 2000).

Survivors of sexual abuse, specifically incest survivors, experience many problems in
adulthood. Their sexual relationships are affected by their sexual trauma history in
many ways. History of sexual abuse leads to sexual victimization in adulthood.
Furthermore, the problems they experience such as impulsiveness, lack of insight, and
lack of self-respect lead to revictimization. They may also experience problems related
to self-integrity. Additionally, survivors of sexual abuse have difficulty in maintaining
healthy intimate relationships; marriage and parenthood create stress instead of
satisfaction (Cole & Putnam, 1992; Harvey & Pauwels, 2000). Also, individuals with
childhood sexual abuse are more likely to experience eating related problems (Mercado,
Martinez-Taboas, & Pedrosa, 2008). Nelson, Baldwin, and Taylor (2012) examined
studies on childhood sexual abuse and concluded that individuals with childhood sexual
abuse history are more likely to have symptoms that can't be explained by doctors such
as irritable bowel syndrome or chronic pain and they are also more likely to have mental
health problems such as anxiety and depression than those who don't have childhood

sexual abuse history.

1.1.3 Emotional Abuse

Veltkamp and Miller (1994) defined emotional abuse as “blaming, belittling or rejecting
a child, treating siblings unequally on a continuing basis, or deliberate and enforced
isolation or continuous withholding of security and affection by the child's caretaker”.
Physical signs may not be observed. Problems such as speech disorders and delays in
physical development may be indicators of emotional abuse. Additionally, children who
witness the abuse of a sibling or a parent or who experience being snatched or

kidnapped are also survivors of emotional abuse (Veltkamp & Miller, 1994).



Emotional abuse affects some functions such as emotion regulation more than other
forms of abuse because of its chronic nature (Burns, Jackson & Harding, 2010). In
general, the consequences of emotional abuse are usually more severe than other forms

of abuse (Iwaniec, 1997).

1.1.4 Neglect

There are controversial views on the definition of neglect. Some argue that in order to
define an experience as neglect, there should be consequences of the experience or strict
“observable manifestations of harm”. Others argue that parents’ intent should be taken
into consideration when defining an experience as neglect. Another perspective related
to what constitutes neglect is that, for instance, children who are left by their parents for
a long time without supervision should be considered neglectful no matter the child
suffers from it or not. There is also a cultural perspective on the definition of neglect
(Tanner & Turney, 2003; Tyler, Allison, & Winsler, 2006). Straus and Kantor (2005)
proposed that cultural norms about neglectful behavior differ from society to society

and it also changes within a society over time.

Even though an agreement on the definition of neglect is obtained at some level, there is
also a disagreement on the optimum needs of children for their physical, intellectual and
emotional development and on the level of neglect that requires intervention (Tanner &
Turney, 2003; Tyler et al., 2006). Another challenge regarding neglect is related to its
treatment; it is a “process or way of life”; therefore, it is difficult to find specific events
to work on which makes it difficult for clinicians to recognize neglect (Tanner &

Turney, 2003).

Polansky's (as cited in Tyler et al., 2006) definition is accepted widely which is ‘‘a
condition in which a caretaker responsible for the child, either deliberately or by

extraordinary inattentiveness, permits the child to experience avoidable present



suffering and/or fails to provide one or more of the ingredients generally deemed

essential for developing a person’s physical, intellectual, and emotional capacities’’.

Spitz (as cited in Briere, 1992) was the first researcher who studied the effects of
neglect in children’s life and provided evidence for the crucial role of neglect in
children’s life. He found that children whose physical and medical needs were met but
who lacked interaction, communication and play, were “lethargic, malnourished,
feeble” and one-third of them died. Tyler and colleagues (2006) collected studies on
neglect and found that neglect has many consequences such as behavior problems, low

self-esteem, poor school performance, and maladjustment/psychopathology.

When assessing physical neglect specifically, it is important to make a distinction
between issues of poverty and neglect; parents who cannot afford a healthy diet on a
daily basis may not be neglectful parents. Additionally, cultural expectations should
also be considered where in some cultures, children are expected to do more by
themselves whereas in some cultures this may be considered as neglectful. However,
the widely accepted definition of physical neglect is “inattention to the basic needs of
the child for food, clothing, shelter, medical care, and supervision” (Veltkamp & Miller,
1994).

1.1.5 History of Childhood Interpersonal Trauma

Although interpersonal trauma has been studied in the field of psychology/psychiatry
for years, its importance has fluctuated over the years. There were times that trauma had
been a subject of interest and these periods were followed by ignorance or disbelief by
the field. As an interpersonal trauma, childhood interpersonal trauma shares the same
history along with other types of interpersonal trauma (Herman, 1992b; van der Kolk et

al., 1996).



Breuer and Freud proposed that forgotten traumatic memories which have not been
abreacted lead to hysterical symptoms and these symptoms disappear when the memory
and its affect is brought back. Therefore, they believed that "hysterics suffer primarily
from reminiscences". Then Freud expanded this view by proposing that the cause of
neuroses and hysteria is real sexual experiences that are experienced in early childhood
(Quinodoz, 2004). However, Freud started having doubts about his theory when he had
suspected about the possibility of being sexually abused by his father and finally
concluded that he wasn't seduced, he had wished to be seduced. The high prevalence of
sexual abuse history among his patients also strengthened his doubts and he came up
with the idea that these experiences were not memories of events; they were memories
of “wishes and longings”. He proposed the theory of infantile sexuality that impulses,
fantasies, and conflicts under neurosis are not environmental; they are derived from the
mind of child (Mitchell & Black, 1995). His previous explanations regarding the
existence of real sexual abuse history is not accepted by some writers who claim that the
information about sexual abuse history does not come from Freud's patients, he inferred
this information from his patients’ symptoms; however, Gleaves and Hernandez (1999)
opposed this argument by showing evidence that Freud's 18 patients verbally reported
childhood abuse (Gleaves & Hernandez, 1999).

This shift from seduction theory to fantasy theory led to controversy among theorists. It
was argued that Freud changed his theory in order to avoid moral and social
implications (Lasiuk & Hegadoren, 2006). It was also claimed that Freud abandoned his
theory to make his work more acceptable in Vienna where Janet continued working on
traumatic origins of psychological disturbances and he was forgotten whereas Freud
disavowed the trauma work and became the pioneer of psychiatry (van der Kolk et al.,
1996). Masson (as cited in Gleaves & Hernandez, 1999) also stated that Freud
deliberately hide the truth about child abuse.



On the other hand, Piers (1996) concluded that Freud's ideas have not changed
dramatically between these two theories. Freud still believed negative effects of sexual
trauma but he proposed that sexual trauma is “only one part of the complicated process
of symptom formation” and he mainly was interested in the dynamics of intrapsychic
processes. Piers (1996) also addressed the similarities between Freud and trauma
theorists. He suggested that they both consider sexual trauma as potentially devastating
and pathogenic, they both believe that human action can be highly influenced by non-
conscious mental content; the mind is capable of holding impressions from childhood to
adulthood. They also have similarities in therapeutic intervention where Freud believed
that by bringing the experience that is out of awareness of consciousness lead to
integration of traumatic content, similarly trauma theorists also propose the integration
of dissociated memory with individual's larger self although the content that is

integrated is different.

Ferenczi, who also worked on psychological trauma, disagreed with Freud and proposed
that a real traumatic memory was a trigger in any psychopathology and he was
denounced by Freud and his work did not get much attention (Tutte, 2004). He
proposed that early childhood trauma leads to “the introjections of guilt feelings of the
adult, the undeveloped or perverted sexual life of the child, the traumatic progression of

a precocious maturity, the terrorism of suffering” (Giovannoni, 1989).

The question of whether the memories of sexual abuse are real or they are fantasies
have been subject of research. Herman and Schatzow (1987) found that large majority
of the adults who remembered being exposed to sexual abuse as a child confirmed their
memories from other sources and no evidence found in the reports of the participants

that show these experiences were fantasies.



1.2 Long-term Consequences of Childhood Interpersonal Trauma

Childhood abuse and neglect has neurobiological consequences. The development of
hippocampus, the left cerebral cortex, and the cerebellar vermis is affected by the
prolonged exposure to fearful stimuli. It also impedes the capacity to integrate sensory
input (Teicher, Anderson & Polcari, 2002). The neurological and neurobiological
development of children who have been exposed to prolonged abuse and neglect by
their caregivers has been found to be different than children who have not been abused
or neglected (van der Kolk, 2003). It was also found that childhood trauma was related

to increased catecholamine response to psychological stress (Marmar et al., 2006).

It has been well documented that childhood trauma leads to various psychological
disturbances in adulthood. Research supports that childhood trauma has more
complicated results than trauma that is experienced in later ages. In a study, it was
found that childhood sexual abuse was related to most dimensions of psychopathology;
however, sexual experiences after puberty were related to depression and posttraumatic
symptoms only (Wingenfeld et al., 2011). There is also evidence that childhood trauma
is also the underlying causes of personality disorders. A study revealed that individuals
with borderline personality disorder are more likely to have sexual abuse, physical
abuse, and witnessed abuse histories (Weaver, 1993). In another study, the existence of
personality disorders were found to be associated with mostly physical, verbal abuse
and emotional neglect, followed by sexual abuse and an absence of mutual parental

affection (Perry, et al., 2004).

These long-term consequences of childhood interpersonal trauma are mainly covered in
two trauma-related diagnostic constructs which are posttraumatic stress disorder

(PTSD) and disorders of extreme stress not otherwise specified (DESNOS).



1.2.1 Posttraumatic Stress Disorder
Most people who experience traumatic events recover over time. When time does not
remove the effects of trauma, posttraumatic stress occur (Keane, Weathers & Foa, 2000;

van der Kolk et al., 1996).

In DSM-V, there have been changes in the posttraumatic stress disorder (PTSD)
section. PTSD was used to be under the category of anxiety disorders. However, in
DSM-V, PTSD is included in a new chapter which is called Trauma- and Stressor-
Related Disorders instead of anxiety disorder. PTSD in DSM-V is defined as being
exposed to death, threatened death, actual or threatened serious injury, or actual or
threatened sexual violence through direct exposure, witnessing directly, or indirectly by
learning that a close relative or close friend was exposed to trauma, or repeated or
extreme indirect exposure to aversive details of the events which some professionals
experience who collect body parts or are exposed to details of child abuse (American

Psychiatric Association, 2013).

One of the symptoms of PTSD is persistent reexperience of the traumatic event through
recurring, involuntary, and intrusive memories, traumatic nightmares, dissociative
reactions such as flashbacks, or intense or prolonged distress as a response to reminders
of the traumatic event. Effortly avoiding distressing trauma-related stimuli which are
trauma-related thoughts or feelings or trauma-related external reminders such as people,
places, conversations, activities, objects, or situations is another symptom of PTSD.
Third symptom category is negative alterations in cognitions and mood that began or
worsened after the traumatic event. These negative alterations are inability to remember
key features of the traumatic event which usually refers to dissociative amnesia,
persistent negative beliefs and expectations about oneself or the world, persistent
distorted blame of self or others for causing the traumatic event or for resulting
consequences, persistent negative trauma-related emotions, diminished interest in pre-

traumatic significant activities, feeling alienated from others, or constricted affect which
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refers to persistent inability to experience positive emotions. The last symptom category
is trauma-related alterations in arousal and reactivity that began or worsened after the
traumatic event such as irritable or aggressive behavior, self-destructive or reckless
behavior, hypervigilance, exaggerated startle response, problems in concentration, or

sleep disturbance (American Psychiatric Association, 2013).

Even though psychological effects of traumatic events have always been studied, the
PTSD term was introduced in 1980 in order to describe the symptoms that are exhibited
by trauma survivors. Since 1980, the criteria of PTSD and definition of trauma has been
a subject of debates. This diagnosis was unique because it was considered as a direct
consequence of a traumatic event (Joseph, William & Yule, 1997). Blake, Albano, and
Keane (as cited in Joseph et al., 1997) concluded that PTSD diagnosis provided a
ground for scientific generalization, a common language to describe the symptoms, and

also led to a substantial increase in publications on posttraumatic symptom.

PTSD has been observed among the survivors of disasters, war experiences, or
accidents. However, it has been argued that survivors of interpersonal trauma also

exhibit PTSD symptoms and therefore get diagnosed with PTSD (Briere, 1992).

1.2.1.1 PTSD Symptoms and Childhood Interpersonal Trauma

Briere (1992) concluded that childhood interpersonal trauma leads to PTSD symptoms.
For instance, survivors of sexual abuse are likely to suffer from intrusive symptoms.
The most disturbing symptoms among the intrusive symptoms for sexual abuse
survivors are flashbacks. They are experienced as sudden sensory memories with visual
images such as abuser's face or parts of the sexual abuse or abuser's voice, choking
sensations caused by forced oral intercourse in the past. These flashbacks occur with no
reason or they may be triggered by a reminder of the trauma. These intrusive thoughts
also diminish the ability to concentrate or to have a normal mental life. The intrusive

thoughts are related to danger, humiliation, sex, guilt, and badness.
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Survivors of physical abuse experience arousal symptoms such as tension, jumpiness, or
flinching more. They also exhibit avoidance symptoms such as avoiding abuse-related
thoughts or stimuli. They may also experience violent nightmares. Their intrusive
thoughts are more likely to be thoughts of being violent or being injured. These
intrusive thoughts may imply uncontrollable aggressive impulses and violent behavior;

therefore they may be frightening for the physical abuse survivor (Briere, 1992).

There is not much study regarding PTSD symptoms that survivors of emotional abuse
suffer from. Only survivors who are terrorized but were not physically injured are likely

to exhibit PTSD symptoms (Briere, 1992).

1.2.2 Disorders of Extreme Stress Not Otherwise Specified (DESNOS)

Herman (1992a) stated that survivors of prolonged trauma exhibit different
characteristics than PTSD as it has also been observed in clinical work. The diagnosis of
post-traumatic stress disorder covers the symptoms that are seen in trauma types such as
combat, disaster, and rape; however, it is not sufficient to cover complex symptoms of
prolonged, repeated trauma. The symptoms of prolonged trauma survivors are more

“complex, diffuse, and tenacious” symptoms than PTSD.

Herman's views were supported by research which indicated that multiple trauma
exposure is associated with symptom complexity (Briere, Kaltman & Green, 2008). jan
and his colleagues (1996) explained it as the traumatic memory is kept in a separate ego
state; therefore, it is fixated at the time of the traumatic memory and this leads to long
term effects at different stages of development. Therefore, being traumatized as an adult
can lead to PTSD symptoms, however being traumatized as a child leads to much more
complex symptoms (van der Kolk et al., 1996). These complex symptoms are not
covered by the PTSD criteria and they are labeled as comorbid conditions (van der

Kolk, Roth, Pelcovitz, Sunday & Spinazzola, 2005).
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Herman (1992a) proposed ‘complex post-traumatic stress disorder” (complex PTSD) as
a name of the syndrome that is seen following prolonged, repeated trauma. According to
her, the effects of prolonged trauma can be understood as a spectrum of conditions
which “range from a brief stress reaction that gets better by itself and never qualifies for
a diagnosis, to classic or simple post-traumatic stress disorder, to the complex syndrome
of prolonged, repeated trauma”. The complex PTSD/DESNOS construct referred to the
symptoms that were experienced as a result of victimization which mostly occurs at
early ages and involves multiple traumatic events and prolonged exposure (Luxenberg,

Spinazzola & van der Kolk, 2001).

National Child Traumatic Stress Network Workgroup on Diagnosis proposed that the
problems that were listed as comorbid were “somatic, affective, behavioral and
characterological manifestations of chronic interpersonal trauma”, therefore a diagnosis,
labeled as complex PTSD/DESNOS or Developmental Trauma Disorder which would
include developmental effects of trauma was needed (van der Kolk et al., 2005).
Assessment instruments were developed to evaluate the complex trauma symptoms and

their severity (Briere & Spinazzola, 2005).

A field trial for PTSD was organized by the American Psychiatric Association to
examine the psychopathology of chronic developmental trauma, which is named as
disorders of extreme stress, not otherwise specified (DESNOS) for DSM-IV. Criteria
for this proposed diagnosis were defined by searching literature on the long-term effects
of childhood trauma. After this search of literature on the long-term effects of childhood
trauma, complex PTSD/DESNOS diagnosis included seven categories of symptoms : 1)
alterations in ability to modulate emotions, 2) alterations of identity and sense of self, 3)
alterations in ongoing consciousness and memory, 4) alterations in relations with the
perpetrator, 5) alterations in relations with others, 6) alterations in physical and medical

status, and 7) alterations in systems of meaning (van der Kolk et al., 1996).
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The DSM 1V Field Trial was conducted with 400 treatment-seeking traumatized
individuals and 128 community residents. The findings of DSM-IV Field Trial showed
that in addition to PTSD symptoms, trauma that starts at an early age and has
interpersonal nature leads to disturbances on psychological functioning such as affect
dysregulation, aggression against self and others, dissociative symptoms, somatization,
and character pathology. It was found that individuals who are exposed to trauma longer
are more likely to develop both PTSD and DESNOS. The results also implied that
DESNOS symptoms may cause individuals to seek treatment more than PTSD
symptoms (van der Kolk et al., 2005).

Although the results of the DSM-IV field trial confirmed that chronic interpersonal
trauma leads to these symptoms in both children and adults, DESNOS was not accepted
as a separate diagnosis, it was listed under “Associated and Descriptive Features” of
PTSD in DSM-IV (van der Kolk et al., 2005). The ICD-10 created a separate category
in order to include chronic personality changes after traumatic experience which
includes 1) permanent hostility and distrust 2) social withdrawal, 3) feelings of
emptiness and hopelessness, 4) increased dependency and problems with modulation of
aggression, 5) hypervigilance and irritability and 6) feelings of alienation (as cited in

van der Kolk, et al., 1996).

Other studies also supported construct validity of the concept of DESNOS. In a study
conducted by Zucker, Spinazzola, Blaustein, and van der Kolk (2006), those who met
both PTSD and DESNOS criteria scored significantly higher on overall dissociative
symptoms than the participants who only met PTSD criteria which imply construct
validity of the concept of DESNOS. The group with both PTSD and DESNOS scored
higher absorption/fantasy and depersonalization/ derealization subscales of DESNOS.
Zucker and colleagues (2006) concluded that PTSD does not cover alterations in the
domain of attention and consciousness which is included in DESNOS. DESNOS clients

tend to “retreat inwards” since they use fantasy/absorption more and they may also be
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more impaired than those only with PTSD since they have higher level of

depersonalization/ derealization.

Research also showed that DESNOS and PTSD are distinct syndromes. In a study with
military veterans, it was found that 31% of the participants had both PTSD and
DESNOS, 29% had PTSD only, 26% had DESNOS only, and 13% did not have any of
these disorders (Ford, 1999). In another study conducted with military veterans, it was
found that 67 % of participants met PTSD and 38 % of participants met DESNOS
(Jongedijk, Carlier, Schreuder, & Gersons, 1996} . Studies also indicate that DESNOS
and PTSD co-occur as a result of trauma (Nemcic-Moro, Franciskovic, Britvic, Klaric,

& Zecevic, 2011; Jongedijk et al., 1996).

1.2.2.1 DESNOS symptoms

Alteration in regulation of affect and impulses

When children are in danger or hurt, caregivers help them regain their sense of safety
and control. In some situations where caregivers are emotionally absent, inconsistent,
violent, neglectful or dealing with their own trauma and loss, they cannot be a source of
security and cannot regulate their children's arousal and children experience difficulty
in processing, integrating and categorizing of experiences. Therefore, a main
characteristic of traumatic stress is not being able to regulate internal states (van der

Kolk et al., 2005).

When a caregiver experiences sudden changes in his/her state, this creates fear and
disorientation in the child which leads to hypervigilance. Furthermore, when a caregiver
fails to perceive the child's distress, he/she doesn't provide “interactive regulatory
experiences” which would help the child to use the caregiver to tolerate high levels of

arousal (Siegel, 2003).

14



Additionally, children learn how to interpret their physical sensations, identify emotions
and take action according to that information. Caregivers are there for them to modulate
their physiological arousal by “providing a balance between soothing and stimulation”.
In this way, children gain self-awareness and self-regulation. Then they gradually
tolerate higher levels of excitement. They don't need that much physical existence of
caregiver to keep their comfort and therefore they can play with themselves and their
peers. They learn to give appropriate responses and if they fail, they look outside for
help. For traumatized people, whose caregivers fail to help them learn modulating their
physiological arousal, may either feel too much or too little, they try avoiding
sensations related to pain and helplessness. Therefore, they may engage in compulsions,
addictions, and distractions to avoid these experiences. Because of lack of nuances in
their frustration, they may exhibit excessive anger and impulsivity or they depersonalize

or get numb in order to avoid these feelings (van der Kolk & Yehuda, 2002).

Lack of self regulation leads to difficulties in focusing on appropriate stimuli, attention
problems, loss of impulse control, or not being able to control feelings of rage, anger or

sadness (van der Kolk et al., 1996).

Perry, Pollard, Blakley, and Vigilante's (1995) explanation for the hyperarousal or
dissociation response to even a minor stressor as a result of difficulties in self regulation
is that survivors of childhood trauma exhibit sensitized neural response patterns
associated with their traumatic experiences as a result of specific pattern of repetitive
neural activation or experience. Another explanation of the problems in the regulation
of affect, consciousness, impulse, sense of self, and physical awareness is the structural
and functional abnormalities that childhood interpersonal trauma causes in CNS areas
and neurohormonal systems (D®Andrea, Ford, Stolbach, Spinazzola & van der Kolk,

2012).
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Alterations in attention or consciousness

In an abusive environment, a child needs to find a way to maintain trust, safety, control,
and power where caregivers do not provide for her/him or they are the untrustful,
unsafe, unpredictable attachment figures. Therefore, they develop immature
psychological defenses which lead to development of abnormal state of consciousness.
In these altered states of consciousness, the relations between body and mind, reality
and imagination, knowledge and memory are disturbed. In an unpredictable
environment, a child may need to be alert to signs of danger. Therefore, she/he
recognizes minor changes in facial expression, voice, body language and read the
changes as anger, sexual arousal or dissociation. Since this process happens
unconsciously, she/he responds to signals of danger without identifying it (Herman,

1992b).

Alterations in self-perception

Being in a relationship with a caregiver who has the “coercive control” affects the
identity of childhood trauma survivors substantially. The image of their body, the
“internalized images” of others, their values and ideals which provide coherence and
purpose are disturbed. They see their self as contaminated, guilty and evil. They may
even “lose the sense that they have a self” where they may describe themselves as
“reduced to a nonhuman life form” (Herman, 1992b). They tend to have high
competence and interpersonal sensitivity in addition to self-hatred, and lack of self-care.
They may have problems in meeting their basic needs for hygience, rest, and protection.
They see themselves as worthless, unlovable, weak (van der Kolk et al., 1996).
Survivors of childhood trauma may view the world more dangerous than it actually is

and they underestimate their self-efficacy and self-worth (Briere, 1992).

Believing their inner badness also affects their self-perception. One of the ways children
cope with abuse believes that their innate badness is the cause of the abuse which gives

a meaning, hope and power and belief that there is something she can do to change it.
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Abused children are aggressive and rageful since they do not have verbal or social skills
to resolve conflict. They also have difficulty in modulating their anger which convinces
them that they are bad. They may also believe more in their “inner badness” in
situations when they have sexual pleasure, when they receive abuser's special attention
and gain privilege as a result of sexual relationship during sexual abuse. They may also
witness the abuser's another abuse and feel responsible for the abuse. In order to
maintain their primary attachment, abused children “take the evil of the abuser into
themselves” so it becomes a part of the child’s personality structure. The child tries so
hard to be good in order to cover the “inner badness” and in spite of her successes, she
never believes that they are true and when others appreciate her successes she believes
that these people do not know her well and if they really know who she was, she would
be “shunned and reviled” (Herman, 1992b).

Alterations in relations with other

According to Herman (1992b), survivors of childhood trauma have “fantastic
expectations’ from their partners and adore them and then get disappointed and start
harshly criticizing their partners. Interpersonal conflicts easily lead to extreme anxiety,
depression or rage. Neglect or abuse experiences can be triggered easily by small
conflicts and they cannot be easily overcome since they do not have verbal or social
skills to resolve conflicts. The survivor develops intense and unstable relationships. The
survivor's unmet need for nurturance and care as a child prevents her/him to have safe
and appropriate boundaries in intimate relationships as an adult. Her/his judgments are
affected by her/his tendency to criticize harshly herself/himself and to idealize other.
The survivor is also vulnerable to the ones who have power or authority since she/he
develops empathic attunement to other's wishes and her/his unconscious obedience to

other.

Traumatized children mostly do not fully experience the developmental stage where

they are supposed to experience competition, intimacy and play and their adult life is
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affected by this deficiency. Childhood play helps children learn how others experience
the world, it helps them gain competency on their feelings, people and situations. They
try different roles and experience different outcomes. They learn to integrate the
positive and negative such as good and bad, power and helplessness, affection and
anger. When they do not learn how to integrate them, they remain as separate ego states;
therefore, they do not own the reality of the situation. Survivors of childhood abuse
develop an ability to read the needs and feelings of others and this sensibility does not
lead to personal satisfaction, it is just a survival skill that is learned in childhood. {van
der Kolk, et al., 1996).

Survivors of childhood trauma have a tendency to repeat their victimization as adults.
Mostly this is a passive experience and considered as “unavoidable fate”. One of the
reasons is that survivors use dissociation to cope and therefore, they fail to recognize
social cues that would warn them in case of danger (Herman, 1992b). Survivors of
childhood trauma tend to have a compulsion to repeat the trauma by becoming either
the victim or persecutor, they tend to be in social situations which are similar to the
contexts where they were first traumatized and it is not in conscious level generally (van

der Kolk et al., 1996).

van der Kolk (1989) proposed that trauma may be repeated on different levels such as
behavioral, emotional, physiologic, and neuroendochronologic levels. Victims tend to
experience repetitive re-enactment of past events. Anger directed against the self or
others is one of the major reenactments. Also, people’s need for attachment increases
when there's a danger; therefore, they may develop strong ties with people who may be
abusive. This bond is a combination of pain and love which leads to confusion. This
memory becomes dissociated and only comes back fully when the person is
retraumatized. Survivors may respond to a present stimuli with physiological
emergency responses that belong to past trauma and they wouldn't have conscious
awareness since hyperarousal prevents rational assessments and integration of trauma.

Good early caregiving helps individuals sooth themselves through activating
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conditioned responses based on this caregiving experience, whereas for traumatized
children, they need higher external stimulation to sooth themselves. Therefore they are
prone to addictive behaviors such as “compulsive reexposure to victimization of self

and others”.

Somatization
Survivors of childhood interpersonal trauma tend to exhibit somatic symptoms such as
insomnia, startle reactions, agitation, tension headaches, gastrointestinal disturbances,

and abdominal, back, or pelvic pain (Herman, 1992b).

Mayer (2008) argued that there are various somatic symptoms which are related to
trauma. Friedman and Schnurr (as cited in Mayer, 2008) lists these somatic symptoms
as cardiovascular, gastrointestinal, dermatological, ophthalmological and gynecological
symptoms. Pain problem such as headaches, musculoskeletal pain, chest pain,
abdominal pain, and pelvic pain and somatic symptoms that are medically unexplained

such as irritable bowel syndrome and fibromyalgia are common symptoms of trauma.

The association between traumatic experiences and somatic, medically unexplained
symptoms has been recognized more than 100 years. Over the years, there have been
changes in symptom patterns; however, the cluster of fatigue, musculoskeletal
symptoms, and sleep disturbances has remained as somatic symptoms that are
experienced as a consequence of trauma. In addition to psychoanalytic concepts of
somatic symptoms, models suggesting that somatic symptoms are “persistent bodily
consequences of intense emotions”, no matter there are conscious awareness of these

emotions or not, have developed over the years (Mayer, 2008).

Alterations in systems of meaning
According to Briere (1992), since childhood interpersonal trauma is usually chronic or

ongoing, it leads to feelings of hopelessness about the future.
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Survivors of childhood interpersonal trauma tend to view the world “through a dark
lens”. They may be suspicious about the religious or ethical beliefs that they were born
into, and they may also find spiritual being as evil or insensitive to sufferings of people.
They may believe that people are all by themselves in the world and it is not possible to
make positive changes in their lives. This feeling of helplessness impedes their capacity

to make choices and take action to make changes in their lives (Luxenberg et al., 2001).

1.3 Dissociation

Dissociation is a highly controversial term and there are many disagreements about its
definition, symptoms and even existence of the term. Howell (2005) commented that
dissociation was dissociated itself in the psychology/psychiatry field. On the other hand,

dissociation has also become a key concept to understand traumatization recently.

van der Kolk and colleagues (1996) defined dissociation as a “compartmentalization of
experience” where trauma is not integrated into whole. Howell (2005) also described
dissociation as “the separation of mental and experiential contents that would normally
be connected”. In dissociation, traumatic memories are separate from normal
consciousness. Emotions, actions, memories, physiological responses don't have
relations with each other; therefore, affect may not be experienced with extreme events,
physical pain may not be experienced with physical injuries, memories may be

fragmented and these fragments may not be remembered (Terr, 1991).

According to Herman (1992b), interpersonal trauma tends to be denied since it is
difficult to tell the “unspeakable”, however, the trauma cannot be forgotten even if it is
denied; they need to be told. This is parallel with the trauma symptoms where survivors

shift between feeling numb and reliving the traumatic event which leads to dissociation.

An exploratory study by van der Kolk and Fisler (1995) found that different from

processing of other information, in traumatic experiences, survivors lack personal
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narratives; they are recorded as sensations or feelings. Therefore, they may come back
as emotions and sensations without verbal representation which refer to “speechless
terror”. Therefore, the body may respond as if it is retraumatized but the memory is
dissociated so the survivor cannot own what is happening (van der Kolk, Hopper &

Osterman, 2001).

There is also confusion related to alteration in consciousness and dissociation. van der
Hart, Nijenhuis, Steele, and Brown (2004) explain the difference between dissociation
and alteration in consciousness which refers to phenomena such as absorption,
spaciness, daydreaming, imaginative involvement, altered time sense and trance-like
behavior. In alteration in consciousness, the information is not encoded but in

dissociation, the stimuli can be retrievable.

Being younger and being female increases the likelihood of using dissociative
adaptations. According to Perry and colleagues (2004), males are more likely to be
aggressively defensive hyperarousal/fight or flight response and it had been needed to
survive from natural predators. Perry and colleagues explain it from anthropological
perspective where it was common for clans to "raid a competing clan’s camp" and kill
the males and make the females and young children their property and dissociation was
needed for females and young children in order to survive. Being immobile, helpless,
and powerless, physical injury, pain or torture increases the likelihood of dissociative

adaptations.

1.3.1 Functions of Dissociation

van der Kolk and colleagues (1996) proposed that dissociation helps individuals to
maintain their schemata. Since a separate state of mind holds the traumatic event, the
cognitive schemata which includes normal state believes that he/she wasn't abused

when the dissociative schemata may hold the beliefs that she/he is weak or unworthy.
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Dissociation can also function as an adaptive coping style for childhood survivors
where active resistance may cause the perpetrator to engage in more abuse towards the
survivor or where the victim is dependent and attached to the abuser; therefore passive
coping such as spacing out and disengaging can help them survive (van der Kolk et al.,
1996). Furthermore, it helps an individual who faces danger to “fight without panic”
since cognitive capacity is decreased when the person is in the fight or flight response

(Perry et al., 1995).

Meditative experiences, positive trance experiences or watching a movie attentively are
also considered as dissociation. One distinction between adaptive/positive dissociation
and pathological dissociation is that adaptive dissociation is under voluntary control, the
individual consciously starts it or comes back to functioning easily. Another distinction
is whether dissociation enhances or prevents integration. Highly dissociative patients
from traumatic experiences by voluntarily go into a state of trance or absorption,
become lost in the wallpaper, or mentally go into a mousehole in the wall for instance.
Although dissociation functions as a coping mechanism for interpersonal violence,
continuously avoiding painful experience through dissociation prevents experiences to
be integrated. Although dissociation is adaptive and lifesaving during traumatic event, it
becomes maladaptive when it is used too long and when the individual constrains

his/her life to avoid reminders of the trauma (Howell, 2005).

1.3.2 History of Dissociation

Janet was the first person who linked dissociation to psychological trauma. His work
had been ignored for years and has recently been interested with posttraumatic stress
related and dissociation disorders (Howell, 2005). He proposed that personality is
composed of various subsystems and these subsystems function “in a cohesive and
coordinated manner” (van der Hart, Nijenhuis & Steele, 2006) and in dissociation there
is not integration among two or more different systems (Nijenhuis & van der Hart,

2011).With intense arousal, explicit memory may be interfered and the person
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experiences “speechless terror” but implicit memory may not be interfered; therefore
the person may be aware of emotions and associated perceptions but may not know the
reason for feeling or behaving that way. He stated that traumatic memories are split off
from consciousness, and they are “stored” as sensory perceptions, obsessional
ruminations, or behavioral reenactments and they also influence behavior,

consciousness, moods, affects, and perceptions (van der Kolk et al., 1996).

Janet also proposed that dissociated states of consciousness can include various levels
of complexity. A single fixed idea is the simplest one and may be an image, thought, or
statement along with feelings, physical posture, and bodily movements. Traumatic
memories are fixed ideas. Alter personalities of individuals with dissociative identity
disorder is the most complex form of state of consciousness where these alter
personalities have their own identity (van der Hart & Horst, 1989). They generally have
a ‘protector’ personality who helps them find ways to defend themselves against the
traumatic experience. Generally their primary personality is passive and self-critical and
protector personality is aggressive towards other parts of the self and other people

(Classen, Koopman & Spiegel, 1993).

Freud (as cited in van der Kolk et al., 1996) proposed that the compulsion to repeat is
part of repression and keeping a memory away from consciousness is the main feature
of hysterical repression. Because the memory is repressed, the individual repeats the

repressed memory as a present experience not as a past experience that is remembered.

There is a distinction between Freud's repression and dissociation that is used by trauma
theorists. Freud claimed that ego actively “forgets” the traumatic experience whereas
trauma theorists propose that ego is more passive, the memory is dissociated which is a
passive process (Piers, 1996). Terr (1994) also makes a distinction between repression
and dissociation. In repression, the individual actively and unconsciously makes an
effort not to remember; however, in dissociation the traumatic memories are separate
from normal consciousness itself during the event. Therefore, the repressed memories
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are sharp and detailed whereas dissociated memories are fuzzy and unclear and they

generally are not complete or clear when they come back.

1.3.3 Contemporary Approaches to Dissociation

Howell (2005) argued that Freud's view on unconscious leads to an illusion that the
basic content of the unconscious mind is known and also unconscious psychic
determinism includes agency and power. However, considering that unconscious

includes dissociation implies a less familiar and frightening version of individual.

According to Howell (2007), the trauma/dissociation paradigm can explain “all
environmental-based psychopathology and problems in living”. She also
reconceptualizes psychoanalytical concepts; for instance, she reframes structural model
by defining ego and superego as dissociated. Howell also considers neurosis with the
terms of posttraumatic stress and dissociation where “the concept of neurosis requires
the operation of a punitive superego, enforcing repression of dangerous wishes”.
“Uncivilized wishes” can be forgotten through the process of repression; however,
overwhelming affect leads to fragmentation which refers to dissociation. She also
reframes Kernberg's constructs by addressing self states, aggressor self states
especially. The child is attached to the abuser because he/she is the attachment figure at
the same time. They are more attached than other children since fear activates the
attachment system, the child “mimics the aggressor's behavior” which is defined as
“identification with the aggressor.” Herman (1992b) also stated that in order to manage
their anxiety, survivors often identify with the aggressor and hate people who remind

them their own helplessness.

Spitzer and colleagues (2006) proposed a psychodynamic explanation for dissociation
and also compare it with psychosis by using reality testing component of Kernberg's

borderline level of personality organization model and Fonagy and colleagues’ theory of
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mentalization, which combines developmental psychology and psychoanalytic
approach. Young children experience psychic reality in two ways before they perceive a
psychic reality as psychic. First one is “psychic equivalence” where there is no
distinction between internal world and external world, fantasy is projected to the
external world and it is perceived as real. In the “pretend” or “as—if”” mode, it is
assumed that the internal world does not have any effect on the external world. When
children develop normally, during the oedipal stage, through healthy relationship with
the attachment figure, they integrate these two modes and reach mentalization which is
a developing capacity and refers to the ability to think mental states of oneself and
others as separate and this leads individuals to give meaning to themselves, other and
the world. At this point, Spitzer and colleagues proposed that adults who have impaired
reality testing (taken from Kernberg's model) that is failure to differentiate self from
others and internal and external stimuli, experience their inner and outer reality in the
“psychic equivalent” mode where it is difficult to distinguish between inside and
outside. This refers to severe psychotic states. However, according to them, pretend
mode is the denial of the connection between internal and external world and refers to
dissociation. Therefore, although dissociation and psychosis are both “adulthood
reflections of preoedipal modes” of experiencing psychic reality, in borderline

personality organization and severe dissociation, the “pretend mode” is essential.

Van der Hart and colleagues (Watson, Chilton, Fairchild, & Whewell, 2006) used the
term “structural dissociation of the personality” and described two categories of action
systems that compose personality; first category supports individuals to adapt to daily
life, such as food and companionship, whereas the second category involves action
systems that is aimed at avoiding or escaping from threat. These systems help
individuals to differentiate helpful experiences from harmful experiences and to find the
“best adaptive responses to current life circumstances”. This division is described as the
“basic form of structural dissociation of the personality”. In trauma-related structural

dissociation of the personality, there is a lack of cohesion and flexibility among these
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systems that composes personality. This division of personality is described as
dissociative parts of the personality. When action systems are not cohesive, they may
have separate perceiving and functioning which refers to dissociative parts of the
personality. These dissociative identities may not be observed explicitly instead they
may show themselves as”symptom complexes”. Therefore, some clients do not
reexperience traumatizing events and do not show any symptoms for a while after
experiencing a traumatic event which implicates that dissociative parts are latent (van

der Hart, Nijenhuis & Steele, 2005).

Putnam (1997) divided dissociative symptoms into four categories which are primary
dissociative symptoms, frequently associated posttraumatic symptoms, secondary
symptoms, and tertiary symptoms. Primary dissociative symptoms are the direct impact
of dissociation on cognition and behavior. These symptoms include amnesias and
memory symptoms, and dissociative process symptoms. Amnesias and memory
symptoms include time loss, blackouts, amnesias, fugue episodes, perplexing
fluctuations in skills, habits, and knowledge, fragmentary autobiographical recall,
difficulty in determining the source of recalled information, difficulty in determining
whether remembered experiences actually occurred, and dissociative flashbacks.
Dissociative process symptoms include depersonalization, derealization, passive
influence/interference experiences, dissociative auditory hallucinations, trance-like
states; alter personality states, switching behaviors, and dissociative thought disorder.
Another type of dissociative symptoms is associated posttraumatic symptoms which are
not primary symptoms; however, they usually co-occur with pathological dissociation.
Associated posttraumatic symptoms include avoidance, intrusive thoughts,
physiological reactivity, hyperarousal, flattened effect, and detachment. Putnam
considers depression, anxiety, somatization, low self-esteem as secondary responses to
dissociation. Tertiary symptoms such as substance abuse, suicidal and self-destructive
behaviors, and promiscuity and other sexualized behaviors, are maladaptive coping

responses to the primary and secondary symptoms.
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1.3.4 Psychoform dissociation vs. Somatoform Dissociation

van der Hart and colleagues (2006) stated that although psychoform dissociation had
been considered to be the only dissociative symptoms, which refer to dissociation of
“mental functions related to memory, consciousness, and identity, somatoform
dissociation is also a common response to trauma. Somatoform dissociation refers to
dissociation of “functions of movement, sensation, and perception”. Losses of sensory,
perceptual, affective and motor functions are considered as negative somatoform
dissociative symptoms and sensorimotor and affective symptoms such as sensory
distortions, pain, tics and panic are considered as positive somatoform dissociative

symptoms.

1.3.5 Childhood Interpersonal Trauma and Dissociation

Terr (1991) divided childhood trauma into two types. Type 1 trauma refers to single-
incident trauma such as accident and natural disaster, and Type 2 trauma refers to
complex or repetitive trauma such as persistent abuse, war or genocide. In type I
trauma, memories are remembered fully and in detail, there are also misperceptions and
“omens” whereas in Type 2 trauma, denial, numbing, self-hypnosis, dissociation, and
rage occurs. Childhood interpersonal trauma, which usually is considered as Type 2

trauma, is strongly associated with dissociation.

Howell's (2005) definition of trauma is not separate from dissociation. She defines
trauma as “event(s) that cause dissociation”. She stated that attachment relationships
should include dissociation. When caregivers cannot protect the child from danger or
they are the source of danger, the child needs to dissociate parts of the self to maintain
the relationship with the caregiver who is frightening, neglectful or abusive. Since the
children depend on this relationship with the caregiver, dissociation is one way to
“accommodate” interaction with an attachment figure that is the source of both fear and
love (Howell, 2007). Herman (1992b) also addressed dissociation as a response to

child’s needs to maintain attachment to the parents. She concluded that children keep
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the abuse even from themselves by suppressing these thoughts, memories, pain, time,
place or person voluntarily. Sometimes this dissociation may become part of personality

organization not just a defensive adaptation.

Howell (2007) stated that dissociation not only exists between mind and body, but also
mind and mind. Trauma splits off experience and it is encoded somatically so that parts

of experience would not be accessible to the person.

A healthy infant looks inside to his/her personal experience and outside in order to be
regulated by others at the same time. However, the psyche will be a closed system when
the affect is intense and the person lacks safe support from outside. In this system,
“inward and outward looking” are dissociated processes and their aim is not mutual
regulation where “inward looking is a stagnant, concretized bootstrap operation; and the
outward looking is intensely hypervigilant, so as to avoid regulation by the other, rather
than to encounter it”. The child also needs to close some memories from current
experience to provide stabilization and sanity. In this process, the self becomes more
self-contained. Therefore, instead of responding genuinely to the caregiver, the child
learns to develop responses in order to manage the caregiver. In addition, since
dissociation impairs internal links, it also impairs interpersonal relationships. The

person is not aware of his/her impact on others (Howell, 2007).

Bernardi (1998) explained a similar process by using Fonagy's suggestion. Caregivers
understand and contain children’s mental state. When a caregiver fails to be a source of
mirroring and containment, the child cannot develop skills to “think in terms of mental
state; instead, the child thinks in terms of physical reality”. In dissociative disorders,
individuals refuse to understand “the contents of the caregiver's mind” and develop a
defense where individuals with dissociative disorders refuse to “conceive the contents
of the caregiver's mind” and “establish a defensive strategy of omitting mentalising or

metacognitive capacity”.
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Perry and colleagues (1995) explained how children shift to dissociative continuum at a
very early stage in life. Crying is a developmentally appropriate response and it is
children’s “fight or flight" response and it lets the caretaker know that there is a threat.
However for children who cannot get caretaker's help after many attempts, they stop

using hyperarousal continuum (fight or flight), they shift to dissociative continuum.

van der Kolk and colleagues (1996) also stated dissociation is used by children to
escape from traumatic experiences. Children may need to protect themselves from the
traumatic experience and they learn to make themselves disappear or watch the event
from a distance which refers to dissociation. When these children become adults, they
continue to use dissociation to cope with stress. Additionally, as adults, they may
dissociate through disconnecting when there is either an internal or external threat
(Haven, 2009). Using dissociation gives a sense of competence and helps these
individuals be successful in various areas since the dissociated part keeps the traumatic
memories. However, this part affects some aspects of life including intimacy and
aggression. Additionally, dissociation leads to a sense of “deadness” and disconnection
from others. It also leads to nightmares and flashbacks, psychosomatic problems,

suicide attempts, self-mutilation and substance abuse (van der Kolk et al., 1996).

1.3.6 Dissociation and Trauma-Related Symptoms

Although there are many dissociative symptoms, only two of them are included in the
Diagnostic and Statistical Manual for Mental Disorders—Fifth Edition (American
Psychiatric Association, 2013) diagnostic criteria for posttraumatic stress disorder
(PTSD), which are lack of recall of an important aspect of the trauma and behavioral or

emotional re-experiencing (Carlson, Dalenberg & McDade-Montez, 2012).

However, studies show that dissociative symptoms are related to PTSD symptoms
(Briere, Weathers, Runtz, 2005; Halligan, Michael, Clark, & Ehlers, 2003; El-Hage,
Darves-Bornoz, Allilaire, & Gaillard, 2002). Specifically, reexperiencing subcategory
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of PTSD was associated with disengagement and avoidance/numbing subcategory was
associated with identity dissociation, emotional constriction, and
depersonalization/derealization, whereas hyperarousal subcategory was related to
disengagement and memory disturbance (Briere et al., 2005). In another study, it was
found that specifically emotional numbing, confusion and altered time sense was mostly

associated with chronic PTSD (Halligan et al., 2003).

Regarding the distinction between PTSD with dissociative symptoms and
nondissociative symptoms, Lanius and colleagues (2010) explained the neurobiological
differences between those who have PTSD with dissociative subtype and those who
have nondissociative PTSD. Both groups experienced emotion dysregulation problem
but its forms were different; in dissociative subtype of PTSD, there was emotional
overmodulation whereas nondissociative PTSD include reexperiencing/hyperarousal

reactivity and therefore emotional undermodulation was experienced.

An extensive study addressed the relation between dissociative features and PTSD is the
study, which was conducted with 25,018 participants in 16 countries in the World
Health Organization World Mental Health Surveys. It was found that 14.4 % of the
participants had dissociative symptoms of depersonalization and derealization and there
weren 't a significant difference among countries. Symptoms of dissociation in PTSD
were related to re-experiencing symptoms and were found to be associated with being
male, having childhood onset of PTSD, high exposure to prior traumatic events and
childhood adversities, prior histories of separation anxiety disorder and specific phobia,

severe role impairment, and suicidality (Stein et al., 2013).

According to van der Hart and colleagues (2005), the relation between DESNOS and
dissociation has not been recognized much since dissociation is seen as a small part of
DESNOS and also there is a confusion related to dissociation. In a study with treatment-

receiving adults in Ireland, it was found that participants whose level of dissociation
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was high also had higher complex PTSD (DESNOS) symptom severity (Dorahy et al.,
2012).

1.4 The Aim of the Present Research

The history of childhood interpersonal trauma has shown that the real traumatic
experiences of childhood have been considered as fantasies of the child. This causes the
survivors of childhood interpersonal trauma to get misdiagnosed, to be mistreated since
these symptoms are not considered as a result of their actual traumatic experiences.
Therefore, this study aimed at supporting the view that many symptoms childhood

interpersonal trauma survivors are a result of their childhood traumatic experiences.

This study aims at examining the relations among childhood interpersonal trauma,
dissociation, and trauma-related symptoms. Different types of childhood interpersonal
trauma, physical abuse, sexual abuse, emotional abuse, emotional neglect, and physical
neglect, and two different types of dissociation, psychoform dissociation and
somatoform dissociation, were investigated to specify the relations among the variables.
Trauma-related symptoms were examined in two symptom clusters: posttraumatic stress

disorder (PTSD) symptom severity and DESNOS symptom severity.

In the literature, there are disagreements regarding the existence of dissociation and
there is a tendency to consider dissociation as a minor component of trauma-related
symptoms; therefore, one purpose of this study is to contribute to the increasing
discussions on the phenomena of dissociation and provide evidence for the crucial role

of dissociation in the relation between childhood trauma and trauma-related symptoms.
Another purpose of the study is to contribute to the research on a proposed diagnostic

construct, DESNOS, by supporting the increasing research on DESNOS as a new

proposed diagnostic construct of multiple/prolonged trauma-related symptoms. For this

31



purpose, the Turkish version of DESNOS was presented and assessed as a part of this

study. Furthermore, its relation to childhood trauma and dissociation was examined.

It was also one of the goals of this study is to examine whether different types of

childhood trauma is related to different types of dissociation.

This study also aimed at investigating the predictors of trauma-related symptoms and
finding out whether certain types of childhood trauma and dissociation are related to

certain trauma-related symptom clusters.

The general purpose of this study is to contribute to the literature of dissociation,
childhood interpersonal trauma, and its consequences which have been highly debatable

issues in the literature in recent years.

In this study, it was hypothesized that dissociation is a mediator between childhood
interpersonal trauma and trauma-related symptoms; childhood interpersonal trauma
predicts PTSD; childhood interpersonal trauma is also related to DESNOS symptom
severity; Turkish version of SIDES-SR is a valid and reliable scale to assess DESNOS
symptom severity; certain types of childhood interpersonal trauma is related to certain
types of dissociation; and dissociation is associated with both PTSD and DESNOS
symptom severity.
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CHAPTER 2

METHOD

2.1 Participants

Participants were recruited through announcements. The participation was voluntary.
The participants filled out the questionnaires through internet. Participants completed a
19 page questionnaire set which includes 6 scales as well as a demographic information

section (Appendix A).

Participants of the study were 736 adults between the ages of 18 and 68. The mean age
of the total sample was 29.44 (SD = 9.69). The number of female participants was 577
and the number of male participants was 159. Participants’ education levels ranged
between literate to post graduate and the mean level of education was equal to a two-
year college. 125 of participants have had a mental health problem within the two years
and majority of these participants have received either psychological treatment (N=41)
or medication treatment (N=76). Among these participants, 41.4 % of participants (N=
53) are currently under treatment. Descriptive information about the participants is

listed in Table 1 and Table 2.
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Table 1 Frequencies and Percentages of Demographic Characteristics of the

Participants
N %
Gender
Female 577 78.4
Male 159 21.6
Marital Status
Single 420 57.1
Engaged 28 3.8
Married 227 30.8
Widow 18 24
Divorced 26 3.5
Lives with 17 23
girlfriend/boyfriend
Education level
Literate 6 8
Elementary school 24 33
Secondary school 22 3.0
High school 215 29.2
2 year college 27 3.7
University 293 39.8
Master 113 15.4
PhD 36 4.9
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N %
Employment Status
Employed 396 53.8
Not employed 123 16.7
Student 184 25.0
Other 33 4.5
Mental health problems
(last 2 yrs)
Yes 125 17.0
No 611 83.0
Treatment type
Psychological 41 33.1
Medication 76 61.3
Other 7 5.65
Ongoing treatment
Yes 53 41.40
No 75 58.6

Table 1 Frequencies and Percentages of Demographic Characteristics of the

Participants (continued)

Table 2 Demographic Characteristics of the Participants

Minimum

Maximum

Mean

Std. Deviation

Age

18

68

29.44

9.69
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2.2 Instruments

The first part of the research questionnaire, Demographic Information Sheet, included
questions about participant'sage, gender, employment status, education level, existence
of mental health problems in the last 2 years and existence of ongoing treatment for

mental health problems.

Second part of the research questionnaire contained five scales which are Childhood
Trauma Questionnaire (CTQ), Impact of Events Scale-R, Structured Interview for
Disorders of Extreme Stress-Self Report (SIDES-SR), Dissociative Experiences Scale
(DES), Somatoform Dissociation Scale (SDQ), and Traumatic Experiences Checklist.

2.2.1 Childhood Trauma Questionnaire

Childhood Trauma Questionnaire was used to assess childhood trauma in this study.
The scale was developed by Bernstein and colleagues (1994) to assess history of child
abuse and neglect in adolescents and adults. This 28-item self-report has five subscales
which measures physical abuse, sexual abuse, emotional abuse, physical neglect, and
emotional neglect. It also includes a Minimization/Denial scale in order to detect
individuals who may underreport traumatic events. The CTQ had high internal
consistency and good test-retest reliability over an interval of 2—6 months (Bernstein et
al., 1994). The scale was translated into Turkish by Sar et al. (1997). In a study, the
alpha consistency for the whole scale was found to be .93 and test-retest reliability was
.90 (p< 0,001, N=48) (Sar, Ozturk & Ikikardes, 2012). In the current study the internal

consistency of the whole scale was found to be .89.

2.2.2 Impact of Events Scale-R

Impact of Events Scale-R was used to measure posttraumatic symptom severity in this
study. The scale was developed to assess subjective distress caused by traumatic events.
This 22-item self-report measure is a revised version of the older version, the 15-item

IES (Horowitz, Wilner & Alvarez, 1979). The IES-R contains 7 additional items on
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hyperarousal symptoms of PTSD. Items include 14 of the 17 DSM-IV symptoms of
PTSD. The IES-R had three subscales which are Intrusion, Avoidance, and
Hyperarousal. The scale was translated into Turkish by Corapcioglu et al. (2006).
Cronbach alpha of the scale was .94 (p<.000). In the current study the internal

consistency of the whole scale was found to be .94.

2.2.3 Structured Interview for Disorders of Extreme Stress - Self Report (SIDES-
SR)

In order to assess DESNOS severity, Structured Interview for Disorders of Extreme
Stress-Self Report was used. SIDES-SR was developed by Pelcovitz et al. (1997) to
assess presence and/or severity of the Disorders of Extreme Stress Not Otherwise
Specified (DESNOS) diagnostic construct reflecting the Associated Features of PTSD
commonly seen in association with interpersonal stressors: impaired affect modulation;
self-destructive and impulsive behavior; dissociative symptoms; somatic complaints;
feelings of ineffectiveness, shame, despair, or hopelessness; feelings permanently
damaged; a loss of previously sustained beliefs; hostility; social withdrawal; feelings
constantly threatened; impaired relationships with others. The clinician-rater version
was used for the DSM-IV Field Trials for PTSD. It has been validated as a measure of
DESNOS diagnosis. The self-report version, which is also used in this study, has good
behavioral anchors and has a good internal reliability as a measure of current DESNOS
severity. Both version of the SIDES has 45 items and includes six major scales with
related subscales: alteration in regulation of affect and impulses; alterations in attention
or consciousness; alterations in self-perception; alterations in relations with other;
somatization; and alterations in systems of meaning. Results show that the SIDES is a
useful tool to assess response to extreme stress. SIDES was administered to 520
subjects as part of the DSM-IV PTSD field trials. Inter-rater reliability (Kappa
coefficients) for lifetime Disorders of Extreme Stress was .81. Internal consistency

(Coefficient alpha) ranged from .53 to .96 (Pelcovitz et al., 1997).
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The SIDES-SR was translated into Turkish in the current study. Translation and
adaptation process, which was proposed by de Jong, Komproe, Spinazzola, van der
Kolk & van Ommeren (2005), was followed. The instrument was examined by 3
bilingual experts, was translated into local language, literal back translation was done
by different translators, the back translation was examined by monolingual experts, and
back translation was examined by a bilingual group who were informed by the
discussion of the monolingual experts. The internal consistency of the whole scale was

found to be .90.

2.2.4 Dissociative Experiences Scale

Dissociative Experiences Scale (DES) was used to measure psychoform dissociation
which refers to dissociation of mental functions such as memory, consciousness, and
identity. The scale was developed by Bernstein and Putnam (1986). The scale is a 28-
item self-reports which has a good validity and reliability, and good psychometric
properties (Carlson et al., 1993). The scale was translated into Turkish by Sar et al.
(1997). In the current study the internal consistency of the whole scale was found to be

.89.

2.2.5 Somatoform Dissociation Questionnaire

In order to assess somatoform dissociation which refers to the dissociation of functions
of movement, sensation, and perception, Somatoform Dissociation Scale (SDQ) was
used. The scale was developed by Nijenhuis et al. (1996) and focuses on somatoform
manifestations of mental dissociation processes. The scale is a 20 item measure assesses
the severity of somatoform dissociation. The psychometric characteristics of the SDQ
are very satisfactory. The scale was translated into Turkish by Sar (1997). In a study the
alpha consistency for the whole scale was found to be .94 and test-retest reliability was
.95 (N =35, p <0.001) (Sar, Kundakei, Kiziltan, Bakim & Bozkurt, 2000). In the

current study the internal consistency of the whole scale was found to be .90.
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2.2.6 Traumatic Experiences Checklist

The Traumatic Experiences Checklist was used to assess the existence of various types
of traumatic experiences. The Checklist is a part of the post-traumatic stress diagnostic
scale (PDS) which was developed by Foa et al. (1997) and it was translated into Turkish
by Isikli and Duru.

2.3 Procedure

Before conducting the study, information about the study including the research design,
instruments to be used in the study were submitted to Institute of Social Sciences
Ethical Committee at Middle East Technical University in order to get approval that the
research is proper in terms of human research ethical conduct. After the Institute’s
approval, the announcements were done through internet and word of mouth.
Questionnaires were submitted to internet and internet link of the questionnaire were
given in the announcements. Prior to the analysis, the Structured Interview for
Disorders of Extreme Stress-Self Report was translated into Turkish in the current study

by following the process of translation proposed by de Jong et al. (2005).

2.4 Statistical Analyses

SPSS (Statistical Package for the Social Sciences) was used for data entry and for
some of the analyses. Prior to analyses, data cleaning and screening was conducted to
meet the assumptions of multivariate analyses. Data were also analyzed using
Structural Equation Modeling (SEM) techniques to test the hypothesized model. SEM
is a collection of statistical techniques which is used to answer research questions
involving multiple regression analyses of factors simultaneously (Tabachnick &
Fidell, 1996). A two-step procedure is followed in order to test the relations among the
variables in a SEM model (Anderson & Gerbing, 1988). As a first step, a measurement
model that excludes the paths between the variables is estimated. The measurement
model provides information to assess the measurement properties of the indicators and

to examine how well the latent constructs are assessed by the observed indicators.
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Second step includes relations among the latent variables and tests the strength of the
relations among these variables.

Goodness-of-fit indices and chi-square tests are used to assess the adequacy of the
measurement and structural models. The following goodness-of-fit indices were used:
ratio of 5 to degrees of freedom ( 5 / df), the root mean-square error of approximation
(RMSEA) goodness-of-fit index (GFI), comparative fit index (CFI), and non-normed
fit index (NNFI). A d.f. ratio of 5 : 1 ratio is suggested (Bollen, 1989). For the GFI,
CFI, and NNFI indices, values close to 1.0 indicates that the model fits well. The
RMSEA values lower than .05 indicates a good fit (Byrne, 1998). SEM techniques
also provide the comparison of alternative structural models. A chi-square difference
test is used to compare the goodness of fit among these models. Maximum likelihood
estimation procedures of LISREL VIII (Joreskog & Sorbom, 1993) were used to test

the measurement and structural models.

Prior to main analysis, factor analyses conducted in order to examine the factor
structure of Structured Interview for Disorders of Extreme Stress-Self Report.
Confirmatory factor analysis using structural equation modeling with maximum
likelihood estimation conducted for factor analysis. Correlational analyses were
conducted in order to examine the relations among variables. Prevalence of childhood
trauma and dissociation were examined using descriptive statistics. Regression
analyses were conducted to examine the predictors of DESNOS symptom severity and
posttraumatic stress symptoms severity. The data were analyzed using the Statistical
Package for Social Sciences (SPSS-17.0). Then structural equation modeling analyses
were conducted in order to investigate the mediational model which examines the
mediator role of dissociation in the relation between childhood trauma and PTSD
symptom severity as well as the relation between childhood trauma and DESNOS

symptom severity.
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CHAPTER 3

RESULTS

3.1 Descriptive Information and Internal Consistency Coefficients of the

Measures

Means, standard deviations, and internal consistency coefficients of the scales and

subscales are provided in Table 3.

Table 3 Descriptive Information on the Measures of the Study

Scales Subscales Mean SD Alpha
Coefficiency
Childhood Trauma 35.98 10.60 .90
Questionnaire
Physical abuse 5.58 1.75 .76
Sexual abuse 6.01 2.47 .89
Emotional abuse 7.55 3.33 .80
Physical neglect 6.60 2.35 .63
Emotional neglect 10.23 4.28 .86
Impact of Events 18.79 17.21 .94
Scale-R
Intrusion 7.16 7.28 91
Avoidance 6.83 6.37 .83
Arousal 4.80 5.42 .87
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Dissociation Scale

Scales Subscales Mean SD Alpha
Coefficiency

SIDES-SR 19.31 14.76 .90
Regulation of affect and 6.56 6.04 74
impulses 2.52 2.70 .70
Attention or consciousness 2.54 2.93 71
Self-perception 2.37 2.65 .59
Relationship with others 1.33 2.02 71
Somatization 2.48 2.65 .68
Systems of meaning

Dissociative 22.18 22.79 .89

Experiences Scale

Somatoform 26.62 9.06 .90

Table 3 Descriptive Information on the Measures of the Study (continued)

3.2 Psychometric Properties of SIDES-SR

3.2.1 Confirmatory Factor Analysis and Construct Validity

Confirmatory factor analysis was conducted to analyze the factor analytic structure of

SIDES-SR using structural equation modeling in LISREL 8. As expected, resulting fit

indexes were acceptable and are reported in Table 4.

Confirmatory factor analysis is originally used to confirm previous findings; however it

is also used to explore data by using the confirmatory factor analytic model. Based on

the original scale, six factors were expected. The modification indexes which examine

items that greatly reduced the fit of the models were investigated.
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A six factor model of SIDES-SR Scale was hypothesized. Items were hypothesized as
indicators of each factor which are Alterations in Regulation of Affect and Impulses
(Items 1-19), Alterations in Attention and Consciousness (Items 20-24), Alterations in
Self-Perception (Items 25-30), Alterations in Relationships with Others (Items 31-35),
Somatization (Items 36-40), and Alterations in Systems of Meaning (Items 41-45).

The six-factor model with LISREL was tested and provided a reasonable fit to the data:
%2 (930, N =736) =2969.74; p < .001; RMSEA=.06; CFI=.79; GFI=.85; NNFI=.77.
Modification indices suggested adding a correlated error between the two items of the
scale (Item 17: "I find myself driven to engage in sexual activities without really feeling
that I had a choice’ and Item 16: "I find myself thinking about sex more than I want to).
In other models, modification indices suggested adding other correlated errors between
the two items of the scale which are between Item 2 ('I find it hard to calm myself down
after I become upset and have trouble getting back on track’) and Item 3 (*When I feel
upset, I have trouble findings ways to calm myself down"), Item 17 ("I find myself
driven to engage in sexual activities without really feeling that I had a choice") and Item
18 (" I am active sexually in ways that I know put me in danger."), then Item 14 ("It
bothers me to be touched in a sexual way') and Item 15 ("I actively avoid sex").
Modifications for the correlated errors were run in separate analyses (see Table 1).
Adding these correlated errors resulted increase in the model fit statistics. Finally, the
model appeared to yield the best fit: ¥2 (926, N =736) = 2359.36, p<.001; RMSEA=.05;
CFI=.84; GFI=.88; NNFI=.83. The change in chi-square was Ay2 (10, N = 280) =
18.75. The model met the criteria of Hu and Bentler (1999) by having a RMSEA less
than .06. The CFI was above .95, GFI was below .95, and NNFI was below .90.
Although the y” statistic indicated significant differences between the observed and the
estimated matrices, the y*: df ratio was well below the suggested 3:1 ratio (Tabachnick

& Fidell, 1996), y2/df ratio = 2.55. The model is presented in Figure 1.
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Figure 1. The Measurement Model
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Table 4 Confirmatory Factor Analysis of SIDES-SR

Measurement X2 Df | x2/df | RMSEA CF1 GFI | NNFI
Models
Model 1 2969.74 | 930 3.19 0.06 0.79 0.85 0.77
Model 2 2752.13 | 929 2.96 0.05 0.80 0.86 0.80
Model 3 2598.83 | 928 2.80 0.05 0.82 0.86 0.81
Model 4 2486.49 | 927 2.68 0.05 0.83 0.87 0.82
Model 5 2359.36 | 926 2.55 0.05 0.84 0.88 0.83

3.3 Model Testing

3.3.1 Prevalence of Childhood Trauma

The cut-off points for the types of childhood trauma are considered as it is suggested by
Sar et al.”s study (2012) with the Turkish sample where for sexual and physical abuse
the cut-off point is 5, it is 7 for physical neglect and emotional abuse, and 12 for
emotional neglect, total point is 35. The results show that 57.9 % of all participants
reported at least one type of childhood trauma. Emotional abuse was most common, and
emotional neglect was the second most common. 24.6 % of the participants reported
sexual abuse, whereas 17.9 % of the participants reported physical abuse. 34.9 %
reported emotional abuse, 26.2 % reported emotional neglect, and 24.7 % reported
physical neglect. Table 5 presents descriptive statistics on the prevalence of various
types of childhood trauma and means and standard deviations. Regarding the
differences between genders on the prevalence of types of childhood interpersonal
trauma, women reported more sexual abuse (M= 6.10, SD=2.65) than men (M= 5.69,
SD=1.62), t (732) =1.85, p<.05. Also women reported more emotional abuse (M= 7.71,
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SD=3.40) than men (M= 6.97, SD=2.99), ¢ (734) =2.48, p<.05. On the other hand, men
reported more physical neglect (M= 10.47, SD=4.23) than women (M= 10.16,
SD=4.29), t (734) = -2.71, p<.05. The two groups did not differ significantly on

physical abuse and emotional neglect types of childhood trauma.

Table 5 Descriptive statistics on the prevalence of types of childhood trauma

Type of abuse N %
Physical abuse 132 17.9
Sexual abuse 181 24.6
Emotional abuse 337 34.9
Physical neglect 244 24.7
Emotional neglect 238 26.2

3.3.2. Prevalence of Dissociation

4.62 % of the participants scored more than 20 % which suggests the presence of
clinically significant dissociative symptomatology. 1.9 % of the participants scored
above 30 % which indicates high probability of having a disorder with a strong
dissociative component. % 0.8 of the participants scored above 40 % suggests high
likelihood of DID. For Somatoform Dissociation Questionnaire, the cut-off point for
Turkish sample was determined as 35 in Sar et al. s (2000) study. The prevalence of
high somatoform dissociation was 9.5 %. Table 6 presents descriptive statistics on the

prevalence of dissociation.
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Table 6 Descriptive statistics on the prevalence of dissociation

Type of dissociation N %

Dissociative Experiences Scale

Clinically dissociative symptomatology 34 4.62
Strong dissociative component 14 1.9
High likelihood of DID 6 0.8
Somatoform Dissociation Questionnaire 70 9.5

3.3.3 Correlations among the Variables

Correlational analyses were conducted to examine the relations among variables. The
correlation coefficients among demographic variables such as age, gender, marital
status, education, employment, existence of mental health problem, types of childhood
trauma (physical abuse, sexual abuse, emotional abuse, and emotional neglect),
psychoform dissociation, somatoform dissociation, three subcategories of PTSD
symptom severity which are intrusion, avoidance and arousal, and DESNOS symptom
severity subcategories (alterations in regulation of affect and impulses; alterations in
attention or consciousness; alterations in self-perception; alterations in relations with
others; somatization; and alterations in systems of meaning) were examined and listed

in Table 7.

When relations between demographic variables and other variables are examined,
gender (female = 1 and male = 2) was found to be significantly correlated with
emotional abuse and alterations in relations with others. Gender was correlated with
physical neglect and alterations in systems of meaning. Age was correlated with
physical neglect and emotional neglect. Age was correlated with all PTSD symptom
severity subcategories (avoidance, intrusion, and arousal), somatoform dissociation,

alterations in regulation of affect and impulses, alterations in attention or consciousness,
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somatization, and alterations in self-perception. Education was positively correlated
with alterations in systems of meaning and emotional abuse. Education was negatively
correlated with avoidance, intrusion, arousal, cognitive dissociation, somatoform
dissociation, physical abuse, and physical neglect. Existence of a mental health problem
in last 2 years (1 = yes, 2 = no) was negatively correlated with all types of childhood
trauma, all DESNOS subcategories, all types of PTSD and both types of dissociation.

Types of childhood trauma were positively correlated with each other. The correlation
coefficients among these variables ranged between .28 and .60. All types of childhood
trauma, emotional abuse, sexual abuse, physical abuse, emotional neglect and physical
neglect were positively correlated with all types of DESNOS symptom severity, both
types of dissociation, and all subcategories of PTSD symptom severity.

Both psychoform dissociation and somatoform dissociation were positively correlated
with all DESNOS symptom severity subcategories, alterations in regulation of affect
and impulses; alterations in attention or consciousness; alterations in self-perception;
alterations in relations with others; somatization; and alterations in systems of meaning.
Both psychoform dissociation and somatoform dissociation were also positively
correlated with PTSD symptom severity subcategories, intrusion, avoidance, and
arousal. Psychoform dissociation and somatoform dissociation were positively
correlated with each other (7. .49, p<.001). All DESNOS subcategories were positively
associated with PTSD subcategories and the correlation coefficients ranged between .13

and .39.
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Table 7 Correlations among Variables

1 2 3 4 5 6 7 8 10 11 12 13 14 15 16
1.Emotional abuse 1
2.Physical neglect 43%* 1
3.Emotional neglect 58%% 60 1
4.Sexual abuse 38k 20" 30%x ]
5.Physical abuse A9®E 4wk 3Rk 98T ]
6.Cognitive dissociation d9%k 37wk ppxx 217 357 1
7.Somatoform dissociation J1F* 36%*  24%*  D4¥* 33wk 4Ok 1
8.Avoidance 9%k 2%k DRk 5wk 7Rk ggEk 337 ]
9.Intrusion 207 267 27 197 27¢ 31% 417 637
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3.3.4. Model Test

Anderson and Gerbing’s (1988) suggestion on two-step model was followed. According
to two-step model, the measurement model was conducted first. In the measurement
model (Figure 1), five latent constructs were modeled. Emotional abuse, physical abuse,
sexual abuse, emotional neglect, and physical abuse were used as indicators of
childhood trauma. For the latent variable dissociation, two indicators were used:
psychoform dissociation and somatoform dissociation. The latent variable PTSD
symptom severity was represented by three indicators: intrusion, arousal, and
avoidance. The six subscales of the SIDES-SR, alterations in regulation of affect and
impulses, alterations in attention and consciousness, alterations in self-perception,
alterations in relationships with others, somatization, and alterations in systems of

meaning measured the DESNOS symptom severity latent variable.

Initially, a measurement model with 16 observed variables and 4 latent variables
(Figure 1) were tested. The first model provided reasonable fit to the data, y2 (98, 736)
=433.88, p<.000, RMSEA = .07, CFI = .94, GFI = .93, NNFI = .92. Modification
indices suggested adding a correlated error between the two indicators of childhood
trauma (physical neglect and emotional abuse) and physical neglect and emotional
neglect. These modifications for the correlated errors were run in separate analyses (see
Table 1). As can be seen in Table 8, adding correlated errors between two of the
indicators of childhood trauma, physical neglect and emotional abuse (Ay* (1) =72.28 p
<.05), between physical neglect and emotional neglect (Ay* (1) = 7.9, p < .05)

significantly reduced the model chi square.

In addition, adding two correlated errors resulted in increase in the model fit statistics,
RMSEA = .06, CFI = .95, GFI = .94, NNFI = .94, indicating acceptable fit indices ()
(96) = 353.70, p < .000; see Table 1 for model fit statistics of each model). Although the
v statistic indicated significant differences between the observed and the estimated

matrices, the y2: df ratio was below the suggested 5:1 ratio, ¥2/df ratio = 3.68. This
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indicated that all of the latent variables were reliably measured by the observed
variables. The measurement model showed that the latent variables were estimated

successfully from the observed variables.

The loadings of the indicator variables of childhood trauma ranged from .45 to .84. The
loadings of the dissociation were .40 for psychoform dissociation, and .77 for
somatoform dissociation. The loadings of the 3 indicators of PTSD ranged from .65 to
.96, loadings of 6 indicators of DESNOS ranged from.54 to .83 (Figure 2). The rest of
the modification indices suggested minor modifications regarding the original
specification of the model; therefore, rest of the modification indices were not applied

to the model.
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Figure 2 The structural model
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An exploratory analysis was conducted to test whether the relation between childhood
trauma and PTSD and the relation between childhood trauma and DESNOS is mediated
through dissociation. The first model was the model in which childhood trauma
predicts dissociation and they both predict DESNOS, and PTSD. In this model, the
relation between childhood trauma and PTSD and the relation between childhood
trauma and DESNOS were both insignificant (The model demonstrated reasonable fit to
the data, ¥ (97, 736) =364.73, p<0.01; CFI = .95, RMSEA = .06, GFI1 = .94, NNFI =

.94). The nonsignificant paths were removed and second model was run.

Therefore, in the model 2, the full mediation model was tested in which childhood
trauma predicts dissociation, which in turn predicts PTSD and DESNOS. The model
demonstrated reasonable fit to the data, ¥* (99, 736) =380.15, p <0.000; CFI = .95,
RMSEA = .06, GFI = .94, NNFI = .94. Even though the %2 statistic was significant, the
¥2:df ratio was below the suggested 5:1 ratio, y2/df ratio = 3.23. Findings indicate that
childhood trauma predicts dissociation, which in turn predicts PTSD and DESNOS.

As can be seen in Figure 6, childhood trauma directly and positively related with
dissociation (f = .65, t =12.65, p < .05). Childhood trauma also indirectly and positively
predicted PTSD via dissociation (path coefficient for indirect effect = .41, t = 10.56, p <
.05). Dissociation (f = .63, t = 11.25, p <.05) directly and positively predicted PTSD
(Figure 6). Overall, 34% of the variance in PTSD was accounted by the variables in the
model. Childhood trauma also indirectly and positively predicted DESNOS via
dissociation (path coefficient for indirect effect = .48, t=11.75, p <.05). Lastly,
dissociation (5 =.73, t = 12.49, p < .05) directly and positively predicted DESNOS.
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Table 8 Goodness-of-fit indices for the measurement models

Measurement %2 df y2/df | RMSEA | CFI | GFI | NNFI
Models
Model 1 433.88 98 4.43 0.07 094 | 0.93 0.92
Model 2 361.60 97 3.73 0.06 095 | 094 0.94
Model 3 353.70 96 3.68 0.06 095 | 094 0.94

3.3.5. Regression Analyses

3.3.5.1 Regression Analyses to Predict Dissociation

Regression analysis was conducted to examine the types of childhood trauma and

psychoform dissociation. In the first step, control variables which include demographic

variables (age, marital status, education, employment, and mental health) were entered.

In the second step, types of childhood trauma (emotional abuse, physical abuse, sexual

abuse, emotional neglect, and physical neglect) were entered. The variables entered in

each step are listed in Table 9.

For psychoform dissociation total variance explained by the model was 22%, F (11,

528) =13.87, p <.001. Among demographic variables, education, existence of mental

health, and employment significantly predicted psychoform dissociation. Physical

abuse, physical neglect, and sexual abuse significantly predicted psychoform

dissociation whereas emotional abuse and emotional neglect did not predict psychoform

dissociation. Physical neglect and physical abuse had the highest beta value (.25 and

.22, respectively).
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Table 9 Regression Analysis to Predict Psychoform Dissociation

Predictors in set B df F R2
A. Dependent variable: Psychoform
dissociation
1.  Control variables 6,533 7.9%*%* (.08
Age -0.04 -.056 533
Gender 0.04 -0.094 533
Education -0.09 -.16* 533
Mental health -0.08 07* 533
Marital status 0.00 -.073 533
Employment 0.09 JA123*% 533
2. Types of childhood trauma 11,528 13.87*** (.22
Emotional abuse -0.02 -0.42 528
Physical abuse 0.22 4.8%** 528
Physical neglect 0.25 4.9%*x 528
Emotional neglect -0.02 -0.35 528
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Sexual abuse 0.10 2.27% 528

X p<.001, ** p<. 01, *p <. 05

Regression analysis was conducted to examine the types of childhood trauma and
somatoform dissociation. In the first step, control variables, which include demographic
variables (age, marital status, education, employment, and mental health), were entered.
In the second step, types of childhood trauma (emotional abuse, physical abuse, sexual
abuse, emotional neglect, and physical neglect) were entered. The variables entered in

each step are listed in Table 10.

For somatoform dissociation, total variance explained by the model was 22%, F (10,
719) =20.10, p <.001. Among demographic variables, only education significantly
predicted somatoform dissociation. Physical abuse, emotional abuse, physical neglect,
and sexual abuse significantly predicted somatoform dissociation whereas emotional
neglect did not predict somatoform dissociation. Physical neglect had the highest beta

value (.22).
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Table 10 Regression Analysis to Predict Somatoform Dissociation

Predictors in set B t df F R2

A. Dependent variable:
Somatoform dissociation

1.  Control variables 5, 724 9.50*** (.06
Age -0.06 -1.41 724
Education -0.13 -3.51%%* 724
Mental health -0.06 -1.67 724
Marital status 0.02 0.43 724
Employment 0.03 0.84 724
2. Types of childhood trauma 10,719  20.10%** 0.22
Emotional abuse 0.15 3.22%x* 719
Physical abuse 0.14 3.40%* 719
Physical neglect 0.22 4.88%** 719
Emotional neglect -0.06 -1.19 719
Sexual abuse 0.09 2.52%x* 719

X p<.001, ** p<. 01, *p <. 05
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3.3.5.2 Regression analysis to predict DESNOS symptom severity

Regression analysis was conducted to examine the types of childhood trauma and
DESNOS symptom severity. In the first step, control variables which include
demographic variables (age, marital status, education, employment, and mental health)
were entered. In the second step, types of childhood trauma (emotional abuse, physical
abuse, sexual abuse, emotional neglect, and physical neglect) were entered. The

variables entered in each step are listed in Table 11.

Regression analysis was conducted to examine types of childhood trauma as predictors
of DESNOS symptom severity. For DESNOS symptom severity total variance
explained by the model was 25%, F (11, 722) =21.94, p < .001. Among demographic
variables, age, education, and mental health significantly predicted DESNOS symptom
severity. Emotional abuse, physical abuse, emotional neglect and sexual abuse
significantly predicted DESNOS symptom severity whereas physical neglect did not
predict DESNOS symptom severity. Emotional abuse had the highest beta value (.32).
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Table 11 Regression Analysis to Predict DESNOS symptom severity

Predictors in set B t df F R2

A. Dependent variable: DESNOS

symptom severity

1.  Control variables 6, 727
Age -0.15  -3.65%*%* 727
Education 0.00 0.03 727
Mental health -0.15  -4.66%** 727
Marital status -0.03 -.073 727
Employment 0.06 1.65 727

2. Types of childhood trauma 11,722 20.10%**
Emotional abuse 032 7.04%** 722
Physical abuse -0.08  -1.98% 722
Physical neglect 0.09 2.50 722
Emotional neglect 0.04 0.81%* 722
Sexual abuse 0.12 2.54%* 722

k% p<.001, ** p<. 01, *p <. 05
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3.3.5.3 Regression analysis to predict PTSD symptom severity

Regression analysis was conducted to examine the types of childhood trauma and PTSD
symptom severity. In the first step, control variables, which include demographic
variables (age, marital status, education, employment, and mental health), were entered.
In the second step, types of childhood trauma (emotional abuse, physical abuse, sexual
abuse, emotional neglect, and physical neglect) were entered. The variables entered in

each step are listed in Table 12.

For PTSD symptom severity, total variance explained by the model was 23%, F (11,
722)=19.19, p <.001. Among demographic variables, age, education, and mental
health significantly predicted PTSD symptom severity. Only physical abuse and
emotional neglect significantly predicted PTSD symptom severity whereas physical
neglect, emotional abuse, and sexual abuse did not predict PTSD symptom severity.

Physical abuse had the highest beta value (.13).
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Table 12 Regression Analysis to Predict PTSD symptom severity

Predictors in set B t df F R2

A. Dependent variable: PTSD

symptom severity
1.  Control variables 6,727 17.97*%** (.13
Age -0.14  -3.37** 727
Education -0.16  -4.17*** 727
Mental health -0.19  -5.77*%* 727
Marital status 0.03 0.73 727
Employment 0.06 1.68 727
2. Types of childhood trauma 11,722 19.19%**  0.23
Emotional abuse 0.07 1.62 722
Physical abuse 0.13  3.16** 722
Physical neglect 0.06 1.40 722
Emotional neglect 0.12 2.59* 722
Sexual abuse 0.05 1.36%* 722

% p<.001, ** p<. 01, *p <. 05

In order to display which types of childhood interpersonal trauma is related to which
independent variables, the results of the regression analyses are summarized in Table

13.

63



Table 13 Predictors of the Independent Variables

Psychoform Somatoform
DESNOS PTSD

dissociation dissociation
Physical abuse Significant Significant Significant | Significant
Sexual abuse Significant Significant Significant NS
Emotional abuse NS Significant Significant NS
Physical neglect Significant Significant NS NS
Emotional neglect NS NS NS Significant

NS: Nonsignificant
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CHAPTER 4

DISCUSSION

4.1 Overview of the Study

This study examined the relations among childhood interpersonal trauma, dissociation,
and trauma-related symptoms. Chilhood interpersonal trauma covers various types of
trauma that are experienced in childhood such as abuse, neglect, assault, abduction, and
bullying (D"Andrea et al., 2012); however, in this study childhood interpersonal
trauma refers to childhood abuse and neglect. Five types of childhood trauma were
examined which are physical abuse, sexual abuse, emotional abuse, emotional neglect,

and physical neglect.

Two types of dissociation were investigated; psychoform dissociation, which refers to
dissociation of mental functions such as memory, consciousness, and identity and
somatoform dissociation, which is the dissociation of functions of movement,

sensation, and perception.

Trauma-related symptoms were examined by including two variables: posttraumatic
stress symptom severity and DESNOS symptom severity. In order to assess DESNOS
symptom severity, SIDES-SR was translated into Turkish and validity and reliability of

the questionnaire were examined for Turkish population.

The results of this study indicated that childhood interpersonal trauma predicts trauma-
related symptoms through dissociation. The results remained the same for both trauma-
related symptoms. In other words, dissociation fully mediated the relation between
childhood trauma and DESNOS, and childhood trauma and PTSD. The results imply
the crucial role of dissociation in developing trauma-related symptoms following

childhood trauma.
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This study also examined prevalence rates of childhood trauma and dissociation in
Turkish population. The results revealed marked rates of childhood trauma in Turkish
population. The 57.9 % of all participants reported exposure to at least one type of
chilhood trauma. The prevalence of different trauma types were also examined. 34.9 %
of participants reported being emotionally abused, 26.2 % reported being emotionally
neglected, 24.7 % reported being physically neglected, 24.6 % reported having a
childhood sexual abuse history, and 17.9 % reported having a childhood physical abuse
history. Women reported more sexual abuse and emotional abuse than men whereas
men reported more physical neglect than women. The prevalence of physical abuse and

emotional neglect did not significantly differ between men and women.

Regarding psychoform dissociation, 4.6 % of the participants met the criteria of
clinically significant dissociative symptomatology, 1.9 % of the participants seem to
have a high probability of having a disorder with a strong dissociative component and
results of % 0.8 of the participants suggest high likelihood of dissociative identity

disorder (DID). Regarding somatoform dissociation, the prevalence rate was 9.5 %.

The predictors of dissocation were also investigated. Education, existence of mental
health, and employment were related to psychoform dissociation whereas only

education was related to somatoform dissociation.

One of the aims of this study was to examine whether certain types of childhood
interpersonal truma were related to certain types of dissociation. This study revealed
that physical neglect, physical abuse, and sexual abuse are related to psychoform
dissociation and that physical neglect and physical abuse are the greatest predictors of
psychoform dissociation. Physical abuse, emotional abuse, physical neglect, and sexual
abuse were associated with somatoform dissociation and physical neglect and physical

abuse were the greatest predictors of somatoform dissociation.
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This study also examined the predictors of DESNOS symptom severity and PTSD
symptom severity. Age and mental health significanlty predicted DESNOS symptom
severity whereas age, education, and mental health were associated with PTSD

symptom severity.

Regarding childhood interpersonal trauma, emotional abuse, physical abuse, and sexual
abuse significantly predicted DESNOS symptom severity whereas physical abuse and

emotional neglect was related to PTSD symptom severity.

4.2 Psychometric Properties of the SIDES-SR

SIDES-SR is a self-report which is used to assess the DESNOS symptom severity. One
of the purposes of this study was to examine whether SIDES-SR is a valid and reliable
measurement to assess the DESNOS symptom severity in Turkish population. SIDES-
SR was translated into Turkish in order to examine reliability and validity of the scale

in Turkish population.

Confirmatory factor analysis was conducted to examine the factor structure and
construct validity of the SIDES-SR. In this study, six factors were expected to be found
based on the original scale. Therefore, a six factor model of SIDES-SR Scale was
hypothesized. Items were hypothesized as indicators of each factor, which are
alterations in regulation of affect and impulses (Items 1-19), alterations in attention and
consciousness (Items 20-24), alterations in self-perception (Items 25-30), alterations in
relationships with others (Items 31-35), somatization (Items 36-40), and alterations in

systems of meaning (Items 41-45).

The six-factor model was tested with LISREL and provided a reasonable fit to the data.
Correlated errors were added based on the suggestion of modification indices between
Item 17 ('I find myself driven to engage in sexual activities without really feeling that I

had a choice") and Item 16 ("I find myself thinking about sex more than [ want to"),
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between Item 2 ('I find it hard to calm myself down after I become upset and have
trouble getting back on track’) and Item 3 ("When I feel upset, I have trouble findings
ways to calm myself down"), between Item 17 ('I find myself driven to engage in sexual
activities without really feeling that I had a choice’) and Item 18 (‘I am active sexually
in ways that [ know put me in danger."), and Item 14 ("It bothers me to be touched in a
sexual way') and Item 15 (‘I actively avoid sex’). After adding these correlated errors,
the model appeared to yield the best fit. The results indicate that SIDES is a valid and

reliable measure for DESNOS. The scale yielded high internal consistency score.

Research supports construct validity of DESNOS in Western samples (Pelcovitz et al.,
1997). However, de Jong et al. (2005) conducted a study to examine cross-cultural
construct equivalence of DESNOS among survivors of war or mass violence in
Algeria, Ethiopia, and Gaza and the results did not confirm a predefined universal
diagnostic construct. de Jong and colleagues suggested reasons for getting different
results in nonwestern countries. Questions related to safety were irrelevant in some
cultures where not being safe was a part of everyday life; there was a tendency in these
nonwestern cultures to concretize some abstract questions; the questions about guilt,
responsibility and shame which are supposed to measure abstract concepts were
irrelevant since these concepts refer to actual behaviors in these cultures. Questions
related to sexual somatization and victimizing others also received social desirable
answers. Questions related to time created problems because of the different
perspective on time. Additionally, some dissociation questions created conceptual
equivalence problem since dissociative experiences were sometimes considered as

spirit possession.

The measurement that is used to assess DESNOS construct is the Structured Interview
for Disorders of Extreme Stress (SIDES) and it was used to assess the construct
validity of DESNOS. However, in this study, SIDES was not used since the focus was

not to assess DESNOS as a diagnosis, instead, the goal of the study was to measure
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DESNOS symptom severity. Therefore, SIDES-SR, which is the self report version of
SIDES, was used. The questions of these two measurements are the same, therefore,
applicability of the items in Turkish culture might have been susceptible because of the
problems faced in the nonwestern cultures; however, this study revealed that SIDES-

SR has good validity and reliability results in Turkish population.

4.3 Prevalence of Childhood Trauma

The results revealed marked rates of childhood trauma in Turkish population. The 57.9
% of all participants reported exposure to at least one type of childhood trauma. This is
similar to the findings of another study conducted in Netherlands in which 57.8%
reported experiencing any childhood trauma (Hovens et al., 2012). The prevalence rate
of childhood trauma is higher than the findings of the study conducted in US where the
rate of childhood trauma was found to be around 30% for women and 40 % for men
(Scher, Forde, McQuaid & Stein, 2004). In another study with college women, 28.10 %
reported sexual abuse (Kessler & Bieschke, 1999).

In the present study, there wasn't any significant difference between women and men
regarding prevalence of childhood trauma This result is in line with a study conducted
in China in which there wasn't any significant difference between females and males
(Zhao & Zhang, 2004). However, in this study, differences have been found among
childhood interpersonal trauma between genders. Women reported more sexual abuse
and emotional abuse than men whereas men reported more physical neglect than
women. The prevalence of physical abuse and emotional neglect did not significantly

differ between men and women.

The prevalence of childhood interpersonal trauma is remarkable. The actual prevalence
may even be greater. Walker, Bonner, and Kaufman (1988) argued that prevalence
includes all living individuals at a certain time that are victims of abuse; therefore, the

statistics of prevalence is underreported; it is not possible to know every time a child is

69



exposed to interpersonal trauma, which shows that the prevalence rate is much higher

than it is reported.

4.4 Prevalence of Trauma Types

The prevalence of different trauma types was also examined. 17.9 % of participants
reported having a childhood physical abuse history, 24.6 % reported having a childhood
sexual abuse history, 34.9 % reported being emotionally abused, 24.7 % reported being
physically neglected and 26.2 % reported being emotionally neglected.

In this study, the most common type of trauma was emotional abuse, followed by
emotional neglect, meaning that emotional childhood trauma was more common than
other types. The results are different from the study conducted with women by Akyuz
and his colleagues (Akyuz, 2005), in which the most common type of childhood trauma
was neglect followed by physical abuse. Scher and colleagues (2004) found that the
most common trauma types were physical abuse, physical neglect, and emotional abuse.
In a study conducted with Chinese population, the most common type of childhood
trauma was emotional abuse, followed by physical abuse, and sexual abuse (Zhao &

Zhang, 2004).

Revealing that emotional abuse was the most common type of trauma is also consistent
with Briere's (1992) view that mostly physical and sexual abuse include psychological
abuse. For instance, caregivers who physically abuse children blame or make critical
statements to find excuses for their behavior and to imply that the child deserves a

punishment (Briere, 1992).

4.5 The Prevalence of Dissociation
In this study, regarding psychoform dissociation, which was assessed by Dissociative
Experiences Scale, 4.6 % of the participants met the criteria of clinically significant

dissociative symptomatology. The scores of 1.9 % of the participants indicate high
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probability of having a disorder with a strong dissociative component and results of %

0.8 of the participants suggest high likelihood of DID.

The prevalence of dissociation found in this study is also consistent with previous
studies. In a study conducted with community sample in Puerto Rico, the prevalence of
pathological dissociation was 4.9% (Martinez-Taboas, Canino, Wang, Garcia & Bravo,
2006). In a study conducted in Finland this ratio was lower, which was 3.4 % in the
general population (Maaranen et al., 2005). In rural US population, the prevalence was
19.1% for depersonalization, 14.4% for derealization, and 23.4% for either dissociative
experience (Aderibigbe, Bloch & Walker, 2001). In another study with college students,
the prevalence of pathological psychoform dissociation was 12.9% and the prevalence
of high somatoform dissociation was 4.7% (Farina, Mazzotti, Pasquini, Nijenhuis & di

Giannantonio, 2011).

Regarding somatoform dissociation, which was measured by Somatoform Dissociation
Questionnaire, the prevalence rate was 9.5 % and it is very similar to the results of
another study conducted with Finnish general population, in which the prevalence of

somatoform dissociation was 9.4% (Maaranen et al., 2005).

4.6 Model Test

The full mediation model in which childhood interpersonal trauma predicts
dissociation, which in turn predicts PTSD symptom severity and DESNOS symptom
severity, was significant. This result indicates that the relation between chilhood
trauma and PTSD symptom severity and the relation between childhood trauma and
DESNOS symptom severity is significant through dissociation. This supports the idea
that dissociation is a crucial factor that leads to trauma related symptoms following

childhod interpersonal trauma.
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4.6.1 The mediator role of dissociation

In this study, dissociation was a mediator in the relation between childhood trauma and
trauma related symptoms. In other words, childhood trauma predicted both trauma
related symptoms, PTSD symptom severity and DESNOS symptom severity through

dissociation.

Regarding the relations among childhood interpersonal trauma, dissociation, and
PTSD, it was found that childhood sexual abuse is associated with dissociative
symptoms in adulthood and is triggered in the context of PTSD (Kamen, Bergstrom,

Koopman, Lee & Gore-Felton, 2012).

Dissociation has been a focus of interest in studies that examine psychological
disturbances as consequences of childhood trauma. It was found that dissociation was a
mediator between childhood emotional abuse and impairment of quality of life (Evren
et al., 2010). Perona-Garcelan and colleagues (2012) found that dissociation mediated

the relation between childhood trauma and hallucinations.

There are some studies that are contradictory with these findings indicating that
dissociation is not a mediator between childhood trauma and psychological
disturbances. Kessler & Bieschke (1999) found that dissociation did not mediate the
relation between childhood sexual abuse and adult victimization. It was also found that
dissociation was not a mediator between emotional abuse and depression and the
mediator role of dissociation was not found between childhood trauma and bulimic

symptomatology as well (Gerke, Mazzeo, Kliewer, 2006).

Although there is not much research on the effects of dissociaton as a mediator
between childhood trauma and DESNOS specifically, the psychological disturbances
that are examined in some studies include subcategories of DESNOS. A study

conducted with Puerto Ricon nonclinical sample revealed the mediator role of
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dissociation between childhood abuse and anxious arousal and dysfunctional sexual
behavior; dissociation partially mediated the relation between childhood trauma and
other trauma related symptoms such as intrusive symptoms, anger irritability, and
impaired self-reference which also refer to symptoms of PTSD or DESNOS (Gutierrez,
Cosden, & Bernal, 2011). Sar and his colleagues (2009) found that dissociation
mediated the relation between childhood trauma and borderline personality disorder,

which shares the common symptoms with DESNOS.

4.6.2 Childhood trauma and Dissociation

The results of this study indicate a significant relation between childhood trauma and
dissociation. This result is in line with the theories of trauma which argues that trauma
and dissociation co-occur. Howell (2005) stated that children use dissociation in order
to maintain their relationship with caregivers who are the source of danger, fear or
neglect. Dissociation is used as a defensive adaptation to maintain this relationship
(Howell, 2005; Herman, 1992a). Howell (2007) also considered dissociation as the
center of psychopathology and proposed that the trauma/dissociation paradigm can

explain all psychopathology with environmental origin and problems.

Research also shows that important amount of childhood interpersonal trauma
experience can be forgotten, which implies repression or dissociation. Studies has found
that a substantial number of adults with childhood sexual or physical abuse history had
forgotten some or all of the abuse of a period of time (Elliott & Briere, 1995; Feldman-
Summers & Pope, 1994; Westerhof, Woertman, van der Hart & Nijenhuis, 2000).

By revealing the association between childhood trauma and dissociation, this study also
contributes to the debates between two models of dissociation, which are trauma model
and fantasy model of dissociation. Fantasy model of dissociation proposes that
pathological dissociation is not a response to traumatic stress; dissociation leads to

fantasy and therefore leads to inaccurate memories of trauma (Giesbrecht, Lynn,
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Lilienfeld & Merckelbach, 2008). Some researchers of fantasy model of dissociation
argue that even though child abuse is a predictor of dissociation, fantasy-proneness also
exists in the etiology of dissociative disorders (Pekala, Angelini & Kumar, 2001).
However, research supports the trauma model of dissociation, which suggests that
dissociation is a response to traumatic stress (Bremner, 2010). Trauma was found to be
associated with dissociation and also dissociation was still related to trauma history
even when fantasy proneness was controlled (Dalenberg, 2012). Additionally, it was
found that low fantasy prone control group simulated the dissociative identity disorder
(DID) patients’ performances better than high fantasy prone control group, which
contradicts the view that fantasy proneness is an important factor of DID (Reinders,

Willemsen, Vos, den Boer & Nijenhuis, 2012).

4.6.3 Dissociation and PTSD Symptom Severity

The results of the study indicate that dissociation significantly predicts PTSD symptom
severity. These results are in line with previous studies supporting the view that
dissociative symptoms are important component of PTSD symptoms (Briere et al.,
2005; Halligan et al., 2003). In a study conducted in France, somatoform dissociation
was associated with current or past PTSD (El-Hage et al., 2002). Another study
conducted in Portugal also found a relation between somatoform dissociation and
PTSD (Santo & Luis, 2007). Najavits and Walsh (2012) found that dissociation is
associated with PTSD symptoms.

4.6.4 Dissociation and DESNOS Symptom Severity

The results also indicate that dissociation is significantly related to DESNOS symptom
severity. These results are consistent with the findings of the study conducted by
Dorahy and colleagues (2012) in which high level of dissociation was found to be
related to higher complex PTSD (DESNOS) symptom severity. Chu (2010) suggested
that dissociation has a protective function for individuals with DESNOS.

74



van der Hart and colleagues (2005) concluded that the relation between dissociation
and DESNOS has not been recognized much since there is an assumption that
dissociation is only as a small part of DESNOS. Another reason is the confusion

related to dissociation in the trauma field (van der Hart et al., 2005).

4.6.5 Childhood Trauma Types and Dissociation

This study indicated that certain types of childhood interpersonal trauma are associated
with certain types of dissociation. In this study, two scales were used to measure
dissociation. DES mostly focuses on cognitive dissociation and assesses psychoform
dissociation, and SDQ focuses on body-related dissociation and measures somatoform
dissociation. Regarding demographic variables, education, existence of mental health,
and employment were related to psychoform dissociation whereas only education was
related to somatoform dissociation. In another study on somatoform dissociation, it was
found that employment, working ability, and financial situation were related to high

somatoform dissociation (Maaranen et al., 2005).

This study revealed that physical neglect, physical abuse, and sexual abuse were related
to psychoform dissociation whereas emotional abuse and emotional neglect did not
predict psychoform dissociation. Physical neglect and physical abuse were the greatest

predictors of psychoform dissociation.

The results of this study indicate that psychoform dissociation is related to childhood
interpersonal trauma where the trauma is related to body either through abuse of the
body or needs that are not met related to the body. Childhood trauma with emotional

nature does not seem to be related to psychoform dissociation.

The findings of previous studies have contradictory results on the relation between
types of childhood trauma and dissociation. It was found that emotional abuse was the

only trauma type that was related to dissociation (Sar, Islam & Ozturk, 2009) and in
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another study sexual abuse was associated with dissociation (Roesler & McKenzie,
1994); however in Watson and colleagues’ study (2006) emotional abuse, physical
abuse, and emotional neglect were related to dissociation and sexual abuse was not
associated with dissociation. Martinez-Taboas and colleagues (2006) found that
dissociation was related to severe physical abuse and exposure to violence. Najavits and
Walsh (2012) found that dissociation is related to childhood emotional abuse and
physical neglect. Wolf and colleagues (2012) found that dissociative participants had
more childhood sexual abuse history than participants with low PTSD and high PTSD.

Regarding somatoform dissociation, physical abuse, emotional abuse, physical neglect,
and sexual abuse were associated with somatoform dissociation; however, emotional
neglect did not predict somatoform dissociation. Physical neglect and physical abuse
were the greatest predictors of somatoform dissociation. These results were in line with
a previous studies in which it was found that childhood trauma was related to both
psychoform dissociation and somatoform dissociation (Nelson et al., 2012) and
specifically, sexual abuse and physical abuse were associated with somatoform
dissociation (Maaranen and colleagues, 2004). In previous studies, childhood sexual
abuse and neglect were found to be related to dissociative symptoms (Carlson et al.,

2001; Mercado et al., 2008).

Since somatoform dissociation is body-related dissociation, it is reasonable to expect
that physical neglect and physical abuse, which refer to damages to child's body either

by neglecting it or abusing it, would be greatest predictors of somatoform dissociation.

The findings of the study also reveals that emotional abuse predicts somatoform
dissociation but it doesn't predict psychoform dissociation. This result supports the
view that emotions are recorded in the body (van der Kolk, 1994). The emotional abuse
that is experiences in the childhood is recorded in the body; therefore, it is reasonable to

expect that an individual, who was emotionally abused during childhood, would have a
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tendency to use somatoform dissociation to cope with an emotional abuse which is

recorded in the body.

The results of this study are also in line with a previous study conducted by Nijenhuis
and colleagues (2004), in which it was found that among a wide range of trauma types,
bodily threat from a person best predicted somatoform dissociation. For emotional

neglect and emotional abuse to associate with somatoform dissociation, there should be

bodily threat (Nijenhuis et al., 2004).

4.6.6 The Predictors of PTSD Symptom Severity

Among demographic variables, age, education, and mental health were associated with
PTSD symptom severity. In a study with Holocaust survivors, both PTSD and
dissociative symptoms were related to age; the dissociative symptoms and PTSD

symptoms of the survivors decreased over time (Labinsky, Blair & Yehuda, 2006).

This study also revealed that physical abuse and emotional neglect is related to PTSD

symptom severity whereas emotional abuse, physical neglect, and sexual abuse did not
predict PTSD symptom severity significantly. Physical abuse was the highest predictor
of PTSD symptom severity. This result is contradictory with the study, in which it was
found that emotional abuse and sexual abuse in childhood was related to posttraumatic

stress disorder (Huang, Schwandt, Ramchandi, George, & Heilig, 2012).

It has been also well documented that childhood trauma leads to PTSD (Gillespie et al.,
2009; Huang et al., 2012). van Voorhees and colleagues (2012) found that childhood
trauma was associated with PTSD even when the combat exposure was controlled. It
was also found that childhood trauma was associated with PTSD severity in studies
conducted with various groups such as police officers (Kulkarni, Pole, & Timko, 2013),

and Holocaust survivors (Yehuda, Halligan & Grossman, 2001).
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The results of this study also indicates that physical abuse is one of the predictors of
PTSD and this result is contradictory to Briere’s view that survivors who are terrorized

but were not physically injured are likely to exhibit PTSD symptoms (Briere, 1992).

4.6.7 The Predictors of DESNOS Symptom Severity

This study revealed that among demographic variables, age, gender, and mental health
significantly predicted DESNOS symptom severity. Emotional abuse, physical abuse,
and sexual abuse significantly predicted DESNOS symptom severity whereas emotional
neglect and physical neglect did not predict DESNOS symptom severity. Emotional
abuse was the greatest predictor of DESNOS symptom severity among types of

childhood interpersonal trauma.

Studies reveal that different types of trauma experienced in childhood is related to
psychological disturbances in adulthood. Emotional abuse was the best and strongest
predictor of trauma symptoms in adulthood, including anxiety, depression, defensive
avoidance, as well as internal confusion and emptiness (Shi, 2013). It was found that
severe to extreme levels of sexual abuse, physical abuse and emotional abuse were
predictors of suicide attempts whereas severe levels of physical and emotional neglect
did not significantly predict suicide attempts (Marshall, Galea, Wood & Kerr, 2013).
Emotional neglect, psychological and physical abuse, but not sexual abuse, were found
to be associated with persistence of both depressive and comorbid anxiety and

depressive disorder (Hovens et al., 2012).

Kulkarni and colleagues® (2013) study supports that emotion dyregulation, which is one
of the domains of DESNOS, was related to childhood trauma but not adult trauma.
Emotion regulation was found to be associated with emotional abuse specifically among
childhood trauma, even after controlling physical abuse and sexual abuse and also
compared to physical abuse and sexual abuse, emotional abuse was more likely to affect

emotion regulation (Burns et al., 2010). It was also found that emotional abuse is
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related to poor relationship adjustment and disrupts the attachment system (Riggs,

Cusimano & Benson, 2011).

Research supports the relation between interpersonal trauma and DESNOS. It was
found that single-incident interpersonal trauma was related to DESNOS symptom
severity whereas noninterpersonal trauma was related to PTSD (Ford, Stockton,
Kaltman & Green, 2006). It was found that patients with complex PTSD had more
childhood trauma history than patients without complex PTSD but physical abuse was
the only childhood trauma that was significantly higher in patients with complex PTSD
(Spitzer et al., 2006). Childhood trauma was found to be more related to chronic PTSD
than trauma in adulthood (Zlotnick et al., 1999).

Research has shown that there is a strong relation between early childhood trauma and
DESNOS (Ford, 2008; Ford & Kidd, 1998). It was found that participants with
comorbid borderline disorder and somatoform disorder and participants with borderline
personality disorder had higher levels of DESNOS than those with somatoform disorder
and psychiatric control group (van Dijke et al., 2012) which can be explained by the
idea that borderline personality disorder is a childhood trauma basis disorder (Herman,
Perry & van der Kolk, 1989). In a study conducted with complex trauma victims,
childhood emotional and physical neglect were associated with posttraumatic hostility
and history of self-harm and alterations in self-perception, which is a subdomain of
DESNOS, was mediator in these relationships (Dyer et al., 2009). It was found that
there wasn't a specific type of trauma related to PTSD, however sexual trauma was

strongly associated with DESNOS (Ford & Smith, 2008).

The results indicate that childhood abuse is related to PTSD and DESNOS symptom
severity; however, emotional abuse was only related to DESNOS symptom severity.
This finding supports that the consequences of emotional abuse can only be assessed

when DESNOS severity is also taken into consideration.
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4.7 Limitations and Strengths of the Study

There are a number of limitations in this study. Self-report methodology was used to
assess the childhood interpersonal trauma which limits the information gathered from
participants. Additionally, the study has a cross-sectional design. Another limitation is
that the numbers of female and male participants were not proportionate; the number of

female participants is much more than male participants.

Another limitation is that the data was collected only from the two big cities of
Turkey. Considering de Jong and colleagues’ (2005) study which examined cross
cultural construct validity of DESNOS, the similar concerns may be an issue for the
rural parts of Turkey which share some cultural characteristics with nonwestern
cultures that are studied. The problems may arise related to safety since in some
regions of Turkey not being safe has become part of daily life. Questions related to
guilt, responsibility and shame, which are supposed to measure abstract concepts, may
also be irrelevant as it may also refer to actual behaviors like the other nonwestern
countries. Questions related to sexual somatization and victimizing others may also
receive social desirable answers. Additionally, some dissociation questions may create
similar conceptual equaivalence problem since dissociative experiences are also
considered as spirit possession or possession of spiritual entities in rural parts of

Turkey.

On the other hand, the present study has many strengths. This study was conducted
with a substantial number of participants and protected participant anonymity. Data

was gathered from participants with various demographic characteristics.

This study contributes to the trauma literature by examining a highly debatable
phenomena such as dissociation. The findings also contribute to the discussions around
treatment options for individuals with dissociative symptoms and other trauma related

symptoms.
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Another strength of the study is its contribution to the research on interpersonal trauma
which faces periods of ignorance in the psychology/psychiatry field (Herman, 1992b;
van der Kolk et al., 1996). According to Herman (1992b), one reason of the ignorance
is recognizing that interpersonal trauma means acknowledging victim's trauma and this
can be challenging for the bystanders. For those who witness, it is easy to sympathize
with the victim in natural disasters; however, bystanders experience a conflict about
whom to sympathize with in interpersonal trauma. It is easier to sympathize with the
perpetrator since it doesn't require bystander to do anything whereas taking victim's
side means sharing and remembering the pain and taking action. One consequence of
this tendency to sympathize with the perpetrator is to consider victim's personality
characteristics as the reason of perpetrators” crime. Therefore, the symptoms of trauma
may be considered as symptoms of personality disorders which would be misdiagnosis
(Herman, 1992b). Lemelson, Kirmayer and Barad (2008), concluded that although
remembering and forgetting events is a function of memory systems that records
trauma on body and brain, it is also a result of social and political processes whose
purpose is to regulate public and private memories. Although the focus of
psychotherapy is individual, clinicians® work is a part of social and political contexts

and their work also has social and political consequences (Yadin & Foa, 2008).

4.8 Implications for the Future Research
In this study, only self-report measures were used. Future studies may also use other
ways of measurement in addition to self-report measures.The results of this study

should be replicated with samples which have proportionate ratios of each gender.

Future research may also include data from rural parts of Turkey where dissocation
may refer to possession of spiritual entities as it was found in different cultures (de
Jong et al., 2005; Somer, 2005). Somer (2005) discussed the role of dissociation in
indigenous Middle Eastern culture where family needs and social convention are more

important than individual needs. In this culture, only positive feelings are expressed to
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the parents. Because of the social values, the needs of the individual “is in conflict with
will of the family”, the individual needs to make a choice between complying with the
will of the family to be supported and to get their needs met by the family. With this
choice, the individual ignores the needs related to self actualization and needs to
repress aggressive feelings toward the family. In order to manage the conflict between
his/her own needs and will of the family, the individual uses dissociation and
repression. If the individual places his/her own needs over the will of family, he/she
would face withdrawal of family support. Although this prevents repression and
dissociation at some level, the conflict between the person and the society increases.
Therefore, the individual chooses between internal or external conflict by making a
choice. Since the individual internalizes social values, it is difficult to oppose the
family. Repression and dissociation is manifested in two socially accepted coping
strategies which are hiding true feelings and opinions and expressing or behaving in a
way to please others in order to avoid punishment or rejection and criticizing others
when they are not there or doing forbidden behaviors secretly from society. This helps
them seperate these behaviors from themselves when they are a part of the society.
Somer (as cited in Somer, 2005) concluded that these conflicts are even stronger for
women where they have to live with oppression and not much control in their lives and
are harshly punished when they oppose. Therefore they dissociate or somatize their
distress. As Bilu (Somer, 2005) suggested, traditionally, dissociation and somatization
is expressed in “non-me” experiences which are considered as acts of jinns, spirits or
the acts of god . In a study conducted in Uganda, individuals with spirit possession had
more psychoform and somatoform dissociative symptoms (van Duijl, Nijenhuis,

Komproe, Gernaat & De Jong, 2010).

4.8 Clinical Implications
By revealing the relation between childhood interpersonal trauma and trauma-related
symptoms in adulthood, this study contributes to the recognition of the consequences of

childhood interpersonal trauma in clinical settings. It is crucial for therapists to
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recognize the symptoms that survivors of childhood interpersonal trauma exhibit as
consequences of childhood trauma. According to Herman (1992b), when the impact of
prolonged exposure to trauma is not known, reactions of trauma survivors are
considered as their character problem and are criticized harshly. They may also be

misdiagnosed as personality disorders.

Since childhood interpersonal trauma leads to overwhelming feelings and thoughts in
adulthood, recognition of childhood trauma helps clinicians be aware that many
problems clients experience as coping strategies to avoid these feelings and thoughts.
Briere (1992) suggested that survivors of childhood trauma tend to use coping
responses, such as excessive alcohol consumption, substance use, self-mutilation,
compulsive sexual activity, bulimia and suicidality, to avoid the feelings and thoughts
related to the trauma they had experienced as children. These coping responses are
usually found unconsciously and functions well so that clients and their therapists may
fail to realize that these coping responses are related to trauma. The survivor of
childhood trauma may also choose these coping responses since dealing with it may be
easier than experiencing consequences of trauma. Not considering childhood
interpersonal trauma as one of the factors that leads to psychological disturbances in
adulthood would prevent clinicians to view these problems as coping strategies, which
are used to avoid the feelings and thoughts related to childhood interpersonal trauma,
and this would mislead clinicians while developing their treatment plan for these

clients.

This study contributes to the trauma literature by revealing that childhood interpersonal
trauma not only predicts PTSD symptom severity, it also predicts DESNOS symptom
severity. This finding has clinical implications as well. Without a diagnostic construct
for the symptoms that survivors of prolonged trauma experience, reaching to a complete

picture of the survivors of prolonged trauma is difficult. Additionally, the survivors of
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prolonged trauma get diagnosed for each symptom they have. This leads to a

fragmented approach in their treatment as well (Herman, 1992b).

Using a diagnostic construct specific to prolonged interpersonal trauma is also
important in order to apply the most effective treatment for the survivors of prolonged
interpersonal trauma. According to van der Kolk (2005), there are important
differences between DESNOS and PTSD in terms of treatment implications. PTSD
focuses on the “memory imprint of particular experiences” where the focus is the
impact of specific past events and the processing of traumatic memories. However,
clients who have history of childhood trauma suffer from DESNOS symptoms such as
loss of emotions regulation, dissociation and interpersonal problems and these
symptoms cause more functional impairment than PTSD symptoms, therefore needs to

be treated first.

Yadin and Foa (2008) stated that successful psychotherapy for trauma survivors in all
therapy approaches share a common feature which is providing a safe environment for
the trauma survivors where they can tell their story in order to make a sense out of it,
with an existence of someone who can bear witnessing and this leads the traumatic
memory to “move and transform”. However, the method that is used to help them tell
their traumatic stories vary among different therapy approaches and choosing the right
approach is crucial for survivors of prolonged childhood interpersonal trauma, who

experience difficulty putting their experiences into words.

The empirically validated PTSD treatments has not been found to be an effective
treatment for survivors of chronic interpersonal trauma in which the focus is on
processing of traumatic memories. Instead, the focus of work should be related to
client's safety, affect regulation, coping, self-management skills, and the therapeutic
relationship for the survivors of interpersonal trauma (van de Kolk & Courtois, 2005).

Kinzie (as cited in Yadin & Foa, 2008) views exposure therapy as “naive, unrealistic
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and even inhumane” for the survivors of severe trauma. He suggested that this model is
based on the idea that talking about distress and confronting the feelings and thoughts
directly will make the survivors of trauma overcome these problems is a Western

cultural assumption.

Another clinical implication of the results is the crucial role of dissociation in the
trauma-related symptoms following childhood interpersonal trauma. Regarding the
treatment of dissociation, Brand and colleagues (2013) found that clients with
dissociative disorders benefit from psychotherapy and experience improvements in
symptoms and adaptive functioning and also a decrease in need for hospitalization can
be obtained through psychotherapy. However, treatments that are effective for PTSD
symptoms may not be effective when the client has dissociative symptoms, which is
often the case for childhood interpersonal trauma survivors as the present study also
suggests. Lanius and colleagues (2010) argued that exposure treatment may not be a
good option for clients who are dissociative since dissociative symptoms may increase
PTSD symptoms and also increase symptoms such as emotion dysregulation, and
overall distress and functional impairment. Brewin (2005) also concluded that in
exposure therapy, when arousal level gets so high, the client dissociates and becomes
absorbed in the traumatic memory. This leads to impairment in frontal and hippocompal
activity again and the client experiences the trauma again before being able to transfer
information from “image-based to verbal memory”. Chu (2010) proposed that
dissociation may have a protective function for the survivors of childhood interpersonal
trauma. Therefore, not taking this protective function of dissociation into consideration
in therapy may overwhelm the client who would relive the trauma and experience once
again that he/she cannot tolerate the experience. Therefore, it is important to apply a
phase-oriented treatment to the clients with dissociative symptoms which helps the
client build skills to better function in various areas before processing the traumatic

event.
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Considering the crucial role of dissociation in the relation between childhood
interpersonal trauma and trauma-related symptoms also help clinicians decide which
symptoms should be worked on first in treatment. Putnam (1997) suggested that
depression, anxiety, somatization, and low self-esteem are secondary symptoms of
dissociation. Instead of focusing on these secondary symptoms, the underlying primary
dissociative symptoms, which refer to amnesias and memory symptoms such as time
loss, blackouts, and amnesias, fugue episodes, perplexing fluctuations in skills, habits,
and knowledge, fragmentary autobiographical recall, difficulty in determining the
source of recalled information, difficulty in determining whether remembered
experiences actually occurred, and dissociative flashbacks and dissociative process
symptoms such as depersonalization, derealization, passive influence/interference
experiences, dissociative auditory hallucinations, trance-like states, alter personality
states, switching behaviors, and dissociative thought disorder, and associated
symptoms such as avoidance, intrusive thoughts, physiological reactivity, hyperarousal,
flattened effect, and detachment should be addressed in treatment. Additionally, he
argued that focusing on tertiary symptoms which are substance abuse, suicidal and self-
destructive behaviors, and promiscuity and other sexualized behaviors is not effective
until the primary, associated posttraumatic symptoms, and secondary symptoms are

worked on.

The results of this present study contribute to the literature of dissociation, childhood
interpersonal trauma, and its consequences which have been highly debatable issues.
Studies on these phenomena are crucial not only for its contribution to the research but
also its impact on clinical practice and the treatment of the survivors of childhood

interpersonal trauma specifically.
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APPENDIX A
Bu calisma Prof. Dr. Faruk Geng¢dz danismanliginda ODTU Klinik Psikoloji Bélimiinde
doktora tezi yapan Hivren Ozkol tarafindan gerceklestiriimektedir. Calismanin amaci ¢ocukluk
¢aginda yasanan travmalar, disosiasyon (kopusma) ve bunlarin yetiskinlikteki psikolojik
etkilerinin incelenmesidir. Calismaya katihm gonullilik esasina dayanir. Ankette, sizden kimlik
belirleyici hicbir bilgi istenmemektedir. Yanitlariniz gizli tutulacak ve elde edilecek bilgiler

doktora tezinde ve bilimsel yayin olarak kullanilacaktir.

Bu calismaya katildiginiz icin simdiden tesekkiir ederiz. Calisma hakkinda daha fazla bilgi almak

icin ODTU Psikoloji Bolimi ogretim (lyesi Prof. Dr. Faruk Gengéz (e-posta:
fgencoz@metu.edu.tr ) ya da Hivren Ozkol (e-posta: hivrenozkol@yahoo.com) ile iletisim
kurabilirsiniz.

1. Yasmiz:

2.Cinsiyetinizz. 1) Kadin ~ 2) Erkek
3. Medeni Durumunuz?

1) Bekar 2)Nisanli/Sozli 3)Evli 4)Dul 5)Bosanmis
6)Birlikte Yasiyor

4. Egitim durumunuz nedir? (Son aldiginiz diplomaya gére belirtiniz)

1) Okur-yazar 2)ilkokul 3)Ortaokul
4)Lise

5)Yiiksekokul 6)Universite 7)Yiksek Lisans

8)Doktora

5. Para karsilig1 bir iste ¢alistyor musunuz?
1)Calistyorum 2)Calismiyorum 3)Ogrenciyim 4)Diger:

6. Son iki yilda tedavi gerektiren ruhsal bir rahatsizlik gegirdiniz mi?  1)Evet 2)Hay1r
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7. Evet ise, bu rahatsizlik nedeniyle nasil bir tedavi gordiiniiz?
1)Psikolojik tedavi 2)ilag tedavisi 3)Diger (liitfen belirtiniz):

8. Halen bu ruhsal sorun nedeniyle tedavi goriiyor musunuz? 1)Evet 2)Hayir
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Cocukluk Cag Travmalari Olgegi

Bu sorular ¢cocuklugunuzda ve ilk gengliginizde (20 yasindan énce) basiniza gelmis
olabilecek bazi olaylar hakkindadir. Her bir soru i¢in sizin durumunuza uyan rakami daire
icerisine alarak isaretleyiniz. Sorulardan bazilar1 6zel yasaminizla ilgilidir; litfen elinizden
geldigince gercege uygun yanit veriniz. Yanitlarmiz gizli tutulacaktir.
Cocuklugumda ya da ilk gengligimde...
1. Evde yeterli yemek olmadigindan a¢ kalirdim.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
2. Benim bakimimi ve giivenligimi {istlenen birinin oldugunu biliyordum.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
3.Ailemdekiler bana “salak”, “beceriksiz” ya da “tipsiz” gibi sifatlarla seslenirlerdi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
4.Anne ve babam ailelerine bakamayacak kadar siklikla sarhos olur ya da uyusturucu alirlardi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
5. Ailemde 6nemli ve 6zel biri oldugum duygusunu hissetmeme yardimci olan biri vardi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
6. Yirtik, sokiik ya da kirli giysiler igerisinde dolagsmak zorunda kalirdim.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
7. Sevildigimi hissediyordum.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
8.Anne ve babamin benim dogmus olmamu istemediklerini diisiiniiyordum.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
9.Ailemden birisi bana dyle kotli vurmustu ki doktora ya da hastaneye gitmem gerekmisti.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
10. Ailemde baska tiirlii olmasini istedigim bir sey yoktu.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
11.Ailemdekiler bana o kadar siddetle vuruyorlardi ki viicudumda morart1 ya da siyriklar oluyordu.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
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12.Kayis, sopa, kordon ya da baska sert bir cisimle vurularak cezalandiriliyordum.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
13.Ailemdekiler birbirlerine ilgi gosterirlerdi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
14.Ailemdekiler bana kirici ya da saldirganca sézler sdylerlerdi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
15.Viicutga kétiiye kullanilmis olduguma (doviilme, itilip kakilma vb.) inaniyorum.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
16.Cocuklugum miikemmeldi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
17.Bana o kadar kétii vuruluyor ya da doviiliiyordum ki 6gretmen, komsu ya da bir doktorun
bunu fark ettigi oluyordu.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
18.Ailemde birisi benden nefret ederdi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
19.Ailemdekiler kendilerini birbirlerine yakin hissederlerdi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
20.Birisi bana cinsel amagla dokundu ya da kendisine dokunmamu istedi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
21.Kendisi ile cinsel temas kurmadigim takdirde beni yaralamakla ya da benim hakkimda
yalanlar sdylemekle tehdit eden birisi vardi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
22.Benim ailem diinyanin en iyisiydi.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
23 .Birisi beni cinsel seyler yapmaya ya da cinsel seylere bakmaya zorladi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
24 Birisi bana cinsel tacizde bulundu.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
25.Duygusal bakimdan kotiiye kullanilmis olduguma (hakaret, agagilama vb.) inaniyorum.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
26.Ihtiyacim oldugunda beni doktora gotiirecek birisi vard.

1.Hi¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
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27.Cinsel bakimdan kétiiye kullanilmig olduguma inantyorum.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik
28.Ailem benim i¢in bir gli¢ ve destek kaynag: idi.

1.Hig¢ Bir Zaman 2.Nadiren 3.Kimi Zaman 4.S1k Olarak 5.Cok Sik

Olay Etkisi Ol¢egi-R

Asagida, stresli bir yasam olayindan sonra insanlarin yasayabilecegi bazi zorluklarin bir listesi
sunulmustur. Her ciimleyi dikkatlice okuyunuz. Gegctigimiz yedi giin icerisinde bir Onceki
Olcekte isaretlediginiz olaylar1 disiinerek, bu zorluklarin sizi ne kadar rahatsiz ettigini

ciimlelerin sagindaki bes kutucuktan yalnizca birini isaretleyerek belirtiniz.

Hi¢ | Biraz Orta Fazla | Cok

fazla
Diizeyde

1. Olayi hatirlatan her tirli sey, olayla ilgili duygularimi

yeniden ortaya cikardi
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2. Uykuyu stirdiirmekte giiclik cektim

3. Baska seyler benim olay hakkinda distinmeyi

stirdirmeme neden oldu

4. Alingan ve kizgin hissettim.

5. Olayi disiindigiimde ya da hatirladigimda, bu

konunun beni tzmesine izin vermedim.

6. Dusiinmek istemedigim halde olayi diisindim

7. Olay hic olmamis ya da gercek degilmis gibi hissettim
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8. Olayi1 hatirlatan seylerden uzak durdum

9. Olayla ilgili goriintiiler aniden zihnimde canlandi

10. Urkek ve diken stiinde hissettim

11. Olay hakkinda diisinmemeye calistim

12. Olayla ilgili olarak hala pek ¢ok duygum vardi,

ancak bunlarla hig ilgilenmedim

13. Olayla ilgili hissizlesmis gibiydim
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14. Kendimi olayin oldugu andaki gibi davranirken veya

hissederken buldugum oldu.

15. Uykuya dalmakta gliclik ¢ektim.

16. Olayla ilgili cok yogun duygu degisiklikleri yasadim.

17. Olayr hafizamdan (bellegimden) silmeye ¢alistim

18. Dikkatimi toplamakta zorlandim.
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19. Olayi hatirlatan seyler fiziksel tepkiler gostermeme
neden oldu (6rnegin terleme, nefes almada gliclik, bas

doénmesi, kalp ¢arpintisi, gibi).

20. Olayla ilgili riiyalar gordim

21. Kendimi tetikte ve savunma durumunda hissettim.

22. Olay hakkinda konusmamaya ¢alistim
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Asir1 Stres Bozukluklar: Ozbildirim Olgegi

Yonerge:

Asagidaki ifadeler bazi kisilerin deneyimledigi zorluklar1 tanimlamaktadir. Her
maddeden sonra bu maddenin: 1) sizin i¢in dogru olup olmadigini belirtiniz, 2) yanitiniz
evetse, son bir ayda bu sorunu ne siklikta yasadiginizi belirtiniz, 3) yanitiniz hayirsa

‘uygun degil’ icin ‘UD”’yi se¢iniz.

115



1. Kiigiik sorunlar beni ¢ok sinirlendirir. Ornegin, kiigiik bir hayal kirikliginda

kizarim. Kolaylikla aglarim.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Bazen biraz fazla tepki veririm 1

Bazen ¢ok sinirlenirim ya da her sey beni eskiden oldugundan daha ¢ok

sinirlendirir 2
Cogunlukla, ¢cok fazla sinirlenirim, 6fke nobetleri gegiririm 3
Uygun degil UD

2. Sinirlendikten sonra kendimi sakinlestirmekte ve toparlanmakta zorlanirim.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne dl¢ilide yastyorsunuz?

Hig 0
Anlik sinirlenirim 1
Saatler boyunca sinirlenir dururum 2
Sinirim beni tam anlamuyla tiiketir 3
Uygun degil UD

3.Sinirlendigimde kendimi sakinlestirmenin yollarini1 bulmakta zorlanirim.
Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
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Hig 0

Kendimi sakinlestirmek i¢in 6zel ¢caba gostermem gerekir (6r. Konusma, spor
yapma, miizik dinleme) 1

Her seyi birakip tiim enerjimi sakinlesmeye yogunlastirmam gerekir 2

Ug tedbirlere bagvurmam gerekir, sarhos olmak, uyusturucu kullanmak

ya da bedenime zararl1 baska seyler yapmak gibi 3

Uygun degil UD

4. Cogu zaman kendimi 6fkeli hissederim

Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig¢ 0
Cok ofkeli hissederim ama diger konularla da ilgilenebilirim 1
Ofkem bir seyler yapmamin 6niinde engel olur 2
Ofkem giindelik hayatima hiikkmeder 3
Uygun degil UD

5. Baskasina zarar verme diisiinceleri aklima gelir ve zihnimde bdyle goriintiiler
canlanir.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Evet, gegici diislinceler 1
Insanlara zarar vermeyi her giin diisiiniiriim 2
Insanlara zarar vermeyi diisinmeden duramam 3
Uygun degil UD
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6. Ofkemi kontrol etmekte zorlanirim.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0

Insanlara ¢atarim 1

Bagiririm ya da bir seyler atarim 2

Insanlara fiziksel olarak saldiririm 3

Uygun degil UD
7. Insanlarin ne kadar 6fkeli oldugumu anlamalarindan endise ederim.

Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0

Biri bana zarar verdiginde o kisiye bunu belli etmekte zorlanirim 1

Ofkeli oldugum kisiye 6fkemi belli etmem, ama farkli yollarla gsteririm 2
Hig kimsenin s6zlerimden ya da davraniglarimdan 6fkeli oldugumu

anlamasina izin vermem 3

Uygun degil UD

8.Kendimi bildim bileli kaza geciririm ya da kaza ge¢irmek tizere olurum.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?
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Hig 0

Zarara ya da aciya sebep olan ancak tibbi miidahale gerektirmeyen

tek tiik kazalar 1
T1bbi miidahale gerektiren bir kaza ya da olay 2
T1bbi miidahale gerektiren birden fazla ciddi kaza ya da olay 3
Uygun degil UD

9. Giivenligimi saglama konusunda kendimi ihmalkar buluyorum.
Bu ifade benim i¢in dogrudur Evet Hay1r
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
[ligkilerin ya da durumlarin icerdigi riskleri diisiiniiriim ama bu beni
durdurmaz 1
Birlikte oldugum insanlarla ya da gittigim yerlerle ilgili olarak

gereksiz risk alirim 2
Tehlikeli olabilecegini diisiindiiglim insanlarla arkadaslik ederim,

tehlikeli durumlarda kendimi korumak i¢in 6nlem almam 3

Uygun degil UD
10. Kasten kendime zarar vermeye calistim (kendimi yakmak ya da kesmek gibi).

Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig¢ 0
Esyalara vururum ya da esyalar1 tekmelerim 1
Kendime ciddi zarar vermeksizin kasten canimi yakarim

(¢cimdiklemek, tirmalamak, vurmak, ¢arpmak) 2
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Ciddi fiziksel zarara sebep olacak bicimde kasten canimi yakarim 3

Uygun degil UuD

11. Kendimi 6ldiirmeyi diisiindiim.
Bu ifade benim i¢in dogrudur Evet Hay1r
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig
Girisimlerde bulundum ya da siirekli olarak planlar yaptim 1
Aklima geldi ancak bunu hi¢ tasarlamadim 2

Bir ya da daha fazla ciddi intihar tesebbiistiinde bulundum 3

Uygun degil UuD

12. Seks hakkinda diisiinmemek i¢in 6zellikle ¢aba gdsteririm.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig
Seks hakkinda diisiinmemeye caligirim

0

1

Seks hakkinda diisiinmemek i¢in ¢ok ¢aba gosteririm 2
3

Seks konusunda herhangi bir diisiinceye katlanamam

Uygun degil

13. Genel olarak dokunulmaktan rahatsiz olurum.

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig
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Bazen rahatsiz eder 1

Cogunlukla ya da siirekli rahatsiz eder 2
Kesinlikle katlanamam, 3
Uygun degil UD

14. Cinsel amagli dokunulmak beni rahatsiz eder.

Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Bazen rahatsiz eder 1
Cogunlukla ya da siirekli rahatsiz eder 2
Kesinlikle katlanamam, 3
Uygun degil UD
15. Seksten ozellikle kaginirim.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?
Hig¢ 0
Kendimi bahaneler yaratirken bulurum 1
Seks yapmamaya calisirim 2
Seks yapmam 3
Uygun degil UD
16. Kendimi seks hakkinda istedigimden daha fazla diisiiniirken bulurum.
Bu ifade benim i¢in dogrudur Evet Hayir
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Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bunu ¢ok diisiintiriim 1

Bu diisiince dikkatimi yapmam gereken seylerden uzaklastirir 2
Bu diisiinceye saplanmis durumdayim 3
Uygun degil UD

17. Kendimi bagka bir secenegim yokmus gibi cinsel aktivitelere siiriiklenirken

bulurum.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0

Bu diirtiiyii hissederim ama eyleme gegmem 1

Mecburmus gibi hissederim ama durmak i¢in kendimi zorlarim 2

Bastirilmasi zor bir diirtiiniin etkisiyle seks yaparim 3

Uygun degil UD
18. Benim i¢in tehlike yaratabilecegini bildigim bi¢imlerde cinsellik yagiyorum.

Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0

Biraz dikkatsizim 1

Tehlikeyi goz ardi etmek i¢in kendimi ikna ederim ya da tehlikeyi

ancak sonrasinda fark ederim 2

Kendimi bilerek tehlikeye atarim 3
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Uygun degil UD

19. Tehlikeli olabilecek durumlara kendimi maruz birakirim 6r. Beni incitebilecek

insanlarla iliski i¢inde olurum.
Gtivenli olmayan yerlere giderim. Cok hizli araba kullanirim.

Bu ifade benim i¢in dogrudur Evet
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig¢ 0
Biraz dikkatsizim 1

Tehlikeyi goz ard1 etmek i¢in kendimi ikna ederim ya da tehlikeyi

ancak sonrasinda fark ederim 2
Kendimi bilerek tehlikeye atarim 3
Uygun degil UD

20. Hayatimin animsayamadigim kisimlari var; ne oldugu konusunda kafam karisik ya

da belli 6nemli seylerin olup olmadigindan emin degilim.
Bu ifade benim i¢in dogrudur Evet
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Hafizamda bazi1 bosluklar var 1
Hafizamda 6nemli bosluklar var; hatirlayamadigim kayip dénemler var 2
Yasamimin animsayamadigim giinleri, aylar1 ya da yillart var 3

Uygun degil UD

21. Giindelik hayatimda zamani takip etmekte zorluk yasarim.
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Bu ifade benim i¢in dogrudur Evet

Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?
Hig 0
Bazi zamanlarda, programlar yapip, bunlar1 uygulamada zorluk yasarim 1
Stirekli yanlis zamanda yanlis yerde olurum 2
Giindelik hayatimi takip edemem 3
Uygun degil UD
22. Korktugumda ya da stres altindayken o andan koparim.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Baz1 zamanlarda i¢ime kapanirim 1
Kendi diinyama donerim ve diger insanlar1 igeri almam 2
Var olusum sonlanmis gibi hissederim 3
Uygun degil UD
23. Bazen kendimi riiyada yagiyormusum; gercekte orada degilmisim ya da cam duvarin
arkasinda yasiyormusum gibi ger¢ekdisi hissederim.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0
Bazi zamanlarda gergek degilmisim gibi hissederim ama kolayca
geri donerim 1

Cogu kez gercek degilmisim gibi hissederim ve gerceklige geri
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donmekte zorluk yasarim 2
Siirekli ¢evremdekilerden tamamen kopmus hissederim 3

Uygun degil UD

24. Bazen farkli zamanlarda nasil davrandigimi kontrol eden iki farkli kisi i¢imde

yastyormus gibi hissederim.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0

Nasil davranmam gerektigi konusunda farkli yanlarim birbirleriyle

rekabet halindeymis gibi hissederim. 1

Farkli zamanlarda kontrolii ele alan ayr1 yanlarim var. 2

Siirekli ¢evremdekilerden tamamen kopmus hissederim 3

Uygun degil UD

25. Yasamimda basima gelenler {izerinde hig¢ etkim olmadig1 hissini tagirim.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Rutin faaliyetlerde inisiyatif almam 1
Bazi zamanlarda randevularima gitme zorunlugu hissetmem,

disar1 ¢itkmam, telefon aramalarina geri donmem, kendime
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bakmam (6rnegin kisisel bakimim, aligveris, yemek yemek) 2
Kendime hi¢ bakmam 3
Uygun degil UD

26. Basima gelenlerden sonra bende hig diizeltilemeyecek bir sorun var gibi

hissediyorum.
Bu ifade benim i¢in dogrudur Evet Hay1r
Son bir aydir bu durumu ne 6lgtide yasiyorsunuz?

Hig 0
Yarali hissediyorum ama iyilesebilirim 1

Bazi yanlarimin zarar gérmiis oldugunu ancak bazi yanlarimin

hala faal oldugunu hissederim 2
Kalic1 olarak zarar gérmiis biri oldugumu hissederim 3
Uygun degil UD

27. Bir¢ok sey hakkinda kendimi kronik olarak suglu hissederim.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Yanlis giden seyler icin hissetmem gerekenden daha fazla sorumlu

hissederim 1
Benim bir payim olmasa da yanlis giden seyler i¢in kendimi suglarim 2

Benim bir payim olmasa da yanlis giden her sey i¢in kendimi suglarim
ve cezalandiririm. 3

Uygun degil UD
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28. Insanlarin beni yakindan tanimalarina izin vermekten ¢ok utanirim. (Kendinizi
digerlerinden saklamak i¢in ne kadar ileri gittiniz? Insanlarla konusmaktan kag¢indiniz

m1? Hikaye uydurdunuz mu?)
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig¢ 0
Utandigim seyleri gizlemek i¢in hikayeler uydururum 1
Beni yakindan taniyacaklar1 korkusuyla ¢ogu insanin gercekte kim
oldugumu bilmelerine izin vermekten kagimnirim 2
Gergekte kim oldugumu anlamamalari i¢in kimsenin bana yaklasmasina

izin vermem 3

Uygun degil UD

29. Diger insanlardan ayr1 ve ¢ok farkli oldugumu hissederim.
Bu ifade benim i¢in dogrudur Evet Hay1r
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig¢ 0
Etrafimdaki insanlardan oldukga farkli oldugumu hissederim 1
Digerlerinden farkli oldugumu ve onlardan mesafeli, yabancilasmis

ya da uzaklagmis oldugumu hissederim 2
Bagka bir gezegendenmigim ve hicbir yere ait degilmisim gibi hissederim 3

Uygun degil UD
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30. Insanlar i¢inde bulundugum durumlarm tehlikeli oldugu konusunu ¢ok

biiyiitiiyorlar.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Az 1
Orta 2
Siddetli 3
Uygun degil UD
31. insanlara giivenmekte zorluk ¢ekerim.
Bu ifade benim i¢in dogrudur Evet Hay1r
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Temkinliyim ve insanlarin niyetleri konusunda siipheciyim 1
Gardimi diisirmeden Once insanlarin kendilerini tekrar tekrar
ispatlamalar1 gerekir 2
Hig kimseye glivenmem 3
Uygun degil UD
32. Diger insanlarla iligki kurmaktan ka¢iniyorum.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Hig 0
Kendimle kalacagim ¢okc¢a zaman ayarlarim 1
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Digerleriyle iletisimi ben baslatmam, telefon goriismeleri yapmam

ya da mektup yazmam

Telefon aramalarina geri donmem. Mektuplari yanitlamam. Konusmalari

olabildigince cabuk sonlandiririm

Uygun degil
33. Iliskilerde catigmalar1 ¢cdzmekte zorluk yasarim.

Bu ifade benim i¢in dogrudur Evet
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig
Sessizim; ¢atisma yaratabilecek ya da kolaylikla incinebilecegim

ve giicenebilecegim durumlardan kagimirim

Diger bakis agilarini duymakta zorlanirim ya da kendimi savunmakta

zorluk yasarim

Isleri ve iliskileri miizakere etmeden birakirim, beni giicendirirlerse
insanlar1 dava etmekle tehdit ederim, insanlarin benimle ayni fikirde
olmamalarina dayanamam

Uygun degil

34. Travmatik deneyimlerin benim basima gelip durdugunu goériiyorum.
Bu ifade benim i¢in dogrudur Evet
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig

Kendimi iliskilerde zaman zaman incinmis bulurum
Kendimi tekrar tekrar iliskilerde incinmis bulurum

Sevdigim kisiler ya da gilivenebilecegimi diisiindiigiim kisiler
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tarafindan ciddi bigimde incitilirim 3

Uygun degil UD

35. Diger insanlar1 benim incitildigime benzer bigimlerde incittim.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Insanlar bir ya da iki kez incitici oldugumu sdylemislerdir 1
Insanlar birgok kez bana incitici oldugumu ya da insanlar1 bilerek

incittigimi sdylemislerdir 2

Incindigim bigimlere benzer bicimlerde diger insanlar1 ciddi olarak

incitirim ya da yaralarim 3
Uygun degil UD
36. sikayetim var ancak doktorlar bunun i¢in net bir sebep bulmadilar

(size uyan maddeyi isaretleyiniz).

a) kusma

b) karin agrist d) ishal

¢) bulant1 e) yiyecek intoleransi

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bu beni biraz rahatsiz eden bir sorun ancak giindelik hayatim1

etkilemiyor 1
Giindelik hayatimu etkileyecek kadar ciddi bir sorun 2
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37.

Giindelik hayatimi ciddi bir bigimde sinirlayacak kadar
engelleyici bir sorun 3

Uygun degil UD

kronik agridan mustaribim ancak doktorlar bunun i¢in net bir sebep

bulamadilar (size uyan maddeleri isaretleyiniz).

a) kollarinizda ve ayaklarimizda d) idrar sirasinda

b) belinizde e) bas agrilar

c) eklemlerinizde f) bagka bir yerde

Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

38.

Hig 0
Bu beni biraz rahatsiz eden bir sorun ancak giindelik hayatimi

etkilemiyor 1
Giindelik hayatim etkileyecek kadar ciddi bir sorun 2
Giindelik hayatimi ciddi bir bigimde sinirlayacak kadar

engelleyici bir sorun 3
Uygun degil UD

sikayetim var ancak doktorlar bunun i¢in net bir sebep bulmadilar

(size uyan maddeleri isaretleyiniz).

a) nefes darlig1 c) gOgiis agrisi
b) ¢arpinti d) bag donmesi
Bu ifade benim i¢in dogrudur Evet
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Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?
Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bu beni biraz rahatsiz eden bir sorun ancak giindelik hayatimi

etkilemiyor 1
Giindelik hayatimi etkileyecek kadar ciddi bir sorun 2
Glindelik hayatimi ciddi bir bi¢imde sinirlayacak kadar

engelleyici bir sorun 3
Uygun degil UD

39. sikayetim var ancak doktorlar bunun i¢in net bir sebep bulmadilar

(size uyan maddeleri isaretleyiniz).

a) bir seyleri hatirlama f) bayilma ve bilinci kaybetme

b) yutkunma g) nobetler ve kasilmalar

¢) sesinizi kaybetme h) yiirtiyebilme

d) bulanik gorme 1) felg ya da kas gii¢siizlliigi

e) gergek korliik j) idrar

Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bu beni biraz rahatsiz eden bir sorun ancak giindelik hayatimi

etkilemiyor 1
Gilindelik hayatimi etkileyecek kadar ciddi bir sorun 2
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40.

Giindelik hayatimi ciddi bir bigimde sinirlayacak kadar
engelleyici bir sorun 3

Uygun degil UD

sikayetim var ancak doktorlar bunun i¢in net bir sebep bulmadilar

(size uyan maddeleri isaretleyiniz).

a) cinsel organlarda ya da rektumda yanma hisleri (cinsel birlesme sirasinda

degil)

b) cinsel iktidarsizlik

¢) diizensiz adet donemleri
d) adet Oncesi asir1 gerginlik
e) asir1 adet kanamasi

Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bu beni biraz rahatsiz eden bir sorun ancak giindelik hayatimi

etkilemiyor 1
Giindelik hayatim etkileyecek kadar ciddi bir sorun 2
Giindelik hayatimi ciddi bir bigimde sinirlayacak kadar engelleyici bir

sorun 3
Uygun degil UD

41. Gelecekle ilgili umutsuz ve karamsar hissediyorum.

Bu ifade benim i¢in dogrudur Evet Hayir
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Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bezgin hissederim ve kendim i¢in plan yapma istegimi kaybederim 1
Kendim i¢in bir gelecek gormem ve isteksizce yasarim 2
Mahkum edilmis ve higbir gelecegim kalmamis gibi hissederim 3
Uygun degil UD

42. Ask iligkilerinde mutluluk bulmay1 beklemiyorum.
Bu ifade benim i¢in dogrudur Evet Hay1r

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0
Bazen sevdiklerimden uzak ve kopuk hissederim 1
[liskiler ne gerektiriyorsa yapiyorum ama hissiz oluyorum 2

Insan 1rkinin bir pargasi gibi hissetmiyorum ve higbir zaman
birini sevebilecegimi diisiinemiyorum 3

Uygun degil UD

43. Iste doyum alamryorum.
Bu ifade benim i¢in dogrudur Evet Hayir
Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0
Bazen rutin oluyor ama devam etmek i¢in sebep bulabiliyorum 1
Iste anlam bulmada zorluk yasiyorum ya da anlamli olan bir is

diisiinemiyorum 2

Is anlamsizdir 3
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Uygun degil UD

44. Hayatin anlamini kaybettigine inantyorum.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne 6lgiide yasiyorsunuz?

Hig 0
Bazen anlam1 yok gibi geliyor 1
Iyi bir neden diisiinemiyorum ama yasamaya devam ediyorum 2
Koca bir bosluk i¢inde yagiyorum 3
Uygun degil UD

45. Felsefi ya da dini inanglarimda — ya da yetistirildigim dini inanglarda ya da felsefi

inanglarda degisimler oldu.
Bu ifade benim i¢in dogrudur Evet Hayir

Son bir aydir bu durumu ne dl¢iide yastyorsunuz?

Hig 0
Inanglarim degisti ancak bu hayatin normal gidisatiyd: 1
Yetistirildigim dini inanglarin etkisinden kurtuldum 2
Yetistirildigim dini inanglardan nefret ediyorum 3
Uygun degil UD
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Disosiyatif Yasantilar Olcegi

Bu test giinliik hayatinizda basinizdan geg¢mis olabilecek yasantilart konu alan 28 sorudan

meydana gelmektedir.

Sizde bu yasantilarin ne siklikta oldugunu anlamak istiyoruz. Yanit verirken, alkol ya da ilag
etkisi altinda meydana gelen yasantilar1 degerlendirmeye katmayiniz. Liitfen her soruda,
anlatilan durumun sizdekine ne 6l¢iide uydugunu 100 iizerinden degerlendiriniz ve uygun olan

rakami daire igine aliniz.

Ornek:

%0 10 20 30 40 50 60 70 80 90 %100
Higbir zaman Her zaman

1. Baz1 insanlar, yolculuk yaparken yol boyunca ya da yolun bir boliimiinde neler
oldugunu hatirlamadiklarini birden fark ederler. Bu durumun sizde ne siklikta oldugunu

yiiz lizerinden degerlendirerek uygun olan yiizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

2. Bazi insanlar zaman zaman, birisini dinlerken, sdylenenlerin bir kismini ya da
tamamin1 duymanus olduklarini birden fark ederler. Bu durumun sizde ne siklikta

oldugunu yiiz iizerinden degerlendirerek uygun olan ylizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

3. Bazi insanlar kimi zaman, kendilerini nasil geldiklerini bilmedikleri bir yerde
bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz tizerinden degerlendirerek uygun

olan yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

4. Bazi insanlar zaman zaman kendilerini, giydiklerini hatirlamadiklari elbiseler i¢inde

bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz {izerinden degerlendirerek uygun
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olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

5. Bazi insanlar zaman zaman esyalar1 arasinda, satin aldiklarini hatirlamadiklari yeni
seyler bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz tizerinden degerlendirerek

uygun olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

6. Baz1 insanlar, zaman zaman, yanlarina gelerek bagka bir isimle hitabeden ya da
onceden tanistiklarinda 1srar eden, tanimadiklar kisilerle karsilasirlar. Bu durumun
sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun olan yiizdeyi daire

icine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

7. Bazi insanlar, zaman zaman, kendilerinin yan1 basinda duruyor ya da kendilerini
birsey yaparken seyrediyor ve sanki kendi kendilerine karsidan bakiyormus gibi bir his
duyarlar. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun

olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

8. Bazi insanlara, arkadaslarin1 ya da aile bireylerini, zaman zaman tanimadiklarinin
sOylendigi olur. Bu durumun sizde ne siklikta oldugunu yiiz tizerinden degerlendirerek

uygun olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

9. Bazi insanlar, yagamlarindaki kimi 6nemli olaylar1 ( 6rnegin nikah ya da mezuniyet
toreni ) hi¢ hatirlamadiklarini fark ederler. Yasaminizdaki bazi 6nemli olaylar1 hi¢
hatirlamama durumunun sizde ne oranda oldugunu yiiz iizerinden degerlendirerek

uygun olan ylizdeyi daire igine aliniz.
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%0 10 20 30 40 50 60 70 80 90 %100

10. Baz1 insanlar zaman zaman, yalan sdylemediklerini bildikleri bir konuda, bagkalar1
tarafindan, yalan sdylemis olmakla suglanirlar. Bu durumun sizde ne siklikta oldugunu

yiiz tizerinden degerlendirerek uygun olan yiizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

11. Bazi insanlar kimi zaman, aynaya baktiklarinda kendilerini tantyamazlar. Bu
durumun sizde ne siklikta oldugunu yiiz lizerinden degerlendirerek uygun olan yiizdeyi

daire icine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

12. Bazi insanlar kimi zaman, diger insanlarin, esyalarin ve ¢evrelerindeki diinyanin
gergcek olmadigi hissini duyarlar. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden

degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

13. Bazi insanlar, kimi zaman viicutlarinin kendilerine ait olmadig1 hissini duyarlar. Bu
durumun sizde ne siklikta oldugunu yiiz lizerinden degerlendirerek uygun olan yiizdeyi

daire icine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

14. Baz1 insanlar, zaman zaman ge¢misteki bir olay1 o kadar canli hatirlarlar ki, sanki o
olay1 yeniden yasiyor gibi olurlar. Bu durumun sizde ne siklikta oldugunu yiiz

tizerinden degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

15. Bazi insanlar kimi zaman, oldugunu hatirladiklar seylerin, gercekte mi yoksa
riiyada m1 oldugundan emin olamazlar. Bu durumun sizde ne siklikta oldugunu yiiz

tizerinden degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.
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%0 10 20 30 40 50 60 70 80 90 %100

16. Baz1 insanlar zaman zaman, bildikleri bir yerde olduklar1 halde oray1 yabanci bulur
ve tantyamazlar. Bu durumun sizde ne siklikta oldugunu yiiz {izerinden degerlendirerek

uygun olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

17. Bazi insanlar, televizyon ya da film seyrederken, kimi zaman kendilerini dykiiye o
kadar kaptirirlar ki ¢evrelerinde olan bitenin farkina varamazlar. Bu durumun sizde ne

siklikta oldugunu yiiz tizerinden degerlendirerek uygun olan ylizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

18. Bazi insanlar kimi zaman kendilerini, kafalarinda kurduklar1 bir fantezi ya da hayale
o kadar kaptirirlar ki, sanki bunlar gergekten baslarindan ge¢iyormus gibi hissederler.
Bu durumun sizde ne siklikta oldugunu yiiz {izerinden degerlendirerek uygun olan

yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

19. Baz1 insanlar, agr1 hissini duymamay1 zaman zaman basarabildiklerini fark ederler.
Bu durumun sizde ne siklikta oldugunu yiiz {izerinden degerlendirerek uygun olan

yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

20. Baz1 insanlar kimi zaman, bosluga bakip hig bir sey diisiinmeden ve zamanin
gectigini anlamaksizin oturduklarini fark ederler. Bu durumun sizde ne siklikta

oldugunu yiiz iizerinden degerlendirerek uygun olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

21. Bazi insanlar, yalniz olduklarinda, zaman zaman sesli olarak kendi kendilerine

konustuklarimi fark ederler. Bu durumun sizde ne siklikta oldugunu yiiz {izerinden
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degerlendirerek uygun olan yiizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

22. Bazi insanlar kimi zaman iki ayr1 durumda o kadar degisik davrandiklarin1 goriirler
ki, kendilerini neredeyse iki farkli insanmis gibi hissettikleri olur. Bu durumun sizde ne

siklikta oldugunu yiiz lizerinden degerlendirerek uygun olan ylizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

23. Baz1 insanlar, normalde gii¢liik ¢ektikleri bir seyi ( drnegin spor tiirleri, is, sosyal
ortamlar vb. ) belirli durumlarda son derece kolay ve akici bicimde yapabildiklerini fark
ederler. Bu durumun sizde ne siklikta oldugunu yiiz iizerinden degerlendirerek uygun

olan ylizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

24. Bazi insanlar, zaman zaman, bir seyi yaptiklarint m1 yoksa yapmay1 sadece
akilarindan gecirmis mi olduklarini ( 6rnegin bir mektubu postaya attigini m1 yoksa
sadece atmayi diisiindiiglinii mii ) hatirlayamazlar. Bu durumun sizde ne siklikta

oldugunu yiiz lizerinden degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

25. Bazi insanlar kimi zaman, yaptiklarini hatirlamadiklart seyleri yapmis olduklarini
gosteren kanitlar bulurlar. Bu durumun sizde ne siklikta oldugunu yiiz {izerinden

degerlendirerek uygun olan yiizdeyi daire i¢ine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

26. Bazi insanlar, zaman zaman esyalar1 arasinda, kendilerinin yapmis olmasi gereken,
fakat yaptiklarini hatirlamadiklar yazilar, ¢izimler ve notlar bulurlar. Bu durumun sizde
ne siklikta oldugunu yiiz tizerinden degerlendirerek uygun olan yiizdeyi daire igine

aliniz.

140



%0 10 20 30 40 50 60 70 80 90 %100

27. Bazi insanlar, zaman zaman kafalarinin igerisinde, belli seyleri yapmalarini isteyen
ya da yaptiklar1 seyler lizerine yorumda bulunan sesler duyarlar. Bu durumun sizde ne

siklikta oldugunu yiiz tizerinden degerlendirerek uygun olan ylizdeyi daire igine aliniz.
%0 10 20 30 40 50 60 70 80 90 %100

28. Bazi insanlar, zaman zaman, diinyaya bir sis perdesi arkasindan bakiyormus gibi
hissederler, dyle ki insanlar ve esyalar ¢ok uzakta ve belirsiz goriiniirler. Bu durumun
sizde ne siklikta oldugunu ytiz tizerinden degerlendirerek uygun olan yiizdeyi daire

i¢cine aliniz.

%0 10 20 30 40 50 60 70 80 90 %100

141



Somatoform Disosiasyon Olcegi

Liitfen asagidaki sorularda belirtilen durumlarin sizdekine ne kadar uydugunu

degerlendiriniz ve her soru i¢in buna uyan cevabi isaretleyiniz.

1.Bazan sanki viicudum ya da viicudumun bir boliimii yok oluyor gibi geliyor.
(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
2.Bazan bir siire fel¢ oluyorum.

(1) Hayir (2) Biraz (3) Orta derecede (4) Cok (5) Tam

3.Bazan konusamaz hale geliyorum ya da ancak giicliikle ya da fisilt1 halinde

konusabiliyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
4.Bazan viicudum ya da viicudumun bir bdliimii ac1 hissetmez oluyor.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
5.Bazan idrar yaparken aciyor.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
6.Bazan kisa bir siire i¢in gézlerim gdrmiiyor, sanki kor oluyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
7.Bazan idrar yaparken tutukluk oluyor.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
8.Bazan kisa bir siire i¢in kulaklarim isitmiyor, sanki sagir oluyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam

9.Bazan yakinimdaki sesleri sanki ¢ok uzaktan geliyormus gibi duyuyorum.
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(1) Hayir (2) Biraz (3) Orta derecede (4) Cok (5) Tam

10.Bazan bir siire i¢in her yanim katilagiyor.
(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam

11.Bazan nezle olmadigim halde koku alma hissim her zamankine gore azaliyor ya da

cogaliyor.

(1) Hayir (2) Biraz (3) Orta derecede (4) Cok (5) Tam
12.Bazan cinsel organlarimda agr1 oluyor (cinsel iliski disinda)

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
13.Bazan havaleye benzer bir bayilma nobeti gegiriyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
14.Bazan normalde sevdigim bir kokudan hoslanmaz oluyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam

15.Bazan normalde sevdigim bir yiyecegin tadindan hoslanmaz oluyorum (kadinlarda

hamilelik disinda).
(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam

16.Bazan ¢evremdeki esyalar1 her zamankinden farkli gériiyorum (6rnegin sanki bir

tiinelden bakiyormus gibi ya da bakilan seyin yalniz bir bolimiinii gormek gibi).
(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
17.Bazan gece boyunca uyuyamadigim halde giindiiz gayet zinde oluyorum.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
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18.Bazan yiyecekleri yutamiyorum ya da yutmakta biiyiik zorluk ¢ekiyorum.
(1) Hayir (2) Biraz (3) Orta derecede (4) Cok (5) Tam
19.Bazan insanlar ve esyalar olduklarindan daha biiyiik goriiniiyorlar.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
20.Bazan viicudum ya da viicudumun bir bdliimii hissiz oluyor.

(1) Hayrr (2) Biraz (3) Orta derecede (4) Cok (5) Tam
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Travmatik Yasanti Tarama Listesi

Bir¢ok kisinin basindan, yasaminin herhangi bir doneminde, oldukga stresli ve
travmatik bir olay ge¢mis ya da bdyle bir olaya tanik olmustur. Asagida belirtilen

olaylar i¢inde, basmizdan gecen ya da tanik oldugunuz olaylarin HEPSINI yanindaki

kutuyu isaretleyerek belirtiniz.

@) /| Ciddi bir kaza, yangin ya da patlama olay1 (6rnegin, trafik kazasi, is kazasi,
ciftlik kazasi, araba, ucak ya da tekne kazasi,)

@ | Dogal afet (6rnegin. hortum. kasirga. sel baskini va da biiviik bir deprem)

3 | Alle tiyelerinden biri ya da tanidiginiz bir kisi tarafindan cinsel olmayan bir
saldirtya maruz kalma (6rnegin, saldirtya ugrayip soyulma, fiziksel bir
saldirtya maruz kalma, silahli saldir1, bigaklanma ya da silahla rehin
alinma)

“) U Tanimadiginiz biri tarafindan cinsel olmayan bir saldiriya maruz kalma
(6rnegin, saldiriya ugrayip soyulma, fiziksel bir saldirtya maruz kalma,
silahl1 saldir1, bigaklanma ya da silahla rehin alinma gibi)

®) - | Aile tiyelerinden biri ya da tanidiginiz bir kisi tarafindan cinsel bir saldirtya
maruz kalma (6rnegin, tecaviiz ya da tecaviize tesebbiis gibi)

(6) b Tanimadiginiz bir kisi tarafindan cinsel bir saldirtya maruz kalma (6rnegin,
tecaviiz ya da tecaviize tesebbiis gibi)

™) | Askeri bir carpigsma ya da savas alaninda bulunma

® BT yasindan daha kiigiik oldugunuz bir donemde kendinizden 5 ya da daha
biiyiik yasta biriyle cinsel temas (6rnegin, cinsel organlarla, gogiislerle
temas gibi)

©®) 0 Hapsedilme (6rnegin, cezaevine diisme, savas esiri olma, rehin alinma gibi)
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A0) | T | jskenceye maruz kalma

an | o Yasami tehdit eden bir hastalik

(12) | T | Sevilen ya da yakin birinin beklenmedik 6liimii

(13) | U | Bunlarmn disinda bir travmatik olay

(14) | 13. Maddeyi isaretlediyseniz asagida bu travmatik olay1 kisaca anlatiniz:
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APPENDIX B
TURKISH SUMMARY

Cocukluk ¢ag1 travmalar tiim diinyada yaygindir, yaklasik olarak kadinlarin %20°si,
erkeklerin ise % 5-10u ¢ocukluk doneminde cinsel istismara, cocuklarin % 25-50’si
fiziksel istismara, bircok ¢ocuk da ihmale maruz kalmaktadir (Diinya Saglik Orgiitii,
2010). Cocukluk ¢ag1 travmalarinin yaygiligina ragmen, psikoloji/psikiyatri alaninin
konuya ilgisi farkl1 donemlerde degiskenlik gostermistir. Ancak son yilarda ¢ocukluk
cag1 travmalari,, yetiskin psikopatolojisine olan etkisi sebebiyle, artan bir ilgiyle,
arastirmalarin konusu olmustur (Briere, 1992; Herman, 1992b; van der Kolk,

McFarlane & Weisaeth, 1996).

Bu calismada ¢ocukluk ¢agi travmalarinin bes temel tiirii ele alinmustir: fiziksel
istismar, cinsel istismar, duygusal istismar, duygusal ihmal ve fiziksel ihmal. Genellikle
fiziksel ve psikolojik istismar birlikte goriilmektedir ve bu ortamda bulunan ¢ocuklar
cezay1 ve ‘kisisel kotiiliikk’ hissini birlikte yasamaktadirlar. Fiziksel istismar uygulayan
aileler bu davraniglarina suglama ve elestirilerle bahaneler bulunarak ¢ocugun bu
davranig1 hak ettigini ima ederler. Bu davranislar da fiziksel istismara ugrayan
cocuklarin sugluluk, utang ve istismardan dolay1 sorumluluk hissetmelerine sebep olur
(Briere, 1992). Aragtirmalara gore, fiziksel istismar magdurlari, siddet eylemlerinde
bulunma, kendi ¢ocuklarini istismar etme, kendine zarar verme, intihar ve
somatizasyon, kaygi, depresyon, disosiasyon gibi uzun donemli etkilerini yasarlar

(Wekerle, Miller, Wolfe, & Spindler, 2006).

Cocuklukta yasanan cinsel istismar yetigkinlikte cinsel istismar, diirtiisellik, i¢gorii
eksikligi ve 6zsaygi eksikligi gibi sorunlar yasarlar ve bu sorunlar yeniden magdur
olmalarina neden olur; yeme sorunlar1 ve doktorlar tarafindan agiklanamayan kronik

agr1 gibi belirtiler gosterirler (Mercado, Martinez-Taboas, & Pedrosa, 2008; Nelson,
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Baldwin, and Taylor, 2012). Ayrica, yakin iligkiler, evlilik ve ebeveynlik gibi alanlarda
zorluklar yasarlar (Cole & Putnam, 1992; Harvey & Pauwels, 2000).

Duygusal istismarda ise fiziksel belirtiler goriilmeyebilir. Konusma bozukluklari,
fiziksel gelisimde gecikmeler gibi sorunlar yasayabilirler (Veltkamp & Miller, 1994).
Duygusal istismar, dogas1 geregi duygu diizenleme gibi bazi islevleri diger
istismarlardan daha fazla etkiler (Burns, Jackson & Harding, 2010). Genel olarak

duygusal istismarin sonuglar1 diger istismarlardan daha siddetlidir (Iwaniec, 1997).

[hmalin tanimi1 ve ¢ocuklarmn ihmale iliskin asgari ihtiyaglar1 konusunda fikir ayriliklari
vardir (Tanner & Turney, 2003; Tyler et al., 2006). Bir baska zorluk da ihmalin
tedavisiyle ilgilidir ¢linkii ihmale iligskin belli olaylarin bulunmasi zor oldugundan
terapistler i¢cin de ihmalin farkedilmesi zordur (Tanner & Turney, 2003). Tyler ve
arkadaslarinin (2006) inceledikleri ¢alismalarda, ihmalin davranis bozukluklar, diisiik
ozgliven, okul performansinin diismesi ve uyumsuzluk/psikopatoloji gibi sonuglari

oldugu bulunmustur.

Insan eliyle gerceklestirilen travmanin tarihine bakildiginda, neminin dénem dénem
g0z ardig1 edildigi goriilmektedir. Bu ¢alismada ele alindan ¢ocukluk ¢agi travmalari da
insan eliyle gerceklestirilen travmalar oldugundan, insan eliyle gergeklestirilen diger

travmalarla ayni tarihi paylagmaktadir (Herman, 1992b; van der Kolk et al., 1996).

Breuer ve Freud unutulan travmatik anilarin histerik belirtilere yol agtigini ve s6z
konusu an1 ve aninin yasattig1 duygu geri geldiginde bu belirtilerin kayboldugunu
gozlemlemislerdir. Daha sonra Freud bu goriisii genisleterek nevrozlarin ve histerinin
sebebinin erken ¢ocuklukta yasanan gercek cinsel deneyimler oldugunu belirtmistir
(Quinodoz, 2004). Ancak Freud, babasi tarafindan cinsel istismara maruz kaldig
olasiligindan siiphelendiginde bu goriisiiyle ilgili siiphe duymaya baslamistir. Boylece

bu istismarin gergek olmadigini, gerceklesmesini istedigi bir an1 oldugu sonucuna
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varmistir. Freud’un hastalar arasindaki cinsel istismarin yayginliginin yiiksek olmasi da
bu anilarin ger¢ek olmadigini, cocukluktaki istekler oldugunu diisiindiirmiistiir. Freud,
nevrozun altinda yatan diirtiilerin, fantazilerin ve ¢atigmalarin ¢evresel olmadigini,
bunlarin ¢ocugun zihninin yarattigini savunmustur (Mitchell & Black, 1995). Freud’un
bastan ¢ikarma kuramindan fantazi kuramina gegmesi, kuramcilar arasinda fikir
ayriliklaria sebep olmustur. Freud’un kuramini ahlaki ve sosyal sonuglarindan
kaginmak i¢in degistirdigi bazi kuramcilar tarafindan savunulmaktadir (Lasiuk &
Hegadoren, 2006). Bir baska goriis de Freud’un bastan ¢ikarma kuramindan
Viyana’daki ¢aligmalarinin kabul edilmesi i¢in vazgectigini, Janet’nin psikolojik
rahatsizliklarin travmatik kokenleri iizerine ¢alismaya devam ettigini ve unutuldugunu
ancak Freud’un alanin 6nemli bir ismi olarak yoluna devam ettigini savunmaktadir (van

der Kolk ve ark., 1996).

Cinsel istismar anilarinin gercek ya da fantazi olup olmadigi sorusu arastirmalarin
konusu olmustur. Herman ve Schatzow (1987) ¢cocukken cinsel istismara maruz
kaldigimi hatirlayan yetiskinlerin biiyiik b6liimiiniin diger kaynaklardan da bu anilari
dogruladigini bulmus ve katilimcilarin bildirdikleri anilarda bu deneyimlerin fantazi

olduguna dair hi¢bir kanit bulunamamastir.

Cocukluk ¢agi travmalarinin yetiskinlikte ¢esitli psikolojik rahatsizliklara sebep oldugu
aragtirmalarda bulunmustur. Aragtirmalar ¢gocukluk travmalarinin daha sonraki yaslarda
yasanan travmalardan daha karmasik sonuclari oldugunu desteklemektedir. Yapilan bir
calismada, ¢ocukluk ¢aginda yasanan cinsel istismarin psikopatolojinin birgok
boyutuyla iligkili oldugu, ancak ergenlik sonrasi cinsel deneyimlerin yalnizca depresyon

ve travma sonrasi belirtilerle iliskili oldugunu bulunmustur (Wingenfeld ve ark., 2011).

Cocukluk ¢ag1 travmalariin bu uzun déonemli sonuglari, temel olarak, travmayla iliskili
olarak iki tanisal kavram kapsaminda incelenmistir: travma sonrasi stres bozuklugu ve

baska tiirlii adlandirilmayan asir1 stres bozuklugu.
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DSM-V’de travma sonrasi stres bozuklugu boliimiinde degisiklikler olmustur.
Oncesinde travma sonras1 stres bozuklugu, kaygi bozukluklari kategorisinin
altindayken, DSM-V’de Travma ve Stresle Iliskili Bozukluklar olarak adlandirilan yeni
bir boliimiin ig¢ine alinmistir. DSM-V’de travma sonrasi stres bozuklugu 6liime, 6lim
tehdidine, ciddi yaralanmaya ya da ciddi yaralanma tehdidine, cinsel siddete ya da
cinsel siddet tehdidine dogrudan maruz kalma, dogrudan taniklik etme, yakin bir akraba
ya da yakin arkadasin travmaya maruz kalmasina maruz kalma, ya da bedenin
parcalarin1 toplayan, ¢cocuk istismarinin detaylarina maruz kalan bazi profesyonellerin
olaylarin detaylarina yogun bir sekilde dolayli taniklik ederek maruz kalmasi olarak

tanimlanmaktadir (Amerikan Psikiyatri Birligi, 2013).

Travma sonrast stres bozuklugunun belirtilerinden biri, travmatik olaymn devamli olarak
yeniden yasanmasi, travmayla iligkili sikint1 yaratan uyarandan ¢aba gostererek
kaginmak, ticlincii belirti kategorisi ise travmatik olaydan sonra baslayan ya da
kotiilesen biliste ve ruh halinde olumsuz degisikliklerdir (Amerikan Psikiyatri Birligi,
2013). Travmatik olaylarin psikolojik etkileri ¢alisilmig olsa da, travma sonrasi stres
bozuklugu terimi ilk kez 1980 yilinda, travma magdurlarinin gosterdikleri belirtileri
tanimlamak amaciyla ortaya ¢ikmistir. 1980 yilindan bu yana, travma sonrasi stres
bozuklugunun kriterleri ve travmanin tanimi tartismalarin konusu olmustur. Bu tani
travmatik bir olayi dogrudan sonucu olarak diisiiniilmesi sebebiyle benzersizdir. Blake,
Albano, ve Keane (Joseph ve ark., 1997) travma sonrasi stres bozuklugunun
taninmasinin birgok yarari oldugunu, bilimsel genelleme i¢in bir zemin, belirtileri
tanimlamak i¢in ortak bir dil ve travma sonrasi belirtilere iliskin yayinlarda 6nemli bir
artis sagladigini belirtmislerdir. Travma sonrasi stres bozuklugu afet, savas ve kaza
magdurlar1 arasinda gézlenmektedir. Ancak insan eliyle travma magdurlarinin da
travma sonrasi stres bozuklugu belirtileri gosterdikleri ve bu sebeple travma sonrasi

stres bozuklugu tanis1 aldiklar1 da tartigilmaktadir (Briere, 1992).
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Herman (1992a) uzun siiren travmaya maruz kalanlarin, klinik ¢alismalarda da
gozlemlendigi lizere, travma sonrasi stres bozuklugundan daha farkli 6zellikleri
oldugunu belirtmistir. Travma sonrasi stres bozuklugu tanisi savas, afet ve tecaviiz gibi
travma tiirlerinde goriilen belirtileri kapsamakla birlikte uzun siiren, tekrarlayan
travmalarin magdurlarinin karmasik belirtilerini kapsamada yetersiz kalmaktadir. Uzun
siiren travmalarin magdurlarinin belirtileri, travma sonrasi stres bozuklugu
belirtilerinden daha karmasiktir. Herman’in goriisleri ¢oklu travmaya maruz kalmanin
kompleks belirtilerle iliskili oldugunu gdsteren arastirmalar tarafindan
desteklenmektedir (Briere, Kaltman & Green, 2008). van der Kolk ve arkadaslar
(1996) travmatik aninin ayri bir ego durumunda tutuldugunu bu yiizden de travmatik
aninin yagsandig1 zamanda kaldigini ve bunun da gelisimin farkli asamalarinda uzun
donemli etkilere yol agtigini belirtmislerdir. Bu sebeple, yetiskinlik doneminde
travmatize olunmasi, travma sonrasi stres bozukluguna yol agabilirken, cocukluk
caginda yasanan travmalar daha kompleks belirtilere yol agmaktadir (van der Kolk et
al., 1996). Bu kompleks belirtiler, travma sonrasi stres bozuklugu tarafindan
karsilanmamakta ve eslik eden kosullar olarak adlandirilmaktadir (van der Kolk, Roth,

Pelcovitz, Sunday & Spinazzola, 2005).

Herman (1992a) uzun siireli, tekrarlayan travmadan sonra goriinen sendromun
‘kompleks travma sonrasi stres bozuklugu’ olarak adlandirilmasini 6nermistir.
Herman’a gore, uzun siiren travmanin etkileri ‘kendiliginden iyilesen ve tan1 almayan
kisa siireli stres tepkisinden, klasik ya da basit travma sonrasi stres bozukluguna, uzun
stiren ve tekrarlayan travmanin kompleks sendromu arasinda degisen bir spektrumda’
anlagilabilir. Kompleks travma sonrasi stres bozuklugu ya da daha sonraki adiyla baska
tiirlii adlandirilmayan asirt stres bozuklugu erken yaslarda olan travma yasantisinin
sonucu olarak deneyimlenen belirtileri ve ¢oklu travmatik olaylar1 ve uzun siireli maruz

kalmay1 igerir (Luxenberg, Spinazzola & van der Kolk, 2001).
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Ulusal Cocuk Travmatik Stresi Ag1 Calisma Grubu, ek belirtiler olarak listelenen
sorunlarin ‘kronik insan eliyle gerceklestirilen travmanin somatik, duygusal, davranigsal
ve karakterle ilgili disa vurumlar1 olmasi sebebiyle, travmanin gelisimsel etkilerini
iceren kompleks travma sonrasi stres bozuklugu/baska tiirlii adlandirilmayan asiri stres
bozuklugu ya da gelisimsel travma bozuklugu olarak adlandirilabilecek bir taniya

ihtiya¢ oldugunu savunmustur (Briere & Spinazzola, 2005).

Amerikan Psikiyatri Birligi tarafindan, DSM-IV ig¢in bagka tiirlii adlandirilmayan asir1
stres bozuklugu olarak adlandirilan kronik gelisimsel travmanin psikopatolojisini
incelemek amaciyla, travma sonrasi stres bozuklugu i¢in alan ¢alismasi diizenlenmistir.
Onerilen tan i¢in kriterler, cocukluk ¢ag1 travmalarinin uzun donemdeki etkilierine
iligkin literatiir arastirilarak tanimlanmistir. Bu aragtirmanin sonucuna gore, kompleks
travma sonrasi stres bozuklugu/bagka tiirlii adlandirilmayan asir1 stres bozuklugu tanisi
yedi semptom kategorisinden olusmustur: 1) duygular1 diizenlemede sorunlar 2) kimlik
ve kendilik hissinde sorunlar, 3) devam eden bilinglilik ve hafizada sorunlar, 4) faille
iligkilerde sorunlar, 5) digerleriyle iliskilerde sorunlar, 6) fiziksel ve tibbi durumda

sorunlar, and 7) anlamlar sisteminde sorunlar (van der Kolk ver ark., 1996).

DSM-IV Alan Caligsmasi 400 tedaviye basvuran travmatize olmus katilimci ve
travmatize olmamis 128 kisiyle yapilmistir. DSM-IV Alan Calismasinin sonuglari,
erken yasta baslayan ve insan eliye gergeklestirilen travmanin, travma sonrasi stres
bozukluguna ek olarak, duygus diizenleyememe, kendine ve digerlerinde kars1 6fke,
disosiyatif belirtiler, somatizasyon ve karakter patolojisi gibi psikolojik islevsellikte
sorunlara yol agtigin1 géstermistir. Travmaya daha uzun siire maruz kalan kisilerin hem
travma sonrasi stres bozuklugu hem de bagka tiirlii adllandirilmayan asir1 stres
bozuklugu gelistirdigi bulunmustur. Bu sonuglar, baska tiirlii adlandirilmayan asiri stres
bozuklugu belirtilerinin kisileri, travma sonras1 stres bozuklugu belirtilerine gore, daha

cok tedaviye yonlendirdigini de gostermektedir (van der Kolk ve ark., 2005).
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DSM-IV Alan Caligsmasi, insan eliyle gergeklestirilen kronik travmalarin ¢ocuklarda ve
yetiskinlerde bu belirtilere sebep oldugunu desteklese de, Baska Tiirlii
Adlandirilamayan Asir1 Stres Bozuklugu ayri bir tan1 olarak kabul edilmemis, DSM-
IV’de Travma Sonras1 Stres Bozuklugu'nun “Eslik eden ve Tanimlayici Ozellikler””
altinda yer almistir (van der Kolk ve ark., 2005). ICD-10 travmatik yasantilar
sonrasindaki kronik kisilik degisimlerini i¢ceren yeni bir kategori yaratmistir. Bu
kategori 1) stirekli husumet and giivensizlik 2) sosyal ¢ekilme, 3) bosluk ve umutsuzluk

duygulari, 4) artan bagimlilik ve 6fkenin diizenlenmesiyle ilgili sorunlar, 5) asir1

uyarilmislik ve sinirlilik ve 6) yabancilasma duygulari (van der Kolk, ve ark., 1996).

Baska tiirlii adlandirilamayan asir1 stres bozuklugunun belirtileri alt1 kategoride
toplanmistir. Bu kategoriler, duygu ve diirtiilerin diizenlemesi, dikkat ve bilinglilik, 6z-

algi, digerleriyle iligkiler, somatizasyon, anlam sistemlerine iligkin sorunlardir.

Duygu ve diirtiilerin diizenlemesinde sorunlar: Cocuklar tehlike altindayken ya da
incindiklerinde, bakim verenler giiven ve kontrol hissini geri kazanmalarina yardim
ederler. Bakim verenlerin duygusal olarak orada olamadigi, tutarsiz, siddet egilimli,
ihmalkar olduklar1 ya da kendi travma ve kayiplariyla mesgul olduklart durumlarda,
giivenlik kaynagi olamazlar ve ¢ocuklarinin uyarilmishigini diizenleyemezler ve
cocuklar deneyimlerini islemede, biitiinlestirmede ve kategorize etmede zorluk yasarlar.
Bu yiizden, travmatik stresin temel 6zelliklerinden biri i¢sel diinyanin

diizenlenememesidir (van der Kolk ve ark., 2005).

Dikkat ve bilinglilikte sorunlar: Istismarm oldugu bir ortamda, bakim verenlerin
giivensiz ya da dngdriilemez baglanma figiirleri olduklar1 durumlarda, ¢ocuk giiven,
giivenlik, kontrol ve giicli devam ettirebilmek i¢in bir yol bulmak zorundadir. Bu
yilizden, normal olmayan bir bilinglilik durumunun gelismesine sebep olan olgun
olmayan psikolojik savunmalar gelistirirler. S6z konusu degismis biling¢lilik durumunda,
beden ve zihin, gerceklik ve hayal, bilgi ve hafiza zarar gérmiistiir. Ongériilemez bir
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ortamda, ¢ocuk tehlike sinyallerine kars1 tetikte olmak zorundadir. Bu yiizden yiiz
ifadeleri, ses ve beden dilindeki kii¢iik farkliliklar: tanir ve bu farkliliklar 6fke, cinsel
uyarilma ya da disosiasyon olarak okur. Bu siire¢ bilingdisinda gerceklestiginden, bu
kisiler tehlike sinyallerine, bu sinyalleri biling diizeyinde farketmeden tepki verirler

(Herman, 1992b).

Kendilik algisinda sorunlar: Zorlayici bir kontrolii olan bakim verenle iliski i¢inde
olmak, ¢ocukluk ¢ag1 travmalart magdurlarinin kimliklerini etkiler. Beden imaji,
digerlerinin i¢sellestirilmis imaji, biitiinliik ve amag saglayan kendi deger ve idealleri
zarar goriir. Kendilerini suclu ve kotii olarak goriirler. Kendilikleri oldugu hissini bile
kaybedebilirler ve kendilerini ‘insan olmayan bir yasam formuna indirgenmis olarak

gorebilirler (Herman, 1992b).

Digerleriyle iliskilerde sorunlar: Herman’a (1992b) gore, ¢ocukluk ¢agi travmalari
magdurlarinin partnerlerinden ‘fantastik beklentileri’ vardir; partnerlerine hayran
olurlar, sonra agir bir sekilde elestirmeye baslarlar. Kisilerarasi ¢catismalar yogun kaygi,
depresyon ya da 6fkeye yol agar. Thmal ya da istismar deneyimleri kiiciik catismalarla
tetiklenebilir ve bu catigmalar1 ¢6zecek sdzel ve sosyal becerileri olmadigindan kiigiik
catismalarin iistesinden kolaylikla gelemezler. Cocukluk ¢agi travmalari magdurlar

yogun ve istikrarsiz iligkiler gelistirirler.

Somatizasyon: Cocukluk ¢agi travmalar1 magdurlart uykusuzluk, irkilme tepkileri,
ajitasyon, gerilim tipi bas agrilari, mide bagirsak rahatsizliklar1 ve bel ya da kasik agrisi

gibi somatik belirtiler gosterme egilimdedirler (Herman, 1992b; Mayer (2008)

Anlam sisteminde sorunlar: Briere’ye (1992) gore, cocukluk ¢agi travmalar1 genellikle
kronik ve uzun siireli oldugundan, gelecekle ilgili umutsuzluk hisine sebep olurlar.
Cocuklukluk ¢ag1 magdurlarinin hayat1 ‘karanlik bir lens’den gérme egilimleri vardir.

I¢ine dogduklar dini ya da etik inanglariyla ilgili siiphe duyarlar ve ruhani varliklarm
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kotii ya da insanlarin acilarma duyarsiz oldugunu diisiiniirler. insanlarin diinyada tek
baslarina olduklarina ve hayatlariyla ilgili olumlu degisiklikler yapamayacaklarina
inanirlar. Bu umutsuzluk duygulari se¢im yapmalar1 ve kendi yasamlariyla ilgili

harekete gegmelerini engeller (Luxenberg et al., 2001).

Disosiasyon oldukga tartismali bir konudur ve tanimi, belirtileri hatta varligiyla ilgili
fikir ayriliklar1 ¢oktur. Howell (2005) disosiasyonun kendisinin de psikoloji/psikiyatri
alaninda disosiye edildigini savunmaktadir. Diger yandan, son yillarda, disosiasyon
travmay1 anlamak icin temel kavramlardan biri olarak ¢alisilmaktadir. van der Kolk ve
arkadaslar1 (1996) disosiasyonu, deneyimin komparmentalize edilmesi ve bu sebeple de
travmamin biitline entegre edilmemesi olarak tanimlamaktadir. Howell (2005) de
disosiasyonu normalde baglantisi olan ruhsal ve yasantisal i¢eriklerin ayrilmasi olarak
tanimlamaktadir. Disosiasyonda, travmatik deneyimler normal bilinglilikten ayridir.
Duygular, eylemler, anilar ve fizyolojik tepkilerin birbiriyle iliskisi yoktur, bu sebeple
agir deneyimlerde bile duygu deneyimlenmeyebilir, fiziksel ac1 fiziksel yaralanmalarda

olmayabilir, anilar parcalanmis olabilir ve bu pargalar hatirlanmayabilir (Terr, 1991).

Disosiasyon, travmatik olay sirasinda adaptif ve hayat kurtarici olsa da, ¢ok uzun siire
kullanildiginda ve kisi travmanin hatirlaticilarindan kaginmak igin hayatini

sinirlandiridiginda adaptif olmaktan ¢ikar (Howell, 2005).

van der Kolk ve arkadaslar1 (1996), disosiasyonun kisilerin semalarin1 devam
ettirmelerine yardim ettigini savunmustur. Farkli bir zihin boyutu, travmatik deneyimi
tuttugundan, disosiyatif sema kisinin kendisinin zayif ya da degersiz olduguna

inanirken, normal boyutu igeren bilissel sema istismar edilmedigine inanir.

Disosiasyon, aktif direng, failin magduru daha fazla istismar etmesine sebep oldugu ya
da magdurun faile bagimli oldugu durumlarda da adaptif bir bagetme bi¢gimi olarak islev

gorebilir; bu yiizden pasif bagetme yolu olarak disosiasyon, magdurun hayatta
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kalmasina yardim edebilir (van der Kolk ve ark., 1996). Ayrica, kisiye, ‘savas ya da
ka¢’ tepkisinde bilissel kapasiteyi diigiirdiigii i¢in, ‘panik yapmadan savagmasi’ni

gerektiren bir tehlikeyle karsi karsiya kaldiginda da yardim eder (Perry et al., 1995).

Meditatif deneyimler, olumlu trans deneyimleri ya da dikkatli bir sekilde film izlemek
de disosiasyon olarak goriilmektedir. Adaptif/olumlu disosiasyon ile patolojik
disosiasyon arasindaki bir fark adaptif disosiasyonun goniillii kontrollii olarak
yasanmasidir; kisi bilingli olarak baslatir ve istedigi zaman ¢ikabilir. Bir diger fark da
disosiasyonun biitiinlesmeyi artirmasi ya da onlemesidir. Travmatik deneyimlerinden
dolayi yiiksek diizeyde disosiyatif olan kisiler isteyerek trans ya durumuna gegerler ya
da zihinsel olarak 6rnegin duvardaki bir delige giderler. Another distinction is whether
dissociation enhances or prevents integration. Disosiasyon, insan eliyle gerceklestirilen
siddete kars1 bir bagsetme mekanizmasi olarak calissa da, disosiasyon yoluyla stirekli
olarak ac1 veren deneyimlerden kaginmak deneyimlerin biitiinlesmesini engeller.
Disosiasyon adaptive ve hayat kurtarici olsa da, uzun siire kullanildiginda ve kisi
travmanin hatirlaticilarindan kaginmak i¢in yasamini kisitladiginda adaptif olmaktan

cikar (Howell, 2005).

Janet disosiasyonu psikolojik travmaya baglayan ilk kisidir. Janet’nin ¢alismalari
yillarca gdrmezden gelinmis ve travma sonrast stres ve disosiasyonla birlikte tekrar

ve bu alt sistemlerin ‘tutarli ve koordine i¢inde’ ¢alistigin1 savunmustur (van der Hart,
Nijenhuis & Steele, 2006). Janet’e gore disosiasyonun olmasi, iki ya da daha fazla
sistemin arasinda biitlinlesmenin olmamasi anlamina gelmektedir (Nijenhuis & van der

Hart, 2011).

Freud’un bastirma kavramu ile travma terapistleri tarafindan kullanilan disosiasyon
kavrami arasinda bir fark vardir. Freud, egonun, travmatik deneyimi aktif olarak

unuttugunu savunurken, travma kuramcilart egonun daha pasif oldugunu, aninin
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disosiye edildigini, bunun da pasif bir siire¢ oldugunu savunurlar (Piers, 1996). Terr
(1994) de bastirma ve disosiasyon arasinda bir ayrim yapar. Bastirmada, kisi aktif
olarak ve biling disinda hatirlamamak i¢in ¢aba sarfeder ancak disosiasyonda, travmatik
anilar, olay sirasinda, kendisini normal bilinglilikten ayirir. Bu sebeple, bastirilan anilar
keskin ve ayrintiliyken, disosiye edilen anilar bulaniktir; ayrica genellikle

hatirlandiginda da tam ve net degildir.

Hafiza, bilinglilik ve kimlik gibi zihinsel islevlere iligskin olan psikoform disosiasyon tek
disosiyatif belirti olarak goriilse de hareket, duyular, ve algi islevlerinin disosiasyonu
olan somatoform disosiasyon da somatoform disosiasyon da travmaya verilen yaygin
bir tepkidir (van der Hart ve ark., 2006). Duyu, algi, duygu ve motor islevlerinin kaybi1
olumsuz somatoform disosiasyon olarak tanimlanir, duyu bozukluklari, aci, tik ve panik
gibi belirtiler de olumlu somatoform disosiyatif belirtiler olarak diisiiniilmektedir (van
der Hart ve ark., 2006). DSM-V (Amerikan Psikiyatri Birligi, 2013) travma sonrasi stres
bozuklugu tani kriteri, bir¢ok disosiyatif belirti olmasina ragmen, bu belirtilerin
yalnizca ikisini igermektedir. Bu iki belirti, travmanin 6nemli bir kisminin
hatirlanmamasi ve davranigsal ya da duygusal yeniden yasama belirtileridir (Carlson,

Dalenberg & McDade-Montez, 2012).

Bu ¢alismada, gocukluk travmalari, disosiasyon ve travmayla iliskili belirtiler
arasindaki iligkilerin incelenmesi amacglanmistir. Cocukluk travmalar tiirlerinden
fiziksel istismar, cinsel istismar, duygusal istismar, duygusal ihmal ve fiziksel ihmal,
disosiasyon tiirlerinden psikoform disosiasyon ve somatoform disosiasyon
incelenmistir. Travmayla iliskili belirtiler, travma sonrasi stres bozuklugu belirti siddeti
ve bagka tiirlii tanimlanmayan asir stres bozukluklari belirti siddeti belirti

kategorilerinde incelenmistir.

Bu calismada, disosiasyonun ¢ocukluk ¢agi travmalar1 ve travmayla iliskili belirtiler

arasinda araci oldugu, ¢cocukluk ¢agi travmalarinin travma sonrasi stres bozuklugu ve
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baska tiirlii adlandirilmayan asir1 stres bozuklugu belirti siddetini yordadigi, Asirt Stres
Bozuklugu i¢in Yapilandirilmis Goriisme-Oz Bildirim 6lgeginin Tiirkce versiyonunun
baska tiirlii adlandirilmayan asir1 stres bozuklugu belirti siddetini degerlendirmek igin
gecerli ve tutarli bir 6l¢ek oldugu, belli ¢cocukluk ¢agi travma tiirlerinin belli
disosiasyon tiirlerini yordadigi, ve disosiasyonun hem travma sonrasi stres bozuklugu
hem de bagka tiirlii adlandirilmayan asir1 stres bozuklugu belirti siddetini yordadig

hipotez edilmistir.

Katilimcilara duyurularla ulagilmistir. Aragtirmaya katilim goniilliiliik esasina
dayanmustir. Katilimcilar 6 6lgek ve demografik bilgi boliimiinii iceren 19 sayfalik
anket setini tamamlamislardir. Calismanin katilimcilari yaglar1 18 ve 68 arasinda olan
736 yetiskinden olusmustur. Orneklemin yas ortalamasi 29.44 dir (SS = 9.69). Kadin
katilimcilarin sayis1 577, erkek katilimcilarin sayist ise 159 dur. Katilimcilari egitim
diizeyi okur yazarliktan lisansiistii egitim arasinda degiskenlik gostermektedir.
Katilimeilardan 125 kisi son iki yilda ruh saglig1 sorunu yasamis, bu kisilerden 411

psikolojik tedavi, 76s1 ise ilag tedavisi gérmiistiir.

Calismanin kapsaminda, Asir1 Stres Bozukluklart i¢in Yapilandirilmis Gériisme-Oz
Bildirim Tiirk¢eye uyarlanmustir. Olgegin faktor analitik yapisini analiz etmek i¢in
LISREL 8’de yapisal esitlik modeli kullanilarak aciklayici faktdr analizi kullanilmustir.
Olgegin orjinalindeki gibi, alt1 faktdrlii model hipotez edilmistir ve degistir iyi uyum

degerleri vermistir.

Calismanin sonuglarina gore, ¢ocukluk déoneminde, katilimeilarin % 34.9“u duygusal
istismar, 26.2 % duygusal ihmal, % 24.6°s1 cinsel istismar, % 17.9u fiziksel istismar ve
% 24.7’si ise fiziksel ihmal yasadiklarini bildirmislerdir. Disosiasyona iliskin olarak,
katilimcilarin % 4.62‘sinin sonuglari klinik olarak anlamli olan disosiyatif belirtilere, %
1.9‘unun sonuglar ise gii¢lii bir disosiyatif bileseni olan bir bozuklugun yiiksek

olasiligini, % 0.8‘inin sonuglari ise ¢oklu kisilik bozukluguna iligkin yiiksek olasilig
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isaret etmektedir. Somatoform disosiasyon 0l¢eginin sonuglari ise katilimcilarin %

9.5‘inde somatoform disosiasyonun varligin1 gostermektedir.

Model test edilirken dncelikle, 6lgme modeli test edilmis ve 16 gozlenen degisken ve 4
gizil degiskenin oldugu birinci model iyi uyum degerleri vermistir. Daha sonra
cocukluk travmasi ve travma sonrasi stres bozuklugu belirti siddeti ve cocukluk
travmasi ve bagka tiirlii adlandirilamayan asir1 stres bozuklugu belirti siddeti arasindaki
iliskide disosiasyonun araci roliinii incelemek amaciyla agiklayici analiz kullanilmustir.
Birinci modelde, ¢ocukluk travmalar1 ve travma sonrasi stres bozuklugu ile cocukluk
travmalar1 ve bagka tiirlii adlandirilamayan asir1 stres bozuklugu arasindaki iligki
anlamli bulunmadigi i¢in, ikinci modelde tam araci model test edilmistir. Bu modelle
cocukluk travmalarinin disosiasyonu yordadigi, disosiasyon araciligiyla travma sonrasi
stres bozuklugu ve baska tiirlii adlandirilamayan asir1 stres bozuklugunu yordadigi test

edilmistir. Bu model iyi uyum degerleri vermistir.

Calismanin sonuglar1 ayrica psikoform disosiasyonun fiziksel istismar, fiziksel ihmal ve
cinseli istismarin psikoform disosiasyonun yordayicilar1 olduklar1 ancak duygusal
istismarin ve duygusal ihmalin psikoform disosiasyon ile iliskili olmadig1 bulunmustur.
Somatoform disosiasyonu ise fiziksel istismar, duygusal istismar, fiziksel ihmal ve
cinsel istismar1 anlamli olarak yordadig1 ancak duygusal ihmalin somatoform

disosiasyonu yordamadigi bulunmustur.

Bagka tiirlii adlandirilamayan asir1 stres bozuklugu belirti siddetini ise duygusal
istismar, fiziksel istismar, duygusal ihmal ve cinsel istismarin yordadigi ancak fiziksel
ihmalin yordamadig1 bulunmustur. Travma sonrasi stres bozuklugunun yordayicilarinin
ise fiziksel istismar ve duygusal ihmal oldugu, ancak fiziksel ihmal, duygusal istismar

ve cinsel istismarin travma sonrasi stres bozuklugunu yordamadigi bulunmustur.
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Sonuglar, Tiirkiye popiilasyonunda ¢ocukluk ¢agr travmasinin yaygin oldugunu
gostermistir. Bu ¢alismada, ¢ocukluk ¢agi travmalarinin yayginligi agisindan kadin ve
erkek katilimcilar arasinda fark bulunmasa da belli travma tiirlerinde kadun ve erkek
katilimcilar arasinda anlamli fark bulunmustur. Kadinlar daha fazla ¢cocuklukta cinsel
istismar ve duygusal istismar yasadiklarini bildirirken erkekler kadinlardan daha fazla
fiziksel ihmal bildirmislerdir. Fiziksel istismar ve duygusal ihmalin yayginligi agisindan
kadinlar ve erkekler arasinda anlamli bir fark bulunmamustir. En yaygin ¢ocukluk ¢agi
travmasi tiirli duygusal istismar olarak bulunmustur; Duygusal istismari, duygusal ihmal
izlemektedir. Bu sonuglar, duygusal ¢ocukluk ¢agi travmalarinin diger tiirlerden daha
yaygin oldugunu gdstermektedir; bu da Briere’nin (1992) fiziksel ve cinsel istismarin
genellikle duygusal istismari da icerdigi goriisiinii desteklemektedir. Cocuklar fiziksel
olarak istismar eden bakim verenlerin, davraniglarina sebep bulmak i¢in ¢ocuklarin
cezay1 hak ettikleri mesajin1 vermeye yonelik olarak, ¢ocuklari suglamalar1 ya da

elestiren ifadeler kullanmalar1 6rnek olarak gosterilebilir (Briere, 1992).

Bu ¢alismada bulunan disosiasyonun yayginligi dnceki ¢alismalarla da tutarlidir
(Martinez-Taboas, Canino, Wang, Garcia & Bravo, 2006; Maaranen et al., 2005).
Somatoform disosiasyona iliskin olarak, sonuglar, Finlandiya’da genel popiilasyonla
yapilan ve somatoform disosiasyonun yayginliginin % 9.4 olarak bulundugu bir

calismayla benzerlik gostermektedir (Maaranen ve ark., 2005).

Cocukluk ¢agi travmalarinin disosiasyonu yordadigi, disosiasyonun da travma sonrasi
stres bozuklugu ve baska tiirlii adlandirilmayan asir1 stres bozuklugu belirti siddetini
yordadigi tam aract model anlamli olarak bulunmustur. Bu sonuglar, ¢ocukluk ¢agi
travmalariin travma sonrasi stres bozuklugu belirti siddeti ve bagka tiirlii
adlandirilmayan asir1 stres bozuklugu belirti siddeti arasindaki iliskide disosiasyonun
araci oldugunu gostermektedir. Bu sonugclar, disosiasyonun, ¢cocukluk ¢agi
travmalariin travmayla iliskili belirtilere yol agmasinda belirleyici roliinii

desteklemektedir.
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Bu calisma, ¢cocukluk ¢agi travmalariyla disosiasyon arasinda anlaml bir iligki
oldugunu gostermektedir. Bu sonuglar travma ve disosiasyonun birlikte goriildiigiinii
savunan travma kuramlariyla tutarlidir. Howell (2005) ¢ocuklarin, disosiasyonu,
tehlike, korku ve ihmal kaynagi olan bakim verenlerle iliskileri devam ettirebilmek igin
kullandiklarini belirtir. Disosiasyon, bu iligkiyi devam ettirmek i¢in savunma olarak
kullanilir. (Howell, 2005; Herman, 1992a). Howell (2007), ayrica, disosiasyonu,
psikopatolojinin merkezi olarak goriir ve travma/disosiasyon paradigmasinin ¢evresel

kaynakl1 biitiin psikopatolojileri agiklayabilecegini savunur.

Bu calisma, ¢ocukluk ¢agi travmalari ve disosiasyon arasindaki iliskiyi ortaya ¢ikararak,
travma modeli ve fantazi modeli olan disosiasyonun ik imodeli arasindaki tartismalara
katki saglamaktadir. Disosiasyonun fantazi modeli, patolojik disosiasyonun travmatik
strese bir tepki olmadigini, disosiasyonun fantaziye yol acarak ger¢ek olmayan
travmatik anilara sebep oldugu goriisiinii savunmaktadir (Giesbrecht, Lynn, Lilienfeld
& Merckelbach, 2008). Disosiasyonun fantazi modelinin bazi arastirmacilari, ¢ocukluk
¢ag1 travmalarinin disosiasyonun yordayicisi oldugunu diisiinseler de, fantaziye
yatkinligin da disosiyatif bozukluklarin etiolojisinde oldugunu savunmaktadirlar

(Pekala, Angelini & Kumar, 2001).

Calismanin sonuglari, disosiasyonun travma sonrasi stres bozuklugunu anlamli olarak
yordadigin1 géstermektedir. Bu sonuglar, disosiasyonun travma sonrasi stres bozuklugu
belirtilerinin 6nemli bir bileseni oldugunu kanitlayan ¢alismalari desteklemektedir

(Briere et al., 2005; Halligan et al., 2003).

Caligmanin bulgular, ayrica, disosiasyonun, baska tiirlii adlandirilmayan asir1 stres
bozuklugu belirti siddetiyle anlamli olarak iliskili oldugunu gostermektedir. Bu
bulgular, disosiasyonun, kompleks travma sonrasi stres bozukluguyla iliskili oldugunu

bulan ve Dorahy ve arkadaslar1 (2012) tarafindan yapilan ¢aligmayi da
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desteklemektedir. van der Hart ve arkadaglar1 (2005) disosiasyon ve bagka tiirlii
adlandirilmayan asir1 stres bozuklugu arasindaki iligkinin taninmamasinin sebebinin
disosiasyonun baska tiirlii adlandirilmayan asir1 stres bozuklugunun yalnizca kiigiik bir
boliimii oldugu kabuliinden kaynaklandigini belirtmistir. Bunun bagka bir sebebi de
travma alanindaki disosiasyona iligkin karmasadan kaynaklandigidir (van der Hart et

al., 2005).

Bu caligsma, ¢ocukluk ¢agi travmalarinin belli tiirlerinin disosiasyonun belli tiirleriyle
iligkili oldugunu gostermektedir. Bu ¢aligmanin sonuglarina gore, fiziksel ihmal, fiziksel
istismar ve cinsel istismar psikoform disosiasyonu yordarken, duygusal istismar ve
duygusal ihmalin psikoform disosiasyonu yordamadig1 bulunmustur. Bu ¢alismanin
sonuglar1 psikoform disosiasyonun, travmanin bedenin istismar edildigi ya da bedenin
ihtiyaglarinin karsilanmadigi durumlarda ¢cocukluk ¢agi travmalariyla iliskili oldugunu
gostermektedir. Duygusal icerikli ¢ocukluk travmalarin psikoform disosiasyonla iliskili

olmadig1 goriilmektedir.

Somatoform disosiasyona iligkin olarak, fiziksel istismar, duygusal istismar, fiziksel
ihmal ve cinsel istismar somatoform disosiasyonu yordarken, duygusal ihmal

somatoform disosiasyonu yordamamastir.

Somatoform disosiasyon bedenle ilgili bir disosiasyon olmasi sebebiyle, ihmal ya da
istismar yoluyla ¢ocugun bedenine zarar verilmesi anlamina gelen fiziksel ihmal ve

fiziksel istismarin disosiasyonla iliskili olmas1 anlasilabilir.

Bu ¢alismanin sonuglari, duygusal istismarin somatoform disosiasyonu yordadigini
ancak psikoform disosiasyonu yordamadigini ortaya ¢ikarmistir. Bu sonuglar duyglarin
bedende kaydedildigi goriisiinii desteklemektedir (van der Kolk, 1994). Cocukluk
caginda yasanan duygusal istismar bedende kaydedilir; bu sebeple, ¢ocukluk ¢aginda

duygusal istismar yasayan bir kisinin bedene kaydedilmis duygusal istismarla bagetmek
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icin, bedene iligkin bir disosiasyonu tiirii olan somatoform disosiasyonu kullanma

egiliminin olmasi beklenen bir sonugtur.

Bu caligsma, fiziksel istismarin ve duygusal ihmalin travma sonrasi stres bozuklugu
belirti siddetini yordarken, duygusal istismar, fiziksel ihmal ve cinsel istismarin travma
sonrasi stres bozuklugu belirti siddetini yordamadigi bulunmustur. Fiziksel istismarin
travma sonrasi stres bozuklugu belirti siddetinin en yiiksek yordayicist oldugu

bulunmustur.

Bu ¢aligmanin sonuglari fiziksel istismarin travma sonrasi stres bozuklugu belirti
siddetinin bir yordayicist oldugunu gostermektedir; bu sonug da Briere’nin (1992)
terorize olan ancak fiziksel olarak yaralanmayan magdurlarin travma sonrasi stres

bozuklugu belirtileri gostermeyecegi goriisiiyle uyusmamaktadir.

Duygusal istismar, fiziksel istismar ve cinsel istismar bagka tiirlii adlandirilmayan asir1
stres bozuklugu belirti siddetini yordarken, duygusal ihmal ve fiziksel ihmal bagka tiirlii
adlandirilmayan stres bozuklugu belirti siddetini yordamamuistir. Sonuglar, ¢ocukluk
¢ag1 travmalarinin, travma sonrasi stres bozuklugu ve baska tiirlii adlandirilmayan asir1
stres bozuklugu belirti siddeti ile iliskili oldugunu gostermektedir. Ancak duygusal
istismarin yalnizca bagka tiirlii adlandirilmayan asir1 stres bozuklugunu yordadigi
bulunmustur. Bu sonuglar, duygusal istismarin ancak baska tiirlii adlandirilmayan asiri

stres bozuklugu dikkate alindiginda degerlendirilebilecegini gostermektedir.

Caligmanin sinirliliklarina iliskin olarak, ¢ocukluk ¢agi travmalarinin
degerlendirilmesinde 6z-bildirim yonteminin kullanilmistir; bu yontem de
katilimcilardan edinilen bilgiyi sinirlamaktadir. Ayrica, bu ¢alisma kesitsel ¢alismadir.
Bir bagka simirlilik da katilimcilarin cinsiyetleriyle ilgilidir; kadin katilimcilarin sayisi
erkek katilimcilardan ¢ok daha fazladir. Bagka bir sinirlilik ise, verilerin, Tiirkiye’nin

iki biiyiik sehri olan Ankara ve Istanbul’dan toplanmis olmasidir. de Jong ve
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arkadaslarinin (2005) ¢aligmasinda baska Tiirli Adlandirilmayan Asiri Stres
Bozuklugunun kiiltiirel aras1 gegerlik ¢aligmasinda karsilastiklart kiiltiirel farkliliklar
Tiirkiye’nin kirsal kesimlerinde de s6z konusu olabilecegi diislintilmiistiir. Giivende
hissetmeyle ilgili sorularin ¢atisma ve siddetin yogun oldugu bolgelerde farkl
algilanmasi, soyut kavramlari 6lgen sugluluk, sorumluluk ve utanca iliskin sorularin
bu kavramlarin gercek davranislara isaret etmesinden dolay1 anlamsizlagmasi, cinsel
somatizasyon ve digerlerinin magdur edilmesi sorularinin sosyal olarak istenen
yanitlar1 almasi ve disosiyatif deneyimlerin spiritiiel varliklarin ele gegirmesi olarak
diisliniilmesinden dolay1 bazi disosiasyon sorularinin kavramsal denkligiyle ilgili

sorunlar yasanabilecegi diisiiniilmiistiir.

Diger yandan, bu ¢alisma, énemli sayida katilimciyla gergeklestirimis ve katilimet
gizliligi korunmustur. Veriler ¢esitli demografik 6zellikleri olan katilimcilardan
toplanmistir. Bu ¢alisma, disosiasyon gibi oldukga tartismali bir kavramin
incelenmesiyle travma literatiiriine katki saglamaktadir. Sonuglar, ayrica, disosiyatif
belirtileri ve diger travmayla iligkili belirtileri olan kisiler i¢in tedavi segenekleri

konusundaki tartigmalara katki saglamaktadir.

Calismanin diger giiclii yan1 da psikoloji/psikiyatri alaninda bazi donemlerde
gormezden gelinen insan eliyle travma konusundaki aragtirmalara katkisidir. Herman’a
gore (1992b), s6z konusu gérmezden gelmenin sebebi magdurun travmasinin
goriilmesinin taniklar i¢in zor olmasidir. Taniklik edenlerin, dogal afetlerde magdura
sempati duymalar1 kolayken, insan eliyle travmada taniklar kime sempati duyacaklari
konusunda bir ¢atigma yasarlar. Faile sempati duymak, bir sey yapmay1
gerektirmediginden daha kolaydir, ancak magdurun tarafinda yer almak, paylagmak,
aciy1 hatirlamak ve harekete gegmek anlamina gelmektedir. Faile sempati duymanin
sonucu, magdurun kisilik 6zelliklerini failin sugunun nedeni olarak goérmektir (Herman,
1992b). Lemelson, Kirmayer and Barad’a (2008) gore, olaylar1 hatirlamak ve unutmak

beden ve beyne travmayi kaydeden hafizanin bir iglevi olsa da, ayn1 zamanda amaci
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kamu ve 6zel hafizalar1 diizenlemek olan sosyal ve politik siire¢lerin de sonucudur.
Psikoterapinin odagi birey olsa da, klinisyenlerin ¢alismalar1 sosyal ve politik
baglamlarin bir parcasidir ve ¢alismalarinin da sosyal ve politik sonuglar1 vardir

(Yadin & Foa, 2008).

Daha sonra yapilacak ¢aligsmalarda 6z bildirim 6lgiimleri disinda 6lgiimler kullanilmasi
yararli olacaktir. Bu ¢alismanin sonuglarinin kadin erkek oranlarinin birbirine yakin
oldugu bir 6rneklemle tekrarlanmalidir. Ayrica bu ¢alisma, Tiirkiye nin kirsal
bolgelerinde tekrarlanabilir. Bu bolgelerde disosiasyonun, cin gibi ruhani varliklarin
bedeni ele gegirmesi olarak da algilanabileceginden, sonuglar, diger kiiltiirlerde yapilan

calismalarla benzerlik gosterebilir (de Jong et al., 2005; Somer, 2005).

Bu c¢alisma, ¢ocukluk travmalari ile yetigkinlikte travmaya iligkin belirtiler arasinda
iliskiyi ortaya ¢ikararak, ¢ocukluk travmalarinin sonuglarinin klinik ortamda da
taninmasina katki saglamaktadir. Herman’a (1992b) gore travmaya uzun siireli maruz
kalmanin etkisi bilinmediginde, travma magdurlarinin tepkileri karakter sorunlari
olarak goriilmekte ve kat1 bir sekilde elestirilmektedirler. Cocukluk ¢agi travmalari,
yetiskinlikte kisiye yogun gelecek duygu ve diislincelere yol actigindan, ¢ocukluk ¢agi
travmasinin taninmasi, klinisyenlere daniganlarinin yasadigi bir¢ok sorunun bu duygu
ve diisiincelerle basetmeye yonelik bagetme stratejileri oldugunun farkina varmalarina
yardim eder. Briere (1992) cocukluk ¢agi travmalart magdurlarinin, gocukken
yasadiklar1 travmaya iliskin duygu ve diislincelerinden kaginmak igin, asir1 alkol
kullanimi, made kullanimi, kendine zarar verme, kompulsiv cinsel aktivite gibi
basetme stratejilerini kullanmaya egilimli olduklarini savunmustur. Cocukluk ¢agi
travmalar1 magdurlari, travmanin sonuglarin1 yasamaktan daha kolay oldugu i¢in bu

basetme stratejilerini segebilirler.

Bu ¢alisma, ¢ocukluk ¢agi travmalarinin, yalnizca travma sonrasi stres bozuklugu

belirti siddetini degil ayn1 zamanda baska tiirlii adlandirilmayan asir1 stres bozuklugu
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belirti siddetini de yordadigin1 gostererek travma literatiiriine katkida bulunmustur. Bu
bulgularin klinik sonuglar1 da vardir. Uzun siireli travmatik yasantiya maruz kalan
kisilerin gosterdigi belirtiler i¢in bir taninin olmadan, bu kisiler i¢in tam bir resim
olusturulmasi zordur. Ayrica, uzun siireli travmaya maruz kalan kisiler travmayla
iligkili belirtiler i¢in ayr1 ayri tani alirlar; bu da tedavilerinde boliinmiis bir yaklagima

yol agar (Herman, 1992b).

Uzun stiren ve insan eliyle gerceklestirilen travmaya 6zgii bir taninin kullanilmasi, uzun
stireli travmanin magdurlar i¢in etkili bir tedavinin uygulanmasi agisindan da oldukca
onemlidir. van der Kolk (2005)’a gore tedavi agisindan baska tiirlii adlandirilmayan
asir1 stres bozuklugu ve travma sonrasi stres bozuklugu arasinda 6nemli farklar vardir.
Travma sonrasi stres bozuklugu, belli gegmis olaylarin etkisi ve bu anilarin islenmesine
odaklanirken, duygu diizenlemede zorluk, disosiasyon ve digerleriyle iliskilerde
sorunlar gibi bagka tiirlii adlandirilmayan asir1 stres bozuklugu belirtilerini yasayan
danisanlarin bu sorunlar1 daha biiyiik islevsel bozukluklara yol agtigindan, dncelikli
olarak ele alinmalidir. Ampirik olarak gecerli oldugu kanitlanmis travma sonrasi stres
bozuklugu tedavilerinin, ¢cocukluk ¢agi travmalari magdurlarinda etkili olmadig
bulunmustur. Bunun yerine, terapide danisanin giivenligi, duygularini
diizenleyebilmesi, basetme ve kendini yonetme becerileri ve terapotik iliskiye

yogunlasilmasi gerekmektedir (van de Kolk & Courtois, 2005).

Bulgularin bir bagka klinik sonucu da, ¢ocukluk ¢agi travmalari sonrasinda travmayla
iligkili belirtilerin ortaya ¢ikmasinda disosiasyonun belirleyici roliidiir. Ancak travma
sonrast stres bozuklugu belirtileri i¢in etkili olan tedaviler, disosiyatif belirtilerin de
eslik ettigi durumlarda etkili olmayabilir; bu ¢alismanin sonuglarinin da isaret ettigi gibi
disosiyatif belirtilerin eslik etmesinin oldukca sik rastlanan bir durum oldugu
diistiniiliirse, bu dikkate alinmasi gereken bir durumdur. Lanius ve arkadaslari (2010)
maruz kalma terapisinin, disosiyatif belirtilerin travma sonrasi stres bozuklugunu

arttirmasi ve duygu diizenleyeme gibi belirtileri ve genel sikint1 ve islevsel
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bozukluklarini arttirmasi sebebiyle, disosiyatif olan danisanlar i¢in uygun bir segenek
olmayabilecegini belirtmislerdir. Brewin (2005) maruz kalma terapisinde, uyarilma
diizeyi ¢ok yiiksek oldugunda, danisan disosiye eder ve travmatik aninin iginde
kaybolur. Bu frontal ve hippokompal aktivitede bozulmaya yeniden sebep olacak ve
danisan, bilgiyi, gorsel hafizadan s6zel hafizaya aktaramadan travmay: tekrar
yasayacaktir. Chu (2010) disosiasyonun, ¢ocukluk ¢agi travmalari i¢in koruyucu
islevini vurgulamistir. Bu ylizden disosiasyonun koruyucu islevinin terapide dikkate
alinmamasi1 danisan1 bogacak ve travmayi tekrar yasamasina ve bu deneyimi tolere
edemedigini tekrar deneyimlemesine sebep olacaktir. Bu sebeple, disosiyatif belirtileri
olan danisanlara travmatik olayin islenmesinden once, ¢esitli alanlarda islevselligini
arttiracak becerileri insa etmesine yardimci olacak asamali1 tedavi uygulanmasi

Onemlidir.

Cocukluk travmalar1 ve travmayla iligkili belirtiler arasindaki iliskide disosiasyonun
belirleyici roliiniin géz 6niine alinmasi terapistlerin tedavide oncelikli olarak
calisacaklari alanlar1 belirlemelerine yardim edecektir. Putnam (1997) depresyon, kaygi
ve diisiik 6zgiiven gibi disosiasyonun ikincil belirtilerine odaklanmak yerine, altinda
yatan amnezi ve hafiza belirtileri gibi birincil disosiyatif belirtilerin 6ncelikli olarak
caligilmasi gerektigini, ayrica madde bagimliligi, kendine zarar verme davranislari ve
cinsel davraniglar gibi yan belirtilerin birincil, ikincil ve eslik eden travma sonrasi

belirtiler ele almadan ¢alisilmasinin etkili olmayacagini savunmaktadir.

Bu ¢alismanin sonuglar1 disosiasyon, ¢ocukluk ¢agi travmalari ve bu travmalarin
sonugclart gibi oldukga tartismali konularda literatiire katki saglamigtir. Bu konulardaki
caligmalar, yalnizca arastirma alaninda degil klinik uygulamalara olan etkisi agisindan,

ozellikle de ¢cocukluk travmalart magdurlarinin tedavisi agisindan oldukca dnemlidir.
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