	Am J Psychiatry 158:1034-1039, July 2001
© 2001 American Psychiatric Association 


Article

Dissociation as a Mediator of Psychopathology Among Sexually Abused Children and Adolescents 

Cassandra L. Kisiel, Ph.D., and John S. Lyons, Ph.D. 
[image: image1.png]



  Abstract 
 


TOP

[image: image3.png]


Abstract

Introduction


 HYPERLINK "http://ajp.psychiatryonline.org/cgi/content/full/158/7/1034" \l "SEC1" 
[image: image5.png]


Method


 HYPERLINK "http://ajp.psychiatryonline.org/cgi/content/full/158/7/1034" \l "SEC2" 
[image: image6.png]


Results


 HYPERLINK "http://ajp.psychiatryonline.org/cgi/content/full/158/7/1034" \l "SEC3" 
[image: image7.png]


Discussion


 HYPERLINK "http://ajp.psychiatryonline.org/cgi/content/full/158/7/1034" \l "SEC4" 
[image: image8.png]


Conclusions


 HYPERLINK "http://ajp.psychiatryonline.org/cgi/content/full/158/7/1034" \l "BIBL" 
[image: image9.png]


References


 
OBJECTIVE: This study investigated the role of dissociation as a mediator of mental health outcomes in children with a history of sexual abuse. METHOD: The study group consisted of 114 children and adolescents (ages 10–18 years) who were wards of the Illinois Department of Children and Family Services and were living in residential treatment centers. Interviews, provider ratings, and chart reviews were used to assess the relationship of childhood abuse history, dissociative responses, and psychopathology. RESULTS: Sexual abuse history was significantly associated with dissociation, whereas a history of physical abuse was not. Both sexual abuse and dissociation were independently associated with several indicators of mental health disturbance, including risk-taking behavior (suicidality, self-mutilation, and sexual aggression). Severity of sexual abuse was not associated with dissociation or psychopathology. Analysis of covariance indicated that dissociation had an important mediating role between sexual abuse and psychiatric disturbance. These results were replicated across several assessment sources and varied perspectives. CONCLUSIONS: The findings suggest a unique relationship between sexual abuse and dissociation. Dissociation may be a critical mediator of psychiatric symptoms and risk-taking behavior among sexually abused children. The assessment of dissociation among children may be an important aspect of treatment. 
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Childhood sexual abuse may be related to more deleterious long-term outcomes than physical abuse (1–4). However, no psychiatric profile or course of adjustment unique to the sexual abuse survivor has been identified. Depression, anxiety, and somatic and sexualized responses are frequently documented (5, 6). Risk-taking behaviors (e.g., suicidality, self-mutilation, physical and sexual aggression, substance abuse, and sexual revictimization) have also been noted (7–10). Yet symptoms can wax and wane or shift over the course of development (5, 11), making it difficult to interpret the "real" effect of sexual trauma (12). 
While the symptomatic effects of sexual abuse are well-studied (6, 11), the possible mediators of the complex relationship between childhood abuse and psychopathology are currently a focus (11–14). Included is an emphasis on the coping responses of abuse survivors. 
A number of studies have assessed the relationship between childhood abuse and dissociation among adult survivors (1–4, 10, 15–17), but this relationship has been less studied among children. The majority of studies suggest that sexual abuse, particularly severe sexual abuse, compared to physical abuse, has the predominant effect on dissociation (2–4, 10, 16). However, other studies have pointed to higher levels of dissociation among subjects with physical abuse or combined sexual and physical abuse (1, 15). Some of this inconsistency may be associated with differences in defining abuse or its severity as well as with difficulties substantiating reports of sexual abuse (16). 
A natural, protective response to overwhelming traumatic experiences, dissociation can become an automatic response to stress. This can impair functioning and increase susceptibility to serious psychopathology (17, 18). Putnam (12) has suggested that aggressive, risk-taking behavior often occurs in the context of dissociative experiences, when individuals feel out of control and compelled to do something against their will. A hierarchical model of dissociation proposes that primary dissociation (e.g., forgetfulness, fragmentation, emotional numbing) often co-occurs with several symptom constellations (e.g., mood swings, aggressive behavior, substance abuse). These symptoms are considered secondary or tertiary responses to dissociation in which dissociation serves as a mediator (12). These observable symptoms or risks may not manifest until adolescence or early adulthood (18). 
Dissociation and development appear related. Normative dissociation peaks during latency years (age 10) and declines through adolescence and adulthood (17). While some consider pathological dissociation to exist only in adults, adolescence may be a transition period critical to understanding the development of pathological dissociation (18). The early identification of dissociative responses, particularly in relation to risk-taking behavior, may provide important avenues for prevention. 
The present study assessed the role of dissociation in the presence of psychiatric symptoms among a group of adolescents and pre-adolescent children with experiences of sexual and physical abuse. It was hypothesized that dissociation would have a mediating role between sexual abuse and mental health outcomes, particularly increasing the likelihood of behaviors that are harmful to self or others. 
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Study Group and Procedure
One hundred fourteen subjects, ages 10 to 18, were recruited from a group of children who were wards of the State of Illinois Department of Children and Family Services. The group was recruited on the basis of the following five criteria: 1) removal from family and placement into Department of Children and Family Services custody, 2) current placement in residential treatment, 3) age, 4) proximity to Chicago, and 5) agreement to participate. Each child lived in one of five state-supervised residential treatment centers. Two of the residential treatment centers included groups of children treated specifically for sexual aggression. The child’s primary residential treatment caseworker was asked to participate in the study as the caregiver, i.e., an informant who knew the child well. Subjects were not recruited on the basis of any specific abuse history. Children were screened for their ability to participate by staff at each site and were then selected for the study if they agreed to participate. Written informed consent was obtained from both the child and the Public Guardian in Illinois. 
The study group included 59 male (52%) and 55 female (48%) subjects. The majority were African American (69%), with 24% Caucasian and 5% Hispanic. The average length of stay in the residential treatment center was 15.2 months (SD=12.2). The mean full-scale IQ was 82 (SD=15), but the range of IQ scores (range=50–125) suggests that the mean score likely was not reflective of the overall study group. 
Children were administered the Adolescent Dissociative Experiences Scale (18) by a clinically trained interviewer and were asked to complete the Youth Self-Report (19). Caregivers were asked to complete the Child Dissociative Checklist (20), the Child Behavior Checklist (21), the Child Acuity of Psychiatric Illness scale (22), and the History of Abuse Form. Trained raters used the Child Severity of Psychiatric Illness scale (22) to review residential charts. 
Measures 
Dissociation
Two measures of dissociation were used. The Adolescent Dissociative Experiences Scale (18) is a 30-item self-report measure developed as a screening tool for serious dissociative and posttraumatic disorders. Each item is rated on a scale of 0 (never) to 10 (always) on the basis of adolescents’ self-report of symptoms. The total score for the scale is the average of all item scores. Psychometric data on the Adolescent Dissociative Experiences Scale indicate excellent reliability (Cronbach’s alpha=0.93; split-half=0.92). A mean score of 4 or above on the Adolescent Dissociative Experiences Scale signifies pathological dissociation. 
The Child Dissociative Checklist (20) is a 20-item observer-report checklist with a 3-point scale (0=not true, 1=sometimes true, 2=frequently true). The Child Dissociative Checklist is a clinical screening instrument that assesses dissociation on the basis of ratings given by caregivers or adults in close contact with the child. A score of 12 or higher on the Child Dissociative Checklist is evidence of pathological dissociation. The Child Dissociative Checklist shows good 1-year test-retest stability (r=0.65) and internal consistency (Cronbach’s alpha=0.86) (20). Good convergent and discriminant validity have been indicated (20). 
Traumatic experiences
The History of Abuse Form was completed by caregivers. The History of Abuse Form included items abbreviated from another measure (23) and incorporated variables associated with severity of sexual abuse in the literature (5, 6), including type of sexual abuse, age at onset, frequency and duration, relationship and emotional closeness of the perpetrator, and use of force. These data were reported secondhand by the primary caseworker and, therefore, must be interpreted with caution. Asking the youth directly was seen as too intrusive. File review was seen as insufficiently detailed. Information on physical abuse and neglect was also collected. 
Mental health outcomes
The Child Behavior Checklist (21) is a 113-item, 0–2 point, observer-report measure. The items comprise several factor-analytically derived problem scales, competence scales, two broadband groupings (internalizing and externalizing problems), and a total problem scale. The Child Behavior Checklist is widely used, with excellent reliability and validity (21). The counterpart to the Child Behavior Checklist, the Youth Self-Report (19), is a child self-report measure with the same scale format and content. The Youth Self-Report exhibits adequate reliability and validity (19). 
The Child Acuity of Psychiatric Illness scale (22) is a 21-item, 4-point measure designed to rate acute mental health symptoms, subject to change on the basis of interventions. The Child Acuity of Psychiatric Illness scale includes dimensions of risks, symptoms, functioning, and systems support. The Child Severity of Psychiatric Illness scale (22) is a 25-item, 4-point measure, similar in nature and format to the Child Acuity of Psychiatric Illness scale. It is a chart review measure used to gather recent and historical information on psychiatric functioning. 
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Eight of the 114 subjects were missing data because of either the child’s unwillingness to complete certain measures or the caregiver’s failure to return the questionnaires (despite multiple requests). This accounts for the variation in number of subjects across measures. 
Types of Childhood Abuse Experiences
According to the chart review, 97% of the study group had a history of any type of abuse (sexual, physical, neglect), and 84% of the subjects had an abuse history that was considered moderate to severe. According to the History of Abuse Form, most of the group (92%) experienced some neglect, with 42% experiencing severe neglect or abandonment. Sixty-one percent had a history of sexual abuse, 47% experienced physical abuse, and 39% had both. Children who experienced only sexual abuse without physical abuse made up 22%, while 16% had a history of physical abuse alone, and 49% witnessed the physical abuse of family members. 
Among those who reported a history of sexual abuse, the following types of sexual contact were reported: sexual kissing or fondling (11%), touching genitals/digital penetration (16%), oral sex (9%), and genital or anal intercourse (64%). The age at onset of sexual abuse fell into one of four ranges: 0–2 years (4%), 3–6 years (46%), 7–11 years (43%), or 12 years and above (7%). The length of abuse varied: 0–1 year (29%), 1–3 years (36%), 3–5 years (19%), 5 years or more (16%). The frequency of the abuse ranged from either one occasion (8%) or rarely but more than once (26%) to monthly (15%), weekly (38%), and daily (13%). The majority of victims were related to their abuser (who was either an immediate family member [44%] or extended family member [29%]); 4% of the abusers were strangers to the victim, and 23% were unrelated but known. The degree of emotional closeness to the perpetrator was described as follows: no relationship (16%), distant relationship (23%), moderately close (41%), and extremely close (20%). The prototypical picture of sexual abuse was weekly genital or anal intercourse by a family member to whom the child was at least moderately emotionally close, lasting between 1 and 3 years. When multiple types of sexual abuse were reported for a given child, the most severe type was used. 
Dissociation
The scores from the Adolescent Dissociative Experiences Scale (mean=3.2, SD=2.2) and Child Dissociative Checklist (mean=7.6, SD=6.2) were positively correlated with each other (r=0.28, df=100, p<0.01). The magnitude of this correlation suggests that these constructs may not be highly related. It is unclear whether these two measures assess the same phenomenon: children’s report of their own internal experience versus adults’ perception of this experience. Therefore, for the purposes of distinction, we refer to the Adolescent Dissociative Experiences Scale score as "experienced dissociation" and the Child Dissociative Checklist score as "perceived dissociation." 
There were no significant findings for age and dissociation. There were some gender differences in dissociation: female subjects reported significantly higher levels of experienced dissociation (t=1.95, df=105, p<0.05). 
Abuse and Dissociation
In order to identify the differential effects of sexual and physical abuse experiences, a two-by-two analysis of variance (ANOVA) was used. Main effects were tested for sexual abuse (yes versus no) and physical abuse (yes versus no). Statistical interactions between sexual and physical abuse were also tested to determine whether the co-occurrence of sexual abuse and physical abuse had differential effects greater than the occurrence of either sexual abuse or physical abuse alone. Mean scores on the dissociation measures for the 114 subjects grouped by abuse history (no abuse, sexual abuse only, physical abuse only, both sexual and physical abuse) are presented in Table 1. 
View this table:
[in this window]
[in a new window]
  
TABLE 1 


For experienced dissociation (i.e., scores on the Adolescent Dissociative Experiences Scale), there was only a main effect for sexual abuse: children with sexual abuse histories reported significantly higher levels of dissociation (F=6.88, df=1, 103, p<0.01). There was no effect for physical abuse and no interaction effect. For perceived dissociation (i.e., scores on the Child Dissociative Checklist), both main effects were significant: higher levels of perceived dissociation were seen in children with a history of either physical abuse (F=6.40, df=1, 103, p<0.05) or sexual abuse (F=5.54, df=1, 103, p<0.05). There was no interaction effect. There was also no relationship between circumstances or severity of sexual abuse and dissociation. 
Abuse and Psychiatric Status
Again, two-by-two ANOVAs were conducted across the measures of symptomatic functioning, with physical abuse and sexual abuse as main effects. Mean scores on the symptom measures for the 114 subjects grouped by abuse history are presented in Table 1. 
Most of the significant main effects for the Child Behavior Checklist were related to sexual abuse. Higher total scores were seen in children with histories of physical abuse (F=4.13, df=1, 105, p<0.05) and sexual abuse (F=9.0, df=1, 105, p<0.01). Children with a history of sexual abuse also had higher scores for internalizing problems (F=10.8, df=1, 105, p<0.01) and externalizing problems (F=4.32, df=1, 105, p<0.05), whereas there was no main effect for physical abuse and no interaction effect for either subscale. On the Youth Self-Report, there were only main effects for sexual abuse: children with a history of sexual abuse had higher total scores (F=4.81, df=1, 106, p<0.05) and externalizing problem scores (F=4.11, df=1, 106, p<0.05). 
On the Child Acuity of Psychiatric Illness scale, there was a main effect for sexual abuse: children with a history of sexual abuse had higher total scores (F=9.26, df=1, 91, p<0.01), indicating more acute problems, and higher symptom (F=5.48, df=1, 100, p<0.05) and risk (F=5.18, df=1, 104, p<0.05) scores. There were no main effects for physical abuse or interaction effects for these scores. 
On the Child Severity of Psychiatric Illness scale, there was a main effect for sexual abuse and an interaction effect for sexual aggression scores: higher scores were seen in children with a history of sexual abuse (F=17.51, df=1, 105, p<0.001) and both sexual and physical abuse (F=4.64, df=1, 105, p<0.05). There was no main effect for physical abuse. There was also a main effect for sexual abuse on suicide scores (F=6.16, df=1, 107, p<0.05) but no effect for physical abuse and no interaction effect. No associations between sexual abuse severity and any measure of psychiatric status were seen. 
Finally, a multivariate ANOVA was run across all dependent variables to test the overall significance of physical and sexual abuse. There was a significant multivariate main effect for sexual abuse (Wilks’s lambda=3.82, df=13.0, p<0.0001) but not for physical abuse or the sexual/physical abuse interaction. 
Dissociation and Psychiatric Status
Several significant relationships were found between the measures of dissociation and mental health outcome (Table 2). There were significant inverse correlations between perceived dissociation (Child Dissociative Checklist score) and several of the competence scales from the Child Behavior Checklist, such as activities (r=–0.30, df=106, p<0.01), social functioning (r=–0.38, df=106, p<0.01), and school performance (r=–0.29, df=106, p<0.01). The activities score was also inversely correlated with experienced dissociation (Adolescent Dissociative Experiences Scale score) (r=–0.25, df=106, p<0.05). 
View this table:
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Dissociation as a Mediator
Analyses of covariance were performed to determine whether the relationship between sexual abuse and mental health outcomes was mediated by dissociation. Sexual and physical abuse were used as factors, with experienced and perceived dissociation as covariates. 
For the Child Behavior Checklist total score, perceived dissociation was significant as a covariate (F=153.4, df=1, 95, p<0.001). Previously significant main effects for sexual and physical abuse were no longer significant. Perceived dissociation was a significant covariate for the internalizing (F=66.7, df=1, 95, p<0.001) and externalizing (F=80.2, df=1, 95, p<0.001) problem scores. The main effect for sexual abuse on these scores was eliminated after we controlled for dissociation. 
Experienced dissociation was a significant covariate for both total score (F=40.9, df=1, 93, p<0.001) and the externalizing problems score (F=18.8, df=1, 93, p<0.001) from the Youth Self-Report. Previously significant main effects for sexual abuse on both scores disappeared after we controlled for dissociation. 
For scores on the Child Acuity of Psychiatric Illness scale, perceived dissociation was a significant covariate (total: F=86.6, df=1, 83, p<0.001; risks: F=49.4, df=1, 95, p<0.001; symptoms: F=74.6, df=1, 92, p<0.001). The previously significant main effect for sexual abuse on all three indices disappeared. 
For scores on the Child Severity of Psychiatric Illness scale, experienced dissociation was a significant covariate for suicide risk (F=7.36, df=1, 94, p<0.01). The previously significant main effect for sexual abuse was again not present. However, a slightly different pattern emerged for sexual aggression: while perceived dissociation was again a significant covariate (F=5.0, df=1, 93, p<0.05), a significant main effect remained for sexual abuse (F=8.64, df=1, 93, p<0.01) and the physical and sexual abuse interaction (F=4.43, df=1, 93, p<0.05). 
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The primary finding of this study is that dissociation appears to have a mediating role between sexual abuse and a variety of mental health outcomes. Higher levels of dissociation were found among sexually abused children than among physically abused children. Dissociation was associated with more symptoms, more frequent risk-taking behaviors, and less competent functioning. Consistent with other research, sexually abused children exhibited more symptoms and acute disturbance, including suicidality, sexual aggression, and self-mutilation (6–9). Associations between severity of sexual abuse, dissociation, and outcomes were not found, likely because of the consistently severe abuse histories within this study group. Overall, these findings suggest a unique relationship between sexual abuse and dissociation (1, 9) and the potential importance of dissociation as a mediator of symptoms, particularly destructive and harmful behaviors, among sexually abused children (14). These findings are compelling and may have clinical implications for work with traumatized children. 
This study has a number of strengths, including its multimethod design, mixed gender sample, and replication of findings across several measures and perspectives. There are also limitations and questions to consider. One important issue concerns the measures of dissociation: the Adolescent Dissociative Experiences Scale, referred to as "experienced dissociation," and the Child Dissociative Checklist, a "perceived dissociation" measure. While associated with each other, these variables were not highly correlated, perhaps reflecting separate constructs. The dissociation measures were primarily associated with outcomes of the same informant (e.g., child-reported dissociation to child-reported symptoms), yet some significant cross-informant relationships still existed. Thus, the findings cannot be attributed solely to method variance. 
It is possible that children, particularly adolescents, are better able to describe their internal experience; adult observations of dissociation may reflect external behaviors related to dissociation. This could represent a central difficulty in measuring dissociation in children. Pathological dissociation may be clinically inferred by the degree of problematic (e.g., destructive or harmful) behavior that is present. Alternately, if a child’s behavior is sufficiently disruptive and dissociation is not assessed in a particular setting, it may be overlooked. In fact, the Child Dissociative Checklist, the adult-report measure, includes an item on sexual behavior in its rating of dissociation. This could have presented a confound for this study as dissociation was hypothesized to mediate risk behaviors. 
In this study, dissociation was measured on a continuum as it relates to abuse history and mental health outcome. While the dissociation scores for this group were similar to those of other samples of abused children, the average scores were not within the pathological or diagnostic range for dissociation (18, 20). 
Evidence for a relationship among abuse history, dissociation, and psychopathology was quite compelling, but the data only suggest that these variables are associated at the present time. Causal effects and directional relationships cannot be inferred given the cross-sectional design of this study. 
This was an extreme sample of the child psychiatric population. All of the subjects were in state protective custody and receiving long-term psychiatric services. Therefore, direct responses to abuse were not assessed, and symptoms may have shifted over time as a result of other experiences. With a significant subset of children exhibiting some history of sexual aggression, the generalizability of these findings to other populations may be limited. 
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Dissociation has been considered a mediator of psychopathology and risk-taking behavior in previous studies of childhood sexual abuse (2, 3, 12, 14) and adult sexual trauma (24). This study supports these findings and may have implications for treatment. Assessing dissociation may be an important aspect of clinical care among traumatized children. However, fully understanding these relationships requires further empirical studies with multiple and varied methods and measurement among individuals at different developmental stages. It would be useful to assess children and their dissociative responses closer to the time of abuse and across development to understand how dissociation relates to psychiatric outcomes over time. It is also important to consider how pathological levels of dissociation relate to symptoms and risk. Longitudinal studies are critical for assessing how dissociation is adaptive in the short term and when and how it becomes maladaptive. Future research is needed in these areas to better understand these complex phenomena, forestall inappropriate diagnosis and treatment, and prevent further trauma in the lives of abused children. 
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