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Self-states, attachment and dissociation: relationships and measurement 

by 

Clarissa Anne Lord  

Within theoretical approaches established links have been found between individual’s self-states, 

dissociative experiences, and attachment style. However, stigmatisation and the lack of 

awareness around dissociative experiences is mirrored in the limited evidence base surrounding 

the measurement of dissociation, self-states and the part attachment plays.  

A systematic review was completed which aimed to understand the relational processes 

between attachment and dissociation in clinical samples. A total of 16 papers were reviewed and 

there was evidence that anxious, avoidant, and fearful attachment were directly linked with 

dissociative experiences. There were also several indirect associations within different clinical 

presentations between attachment and dissociation, such as trauma, psychosis, and substance 

misuse. The benefit of measuring dissociation and attachment style within clinical intervention to 

inform treatment planning was highlighted.  

As a result of this, the empirical paper focuses on assessing the psychometric properties of a 

new tool to measure dissociation at the personality level, between modes or self-states, rooted in 

cognitive behavioural theory (Dissociation – Integration of Self-States Scale; D-ISS). An exploratory 

factor analysis was conducted on Sample 1 (344 young adults), and a confirmatory factor analysis 

and psychometric tests were conducted on Sample 2 (383 adults). The five-factor model showed 

an overall good fit from the CFA. Additionally, the D-ISS showed good internal consistency and 

test-retest reliability. Low to null correlations were found with divergent subscales, and low to 

moderate correlations with the DES-II.  

These papers have contributed to the dissociation literature base by the consideration of 

relational factors between attachment and dissociation, as well as providing a new valid and 

reliable measure for clinical use of dissociation between modes/self-states.   
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Chapter 1 Attachment style and dissociative 

experiences: a systematic review of relational 

processes and a guide to future enquiry 

The following paper was written to follow the ‘Psychology and Psychotherapy: Theory, Research 

and Practice’ journal author guidelines. The guidelines can be found at: 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html


Chapter 1 

2 

1.1 Abstract 

Purpose. Theoretical evidence has documented the relationship between attachment and 

dissociation, with empirical studies identifying the relationships between both concepts and how 

they may impact mental health experiences. This systematic review aims to understand the 

relational processes between attachment and dissociation in clinical samples, as well as present a 

guide to future inquiry.  

Method. A database search was undertaken (APA PsychINFO, Medline, Web of Science) for 

papers that matched the inclusion criteria.  Relevant data was extracted from the papers, and 

they were quality assessed using the EPHPP Tool for quantitative studies. Narrative synthesis was 

used as the method of analysis.  

Results. In total, 16 papers were eligible for the review, which provided a total of 2,294 

participants. There is evidence that anxious, avoidant, and fearful attachment are directly 

associated with increased risk and severity of dissociative experiences. Dissociation and 

attachment were involved in several different relational processes within differing clinical 

samples. Biological factors were explored due to tentative evidence suggesting dissociation and 

attachment can impact brain activity, and also be influenced by genetic factors.   

Conclusions. Anxious, avoidant, and fearful attachment styles increase the risk of having 

dissociative experiences. There are various mental health problems in which attachment and 

dissociation play a part, including, trauma, psychotic symptomology, and substance misuse. 

Tentative evidence was found between certain biological factors, dissociation and attachment. 

Replication studies are needed so that conclusions can be drawn more confidently, and the 

findings can contribute towards psychological intervention for individuals experiencing 

dissociation. 
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1.2 Introduction  

1.2.1 Dissociation 

1.2.1.1 Definition of dissociation 

The clinical term dissociation was first documented by Pierre Janet in the late 1800s (Van der Hart 

& Horst, 1989). Janet defined dissociation as an “abnormal mental integration of the different 

contents resulting in a lack of integration among two or more systems of ideas and functions that 

constitute personality” (Janet, 1907, cited in Scalabrini et al., 2020 pg. 2). More recently, the 

Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; American Psychiatric 

Association, 2013, p. 291) defines dissociation as a “disruption of and/or discontinuity in the 

normal integration of consciousness, memory, identity, emotion, perception, body 

representation, motor control, and behavior”. 

1.2.1.2 Models of dissociation 

There are two main theoretical models of dissociation within the literature. The first relating to 

Janet’s definition documented above, named the Trauma Model (TM). This is the idea that 

dissociation is best understood from a defence model, that those who are exposed to experiences 

of trauma, develop dissociation as a defensive mechanism (Liotti, 1992). It is theorised that this 

occurs from a failure to associate overpowering emotions and memories and acts as a coping 

strategy to allow detachment from insufferable experiences (Janet, 1889; Kennedy et al., 2004; 

Van der Kolk et al., 1989). Alternatively, the Sociocognitive Model (SCM) is mostly linked with 

dissociative identity disorder (DID) and suggests that the diagnosis is a construct formed by 

society/popular culture, a fantasy experienced by the individual, or has been implied by the 

health care professional (Stokoe, 2014).  

However, both of these models have criticisms within the literature. Firstly, there are concerns 

raised around the research for the TM as some research contains highly variable correlations, with 

the majority being based on cross-sectional self-reporting data (Lynn et al., 2022). Additionally, 

the TM does not account for those individuals who develop severe dissociative experiences with 

no report of trauma, as well as limited consideration of whether the relationship has direct 

associations or whether they associate through mediating factors (Lynn et al., 2022). Regarding 

the SCM, weak correlations have been found in research between dissociation and suggestibility 

(Lynn et al., 2022), and those countries with limited awareness of dissociation, such as Turkey and 

China, shows diagnoses of DID are present (Chui et al., 2017).  This highlights that the contrasting 

models for dissociation both have criticisms. Taking these into account and the stance of the 
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systematic review,  it was decided that the trauma model is most fitting and will be how 

dissociation is formulated due to the relationship with trauma that is discussed within the paper.  

1.2.1.3 Dissociative experiences and treatment guidance 

Examples of dissociative experiences include amnesia, identity confusion, derealisation, and 

depersonalisation. These experiences are required in specific diagnoses including acute stress 

disorder, borderline personality disorder (BPD), and post-traumatic stress disorder (PTSD) 

(Rădulescu et al., 2020). Research has been completed which shows links between dissociation 

and other mental health diagnoses including anxiety and depression, as well as impacting 

paranoia, grandiosity, and cognitive distortion (Černis et al., 2021; Longden et al., 2020). 

Furthermore, severe experiences of dissociation have been associated with dissociative disorders, 

PTSD, BPD, and somatoform disorders, and mid-range experiences have been linked to anxiety, 

eating disorders, and psychosis (Rădulescu et al., 2020).  

However, despite research indicating the presence of dissociation in the above psychopathology, 

treatment related research in this area is sparce (Sar, 2014; Černis et al., 2021), with no treatment 

guidance from the National Institute for Health and Care Excellence (NICE). Yet, dissociative 

experiences are often the antecedents that are reported prior to formal diagnosis of mental 

health presentations such as PTSD, personality disorder, and dissociative disorders (Carrion & 

Steiner, 2000). This highlights the importance of early identification and intervention for 

individuals with experiences of dissociation, with research showing a reduction in suicidal 

ideation, and an improved overall treatment cost in these populations (Rădulescu et al., 2020). 

1.2.2 Attachment  

Attachment theory, developed originally by Bowlby (1977), defines attachment as an innate 

developmental survival mechanism, where the infant develops a strong bond with the primary 

caregiver (Bretherton, 1992). The interactions between caregiver and infant result in ‘internal 

working models’ being created of the infant’s view of themselves and the world around them 

(Bowlby, 1982; Bretherton, 1992). Secure attachment occurs when a caregiver has the ability to 

respond with sensitivity to their child’s distress (De Wolff & van Ijzendoorn, 1997). This 

attachment representation is reliant on the development of a secure base, with availability, 

flexibility, sensitivity, and reliable interaction from the caregiver (Bowlby, 1977; Bucci et al., 2015; 

Svanberg et al., 2010). This attachment style in adulthood is linked to the “ability to regulate 

affect and manage distress, a positive self-image and security and autonomy in forming 

relationships with others” (Pollard et al., 2020, pg. 336).  
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Insecure attachment occurs as a result of unresponsiveness from caregivers during times of 

distress for the infant (Pollard et al., 2020). There are two attachment styles which are classified 

under the umbrella of insecure attachment, which includes attachment anxiety and attachment 

avoidance (Mikulincer & Shaver, 2008). These attachment terms are taken from the two-

dimensional model of attachment, a framework which suggests that individuals vary in security on 

a continuum between attachment anxiety and attachment avoidance (Brennan, Clark, & Shaver 

(1998); Frayley et al., 2015).   

As a result of the unresponsiveness from the caregiver, infants with an anxious attachment style 

would show escalated levels of distress in an effort to meet their attachment needs (Pollard et al., 

2020). In adulthood, attachment anxiety is classified as experiencing high levels of anxiety which 

usually results in individuals having a negative view of themselves and an increased sensitivity to 

rejection (Shaver & Mikulincer, 2002). Attachment anxiety is also termed preoccupied attachment 

in the attachment literature (Bartholomew & Horowitz, 1991).  

On the other hand, individuals with an avoidant attachment style would detach from their 

attachment system to manage the unresponsive caregiver and in adulthood is characterised by 

traits such as complete self-reliance and disinterest in relationships (Bowlby 1982), with a 

negative view of others (Blatt and Levy, 2003). Attachment avoidance is also termed dismissive 

attachment within attachment literature (Bartholomew & Horowitz, 1991). If individuals score 

highly on the two-dimensional continuum questionnaire, it is representative of an insecure 

attachment, while lower scores represent a secure attachment (Partridge et al., 2021).  

Additionally, a fourth disorganised attachment style has been added which describes the infant as 

showing various conflicted, disoriented, and fearful behaviours (Main & Soloman, 1986; Granqvist 

et al., 2017), usually as a result of childhood trauma and maltreatment (Main and Soloman, 1990). 

These behaviours are seen to be a response of the infant trying to attach to the caregiver for 

safety and security, an evolutionary predisposition, yet with the contradiction that they are also 

the infant’s cause of fear (Pollard et al., 2020). Therefore, those with a disorganised attachment 

style in adulthood fluctuate between wanting connection with others, but apprehensive due to 

possibilities of rejection and intimacy (Bartholomew & Perlman, 1994). These individuals have 

both a negative view of the self and others, thus scoring highly on both anxiety and avoidance 

traits (Liotti & Gumley, 2009). 
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Unresolved attachment style is mentioned in the Adult Attachment Interview (AAI; George et al., 

1996) and is understood to be theoretically consistent with disorganised attachment. Additionally, 

fearful attachment style has been referenced as the adult equivalent of a disorganised / 

unresolved attachment style in childhood, and is often used interchangeably (Simpson & Rholes, 

2002). The definitions of attachment used in this review have been collated into a glossary table 

for quick reference if needed (Table 1) and an attachment flow chart can be seen below (Figure 

1).   

However, criticisms of this theory do suggest that the view of the self and others are 

multidimensional concepts which can differ depending on context and interaction. For example, 

from a sociocognitive viewpoint, self-report measures provide a reductionist picture of 

attachment (Pietromonaco & Barrett, 2000). Additionally, there is limited information within 

attachment theory of how attachment develops through life and the possibility of reorganisation 

of attachment structures as relationships are developed over someone’s life course (Thompson & 

Raikes, 2003). This can be particularly harmful with the classification of disorganised attachment 

due to the myths which are associated with this style, this includes, thinking that measures of 

attachment can be used as definitive assessments and that the infant has experienced childhood 

maltreatment (Granqvist et al., 2017). It is often assumed within attachment theory that the 

infant’s classification of attachment is ‘fixed’ or ‘static’ which minimises the positive impact that 

development, changes in support, or therapeutic intervention can have (Granqvist et al., 2017). 

Table 1 

Glossary of attachment terms 

Attachment term Definition for this review 

Secure attachment 

 

For a secure attachment, the infant feels comfortable and safe in the 

presence of the caregiver, as well as when beginning to explore the 

environment. This attachment representation is reliant on the 

development of a secure base, with availability, flexibility, sensitivity, 

and reliable interaction from the caregiver (Bowlby, 1977; Bucci et al., 

2015; Svanberg et al., 2010). 

Insecure attachment 

 

Insecure attachment within adults can be separated into three types of 

styles, anxious, avoidant, and fearful (Bartholomew & Horowitz, 1991). 

Occasionally in the review, some papers only measure anxiety and 

avoidance attachment as insecure, without the inclusion of fearful 

attachment. This is stated clearly in the text if this is the case and 
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therefore when insecure is used without clarification it includes anxious, 

avoidant, and fearful.   

Attachment anxiety / 

preoccupied 

attachment 

 

Attachment anxiety is classified as experiencing high levels of anxiety 

and low levels of avoidance. This usually results in individuals having a 

negative view of themselves (Shaver & Mikulincer, 2002). Attachment 

anxiety is also termed preoccupied attachment in the attachment 

literature (Bartholomew & Horowitz, 1991).  

 

Attachment 

avoidance / 

dismissive 

attachment  

 

 

Attachment avoidance is characterised by traits such as complete self-

reliance and disinterest in relationships (Bowlby 1982), with a negative 

view of others (Blatt and Levy, 2003). Attachment avoidance is also 

termed dismissive attachment within attachment literature 

(Bartholomew & Horowitz, 1991). 

Fearful /disorganised 

/ unresolved 

attachment 

 

Fearful attachment style is the adult equivalent of a disorganised / 

unresolved attachment style in childhood, and is often used 

interchangeably (Simpson & Rholes, 2002). Within this attachment style 

individuals have both a negative view of self and others, thus scoring 

highly on both anxiety and avoidance traits (Liotti & Gumley, 2009). 
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Figure 1 

Attachment flowchart 

1.2.3 Dissociation and Attachment 

There are various empirical reviews investigating dissociation and relationships with differing 

psychological factors such as childhood trauma (Rafiq et al., 2018), personality disorder (Scalabrini 

et al., 2016), PTSD (Atchley & Bedford, 2021), and psychosis (Longden et al., 2020). For 

dissociation and attachment, the research features a large theoretical evidence base which 

suggests a disorganised attachment style as an infant can drastically alter the internal working 

models of self, resulting in an increased likelihood of developing dissociative disorders later in life 

(Liotti, 2006; Liotti, 2009).  

Liotti hypotheses that the interactions between a caregiver and infant with a disorganised 

attachment are likely to create certain internal working models including a threatening/evil self, a 

rescuer/powerful self, or a victim/helpless self (Liotti 2000). This can be formulated as a result of 

the failure of integration and coherence within the developing mental processes which an 

individual experiences as a result of disorganised attachment (Lyons-Ruth et al., 2006). This theory 

linking disorganised attachment and dissociative experiences has been supported by longitudinal 

studies which followed infants from at-risk families into adulthood (Dutra et al., 2009; Ogawa et 

al., 1997).  
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Additionally, Fonagy (1998) has hypothesised that internal working models of the self are not the 

only affected cognitive process linking attachment and dissociation. Fonagy (1998) highlights that 

within insecure / disorganised attachments, the ability for the infant to mentalise about 

themselves and others can increase their vulnerability if their caregiver is abusive. Therefore, this 

process is often inhibited or under-developed which effects the individual’s ability to use 

mentalisation in other relationships they form an attachment with (Fonagy 1998). 

When considering insecure attachment styles, dissociation can also be linked to individuals with 

attachment avoidance traits and their ability to disconnect from emotional experiences 

(Mikulincer & Shaver, 2008). This is a result of ongoing suppression during infancy of pain and 

distress related to a rejecting caregiver, therefore, those with avoidant attachment style will 

inhibit emotional experiences related to attachment through a method of defence and 

dissociative abilities to protect from triggers in relationships (Shaver & Mikulincer, 2007). 

Over time, there has been an increasing number of empirical studies which have investigated 

dissociation and attachment and how these concepts could be associated. However, to the 

authors’ knowledge, no systematic review has been completed investigating the relational 

processes between dissociation and attachment. Conducting a systematic review of the 

relationships between these two factors appears a priority, as it would not only allow possible 

maintenance factors of dissociation to be highlighted but would also inform future clinical 

intervention (Lynn et al., 2019). 

1.2.4 Aim 

There is no current systematic review exploring the relationships between dissociation and 

attachment styles. This review aims to collate the research, synthesise the data, and present a 

future guide to enquiry to further develop dissociation and attachment research.  

1.3 Method  

1.3.1 Search Strategy 

This systematic review was conducted in line with the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) guidelines (Moher et al., 2009). The systematic review 

protocol was registered on the International Prospective Register of Systematic Reviews 

(PROSPERO; ID: CRD42022361231). Three online databases of published material were searched, 

namely APA PsychINFO, Medline, and Web of Science. ProQuest Dissertations & Theses Global 

(doctoral level only) were searched to identity appropriate grey literature. The searches were 
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completed on the 31st  October 2022. The searches combined the use of free text and subject 

headings to maximise the likelihood of obtaining all relevant literature.  Table 2 details the full 

search strategies for all databases.  

Table 2 

Search Terms for Databases 

 Terms for Dissociation1 Terms for Attachment† 

Free text used for 

all database‡   

Dissociat* OR depersonali* OR 

dereali* OR “dissociative identity 

disorder” OR “multiple personalit*” 

OR somatoform OR “somatoform 

disorder*” OR “somatization 

disorder*” OR “somatisation 

disorder*” 

 

“attachment theo*” OR “attachment 

styl*” OR “adult attachment” OR 

“insecure attachment” OR 

“disorganised attachment” OR 

“disorganized attachment” OR 

“secure attachment” OR 

“attachment representation” OR 

“attachment behavio*” 

Subject Headings 

(MEDLINE) 2 

(MH “Somatoform Disorders”) OR 

(MH “Dissociative Disorders”) 

(MH “Object Attachment”) 

 

Subject Headings 

(APA PsychINFO) 

DE "Dissociation" OR DE 

"Dissociative Disorders" OR DE 

"Dissociative Amnesia" OR DE 

"Dissociative Identity Disorder" OR 

DE "Depersonalization/Derealization 

Disorder"  

DE "Attachment Disorders" OR DE 

"Attachment Style" OR DE 

"Attachment Behavior" OR DE 

"Attachment Theory"  

 

Note. Although somatoform was originally in the search terms and subject headings, this was removed due to the large number of 

papers that were found.  

 

 

 

1† Initially, the term “attachment*” was used as the main free text, however, this caused difficulty due to electron attachment 

and dissociation being a key concept within physical science research. With assistance from the librarian at the University of 

Southampton, it was decided that psychological attachment related phrases could be used with relevant subject headings to 

ensure relevant literature was found. 

2‡ Web of Science, ProQuest and OpenGrey do not use subject headings, therefore, only the free text was used for these 

databases. 
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1.3.2 Inclusion and Exclusion Criteria  

Within the review, there was no criteria set for publication status or date to try and gather an 

extensive selection related to the topics, and to reduce publication bias (Adams et al., 2016). 

Dissociative experiences can be described on a continuum from ‘normal’ to clinical; however, 

clinical experiences of dissociation are often found in those with mental health difficulties 

(Lyssenko et al., 2017) with literature supporting a cross-over between dissociative experiences 

and mental health conditions (Černis et al., 2021; Rădulescu et al., 2020). Considering this and our 

interest in the clinical application of these findings, it was decided that clinical samples would 

form part of the inclusion criteria (See Table 3).   

Table 3 

Inclusion and Exclusion Criteria  

Inclusion Exclusion 

(i) Published and unpublished empirical studies  

(ii) Quantitative studies 

(iii) Participants were ALL Adults (18 years or over) 

and human (e.g., not pets) 

(iv) A standardised adult measure of attachment 

style is used in the paper  

(v) A standardised adult measure of dissociation is 

used in the paper  

(vi) A mental health clinical sample (to have visited 

mental healthcare professional or received 

treatment as an inpatient or outpatient from a 

mental health service AND/OR received a 

mental health diagnosis) 

(vii) For studies to be in English language 

 

(i) Participants under 18, including pre-natal and 

parent-child dyads 

(ii) Conference posters, abstracts, reviews, and 

proposals 

(iii) Qualitative studies, mixed method design, 

development of questionnaire studies (e.g., 

EFA), case studies, pilot studies, and any 

secondary literature analysis (e.g., meta-

analysis/SR) 

(iv) Studies that do not directly measure 

dissociation (e.g., somatoform, absorption)  

(v) Studies that do not focus on or have aspects 

that focus on the relationship between 

dissociation and attachment (e.g., Studies 

which focus on treatment-based outcomes, 

studies that do not use statistical analysis that 

directly assess relational processes between 

attachment and dissociation) 

Note. Abstracts which used participants with a dissociative disorder diagnosis, and included an attachment measure were added for 

full text review due to the increased likelihood of there being a dissociation measure to assess severity.  
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1.3.3 Study Selection  

A total of 1,639 papers were found and uploaded to a reference system. Duplicates were removed 

and all the remaining titles and abstracts of the journal articles were screened against the 

inclusion and exclusion criteria. The final papers reference lists were checked to identify possible 

papers that would fit the inclusion criteria. To reduce the risk of bias, 10% of the papers were 

screened by an independent reviewer which resulted in good agreement (98.2%). The full 

selection process can be seen below in the PRISMA Flow Diagram (Figure 2).  

Figure 2 

PRISMA Flow Diagram  
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1.3.4 Data Extraction  

Data extraction used an Excel Spreadsheet which extracted the following information: study 

characteristics (year, journal, country, number recruited, design, analysis, results); participant 

characteristics (age, ethnicity, gender, clinical setting and/or diagnosis); and measures used for 

attachment, dissociation, and any others that were included. The results of the articles were 

extracted specifically with the aim of having a narrative framework which allowed comparison of 

the papers. Narrative synthesis was chosen due to a lack of homogeneity within the data, 

including outcome measures, analysis, and population characteristics. 

1.3.5 Quality Assessment 

The Effective Public Health Practice Project (EPHPP; Thomas et al., 2004) Quality Assessment Tool 

for Quantitative studies was used to assess the quality of the included papers. This tool has been 

shown to have good content and construct validity (Armijo-Olivo et al., 2012), inter-rater 

reliability (Thomas et al., 2004), and has been deemed appropriate for the assessment of non-

randomized studies (Evans et al., 2015). The EPHPP has seven sections, namely (1) selection bias 

(2) study design (3) confounders (4) blinding (5) data methods (6) withdrawals (7) analysis. Each of 

these sections is rated as weak, moderate, or strong and then an overall global result is calculated 

(strong = zero weak ratings, moderate = one weak rating, weak = two or more weak ratings).  

The tool has been adapted for use in cross-sectional study designs by the removal of the ‘blinding’ 

domain (Lavin et al., 2020; Rafiq et al., 2018; Partridge et al., 2021; Williams et al., 2018). When 

rating the study design, the EPHPP tool states that randomised and case-controlled trials receive a 

strong rating, those with an interrupted time series (e.g., case control) receive a medium rating, 

and any other design receives a weak rating (e.g., cross sectional; Thomas et al., 2004).  

Quality assessment was completed by the first author. To reduce the risk of bias, 25% of the 

papers were screened by an independent reviewer, which resulted in good agreement (92.86%). 

Any discrepancies were discussed thoroughly with the second and third author. Overall, two 

papers received a moderate rating, and fourteen papers received a weak rating (see Appendix A). 

1.4 Results  

Table 4 provides key characteristics of the final 16 studies which met the inclusion criteria and 

were included in the review.  
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1.4.1 Study Characteristics  

Most of the papers (n = 12) were published in the last ten years (2013-2022), with the remaining 

four papers between 2001 and 2007. The papers that were published between 2001-2007 studied 

dissociation and attachment in people with substance misuse diagnoses or in inpatient settings; 

more recently, broader clinical samples have been studied. The majority of papers (n = 12) were in 

peer-reviewed journals; the remaining four were unpublished doctoral theses obtained through 

grey literature searches. The two most common origins of the papers were United Kingdom (n = 

6) and United States (n = 5), with the rest originating from Poland (n = 1), Germany (n= 1), Korea 

(n = 1), Italy (n = 1) and Iran (n = 1).  

All sixteen of the studies used a cross-sectional design which meant that data was collected at a 

single time point. Eight different types of analysis were used. Mediation was the most common 

form of analysis (n=5), while structural equation modelling (SEM) and regression models were 

used three times.  The remaining papers used chi-squared analysis, Pearson’s correlations, paired 

t-tests, ANOVA, and MANOVA. 
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Table 4 

Summary of the studies characteristics included in the systematic review  

Name, 

Author, 

Country 

Participant Information  Design and 

Analysis 

Attachment 

Measure† 

Dissociation 

Measure† 

Other measures† Relevant findings 

Degnan et 

al., (2022); 

UK 

Total n = 242. Mean age - 

33.17 (SD - 13.06). Female = 

30.6% 

Diagnosis - Psychosis; 

Population - received mental 

health support or prescribed 

antipsychotic medication 

Cross-

sectional, 

mediation  

PAM-R DES-II BBTS; CAPE; 

SNS; PSQ 

  
 

Childhood trauma significantly predicted 

disorganised attachment (β = 0.18, p = 

0.001). Disorganised attachment (β = 

0.32, p < 0.001) and dissociation (β = 

0.16, p = 0.042 fully mediated the 

relationship between childhood trauma 

and negative symptoms of psychosis.  

There was no direct effect between 

childhood trauma and negative 

symptoms. The relationship between 

dissociation and disorganised 

attachment was not directly assessed. 



Chapter 1 

 12 

Farina et 

al., (2013); 

Italy 

Total = 26 (Clinical sample n = 13, 

healthy controls n = 13). Aged 

24-65 (M = 38.97, SD = 11.55). 

Female = 54%.  

Diagnosis: Disorders 

characterised by severe 

dissociative symptoms 

(diagnosed with the DSM-IV TR) 

Population – Outpatients 

Cross sectional, 

paired t statistics 

& non-

parametric tests 

AAI    DES SDQ All but one patient from the clinical group 

had disorganised attachment style (92.3%). 

The control group consisted of healthy 

subjects which had no Axis I and II DSM-IV 

diagnosis. 

Significant change (p < 0.01) in EEG 

frequencies were found in the control group 

after completing the AAI. 

In the patients’ group, no significant change 

was observed after completing the AAI in the 

EEG.  

Golshani et 

al., (2021); 

Iran 

Total n = 300. Aged 18-65 (M - 

31.31, SD - 11.02). Female - 

41.3% 

Diagnosis - Major Depressive 

Disorder; Population – 

Outpatients 

 

 

Cross-sectional, 

chi square test 

AAS (Farsi 

Translated 

Version)  

DES TEC (Farsi Translated 

Version)  

 

 

A significant relationship was found between 

dissociative experiences and attachment 

style (p < 0.01) with higher scores on the 

dissociative measure being linked with an 

anxious attachment style.  
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Gottfried 

(2004); USA 

Total n = 292. Aged 18-60 (M = 

40.2, SD = 8.6). Female - 100% 

Population - Inpatient & 

outpatient substance abuse 

programmes 

Cross-sectional, 

mediation  

ECR DES  Child Sexual Abuse 

Interview; 

Structured Clinical 

Interview for DSM-IV 

 

Childhood sexual abuse (β = 0.22 , p <.05), 

and both an anxious (β = 0.22 , p <.05) and 

avoidant attachment (β = 0.12 , p <.05) were 

significantly related to dissociation.  

The effects of childhood sexual abuse and 

insecure attachment styles (anxious and 

avoidant only) on substance misuse was fully 

mediated by dissociation (β = 0.24 , p <.05).  

Huang et 

al., (2020); 

UK 

Total n = 295 (Clinical sample n = 

184, healthy controls = 111). 

Mean age = 29.69 (SD = 9.58). 

Female – 58% 

Diagnosis - BPD or Anti-Social 

Personality Disorder  

Population - Specialist 

Personality Disorder Mental 

Health Services or Probation 

Trust. 

Cross-sectional, 

SEM 

ECR-R 

 

  

DES  CTQ; RFQ; PCL-5 Initial correlations found significant 

associations between the DES subscales with 

both anxious and avoidant attachment style 

(p = .001). 

The SEM found that childhood trauma and 

dissociative experiences were fully mediated 

by decreased mentalising abilities and 

insecure attachment (anxious and avoidant 

only; β = 0.32 , p <.01). 
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Kong et al., 

(2018); 

Korea 

Total n = 115. Aged 19-61 (M = 

33.6, SD = 10.60).  

Female - 66.1% 

Diagnosis - trauma related 

disorders; Population - 

Outpatients from a specialised 

trauma clinic 

Cross-sectional, 

SEM and path 

analysis 

RAAS 

 

DES-II  CTQ 

 

Attachment anxiety fully mediated the 

relationship between childhood trauma and 

dissociation (ß = 0.10, p = 0.018), but 

attachment avoidance did not.  

The indirect effect of trauma subcategories, 

including emotional abuse, physical abuse, 

sexual abuse, and physical neglect, on 

dissociation via the combination of both 

anxious and avoidant attachment were 

significant (ß = 0.17, p = 0.001; ß = 0.11, p = 

0.001; and ß = 0.10, p = 0.004; ß = 0.14, p = 

0.001, respectively) 

The combination of both anxious and 

avoidant attachment mediated the effect 

between childhood sexual abuse and 

dissociation (ß = 0.10, p = 0.004), however, 

individually, attachment anxiety and 

avoidance did not.  
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McAnena 

(2001); UK 

Total n = 48 (Clinical group n = 

24, healthy controls = 24). Aged 

22-56 (M = 37.3, SD = 11.86). 

Female – 18.75% 

Population - local alcohol 

services, including the local 

Community Alcohol Team (CAT), 

inpatient detoxification units, 

and voluntary alcohol services. 

 

Cross-sectional, 

Pearson's 

correlations 

ASQ  CES YSQ; SADD; HADS  There were no statistically significant results 

when comparing attachment anxiety or 

attachment avoidance with dissociation in 

the clinical group.  

The subscale of depersonalisation was 

significantly associated with attachment 

anxiety (r = .57, p = 0.004) in the control 

group. 

McGonagle 

(2017); UK  

Total n = 230. Aged 18-73 (M = 

36.95, SD = 11.60). Female - 80% 

Population - received treatment 

in a mental health unit, 

community team, or therapeutic 

input for experiences related to 

psychosis AND/OR prescribed 

antipsychotic medication for 

psychosis. 

 

 

Cross-sectional, 

mediation  

RQ DES-II  BBTS; CAPE; CEQ 

 

Fearful attachment style was significantly 

associated with the dissociative experiences 

scale total score 

(r = 0.418, p= .000).  

Fearful attachment style and dissociation 

fully mediated the relationship between 

childhood trauma and auditory hallucinations 

(ß = 0.001, p= .000).  

This result stayed significant after controlling 

for paranoia, fantasy-proneness, and 

ethnicity.  
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Pearce et al., 

(2016); UK  

Total n = 112. Aged 18-72 (M = 

40.26, SD = 12.5). Female - 72%.  

Diagnosis - Schizophrenia 

spectrum diagnosis AND/OR            

Population - received treatment 

in a mental health unit, 

community team, or therapeutic 

input for experiences related to 

psychosis. 

Cross-sectional, 

mediation  

RQ  DES-II BBTS; CAPE Higher scores on the dissociative measure 

were significantly associated with fearful 

attachment (r = .42, p <.01). No significant 

associations between preoccupied and 

dismissive attachment with dissociative 

scores. Fearful attachment (ß = 0.05) and 

dissociation (ß = 17) significantly mediated 

child trauma and paranoia. Fearful 

attachment did not significantly mediate the 

relationship between childhood trauma and 

voices, but dissociation did (ß = 0.09).  

Reiner et al., 

(2016); 

Germany  

Total n = 5 (Clinical group n = 43, 

healthy controls = 42). Aged 19-

52 (M = 30.10, SD = 9.00). 

Female - 100% 

Diagnosis - Clinical Depression; 

Population - Inpatient unit of a 

Department of Psychosomatic 

Medicine and Psychotherapy 

Cross-sectional, 

ANOVA 

AAI CDS STAI; PHQ   No significant associations between 

depersonalisation  and unresolved 

attachment.  

The relationship between attachment status 

and the OXTR rs53576 genotype was 

significant (F = 8.36, p ≤ .01). Therefore, 

those with an unresolved status and a GG-

allele were significantly more likely to be 

experience depersonalisation. 
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Riggs et al., 

(2007a); USA 

Total n = 80. Aged 18 - 66 (M = 

36.56, SD = NR). Female - 92.5% 

Diagnosis - Trauma related 

disorders; Population – 

inpatients 

 

 Cross-sectional, 

MANOVA 

AAI; ECR  DES DDIS; MCMI-IV The negative other model (avoidant 

attachment) was significantly associated with 

dissociation (F = 7.50, p <.01), as well as 

major depression (F = 5.43, p <.05), PTSD (F = 

8.80, p <.01), dysthymia (F = 8.98, p <.01), 

and somatoform (F = 3.87, p <.05).  

 

Riggs et al., 

(2007b); USA 

Total n = 80. Aged 18 - 66 (M = 

36.56, SD = NR). Female - 92.5% 

Diagnosis - Trauma related 

disorders; Population - inpatients 

Cross-sectional, 

logistic 

regression  

ECR DES DDIS; MCMI-IV; FES  Avoidant attachment significantly associated 

with dissociative identity disorder (χ2 = 6.68, 

p <.001), increasing the likelihood of 

diagnosis by 84% (OR = 6.68, p <.01). 
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Simeon & 

Knutelska 

(2022); USA 

Total n = 90 (Clinical group n = 

42, healthy controls = 53). Aged 

18-60 (M = 32.12, SD = 10.32)  

Female = 45.28% 

Diagnosis - Depersonalization 

Disorder 

Cross-sectional, 

linear regression  

RQ;  RSQ DES  CTQ For healthy controls, the direct effect 

between fearful attachment on dissociation 

was significant (ß = 0.25, p <.05)  

For the clinical group, fearful attachment and 

dissociation severity were significantly 

associated (ß = 0.05, p <.01). Additionally, 

childhood trauma significantly mediated the 

relationship between fearful attachment and 

dissociation severity (ß = 1.1876). 

Williams 

(2017); UK 

Total n = 50. Mean Age = 41.60 

(SD = 13.41). Female = 32%  

Diagnosis - Schizophrenia 

spectrum diagnosis          

Population - Mental health trusts 

and the voluntary section across 

North West of England (mix of 

inpatient and outpatient) 

Cross-sectional, 

mediation  

RQ  DES-II  LSHS-R; CDSS  Significant association found between fearful 

attachment and dissociation (r = .327, p< 

.05). No relationship found between 

dissociation and preoccupied or dismissive 

attachment. Secure attachment negatively 

correlated with dissociation (r = -0.353, p 

<.05). Dissociation significantly mediated the 

relationship between fearful attachment and 

hallucinations (ß = 0.37, p = <.05).  

When controlling for age, gender, and 

ethnicity, the effects were significant (ß = 
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0.38, p <.05). When controlling for age, 

gender, ethnicity and depression, the effects 

were no longer significant.  

Williams et al., 

(2019); USA 

Total n = 56. Mean age = 40.20 

(SD 13.00). Female = 73.21% 

Diagnosis - Motor FND Disorders; 

Population - Massachusetts 

General Hospital FND Clinic 

 

Cross-sectional,  

Correlations & 

multivariate 

linear regression 

RSQ DES PHQ-15; SDQ-20; 

SOMS:CD; SF-36; 

BDI; STAI; NEO; TAS; 

BIS; CD-RISC; CTQ; 

LEC; PCL-5 

Fearful (r = 0.57, p < .001) and preoccupied (r 

= -.38, p = <.05) attachment significantly 

correlated with dissociation scores.  

No relationship found between dissociation 

and dismissive attachment. When further 

multivariate regression analysis was 

completed, dissociation no longer correlated 

with fearful or preoccupied attachment. 

Zdankiewicz-

Ścigała & 

Ścigała (2020); 

Poland 

Total = 268 (Clinical group = 178, 

healthy controls = 90). Aged 18-

73 (M = 39.19, SD = 13.45). 

Female = 43% 

Population - Alcohol inpatient 

treatment programme 

Cross-sectional, 

SEM  

ASQ  CES TAS; MAST; TES Significant direct effect between anxious 

attachment and dissociation (r = 0.145, p 

<.01). Significant direct effect between 

avoidant attachment and dissociation (r = 

0.138 p < .05).  

Alexithymia (r = 0.275, p  <.01) and trauma 

intensity (r = 0.258, p  <.01) significantly 

mediated the relationship between anxious 

attachment and dissociation 
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Alexithymia (r = 0.263, p  <.01) and trauma 

intensity (r = 0.251, p  <.01) significantly 

mediated the relationship between avoidant 

attachment and dissociation 

No significant results between secure 

attachment style with dissociation and 

alexithymia.   

3

 

3†AAI = Adult Attachment Interview; AAS = Adult Attachment Scale; ASQ = Attachment Style Questionnaire; BBTS = Brief Betrayal Trauma Survey; BDI = Beck Depression Inventory-II; BIS= Barrett Impulsivity Scale; CAPE = 

Community Assessment of Psychic Experiences; CD-RISC = Connor-Davidson Resilience Scale; CDS = Cambridge Depersonalization Scale; CDSS = The Calgary Depression Scale; CEQ = The Creative Experiences Scale; CES = 

The Curious Experiences Survey; CTQ = The Childhood Trauma Questionnaire; DDIS = The Dissociative Disorders Interview Schedule; DES = The Dissociative Experiences Scale; DES-II = The Dissociative Experiences Scale 

Revised; ECR = Experiences in Close Relationships Scale; ECR-R = Experiences in Close Relationships Scale Revised; FES = Family Environment Scale; HADS = Hospital Anxiety and Depression Scale; LEC = Life Events 

Checklist; LSHS-R = The Launay -Slade Hallucination Scale Revised; MCMI-IV = Millon Clinical Multiaxial Inventory-IV; NEO = NEO Five-factor Inventory; PAM-R = Psychosis Attachment Measure Revised; PCL-5= Post 

Traumatic Stress Disorder Checklist Scale; PHQ = Patient Health Questionnaire; PSQ = Personality Structure Questionnaire; RAAS = Revised Adult Attachment Scale; RFQ = Reflective Functioning Questionnaire; RQ = The 

Relationship Questionnaire; RSQ = The Relationship Scales Questionnaire; SADD = Short Alcohol Dependence Data Questionnaire; SDQ-20 = Somatoform Dissociation Questionnaire; SF-36 = Short Form Health Survey; 

SNS = Self-Evaluation of Negative Symptoms; SOMS:CD = Somatoform Symptoms Conversion Disorder Subscale ; STAI = State-trait Anxiety Inventory; TEC = Traumatic Experiences Checklist; YSQ = Youngs Schema 

Questionnaire 

Note. Any missing data in the table was a result of the information not being reported in the original paper.  
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1.4.2 Sample Characteristics 45 

The total number of participants in this review was 2,294†. Six of the papers included both a 

clinical and control group within their research, where the overall clinical group population was 

slightly higher (n = 407) than the total control group population (n = 343). The overall mean age 

for the sixteen papers was 35.17 (SD = 11.03‡) which ranged from 18 - 73. Ethnicity was reported 

in nine out of the sixteen papers with the majority identifying as white (65%), the remaining 35% 

identified as other ethnic origins. Out of the 2,294 participants, 61.9% of the population was 

female, 37.5% was male, and 0.6% identified as other. 6 

Ten out of sixteen papers required a specific mental health diagnosis within the clinical samples, 

this included depressive disorder (n = 344), trauma related disorders (n = 198), personality 

disorders (n = 187), motor functional neurological disorder (FND; n = 56), schizophrenia spectrum 

disorders (n = 50), depersonalisation disorder (n = 45), dissociative disorder not otherwise 

specified (n = 3), somatoform disorder (n = 2), conversion disorder (n = 2), and dissociative 

identity disorder (DID; n = 1). The majority of the papers (n = 12) detailed where their clinical 

sample was from, which included inpatient (n = 304), outpatient (n = 484), mix of inpatient and 

outpatient (n = 366), specialist personality disorder services (n = 184), and substance misuse 

clinical treatment centres (n = 490). 

Three papers (Pearce et al., 2016; Degnan et al., 2022; McGonagle, 2017) had a total of 584 

participants and their inclusion criteria was more flexible due to participants being included if 

they have one or more of the following: a schizophrenia spectrum diagnosis (n = 555); past or 

current treatment from community or inpatient settings (n = 932); being prescribed anti-psychotic 

treatment (n = 584). In two of the studies, participants were able to select both past and current 

treatment from mental health settings if applicable which explains the result being higher than 

the total sample (Pearce et al., 2016; McGonagle, 2017).  

 

4 †  Two papers published by the same author and publication year (Riggs et al., 2007a; Riggs et al., 2007b) used samples that 

had the same number of participants and same demographics. Therefore, it was assumed that this was the same dataset and 

was only counted once within the overall total population. The authors of the study were contacted for clarification; however, 

no reply was received prior to submission. 

 
6‡ This excludes the papers that did not include a standard deviation for their sample population (n=2). 
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1.4.3 Measures of attachment style 

There was a total of nine instruments used to measure attachment style. The details of these 

measures can be seen in Appendix B and have been extended from Partridge et al., (2021) to 

include the dissociation measures present in this review.  The two most popular instruments used 

were the Relationship Questionnaire (RQ; Bartholomew & Horowitz, 1991) and the Experiences in 

Close Relationships Scale (ECR; Brennan et al., 1998). All the studies used self-report measures 

other than Reiner et al., (2016) and Farina et al., (2013) who used the adult attachment interview 

(AAI) which uses a semi-structured interview format. There is a wide range of evidence supporting 

the psychometric properties of the questionnaires used.  

1.4.4 Measures of dissociation 

There was a total of four instruments used to measure experiences of dissociation (See Appendix 

C). The most common measure used was the Dissociative Experiences Scale (DES), which included 

the original (n = 8, Bernstein & Putman, 1986) and the revised version (n = 5; DES-II, Carlson & 

Putnam, 1993). The Curious Experiences Survey (CES) is also classified as a revised version of the 

DES-II as it adds a further three items to the questionnaire and describes itself as written in a 

more user-friendly design (Goldberg, 1999). Thus, 15 out of 16 papers used a version of the 

dissociative experiences survey. The remaining paper (Reiner et al., 2016) used the Cambridge 

Depersonalisation Scale (CDS), depersonalisation being a common feature within dissociative 

experiences (Sar, 2014). All of the measures used are well known and have good psychometric 

properties.  

1.4.5 Other measures   

All 16 papers included a variety of other measures in their studies (n = 25). As the systematic 

review is looking into the relational processes of dissociation and attachment, it was thought to 

be helpful to document the other questionnaires used within the studies in the main 

characteristics table (See Table 4).  
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1.4.6 Synthesis examining the relationships between attachment style and dissociative 

experiences  

1.4.6.1 Direct associations between attachment style and dissociative experiences  

1.4.6.1.1 Anxious / Preoccupied Attachment 

Aspects of anxious/preoccupied attachment style such as increased sensitivity towards rejection, 

and an increased desire for approval, have been linked to dissociative experiences (Gušić 

et al., 2016; Lorenzini & Fonagy, 2013). Two papers (Golshani et al., 2021; Huang et al., 2020) 

found significant relationships between attachment anxiety and dissociative experiences. 

Specifically, Golshani et al (2021), found that for participants with major depressive disorder, 

attachment anxiety was more prevalent in those that experienced severe dissociation, whereas 

low dissociative experiences were more prevalent in individuals with a secure attachment. Huang 

et al (2020) found significant correlations between the anxious subscale on The Experiences in 

Close Relationships-Revised (ECR-R) questionnaire for all three subscales of the DES (amnesia, 

depersonalisation, and absorption). However, several papers found no significant correlations 

between dissociation and preoccupied attachment in psychosis and FND samples (Pearce et al., 

2016; Williams, 2017; Williams et al., 2019).  

Most of the studies which investigated the relationship between anxious attachment and 

dissociation received a weak overall rating for their quality assessment as they were cross-

sectional designs and the reported details of sample recruitment were minimal increasing the risk 

of selection bias. Huang et al., (2020) received a moderate rating due to the consideration of 

confounders and a detailed report of sampling procedures. 

1.4.6.1.2 Avoidant / Dismissive Attachment  

Attachment avoidance has been linked to dissociative experiences as a result of disconnection to 

emotional reactivity (Blatt and Levy, 2003; Mikulincer & Shaver, 2008). Significant results were 

found between dissociation and attachment avoidance in trauma related disorders (Riggs et al., 

2007a; Riggs et al., 2007b), personality disorder (Huang et al., 2020), and psychosis (Degnan et al., 

2022). 

Riggs et al., (2007b) found that the likelihood of receiving a DID diagnosis increased by 84% when 

the individual had an avoidant attachment style. Additionally, Riggs et al., (2007a) found that 

attachment avoidance was significantly associated with other disorders which tend to have 
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dissociative experiences such as somatoform disorder, dysthymia, PTSD and major depression. 

Several papers found no significant correlations between dissociation and dismissive attachment 

in psychosis and FND clinical samples (Pearce et al., 2016; Williams, 2017; Williams et al., 2019). 

Riggs et al., (2007a) received a moderate quality assessment rating. The cross-sectional design of 

their study was the only factor that precluded an overall strong global rating, whereas Riggs, et 

al., (2007b), and Degnan et al., (2022) received weak overall ratings.  

1.4.6.1.3 Fearful / disorganised attachment  

There is a large evidence base stemming from the 1990s, including longitudinal studies, which 

suggests that a disorganised attachment is associated with increased vulnerability to developing 

dissociative disorders (Liotti, 1992; Ogawa et al., 1997; Carlson 1998). Fearful, disorganised, and 

unresolved attachment have been included together in this section of the review due to the 

theoretical relationship that they share (Simpson & Rholes, 2002).  

Seven papers found significant associations between dissociation and fearful or disorganised 

attachment (Degnan et al., 2022, Farina et al., 2013; McGonagle 2017; Pearce et al., 2016; Simon 

and Knutelska, 2022; Williams, 2017; Williams et al., 2019), with four of these having psychosis 

samples. One study found no significant relationships between depersonalisation and 

disorganised attachment within a clinically depressed sample (Reiner et al., 2016), which contrasts 

with most of the evidence. However, Reiner et al., (2016) only assessed depersonalisation, one 

concept of a larger picture when looking at dissociative experiences. All the above papers 

received a weak global quality assessment rating.  

1.4.6.2 Indirect associations between attachment style and dissociative experiences  

1.4.6.2.1 Relationships between trauma, attachment, and dissociative experiences  

Childhood trauma and insecure attachment have been found to negatively impact the 

development of mentalisation capabilities which increases the likelihood of disconnected or 

dissociated states (Fonagy et al., 1991; Fonagy et al., 2002). A longitudinal study showed that 

children with disorganised attachment who are then repeatedly exposed to trauma, were more 

likely to develop severe experiences of dissociation later in adulthood (Ogawa et al., 1997). 

Three papers investigated the relationship between trauma, attachment, and dissociative 

experiences. The studies’ participants had diagnoses of depersonalisation disorder (Simeon & 

Knutelska, 2022), trauma related disorder (Kong et al., 2018), and personality disorders (Huang et 

al., 2020). Simeon and Knutelska (2022) found an indirect effect of fearful attachment on 
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dissociation severity, mediated by childhood maltreatment. Significant positive correlations were 

also found between childhood trauma, dissociation, and attachment anxiety (Kong et al., 2017).  

Effects of specific categories of trauma (emotional neglect, physical neglect, and emotional abuse) 

on dissociation were fully mediated by attachment anxiety but not by attachment avoidance. The 

effect of childhood sexual abuse on dissociation was fully mediated by combined attachment 

anxiety and avoidance, also known as fearful attachment (Kong et al., 2017). 

Childhood trauma and dissociative experiences were mediated by decreased mentalising abilities 

and attachment insecurity (Huang et al., 2020). Attachment insecurity did not mediate the 

relationship between childhood trauma and dissociative experiences independently. This was 

unexpected by the researchers who reasoned that this could be due to the questionnaire 

measuring anxious and avoidant attachments rather than fearful or disorganised attachment style 

(Huang et al., 2020; Liotti 2006). 

1.4.6.2.2 Relationships between trauma, psychosis, attachment style and dissociative 

experiences 

Dissociative experiences have many similarities to both positive and negative symptoms in 

psychosis-related disorders (Moskowitz et al., 2005). Associations between experiences of 

dissociation and psychosis have been found in empirical papers (Vogel et al., 2013). Avoidant and 

fearful attachment styles as a result of childhood trauma, have been found to be key 

developmental mechanisms in the experience of dissociation, and negative and positive 

symptoms of psychosis in adulthood (Berry et al., 2017; Liotti and Gumley, 2009).  

In this review, one paper studied negative symptoms in psychosis and found disorganised 

attachment and dissociation to significantly mediate the effect between childhood trauma and 

negative psychotic symptoms, with no direct effect between childhood trauma and negative 

symptoms (Degnan et al., 2022). 

Three papers in total studied the relationship between positive symptoms in psychosis, 

attachment and dissociation.  Williams (2017) found that dissociation mediated the relationship 

between fearful attachment and hallucinations, however the mediating effect was not significant 

when depression was controlled for. Williams (2017) did not consider the impact of trauma on 

this relationship, whereas McGonagle (2017) added trauma as a further variable and found 

evidence that both fearful attachment and dissociation significantly mediated the relationship 

between childhood trauma and auditory hallucinations. Pearce et al., (2016) found contrasting 
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evidence where dissociation was the only variable that mediated the relationship between 

auditory hallucinations and childhood trauma, with fearful attachment not being a significant 

mediator. When including paranoia with childhood trauma, dissociation and fearful attachment 

did significantly mediate this relationship (Pearce et al., 2016).  

1.4.6.2.3 Relationships between substance misuse, attachment style, and dissociative 

experiences  

A recent meta-analysis found a developmental link between those who misuse substances and 

insecure attachment styles (Schlinder, 2019), with experiences of dissociation being common in 

this population (Benishek & Wichowski, 2003). Substance misuse has also been classified itself as 

a form of “chemical dissociation” (Roesler & Dafler 1993, pg. 537). 

When considering adult women in inpatient and outpatient alcohol services who reported sexual 

abuse during their childhood, it was found that dissociation was a mediator between anxious 

attachment style and increased likelihood of engaging in substance misuse. (Gottfried, 2004). This 

relationship was only significant for anxious attachment style, and not significant for avoidant 

attachment style.  

McAnena, (2001) who investigated dissociation and attachment within a sample of individuals 

from a range of alcohol services found no significant associations between insecure attachment 

and dissociation in the clinical group. However, the dissociation subscale ‘depersonalisation’ 

significantly correlated with attachment anxiety in the control group. McAnena (2001) identifies 

that these are confusing results and replication studies with larger samples are suggested to 

increase reliability and to further develop the research in this area.  

Zdankiewicz-Ścigała and Ścigała (2020) investigated the impact of dissociation, attachment, 

alexithymia, and trauma on alcohol addiction. Both anxious and avoidant attachment significantly 

correlated with dissociation, with an indirect effect of both alexithymia and trauma. Therefore, it 

was hypothesised that an anxious or avoidant attachment increases the risk of alexithymia and 

exposure to traumatic experiences, which then contributes to the development of dissociation 

and the likelihood of alcohol dependence. All three papers received a weak global rating from the 

quality assessment tool because of the cross-sectional design and limited detail on sample 

recruitment. 
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1.4.6.2.4 Relationships between biological factors, attachment style, and dissociative 

experiences  

When considering possible contributing biological factors, research into the etiological 

mechanisms for dissociative experiences and attachment is limited. However, genetic studies 

have found that individuals who carry an adenine (A) allele (including AG and AA genotypes) have 

a hypersensitivity to stress, increased pessimism, decreased self-esteem, and an increased 

likelihood of experiencing mental health difficulties (Saphire-Bernstein et al., 2011).  

Extending these findings, one of the studies in the review examined the relationship between 

dissociative experiences, unresolved attachment, and the frequency of the A-allele (Reiner et al., 

2016). Depersonalisation experiences were found to be significantly worse when individuals had 

an unresolved attachment and were OXTR GG-allele carriers, when compared to those without an 

unresolved attachment style. 

Farina et al., (2013) investigated the neurobiological relationship between dissociation and 

cortical networks with recall of attachment experiences, using electroencephalography (EEG), an 

area which has limited research. Within the control group, Farina et al., (2013) found that there 

was increased connectivity in EEG rhythms when remembering memories of attachment via the 

AAI. However, for patients with disorders characterised by extreme dissociative experiences, no 

increase in the EEG rhythms occurred after the AAI, but there was an increase in sympathetic 

activity post AAI. Farina et al., (2013) hypothesised that dissociative processes led to a failure of 

integration of traumatic memories, reflected in the lack of change in EEG rhythms for individuals 

with disorganised attachment. Both studies received a weak global quality assessment rating 

overall. 

A table which lists each section of the direct and indirect associations and which papers supported 

this relationship can be seen below in Tables 5 & 6 for ease of the reader.  
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Table 5 

A table to show the papers identified in the review which provide evidence for the direct 

relationship between attachment and dissociation.  

Direct 

Associations 

   

Clinical Groups Supporting paper 

 Anxious attachment and 

dissociation 

Depression 

Personality Disorder 

Golshani et al., (2021)  

Huang et al., (2020) 

 Avoidant attachment and 

dissociation 

Psychosis 

Personality Disorder 

Trauma 

Degnan et al., (2022) 

Huang et al., (2020) 

Riggs et al., (2007a); Riggs et 

al., (2007b) 

 Fearful attachment and 

dissociation  

Psychosis 

 

 

 

FND  

Degnan et al., (2022); 

McGonagle. (2017); Pearce 

et al., (2016); Williams 

(2017) 

Williams et al., (2019) 
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Table 6 

A table to show the papers identified in the review which provide evidence for the indirect 

associations between attachment and dissociation.  

Indirect 

Associations 

   

 Clinical Groups Supporting Papers 

Fearful 

attachment, 

dissociation 

&… 

   

 Trauma Depersonalisation 

disorder 

Psychosis 

Simeon & Knutelska (2022) 

 

Degnan et al., (2022)  

 Sexual Abuse  Trauma related 

disorders 

Kong et al., (2018) 

 Hallucinations Psychosis  Williams (2017) 

 Hallucinations & trauma Psychosis  McGonagle (2017) 

 Paranoia & trauma Psychosis Pearce et al., (2016) 

Disorganised 

attachment, 

dissociation 

&… 

   

 Genetic differences Depersonalisation 

disorder 

Reiner et al., (2016) 

 EEG brain activity DSM-5 disorders with 

severe dissociative 

experiences 

Farina et al., (2012) 

 Trauma & negative 

symptoms 

Psychosis Degnan et al., (2022) 
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Anxious 

attachment, 

dissociation 

&… 

   

 Substance misuse Alcohol disorder Gottfried (2004); McAnena 

(2001) 

 Trauma Trauma related 

disorders 

Kong et al., (2018)  

Insecure† 

attachment, 7 

dissociation 

&…  

   

 Trauma & alexithymia  Alcohol disorder Zdankiewicz-Ścigała & 

Ścigała (2020) 

 Mentalisation & trauma Personality disorders Huang et al., (2020)  

 

1.5 Discussion  

This systematic review aimed to understand the relationships between attachment style and 

dissociative experiences by examining and synthesising the current literature. The review will also 

present a guide to future enquiry to help the development of dissociative and attachment-based 

research. 

1.5.1 Summary of findings  

From the synthesised literature, there was evidence that three different attachment styles, 

anxious, avoidant, and fearful, were directly associated with increased likelihood of dissociative 

experiences in different clinical samples. Psychosis-related samples had robust research 

supporting the link between fearful attachment and dissociative experiences. Depression, trauma, 

and personality disorder had links with anxious and avoidant attachment, however, these clinical 

groups had fewer papers, and may benefit from replication studies prior to conclusions being 

 

7† Only anxious and avoidant attachment styles were used in these studies  
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drawn. There were indirect associations including experiences of trauma, psychosis, and 

substance misuse in relation to dissociation and attachment. There were also significant effects of 

genetic make-up, and brain connectivity, in individuals with disorganised attachment and higher 

levels of dissociative experiences. 

Childhood trauma increases the likelihood of insecure attachment styles in adulthood (Lahousen 

et al., 2019), both which have been linked to the development of mental health difficulties 

(Mikulincer & Shaver, 2012), including dissociative experiences (Lorenzini & Fonagy, 2013). The 

current review found evidence that dissociative experiences were associated with fearful, 

anxious, and avoidant attachment, mediated by childhood trauma. However, in some of the 

papers, significant associations were dependent on other factors, such as decreased mentalising 

abilities, or specific trauma categories, such as sexual abuse. The interaction of lower 

mentalisation and overwhelming emotions of differing traumatic events, can increase the 

likelihood of dissociation through fragmentation of the self as a reaction to the traumas that have 

occurred (Liotti & Gumley, 2009). Therefore, considering wider theoretical literature, the impact 

of trauma categories and mentalisation appears important in the activation of dissociative 

responses.  

Linking to cognitive mechanisms, Farina et al., (2012) found that individuals with a disorganised 

attachment show no changes in brain activity when reminded of childhood trauma, using 

dissociation as a cognitive strategy. It has been suggested that dissociation can act as a defence 

against trauma, and thus, dissociation becomes a type of “metacognitive failure” (Liotti & 

Prunetti, 2010, pg. 197; Van der Kolk et al., 1989). Additionally, childhood trauma can further 

disrupt the internal working model of the self and the metacognitive abilities of the child, 

resulting in dissociative experiences such as fragmentations of the self (Liotti, 2006). 

Within this present review, psychosis-related papers looked at negative and positive symptoms 

independently, with attachment and dissociation being key mediators between trauma and 

negative symptoms in psychosis (Degnan et al., 2022). On the other hand, mixed evidence was 

found for the relationship between positive symptoms, trauma, dissociation, and attachment 

style. Pearce et al., (2016) found both dissociation and fearful attachment significantly mediate 

the relationship between childhood trauma and paranoia, however, only dissociation was 

significant in the relationship between childhood trauma and hallucinations.  

This contrasts with a recent cognitive attachment model of voices (CAV). This collated evidence 

suggesting trauma, disorganised attachment, and dissociation as key predisposing factors for the 
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development of auditory hallucinations in adulthood (Berry et al., 2017). However, there have 

been limited measures of attachment style within the psychosis population; this raises the 

question of whether attachment can be reliably measured in these populations (Pollard et al., 

2020; Berry et al., 2017).  

In the current review, three papers reported on substance misuse, dissociation, and attachment, 

with conflicting results. One paper found dissociation to mediate the relationship between 

anxious or avoidant attachment styles and substance misuse (Gottfried, 2004) whereas another 

paper found the depersonalisation subscale was the only significant mediating dissociative factor 

(McAnena, 2001). Anxious or avoidant attachment and dissociation were only related to alcohol 

addiction through the indirect effect of alexithymia and an increased likelihood of exposure to 

traumatic events (Zdankiewicz-Ścigała & Ścigała (2020). Interestingly, it is disorganised 

attachment which has theoretical links with misuse of alcohol (Liotti, 1992) which was absent in 

these papers. McAnena (2001) does highlight disorganised attachment and would have included 

this in the analysis, however, the sample size was too small for further exploration.  

1.5.2 Limitations  

Most papers that were included in the review received a weak quality rating. Their cross-sectional 

design, limited details of sampling recruitment, and the absence of consideration of confounding 

variables, affects the reliability of the results. Conclusions drawn from this review need to be 

taken with caution as they may not infer causality (Wang & Cheng, 2020).  

A variety of measures were used for assessing attachment style and dissociative experiences. 

Many of these were self-report measures, which increases the likelihood of both report and recall 

biases (Althubaiti, 2016). Secondly, the attachment measures used are based on two separate 

theoretical models, dimensional and categorical, which may reduce the reliability of the 

connections made between studies due to different entities being measured (Barazzone et al., 

2018).  

Overall, there was a wide range of different clinical presentations and settings captured by the 

studies, however, most papers were conducted within Western countries and had a higher 

representation of White individuals, and therefore, the results may not generalise to different 

ethnic groups. There was a higher percentage of females within the overall review, which should 

also be considered when applying these findings.  
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1.5.3 Clinical implications   

Currently, there is no specific treatment plan from the NICE Guidance for DID or dissociative 

experiences. Within the PTSD NICE Guidance (2018) dissociation is mentioned as a useful concept 

to measure within the PTSD assessment, however, for treatment it is seen as a barrier to engage 

in trauma-focused therapies with no direction on how to manage dissociative experiences. The 

International Society for the Study of Trauma and Dissociation (ISSTD; 2011) have issued guidance 

for treatment of DID which incorporates three phases; stabilisation, confronting traumatic 

memories, and identity rehabilitation, for both individual and group therapy. Research suggests 

that adapting varying therapeutic approaches such as cognitive and dialectal behavioural therapy, 

trauma-based therapy, psychotherapy, and psychosocial interventions such as yoga, may be 

beneficial to include as a treatment for dissociative experiences (Bækklund et al., 2022; Boyer et 

al., 2022; Goldstein et al., 2020; Foote & Orden, 2016; Willy-Gravley et al., 2021). However, there 

is still limited clinical research that considers treatment for dissociative disorders or dissociative 

experiences (Bækklund et al., 2022). 

This review has highlighted that it would be beneficial for the individual’s attachment style and 

dissociative severity to be considered in clinical settings when deciding on therapeutic options for 

certain mental health conditions. It appears that there is an increased likelihood of those with 

dissociative experiences to have an anxious, avoidant, or a fearful attachment style. Both 

dissociation and attachment can affect cognitive appraisals, social ability, and affect (Sheinbaum 

et al., 2015), thus, measuring both may help decisions on how to formulate difficulties or tailor 

the intervention accordingly. Additionally, a failure to consider dissociation and attachment could 

result in damaging effects to the individual (such as increased suicidal risk), and to the healthcare 

system (such as increased treatment cost) (Rădulescu et al., 2020). 

It is important to consider a Power Threat Meaning (PTM) Framework (Johnstone & Boyle, 2018) 

perspective on the findings of this research. The PTM suggests a narrative formulation to 

understand “over-arching structure[s] for identifying patterns in emotional distress, unusual 

experiences and troubling behaviour, as an alternative to psychiatric diagnosis and classification” 

(Johnstone & Boyle, 2018). This is further enforced by a position statement by the BPS which 

highlights the restrictiveness of the psychiatric diagnosis and a need to move to a more 

conceptual understanding of an individual’s mental health experience. It is highlighted in research 

the importance of attachment research as it can play a large role in the development of a clinical 

formulation within services (Granqvist et al., 2017). Therefore, this research highlights possible 
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hypotheses between the experience of attachment and dissociation which could be implemented 

into collaborative case formulation processes rather than a focus on psychiatric labelling or 

diagnosis.  

1.5.4 Guide to future enquiry   

From the systematic review, we aim to highlight the key areas in the literature that seem crucial 

to widening and furthering our understanding of the relationships between dissociation and 

attachment, to try and improve the quality of life for those with dissociative experiences. 

Replication of studies is paramount so the evidence base can continue to be developed, and 

researchers are able to draw more confident and firm conclusions from these areas. Methodology 

should be improved by using experimental methods (i.e., randomised controlled trials), large 

representative samples, and identifying possible confounding variables. Qualitative research 

exploring individuals’ experiences of dissociation and attachment would allow a fuller and richer 

understanding of how these processes affect individuals on a day-to-day basis. 

Dissociation can be experienced by individuals across a large range of mental health conditions 

(Rădulescu et al., 2020); this review highlights some of these in clinical samples. However, 

dissociative experiences in some other mental health difficulties such as anxiety and eating 

disorders, have not featured within this review although they have been examined in other 

studies. Further research looking into both clinical and non-clinical samples may capture these 

varying mental health conditions and consider how relational processes between dissociation and 

attachment play a part in their development and maintenance.  

This review has highlighted two key areas of development for dissociation and attachment 

literature (See Table 7). The first area focuses on replication, in the hope that this will create a 

solid foundation for understanding the relationship between these two domains and how they 

might be assessed in clinical practice. The second area is treatment studies which consider key 

processes, and maintenance factors. The treatment studies would benefit from developing 

therapeutic approaches and adaptations for individuals who have experiences of dissociation and 

attachment difficulties. 
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Table 7 

A table to highlight the gaps in the literature and possible study ideas to be considered to aid the 

development of this research domain.  

Gaps in research Possible research questions 

 

Replication Studies† 

8 

 

- What are the relationships between anxious, avoidant attachment 

and/or fearful attachment in those with dissociative experiences? 

- What are the relationships between psychosis symptoms (positive 

& negative), trauma, attachment and dissociative experiences?  

- What are the relationships between different trauma experiences, 

attachment and dissociation? 

- What are the relationships between other mental health 

experiences (e.g., anxiety, eating disorders), dissociation and 

attachment?  

- What are the relationships between mentalisation, dissociation 

and attachment? 

- What are the relationships between disorganised attachment, 

dissociation and substance misuse? 

- What are the relationships between attachment, dissociation and 

biological factors (e.g., genetic studies, EEG analysis). 

 

Treatment Outcome‡ 

9 

- Do therapies that place emphasis on relational/attachment factors 

(e.g., schema, cognitive analytic therapy) improve dissociative 

experiences?  

- Do trauma therapy techniques (e.g., stabilisation, grounding) 

reduce dissociative experiences?  

- Do cognitive techniques impact the view of self and others 

(attachment style) and what is the impact of this on dissociative 

experiences?  

 

8† Replication studies need to be considered in varying mental health conditions, as well as in both clinical and non-clinical 
samples. 

9‡The assessment prior to treatment would benefit from including attachment and dissociation measures to continue to map 

the relationship and observe outcome changes. 
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- Does using different therapeutic interventions (e.g., cognitive 

behavioural therapy, third wave approaches, trauma focused 

therapy, psychosocial therapies) reduce dissociative experiences?   

1.5.5 Conclusions   

From the 16 papers that have been identified in this review, it can be concluded that there are 

various relational processes that connect dissociation and attachment. The evidence shows direct 

associations between anxious, avoidant and fearful attachment styles and increased dissociation 

severity, as well as various other factors such as trauma, substance misuse, psychosis, and 

biological mechanisms, that may mediate or connect attachment style to an increased risk of 

dissociative experiences. This review highlights the necessity of further research in this area in 

order to draw clearer conclusions to assist application within clinical practice and intervention.  
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Chapter 2 Developing a scale to measure dissociation 

between self-states (Dissociation – Integration 

of Self-States Scale, D-ISS)  

The following paper was written to follow the ‘Journal of Behaviour Therapy and Experimental 

Psychiatry’ author guidelines. The guidelines can be found at 

https://www.elsevier.com/journals/journal-of-behavior-therapy-and-experimental-

psychiatry/0005-7916/guide-for-authors  
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https://www.elsevier.com/journals/journal-of-behavior-therapy-and-experimental-psychiatry/0005-7916/guide-for-authors


Chapter 2 

 38 

2.1 Abstract 

Background and objectives: There is a clinical and research need for a tool to assess dissociation at 

the personality level, between modes or self-states, rooted in cognitive behavioural theory. The 

study continued the development and assessed the psychometric properties of the Dissociation – 

Integration of Self-States Scale (D-ISS). This measure assists assessment of and interventions for 

between-mode dissociation in clinical practice. 

Methods: Two samples consisted of 344 young adults (16-25 years) who had experienced stressful 

or difficult times, and 383 adults (18-65 years) who had experienced mental health difficulties. 

Sample 1 was used for the Exploratory Factor Analysis (EFA), Sample 2 for the Confirmatory Factor 

Analysis (CFA). Internal consistency, test-retest reliability, convergent validity, and divergent 

validity were assessed within Sample 2.   

Results: The EFA showed a five-factor model, which was confirmed as a good fit by the CFA. The 

D-ISS demonstrated good internal consistency and test-retest reliability. The D-ISS showed low to 

null correlations with divergent subscales. For convergent validity, the D-ISS showed a low to 

moderate correlation with the DES-II. 

Limitations: The sample was mainly White female adults between 16-25 years. Therefore, 

generalisability to other cultural and age groups needs to be done with caution until the measure 

has been validated within these populations. 

Conclusions: The new D-ISS measure of between-mode dissociation has been shown to be reliable 

and valid. To the best of our knowledge, this is the first psychometrically robust measure of 

dissociation between modes/self-states that has been developed. Further research into the 

application of the measure in clinical settings would be highly desirable. 

Keywords: Dissociation, Scale development, Factor analysis, Self-states, Mental health 
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2.2 Introduction  

Pierre Janet was a pioneering researcher of dissociation and its conceptualisation in the 1800’s, 

Janet defined dissociation as an “abnormal mental integration of the different contents resulting 

in a lack of integration among two or more systems of ideas and functions that constitute 

personality” (Janet, 1907, cited in Scalabrini et al., 2020 pg. 2). In the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013), dissociation is 

defined as a ‘disruption of and/or discontinuity in the normal integration of consciousness, 

memory, identity, emotion, perception, body representation, motor control, and behaviour’ 

(p.291).  

Dissociative symptoms and disorders are being increasingly observed in clinical samples such as, 

people with personality disorder presentations, psychosis and trauma-related presentations (Lynn 

et al., 2022; Sar 2011). The prevalence of dissociative disorders varies between 1% – 20%.  The 

large variance encompasses both clinical and non-clinical settings (i.e., the general population), as 

well as the varied understanding of and training in the assessment of dissociative experiences 

(Boyer et al., 2022). Although, fully understanding the prevalence of dissociation and dissociative 

disorders proves particularly difficult due to the comorbidities that are found between other 

mental health diagnoses and dissociative experiences. Previous research has suggested that 

dissociative disorders is a diagnosis that is made up from a selection of criteria from other mental 

health diagnoses with its content validity as a diagnosis questioned (North et al., 1993). This 

understanding of dissociation has limited research, however, it is important to hold in mind as the 

concept of dissociation is discussed.  

There is a wide range of research which focuses on the relational link between trauma and 

dissociation (Dalenberg et al., 2012). This has been termed the Trauma Model (TM) which dates 

back to the late 1800s, when Janet first documented possible psychological understandings of 

dissociation (Janet, 1889). Over the past 30 years, research has supported the theory that 

recurrent trauma can cause a breakdown in the integration of the self, creating fractured 

dissociative self-states as a coping reaction to the consequences of trauma (Putnam, 1997; Van 

der Hart et al., 2004). Specifically, certain traumatic experiences have been related to the 

development of dissociative symptoms, including sexual, emotional, or physical abuse, child 

neglect, or other recurrent severe trauma such as witnessing domestic violence (Dalenberg et al., 

2014). 
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However, critiques have arisen for this model of dissociation. The majority of research around the 

TM is reliant on self-report responses and cross-sectional data which increases the likelihood of 

recall bias and social desirability bias (Razavi, 2001). Additionally, Kennedy et al., (2004) highlight 

that this research heavily concentrates on more extreme forms of dissociative experiences, such 

as dissociative identity disorder (DID), or borderline personality disorder (BPD), whereas there is 

good evidence for dissociative symptomology being experienced by people with a wide range of 

mental health disorders (Kennedy et al., 2004; Sar 2011).  

Although the TM allows a further understanding of dissociation, it does not consider fundamental 

psychological processes that provide an explanation of dissociation (Kennedy et al., 2004). These 

critiques can be generalised to the assessment of dissociation where 11 related measures have 

been found (See Table 8). The Dissociative Experiences Scale (DES-II; Carlson and Putnam, 1993) 

appears to be the most common scale used within dissociation literature, however, it was 

developed in the 1990s, therefore ongoing theoretical advancements of dissociation are not 

captured (Černis et al, 2018). A further five scales were developed between the 1980s and the 

1990s (CES, Goldberg, 1999; SDQ-20, Nijenhuis et al 1996; QED, Riley, 1988; PAS, Sanders, 1996; 

DIS-Q, Vanderlinden et al 1993). These scales offer an out-dated understanding as over time 

dissociation research has evolved into a bigger and more complex system with processes such as 

memory, identity, consciousness, and somatic symptoms playing a part in dissociative experiences 

(Fung et al., 2022; Kennedy et al., 2013)
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Table 8 

Description of available dissociation assessment tools 

Author & 

Date  
Dissociation Assessment Tool Description 

Carlson and 

Putnam 

(1993) 

Dissociative Experiences Scale 

(DES-II, including DES-Taxon, 

DES-T)  

The DES is a 28 item self-report scale. The DES-II includes the DES-T (eight items within the scale that 

measure pathological dissociation). Good psychometric properties have been reported.  

Carlson et al., 

(2018)  

Dissociative Symptoms Scale 

(DSS) 

The DSS is a 20 item self-report scale. It attempts to measure moderate to severe experiences of 

dissociation. Reliability and validity have been reported as good within PTSD non-clinical and clinical 

samples.  

Černis et al 

(2018) 

The Dissociative Experiences 

Measure, Oxford (DEMO)  

A 30 item self-report scale. It was developed to measure the broad range of dissociative experiences. 

Reported to have good psychometric properties in non-clinical samples.  

Dell (2006) Multidimensional Inventory of 

Dissociation (MID)  

A 218 item self-report scale to assess pathological dissociation and dissociative disorders. Reported to 

have good psychometric properties. 

Goldberg 

(1999) 

Curious Experiences Survey 

(CES)  

The CES includes the 28 items from the DES and three additional items to make it a 31 item self-

report measure of dissociative experiences with the aim of being more user-friendly. Shown to have 

good psychometric properties in non-clinical samples.  
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Kennedy et al 

(2004) 

The Wessex Dissociation Scale 

(WDS) 

A 40-item scale which measures dissociative experiences based on a cognitive behavioural model of 

dissociation. Good psychometric properties have been found for this scale.  

Nijenhuis et 

al (1996) 

Somatoform Dissociation 

Questionnaire (SDQ-20) 

A 20 item self-report scale to measure specifically the severity of somatoform dissociation. 

Psychometric properties have been reported as good.  

Riley (1988)  Questionnaire on Experiences 

of Dissociation (QED)  

A 26 item self-report scale which draws on dissociative experiences from clinical literature in 1988. 

Good psychometric properties have been reported on a sample of individuals with multiple 

personality disorder.  

Sanders 

(1996)  

Perceptual Alteration Scale 

(PAS) 

A 25 item self-report scale which aims to measure dissociative experiences. Psychometric properties 

have been reported as good in non-clinical eating disordered populations. It is reported that further 

analysis is required before use as a clinical measure.  

Steinberg 

(1994) 

The Structured Clinical 

Interview for DSM-IV 

Dissociative Disorders- 

Revised (SCID-D) 

A semi-structured interview which can be used to assess both dissociative symptoms and diagnose 

dissociative disorders in adults and adolescents. It can also be used to inform treatment planning.  

Vanderlinden 

et al (1993) 

Dissociation Questionnaire 

(DIS-Q) 

 A 63 item self-report scale which aims to measure dissociation. Psychometric properties have been 

reported as good.  
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Additionally, two of the scales are lengthy instruments which make them difficult and impractical 

for clinical use (MID, Dell, 2006; DIS-Q, Vanderlinden et al., 1993), as well as one interview 

assessment tool which would require a larger amount of clinician time and specialist input for 

diagnosis (SCID-D, Steinberg, 1994). The two more recent scales appear to measure the general 

construct of dissociation rather than specific levels of severity (DEMO, Černis et al, 2018), or they 

aim to measure moderate to severe experiences of dissociation and are validated only in samples 

of individuals with PTSD (Carlson et al., 2018).  

A cognitive behavioural model of dissociation was proposed by Kennedy et al., (2004). This was 

influenced by Beck’s (1996) cognitive theory of personality and psychopathology and was used to 

identify key processes of dissociation. Beck’s (1996) model suggests that personality is made up of 

“modes”, which are described as “network[s] of cognitive, affective, motivational, and 

behavioural components… [which] are designed to deal with specific demands or problems” 

(Beck, 1996, pg. 2). Modes contain different schemas (underlying neurological structures and 

software) and engage in an automatic process where they collect cognitive, emotive, physical, and 

behavioural details from intrinsic and extrinsic events. Modes and schemas are described as 

having efficient communication systems, which can exchange information, and switch when 

necessary. For example, if the orienting schemas assess either the internal or external event as 

threatening, as soon as this is the case, the schema’s stop associating information which leads to a 

dissociative mode response. Therefore, dissociation takes place when modes and schemas fail to 

associate what is normally associated. These failures to associate can occur at three different 

levels: automatic; within-mode; and between-mode (See Figure 2).  

Automatic dissociation (Level I) - At this early level of information-processing, threatening stimuli 

are identified quickly via orienting schemas (pattern recognition schemas whose purpose is to 

recognise contexts based on previous learning). The speed of identification blocks the brain’s 

ability to process the information in a coherent manner, resulting in ‘spacing out’, where the 

person seems not to be mentally present in the room. Information processing is incomplete, 

resulting in fragmented memory and intrusive images. Automatic dissociation results in lack of 

storage of information, as well as intrusions of visual, auditory, and olfactory hallucinatory 

fragments.  
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Figure 3 

Cognitive behavioural model of dissociation (Kennedy et al., 2004).  

 

Within-mode dissociation (Level II) - For this level of dissociation there is compartmentalisation of 

emotional, cognitive, behavioural, or physiological schemas within a mode. Information is stored 

but cannot be accessed through an act of will. This means, for example, if cognitive schemas are 

dissociated/compartmentalised, an incapacity to think can occur. The corollary of this is that 

thought intrusion can also occur, where the person experiences unwanted and seemingly non-

relevant thoughts. Dissociation of behavioural schemas can lead to an inability to perform certain 

behaviours, such as walking or speaking, as well as re-enactment, ritualistic and superstitious 

behaviours. Dissociation/compartmentalisation of physiological schemas can lead to out of body 

experiences, depersonalisation, and auto-analgesia, as well as intrusive, non-organic pain. 

Between-mode dissociation (Level III) - This level of dissociation results in some or complete 

separation of modes on a personality level and is linked with complex mental health diagnoses. 

For example, some separation could be characteristic of Borderline Personality presentation. A 
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more extensive separation between modes is more likely to be associated with DID. This level of 

dissociation is linked with severe symptoms such as amnesia, losing time, fugue states and 

dissociative identity disorder. The separations that occur within these diagnoses is commonly 

termed as self-states and are defined as separate distinct personalities. Self-states are a result of 

fragmentation of the personality which can occur during key developmental periods of childhood 

(Nijenhuis et al., 2014). The TM conceptualises self-states as a coping mechanism which a child 

has learnt to switch between different personalities allowing quick adaption when contexts may 

be traumatising, distressing, or unpredictable (Stokoe, 2014). However, although self-states 

function as adaptive during childhood, this can quickly turn into maladaptive if they continue after 

the threat has been taken away. Self-states can then cause individuals to have a lack of 

integration, cohesion, control and awareness, all which can result in a frightening place to be 

(Stokoe, 2014).  

However, the SCM offers a different understanding of self-states with them being described as 

metaphors created by suggestible individuals who have increased fantasy abilities (Merckelbach 

et al., 2002), or as a result of iatrogenesis (Loewenstein, 2018). The SCM suggest that there is 

limited research that supports the relationship between dissociative experiences and childhood 

trauma (Lilienfeld et al., 1999). Regardless of the model that is used to conceptualise self-states, 

there is still an importance to understand these experiences for an individual and to help manage 

distress (Stokoe, 2014). Therefore, a questionnaire which would help inform formulation of self-

states and between-mode dissociation would be a useful tool in both clinical and research 

domains.   

Kennedy et al., (2004) elaborated the cognitive behavioural model, as described above, by 

developing the Wessex Dissociation Scale (WDS), a measure which was specifically designed with 

the three different levels of dissociation in mind. The measure is a 40 item self-report scale and is 

based on the occurrence of dissociative experiences. The developmental paper of the WDS shows 

the scale to have good internal consistency, convergent validity, and concurrent validity (Kennedy 

et al., 2004). However, the factor structure of Level III (between-mode dissociation) was deemed 

inadequate, as the Level III items did not load significantly on just this factor. To the best of our 

knowledge, therefore, there is currently no reliable and valid scale that assesses personality level 

(between-mode) dissociation from a cognitive behavioural standpoint. 

Developing a measure for between-mode dissociation is crucial for clinical practice. It is 

formulated within the cognitive behavioural model that between-mode dissociation is present 
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within the diagnoses of more complex dissociative disorders and borderline personality 

presentations  (Kennedy et al., 2004). Individuals with these diagnoses have been found to have 

an increased likelihood of revictimization, suicidal ideation, self-harming behaviours, and poorer 

physical health (Bockers et al., 2014; Boyer et al., 2022; Rodante et al., 2019). As a result of these 

complex needs, these individuals have an increased demand on healthcare and social services 

causing them to be clinical groups associated with significant financial costs (Boyer et al., 2022; 

National Institute for Health and Care Excellence, NICE, 2009). However, due to stigma, 

misdiagnosis, lack of training, and lack of assessment of between-mode dissociation, it is 

calculated that individuals spend 5-12 years within services prior to getting the correct diagnosis, 

with symptomology worsening over time (Gleaves & Reisinger, 2023; Loewenstein, 2018). This is 

another reason to develop a measure which can assess and inform formulation and treatment for 

dissociation at the personality level (between-mode) which is based on robust psychological 

theory. 

2.2.1 Aim 

Our aim was to develop a scale to measure between-mode dissociation and assess its 

psychometric properties by analysing the following research hypotheses:  

(1) Factor Structure 

a. The exploratory factor analysis (EFA) will demonstrate a clear factor structure. 

b. The confirmatory factor analysis (CFA) will confirm a good fit to the model.  

(2) Reliability  

a. The scale will have good internal reliability. 

b. The scale will have good test-retest reliability. 

(3) Validity  

a. The measure will show convergent relationships with existing dissociation scales.  

b. The D-ISS will show divergent validity against scales not explicitly measuring 

between-mode dissociation.  

2.3 Material and Methods 

2.3.1 Item generation – Development of the Dissociation-Integration of Self-States (D-ISS) 

Scale 

Initial D-ISS items were developed based on the cognitive-behavioural model of dissociation and 

aimed to specifically describe features of level three (between-mode) dissociation. Items were 
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generated by the second author (a clinician with extensive experience of research and practice in 

this area) and a trainee clinical psychologist who led the initial study as part of their doctoral 

thesis project. The developers considered important targets of change frequently identified within 

clinical practice when working with level three dissociation. These included an individual’s 

awareness, acceptance, and control of their self-states along with the degree of difference or 

‘psychological distance’ between self-states, and the extent to which self-states were integrated 

into the ‘self’ or ‘me’ versus not experienced as part of the individual, or ‘othered’. Using clinical 

experience and theoretical understanding of the cognitive model of dissociation, an item pool was 

created which seemed pertinent to the topic. Through several revisions, a final item pool of 55 

items was created and was taken to a consultation with individuals of lived experience with 

dissociation through known clinicians for feedback. A five-point Likert scale was used ranging 

from 0 (strongly agree) to 4 (strongly disagree), with opposite scoring used for reversed items. 

2.3.2 Sample 1 

2.3.2.1 Participants and procedures 

The first phase of the study employed a cross-sectional secondary data analysis design using 

survey-based questionnaire responses. The data used was collected by a previous doctoral trainee 

as part of their research thesis using the initial 55-item questionnaire (Smart, 2021). Originally, 

474 individuals took part; because of missing data 130 questionnaire responses were removed, 

making the final sample 344 participants. Most participants identified as female (84.6%) and 

White (78.8%). 

All participants had to confirm that they were aged between 16-25 years (M = 19.94, SD = 1.95) 

and that at some point in their life they had experienced difficult or stressful times. Once 

confirmed, access to the online self-report questionnaire was granted. Once finished, a mood 

repair task was given to participants, as well as the debriefing form.  

Ethical approval was granted by the University of Southampton Ethics Committee to use results 

from this sample as secondary data in the present study (ERGO: 71854.A1; Appendix D). 

2.3.2.2 Measures 

The full questionnaire included demographic questions which asked about age, gender, ethnicity, 

and mental health diagnoses. Sample 1 completed the 55-item set comprising the D-ISS to be 



 

 

 48 

assessed in this research. The D-ISS sat within a wider pool of measures which were not relevant 

to our study. 

2.3.2.3 Data analysis – Exploratory Factor Analysis 

Data analysis was conducted using SPSS Statistics for Windows, Version 29.0. Exploratory Factor 

Analysis (EFA) is a suitable and valuable analysis for the beginning stages of questionnaire 

development (Kishore et al., 2021). Sample size guidance suggests 100-200 participants 

(MacCallum et al., 1999), however between 300 and 500 participants constitutes  a good to very 

good sample (Comrey and Lee, 1992). Sampling adequacy is considered suitable if the Kaiser 

Meyer-Olkin (KMO) value is higher than 0.5 and Bartlett’s Test of Sphericity is significant (p < .05) 

(Tabachnick & Fidell, 2007). 

Histograms were chosen to assess the distribution of data (Wilkinson and APA Task Force, 1999) 

with the majority showing normal distribution. A minority showed moderate negative and 

positive skew. However, the likelihood of skewness increases due to larger sample sizes and 

therefore, the central limit theorem allows for some deviation (Field, 2018). 

Regarding factor extraction, Kaiser’s criterion was set at an eigenvalue of 1. The scree plot was the 

chosen factor extraction method: research suggests that with sample sizes over 200 using a scree 

plot is the most appropriate method to decide the number of factors to retain (Stevens et al., 

1992). The minimum communality cut-off figure was decided as 0.3 which is supported by 

literature, any items with a communality lower than this were dropped from the analysis (Zeller, 

2005). Principal axis factoring with direct oblimin oblique rotation was selected as it was assumed 

that factors would correlate with each other (Field, 2018). The cut-off for loadings onto factors 

was .45, considered a fair loading by Comrey and Lee (1992). Cross-loadings which had a 

difference of >.2 were removed. The refinement of the questionnaire was undertaken which is 

detailed in Section 2.4.2.1 which resulted in the further refined 25-item questionnaire used with 

Sample 2.  

2.3.3 Sample 2 

2.3.3.1 Participant recruitment and procedures 

The second phase of the study employed a cross-sectional survey-based mixed design. 

Participants were recruited using purposive recruitment, via MQ Participate, Call for Participants, 

University of Southampton Twitter, and the Southampton Psychology Undergraduate platform. 
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There was no missing data due to the forced choice method used. Ethical approval was granted by 

the University of Southampton Ethics Committee (ERGO: 72890, Appendix D). 

The data was collected from a new sample and used the refined 25-item questionnaire output 

from the EFA. In total 383 participants aged between 18-65 years of age completed the online 

questionnaire, the majority aged between 18-25 (n = 324). Most of the participants were female 

(81.5%) and White (66.8%). To assess test-retest reliability, 77 of the 383 participants completed 

the questionnaire again at a second time-point, two weeks after their initial completion of the 

questionnaire. 

Participants had to be aged between 18 – 65 years and reported experience of mental health 

difficulties. Participants completed the online self-report questionnaires. They were then given 

the debriefing form. Examples of the questionnaire layout, including the ethics documents can be 

seen in Appendix E & F. Participants had the option to click into a separate survey where they 

could enter their email into a prize raffle draw and have the option to consent to the researcher 

sending the questionnaire out again to complete in two weeks’ time. If participants accessed the 

study via the Southampton Psychology Undergraduate platform, they received credits which 

contributed to one of their academic modules. 

2.3.3.2 Measures 

The full questionnaire included demographic questions which asked about age, gender, ethnicity, 

and mental health diagnoses. Sample 2 completed the 25-item set comprising the D-ISS to be 

assessed in this research and a further two measures, described below, to enable analysis of the 

psychometric properties of the D-ISS. 

2.3.3.2.1 Dissociative Experiences Scale—revised version (DES-II: Carlson & Putnam, 1993) 

The DES-II has 28 self-report items assessing the frequency and severity of an individual’s 

dissociative experiences. The scale uses an 11-point Likert-type scale which measures the 

percentage of time the individual has these experiences, using increments of 10%, from 0% 

(never) to 100% (always). The scale has three subscales: amnesia (6 items); absorption (6 items); 

depersonalisation/derealisation (6 items). Additionally, Waller et al., (1996) identified the ‘DES-

Taxon’ consisting of 8 items within the DES-II sensitive to more pathological dissociative 

experiences. The DES-II is an established measure with good psychometric properties (Carlson and 

Putman, 1993). Cronbach’s a for Sample 2 at the first and second time point was 0.94 and 0.95 

respectively. 
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2.3.3.2.2 Wessex Dissociation Scale (WDS: Kennedy et al., 2004)  

The WDS has 40 self-report items assessing the severity of dissociation based on the cognitive-

behavioural model. A six-point Likert-type scale assesses the frequency of each dissociative 

experience from 0 (never) to 5 (all the time). The WDS has three subscales, automatic (11 items), 

within-mode (12 items), and between-mode (17 items). Therefore, as well as an average total, the 

scoring of the scale can be broken down into the subcategories of dissociation proposed by the 

model. Therefore, an individual would score higher on the automatic subscale if they were 

experiencing spacing out, fragmentation of memory and intrusive imagery. Someone with within-

mode dissociation may score highly on items related to pain, emotional numbness, or thought 

blocking. Those that experience between-mode dissociation may score higher with items related 

to amnesia, fugue states, and/or loss of time. The scale has been shown to have good 

psychometric properties (Kennedy et al., 2004). The Cronbach’s a for Sample 2 at the first and 

second time point was 0.94 and 0.95 respectively.  

2.3.3.3 Data analysis – Confirmatory Factor Analysis 

The confirmatory factor analysis (CFA) was conducted using SPSS Amos Version 29.0. To further 

analyse the psychometric properties of the questionnaire all the refined items from the EFA 

output were analysed with a CFA using the data collected in Sample 2. Descriptive statistics 

including means and standard deviations were completed, to describe normative scores within 

the sample population. For CFA analysis, a minimum sample size of 150 to 315 participants is 

suggested within the literature (Muthén & Muthén, 2002). Our sample size was 383 participants. 

The CFA analysis showed maximum likelihood completed with no violations of normality. The 

goodness of fit parameters used in the study for the CFA were the comparative fit index (CFI) and 

a Tucker-Lewis index (TLI) over 0.9 (Bentler, 1990), a root mean squared error of approximation 

(RMSEA) below 0.08 (Fabrigar et al., 1999), and a standardised root mean square residual (SRMR) 

below 0.08 (Hu & Bentler, 1999). Respecifications were considered from the modification indices 

(MI) output for error covariations only if they improved the fit and made theoretical sense (Byrne 

2010). 

2.3.3.4 Reliability  

Inter-item correlations were used to assess internal consistency of the D-ISS items. Cronbach’s a 

was used on the new D-ISS overall questionnaire and the subscales at the first time point to assess 

internal consistency. Intra-class correlation coefficients (ICC) were deemed the most widely 

accepted for test-retest reliability analysis (Koo & Li, 2016). The Consensus-based Standards for 
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the selection of health Measurement Instruments (COSMIN) Checklist (Mokkink et al., 2019) 

suggests 50 – 99 participants for test-retest reliability shows good methodological quality. Our 

sample size was 77 participants. The second questionnaire for test-retest was sent out two weeks 

after first completion (Streiner and Norman, 2008). 

2.3.3.5 Convergent and divergent validity  

Pearson’s correlation coefficient was used to analyse convergent and divergent validity between 

the newly developed D-ISS with already existing established measures of dissociation (WDS, 

Kennedy et al., 2004; DES-II, Carlson & Putnam, 1993). Moderate to strong correlations would 

suggest convergent validity, and weak to null correlations would suggest divergent validity.  

For convergent validity, it was expected that the D-ISS would show moderate to strong 

correlations with the DES-II overall and the DES-Taxon.  It was also expected that there would be 

moderate to strong correlations between the D-ISS and WDS, as well as the D-ISS and the 

between-mode subscale of the WDS. To assess divergent validity, weak or no correlations were 

expected between the D-ISS subscales and WDS automatic and within subscales. 

2.4 Results 

2.4.1 Demographic information 

Demographic information for Sample 1 and Sample 2 can be seen in Appendix G. 

2.4.2 Sample 1 analysis  

2.4.2.1 Exploratory Factor Analysis and scale refinement 

The KMO measure of sampling adequacy was .935 which is classified as a ‘marvellous’ rating 

(Sofroniou & Hutcheson 1999). Additionally, Bartlett’s test of sphericity was significant (p < .001; 

Field, 2018). The .3 cut off that was used for communalities (Field, 2018) resulted in a total of two 

items being eliminated from the analysis.  

The determinant value was not acceptable due to it being below .00001, suggesting 

multicollinearity or singularity within the data set. When this occurs, scanning the matrix for large 

correlational pairs greater than .8 or .9 is recommended, however, in the dataset, no variables 

were identified as correlating highly. It was decided to complete multiple regressions, with each 
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dependent variable in turn with all the remaining items as independent variables (Tabachnik & 

Fidel, 2007). From this output, if the variance inflation factor (VIF) exceeds 4.0, or the tolerance 

levels go below 0.2 then a problem with multicollinearity is assumed (Hair et al., 2010). To assess 

this, 55 multiple regressions were completed and this resulted in one item exceeding the VIF and 

tolerance levels on 53 out of 55 multiple regressions. This item was removed from the analysis.  

The first EFA was completed with the remaining 52 items. The scree plot showed a levelling off 

after 6 which explained 56.79% of the total variance. In total there were 14 items that were 

removed due to low loadings (<.45), and three that were removed due to cross loadings (>.2). The 

factor analysis was repeated with the remaining 35 items. As a result of one further low loading, 

and three cross loadings, four items were dropped. A further six items were dropped due to the 

following reasons, not seeming theoretically meaningful and reducing face validity, or to reduce 

the number of reverse style questions to make it more efficient as a clinical measure. The final 

EFA with a total of 25 items had a scree plot with 5 factors prior to the point of inflexion and in 

combination explained 61.94% of the total variance (See Figure 3). A five-factor structure was 

further evidenced by Kaiser’s criterion as only the first five items had eigenvalues greater than 1.  

 

Figure 4 

Scree Plot 
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The final model consisted of 25 items with 5 items in each factor (see Table 9). The first factor was 

termed “Lack of Acceptance”, second factor “Lack of Awareness”, third factor “Lack of 

Integration”, fourth factor “Difference/Distance”, and finally the fifth factor “Lack of Control”. The 

factor correlation matrix can be seen in Table 10.  

Table 9 

EFA Factor Loadings 

Items Factor 

1 2 3 4 5 

I hate some self-states (Acceptance 3) .787     

I would like some self-states to disappear (Acceptance 5) .728     

I would like to get rid of some self-states (Acceptance 1)  .676     

I feel like punishing some self-states (Acceptance 4)  .593     

The self-states cause problems in my life (Acceptance 2) .468     

I am very aware of having different self-states (R) (Awareness 1)   .663    

I am aware of all my different self-states (R) (Awareness 3)  .643    

I know when I have shifted from one self-state to another (R) 

(Awareness 2) 

 .629    

I can tell when I have been in one self-state and then in another 

(R) (Awareness 4)  

 .571    

I am not aware of all the self-states (Awareness 5)   -.563    

I feel that the self-states are combined to form me as a whole (R) 

(Integration 1)  

  .785   

I am formed of all the self-states (R) (Integration 5)    .745   

The self-states are all aspects of me as a person (R) (Integration 

3) 

  .633   

The self-states feel connected together in some way (R) 

(Integration 4) 

  .623   
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The self-states are integrated together (R) (Integration 2)   .588   

The different self-states have different names (Difference 1)    .784  

When I’m in one self-state I often don’t remember what 

happened when I was in a different self-state (Difference 2) 

   .576  

Some self-states are male and some are female (Difference 3)     .574  

Some self-states are children, some are more grown up 

(Difference 4) 

   .476  

Some self-states are dangerous to me or other people 

(Difference 5)  

   .467  

I have control over moving between self-states (R) (Control 1)      .710 

I have no choice over whether I move between self-states 

(Control 2)  

    .695 

I cannot control whether I end up in one self-state or another 

(Control 3) 

    -.653 

I have no choice about what self-state I am in (Control 5)     -.634 

I can choose what self-state I am in in any situation (R) (Control 

4)  

    .600 

Note. Text in brackets relates to the CFA items in Figure 5.   

 

Table 10 

Factor Correlation Matrix 

Factor 1 (Acceptance) 2 (Awareness) 3 (Integration) 4 (Difference) 5 (Control)  

1 (Acceptance) 1 -.033 -.198 .362 -.424 

2 (Awareness) - 1 .275 -.117 .318 

3 (Integration) - - 1 -.116 .354 

4 (Difference) - - - 1 -.250 

5 (Control) - - - - 1 
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2.4.3 Sample 2 analysis  

Descriptive statistics for the overall D-ISS score and subscales can be seen in Table 11.   

 

Table 11 

Descriptive statistics for the D-ISS overall total and the five subscales  

 Descriptive Statistics 

 M SD 

D-ISS Overall Total 39.05 12.83 

Awareness 7.35 3.09 

Integration 6.54 3.29 

Difference 5.69 4.09 

Acceptance 9.73 5.32 

Control 9.73 4.13 

M: mean; SD: standard deviation. 

 

2.4.3.1 Confirmatory Factor Analysis 

The initial model showed an overall poor fit (CFI - .874, TLI - .857, RMSEA -.071, SMRI - .067). It 

can be seen from these figures that the CFI and TLI were the reasons that the model was 

concluded as a poor fit as they were just below the .9 cut-off. Using the MI, seven respecification 

steps were conducted, which resulted in the final model showing an overall acceptable fit (CFI 

= .925, TLI = .912, RMSEA = .055, SMRI = .064; See Figure 4). The seven error covariances were 

added to the CFA model for those between the same factor, no error covariances were added 

between different factors as this may have reduced the interpretability of the factors (Bathe-

Peters et al., 2023). Error covariances were added for those which had high values on the MI 

output (>10): it was assumed they had shared variance due to similar item content (Byrne 2010; 

Hoyle, 2012). 
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Figure 5 

Confirmatory factor analysis model.  
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2.4.3.2 Reliability   

The D-ISS showed good reliability (Cronbach’s a = .865) with all the subscales achieving acceptable 

to excellent reliability (Cronbach’s a = .710 - .907; George and Mallery, 2003). Full details on the 

Cronbach a output for the subscales of the D-ISS can be seen in Table 12. The majority of inter-

item correlations ranged between low to moderate correlations, with a small amount being highly 

correlated. Item-total correlations were all in the acceptable range (r > 0.3), and Cronbach a if 

item deleted either decreased or did not make a significant enough difference to delete the item. 

For test-retest reliability, the average ICC for the total scale and the subscales showed moderate 

(r = 0.5 – 0.75) to good reliability (r = 0.75 – 0.9; See Table 13).  

Table 12 

Cronbach a for each of the five D-ISS Subscales 

D-ISS Subscales Cronbach Alpha 

Awareness .710 

Integration .778 

Difference .769 

Acceptance .907 

Control .852 

Table 13 

Test-retest reliability output for the five subscales of the D-ISS.  

 ICC Confidence Interval (95%) 

Awareness .526** .258 - .698 

Integration .753** .605 - .844 

Difference .847** .760 - .903 

Acceptance .832** .736 - .893 

Control  .729** .576 - .829 

Total Scale .826** .727 - .889 

ICC: intra-class correlation coefficient. **p < .001.  
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2.4.3.3 Convergent and divergent validity  

The D-ISS was correlated against similar measures and showed significant correlations with the 

DES-II (r = .40 , p < .001) with a moderate effect size, and the DES-II Taxon (r = .10, p <.05) with a 

small effect size. Small effect sizes and non-significant correlations were found when comparing 

the D-ISS and the WDS (r = -.028 p > .05). Full output of the correlations and significance levels for 

the WDS subscales can be found in Table 14. 

Table 14 

Pearson’s correlations between the D-ISS subscales when correlated against the WDS subscales 

 WDS Subscales 

 Automatic Within Between 

Awareness -.002 -.014 .009 

Integration -.017 -.060 -.037 

Difference -.018 -.035 -.015 

Acceptance -.017 .022 .040 

Control  .035 -.019 -.007 

 

2.5 Discussion  

We assessed the psychometric properties of the Dissociation – Integration of Self-States Scale (D-

ISS), a new measure developed for use in clinical practice and research to promote assessment of 

and intervention for between-mode dissociation. Overall, our results indicate that the measure 

has a clear and robust factor structure and good psychometric properties. 
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The first hypothesis stated that the D-ISS would demonstrate a clear factor structure with a good 

fit achieved from the CFA. The EFA output showed a clear five factor structure and the CFA 

confirmed this by showing goodness of fit.  

The second hypothesis stated that the D-ISS would be internally consistent and show good test-

retest reliability. This was achieved with a good Cronbach a rating for the overall scale, and 

subscales achieving acceptable to excellent ratings. Regarding the second part of the reliability 

hypothesis, the scale showed good test-retest reliability and subscales achieved moderate to good 

test-retest reliability suggesting that the individual’s performance on the D-ISS is stable over time. 

The first part of the third hypothesis stated that the D-ISS will show convergent relationships with 

existing dissociation scales. The results did not support this hypothesis as the general cut off for 

convergent validity is a correlation greater than 0.5. Comparison of the D-ISS with the DES-II 

showed a moderate significant correlation with a medium effect size and with the WDS and its 

subscales, a negligible correlation with a small effect size. A small significant correlation was 

observed between the D-ISS and the DES-Taxon. The second part of the hypothesis stated that the 

D-ISS will show divergent validity with the WDS subscales of automatic and within-mode 

dissociation. The results did support this hypothesis as they showed negligible non-significant 

correlations.  

Although the first part of the hypothesis relating to convergent validity was refuted and went 

against the researcher’s initial expectations, it has allowed reflection as to why this may have 

occurred. It is understandable for weak to moderate significant correlations to be found between 

the scales as the D-ISS does hold a similarity in terms of attempting to measure a form of 

dissociation. However, the reasoning behind the correlations not obtaining strong associations 

may be due to the items on the D-ISS offering different terminology such as referring to self-states 

in the items. The correlations between the D-ISS and the WDS were found to be weak to null non-

significant correlations. This is to be expected with levels one and two on the WDS but was not 

expected with level 3 (between-mode). The result for level 3 may indicate that the D-ISS is a 

better measure of between-mode dissociation than the WDS. As mentioned earlier, the Level 3 

factor of the WDS does not have convincing item loadings and so may not be an adequate 

measure of level 3 dissociation (Kennedy et al., 2004), therefore, it is understandable that the D-

ISS may not show convergent validity with level 3 of the WDS. Future studies should create new 

hypotheses for convergent validity which state that the D-ISS would understandably not display 

strong correlational relationships with other dissociation measures. 
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2.5.1 Strengths and limitations   

Regarding methodological strengths, the EFA, CFA, and test-retest reliability analyses were all 

adequately powered given the sample sizes recruited, further supporting the robustness of the 

analytic output. Although the sample was from the general population / university students, 

individuals with mental health difficulties were the targeted sample, with most participants 

disclosing a mental health diagnosis which therefore captures individuals that are more likely to 

encounter dissociative experiences.   

Considering limitations of the research, the development of the questionnaire may have been 

improved through higher level of patient involvement. Within this research, the questionnaire 

included a consultation which allowed individuals with lived experience of dissociation to offer 

feedback on the item pool. However, recent research around questionnaire development and 

patient involvement highlights an approach which includes both a cognitive task and a follow up 

discussion, suggesting the benefit of multiple opportunities of patient involvement for 

questionnaire development (Mes et al., 2019). Repeated inclusion of individuals with dissociative 

experiences may have reduced the effect of response error or burden to complete the 

questionnaire (Mes et al., 2019). Research clearly marks the importance of developing guidance 

around patient involvement in questionnaire design to help with consistency across the designing 

process (Wiering et al., 2017).  

The original EFA sample was completed by young adults aged between 16-25 years, and the 

majority of the CFA sample was completed by university students aged between 18-25 years. Both 

majorities of the samples were female and identified as White. Therefore, generalisability to older 

adult groups, males, and non-White ethnic groups needs to be further investigated.  

Data collected via internet-based surveys increases the likelihood of self-selection bias due to 

some individuals being more likely to complete online surveys than others, automatically creating 

a systemic bias (Wright, 2005). Additionally, the collaboration of an online survey and self-report 

data results in some uncertainty regarding the demographic data as there is no guarantee that 

they are accurate responses (Wright, 2005). 
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2.5.2 Clinical implications  

The D-ISS is the first scale that has been developed to measure between-mode dissociation (See 

Appendix H for the full questionnaire and scoring instructions). The design of the scale promotes 

use in clinical settings due to its short length, a key criterion to consider with limited healthcare 

resources (Kemper et al., 2013). Additionally, the number of items included in the D-ISS offers a 

quick scoring system of a maximum overall score (100), and equal maximum for each factor (20), 

for easy use within clinical practice and research.  

With dissociation being a complex phenomenon, one which is clouded in stigma and 

misunderstanding, it is often missed within clinical practice (Gleaves & Reisinger, 2023; 

Loewenstein, 2018). Current dissociation measures are described as being embedded within 

“conceptual unclarity”, adding to the difficulty in the assessment and intervention for dissociative 

disorders (Fung et al., 2022, p.3). Therefore, it is hoped that the D-ISS will offer a clear and concise 

measure for dissociation and will promote assessment, formulation, and psychological treatment 

of an individual’s dissociative experiences. Using the D-ISS alongside other dissociation measures 

such as the WDS or the DES-II would provide a more extensive picture of an individual’s 

dissociative experiences.  

Additionally, the scale allows clinicians to think about dissociation as a process rather than a 

diagnosis. The scale offers an understanding of the degree of severity of dissociative experiences 

which can work alongside other difficulties that they may experience. Thinking from a TM 

perspective of dissociation, the higher the scores on the scale may raise hypotheses for clinicians 

around the more severe the trauma that the individual may have experienced, with dissociation 

being suggested as a mechanism developed for trauma survival (Van der Hart et al., 2004).  

Therefore, thinking from a PTM framework (Johnstone & Boyle, 2018), the D-ISS offers an 

understanding of the function of self-states for individuals which lends itself well to considering 

their childhood experiences, coping strategies for emotional dysregulation, as well as, an 

understanding for possible behaviour that is causing them distress. As a result, the D-ISS can be 

used as a tool to help inform assessment and collaborative case formulation for clinicians and 

those with dissociative experiences.  

2.5.3 Future research  

Due to the sample population being predominantly young White females, assessing the reliability 

and validity of the D-ISS in different cultural groups would be beneficial. This would include those 
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that are not deemed as Westernised societies, as well as populations that differ in age and social 

status, in the hope that this would further solidify the measure’s conceptual and psychometric 

properties on a larger global scale. 

Replication studies are highly recommended to further validate the scale and its use in different 

clinical populations. Previous research suggests that dissociative symptoms are experienced along 

a continuum of different clinical diagnoses with increasing severity. For example, systematic 

review research has found the highest dissociation scores in PTSD, BPD, and dissociative 

disorders, and the lower range of scores in mood disorders and substance use related disorders 

(Lyssenko et al., 2018; Rădulescu et al., 2020). From these replication studies, the overall aim 

would be to create clinical normative scores for the D-ISS for different clinical populations, which 

can then be used in psychological assessment, formulation, and treatment outcomes.  

Regarding treatment outcomes, the scale would be useful in future research to assess whether 

higher scores on the D-ISS are linked to higher scores of differing mental health pathologies, or 

alternatively whether therapeutic intervention results in a decrease in scores signifying recovery. 

Specific therapeutic interventions such as schema therapy may also benefit from using the D-ISS 

in treatment outcome research as it adds another dimension of understanding if the schemas are 

dissociated. Additionally, the scale could also be used as a measuring tool to further understand 

dissociation on a personality level and its associations between different psychologically related 

factors.  

2.5.4 Conclusions 

The D-ISS is a new scale for between mode or personality level dissociation. The preliminary 

evidence has shown the D-ISS as a reliable and valid measure with a good factor structure. 

Divergent validity has been supported, with convergent relationships needing altered hypotheses 

in future research to consider the theoretical differences between the D-ISS and already existing 

dissociation measures. Future research should focus on validating the measure in different clinical 

populations and cultural groups. Overall, the D-ISS provides a new theory-based measure of 

between-mode dissociation, with the potential to be a key measure for the assessment and 

treatment of dissociation within both clinical practice and future research studies.  
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Appendix A Quality Assessment Ratings 

 

Author(s) Selection bias Study Design Confounders Data Collection 

Methods 

Withdrawals and 

dropouts 

Analysis Global 

Degnan et al., 2022 

 

M W S M N/A S M 

Golshani et al., 2021  

 

M W S W N/A S W 

Gottfried, 2004 

 

M W S W N/A S W 

Huang et al., 2020  

 

M W S W N/A S W 

Kong et al., 2018  

 

M W W W N/A S W 

McAnena, 2001  

 

W W W W N/A M W 
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McGonagle, 2017 

 

M W S W N/A S W 

Pearce et al., 2016  

 

S W W S N/A S W 

Reiner et al., 2016 

 

M W S W N/A M W 

Riggs et al., 2007a 

 

M W S S N/A S M 

Riggs et al., 2007b 

 

M W W S N/A S W 

Simeon & Knutelska, 

2022  

 

M W S W N/A S W 

Williams, 2017 

 

M W S W N/A S W 

Williams et al., 2019  W W W W N/A M W 
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Zdankiewicz-Ścigała & 

Ścigała, 2018 
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Appendix B Attachment Measures 

 

No. of 

studies 

used 

Attachment measure Authors Type Dimensions Categories 

4 Relationship Questionnaire (RQ) 
Bartholomew and 

Horowitz (1991) 

4-item self-report 

questionnaire 

Attachment anxiety, 

attachment avoidance 

Secure, preoccupied, 

dismissing, fearful 

3  
Experiences in Close Relationships 

(ECR) 

Brennan et al. 

(1998) 

36-item self-report 

questionnaire 

Attachment anxiety, 

attachment avoidance 

Dismissing, fearful-

avoidant, preoccupied, 

secure 

3  Adult Attachment Interview (AAI) 
George et al., 

(1985) 

20 question semi-

structured interview 
- 

Freely autonomous and 

secure, dismissing-

insecure, preoccupied-

insecure 
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2  
Relationships Scales Questionnaire 

(RSQ) 

Griffin and 

Bartholomew 

(1994) 

30-item self-report 

questionnaire 

Attachment anxiety, 

attachment avoidance 

Dismissing, fearful, 

preoccupied, secure 

2 
Attachment Style Questionnaire 

(ASQ) 

Van Oudenhoven 

et al. (2003)  

24-item self-report 

questionnaire 
 

Fearful, preoccupied, 

dismissing, secure 

1 
The Revised Adult Attachment 

Scale (RAAS) 
Collins (1996)  

18- item self-report 

questionnaire 

-  Close, depend, and 

anxiety  

1 
Psychosis Attachment Measure 

(PAM) 
Berry et al. (2006) 

16-item self-report 

questionnaire 

Attachment anxiety, 

attachment avoidance 
- 

1 
Experiences in Close Relationships - 

Revised (ECR-R) 
Fraley et al. (2000) 

36-item self-report 

questionnaire 

Attachment anxiety, 

attachment avoidance 
- 

1 
The Adult Attachment Scale (Farsi 

Version)  
- 

18-item self-report 

questionnaire 
- 

Close, depend, and 

anxiety 
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Appendix C Dissociation Measures 

No. of studies 

used 
Dissociation type measure Authors Type Construct 

8 Dissociative Experiences Survey (DES) 
Bernstein and Putnam 

(1986) 
 

28-item self-report 

questionnaire 

Experiences of 

dissociation 

5 
Dissociative Experiences Survey Revised 

(DES-II)  
Carlson & Putnam (1993) 

28-item self-report 

questionnaire 

Experiences of 

dissociation 

2 Curious Experiences Survey (CES)  Goldberg (1999)  
31-item self-report 

questionnaire 

Experiences of 

dissociation 

1 Cambridge Depersonalisation Scale Sierra & Berrios (1996) 
29-item self-report 

questionnaire 

Depersonalization 

symptomology  

 

 

 

 



 

   

   

  

87 

Appendix D Ethical Approval 



 

 

 88 

Appendix E Online Questionnaire Layout  

Start of Block: Participant Information and Consent 

 Please read the participant information sheet below prior to consenting.  

  

 Participant Information Sheet 

 Date: 22nd July 2022, Version 5 

 Study Title: Testing the reliability of a new measure which explores aspects of personality and 

mental health. 

 Researcher: Clarissa Lord, Dr Tess Maguire, and Dr Fiona Kennedy 

 ERGO number: 72890 

  

 You are being invited to take part in the above research study. To help you decide whether you 

would like to take part or not, it is important that you understand why the research is being done 

and what it will involve. Please read the information below carefully and ask questions if anything 

is not clear or you would like more information before you decide to take part in this research. If 

you consent to taking part in this study, you will be asked to tick a check box to confirm that you 

consent to taking part when the online questionnaire begins. 

  

 What is the research about? 

 This research is being conducted by Clarissa Lord for her thesis project which contributes towards 

her Clinical Doctorate Programme at the University of Southampton. With this research, we are 

interested to formally investigate aspects of people’s experiences of personality and how their 

mental health may impact their experiences. Additionally, we hope to develop a new 

questionnaire looking at aspects of personality, by assessing the reliability and validity of this new 

scale which currently there is a lack of measure for in clinical practice. The data collected will 

enhance our understanding of whether the new scale reliably measures individual’s experiences, 

as well as whether it is a valid measure for this population. 

  

 Why have I been asked to participate? 

 Any adult aged between 18-65 years of age that would class themselves as experiencing mental 

health difficulties at some point in their life. 

  

 What will happen to me if I take part? 

 You will complete an online survey which consists of several different mental health related 
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questionnaires which will take approximately 30 minutes. 

 Additionally, we are trying to collect data over two time points, please follow the link at the end 

of the survey to enter your email address for the raffle and to state whether you consent to me 

sending out the questionnaire to you again to complete 14 days after your initial completion. If 

you do decide to send me your email address, there is no way for it to be linked to your 

questionnaire and will be stored on a secure, password protected laptop. You can opt in to 

whether you want to put your email address into the raffle if you take part in the first part of the 

study and you can then enter your email address again if you agree to taking part in the 

questionnaire for a second time. Not completing the second questionnaire will have no effect on 

your participation if you decide to just complete it the first time. 

 You will also be asked for a code name consisting of a random animal and a memorable date 

(DDMMYY). Please keep this safe as this will be needed if you decide to complete the 

questionnaire again so we can match your initial questionnaire responses with any follow up ones 

you complete. 

  

 Are there any benefits in my taking part? 

 If you complete the questionnaire once, you will have the option to enter your name into a raffle 

to win a selection of Amazon vouchers. There are 3 x £50 vouchers to be won. If you consent to 

taking part in the questionnaire again 14 days later and you complete the questionnaire, you will 

have an option to include your email again for the raffle. 

 Additionally, you will be contributing to the development and improvement of our understanding 

of aspects of personality and people’s personal experiences, as well as potentially formally 

assessing a new measure that can be used for these experiences in clinical practice. 

  

 Are there any risks involved?  

 As the survey is centred around questions about your mental health experiences, there is a 

possibility that it could cause some psychological discomfort or distress due to it being a sensitive 

topic. You are free to discontinue the survey at any time by closing down the browser if you are 

finding that the questionnaires are triggering distress for you. If after the survey you are feeling 

distressed, we encourage you to seek support about this. You can discuss any of these difficulties 

with your GP and below we have listed some sources of support for you that you might find 

helpful to contact: 

  • The Samaritans offer free support to anyone over the telephone any time of the day. Tel – 116 

123 Website – www.samaritans.org 
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  • National Suicide Prevention Helpline offers free support to anyone with thoughts of suicide any 

time of the day. Tel – 0800 689 5652 Website: https://www.spbristol.org/NSPHUK 

 • HOPELINEUK offers free support to those under the age of 35 who are experiencing thoughts of 

suicide.The line is open from 9am-12am (midnight). Tel – 0800 068 4141 Website – 

https://www.papyrus-uk.org/contact-us/ 

  

 The following websites provide freely accessible self-help resources aimed at supporting 

individuals who are experiencing mental health difficulties: 

 • NHS Self Help Guides - www.selfhelpguides.ntw.nhs.uk/southampton 

 • Mind - www.mind.org.uk  

 If you continue to feel distressed following taking part in this study, you can also discuss this with 

the research supervisor, Dr Tess Maguire at t.l.maguire@soton.ac.uk. 

  

 What data will be collected?  

 The online survey will initially ask for some personal information about yourself such as age, 

gender, ethnicity, and mental health diagnosis. It will not be possible to identify you from this 

data. You may also decide to send us your email address to complete the study again or be 

entered into the raffle. However, once the study has been completed and the raffle winners 

announced, your email address will be deleted from the system. The subsequent questionnaires 

you will be asked to complete involve rating how statements best apply to you on various 

numbered scales. All of the data above will be stored securely on the university server and 

accessed remotely via a password-protected computer or laptop, in line with university data 

policy and GDPR. The University of Southampton conducts research to the highest standards of 

ethics and research integrity. In accordance with our Research Data Management Policy, data will 

be held for 10 years after the study has finished when it will be securely destroyed. Participants 

can also choose to provide contact information should they wish to complete the study for a 

second time, and this will be deleted after the second link has been sent. 

  

 Will my participation be confidential? 

 Your participation and the information we collect about you during the research will be kept 

strictly confidential. Questionnaire data will not include any identifiable information about you 

and will be kept separate from the email address you submit if you would like to enter the draw 

and/or complete the questionnaire again. 

  

 Do I have to take part? 
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 No, it is entirely up to you to decide whether or not to take part. If you decide you want to take 

part, you will need to check the tick box when asked if you consent to the study. 

  

 What happens if I change my mind? 

 You have the right to change your mind and withdraw at any time without giving a reason and 

without your participant rights being affected. It will not be possible to withdraw from the study 

after completion of the questionnaires as the data will be anonymous. 

  

 What will happen to the results of the research?  

 The results of the research are being written up in a thesis and may later be published. Your 

personal details will remain strictly confidential. Research findings made available in any reports 

or publications will not include information that can directly identify you without your specific 

consent. 

  

 Where can I get more information? 

 If you would like any further information or have any follow up questions regarding this study, 

please contact:  Clarissa Lord (researcher) -  cl15n20@soton.ac.uk  

  

 What happens if there is a problem? If you have a concern about any aspect of this study, you 

should speak to the researchers who will do their best to answer your questions. If you remain 

unhappy or have a complaint about any aspect of this study, please contact the University of 

Southampton Research Integrity and Governance Manager (023 8059 5058, 

rgoinfo@soton.ac.uk). 

  

 Data Protection Privacy Notice  

 The University of Southampton conducts research to the highest standards of research integrity. 

As a publicly-funded organisation, the University has to ensure that it is in the public interest 

when we use personally-identifiable information about people who have agreed to take part in 

research. This means that when you agree to take part in a research study, we will use 

information about you in the ways needed, and for the purposes specified, to conduct and 

complete the research project. Under data protection law, ‘Personal data’ means any information 

that relates to and is capable of identifying a living individual. The University’s data protection 

policy governing the use of personal data by the University can be found on its website 

(https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-and-foi.page). 
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 This Participant Information Sheet tells you what data will be collected for this project and 

whether this includes any personal data. Please ask the research team if you have any questions 

or are unclear what data is being collected about you. Our privacy notice for research participants 

provides more information on how the University of Southampton collects and uses your personal 

data when you take part in one of our research projects and can be found at 

http://www.southampton.ac.uk/assets/sharepoint/intranet/ls/Public/Research%20and%20Integri

ty% 20Privacy%20Notice/Privacy%20Notice%20for%20Research%20Participants.pdf  

  

 Any personal data we collect in this study will be used only for the purposes of carrying out our 

research and will be handled according to the University’s policies in line with data protection law. 

If any personal data is used from which you can be identified directly, it will not be disclosed to 

anyone else without your consent unless the University of Southampton is required by law to 

disclose it. 

  

 Data protection law requires us to have a valid legal reason (‘lawful basis’) to process and use 

your Personal data. The lawful basis for processing personal information in this research study is 

for the performance of a task carried out in the public interest. Personal data collected for 

research will not be used for any other purpose. 

  

 For the purposes of data protection law, the University of Southampton is the ‘Data Controller’ 

for this study, which means that we are responsible for looking after your information and using it 

properly. The University of Southampton will keep identifiable information about you for 10 years 

after the study has finished after which time any link between you and your information will be 

removed. 

  

 To safeguard your rights, we will use the minimum personal data necessary to achieve our 

research study objectives. Your data protection rights – such as to access, change, or transfer such 

information - may be limited, however, in order for the research output to be reliable and 

accurate. The University will not do anything with your personal data that you would not 

reasonably expect. 

  

 If you have any questions about how your personal data is used, or wish to exercise any of your 

rights, please consult the University’s data protection webpage 

(https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-and-foi.page) where 
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you can make a request using our online form. If you need further assistance, please contact the 

University’s Data Protection Officer (data.protection@soton.ac.uk). Thank you for taking the time 

to read this information and consider taking part in the study. 

 

 

 

  After reading the participant information sheet, do you consent to taking part in the study? 

o Yes  (1)  

o No  (2)  

 

End of Block: Participant Information and Consent 
 

Start of Block: Inclusion Criteria 

 

  Are you aged between 18 - 65 years of age? 

o Yes  (1)  

o No  (2)  

 

 

 

  Have you experienced mental health difficulties at some point in your life? 

o Yes  (1)  

o No  (2)  

 

End of Block: Inclusion Criteria 
 

Start of Block: Not met criteria 
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Q217 Thank you for your time. Unfortunately, you are not eligible to take part at this time as you 

do not currently fulfil our inclusion criteria. 

 

End of Block: Not met criteria 
 

Start of Block: Demographic Questions 

 

Q256 Please enter a random animal and a memorable date (DD/MM/YYY) in the box below - this 

is your code name. Please make a note of this. 

 

________________________________________________________________ 

 

 

 

Q7 What gender do you identify as?  

o Male  (1)  

o Female  (2)  

o Non-binary / third gender  (3)  

o Prefer not to disclose  (4)  

 

 

 

Q8 What is your age? 

▼ 18-25 (1) ... Prefer not to say (6) 
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Q259 What is your ethnic group? 

 

o Asian or Asian British -  Bangladeshi  (1)  

o Asian or Asian British – Indian  (2)  

o Asian or Asian British – Pakistani  (3)  

o Asian or Asian British – Other Asian background  (4)  

o Black or Black British – African  (5)  

o Black or Black British – Caribbean  (6)  

o Black or Black British – Other Black background  (7)  

o Chinese  (8)  

o Mixed – White and Asian  (9)  

o Mixed – White and Black African  (10)  

o Mixed – White and Black Caribbean  (11)  

o Mixed – Other mixed background  (12)  

o White - British  (13)  

o White - Irish  (14)  

o White – Other White background  (15)  

o Prefer not to disclose my ethnicity  (16)  
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Q11 Do you have any mental health diagnoses? If so please enter them in the box below: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

End of Block: Demographic Questions 
 

Start of Block: (1) Dissociation – Integration of Self States Scale (D-ISS Scale) 

 

End of Block: (1) Dissociation – Integration of Self States Scale (D-ISS Scale) 
 

Start of Block: (2) DES-II 

 

End of Block: (2) DES-II 
 

Start of Block: (3) WDS  

 

End of Block: (3) WDS  
 

Start of Block: Debrief 

 

Q263  

We thank you for your time spent taking this survey. Your response has been recorded. Please 

read the debriefing form attached by clicking on this link Debriefing Form 

  

 To enter the raffle and see options to opt in to take part in the questionnaire again in 14 days 

time please follow this link https://southampton.qualtrics.com/jfe/form/SV_bfJC36Kd5A8M0VE  

 

End of Block: Debrief 
 

 

https://southampton.qualtrics.com/CP/File.php?F=F_9nSUdc87Ki8lO7A
https://southampton.qualtrics.com/jfe/form/SV_bfJC36Kd5A8M0VE
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Appendix F Debriefing Form 

 

Testing the reliability of a new measure which explores aspects of personality and mental 

health. 

Debriefing Statement (written) (Version 1, 30.07.22) 

ERGO ID: 72890 

We thank you for your time spent taking this survey. Your response has been recorded. 

To enter the raffle and see options to opt in to take part in the questionnaire again in 14 days 

time please follow this link: 

https://southampton.qualtrics.com/jfe/form/SV_bfJC36Kd5A8M0VE 

The aim of this research was to systematically and formally assess the psychometric properties of 

a new scale for aspects of personality. We’re particularly looking at measuring mechanisms for 

coping with stress such as dissociation (a way the brain can cope with feeling overwhelmed). We 

are hoping that it being able to measure these things will support us to understand these ways of 

coping and how they may affect people’s mental wellbeing in the future.  

Your data will help our understanding of individual’s experiences of different aspects of 

personality and whether the new measure can form a reliable and valid option for clinicians to 

use in clinical practice.  

As this survey could be a sensitive or an emotive topic due to it centring around mental health 

experiences, below are some mental health support lines for various different populations if you 

feel like it would be useful for you to contact them:  

 

• The Samaritans offer free support to anyone over the telephone any time of the day. 
Tel – 116 123 
Website – www.samaritans.org  
 

https://southampton.qualtrics.com/jfe/form/SV_bfJC36Kd5A8M0VE
http://www.samaritans.org/
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• National Suicide Prevention Helpline offers free support to anyone with thoughts of 
suicide any time of the day.  
Tel – 0800 689 5652  
Website: https://www.spbristol.org/NSPHUK  
  

• HOPELINEUK offers free support to those under the age of 35 who are experiencing 
thoughts of suicide. The line is open from 9am-12am (midnight).  
Tel – 0800 068 4141  

Website – https://www.papyrus-uk.org/contact-us/  

The following websites provide freely accessible self-help resources aimed at supporting 

individuals who are experiencing mental health difficulties: 

• NHS Self Help Guides - www.selfhelpguides.ntw.nhs.uk/southampton 

• Mind - www.mind.org.uk 

 

If you continue to feel distressed following taking part in this study, you can also discuss this with 

the research supervisor, Dr Tess Maguire at:  

Email: t.l.maguire@soton.ac.uk  

Once again results of this study will not include your name or any other identifying characteristics.  

The research did not use deception. You may have a copy of this summary if you wish and also a 

copy of the final research paper once the project is completed.   

If you are interested to read a bit more about the topic, please see the two references I have 

included at the bottom of the page. If you have any further questions about the research 

completed, please contact me, Clarissa Lord, at cl15n20@soton.ac.uk.   

Thank you for your participation in this research. 

If you have questions about your rights as a participant in this research, or if you feel that you 

have been placed at risk, you may contact the University of Southampton Head of Research 

Integrity and Governance (023 8059 5058, rgoinfo@soton.ac.uk). 
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Appendix G Demographic Information 

Demographic Information for Sample 1 

Demographic 
 

Total  % 

Gender 
    

Female 291 84.6 
 

Male 46 13.4 
 

Other 6 1.7 
 

Prefer not to disclose 1 0.3 
 

Total 344 100.0 

Age 
   

 
16 5 1.5 

 
17 10 2.9 

 
18 67 19.5 

 
19 85 24.7 

 
20 68 19.8 

 
21 44 12.8 

 
22 27 7.8 

 
23 16 4.7 

 
24 7 2.0 

 
25 15 4.4 

 
Total 344 100.0 

Ethnicity 
   



 

 

 100 

 
White 271 78.8 

 
Mixed/Multiple Ethnic Groups 21 6.1 

 
Asian/Asian British 29 8.4 

 
Black/African/Caribbean/Black British 11 3.2 

 
Prefer not to disclose 2 0.6 

 
Total 344 100.0 

Mental Health Diagnosis 
   

 
Depression related diagnoses 91 28.1 

 
Anxiety related diagnoses 108 33.3 

 
Obsessive Compulsive Disorder 16 4.9 

 
Eating disorders 25 7.7 

 
Trauma related disorders 18 5.6 

 

Neurodevelopmental (ADHD, Aspergers, 

Autism Spectrum Diagnosis) 15 4.6 

 
Personality Disorder 23 7.1 

 
Psychosis 5 1.5 

 
Bipolar  10 3.1 

 
Phobias 2 0.6 

 
Body Dysmorphia 2 0.6 

 
Chronic fatigue 2 0.6 

 
Insomnia 1 0.3 

 
Dissociative disorders 3 0.9 

 
Substance use disorder 1 0.3 
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Gender dysphoria  2 0.6 

 
Total 324 100.0 

 

Demographic Information for Sample 2 

Demographic  
 

Total % 

Gender 
 

    

 
Female 312 81.5 

 
Male 59 15.4 

 
Non-binary / third gender 10 2.6 

 
Prefer not to disclose 2 0.5 

 
Total 383 100.0 

Age 
 

    

 
18-25 324 85.0 

 
26 - 35 36 9.4 

 
36 - 45 12 3.1 

 
46 - 55 7 1.8 

 
56 - 65 2 0.5 

 
Total 381 100.0 

Ethnicity 
 

    

 
White - British 256 66.8 

 
Mixed – White and Asian 10 2.6 

 
Mixed – Other mixed background 7 1.8 

 
Asian or Asian British – Indian 16 4.2 

 
White – Other White background 42 11.0 
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Asian or Asian British – Other Asian 

background 

11 2.9 

 
Chinese 15 3.9 

 
White - Irish 6 1.6 

 
Asian or Asian British – Pakistani 3 0.8 

 
Black or Black British – African 7 1.8 

 
Mixed – White and Black Caribbean 2 0.5 

 
Black or Black British – Caribbean 5 1.3 

 
Prefer not to disclose my ethnicity 1 0.3 

 
Black or Black British – Other Black 

background 

1 0.3 

 
Mixed – White and Black African 1 0.3 

 
Total 383 100.0 

Mental Health 

Diagnosis 

 
    

 
Depression related diagnoses 86 28.0 

 
Anxiety related diagnoses 114 37.1 

 
Obsessive Compulsive Disorder 22 7.2 

 
Eating disorders 24 7.8 

 
Trauma related disorders 12 3.9 

 
Neurodevelopmental (ADHD, Aspergers, 

Autism Spectrum Diagnosis, Tourettes, 

Dyslexia) 

18 5.9 

 
Emotionally unstable personality disorder 

(EUPD) 

11 3.6 

 
Oppositional defiant disorder  1 0.3 

 
Bipolar  4 1.3 
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Phobias 3 1.0 

 
Seasonal affective disorder 2 0.7 

 
Selective mutism 3 1.0 

 
Trichotillomania 3 0.6 

 
Psychogenic nonepileptic seizures 1 0.3 

 
Schizoaffective disorder 2 0.7 

 
Gender dysphoria  1 0.3 

 
Total 307 100.0 
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Appendix H Master Copy of the D‐ISS and scoring 

instructions  

D-ISS  
(Dissociation‐Integration of Self‐States Scale) 
 
We all have different aspects or parts of ourselves, different ways of being in different situations. 
These are sometimes called 'self‐states'. 
 
These self‐states involve a sense of identity, choice, values, and will. For example, when we go to 
work, we are in a different self‐state than when we are with our friends or studying or interacting 
with our family. We all behave and think differently in different situations. 
 
Some of us have bigger differences between self‐states and some of us find it hard to remain in 
control of which self‐state we are in. Some people even feel that they have very separate self‐states, 
they might feel they have different selves residing within one body. 
 
We are interested in your awareness of self‐states and your perceptions of them. Please tell us 
whether you agree or disagree with the following statements. 
 
Client name…………..Completion date……………. 

Item 
No 

Statement Response (choose one) 

aw 

1 I am very aware of having 
different self‐states 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

2 I know when I have shifted from 
one self‐state to another 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

3 I am aware of all my different 
self‐states 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

4 I can tell when I have been in one 
self‐state and then in another 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

5 I am not aware of all the self‐
states 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

in 
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6 I feel that the self‐states are 
combined to form me as a whole 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

7 The self‐states are integrated 
together 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

8 The self‐states are all aspects of 
me as a person 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

9 The self‐states feel connected 
together in some way 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

10 I am formed of all the self‐states Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

di 

11 The different self‐states have 
different names 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

12 When I’m in one self‐state I often 
don’t remember what happened 
when I was in a different self‐
state 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

13 Some self‐states are male and 
some are female 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

14 Some self‐states are children, 
some are more grown up 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

15 Some self‐states are dangerous 
to me or other people 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

ac 

16 I would like to get rid of some 
self‐states 

Strongly 
disagree 

 

 Neither 
agree nor 
disagree 

 
Agree 
 

Strongly 
agree 
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0 Disagree 
 

1 

2 3 4 

17 The self‐states cause problems in 
my life 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

18 I hate some self‐states Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

19 I feel like punishing some self‐
states 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

20 I would like some self‐states to 
disappear 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

co 

21 I have control over moving 
between self‐states 

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

22 I have no choice over whether I 
move between self‐states 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

23 I cannot control whether I end up 
in one self‐state or another 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

24 I can choose what self‐state I am 
in in any situation   

Strongly 
disagree 

 
4 

 
Disagree 

 
3 

Neither 
agree nor 
disagree 

2 

 
Agree 

 
1 

Strongly 
agree 

 
0 

25 I have no choice about what self‐
state I am in 

Strongly 
disagree 

 
0 

 
Disagree 

 
1 

Neither 
agree nor 
disagree 

2 

 
Agree 
 

3 

Strongly 
agree 

 
4 

 

 

 

 



 

   

   

  

107 

D-ISS (Dissociation-Integration of Self-States Scale) Scoring Instructions (for assessor) 
 

Scoring: 

Add up the scores for each 5 item subscale 

 

Aw = Awareness of self‐states 

The extent to which the person knows about all the different self states they experience 

In = Integration of self‐states into a coherent overall sense of self 

The extent to which the person’s self‐states cohere together into an overall whole 

Di = Difference/Distance between self‐states 

The degree of difference between self‐states and the psychological ‘distance’ between them 

Ac = Acceptance of self‐states 

 The extent to which the person is content with all their self‐states 

Co = Control/Choice,  

The person’s ability to control shifting between self‐states and to choose which self‐state to 

be in at a given time 

 

For each subscale there is a maximum score of 20 and minimum score of 0. The maximum overall 

score for the D‐ISS is 100. The higher the score, the more dissociation between self‐states.  

It is also useful to look at scores for each subscale, as well as individual items, to inform clinical 

formulation and treatment planning as well as reviewing progress and outcome assessment. 

 

 Subscale Score 

aw Awareness   
in Integration   

di Difference/Distance  

ac Acceptance  

co Control/Choice  

 Overall Score  

 Comments 
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