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Abstract
This study examined various types of trauma, witlemphasis on sexual trauma across the
lifespan, in a clinical sample of male and femalalaoutpatients assessed for trauma,
somatization, and dissociation. Two hundred fong-fidult outpatients at the University of
Tennessee Psychological Clinic were administeredilsociative Experiences Scale (DES),
the Traumatic Experiences Checklist (TEC), and SgmpChecklist-90-Revised, SCL-90-R, as
part of the routine intake procedure. Of thosevitlials, 200 patients completed the
guestionnaires correctly and were included in thal study sample. The experience of sexual
trauma indeed accounted for additional variancsmatization scores over and above the
experience of other types of trauma, althoughdtrdit account for additional variance in
dissociation scores. Also somatization was sigaifity correlated with dissociation. On the
other hand, gender did not significantly incredselikelihood of having greater somatization.
Furthermore, somatization did not significantly racate the relationship between trauma and
dissociation nor did it affect the non-significaatationship between gender and dissociation.
Also, surprisingly in this sample, age of onses@tual trauma did not significantly increase the
likelihood of having greater dissociation or sornation. Finally, the experience of having a
family member perpetrator did not account for addal variance in dissociation or somatization

scores over and above having a non-family memhbgep@tor.
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Chapter |: Introduction

Historically, both dissociation and somatizatiorrevenked and referred to as hysteria by
Freud and Janet (Breuer & Freud, 1995; Janet, 18B88}eria was thought to stem from an
individual's experience of trauma, specifically saktrauma (Breuer et al., 1995). However, in
recent diagnostic classifications dissociative lecs and somatization disorders are considered
separately (American Psychiatric Association [DSKTIR], 2000). DSM-IV-TR (2000) defines
dissociation as “a disruption in the usually intggd functions of consciousness, memory,
identity, or perception of the environment. Thewlisance may be sudden or gradual, transient
or chronic” (p. 822). DSM-IV-TR (2000) defines satization as a pattern of medically
unexplained complaints of multiple physical sympsoinom several different organ systems.

It is critical to continue to examine how thesaditions may be linked and relate to the
experience of trauma. This is important becauswiohebls who have experienced trauma and
have symptoms of dissociation and somatizatiorggteuto seek help for symptoms that they do
not understand and for which physicians cannot éimdedical explanation. Furthermore, these
individuals may have difficulty forming meaningfaterpersonal relationships due to a poor
view of self and others. The medical literature bagun to recognize the importance of this
critical issue, and acknowledge that the detrimantpact of negative childhood events on
physical as well as mental health has been minunizegnored for decades. Medical research
has begun to demonstrate that “a broad range @raelhildhood events are significant risk
factors for most mental health problems” (Read &ta#, 2012, p. 89) as well as serious
medical conditions as adults (Felitti et al., 1998)

The intense emotional arousal of trauma may interféth the information processing

and storage of traumatic memory due to being erctdd&erently than non-traumatic memory



(van der Kolk, 1994). That is, an absence of dediagind specific memory for the traumatic event
may occur (van der Kolk, McFarlane, & Weisaeth, @9®issociative symptoms “reflect the
disintegration of emotion schemas with differend @msconnected elements occupying
consciousness” (Taylor, 2010, p. 344 ). SpiegeB) ®heorized that dissociation is a defense
mechanism activated in response to the overwhelpang and helplessness produced by trauma.
He suggests that dissociation is different thaewotiefense mechanisms because rather than
protecting an individual from unconscious desined drives, it shields them from immediate
traumatic experiences. However, fragmentation efsense of self may then occur. Briere
(2006) found that a history of interpersonal viaermr trauma (e.g., child abuse, rape) was a
predictor of dissociative symptoms in trauma-expgs&rticipants. This is even more likely to
occur when an individual suffers the trauma atamhyeage (Abbas, 2011) and/or if the

individual is unable to cope with and integrate dirtressing trauma material into his or her self-
concept (Abbas & Macfie, 2013). Furthermore, disstoan may become part of the individual's
emotion regulation strategy and be reactivated vax@osed to future stress (Spiegel, 1986). In
addition to dissociation, the stress of trauma mayifest itself in other ways such as
somatization. For instance, Mechanic’s attributiogory of somatization proposed that stress,
either psychological or physical, is the basisarhatization and thus results in either real or
imagined bodily symptoms (Mechanic, 1972). Therefeomatization may develop and may be
“attributed to a preoccupation with and attempgit@@ meaning to the bodily sensations
associated with activation of subsymbolic proces$isasare disconnected from symbolic
representations” (Taylor, 2010, p. 344). In otherds, trauma is nonverbal, or bodily, despite
the type of trauma. For instance, Amar and Gen(2005) stated that women who have

experienced intimate partner violence (i.e., phalsigjury, psychological abuse, sexual assault,



social isolation, stalking, deprivation, intimidati, and/or threats) have significantly higher
somatization scores on the SCL-90-R than womenwsre not victims of intimate partner
violence. That is, whether the trauma directly adely affected the body (as in physical or
sexual trauma), or not (as in psychological abigsdation, or deprivation), the trauma remained
nonverbal or “in the body.” Moreover, sexual trauamal its manifestations and triggers, are
even more centered on the body due to violaticdh@body self-boundaries and the greater
degree of invasiveness inherent in sexual trauneaeby suggesting an even higher likelihood
that somatization may occur.

The current study attempts to further understardehraumatized individuals by seeking
to examine not only the independent effects of aettauma and somatization on dissociation
found in previous research, but also the possildderating role of somatization on the
relationship between sexual trauma and dissociatianlarge adult clinical sample. We will also
distinguish between and assess both individualsreport having experienced childhood sexual
abuse and those who report having a sexual trasraa adult and how age of onset may affect
their levels of dissociation and somatization. Tikisnportant as age of onset of trauma has been
shown in multiple studies to affect levels of digation differentially (Abbas, 2011; Lipschitz,
Kaplan, Sorkenn, Chorney, & Asnis, 1996; Ogawauf&roWeinfield, Carlson, & Egeland,
1997). Theoretically, this could be due to theakidevelopmentally immature regulation
strategies and unsophisticated defense mecharnis$ms, when trauma occurs during an early
period in development, it may cause a disruptioona’s ability to consolidate a sense of self
across behavioral states (Putnam, 1989) and cae ¢deagmentation of one’s sense of self
(Spiegel, 1986). Furthermore, sexual traumatizadiatails violations of body self-boundaries

and a higher degree of invasiveness than othes typgauma making it difficult for the



individual to inhabit his or her own body, therefdrodily preoccupation and manifestation of
somatic symptoms may be more prominent in indivislwdno experience sexual trauma than in
individuals who report other types of trauma.

Furthermore, dissociation of overwhelming emotifrosn cognitive awareness as a
defense mechanism may either exacerbate or minitmézdevelopment of somatization. For
instance, an individual who has experienced setxaama and is preoccupied with real or
imagined bodily symptoms may either “remove” thelvse from their body through
dissociation or, on the other hand, be excessmeadgent in their body and hypersensitive to
bodily sensations. Therefore, it logically follotvgt moderation may occur. For instance, if an
individual scores high on somatization, that pgréint’s dissociation score may be less than an
individual who scores low on somatization, desthtepresence of trauma which is associated
with greater dissociation scores. The conceptitivasiveness may be related to increased
dissociation has also been shown in the medieblare. Diseth (2006) stated that exposure to
an invasive medical treatment procedure performeithd child’s parent daily, even in the
absence of “parental malevolence,” negatively ingchild development. This invasive
medical procedure was significantly correlated vmtbre frequent and severe dissociative
symptomatology (Diseth, 2006). This further suggésat the invasive nature of the trauma may
create an atmosphere in which the individual findifficult to inhabit his or her own body,
which in turn may subsequently lead to dissociasind/or somatization.

In the current study the role of gender will algodxplored. In this way, the study will
further our understanding of the presence/abseinsenoatization in males as well as females, in
which the majority of participants have experientadma (Trimble et al., 2006), in order to

examine whether it is the presence of sexual traimaias the condition in which somatization



may manifest itself or whether it is more likelysasiated with an individual’s gender. However,
when examining the interaction between gender, sSnaten, and dissociation, the effects of
societal and cultural norms regarding gender mdged have an impact. For instance, a female
may not be in a position to outwardly express dsdtregarding her trauma. Thus, she might
begin dissociating to manage the overwhelming emnatiand/or physical pain involved, as well
as her feelings that have been labeled antithetcgrding traditional and accepted gender
norms (Stein, 2012). On the other hand, she manl@gressing her discomfort related to
being in her body by somaticizing and having thetrdss of the trauma manifest itself through
various bodily symptoms. This is not to say thatasaespecially as children, may not be in a
similarly restrictive situation. For instance, tnaa in which the victim characterizes the trauma
as high in betrayal, that is “trauma perpetratgddmeone with whom a victim is close”
(Goldsmith, Freyd, & DePrince, 2012, p. 547) hasrbghown to predict dissociation and
physical health complaints (Goldsmith et al., 20T2)us, in the current study we will also
distinguish between the victim’s relationship te prerpetrator. That is, we assess whether the
sexually traumatized individual has a family memb&ra non-family member perpetrator in
order to investigate whether having a family meng®petrator increases the likelihood of
greater dissociation or somatization scores. Furthee, regarding gender, males may use
aggression, an accepted gender norm for malesjpstance abuse to defend against the distress
they feel due to trauma rather than dissociatiosoonatization. Results of this study may inform
interventions as currently somatization continwelse “beyond the reach of psychoanalytic
treatments” (Bucci, 1997, p. 170) and individuaatinue to seek medical treatment with no
avalil.

Sexual Trauma, Somatization, and Dissociation



Sexual trauma and its impact on dissociation haenlstudied comprehensively in the
empirical literature. Ogawa et al. (1997) conduceqmospective longitudinal study over 19
years with 168 children who, due to poverty andjlgmother status, were considered high risk
for poor developmental outcomes. In their initindbysis, they found that early onset sexual
abuse predicted dissociation in early adulthoodrddeer, in this longitudinal study, the
experience of sexual abuse was assessed objeaisialy coding of records, e.g., Department of
Children’s Services, rather than depending on @pents’ retrospective self-report. In another
longitudinal study (Macfie, Cicchetti, & Toth, 208fland in a large cross-sectional study
(Macfie, Cicchetti, & Toth, 2001b) of children ihd preschool period, sexual abuse was
associated with dissociation, as was physical abiuse majority of research studies, however,
are retrospective self-report. Despite possible tige to the retrospective nature of the reporting
of sexual abuse, the sheer number of similar figglend the corroboration of longitudinal and
concurrent studies of children suggest that thera strong association between the incidence of
sexual abuse and dissociation (Collin-Vézina & HEEBH05; Kisiel & Lyons, 2001; Zlotnick,
Zakriski, Shea, & Costello, 1996). Sack, Borosk&kg and Lahmann (2010) performed a
study of 240 adult outpatients, male and femal@yTrheasured various types of trauma
including extrafamilial sexual violence, severeidents, and natural disasters, among others.
They categorized participants into three groupsséhwho had sexual trauma, nonsexual trauma,
and no trauma. They found that dissociation symgtwere significantly more prevalent in
individuals in the sexual trauma group compareitdiovziduals in the nonsexual trauma and no
trauma groups (Sack et al., 2010).

Nevertheless, it is important to recognize the eirgliliterature that demonstrates that

physical abuse is also associated with dissocig@amfiin-Vézina, Coleman, Milne, Sell, &



Daigneault, 2011; Roe-Sepowitz, Bedard, & Pate720@icher, Samson, Polcari, &
McGreenery, 2006). In the medical literature, Bmagnd Langeland (1999) stated that increased
dissociation was primarily associated with overwiiag adverse childhood experiences, such as
physical and sexual abuse. Moreover, the sevefityeosexual abuse (e.g., degree of
invasiveness) was directly related to more prontidégsociative symptoms (Draijer et al.,
1999). Contrarily, there are some studies whichntaai that sexual abuse does not have a direct
correlation with greater dissociation (Gipple, L&&Ruig, 2006; Talbot, Talbot, & Tu, 2004).
However, there were limitations associated withheaidhese studies. Both studies used females
only and samples of convenience, college undergtadiwand inpatients respectively.
Furthermore, Talbot et al. (2004) assessed adulias@ssault with a single-item measure and
operationalized it as occurring within the last 6nths. Finally, Talbot et al.’s (2004) focus was
on assessing shame-proneness and its impact oal sduse and dissociation which adds a
more nuanced layer to the relationship which masehafluenced and restricted the
generalizability of the findings. Thus, it appetrat even though the previously mentioned
studies (Gipple et al., 2006; Talbot et al., 20@dd hot support an association between sexual
abuse and dissociation, their limitations may hawetributed to these results, especially as the
evidence for an association between sexual abusdissociation has been demonstrated in the
majority of empirical literature through prospeetiongitudinal and retrospective studies alike.
Some retrospective self-report studies focused @manunity sample of male and
female adults. For instance, Twaite and Rodriguezh3cki (2004) used a community sample of
284 adults and found that individuals with childd@®xual abuse reported greater dissociation
than individuals who did not report childhood abhusiso, Teicher et al. (2006) used a

community sample of “healthy subjects” and indiatluwho endorsed having a “history of an



unhappy childhood.” Participants were male and feradults from age 18-22. They found that
sexual abuse was moderately associated with d&smti even after controlling for other
subtypes of trauma, including physical abuse, dabase, and exposure to domestic violence
(Teicher et al., 2006). It is important to notett8@% of maltreated children experience more
than one subtype of maltreatment (Manly, Cicché&tf3arnett, 1994), so distinguishing the
effects of each individual subtype is generallyteuaiifficult or implausible. Therefore, subtypes
of trauma were ordered into a hierarchy of howaesly they violate social norms (Manly et al.,
1994) due to the implicit understanding that sexalmise rarely occurs in isolation. Thus, first all
those adults reporting sexual abuse were taketodatm a sexual abuse group. Second, of
those remaining, all those reporting experiencitigokinds of trauma were taken out to form
the other trauma group. Third, all those left winb bt report experiencing any trauma formed
the no trauma group. Although we will not be assgsgauma group differences in the present
study, we control for this well-known methodoloditssue in the literature by performing a
hierarchical multiple regression analysis in whigh add the subtype of trauma that most
seriously violates social norms (sexual trauma separate step from other trauma.

We also address several other gaps in the sexaush#r literature including the
disproportionate use of female only samples (Gigplal., 2006; Roe-Sepowitz et al., 2007,
Samelius, Wijma, Wingren, & Wijma, 2010). Anothexpgin the literature that the present study
aims to address is the disproportionate use otigpiazsamples (Reinhard, Wolf, & Cozolino,
2010; Swett & Halpert, 1993; Talbot et al., 2004jieh is a problem due to the fact that
inpatients are generally in a more acute stateocam@lve more severe psychopathology than do
outpatients. Furthermore, many studies use childniypsamples (Hulette, Fisher, Kim, Ganger,

& Landsverk, 2008; Sim et al., 2005), especiallidren in residential settings (Collin-Vézina et



al., 2011; Kisiel et al., 2001). Using children pysbmples may not allow the study to capture
how abuse or trauma that occurs during childhotettsf an individual across the lifespan in
response to the traumatic experience. Finally,dalitianal gap in the sexual trauma literature is
the emphasis on childhood sexual abuse (Sansomelevian, Tahir, & Buckner, 2009; Twaite
et al., 2004; Zlotnick et al., 1996) rather thasessing sexual trauma across the lifespan. By
limiting the sample to childhood sexual abuse suama only, individuals who have experienced
a sexual trauma as an adult are excluded, omatmighportant population that can further our
understanding of how sexual trauma may manifesif itgsd the defense mechanisms and social
support an individual may have available to assistanaging the trauma. The present study
addresses these gaps by utilizing a large, adtpatieant sample of males and females with a
broad age range, a variety of diagnoses, and apegientage of trauma. We chose to utilize a
clinical outpatient population rather than a comityusample in order to obtain a greater
number of individuals who have experienced trawspacifically sexual trauma, as clinical
samples have on average higher rates of traumaesgthan do general populations (Briere,
2006). We assess sexual trauma as well as othspgshof trauma (i.e., emotional neglect,
emotional abuse, physical abuse, sexual harassarehmiscellaneous traumatic episodes such
as loss of a family member, witnessing others uwml&éauma, or serious bodily injury),
throughout the individual’s life. We anticipate tlilae experience of sexual trauma will account
for additional variance in dissociation over andabthe experience of other types of trauma.
This belief is due to violation of body self-bouniéa and the degree of invasiveness inherent in
sexual trauma that makes being in the body no loog®fortable. Therefore, we expect to
replicate the trend in the sexual trauma literatnde extending it by using a more

generalizable population.



The sexual trauma literature has also focused ®firtk between sexual trauma and
somatization. The trend in the literature is theglationship between sexual trauma and
somatization has been demonstrated such that chdild who have experienced sexual trauma
have greater somatization than those who havexparenced sexual trauma (Golding, 1999;
Kinzl, Traweger, & Biebl, 1995; Stein et al., 2008pitzer, Barnow, Gau, Freyberger, and
Grabe (2008) performed a study with 28 adult irgra#i and outpatients, both male and female,
who had a diagnosis of somatization disorder. Tdisg had a control group of individuals with
Major Depressive Disorder (MDD), matched for agd gander. Their results support that
sexual abuse was significantly more frequent insthraatization group than in the MDD group
(Spitzer et al., 2008).

In a study with a much larger sample, Eberhard-G8ahei, and Eskild (2007) used a
sample of 2730 adult females from the communityeyl$howed that women exposed to sexual
violence were associated with reporting signifibantore somatic symptoms than were women
who had not been exposed to sexual violence (Elf@ean et al., 2007). However, there are
some discrepant studies that state there is nborethip between sexual abuse and somatization
(Brawman-Mintzer, Monnier, Wolitzky, & Falsetti, @5; Brown, Schrag, & Trimble, 2005;
Sansone et al., 2009). Each of these studies geessampling and assessment limitations,
however. For example, Brawman-Mintzer et al. (20@8jzed a sample of patients diagnosed
with Generalized Anxiety Disorder (GAD). Furtherrapthey only assessed somatic symptoms
associated with GAD such as muscle tension, autanbyperactivity, and vigilance which are
not the more universally recognized symptoms ofaaration such as headaches, nausea, or
faintness/dizziness (Derogatis, 1994). Brown et24105) had a small sample size of a highly

specialized population of 22 individuals diagnogsith somatization disorder who had sought

10



treatment at a specialist neurological hospitalalfy, Sansone et al. (2009) also had a
methodological issue present in their study in Wwhiee assessment measure of childhood trauma
was developed by one of the authors and had nottiested for validity or reliability.

Even still in the literature supporting the relasbip between sexual abuse and
somatization, methodological and sampling issuesitmoe to exist. Similar to Eberhard-Gran et
al. (2007), many studies in the sexual abuse améspation literature have utilized female only
samples (Stein et al., 2004, Zlotnick et al., 1996had relatively few male participants
compared to the number of female participants (Bretval., 2005; Spitzer et al., 2008). Even
the studies whose female: male ratio was more ptiopate have considerably more females
than males (Sack et al., 2010; Sansone et al.,)2B0Binstance, Sack et al. (2010) had 167
females and only 73 males. Consequently, it is mamb to investigate the association of sexual
trauma and somatization across gender in ordes tbke to understand it more fully. The
empirical literature’s current stance in some wagpetuates the f'&entury view of Janet and
Freud that somatization, or historically termedtbgig, is predominately a condition that females
are prone to (Breuer et al., 1995; Janet, 192%vever, in an attempt to be more in accordance
with Briquet, another ®century psychologist, the current study attempisvestigate
somatization (i.e., hysteria) in males as welleasdles (Trimble et al., 2006). This is in order to
examine whether it is the presence of sexual trammmia contrast, an individual's gender, in
which somatization may manifest itself. In an eftoraddress this gap in the literature, the
current study has a large sample of male and feathl# outpatients and assesses sexual trauma
and somatization. We expect that the experiensexiial trauma will account for additional

variance in somatization over and above the expegief other types of trauma.
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Additionally, there has been previous researchhbatfocused on the relationship
between somatization and dissociation. The majofithe research has found that somatization
is associated with greater dissociation (Saxe, 1Gam Berkowitz, & Hall, 1994; van der Kolk,
Pelcovitz, Roth, & Mandel, 1996; Walker, Katon, blas, Jemelka, & et al., 1992). For instance,
Brown et al. (2005) had a sample of 22 inpatients @utpatients with somatization disorder and
a comparison group of 19 medical patients. Thewndiinat the somatization group had higher
dissociative amnesia scores than the medical casguagroup (Brown et al., 2005).
Nevertheless, there have been few discordant sttt report there is not an association
between somatization and dissociation (Gold, KetriynZucker, Cott, & Sellers, 2008; Litwin
& Cardefia, 2001). These studies have methodologicgdmpling issues that may have
implications for the interpretation and/or generattility of their findings. For instance, Gold et
al. (2008) used the MMPI-2 scales of Hypochondsiasid Hysteria to measure somatic
symptoms which consist of characterological traitd other symptoms besides somatic
complaints. Litwin et al. (2001) used a small saargke of a highly specialized population of 41
inpatients at an epilepsy center who were diagnastédeither epileptic seizures or psychogenic
non-epileptic seizures. In the present study, \ae pb demonstrate that somatization will be
correlated with dissociation in the sample as alet®s mentioned previously, dissociation of
overwhelming emotions from cognitive awareness exacerbate the development of
somatization in order to avoid uncomfortable, cairig, or painful emotions related to the
experience of trauma.

Numerous studies have investigated the previousiytibned main effects; however, we
not only plan to replicate these findings but weogdlan to expand the literature by examining

the possible moderating effect of somatizationhenrelationship between sexual trauma and
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dissociation. As previously mentioned, the empiridarature denotes a trend supporting a
relationship between sexual trauma and dissocisbomatization respectively. Additionally,
dissociation of overwhelming emotions from cogretawareness as a defense mechanism may
either exacerbate or minimize the development ofatzation. That is, an individual who has
experienced sexual trauma and is preoccupied widlgined or real bodily symptoms may either
“remove” themselves from their body through disation or, on the other hand, be excessively
present in their body and hypersensitive to bosigsations. Moreover, sexual traumatization
entails violations of body self-boundaries andghkr degree of invasiveness than other types of
trauma making it difficult for the individual to labit his or her own body, therefore bodily
preoccupation and manifestation of somatic symptorag be more prominent in individuals
who experience sexual trauma than in individuals védport other trauma. Thus, we infer that in
the sample as a whole, of those who report traumgefieral), somatization will moderate the
effect of trauma on dissociation, such that pgréiots with high scores on somatization may
have decreased dissociation scores compared ticigent who scores low on somatization,
despite the presence of trauma.
Gender, Somatization, and Dissociation

Finally, while researching sexual trauma, dissammtand somatization, we noted the
role of gender and concluded that it must be ackeyed and further explored. In reference to
gender and somatization, it has been overwhelmidghgonstrated in the literature that
somatization indeed is affected by gender, sudhféinaales demonstrate significantly greater
somatization (Klonoff, Landrine, & Campbell, 2003ynamé&ki, Komproe, Qouta, Elmasri, & de
Jong, 2005; Shek, 1989; Zink, Klesges, Stevensg&kidr, 2009). For instance, Zink et al. (2009)

utilized a sample of 156 adults, males and femé#&les) the community who endorsed having a

13



sexual trauma either as a child and/or as an athgty found that females had significantly
greater somatization than males (Zink et al., 208Beit the majority of the literature points to
a significant gender difference, there are stuthiassuggest there is no evidence for this
relationship (e. g., Khodarahimi, 2010). Khodaraltar(R010) discrepant findings could be due
to the use of restricted age ranges in his sample 4dolescents and young adults), the use of an
Iranian sample and the cultural differences thag otmfound the research, and/or the fact that
he was assessing gender’s role in affecting seusadies of psychopathology as well as
psychopathic deviance as part of his study. Howexe study, similar to Zink et al. (2009),
utilizes a sample of adult males and females, rapfyom age 18 to 64 in order to assess
gender’s effect on somatization in a largely tratineal sample. Based on the prevalence of
empirical evidence that points to a gender diffeegnve anticipate that there are gender
differences in somatization, such that females malle greater somatization than males in the
sample as a whole.

In regards to gender and dissociation, the treridgrcurrent literature appears to
demonstrate that dissociation does not have afisigni correlation with gender (Fullerton et al.,
2001; OlIff, Langeland, Draijer, & Gersons, 2007¢lSat al., 2010; Teicher et al., 2006). For
instance, Punamaki et al. (2005) used a sampl8®m&8ults and adolescents in the community
who either had trauma or no trauma. They foundttiere was no gender difference in the
trauma group participants’ peritraumatic dissoomgcores (Punamaki et al., 2005). A few
research studies demonstrate that dissociatiaiated to gender, such that females showed
significantly greater dissociation than males (Bity& Harvey, 2003; Kisiel et al., 2001).

Consequently, based on the review of literatureanmthe theory that suggests that the
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mechanism that induces dissociative symptoms igtease emotional arousal of trauma (van
der Kolk, 1994), it is likely that gender is nosasiated with dissociation.

Therefore, finally, we also plan to analyze anrnatéon similar to a study that found a
moderation effect for gender, somatization, andatistion (Gold et al., 2008). Gold et al. (2008)
studied 251 adult outpatient survivors of childheedual abuse, males and females. They
measured somatization using the Symptom CheclhigRévised, SCL-90-R (Derogatis, 1994),
and dissociation with the Dissociative Experienseale, DES (Bernstein & Putnam, 1986).
They found that gender moderated the effect of s$i@ateon on dissociation such that
somatization and dissociation were significantlyrelated only in women and that this
relationship was absent in men (Gold et al., 200B& current study also plans to utilize the
SCL-90-R and the DES to measure somatization asmbdiation respectively. Furthermore, we
aim to analyze a moderation between gender, soatiatiz and dissociation. However, we hope
to demonstrate that in the sample as a whole, spatiah will moderate the effect of gender on
dissociation. This differs from Gold et al.’s (20G&udy, in that in the present study
somatization is assigned as the moderator rataargbender. Since we don’t anticipate a gender
difference in relation to dissociation, we will téisis moderation to determine if the level of
somatization an individual experiences differehtiahpacts how gender affects dissociation.
Current Hypotheses

In summary, in an effort to address the use otiarscribed populations in the sexual
trauma, somatization, and dissociation literat(eay., samples of females only, inpatients only,
children only, and survivors of childhood sexualisd only) the present study utilizes a large
sample of male and female adult outpatients whe lesdorsed either experiencing sexual

trauma, other types of trauma, or no trauma irr fifetime. We hypothesize 1) that the
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experience of sexual trauma will account for addil variance in dissociation over and above
the experience of other types of trauma; 2) thatetkperience of sexual trauma will account for
additional variance in somatization over and alibeeexperience of other types of trauma; 3)
that somatization will be correlated with dissociatin the sample as a whole; 4) that in the
sample as a whole, of those who report trauma, spatian will moderate the effect of trauma
on dissociation; 5) that there are gender diffeesnn somatization, such that females will have
greater somatization than males in the samplendsoée; and 6) that in the sample as a whole,

somatization will moderate the effect of gended@sociation.
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Chapter 11: Method

Procedures

The University of Tennessee Psychological Clinia tsaining facility for non-licensed
Clinical Psychology graduate students. It serviesvasocioeconomic status population who are
uninsured by utilizing a sliding fee schedule. @dlults seeking individual psychotherapy or a
psychological evaluation at the University of Tessee Psychological Clinic from January 2010
to March 2011, were administered several questioesas part of the clinic’s routine intake
procedure. The questionnaires used in this stutlydied the Dissociative Experiences Scale
(DES), the Traumatic Experiences Checklist (TERg, $ymptom Checklist-90-Revised (SCL-
90-R), and a brief demographics questionnaire.
Participants

We chose to utilize a clinical population ratheartta community sample in order to
obtain a greater number of individuals who haveeeignced trauma, specifically sexual trauma,
as clinical samples have on average higher rateawha exposure than do general populations
(Briere, 2006). We administered questionnairegitdtaoutpatientsN = 245). We excluded
those who refused to complete the questionnairessy) and those who filled them out
incompletely(n = 40). Therefore, we excluded a total of 18%@45) of the individuals, which
created the final study samplé £ 200). See Table 1 for details regarding grotifeidinces. Of
the adults who completed all the questionnairesectdy (N = 200), 84% reported having a
trauma ( = 168), 25% reported having sexual trauma @9), 83% reported having a trauma
other than sexual trauma £ 166) (i.e., emotional neglect, emotional abpégsical abuse,
sexual harassment, and miscellaneous traumatiodgs¥ and 16% reported not having a

trauma(n = 32). For the sample utilized in the current gt(\d = 200), participants’ age ranged

17



from 18 to 64 1 = 28.94,3D = 10.61), 45% were males and 55% were females.dgeaphics
are as follows for the percentage of individualowdported various types of trauma. For those
who reported sexual trauma either as a child adardt f = 49), the sample of adults ranged in
age from 19 to 62V = 31.22,3D = 10.35), 22% were males and 78% were femalesaldée
distinguished between childhood sexual abuse anthtgauma as an adult and analyzed
whether the age of onset of sexual trauma sigmifigampacted dissociation and somatization.
For those who reported sexual abuse as a anf#d32), the sample of adults ranged in age from
19 to 61 M = 30.53,SD = 9.64), 19% were males and 81% were femalesthiése who

reported sexual trauma as an adakt (10), the sample of adults ranged in age fronpZ2 M

= 31.46,3D = 10.33), 30% were males and 70% were femalesthiése who reported sexual
trauma both as a child and as an aduit @), the sample of adults ranged in age fromoZ238t

(M =28.64,D =9.23), 0% were males and 100% were femalestbHése who reported sexual
trauma either as a child or an adult but did ndicate the age at which the sexual trauma
occurred § = 7), the sample of adults ranged in age fromo248t (M = 30.62,SD = 9.52), 29%
were males and 71% were females. Furthermore, stegliished between the victim’s
relationship to the perpetrator, that is whetheras a family member vs. a non-family member
perpetrator. For those who reported sexual traumdehad either a family or a non-family
member perpetraton & 49), the sample of adults ranged in age fronol&2 M = 31.22,9D =
10.35), 22% were males and 78% were females. lésettvho reported a family member
perpetratorrf = 17), the sample of adults ranged in age fronoZel M = 30.53,SD = 9.64),
12% were males and 88% were females. For thoseeydurted a non-family member
perpetratorrf = 37), the sample of adults ranged in age fronol&2 M = 31.22,SD = 10.35),

27% were males and 73% were females. For thosaeguwoted both a family and a non-family
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member perpetraton & 5), the sample of adults ranged in age fromol®1t (M = 40.40,3D =
15.42), 20% were males and 80% were females. Heégetwho reported other types of trauma (
= 166), the sample of adults ranged in age frornol@ M = 29.57,9D = 10.78), 55% were
males and 45% were females. For participants rigygonb traumar = 32), the sample of adults
ranged in age from 18 to 5M(= 26.13,SD = 9.54), 50% were males and 50% were females.
See Table 1 for a summary of demographics (e.ggatbn, marital status, ethnicity, etc.),
dissociation, and somatization scores for the fadly sampleN = 200), as well as for the
trauma variables. See Table 2 for correlationssdatiation, somatization, and demographics.
Not all participants provided additional demographiformation as compliance was optional
and did not affect provision of services.
M easur es
Dissociation

Dissociation may be assessed along a continuolestbed ranges between normative
and pathological dissociation. Pathological disstben may be assessed categorically in terms of
presence/absence of a dissociative disorder (@gpociative Identity Disorder (DID) or
Depersonalization Disorder). The current study ephealizes and measures dissociation on a
continuum and uses the self-report measure, thebDitive Experiences Scale, DES, (Bernstein
et al., 1986). There are 28 items for which theip@ant reports the percentage of time spent
experiencing each symptom from 0%-100%. Some saitgptes include, “Some people find that
they have no memory for some important eventseir tives (for example, a wedding or a
graduation);” “Some people have the experiencedtiadr people, objects, and the world around
them are not real;” and “Some people have the expes of driving a car and suddenly realizing

that they don’t remember what has happened dutirny part of the trip” (Bernstein et al.,
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1986). This measure has been used in many studieises been validated through meta-analysis
(van ljzendoorn & Schuengel, 1996). The DES hagsidest-retest reliabilityr = .93), excellent
construct validity, and high internal consistenathvCronbach’s alphas of = .96 andy = .97
obtained during test sessions 1 and 2, respectfizelipester & Braun, 1995; van ljzendoorn et
al., 1996). There is support for convergent aradijative validity, specifically with traumatic
experiences and the diagnosis of dissociative diger(van ljzendoorn et al., 1996). DES scores
for the final study samplé\N(= 200) had high internal consistency, with a Camibso = .92.
Traumatic Experiences

DSM-IV-TR (2000) defines trauma as an event a “person expess, witnesses, or is
confronted with . . . that involves actual or thezeed death or serious injury, or a threat to the
physical integrity of self or others; and the pafsaesponse involves intense fear, helplessness,
or horror” (p. 467). The Traumatic Experiences Gtiset; TEC (Nijenhuis, Van der Hart, &
Vanderlinden, 1996), is a 25 item self-report measiiat assesses six areas of trauma:
emotional neglect, emotional abuse, physical alsesajal harassment, sexual trauma, and
miscellaneous traumatic episodes (e.g., loss afraly member, witnessing others undergo
trauma, or serious bodily injury). Participantsiaade age of onset of trauma and duration, as
well as severity of impact, and the relationshiphaf victim to the perpetrator (Dorahy, Lewis,
Millar, & Gee, 2003). For the purpose of this stusigxual trauma was the targeted subtype. The
TEC briefly defines sexual traunag any unwanted sexual act that involves physatiact
(Nijenhuis et al., 1996). In the present studyreheill be three trauma variables: sexual trauma,
other types of trauma, and trauma (in generalytRine sexual trauma variable indicates
whether an individual endorsed having at leastsaxelial trauma at any point during his or her

lifetime. If sexual trauma was endorsed then tldévidual received a score of 1. If sexual
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trauma was not endorsed then he or she receivenra sf 0. Nevertheless, due to the implicit
understanding that sexual trauma rarely occursalation, individuals who reported sexual
trauma may have experienced other types of tranmddition to sexual trauma. Second, the
other type of trauma variable indicates whetheindividual endorsed having at least one type
of trauma other than sexual trauma at any poinihduris or her lifetime. If a type of trauma
other than sexual trauma was endorsed then thediodi received a score of 1.dfly a sexual
trauma was endorsed € 2) or if the individual did not endorse a trauatall, then he or she
received a score of 0. Third, the trauma (in gdipgeaiable indicates that an individual
endorsed having any type of trauma at any poinnhduris or her lifetime. Therefore, if any type
of trauma was endorsed then the individual receavsdore of 1. If the individual did not
endorse a trauma at all, then he or she receigedra of 0. Finally, we will also analyze the
relationship of the victim to the perpetrator, speally distinguishing between family member
vs. non-family member perpetrators and how this afégct levels of dissociation and
somatization. There is support for both test-ratelsbility for the TEC ( = .91) and for
concurrent validity between the TEC and the Strgdsfe Events Screening Questionnaire,
SLESQ, ( =.77). It has high internal consistency, with @vach’s alphas af = .86 andx = .90
at times 1 and 2, respectively (Nijenhuis, Vanlidart, & Kruger, 2002). TEC scores for the
final study sampleN = 200) had high internal consistency, with a Camiiisa = .82.
Somatization

According to the Symptom Checklist-90-Revised, SHDER, (Derogatis, 1994), the
operational definition of the Somatization subscalelistress arising from the perception of
bodily dysfunction” (Derogatis, 1994, p. 9). Gerlgrasomatic complaints focus on respiratory,

gastrointestinal, cardiovascular, and other boslfstems that have “strong autonomic mediation”
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(Derogatis, 1994, p. 9). Pain, discomfort, and vesk in the muscles as well as numbness,
tingling, or heaviness in various parts of the bady also components of somatization. The
SCL-90-R measures nine primary symptom dimensioegjding somatization, and three global
indices of distress. It is a 90 item self-reporngyom inventory that assesses an individual's
present psychological symptom level. The participates each symptom on a five-point scale
of distress (0-4) that ranges from “Not at all*Extremely.” The Somatization subscale has 12
items and is the target of the present study. Theses include such real or imagined symptoms
as headaches, nausea or upset stomach, or a luhgtimroat (Derogatis, 1994). The SCL-90-R
Somatization subscale has moderate test-reteabiled (r = .68) despite a 10 week time lapse.
Furthermore, the Somatization subscale has gotdetest reliability ( = .86) when the time
lapse is only one week. Additionally, the SCL-9@&nonstrates good internal structure
validity, good convergent-discriminant validity,esgifically with the MMPI (Derogatis, 1994),
and has high internal consistency with Cronbachikas ranging frona. = .79 toa = .90 across
subscales. The Somatization subscale was validatd¢ide MMPI Clinical, Wiggins, and Tryon
scales, as well as the Middlesex Hospital Questimarand demonstrated moderately high
correlations with like dimensions on each of thesasures (Derogatis, 1994). The
Somatization subscale has high internal consistenitya Cronbach’s alpha of= .88.
Somatization scores for the final study sample=(200) had high internal consistency, with a

Cronbach’sy = .90.
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Chapter 111: Results

Our hypotheses based on the review of the empirteahture were tested in the
following ways. Hypothesis 1 states that the exgrae of sexual trauma will account for
additional variance in dissociation over and abtheeexperience of other types of trauma. We
used a hierarchical multiple regression analys&udy this hypothesis by entering each of the
independent trauma variables (i.e., trauma (in ggnether trauma, and sexual trauma)
separately into the same regression analysis &r aoddetermine the unique contribution of each
type of trauma on the dependent variable, dissoaialn the first step, trauma (in general) was
entered as the independent trauma variable, wissodation was the dependent variable. The
overall model was significan®” = .09,F (1, 198) = 19.20p < .001. Trauma (in general) was
significant,p = .30,t (198) = 4.38p < .001. In the second step, other trauma wasezhtes an
additional independent trauma variable, while digsiton remained the dependent variable. The
R squared change was not significati®’ = .01, F (1, 197) = 2.22p > .05. Trauma (in general)
was not significant = -.07,t (197) = 0.28p > .05. Other trauma was not significght; .38,t
(197) = 1.49p > .05. In the third step, sexual trauma was edtasean additional independent
trauma variable, while dissociation remained theethelent variable. The R squared change was
not significantAR? = .02, F (1, 196) = 3.44p > .05. Trauma (in general) was not significght,
-.18,t (196) = 0.70p > .05. Other trauma was not significght; .46,t (196) = 1.80p > .05.
Sexual trauma was not significafitz .13,t (196) = 1.86p > .05. Thus, contrary to our
hypothesis, the experience of sexual trauma didoodunt for additional variance in
dissociation over and above the experience of djipes of trauma. All tables are in the
Appendix. See Table 3 for details of each stefefregression, coefficients, atatest

significance.
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Hypothesis 2 states that the experience of serauaia will account for additional
variance in somatization over and above the expegief other types of trauma. We used a
hierarchical multiple regression analysis to adsltbss hypothesis by entering each of the
independent trauma variables (i.e., trauma (in ggnether trauma, and sexual trauma)
separately into the same regression analysis i&r aoddetermine the unique contribution of each
type of trauma on the dependent variable, somaiizah the first step, trauma (in general) was
entered as the independent trauma variable, whiiteazation was the dependent variable. The
overall model was significan®” = .11,F (1, 198) = 25.44p < .001. Trauma (in general) was
significant,p = .34,t (198) = 5.04p < .001. In the second step, other trauma wasezhtes an
additional independent trauma variable, while saratibn remained the dependent variable.
The R squared change was not significaff, = .001,F (1, 197) = 0.19p > .05. Trauma (in
general) was not significant,= .23,t (197) = 0.91p > .05, nor was other traumaz .11t
(197) = 0.44p > .05. In the third step, sexual trauma was edtasean additional independent
trauma variable, while somatization remained theedéent variable. The R squared change was
significant,4R? = .04,F (1, 196) = 9.41p < .01 and accounted for 4% of additional variance
over and above Step 2, with a total of 16% (14%istd) of variance in somatization scores.
Trauma (in general) was not significafit; .05,t (196) = 0.20p > .05, nor was other trauma,
=.24,t (196) = 0.97p > .05. On the other hand, sexual trauma was stgmif, 5 = .21,t (196) =
3.07,p < .01. Thus, as hypothesized, the experiencexafatérauma accounted for additional
variance in somatization over and above the expegief other types of trauma. See Table 4 for
details of each step of the regression, coeffisieanict-test significance.

Hypothesis 3 states that somatization will be dateel with dissociation in the sample as

a whole. We used a bivariate two-tailed Pearsoorsetation to test this hypothesis. As
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hypothesized, somatization correlated significantiyr greater dissociative symptomatology,
=.43,p < .001. Hypothesis 4 states that in the sampéewalsole, of those who report trauma (in
general), somatization will moderate the effectraima on dissociation. A simultaneous
multiple regression analysis was used to testyp®thesis with somatization, trauma, and the
interaction between somatization and trauma entematie same step. Prior to conducting the
simultaneous multiple regression analysis the sizatain variable was centered. An interaction
term was created by computing the product of thenha variable and the centered somatization
variable in order to test whether somatization matel the effect of trauma on dissociation
scores. Somatization, trauma, and the interactetwden somatization and trauma were entered
on the same step. The overall model was signifij¢a(®, 196) = 18.89p < .001 and accounted
for 22% (21% adjusted) of variance in dissociagoares. Trauma was significafitz .25,t

(196) = 3.02p = .003, while somatization was not significght; .09,t (196) = 0.47p > .05.

Also, the interaction was not significant, thusptcary to our hypothesis somatization did not
moderate the effect of trauma on dissociation s;gre .29,t (196) = 1.63p > .05. See Table 5
for details of the interaction effect.

Hypothesis 5 states that we hypothesized theredimeilgender differences in
somatization, such that females will have greateratization than males in the sample as a
whole. We used an independent samplkest to study this hypothesis. Contrary to our
hypothesis, the somatization group mean for fem@les 54.36) was not significantly greater
than the somatization group mean for maMs=(55.59)t (198) = 0.66p > .05. Finally, in
hypothesis 6 we expected that in the sample asoéewdomatization will moderate the effect of
gender on dissociation. A simultaneous multipleesgion analysis was used to test this

hypothesis, with somatization, gender, and theacteon between somatization and gender
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entered on the same step. Prior to conductingitheglteneous multiple regression analysis the
somatization variable was centered. An interadigosm was created by computing the product of
the gender variable and the centered somatizatdaabte in order to test whether somatization
moderated the effect of gender on dissociationescd@@omatization, gender, and the interaction
between somatization and gender were entered aathe step. The overall model was
significant,F (3, 196) = 15.87p < .001 and accounted for 20% (18% adjusted) damae in
dissociation scores. Gender was not signifigant,08,t (196) = 1.20p > .05, while
somatization was significarmt,= .40,t (196) = 4.25p < .001. However, the interaction was not
significant, thus, contrary to our hypothesis somaditon did not moderate the effect of gender
on dissociation scores,= .06,t (196) = 0.59p > .05. See Table 6 for details of the interaction
effect.

Since the experience of sexual trauma indeed ateddor additional variance in
somatization scores over and above the experidnuher types of trauma but did not account
for additional variance in dissociation scores,alg® performed some post-hoc analyses to
better and more thoroughly understand this efféicst, we also distinguished between
childhood sexual abuse and sexual trauma as ahadlbnalyzed whether the age of onset of
sexual trauma significantly impacted dissociatiod aomatization. These were tested by
conducting two linear regression analyses, onasdess dissociation and one to assess
somatization. In the first regression, age of on$sexual trauma was entered as the
independent variable, while dissociation was th@eddent variable. The overall model was not
significant,F (1, 40) = 0.02p > .05. Age of onset of sexual trauma was not 8gamt, 5 = -.02,

t (40) =-0.14p > .05. Thus, in this sample, earlier age of on$sexual trauma did not

significantly predict greater dissociation scot®se Table 7 for coefficients attlest
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significance. In the second regression, age oftafssexual trauma was entered as the
independent variable, while somatization was theeddent variable. The overall model was not
significant,F (1, 40) = 0.48p > .05. Age of onset of sexual trauma was not 8gamt, 5 = -.11,

t (40) =-0.69p > .05. Thus, in this sample, earlier age of on$sexual trauma did not
significantly predict greater somatization scofése Table 8 for coefficients attest
significance.

In the next two post-hoc analyses, we also analflzedelationship of the victim to the
perpetrator, specifically distinguishing betweemilg member vs. non-family member
perpetrators and how this may affect levels ofaliggion and somatization. These were tested
by conducting two hierarchical multiple regressammalyses, one to assess dissociation and one
to assess somatization. For the first regressiotig first step, non-family member perpetrator
was entered as the independent variable, whilecdisson was the dependent variable. The
overall model was significan®” = .08,F (1, 47) = 4.08p < .05 and accounted for 8% (6%
adjusted) of variance in dissociation scores. Namify member perpetrator was significght;
28,1 (47) = 2.02p < .05. In the second step, family member perpatiaas entered as an
additional independent variable, while dissociatiemained the dependent variable. The R
squared change was not significati®® = .06,F (1, 46) = 3.36p > .05. Non-family member
perpetrator was significamt,= .60,t (46) = 2.73p = .10, while family member perpetrator was
not significantp = .40,t (46) = 1.83p > .05. Thus, in this sample of individuals whooepd a
sexual trauma, having a family member perpetratbndt account for additional variance in
dissociation over and above having a non-family inenperpetrator. See Table 9 for details of
each step of the regression, coefficients, tatedt significance.

Finally, for the second regression, in the firgfpstnon-family member perpetrator was
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entered as the independent variable, while sontatizevas the dependent variable. The overall
model was not significang® = .00, F (1, 47) = 0.00p > .05. Non-family member perpetrator
was not significant# = .00,t (47) = -0.001p > .05. In the second step, family member
perpetrator was entered as an additional indepéndeiable, while somatization remained the
dependent variable. The R squared change wasgmifisant, 4R? = .01, F (1, 46) = 0.56p >

.05. Thus, in this sample of individuals who repdra sexual trauma, having a family member
perpetrator did not account for additional variaimceomatization over and above having a non-
family member perpetrator. See Table 10 for detdilsach step of the regression, coefficients,

andt-test significance.
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Chapter 1V: Discussion

In summary, in a clinical sample of male and fesradult outpatients assessed for
trauma, somatization, and dissociation, the expee®f sexual trauma indeed accounted for
additional variance in somatization scores overamil/e the experience of other types of
trauma, while it did not account for additional iaguce in dissociation. Also somatization was
significantly correlated with dissociation. On ther hand, gender did not significantly
increase the likelihood of having greater somatnat-urthermore, somatization did not
significantly moderate the relationship betweennna and dissociation nor did it affect the non-
significant relationship between gender and disgmri. Also, surprisingly in this sample, age of
onset of sexual trauma did not significantly inaeé#he likelihood of having greater dissociation
or somatization. Finally, the experience of hawanigmily member perpetrator did not account
for additional variance in dissociation or somdtmascores over and above having a non-

family member perpetrator.

The present study extended current literature endlationship between sexual trauma,
somatization, and dissociation. It utilized a dalisample of male and female adults in an
outpatient setting who had a variety of diagnosesemdorsed having experienced at least one
of six subtypes of trauma or no trauma at all. Bugly examined a large, diverse population,
with a broad age range. Furthermore, the emphasisvestigating sexual trauma across the
lifespan also contributed to the empirical literatabout sexual trauma’s impact on dissociative
and somaticizing symptomatology over and abovesiperience of other trauma. Furthermore,
this study had breadth by investigating the otheurha variable which included six subtypes of
trauma (i.e., emotional neglect, emotional abubkgsical abuse, sexual harassment, sexual

abuse, and miscellaneous traumatic episodes); whillso had depth by emphasizing the
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unique impact sexual trauma across the lifespamhabssociation and somatization. The
variety of subtypes of trauma composited and ingattd in this study in addition to the focus
on sexual trauma across the lifespan (includingiotitimited to childhood sexual abuse as in
many studies), was necessary to assess in a sioglg in order to contribute to the trauma/
sexual trauma literature while also providing valeainformation to medical research due to our
emphasis on somatization. Additionally the inclastd dissociation and somatization in the
same study in order to further understand the ptesBnk between them was also a strength of
the current study. Historically, both dissociateomd somatization were linked and referred to as
hysteria by Freud and Janet (Breuer et al., 199%et) 1929). Only in recent years have the
diagnostic classification of dissociative and saomaion disorders been considered separately
(DSM-IV-TR, 2000). In the DSM-I1Il, Somatoform Disiers are reportedly common in
individuals with Multiple Personality Disorder (e¢antly known as Dissociative Identity
Disorder). It also states that hypochondriasis tv&ag complication of Depersonalization
Disorder (American Psychiatric Association, 198))en in the DSM-IV-TR (2000),

dissociative symptoms such as amnesia are possitdga for somatization disorder.
Nevertheless, the diagnostic classification ofabgstive and somatic symptom disorders
continues to be considered separately in the DSWR%erican Psychiatric Association, 2013).
Also it is important to keep in mind while readiagd interpreting the current study’s results that
the criteria for Somatization Disorder, presendgamed as Somatic Symptom Disorder in the
DSM-5 (APA, 2013), have been changed and updaiest, the criterion regarding having a
history of somatic complaints before age 30 has bemoved, along with the criteria specifying
particular body systems and the number of symptoeesssary in each body system for the

individual to be diagnosed. Also, the criteriontttiee symptom cannot be “fully explained by a
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known general medical condition” (APA, 2000, p. #88s also been omitted. Finally, in the
new criteria for Somatic Symptom Disorder, the eagiis on the individual's level of distress
and disruption in functioning, as well as the antafriime and energy expended in association
with the somatic complaints (APA, 2013).

Several of the studies in the empirical literatu@ge limited samples, such as females
only (Collin-Vézina et al., 2005; Eberhard-Grarakt 2007; Roe-Sepowitz et al., 2007; Zlotnick
et al., 1996) or children only (Collin-Vézina et,&011; Collin-Vézina et al., 2005; Kisiel et al.,
2001). Additionally, many studies focus on only @pecific type of trauma, i.e., childhood
sexual abuse (e.g., Collin-Vézina et al., 2005;dGatlal., 2008). Furthermore, in the current
study all other types of trauma aside from sex@alrha were composited. This method was
employed in order to more clearly make the distomcbetween the effect sexual trauma across
the lifespan has on dissociation and somatizati@omparison to other types of trauma in
general. This was done rather than investigatiot) sabtype separately which has been
frequently investigated. The present study attethjieextend the current literature and fill these
gaps of information by addressing each of theséodaetogical issues in turn.

The experience of sexual trauma did not accourddiditional variance in dissociation
over and above the experience of other types ofrtaa while, on the other hand, the experience
of sexual trauma accounted for additional varianc®matization over and above the
experience of other types of trauma. Thus, inghigly having a sexual trauma predicted
significantly greater somatization scores than iguénother type of trauma. This suggests that
bodily preoccupation and manifestation of somatrogoms are more prominent in individuals
who experience sexual trauma than in individuals védport other types of trauma. For instance,

an individual who has experienced sexual trauma Ineagxcessively present in their body and
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hypersensitive to bodily sensations thereby makingor her excessively preoccupied with their
real or imagined bodily symptoms. This could alsdroe of an individual who experienced
physical abuse; however, through compositing &leosubtypes of trauma into a single variable
this effect may have been diminished. Furthermitwe gffect of sexual trauma on somatization
further suggests that the invasive nature of thentra may create an atmosphere in which the
individual finds it difficult to inhabit his or heswn body, which in turn may subsequently lead
to somatization. Mechanic’s attribution theory ofretization proposed that stress, either
psychological or physical, is the basis of som#étneand thus results in either real or imagined
bodily symptoms (Mechanic, 1972). In other wordayima is nonverbal, or bodily, despite the
type of trauma.

Somatization was correlated with dissociation msample as a whole. That is, in this
study having greater somatization scores was agsdawith having significantly greater
dissociation scores. Thus, dissociation of overmigd emotions from cognitive awareness may
exacerbate the development of somatization in dalavoid uncomfortable, confusing, or
painful emotions related to the experience of traufhis is in accordance with the majority of
the current empirical literature that asserts sloanatization is significantly associated with
dissociation (Brown et al., 2005; Saxe et al., 1994 der Kolk, Pelcovitz, et al., 1996) and may
be due more to an underlying third variable, trautinan because they are indeed the same
construct or even part of the same construct. ksiance, they are both avoidant strategies that
imply a feeling of not being “at home” in one’s lyotthat may stem from the experience of
trauma.

Contrarily, in the sample as a whole, of those wédport trauma, somatization did not

moderate the effect of trauma on dissociation. T$ah this study having a trauma significantly
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predicted greater dissociation scores; howeveletred of somatization reported did not
significantly impact the previously establishedatelnship between having trauma and greater
dissociation. This could have occurred due to trangly established relationship between
trauma and dissociation (Lipschitz et al., 1996&hr, 1994; Watson, Chilton, Fairchild, &
Whewell, 2006). For instance, it is possible trahatization was not able to significantly
contribute to or strengthen the model, therebyigito show a moderating role.

There were no gender differences in somatizatiooh that females did not have greater
somatization than males in the sample as a whaigs,Tin this study being female did not
significantly increase the likelihood of having gter somatization scores. In the empirical
literature, it has been overwhelmingly demonstraited somatization is indeed affected by
gender, such that females demonstrate significgnégter somatization than males when
investigating both males and females (Klonoff et2000; Punamaki et al., 2005; Shek, 1989;
Zink et al., 2009). However, despite the previousbntioned studies appropriate use of male as
well as female participants, the empirical literats current findings that females indeed
demonstrate greater somatization than males peeetive 19 century view of Janet and Freud
that somatization, or historically termed hysteisgpredominately a condition that females are
prone to (Breuer et al., 1995; Janet, 1929). Contmathe majority of empirical research on
sexual trauma, the current study used a large nuaibeale and female participants ensuring a
more balanced male: female ratio. For instancthermpresent study, out of 200 adults 45% were
males. In the previously mentioned studies (Klombfél., 2000; Punamaki et al., 2005; Shek,
1989; Zink et al., 2009), Klonoff et al. (2000) azukik et al. (2009) had 29% and 21% males,
respectively. While, Shek (1989) did not even ske@ many males vs. females were

participants in their study despite their focusigedn sex differences. Of those previously
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mentioned, Punamaki et al. (2005) was the onlyystodt had as high a percentage of males as
the current study with 47% males. Thus, the presemly and its large percentage of male
participants helped further our understanding efglesence/absence of somatization in males as
well as females. Also, the present study used @opnéately traumatized sample which may
explain why we found that it is the presence ous¢xrauma, i.e., the violation of body self-
boundaries, which is the condition in which somatian manifests itself rather than it being
associated with an individual's gender.

Finally, in the sample as a whole, somatizationrditmoderate the effect of gender on
dissociation. That is, in this study an individgadiender did not significantly predict greater
dissociation scores, which follows logically frohretfinding that there were no gender
differences in somatization, and the fact that saton and dissociation are correlated. Based
on the review of literature and in accordance \hihtheory that the mechanism that induces
dissociative symptoms is the intense emotionalsabof trauma (van der Kolk, 1994), it is
logical that gender is not associated with dissmmaFurthermore, the level of somatization
reported did not significantly impact the lack efationship between gender and dissociation.

Also we distinguished between childhood sexuakaland sexual trauma as an adult and
analyzed whether the age of onset of sexual traigméficantly impacted dissociation and
somatization. In this sample, earlier age of on$sexual trauma did not predict significantly
greater dissociation scores, nor did it predianidicantly greater somatization scores. In further
analyses, the relationship of the victim to theppénator, specifically distinguishing between
family member vs. non-family member perpetratoras wvestigated and how this relationship
may affect levels of dissociation and somatizatlarthis sample of individuals who reported a

sexual trauma, the experience of having a familynbver perpetrator did not account for
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additional variance in dissociation or somatizasoares over and above the experience of
having a non-family member perpetrator. Both osthBndings were contrary to our belief that
due to the degree of taboo and shame of havinméyfanember perpetrator the individual's
dissociation and somatization would in turn be grethan if they had a non-family member
perpetrator.

There have been parallel findings in recent re$etlrat seem to further validate the
present study’s findings. Sack et al. (2010) penfeat a study of 240 adult outpatients, male and
female. They measured various types of trauma atejorized participants into three groups:
sexual trauma, nonsexual trauma, and no trauma. fbliaed that somatization symptoms were
significantly more prevalent in individuals in teexual trauma group compared to individuals in
the nonsexual trauma and no trauma groups (Saak @010). Furthermore, the medical
literature has begun to recognize the importandhisfcritical issue, and acknowledge the
impact of childhood trauma. Medical research hagibéo demonstrate that “a broad range of
adverse childhood events are significant risk fiactor most mental health problems” (Read et
al., 2012, p. 89) as well as serious medical cantstin adulthood (Felitti et al., 1998). For
instance, in the medical literature, Draijer et(#899) stated that increased dissociation was
primarily associated with overwhelming adversediimod experiences, such as physical and
sexual abuse. Moreover, the severity of the sexioase (e.g., degree of invasiveness) was
directly related to more prominent dissociative pyoms (Draijer et al., 1999). Furthermore,
Easton (2012) asserts that the greater the nunflaelverse childhood experiences (ACE) as
well as the greater the severity of childhood skabase are related to increased interpersonal
problems as well as a greater number of stress@gulthood. Moreover, Felitti et al. (1998)

found that the effect of adverse childhood exp&esris “strong and cumulative” in its impact
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on adult health. They found a dose response rakdtip between the level of exposure to abuse
or other ACE and various risk factors for somehef nost common leading causes of death in
adults, including: cancer, chronic lung diseasesrldisease, skeletal fractures, and ischemic
heart disease (Felitti et al., 1998). Thus, comthstudy of the effects of trauma in childhood
and across the lifespan on an individual’s mergalall as physical health is vital if we want to
continue improving the quality of life for this guisingly and sadly large population of
individuals who have suffered a trauma in theg,livho may continue to suffer with a variety of
ailments long after their trauma exposure has ckase

There were some limitations to the present studyeiVinvestigating dissociation and
trauma, using a retrospective self-report measupeablematic due to the very nature of
dissociation and the possible memory loss assatwith the occurrence of trauma. For
instance, Murray, Ehlers, and Mayou (2002) disatiggeblems with incomplete processing that
occurs during a trauma and may lead to “deficiisthie sequence, organization, and
completeness of the traumatic memory ranging fracettainty about chronology of the event
to complete amnesia for the traumatic event. varkKdék and Fisler (1995) also described a
difference in the information processing of trauimatemory. For instance, ordinary
information may be “transcribed into personal n@ares” (p.13) while traumatic memories may
be “imprinted as sensations” (p.13).

Another limitation was not analyzing the variousnpmnents of the other trauma
variable. That is, we did not investigate the othdstypes of trauma (e.g., physical abuse, etc.)
for their individual effects and how they might coane with sexual trauma. Additionally, the
lack of information regarding various other dimems of trauma (e.g., frequency, severity,

developmental period, number of different perpetsatetc.) that have been shown to affect
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dissociation was a limitation. Also, not assessinlgstance use and abuse was a limitation as
many individuals, especially males, who have exgrexed trauma may use substances as an
avoidance strategy or coping mechanism insteadlyhg on dissociation and/or somatization
(Briere, 2006). Also, not assessing for an indiaickihistory of somatic or psychotropic
medication usage, or medical history in general ar@other limitation of the current study. In
future research, assessing for these importarabias and how they may differentially affect an
individual’'s dissociation and/or somatization woblkl extremely beneficial.

An additional limitation was that individuals wheek treatment may be more affected
and/or disturbed by trauma than those who areeekisg treatment. Their traumatic memories
may be more salient or their symptoms may be misteedsing causing them to seek treatment,
especially with regard to somatization. For insgnican individual has been seeking medical
treatment with no avail, the medical doctor mayrédfim or her for psychological treatment, or
the individual may seek it on his or her own outle§peration looking for clarity or a resolution
to their distressing bodily symptoms. Therefore, findings of the current study may be
magnified due to the fact that all the participamése seeking mental health services at the time
of assessment. In the future it is important toassemmunity as well as clinical sample in order
to have a greater range of scores.

A final limitation of the present study was thaiied amount of demographic
information obtained from the psychological clisi¢htake packet due to participants’ lack of
responses to some or all of the demographic quesstior instance, many participants failed to
answer questions about their ethnicity, race, ialig beliefs, household income, education, and
marital status. Obviously, these questions arentahy and perhaps of a sensitive nature; thus,

an individual cannot be required to provide respsris order to receive psychological services.
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Therefore, due to the limited amount of demograptfrmation available, it may be difficult to
generalize the results to various populations basewce, ethnicity, socioeconomic status, etc.

It is important that in future research there bemphasis on having larger male samples
in order to further disconfirm that sexual traurs@inatization, and dissociation are female
ailments linked back to Freud’s days of hysterfeailale patients. Also, focusing more on sexual
trauma across the lifespan rather than exclusimelgstigating childhood sexual abuse would be
an important future direction for the sexual trayus@mnatization, and dissociation literature.
Also, since medical research has begun to ackngeldte strong negative impact of trauma,
perhaps in the future, research regarding traurdaadwerse childhood experiences can be
shared and better distributed among mental healtiedl as medical professionals alike.

In conclusion, results of this study may informemvientions as currently somatization
continues to be “beyond the reach of psychoanalygetments” (Bucci, 1997, p. 170); while
also eluding medical professionals as individuakksmedical treatment with no avail. Thus, we
hope through this study that mental health prodas well as various other medical
professionals, may be made more aware of the sandginique impact that trauma, and more
specifically sexual trauma across the lifespan,dmaan individual's mental as well as physical
health. It is our hope that, especially when fagét a perplexing symptom that remains
unexplained, the clinician will have the insighttigefly screen for a history of trauma and be
equipped to refer the individual for appropriatevges whether they be medical or

psychological.
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Table 1: Demographics and Dissociation/Somatizeficores

Total Sample  Final Study Sample

Trauma (in general)

Other Trauma Sexual Trauma

(N = 245) (N = 200) (N =168) (n = 166) (n=49)
Demographics M (D) M (D) t M (SD) M (D) M (SD)
Age 29.47 (10.95) 28.94 (10.61) 1.59 29.48 (10.74) 29.57 (10.78) 31.22 (10.35)
Household Income $32,159 ($31,670) $33,438 ($&),90 0.12 $31,388 ($28,998) $31,775 ($29,179) $33(838,630)
Persons In Household 3(1) 3(1) -1.20 3(2) 3(2) 3(2)
Dissociation Scores - 11.67 (10.74) 13.06 (11.08) 13.19 (11.08) 14.99 (12.33)
Dissociation Scores
Range - 0.00 - 63.21 0.00 - 63.21 0.00 - 63.21 74151.07
Somatization Scores - 54.92 (13.15) 56.85 (12.63) 56.90 (12.70) 61.16 (13.20)
Somatization Scores
Range - 0.00 —96.00 34.00 - 96.00 34.00 -96.00 5.003-96.00
% % a % % %
Gender, female 54.3 54.5 .02 55.4 54.8 77.6
High School Diplomay
GED 89.8 91.5 9.32* 91.7 91.6 89.8
Some College 79.2 81.5 3.86 81.0 80.7 81.6
Employed 42.0 44.0 2.24 45.2 45.2 44.9
Married 24.5 25.5 6.34* 27.4 27.7 38.8
Minority Status 8.6 9.5 27.54*** 9.5 9.6 10.2

Note. Not all participants in each group responded ltdexnographic questions.

*p < .05; *p < .01; ***p < .001.
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Table 2: Correlations between Dissociation, Soratith, and Demographichl,= 200

Dissociation Somatization
Dissociation 1.00 A3FF*
Somatization A3FF* 1.00
Trauma 30*** 34x**
Other Trauma N Rl 33+
Sexual Trauma .18* 2T
Gender .06 -.05
Age .04 .07
Household Income A7 -.07
Persons In Household .10 .06
High School Diploma/GED .00 -.15*
Some College - 23*** -.34%**
Employed -.22%* -.04
Married .05 14
Minority Status -.05 .05

*p <.05; **p < .01; ***p < .001, two-tailed.
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Table 3: Hierarchical Multiple Regression Analys®gestigating the Effect of Sexual Trauma and Offrauma on DissociatiomN =

200
Step Independent Variables AR? B B R?(adj.) F df

1 Regression .09 4.37 2.41* .09 (.08) 19201, 198
Trauma (in general) .30 8.69 4.38***

2 Regression .01 4.37 2.41* .10 (.09) 16%72, 197
Trauma (in general) -.07 -2.05 0.28
Other Trauma .38 10.87 1.49

3  Regression .02 4.37 2.43* 11 (.10) 8.42***3, 196
Trauma (in general) -.18 -5.31 0.70
Other Trauma 46 13.20 1.80
Sexual Trauma A3 3.26 1.86

*p < .05; **p < .01; **p < .001.
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Table 4: Hierarchical Multiple Regression Analy8esnonstrating the Effect of Sexual Trauma and Oflhauma on Somatization,
N =200

Step Independent Variables AR? B B t R?(adj.) F df

1 Regression A1 44.78 20.42*** A1 (.12) 25%4*1, 198
Trauma (in general) .34 12.07 5.04***

2 Regression .001 44.78 20.38*** A2 (11) 72 2,197
Trauma (in general) 23 8.22 0.91
Other Trauma A1 3.90 0.44

3  Regression .04 44,78 20.81*** 16 (.14) 12.01**3, 196
Trauma (in general) .05 1.78 0.20
Other Trauma 24 8.51 0.97
Sexual Trauma 21 6.44 3.07**

*p < .05; **p < .01; **p < .001.
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Table 5: Simultaneous Multiple Regression Analysgsstigating the Moderating Effect of SomatizatmnTrauma and
DissociationN = 200

Independent Variables B B t R?(adj.) F df
Regression 511 2.22* 22 (.21) 18.89**8, 196
Trauma .25 7.30 3.02**

Somatization .09 0.07 0.47
Trauma*Somatization .29 0.27 1.63

*p < .05; *p < .01; **p < .001.
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Table 6: Simultaneous Multiple Regression Analyisgsstigating the Moderating Effect of SomatizatamnGender and Dissociation,
N =200

Independent Variables B B t R?(adj.) F df
Regression 10.79 10.59*** .20 (.18) 15.87**8, 196
Gender .08 1.66 1.20
Somatization .40 0.32 4.25%**

Gender*Somatization .06 0.06 0.59

*p < .05; **p < .01; **p < .001.
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Table 7: Linear Regression Analysis Investigatimg Relationship between Age of Onset of SexualMmeaand Dissociatiom =42

Independent Variable B B t R?(adj.) F df
Regression 15.95 6.88*** .00 (-.02) 0.02 4,
Age of Onset of Sexual Trauma -.02 -0.67 -0.14

*p < .05; *p < .01; **p < .001.
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Table 8: Linear Regression Analysis Investigatimg Relationship between Age of Onset of Sexualmeaand Somatizatiom,= 42

Independent Variable B B t R?(adj.) F df
Regression 62.66 27.21** 01 (-.01) 0.48 ,4aQ
Age of Onset of Sexual Trauma -11 -3.26 -0.69

*p < .05; *p < .01; **p < .001.
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Table 9: Hierarchical Multiple Regression Analysegestigating the Effect of Relationship of Perp&dr (Family vs. Non-family

Member) on Dissociatiom = 49

Step Independent Variables AR? B t R?(adj.) F df
1 Regression .08 8.93 2.59* .08 (.06) 4.08* 1,47
Non-family Member Perpetrator .28 8.02 2.02*
2 Regression .06 -1.35 -0.21 14 (\11) 3.82* 2,46
Non-family Member Perpetrator .60 16.91 2.73**
.40 10.28 1.83

Family Member Perpetrator

*p < .05; **p < .01; **p < .001.
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Table 10: Hierarchical Multiple Regression Analysesestigating the Effect of Relationship of Perptdr (Family vs. Non-family

Member) on Somatization,= 49

Step Independent Variables AR? B t R?(adj.) F df
1 Regression .00 61.17 15.89*** .00(-.02) O®@. 1,47
Non-family Member Perpetrator .00 -0.01 -0.001
2 Regression .01 65.98 8.78*** 01(-.03) .28 2,46
Non-family Member Perpetrator -.14 -4.17  -0.58
-.18 -4.81 750.

Family Member Perpetrator

*p < .05; **p < .01; **p < .001.

60



Vita
Amineh Abbas was born and raised in Knoxville, BXe graduatenhagna cum laude from
Louisiana State University in 2006 with her Bacha&lbScience in Psychology and a minor in
Anthropology. In Louisiana, she worked in two psyidgical labs, one clinical and one
cognitive. This experience, along with working InetLSU Psychological Services Center,
helped solidify her future career goals of beir@liaical Psychologist. She also served as
Editor-in Chief of thedelta undergraduate journal, LSU’s literary journal. In 2007, she enrolled
at the University of Tennessee in Knoxville. Whalethe University of Tennessee, she was the
Time Series Research Co-Coordinator for three y&rs was a graduate student therapist at the
UT Psychological Clinic and a Clinical Psychologdstsociate at Cherokee Health Systems. She
was also a student representative of the AppaladPsgchoanalytic Society and continues to be
active in the organization. Amineh received her tdaef Arts in Psychology in 2011 from the
University of Tennessee and is currently on inteqmat the Southern Louisiana Internship
Consortium in Baton Rouge, LA, at the completiombich Amineh will have met all
requirements to graduate with her doctorate deigr&inical Psychology at the University of

Tennessee in Knoxville.

61



	Dissociation and Sexual Trauma: The Moderating Role of Somatization
	Recommended Citation

	/var/tmp/StampPDF/PwQtRznr9K/tmp.1375334826.pdf.jzUje

