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Objective: The aim of the study is to evaluate the relationship between obsessive-compulsive disorder (OCD) symptoms 
and dissociative experiences and the effect of childhood traumatic experiences on this relationship in OCD patients.
Methods: Fifty consecutive OCD patients and 50 healthy controls are enrolled for this study. Sociodemographic and 
Clinical Data Form, Dissociative Experiences Scale (DES), Padua Inventory (PI) and Childhood Trauma Questionnaire 
(CTQ) are applied to participants.
Results: Average DES total score in the patient group is 20.58 and in the control group it is 4.87. In the patient group, 
when we evaluate the relation strengths of DES total and subscale scores with PI total score, we found out that amnesia 
subscale has r=0.361 (p＜0.01), absorption subscale has r=0.611 (p＜0.01), depersonalization/derealization subscale 
has r=0.574 (p＜0.01), and DES total score has r=0.55 (p＜0.01) relation strengths with PI total score. In patient group 
both DES total score and CTQ total score have influence on PI total score independently from each other. In addition 
to this, the level of the influence of DES total scores on PI total scores is, R2=0.399 (p＜0.01) and the level of the 
influence of CTQ total scores on PI total scores is R2=0.343 (p＜0.01).
Conclusion: Dissociative experiences are seen more frequently in OCD patients than healthy controls. Among dis-
sociative experiences, absorption has stronger relation with OCD symptoms. The relation between OCD and dissociation 
is independent from and stronger than the relation between childhood traumatic experiences and OCD.
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INTRODUCTION

In Diagnositc and Statistical Manual of Mental 
Disorders fifth edition (DSM-5), dissociation is described 
as deterioration or separation in the integrated functions 
of consciousness, memory, identity, environmental per-
ception, body representation, emotion and behavior.1) 
According to community-based studies, the frequency of 
dissociative manifestations in the general population is es-
timated at 5.6-10%.2) Traumatic experiences, especially 
childhood traumatic experiences, are the most frequently 
studied etiological factor for the development of disso-

ciation.3,4) Also, there are plenty of studies in which it is 
found that, in many psychiatric disorders such as post- 
traumatic stress disorder, panic disorder, somatization 
disorders, eating disorders, borderline personality dis-
order and obsessive-compulsive disorder (OCD), fre-
quency of dissociative manifestations is higher than 
healthy controls.5)

Studies about cognitive processes of obsessions, com-
pulsions and dissociative experiences reported that, in-
dividuals with high tendency to obsessive thoughts or 
compulsive behaviors and dissociative symptoms, experi-
ence common cognitive difficulties while reconciling the 
pre-existent schemes about themselves and the world 
with new information from outside and responding to the 
changes in their surroundings.6,7)

Dissociative experiences are defense reactions mostly 
against outside traumatic experiences, while obsessions 
and compulsions develop in response to incitement cre-
ated by anxiety-enhancing thoughts. In some way, ob-
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sessions and compulsions can be referred as defense 
mechanisms against internal traumas mostly caused by 
intolerable thoughts whereas dissociative experiences 
can be referred as reactions against external traumatic 
situations.6)

From the psychoanalytic perspective, there are three 
prominent defensive mechanisms to explain the symp-
toms of OCD. These are reaction-formation, isolation and 
undoing mechanisms. Among them, isolation means sep-
aration of certain thoughts and behaviors from the rest of 
the experience. In this definition, isolation refers to a de-
fense mechanism very similar to dissociation, as in dis-
sociation there is a separation or dissolution in the mental 
processes functioning in unity.8)

When we look at the studies in the literature that inter-
pret OCD and dissociative experiences together, Lochner 
et al.9) reported the prevalence of dissociative symptoms 
in OCD patients as 20%. This study can be interpreted as 
the dissociative experiences in OCD patients are approx-
imately twice as common as the general population, be-
cause in general population the prevalence of dissociative 
symptoms is estimated to be 5.6-10%.2) In their study, 
Merckelbach and Wessel10) compared 19 OCD patients 
with healthy controls and they reported that the Dissocia-
tive Experiences Scale (DES) scores were higher in the 
OCD group than in the control group. In the study con-
ducted by Prasko et al.,11) it is reported that there is no stat-
istically significant difference in the DES scores between 
the OCD and the control group; however, it is concluded 
in the same study that there are differences between 
groups in terms of gender distribution which might have 
affected the study results. In addition to these studies, dif-
ferent interpretations about the relationship between 
OCD symptom severity and dissociative symptoms have 
been reported in the literature; Lochner et al.,9) Goff et 
al.,12) Belli et al.,13) and Hodgson and Rachman14) reported 
that there is a relationship between dissociative experi-
ences and OCD symptom severity in their studies. 
However, Rufer et al.15) reported that dissociative experi-
ences in OCD patients are associated with the severity of 
depressive symptoms, but not with obsessive-compulsive 
symptom severity. Similarly, Raszka et al.16) concluded 
that the dissociative tendency in OCD patients was re-
lated to anxiety rather than OCD symptoms. In the studies 
which interpret the relations between OCD symptom 
types and dissociative experiences, it is reported that dis-

sociative experiences are correlated with control, sym-
metry, order, and obsessive intrusion symptoms; how-
ever, contamination obsessions and washing compul-
sions are not found to be correlated with dissociative 
experiences.12,17) Furthermore, studies about the relation-
ship between OCD and dissociation show that dis-
sociative symptoms in OCD patients make it difficult for 
patients to respond to both pharmacological treatment 
and cognitive behavioral therapy processes.15,18)

While assessing the subtypes of dissociative experi-
ences, some researchers classify these experiences as 
pathological and non-pathological dissociation.19) Accor-
ding to this classification, depersonalization/derealization 
and amnesia are accepted as pathological dissociation, 
absorption is characterized as non-pathological dissocia-
tion.19) Among the studies that interpret the correlation be-
tween dissociative and obsessive-compulsive symptom 
subtypes; Hollander and Benzaquen20) and Rufer et al.21) 
drew attention to the relationship between pathologic dis-
sociative experiences and OCD such as the relationship 
between depersonalization and obsessive-thinking ten-
dency, amnesia and control compulsions. However, 
Çelikel and Beşiroğlu22) reported that absorption, which 
is described as non-pathological dissociative experi-
ence, has a stronger correlation with obsessive-compulsive 
symptoms.

To our knowledge, in the literature; there is not a con-
sistent conclusion about the relations of OCD with dis-
sociation so in this study, we aimed to have a broad 
search about the relationship between OCD and dis-
sociative experiences including symptom subtypes and 
also we wanted to interpret the effect of childhood trau-
matic experiences on this relationship.

METHODS

Participants
Our sample consists of 50 adult OCD patients and 50 

adult healthy volunteers. A structured diagnostic inter-
view was done with all of the participants. All patients 
were recruited from consecutive subjects in sequence of 
admission to psychiatric outpatient clinics of Bakırköy 
Mazhar Osman Mental Health and Neurological Diseases 
Education and Research Hospital in Istanbul. All of the 
participants in the patient group met DSM 4th edition, text 
revision (DSM-IV-TR) criteria for OCD and had no other 
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Table 1. Comparison of sociodemographic characteristics of patient 
and control group

Characteristic Patient Control p value

Gender 1
Male 24 (48) 24 (48)
Female 26 (52) 26 (52)

Age (yr) 33.7±7.95 
(18-58)

33.98±8.28
(21-58)

0.864

Education level 0.951
Elementary school 12 (24) 10 (20)
Secondary school 15 (30) 17 (34)
High school 11 (22) 10 (20)
University 12 (24) 13 (26)

Income level (monthly, EUR) 0.615
＜120 4 (8) 7 (14)
120-250 30 (60) 30 (60)
250-500 11 (22) 7 (14)
＞500 5 (10) 6 (12)

Values are presented as number (%) or mean±standard deviation 
(range).
Chi-square test is used.

comorbid axis 1 psychiatric disorder. This study has been 
approved by the local ethics comitee of Bakırkoy Mazhar 
Osman Mental Health and Neurological Diseases Educa-
tion and Research Hospital.

Instruments

Sociodemographic and Clinical Data Collection Form

A detailed interview form prepared by researchers for 
evaluating the sociodemographic characteristics of the 
participants.

Dissociative Experiences Scale (DES)

It is a 28 itemed scale developed by Bernstein and 
Putnam.23) There are three subscales that assess absorp-
tion, dissociative amnesia, and depersonalization/dereal-
isation experiences. The validity and reliability study of 
Turkish version of the scale is made by Yargıc et al.24)

Padua Inventory (PI)

A 60 itemed self-report scale developed by Sanavio25) 
which is used to determine the severity and distribution of 
obsessive-compulsive symptoms in OCD patients and 
healthy subjects. It has 5 subscales; impulses, washing, 
checking, rumination, and precision.22) The validity and 
reliability study for Turkish versions of original form with 
60 questions and the short form with 41 questions is made 
by Beşiroğlu et al.26)

Childhood Trauma Questionnaire (CTQ)

A 40-item, 5-point Likert-type scale developed by 
Bernstein et al.27) for screening traumatic experiences pri-
or to the age of 18 years. The validity and reliability study 
for Turkish version of the scale is made by Aslan and 
Alparslan.28) There are three subscales that assess physical 
abuse, sexual abuse and emotional neglect and abuse.28)

Statistical Analysis
Statistical analysis of the data is performed by using the 

IBM SPSS ver. 20.0 statistical package program (IBM Co., 
Armonk, NY, USA). The chi-square test is used to evaluate 
associations between variables. Independent t test is used 
to assess differences between mean values of continuous 
variables that show normal distribution; and to assess dif-
ferences between mean values of non-normal distributed 
continuous variables, Mann-Whitney U test is used. 

Spearman’s correlation analysis is used for non-normal 
distributions in the intra-group comparisons. Linear re-
gression model is used to assess the relationship between 
DES, CTQ and PI scores, for this analysis DES and CTQ 
are included as independent variables and PI as depend-
ent variable. For all results p value of ＜0.05 is considered 
to be statistically significant.

RESULTS

Fifty-two percent (n=52) of the participants are female 
and 48% (n=48) of the participants are male. The mean 
age is 33.7±7.95 years in the patient group and 
33.98±8.28 years in the control group. There is no statisti-
cally significant difference between the control and the 
patient group in terms of sociodemographic character-
istics as age, gender, education and income level (Table 1).

In our study, it is seen that there is a statistically sig-
nificant difference between all DES scores (including all 
subscales and total scores) of the patient and the control 
groups. In the patient group, mean DES total score is 
20.58, while it is 4.87 in the control group (Table 2). In ad-
dition, there is also a statistically significant difference be-
tween all of the subscale and total CTQ scores of the 
groups except sexual abuse sub scale scores (Table 3).

When the relationship between PI and DES scores is ex-
amined, in the patient group, we have seen that the rumi-
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Table 6. Linear regression analysis of the relationship between total 
scores of CTQ, DES, and PI total scores in the patient group

Variable R2 B p ANOVA

CTQ total 0.343 27.864 ＜0.0001 ＜0.0001
Constant 55.14 ＜0.0001
DES total 0.399 29.983 ＜0.0001 ＜0.0001
Constant 55.14 ＜0.0001

Dependent variable, PI total.
CTQ, Childhood Trauma Questionnaire; DES, Dissociative Expe-
riences Scale; PI, Padua Inventory.

Table 4. Relationship between obsessive-compulsive symptoms and dissociative experiences in the patient group

Variable Dissociative amnesia Absorption Depersonalization/derealization DES total

Washing 0.151 0.066 0.087 0.020
Rumination 0.465* 0.514* 0.582* 0.461*
Checking 0.239 0.245 0.209 0.157
Impulses 0.547* 0.550* 0.705* 0.547*
Precision 0.337† 0.424* 0.402* 0.284†

PI total 0.470* 0.473* 0.523* 0.409*

DES, Dissociative Experiences Scale; PI, Padua Inventory.
Spearman correlation analysis is used; *p＜0.01, †p＜0.05.  

Table 5. Relationship between DES total and subscale scores with 
PI total scores in the patient group

PI total
Dissociative 

amnesia
Absorption

Depersonalization/
derealization

DES 
total

r value 0.361 0.611 0.574 0.550
p value 0.000 0.000 0.000 0.00

DES, Dissociative Experiences Scale; PI, Padua Inventory. 
Spearman correlation analysis is used.

Table 3. Comparison of CTQ scores of patient and control group

Variable Patient Control p value

Physical abuse 27.66±9.21 20.50±4.73 0.000
Emotional neglect and 

abuse
51.06±2.33 29.46±1.58 0.000

Sexual abuse 6.04±2.33 5.54±1.58 0.073
CTQ total 84.14±24.62 55.56±12.73 0.000

Values are presented as mean±standard deviation. 
CTQ, Childhood Trauma Questionnaire. 
Mann-Whitney U test is used.

Table 2. Comparison of DES scores of patient and control group

Variable Patient Control p value

Dissociative amnesia 11.67±16.68 3.44±5.09 0.007
Absorption 27.25±20.59 7.71±8.37 0.000
Depersonalization/

derealization
20.19±27.90 1.40±3.07 0.000

DES total 20.58±18.67 4.87±5.40 0.000

Values are presented as mean±standard deviation. 
DES, Dissociative Experiences Scale. 
Mann-Whitney U test is used. 

nation subscale of PI has a moderate correlation with 
DES amnesia (r=0.465, p＜0.01), absorption (r=0.514, 
p＜0.01), depersonalization/derealization (r=0.582, p
＜0.01) subscales and DES total scores (r=0.461, p
＜0.01) (Table 4). Also impulses subscale of PI has mod-
erate correlation with DES amnesia (r=0.547, p＜0.01), 
absorption (r=0.550, p＜0.01) and DES total scores 
(r=0.547, p＜0.01) however it has a high correlation with 
depersonalization/derealization (r=0.705, p＜0.01) sub-
scale scores (Table 4). The precision subscale of PI has 
weak correlations with DES amnesia (r=0.337, p＜0.05), 
and total scores (r=0.284, p＜0.05) but has moderate cor-
relations with absorption (r=0.424, p＜0.01) and de-
personalization/derealization (r=0.402, p＜0.01) sub-
scale scores (Table 4). When the relationship between 
DES scores and PI total score is evaluated, it has been seen 

that DES amnesia (r=0.361, p＜0.01), depersonaliza-
tion/derealization (r=0.574, p＜0.01) subscales and DES 
total scores (r=0.550, p＜0.01) have moderate correla-
tion with PI total score whereas DES absorption sub-
scale has a stronger correlation with PI total score 
(r=0.611, p＜0.01) (Table 5).

As a result of the linear regression analysis of the rela-
tionship between the total scores of CTQ, DES and PI total 
scores in the patient group, we have found that DES and 
CTQ total scores are correlated with PI total scores in-
dependent of each other (Table 6). However, it is found 
that DES total scores affected the total scores of PI at a lev-
el of R2=0.399 (p＜0.01) while the total scores of CTQ af-
fected the PI total scores at a level of R2=0.343 (p＜0.01) 
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value (Table 6).  

DISCUSSION

In our study, mean DES total score in the OCD group is 
20.58. This score is higher than the control group and this 
difference between groups is statistically significant 
(Table 2). In an earlier study, mean DES total scores were 
found to be 17.0 in eating disorders, 7.7 in pathological 
gambling, 11 in phobic anxiety disorders and 9.2 in neu-
rological disorders.29) These scores for various other neu-
ropsychopathologies are lower than the mean DES total 
score of OCD patients in our research and these results 
suggest that there may be a closer relationship between 
OCD and dissociative experiences than other psycho-
pathologies. The cognitive structure specific to OCD may 
lead to tendency to experience dissociative symptoms.30) 
OCD is a disorder which the person tries to neutralize dis-
turbing intrusive thoughts, such as ‘suffering a loss’, 
‘making mistakes’ or ‘having bad luck’, with mental or be-
havioral compulsive actions. In OCD, patients have ten-
dencies to make anxiety causing inferences about things 
that are unlikely or even impossible to happen. This ten-
dency causes patient to be in a dilemma between know-
ing the truth and acting in spite of the truth. This is called 
‘inferential confusion’ and concentration on the dilemma 
resulting from inferential confusion can manifest itself as 
dissociative experiences.30)

When we evaluate the relationship between OCD 
symptom severity and dissociative experiences, DES total 
and all subscale scores are found to be related to PI total 
scores (Table 4). The severity of OCD symptoms is corre-
lated with the meaning of the content of negative intrusive 
thoughts, for the patient’s life, because if the patient thinks 
the threat can cause a major damage to an important field 
of his/her life, he/she feels that it is necessary to show such 
a strong intellectual or behavioral action to protect him-
self/herself against the danger. If there is a strong tendency 
to neutralize the perception of threat, which we call com-
pulsion, the dilemma between knowing the truth and act-
ing in spite of the fact will be deeper for the a patient.30)

When we assess the relationship between OCD symp-
tom subtypes and dissociative experiences in our study, 
obsessive impulsions and rumination symptoms are 
found to be more closely related to dissociative experi-
ences than other OCD symptoms (Table 4). Watson et al.7) 

similarly reported that obsessive intrusive thoughts are 
more associated with dissociation than other OCD 
symptoms. Patient’s intentional repressive attempts to re-
move the ego-dystonic, uncomfortable, intrusive thoughts, 
can conversely strengthen these thoughts, which may 
facilitate the transition from intentional repression to 
dissociation.31) Obsessive impulses are intrusive thoughts 
which are about the possibility of exhibiting harmful 
behaviors. This thought is like one will be able to do 
things that he/she would never want to do as if he/she is 
under the influence of a foreign entity. As the imaginary 
self, which is able to do harmful thing, seen in obsessive 
impulses is apart from patient’s  real self, it is claimed that 
this is like identity dissociation peculiar to OCD.30) We 
think that, there is a noteworthy similarity between dis-
sociative identity disorder’s identity alteration symptom, 
which is the situation of one alter handing over to another 
alter because of ego-dystonic thoughts or feelings, and 
OCD patient’s intrusive thoughts which is about possess-
ing a ‘potential self’ which can do harmful things, that the 
person would never want to do.6)

In our study, when we examine the relationship be-
tween OCD symptom severity and dissociative experi-
ences in the patient group, we found that the DES sub-
scale, which has the strongest correlation with the PI total 
score, is the absorption subscale (Table 5). Absorption 
can be defined as a state of consciousness that perceptual, 
memorial and ideational attention is directed to only one 
aspect of cognition. Another definition of absorption is 
doing an intellectual or behavioral act so intensely that 
nothing else that is happening around can be noticed.31) 
Absorption, by its psychoanalytic definition, is closely re-
lated to isolation defense mechanism of ego which is 
thought to be effective in the development of OCD. OCD 
patients report that when they are doing rituals related to 
the disorder, they feel like being in a balloon, which is 
broken off from the real world.30) In a study in which the 
effects of OCD patients’ dissociative experiences on cog-
nitive behavioral therapy processes, are evaluated, it has 
been reported that, patients with high absorbance ca-
pacity during the exposure process of the therapy, show 
poor habituation to the action or state to be confronted 
due to dissociative experiences.15) Researchers of the 
study have commented that as the emotional arousal 
processes are damaged in patients due to absorption dur-
ing the exposure sessions, patients do not get adequate re-
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sponse to the therapy.15)

Dissociative disorders have the strongest etiological as-
sociation with childhood traumatic experiences among 
all psychiatric pathologies.32,33) Therefore, in our study, 
while the relationship between OCD symptoms and dis-
sociative experiences is being examined, possible effects 
of childhood traumatic experiences on this relationship 
are also investigated in the patient group. Results of the 
linear regression analysis showed that the association be-
tween OCD symptoms and dissociative experiences is in-
dependent of childhood traumatic experiences and also 
we found that the association between OCD symptoms 
and dissociative experiences is stronger than the associa-
tion between OCD and childhood traumatic experiences 
(Table 6). Childhood traumatic experiences may increase 
the susceptibility of a person to dissociation. However 
rather than the pathological dissociation seen as a result of 
trauma, the dissociative experiences observed in OCD 
patients are more likely to be related with the common 
cognitive issues, that is seen both in OCD and dissociative 
disorders, such as difficulty in reconciliation pre-existing 
schemes with new information coming from outside and 
difficulty in adaptation to new events.34)

In conclusion, results of our study show that, dis-
sociative experiences can be seen more frequently in 
OCD patients than healthy population. Absorption, 
which is considered as non-pathological dissociation, has 
a stronger association with OCD symptoms than the other 
dissociative experiences. The relationship between OCD 
and dissociation is independent of childhood traumatic 
experiences and this relationship is stronger than the one 
between childhood traumatic experiences and OCD.

The limitation of our study is its small sample size, in a 
larger sample, the significance of statistical meaning of in-
dications’ distribution and relationship with each other 
will be higher.
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