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Chapter 1  

Introduction and outline 

1.1 Introduction 

Schizophrenia spectrum disorders and dissociative disorders are two distinct diagnostic clusters 

that have long been distinguished and have ever since been discussed, researched and treated 

separately. However, they may have more in common than one might initially assume. Both 

diagnostic clusters describe very complex forms of psychopathology. This is for example seen 

in the fact that patients with these diagnoses are hard to treat (e.g. Silverstein & Bellack, 2008), 

and the symptoms associated with schizophrenia spectrum disorders being multifactorial,  

resulting in a very heterogeneous patient population (Barch et al., 2013). The complexity is also 

seen in dissociative disorders still being considered controversial by some (Gleaves, May, & 

Cardeña, 2001). 

 A big difference between the body of published research for schizophrenia spectrum 

disorders versus dissociative disorders is the wealth of studies on schizophrenia spectrum 

disorders compared to research on dissociative disorders, with Pubmed giving 126,930 hits 

when searching for “schizophrenia” and 1,240 hits when searching for “dissociative disorder” 

OR “dissociative identity disorder” OR “multiple personality disorder”, on June, 27th 2017. 

Over the past century a considerable amount of research has been conducted on how to treat 

schizophrenia spectrum disorders, resulting in a range of pharmacological (e.g. Keating et al., 

2017) and psychological treatments (e.g. Ince, Haddock, & Tai, 2016). While these treatments 

help many individuals, they are still limited in their effectiveness of treating schizophrenia (e.g. 

Stroup, Lieberman, Swartz, & Mcevoy, 2000) and there is a high percentage of relapse (e.g. 

Nadeem, McIntosh, & Lawrie, 2003). There has also been ample research during the past 

century into possible causes of schizophrenia spectrum disorders, resulting in a multitude of 

risk factors being recognized (e.g. van Os, Krabbendam, Myin-Germeys, & Delespaul, 2005). 

In contrast to the research on schizophrenia spectrum disorders, there has been relatively little 

research on the treatment and etiology of dissociative disorders (Brand, Classen, McNary, & 

Zaveri, 2009; Dorahy et al., 2014).  

 

1.1.1 History 

In order to understand why schizophrenia spectrum disorders and dissociative disorders are 

conceptualized the way they are now, it is important to be aware of how these concepts have 

changed over time. Eugen Bleuler (1911) coined the term schizophrenia, but this is not what is 

generally considered the start of recognizing and treating schizophrenia. This honor goes to 

Emil Kraepelin (1896) who described the condition as dementia praecox. Bleuler considered 
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his concept of schizophrenia to be largely overlapping with Kraepelin’s concept of dementia 

praecox but he put more emphasis on psychological processes such as the splitting of several 

psychic functions, whereas Kraepelin put more emphasis on biological processes. Despite his  

emphasis on psychological processes, Bleuler was also convinced that schizophrenia was 

biological in nature (Hoenig, 1983). Interestingly, when Bleuler described schizophrenia, he 

described a disorder that in part resembles our current concept of dissociative disorders. For 

example, he described that fragmented parts of the personality can alternately dominate 

conscious experience (Bleuler, 1911). Another key figure in the history of schizophrenia is 

Kurt Schneider, who emphasized psychological processes even more than Bleuler. Schneider 

described several symptoms as being core symptoms of schizophrenia, for example auditory-

verbal hallucinations conversing with each other. These symptoms are called Schneiderian first 

rank symptoms and were seen as pathognomonic for schizophrenia for a while (Schneider, 

1959; Silverstein & Harrow, 1981). However, these symptoms have been found to be more 

prevalent in dissociative disorders (Ross, Heber, Norton, & Anderson, 1989b). 

 The large difference in the amount of research on schizophrenia spectrum disorders and 

dissociative disorders is also seen when looking at key historical figures that shaped our 

conceptualization of the diagnoses. Where Kraepelin, Bleuler, and Schneider are all seen as key 

figures with regard to schizophrenia, only Pierre Janet compares with regard to dissociative 

disorders. Dissociation was first studied by Janet in 1889. Interestingly, Janet did not describe 

dissociation as simply the result of trauma, instead he believed dissociation constituted a 

weakness in mental functioning and trauma to be one of many stressors (Janet, 1889).  

 Both schizophrenia spectrum disorders and dissociative disorders are seen in the 

different editions of the Diagnostic and Statistical Manual of Mental Disorders (DSM) in 

changing forms. Schizophrenia spectrum disorders were included in the DSM-I in the form of 

various “schizophrenic reactions”. Which were described as: 

reactions characterized by fundamental disturbances in reality relationships and concept 

formations, with affective, behavioral, and intellectual disturbances in varying degrees and 

mixtures (American Psychiatric Association, 1952, p.26). 

Dissociative disorders as we know them now were not included in the DSM-I, but dissociation 

was included in the form of a “dissociative reaction” as part of the “psychoneurotic reactions”. 

Dissociative reactions were defined as: 

a type of gross personality disorganization, the basis of which is a neurotic disturbance, 

although the diffuse dissociation seen in some cases may occasionally appear psychotic. 
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The personality disorganization may result in aimless running or "freezing." The 

repressed impulse giving rise to the anxiety may be discharged by, or deflected into, 

various symptomatic expressions, such as depersonalization, dissociated personality, 

stupor, fugue, amnesia, dream state, somnambulism [sleepwalking] (American Psychiatric 

Association, 1952, p.32). 

The main characteristic of psychoneurotic reactions is; 

"anxiety" which may be directly felt and expressed or which may be unconsciously and 

automatically controlled by the utilization of various psychological defense mechanisms 

(depression, conversion, displacement, etc.). In contrast to those with psychoses, patients 

with psychoneurotic disorders do not exhibit gross distortion or falsification of external 

reality (delusions, hallucinations, illusions) and they do not present gross disorganization 

of the personality (American Psychiatric Association, 1952, p.31). 

Interestingly, the DSM-I also mentions that the schizophrenic reaction can manifest as 

dissociative phenomena and the dissociative reaction can appear psychotic (American 

Psychiatric Association, 1952). The DSM-II included schizophrenia spectrum disorders as the 

“schizophrenias”. Dissociative disorders were still not recognized as a unique diagnostic 

cluster, but dissociation was described in the “hysterical neurosis, dissociative subtype” where, 

alterations may occur in the patient's state of consciousness or in his identity, to produce 

such symptoms as amnesia, somnambulism, fugue, and multiple personality (American 

Psychiatric Association, 1968, p.40). 

In addition, “dreamlike dissociation” was still described as part of schizophrenic episodes 

(American Psychiatric Association, 1968).  

 The distinction between schizophrenia spectrum disorders and dissociative disorders 

became clearly formulated with the publication of the DSM-III and the inclusion of 

dissociative disorders as a unique diagnostic cluster (American Psychiatric Association, 1980). 

This has not changed since.  

 

1.1.2 Schizophrenia spectrum disorders 

Schizophrenia spectrum disorders are described in the DSM-5 (American Psychiatric 

Association, 2013) and tenth edition of the International Statistical Classification of Diseases 

and Related Health Problems (ICD-10; World Health Organisation, 1992) as a group of 

diagnoses characterized by variety of symptoms including: delusions; hallucinations; 

disorganized thinking, speech and behavior; and negative symptoms (e.g. diminished emotional  
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Table 1.1 
DSM 5 diagnostic criteria for schizophrenia spectrum disorders. 
Schizophrenia 

A. Experiencing two or more of the following during a 1-month period, of which one 
or more must be 1, 2, or 3:  
1. Delusions. 
2. Hallucinations. 
3. Disorganized speech. 
4. Grossly disorganized or catatonic behavior. 
5. Negative symptoms. 

B. Significant disturbances in social, occupational or other important domains of 
functioning. 

C. Disturbance persist for at least six months during which at least one month meets 
Criterion A. 

D. The disturbance is not attributable to schizoaffective disorder and depressive or 
bipolar disorder with psychotic features. 

E. The disturbance is not attributable to a substance or another medical condition. 
F. When autism or a communication disorder is present, symptoms must include 

prominent delusions or hallucinations. 
 

Schizoaffective disorder 

A. Criteria A, C, and E from schizophrenia. 

B. Symptoms that meet criteria for a major mood episode are concurrently present 
with criterion A of schizophrenia for the majority of the total duration of the active 
and residual portions of the illness. 

C. Delusions or hallucinations are present in the absence of a major mood episode for 
two or more weeks. 
 

Schizophreniform disorder 
A. Criteria A, D, and E from schizophrenia. 
B. An episode of the disorder lasts at least one month but less than six months.  

 
 

expression or avolition). This dissertation will be limited to the following schizophrenia 

spectrum disorders: schizophrenia (DSM 5: 295.90, ICD 10: F20.9), schizoaffective disorder 

(DSM 5: 295.70, ICD 10: F25.0, F25.1), schizophreniform disorder (DSM 5: 295.40, ICD 10: 

F20.81), and the other specified (DSM 5: 298.8, ICD 10: F28) and unspecified schizophrenia 

spectrum disorder groups (DSM 5: 298.9, ICD 10: F29). The exact diagnostic criteria for these 

diagnoses are described in Table 1.1. The term schizophrenia spectrum disorders is used over 

other labels, such as psychotic disorders because psychotic symptoms are not exclusive to 

psychotic disorders (Fischer & Agüera-ortiz, 2017), and negative symptoms are not always 
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considered to be a part of psychosis but are very relevant in schizophrenia spectrum disorders 

(Bürgy, 2008). 

 Of the schizophrenia spectrum diagnoses, schizophrenia is generally considered the most 

prevalent, with a lifetime prevalence rate between 0.4% and 1% (McGrath et al., 2004; Perälä et 

al., 2007; Saha, Chant, Welham, & McGrath, 2005). Schizoaffective disorder has a prevalence 

rate between 0.2% and 1.1% (Abrams, Rojas, & Arciniegas, 2008; Perälä et al., 2007) and 

schizophreniform disorder has a prevalence rate of approximately 0.07% (Perälä et al., 2007). 

Schizophrenia is more often diagnosed in men than in women (Aleman, Kahn, & Selten, 2003; 

McGrath et al., 2004), but schizoaffective disorder is more often diagnosed in women than in 

men (Abrams et al., 2008).  

 Risk factors of schizophrenia spectrum disorders that have been identified include a 

variety of factors such as: genes, neurological deviations, drug use, trauma and prenatal 

environment (e.g. van Os et al., 2005).The NICE treatment guidelines of these diagnoses focus 

on antipsychotic medication in combination with psychological therapy, for example, cognitive 

behavioral therapy (National Collaborating Centre for Mental Health, 2010). 

 

1.1.3 Dissociative disorders 

Dissociative disorders are a group of disorders characterized by a disruption of and/or 

discontinuity in the normal integration of consciousness, memory, identity, emotion, 

perception, body representation, motor control, and behavior. The following dissociative 

disorders are identified: dissociative identity disorder (DID; DSM 5: 300.14, ICD 10: F44.81), 

dissociative amnesia (DSM 5: 300.12, ICD 10: F44.0), depersonalization/derealization disorder 

(DSM 5: 300.6, ICD 10: F48.1), and the other specified (DSM 5: 300.15, ICD 10: F44.89) and 

unspecified dissociative disorder groups (DSM 5: 300.15, ICD 10: F44.9). The exact diagnostic 

criteria for these diagnoses are described in Table 1.2. Estimates of the prevalence of 

dissociative disorders range between 5% and 29% of psychiatric patients. For DID specifically 

this estimate is around 2%. The majority of the individuals diagnosed with a dissociative 

disorder is female (Foote, Smolin, Kaplan, Legatt, & Lipschitz, 2006; Friedl, Draijer, & de 

Jonge, 2000; Sar, 2011). 

 According to the trauma model, dissociative disorders are the result of trauma. The 

dissociative experiences are believed to result from a coping mechanism to deal with extreme 

trauma (often childhood sexual trauma) avoidant processing of painful memories. The 
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Table 1.2  
DSM 5 diagnostic criteria for dissociative disorders. 
Dissociative Identity Disorder 

A. Experiencing or having others observe a disruption of identity characterized by 
two or more distinct personality states. This involves marked discontinuity of a 
sense of self and sense of agency.  

B. Abnormal memory gaps of everyday events, important personal information, 
and/or traumatic events. 

C. The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 

D. Not part of a broadly accepted cultural or religious practice, or as a child’s 
imaginary playmates or fantasy play. 

E. The disturbance is not attributable to a substance or another medical condition. 
 

Dissociative Amnesia 

D. The inability to recall important autobiographical information, generally traumatic 
or stressful in nature. 

E. Significant disturbances in social, occupational or other important domains of 
functioning. 

F. The disturbance is not attributable to a substance or another medical condition. 

G. The disturbance is not attributable to dissociative identity disorder, posttraumatic 
stress disorder, acute stress disorder, somatic symptom disorder, or major or mild 
neurocognitive disorder. 
 

Depersonalisation/Derealisation disorder 
A. Experiencing one or both of the following: 

1. Depersonalization 
2. Derealization 

B. Intact reality testing 
C. The symptoms cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 
D. The disturbance is not attributable to a substance or another medical condition. 
E. The disturbance is not attributable to schizophrenia, panic disorder, major 

depressive disorder, acute stress disorder, posttraumatic stress disorder, or another 
dissociative disorder. 
 

 

dissociative states in DID are seen as the result of compartmentalization and psychologically 

distancing oneself from the traumatic experiences (Dalenberg et al., 2012; Dell & O’Neil, 

2009). However, there are also researchers who put more emphasis on the role of culture, 

media, the therapist, and factors such as fantasy proneness, this is called the sociocognitive or 



Chapter 1 

14 

fantasy model of dissociative disorders. According to this model these factors can cause 

individuals with a predisposed vulnerability to become convinced that imaginary alters are the 

cause of mood swings, personality changes, and impulsive and unpredictable behavior (S J 

Lynn et al., 2014; S J Lynn, Lilienfeld, Merckelbach, Giesbrecht, & van der Kloet, 2012).  

 There are no NICE guidelines for dissociative disorders, but there are treatment 

guidelines by the International Society for the Study of Trauma and Dissociation (ISSTD) 

based on consensus. These guidelines describe a three step approach where stage one focuses 

on stabilization and symptom reduction, stage two on working through and integrating 

traumatic memories, and stage three on identity integration and rehabilitation. The treatment 

will predominantly consist of psychotherapy (International Society for the Study of Trauma 

and Dissociation, 2011).  

 

1.1.4 Different models of psychopathology 

It is important to note that the diagnoses as described in the DSM-5 and ICD 10 reflect 

categorical models of psychopathology based on historical consensus. These models assume 

that the diagnoses are a reflection of distinct disease entities, even though the authors of the 

DSM have repeatedly stated that their system was only a best effort and not the ground truth 

(Andreasen, 2007). Van Os and Verdoux, (2002) describe that clustering symptoms into 

categorical diagnoses only makes sense if these diagnoses either have the same cause or are 

treated with the same intervention. I would add that having diagnoses that are only 

descriptively consistent (i.e. patients with the same diagnosis have the same symptoms) could 

still be useful for communication purposes. Thus, if the diagnoses are indeed categorically 

distinct one would expect at least one of the following to be true: 1) the cause of the diagnoses 

is categorically different, 2) the treatment of the diagnoses is categorically different, or 3) the 

defining symptoms are categorically different between various patient groups and healthy 

individuals. 

 The scientific literature is starting to shift away from categorical models of 

psychopathology and toward dimensional models. These models do not assume that diagnoses 

reflect distinct disease entities but instead assume that psychopathological experiences should 

be conceptualized as existing on a dimension ranging from healthy to pathological (Brown & 

Barlow, 2005). Dissociative experiences have also been found, to a certain extent, in healthy 

individuals. Similarly, schizotypy is conceptualized as experiences ranging from non-

pathological unusual experiences to the experiences seen in schizophrenia spectrum disorders. 
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The Research Domain Criteria (RDoC) project by the US National Institute of Mental Health 

(Insel et al., 2010), the Hierarchical Taxonomy of Psychopathology (HiTOP, Kotov et al., 

2017), and network model of psychopathology (Borsboom, Cramer, Schmittmann, Epskamp, 

& Waldorp, 2011)are all promising areas of research attempting to create alternatives to the 

categorical approach in the DSM-5 and ICD-10.  

 RDoC attempts to create a new taxonomy based on genetics, neuroscience and 

behavioral science, instead of based on consensus. In addition, the RDoC project aims to use 

objective laboratory studies to identify causes of specific psychological impairment in, for 

example, reward learning, attention, and perception. Where RDoC mostly focusses on 

biological processes relevant to psychopathology, HiTOP goes a step further by proposing a 

new taxonomy where symptoms (e.g. fear of eating in public) and components (e.g. 

performance anxiety) are clustered in dimensional syndromes (e.g. the dimensional social 

anxiety syndrome) and these syndromes are clustered in subfactors (i.e. sexual problems, eating 

problems, fear, distress, mania, substance abuse and antisocial behavior) and spectra (i.e. 

internalizing, thought disorder, disinhibited externalizing antagonistic externalizing and 

detachment). Similar to RDoC, the taxonomy of HiTOP is not based on consensus but is data 

driven.  

 Another new model of psychopathology is the network model (Borsboom et al., 2011). 

This model describes that the different symptoms can also play causal roles, affecting each 

other. In other words, it is not (just) an underlying disease entity that causes the symptoms but 

symptoms can also cause other symptoms. For example, anxiety can cause sleep problems, 

which can lead to fatigue, which in turn can increase anxiety (Borsboom & Cramer, 2013). It is 

important to note that the categorical, dimensional and network models are not by definition 

mutually exclusive. 

 

1.2 Outline  

To recap, schizophrenia spectrum disorders and dissociative disorders are both complex 

diagnostic clusters (e.g. van Os & Verdoux, 2002). The distinction between these diagnostic 

clusters has not always been as clear as it is now (e.g. Moskowitz & Heim, 2011). In addition, 

research seems to shift away from categorical models of psychopathology (e.g. van Os, 2010). 

This dissertation will take a step forward by testing several hypotheses based on the different 

models of psychopathology and aims to answer the following research question: to what extent 
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are schizophrenia spectrum disorders and dissociative disorders categorically distinct? This will 

be discussed with a specific emphasis on dissociative experiences. 

 With the different models of psychopathology in mind, Chapter 2 will describe a 

systematic review examining to what extent the literature shows differences and overlap 

between schizophrenia spectrum disorders and dissociative disorders. The focus of this 

chapter will be on symptoms, but differences and overlap in treatment and etiology will also be 

addressed. 

 Where chapter 2 describes to what extent the literature shows that schizophrenia 

spectrum disorders and dissociative disorders overlap, Chapter 3 examines whether this 

overlap calls for further research, by examining dissociative experiences in schizophrenia 

spectrum disorders. It was anticipated that dissociation would be uniquely related to impaired 

affect recognition, as deficits in the integration of one’s own emotional states are a central 

element of dissociative disorders. 

 Chapter 4 is a bit of an odd one out in this dissertation. In this chapter an experimental 

study is described that was aimed at testing whether social behavior, specifically approaching or 

avoiding facial affect, was moderated by context. As Chapter 3 describes the relationship 

between social cognition and dissociation in schizophrenia, this chapter explores a method to 

further examine this relationship. However, the methods tested in this chapter have not yet 

been used in studying differences between schizophrenia spectrum disorders and dissociative 

disorders. This chapter is still included as a good starting point for such research.  

 In line with the trend of research moving away from categorical models of 

psychopathology Chapter 5 describes a study using network analysis to explore the relation 

between schizophrenia spectrum disorders and dissociative disorders. The chapter examines 

whether the symptom networks of dissociative experiences are different between patients with 

a schizophrenia spectrum disorder, dissociative disorder, post-traumatic stress disorder, and 

healthy controls. In addition, a network is modelled of dissociative experiences, schizophrenia 

spectrum symptoms and trauma history in schizophrenia spectrum patients to explore whether 

trauma or concurrent schizophrenia symptoms are a better predictor of dissociation in this 

population.  

 Another way to show that the diagnoses are categorically distinct is by showing a 

dissociation when experimentally inducing the symptoms characteristic of a diagnostic 

category. It is doubtful whether such a hypothetical study would be possible, let alone ethical. 

However, as the dimensional models of psychopathology describe the experiences that are 
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associated with schizophrenia spectrum disorders and dissociative disorders as dimensional in 

nature this gives the opportunity to induce these experiences at subclinical levels in healthy 

controls. This is exactly what is done in Chapter 6. In this chapter, two methods are tested on 

their ability to specifically induce derealization without inducing depersonalization or 

schizotypy. The first method used was stroboscopic light, as this method proved promising in 

earlier research (Lickel, Nelson, Lickel, & Deacon, 2008). The second method was new and 

involved the use of vision deforming glasses. 

 The dissertation will conclude in a summary of the previous chapters in Chapter 7. In 

addition, this is where the results of the previous chapters will be integrated and discussed in 

relation to the different models of psychopathology and suggestions for future research.  

 



 

 

 

 

  

  


