
 

 

 University of Groningen

Schizophrenia spectrum disorders and dissociative disorders
Renard, Selwyn Benjamin

IMPORTANT NOTE: You are advised to consult the publisher's version (publisher's PDF) if you wish to cite from
it. Please check the document version below.

Document Version
Publisher's PDF, also known as Version of record

Publication date:
2017

Link to publication in University of Groningen/UMCG research database

Citation for published version (APA):
Renard, S. B. (2017). Schizophrenia spectrum disorders and dissociative disorders: The blurry boundaries
between categorical diagnoses. [Thesis fully internal (DIV), University of Groningen]. University of
Groningen.

Copyright
Other than for strictly personal use, it is not permitted to download or to forward/distribute the text or part of it without the consent of the
author(s) and/or copyright holder(s), unless the work is under an open content license (like Creative Commons).

The publication may also be distributed here under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license.
More information can be found on the University of Groningen website: https://www.rug.nl/library/open-access/self-archiving-pure/taverne-
amendment.

Take-down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Downloaded from the University of Groningen/UMCG research database (Pure): http://www.rug.nl/research/portal. For technical reasons the
number of authors shown on this cover page is limited to 10 maximum.

Download date: 25-05-2023

https://research.rug.nl/en/publications/52b985ad-e9c6-4a50-8233-ccafeafa6f1d


  

 

 

 

Chapter 2 

Unique and overlapping symptoms in schizophrenia spectrum and 

dissociative disorders in relation to models of psychopathology:  

A systematic review 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Based on: Renard, S. B., Huntjens, R. J. C., Lysaker, P. H., Moskowitz, A., Aleman, A., & 

Pijnenborg, G. H. M. (2016). Unique and overlapping symptoms in schizophrenia spectrum 

and dissociative disorders in relation to models of psychopathology: A systematic review. 

Schizophrenia Bulletin. http://doi.org/10.1093/schbul/sbw063 



Chapter 2 

20 

2.1 Abstract 

Schizophrenia spectrum disorders and dissociative disorders are described in the DSM-5 and 

ICD-10 as two categorically distinct diagnostic categories. However, several studies indicate 

high levels of co-occurrence between these diagnostic groups, which might be explained by 

overlapping symptoms. The aim of this systematic review is to provide a comprehensive 

overview of the research concerning overlap and differences in symptoms between 

schizophrenia spectrum and dissociative disorders. For this purpose the PubMed, PsycINFO 

and Web of Science databases were searched for relevant literature. The literature contained a 

large body of evidence showing the presence of symptoms of dissociation in schizophrenia 

spectrum disorders. Although there are quantitative differences between diagnoses, 

overlapping symptoms are not limited to certain domains of dissociation, nor to non-

pathological forms of dissociation. In addition, dissociation seems to be related to a history of 

trauma in schizophrenia spectrum disorders, as is also seen in dissociative disorders. There is 

also evidence showing that positive and negative symptoms typically associated with 

schizophrenia may be present in dissociative disorders. Implications of these results are 

discussed with regard to different models of psychopathology and clinical practice. 
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2.2 Introduction 

Schizophrenia spectrum disorders and dissociative disorders are described as two distinct 

diagnostic categories in the fifth edition of the Diagnostic and Statistical Manual for Mental 

Disorders (DSM-5; American Psychiatric Association, 2013) and the tenth edition of the 

International Statistical Classification of Diseases and Related Health Problems (ICD-10; 

World Health Organisation, 1992). These distinct diagnoses are a reflection of categorical 

models of psychopathology (Brown & Barlow, 2005). Both manuals characterize schizophrenia 

spectrum disorders by positive symptoms (e.g. hallucinations), negative symptoms (e.g. 

alexithymia), catatonia, and disorganization. Dissociative disorders are characterized by 

dissociation, which is describes as a disruption in the usually integrated functions of 

consciousness, memory, identity, or perception (American Psychiatric Association, 2013). 

Pathological dissociation is often seen as a reaction to trauma and has been described broadly 

to include depersonalization (feeling detached from oneself) and absorption (being absorbed in 

your own mental imagery) but also more narrowly as fragmentation of the identity (Nijenhuis 

& van der Hart, 2011).  

 The distinction between schizophrenia spectrum disorders and dissociative disorders was 

weaker in the past (Ross, 2014). Bleuler (1911) described schizophrenia originally as a disorder 

in which: 

 emotionally charged ideas or drives attain a certain degree of autonomy so that the 

 personality falls into pieces. These fragments can then exist side by side and alternately 

 dominate the main part of the personality, the conscious part of the patient. (Bleuler, 

 1911, p. 143).  

This description is similar to contemporary descriptions of dissociative disorders (Moskowitz 

& Heim, 2011). In addition, Bleuler’s rudimentary form of dissociation known as splitting of 

associations is theoretically close to the modern concept of synthetic metacognition (i.e. the 

ability to synthesize intentions, thoughts, and feelings into complex representations of self), 

which is impaired in schizophrenia (Pec, Bob, & Lysaker, 2015). The first two versions of the 

DSM still had a link between schizophrenia spectrum disorders and dissociation. The DSM-I 

(American Psychiatric Association, 1952) stated that schizophrenic reactions can lead to 

dissociative phenomena(p.27) and the DSM-II (American Psychiatric Association, 1968) 

associated “dreamlike dissociation” with acute schizophrenic episodes(p.34). Furthermore, up 

until the mid-20th century depersonalization was important in the diagnosis of schizophrenia 

(Moe & Docherty, 2014), but is now seen as a dissociative symptom.  
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 A big change came with the DSM-III (American Psychiatric Association, 1980), which 

was developed after diagnoses were found to be unreliable due to unclear diagnostic criteria 

(Kendell et al., 1971; Sartorius, Shapiro, Kimura, & Barrett, 1972). The goal of the DSM-III 

was to remedy this problem by emphasizing reliability (Andreasen, 2007). One of the changes 

was that the DSM-III contained a new diagnostic category: the dissociative disorders. At the 

same time the connection between schizophrenia spectrum disorders and dissociation 

disappeared completely. No changes were made in the DSM-IV and DSM-5 in this regard.  

 Given the strong focus on classification of psychopathology into DSM categories, the 

possibility of an overlap between these diagnoses has mostly been neglected. Traditionally, 

research on schizophrenia spectrum disorders has focused more on biological factors, whereas 

research on dissociative disorders has focused more on life experiences (e.g. trauma; 

Moskowitz, 2011). These different perspectives date back to Pierre Janet (1889) and Emil 

Kraepelin (1896); while Janet emphasized the role of trauma in dissociation, Kraepelin 

emphasized the role of biological factors in dementia praecox (later coined schizophrenia; 

Bleuler, 1911).  

 Despite the different theoretical underpinnings between dissociative disorders and 

schizophrenia spectrum disorders, several studies have found surprisingly high co-occurrence 

of these diagnoses (not to be confused with true comorbidity; First, 2005; Kaplan, Crawford, 

Cantell, Kooistra, & Dewey, 2006). While some studies showed no co-occurrence of 

schizophrenia spectrum disorders and dissociative disorders (Tschoeke, Steinert, Flammer, & 

Uhlmann, 2014), others showed that between 9% and 50% of schizophrenia spectrum patients 

also meet diagnostic criteria for a dissociative disorder (Haugen & Castillo, 1999; Moise & 

Leichner, 1996; Ross & Keyes, 2004). One study showed that in a sample of patients diagnosed 

with Dissociative Identity Disorder (DID) 74.3% also met diagnostic criteria of a 

schizophrenia spectrum disorder, 49.5% met diagnostic criteria for schizoaffective disorder 

and 18.7% met diagnostic criteria for schizophrenia (Ellason, Ross, & Fuchs, 1996). In 

addition, patients with a dissociative disorder have often had a previous diagnosis of a 

schizophrenia spectrum disorder (between 27% and 41%; Ross et al., 1990). This co-

occurrence is surprisingly high considering the much lower occurrence of the individual 

diagnoses (Saha et al., 2005).  

 A question that arises from the shared history and high co-occurrence is whether the 

categorical distinction between schizophrenia spectrum disorders and dissociative disorders is 

clinically and scientifically the most useful approach. This is an important question since many 
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studies base their inclusion criteria on these classifications and the type of healthcare someone 

will receive is based on these classifications (Andreasen, 2007). Although co-occurrence is seen 

in many diagnoses, this issue is especially relevant for dissociative disorders and schizophrenia 

spectrum disorders because of their shared history. Furthermore, their treatment of choice 

differs strongly, with a focus on psychotherapy for dissociative disorders and on 

pharmacotherapy for schizophrenia spectrum disorders (International Society for the Study of 

Trauma and Dissociation, 2011; National Collaborating Centre for Mental Health, 2010). 

Moreover, treating dissociative disorders with antipsychotic medication is usually ineffective 

(International Society for the Study of Trauma and Dissociation, 2011) while psychotic 

symptoms in dissociative disorders decrease with dissociative disorder treatment (Ellason & 

Ross, 1997). 

 In the predominantly categorical approach of the DSM-5, a diagnosis is considered to 

reflect an underlying disease entity (Walker, 2014). As an alternative, the dimensional model 

states that symptoms are best conceptualized on a spectrum ranging from healthy to 

pathological (Brown & Barlow, 2005; Johns & van Os, 2001), and are thus, to a certain extent, 

also found in healthy controls and patients with other diagnoses. Within this model, co-

occurrence is less surprising as diagnoses do not necessarily reflect underlying disease entities 

but simply combinations of pathological experiences occurring together. Co-occurrence would 

then reflect two (or more) combinations of pathological experiences occurring together instead 

of two or more disease entities occurring together (i.e. comorbidity).  

 The high co-occurrence between schizophrenia spectrum disorders and dissociative 

disorders might be further explained by the network structure model of psychopathology 

(Borsboom et al., 2011). The network structure model states that psychopathological 

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

can lead to fatigue, which in turn can increase anxiety and cause feelings of depression 

(Borsboom & Cramer, 2013). In this view a diagnosis does not necessarily reflect a disease 

entity but rather a network of interacting symptoms. Other factors, such as personality traits 

and the environment also influence these networks. These networks might be different for 

different individuals with the same symptoms. Combining the dimensional model with the 

network structure of psychopathology leads to the prediction that having problems in one 

domain (e.g. dissociation) can potentially cause problems in another domain (e.g. psychotic 

symptoms). For example, it has been suggested that dissociative detachment can lead to 
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impaired reality testing, which in turn can cause psychotic symptoms (Allen, Coyne, & 

Console, 1997).  

 If symptoms can cause other symptoms, the co-occurrence between schizophrenia 

spectrum disorders and dissociative disorders might be best examined on a symptom level. 

Accordingly, several studies have examined the symptoms of these diagnoses (e.g. O’Driscoll, 

Laing, & Mason, 2014; Renard, Pijnenborg, & Lysaker, 2012). The aim of the current review is 

to combine the results of these studies, and give an overview of the extent in which the 

diagnostic symptoms are unique to one of the two diagnoses. Although the diagnoses might 

differ in other ways, this review focusses on the DSM-5 symptoms because the diagnoses are 

based on the prevalence of these symptoms. In addition, although there is still some debate on 

the magnitude (Dalenberg et al., 2012; S J Lynn et al., 2012), trauma is generally considered to 

play a role in the etiology of both dissociative disorders (Dalenberg et al., 2014) and 

schizophrenia spectrum disorders (Lysaker, Larocco, Lysakera, & Larocco, 2008). Therefore, 

we will explore the role of trauma in relation to symptoms. In the discussion the results we will 

be related to the different models of psychopathology. 

 

2.3 Method  

The criteria for systematic reviews as described in the PRISMA statement (Moher, Liberati, 

Tetzlaff, Altman, & Grp, 2009) were followed for this study. The PubMed, PsycINFO and 

Web of Science databases were searched for literature published between 1980 and March 8, 

2016. We limited our search to literature published after 1980, as this was when the DSM III 

was published describing schizophrenia spectrum disorders and dissociative disorders as two 

distinct diagnostic categories. The search was limited to records in English. The following 

Boolean search term was used: “("dissociative disorder" AND (psychosis OR psychotic OR 

schizotyp* OR hallucinations OR delusions OR "negative symptoms" OR alexithymia OR 

catatoni* or disorganiz*)) OR (schizophrenia AND (dissocia* OR depersonalization OR 

derealization)) OR (psychosis AND (dissocia* OR depersonalization OR derealization)) OR 

(psychotic AND (dissocia* OR depersonalization OR derealization))”. 

 Figure 2.1 shows the inclusion process through a flow chart. To be included in this 

review, records had to meet the following criteria: 1) describe a unique empirical study in 2) a 

sample of adult patients with a DSM or ICD confirmed diagnosis of schizophrenia spectrum 

disorder or dissociative disorder on 3) symptoms the DSM-5 associates with dissociative 

disorders or schizophrenia spectrum disorders, respectively. Most of the records that were  
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Records identified through Pubmed 
1422, Psychinfo 1728, and Web of 

science 1733 

  

   

Records after duplicates removed 
2959 

 Records removed based on title 
because of: topic 1653, type 197, and 

sample 176 
   

Records after screening on title 
933 

 Records removed based on abstract 
because of: topic 123, type 576, and 

sample 59 
   

Studies after screening on abstract 
175 

 Studies excluded based on full text 
because of: topic 30, type 41, sample 

23, and other 14 
   

Studies used through database search 
67 

 Additional studies identified 
8 

   
 Total studies used in review 

75 
 

 

Figure 2.1. Flow diagram of systematic search.  

 

excluded based on topic, were found because “dissociation” was used to describe things not 

being connected instead of as a symptom. Records excluded based on type were, for example, 

review articles, case reports and book chapters. Records excluded based on sample did not 

examine a dissociative disorder or schizophrenia spectrum disorder sample. Other reasons 

were, for example, using the same dataset as another study or not reporting descriptive 

statistics. The references of identified articles were examined in order to identify studies that 

were not found in the original database search. 

 

2.4 Results 

2.4.1 Symptoms of dissociation in schizophrenia spectrum disorders 

Several studies examined symptoms of dissociation in schizophrenia spectrum patients through 

the Dissociative Experiences Scale (DES; Bernstein & Putnam, 1986), which is the most 

commonly used instrument for measuring dissociation. The questionnaire contains 28 items 

describing dissociative experiences. The respondent is asked to state how often they had each 
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experience ranging from 0% to 100% of the time, resulting in mean scores ranging from 0 to 

100. Mean scores for healthy controls ranged between 4.38 (Bernstein & Putnam, 1986) and 

14.86 (Varese, Barkus, & Bentall, 2012), whereas mean scores of patients with a dissociative 

disorder ranged between 24.9 for depersonalization disorder (Simeon, Knutelska, Nelson, & 

Guralnik, 2003) and 57.06 for multiple personality disorder (MPD, the term used for DID in 

the DSM-III; Bernstein & Putnam, 1986).  

 The prevalence of dissociation in patients with a schizophrenia spectrum disorder as 

measured through the DES is shown in Table 2.1. Most studies found that schizophrenia 

spectrum patients score significantly higher on dissociation than healthy controls, with mean 

scores of patients ranging from 11.9 to 44.24 (Goff, Brotman, Kindlon, Waites, & Amico, 

1991b; Schäfer et al., 2006). The pooled mean dissociation scores were calculated from the 

studies that provided means, standard deviations and sample sizes (see Table 2.1). 

Schizophrenia spectrum patients had a pooled mean score of 19.54 and healthy controls of 

7.24. The difference between these groups showed a large effect size (Cohen’s d = 1.09; pooled 

SD = 11.42). No significant differences were found between schizophrenia spectrum patients 

and healthy adolescents (Bernstein & Putnam, 1986; Brunner, Parzer, Schmitt, & Resch, 2004; 

Putnam et al., 1996) which is explained by healthy adolescents having more dissociative 

experiences than healthy controls in general (Bernstein & Putnam, 1986; Fagioli, Dell’Erba, 

Migliorini, & Stanghellini, 2015; Putnam et al., 1996). Moreover, schizophrenia spectrum 

patients scored significantly lower than dissociative disorder patients (Bernstein & Putnam, 

1986; Putnam et al., 1996). Elevated dissociation scores were also found in schizophrenia 

spectrum patients using the State Scale of Dissociation (Krüger & Mace, 2002), the 

Questionnaire of Experiences of Dissociation (Wolfradt & Engelmann, 2003), the Dissociation 

Tension Scale (Stiglmayr et al., 2010), and the Cambridge Depersonalization Scale (Cernis et 

al., 2014; Gonzalez-Torres et al., 2010; Perona-Garcelan et al., 2011; Perona-Garcelán et al., 

2012).   

 The DES is often divided in the following three subscales (for a discussion see 

Giesbrecht, Lynn, Lilienfeld, & Merckelbach, 2008): amnesia (e.g. finding things among your 

belongings you don’t remember buying), depersonalization and derealization (e.g. looking in 

the mirror and not recognizing yourself), and absorption and imaginative involvement (e.g. 

being so involved in a fantasy or daydream that it feels as though it were really happening; 

Waller, Putnam, & Carlson, 1996). In addition, eight items of the DES are thought to assess 

pathological dissociation; these items form the dissociative taxon (DES-T) and are thought to 
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Table 2.1  

Dissociative symptoms in schizophrenia spectrum disorders as measured with the DES 

Study Sample N DES Mean 

(SD) 

Bernstein and Putnam (1986) Schizophreniaa 20 20.631 (na) 
Ross et al. (1988)* Schizophreniaa 20 17.1 (15.3) 
Fink and Golinkoff (1990) Schizophreniaa 11 12.6 (na) 
Goff et al. (1991b)* Psychotic outpatientsa 61 44.24 (30.53) 
Goff et al. (1991a)* Psychotic outpatientsa 61 15.82 (14.16) 
Horen, Leichner, and Lawson (1995)* Schizophreniab 19 20.4 (19.6) 
Yargic, Tutkun, and Sar (1995) Schizophreniaa 23 11.611 (na) 
Putnam et al. (1996)* Schizophreniaa 65 17.6 (16.0) 
Moise and Leichner (1996) Schizophreniab 53 18.7 (na) 
Spitzer, Haug, and Freyberger (1997)* Schizophreniac 27 15.8 (10.5) 
Yargiç, Sar, Tutkun, and Alyanak 
(1998)* 

Schizophreniab 20 15.6 (2.7) 

Offen, Thomas, and Waller (2003a)* Schizophrenia spectrumb 36 25.2 (14.6) 
Offen, Waller, and Thomas (2003)* Schizophrenia spectrumb 26 23.1 (16.6) 
Welburn et al. (2003) Schizophreniab 9 17.98 (na) 
Brunner et al. (2004)* Schizophrenia spectrumc 26 14 (10.6) 
Ross and Keyes (2004) Schizophreniab 60 18.94 (na) 
Dorahy, Middleton, and Irwin (2004)* Schizophrenia spectrumb 9 22.7 (13.8) 

Merckelbach et al. (2005)* Schizophreniab 22 21.5 (16.5) 
Hlastala & McClellan (2005)* Schizophreniab 27 26.9 (21.5) 
Bob, Glaslova, Susta, Jasova, and 
Raboch (2006)* 

Schizophreniab 82 15.7 (8.5) 

Schäfer et al. (2006)* Schizophrenia spectrumb 
- Admission 
- Stabilized 

30 
 
 

 
21.0 (17.7) 
11.9 (9.9) 

Vogel et al. (2006)* Schizophreniab 87 14.73 (12.87) 
Modestin et al. (2007)* Schizophrenia spectrumc 43 9.9 (6.8) 
Perona-Garcelán et al. (2008) Schizophreniab 51 17.01 (na)  
Dorahy et al. (2009)* Schizophreniab 34 21.54 (16.11)2 

Vogel, Spitzer, et al. (2009)* Schizophrenia spectrumb 80 16.76 (12.44) 
Sar et al. (2010)* Schizophreniab 70 18.1 (16.6) 
Bob, Susta, Glaslova, and Boutros 
(2010)* 

Schizophreniab 58 14.21 (11.17) 

Perona-Garcelan et al. (2010)* Schizophrenia spectrumb 37 19.00 (13.38) 
Schäfer et al. (2012)* Schizophrenia spectrumc 

- Admission 
- Stabilized 

14
5 
 

 
19.2 (15.0) 
14.1 (12.0) 

Varese et al. (2012)* Schizophrenia spectrumb 45 30.81 (12.52) 
Renard et al. (2012)* Schizophrenia spectrumb 49 28.83 (19.71) 
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Perona-Garcelán et al. (2012)* Schizophrenia spectrumb 71 18.7 (13.42) 
Pec, Bob, and Raboch (2014) Schizophreniab 31 13.7 (na) 
Laferriere-Simard et al. (2014)* Schizophrenia spectrumb 50 18.12 (12.68) 
Bozkurt Zincir et al. (2014)* Schizophrenia spectrumb 54 23.35 (23.7) 
Tschoeke et al. (2014)* Schizophreniab 21 19.9 (17.8) 
Oh, Kim, and Kim (2015) Schizophreniab 68 17.0 (na)2 

Note. a = Diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders, 
Third Edition; b = Diagnosis according to the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition; c = Diagnosis according to the International Statistical 
Classification of Diseases and Related Health Problems, Tenth Edition; 1 = Median score; 2 = 
Score according to DES-T; na = not reported in paper. * = used to calculate pooled mean: 
Mp = 19.66, SDp = 14.12, total n = 1375. 
 

better predict dissociative disorders than the traditional DES (Waller et al., 1996). Table 2.2 

shows the results of studies examining the different symptom clusters of dissociation. While 

symptoms of dissociation in schizophrenia are not limited to one aspect of dissociation, 

absorption and imaginative involvement are more prevalent than amnesia, and 

depersonalization/ derealization (Moise & Leichner, 1996; Perona-Garcelán et al., 2008; 

Schäfer et al., 2006, 2012). In addition, schizophrenia spectrum patients scored significantly 

lower than DID patients on the DES-T (Dorahy et al., 2009), but still higher than healthy 

controls (Dorahy et al., 2009; Merckelbach et al., 2005; Schäfer et al., 2012). Pathological levels 

of dissociation have also been found in schizophrenia spectrum patients through using the 

Structured Clinical Interview for DSM-IV Dissociative Disorders (SCID-D; Steinberg, 1993). 

Patients diagnosed with a schizophrenia spectrum disorder showed pathological levels of 

dissociative amnesia (34%), depersonalization (48%), derealization (22%), identity confusion 

(46%) and identity alteration (56%; Haugen & Castillo, 1999).  

 Two studies compared dissociative symptoms of patients with a schizophrenia spectrum 

disorder at admission with patients in the stable phase (see Table 2.2; Schäfer et al., 2006, 

2012). Dissociation scores at admission were similar to other studies in schizophrenia spectrum 

patients. However, total scores, subscale scores, and DES-T scores were significantly lower 

after patients were considered stable, suggesting that dissociation was associated with acute 

psychotic symptoms (Schäfer et al., 2012). In addition, no significant difference was found on 

DES scores between healthy controls and individuals diagnosed with a schizophrenia spectrum 

disorder in remission (Modestin et al., 2007). 
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Table 2.2  

Mean (SD) scores on symptom clusters of dissociation in schizophrenia spectrum disorder 

Study N Symptom cluster Mean (SD) 

Moise and 
Leichner 
(1996) 

53 DES 
  Amnesia 
  Absorption  
  Depersonalization 

 
5.7 (na) 
15.7 (na) 
7.0 (na) 

Schäfer et al. 
(2006) 

30 DES 
  Amnesia 
  Absorption 
  Depersonalization 

Admission 
13.2 (15.0) 
25.6 (21.5) 
24.7 (25.3) 

Stabilized 
5.8 (7.9) 
15.3 (10.6) 
13.3 (15.2) 

Schäfer et al. 
(2012) 

145 DES 
  Amnesia 
  Absorption  
  Depersonalization 

Admission 
13.3 (14.5) 
25.2 (16.6) 
18.1 (18.3) 

Stabilized 
8.9 (11.0) 
19.2 (14.2) 
13.3 (14.6) 

Perona-
Garcelán et 
al. (2008) 

68  
DES 
  Amnesia 
  Absorption  
  Depersonalization 

Hallucinations 
Yes 
17.13 (na) 
35.87 (na) 
36.24 (na) 

Former 
9.93 (na) 
24.86 (na) 
6.45 (na) 

None 
5.97 (na) 
14.98 (na) 
1.75 (na) 

Haugen and 
Castillo 
(1999) 

50 SCID-D  
  Amnesia 
  Depersonalization  
  Derealization  
  Identity confusion 
  Identity alteration 

Pathological levels in 
34% 
48% 
22% 
46% 
56% 

Note. DES = Dissociative experiences scale (Bernstein & Putnam,1986); SCID-D 
=Structured clinical interview for DSM-IV dissociative disorders (Steinberg, 1994); na=not 
reported in paper. 
 

 Several studies examined to what extent dissociation is seen in different subgroups of 

schizophrenia spectrum disorder patients (see Table 2.3). For example, chronic schizophrenia 

spectrum patients scored higher on dissociation than first episode patients (Braehler et al., 

2013). Furthermore, individuals with a diagnosis of psychosis not otherwise specified 

experienced more dissociation than individuals diagnosed with schizophrenia or 

schizoaffective disorder (McClellan & McCurry, 1999). In addition, as confirmed by a recent 

meta-analysis (Pilton, Varese, Berry, & Bucci, 2015), there seems to be a robust relationship 

between auditory verbal hallucinations and dissociation (Ghoreishi, Zahra, & Shajari, 2014; 

Ross & Keyes, 2004; Schäfer et al., 2012; Spitzer et al., 1997; Varese, Barkus, et al., 2012; Vogel 

et al., 2011; Vogel, Schatz, et al., 2009). 
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 Although weaker than the relationship with hallucinations, there also seems to be a 

relationship between dissociation and delusions (Goff et al., 1991b; Laddis & Dell, 2012; 

Perona-Garcelan et al., 2010, 2012; Spitzer et al., 1997). Only one study found that patients 

scoring high on dissociation also scored higher on negative symptoms and general symptoms 

of psychopathology as assessed with the Positive and Negative Syndrome Scale (PANSS; Kay, 

Fiszbein, & Opfer, 1987; Vogel, Spitzer, et al., 2009). 

 

  

 

 

Table 2.3 

Dissociation in different subgroups of patients diagnosed with a schizophrenia spectrum 
disorder 

Study Sample N DES Mean 

(SD) 

Goff et al. (1991b) Psychotic outpatientsa  
- with delusions of possession  

- without delusions of possession  

 
25 
36 

 
58.4 (47.2) 
34.4 (32.7) 

McClellan and McCurry 
(1999) 

Schizophreniab 
Schizoaffectiveb 
Psychosis NOSb 

18 
7 
11 

26.4 (21.0) 
18.4 (18.4) 
41.2 (12.6) 

Glaslova, Bob, Jasova, 
Bratkova, and Ptacek 
(2004) 

Schizophreniaa 

- without atypical psychotic symptoms 
- with atypical psychotic symptoms 

 
 

 
26.9 (21.5) 
34.9 (19.4) 

Perona-Garcelán et al. 
(2008) 

Schizophreniab  
- with hallucinations 

- past hallucinations 

- no hallucinations 

 
17 
16 
18 

 
27.5 (na) 
14.65 (na) 
9.19 (na) 

Perona-Garcelan et al. 
(2010) 

Schizophrenia spectruma 

- with delusions 
- without delusions 

37  
22.28 (15.94) 
11.22 (9.88) 

Varese, Barkus et al. 
(2012) 

Schizophrenia spectrumb  
- with hallucinations  
- past hallucinations  
- no hallucinations  

 
15 
14 
16 

 
42.59 (11.03) 
26.06 (10.90) 
23.93 (14.93) 

Braehler et al. (2013) Schizophrenia spectrumb 

- first episode 
- chronic 

 
62 
43 

 
13.01 (13.27) 
21.56 (18.98) 

Note. a = Diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition; b = Diagnosis according to the Diagnostic and Statistical Manual of Mental 
Disorders, Third Edition; na = not reported in paper. 
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Table 2.4  

Dissociation in relation to trauma in patients diagnosed with a schizophrenia spectrum 
disorder 
Study Sample N Score Mean 

(SD) 

Goff et al. (1991a) Psychotic outpatientsa 

- With child abuse 
- Without child abuse 

 
27 
34 

 
20.0 (16.1) 
12.5 (12.4) 

Ross, Anderson, and Clark 
(1994) 

Schizophreniaa 

- With child abuse 
- Without child abuse 

 
37 
46 

 
21.6 (na) 
8.5 (na) 

Vogel et al. (2006) Schizophreniab 

- With trauma & self-rated PTSD 
- With trauma, no self-rated PTSD 
- Without trauma & self-rated PTSD 

 
14 
43 
30 

 
21.0 (15.8) 
15.0 (12.9) 
11.4 (11.2) 

Perona-Garcelan et al. (2010) Schizophrenia spectrumb 
- With childhood trauma 
- Without childhood trauma 

 
15 
22 

 
28.01 (17.99) 
12.85 (8.98) 

Dorahy et al. (2009) Schizophreniab 
- With maltreatment 
- Without maltreatment 

 
16 
18 

 
32.5 (21.0)c 

11.8 (9.9)c 

Vogel, Spitzer et al. (2009) Schizophrenia spectrumb 

- No childhood physical abuse (CPA) 
- Low CPA 
- Moderate CPA 
- High CPA 

 
60 
7 
6 
7 

 
15.3 (12.2) 
16.5 (11.6) 
21.9 (14.9) 
25.1 (13.0) 

Note. a = Diagnosis according to the Diagnostic and Statistical Manual of Mental Disorders, 
Third Edition; b = Diagnosis according to the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition; c = Score according to DES-T; na = not reported in paper. 
 

2.4.2 Dissociation in relation to trauma 

As seen in Table 2.4, schizophrenia spectrum patients with a self-reported history of trauma 

experience more dissociation than those without a self-reported history of trauma (Mp= 19.75 

and Mp= 13.29, respectively, Cohen’s d =0.49, Dorahy et al., 2009; Goff et al., 1991a). These 

findings were confirmed with objective assessments of trauma history by examining patients 

who had been exposed to “The Troubles” in Ireland (Mulholland et al., 2008). Patients with 

more than one trauma experience more dissociation than those with only one trauma, 

indicating a cumulative effect (Álvarez et al., 2014). In addition, schizophrenia patients scoring 

high on dissociation report significantly more trauma than those scoring low on dissociation 

(Ross & Keyes, 2004; Sar et al., 2010; Vogel et al., 2011). Both schizophrenia patients with and 
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without trauma scored significantly higher on dissociation than healthy controls (Vogel et al., 

2006).  

 Dissociation seems to be related to childhood trauma and not adult trauma in 

schizophrenia spectrum disorders (Perona-Garcelan et al., 2010). However, the results are 

mixed with regard to different types of childhood trauma. One study found that dissociation is 

only related to childhood physical neglect (Vogel, Spitzer, et al., 2009), while others have also 

found relations with emotional abuse (Holowka, King, Saheb, Pukall, & Brunet, 2003; Schäfer 

et al., 2006), physical abuse (Holowka et al., 2003) and sexual abuse (Schäfer et al., 2012). 

Finally, two studies were found which did not find a relationship between trauma and 

dissociation in schizophrenia spectrum disorders (Laddis & Dell, 2012; Vogel, Schatz, et al., 

2009). 

 

2.4.3 Symptoms of schizophrenia in dissociative disorders 

There has been relatively little research on symptoms of schizophrenia in dissociative disorders 

compared to the research done on dissociation in schizophrenia spectrum disorders. 

Furthermore, interpreting the results can be complicated as some authors argue there is a 

difference between, for example, true hallucinations and pseudo-hallucinations (Telles-Correia, 

Moreira, & Gonçalves, 2015), while others argue there is no clear distinction between these 

two concepts (van der Zwaard & Polak, 2001). No studies were found that explicitly compared 

symptoms of patients with healthy controls. A substantial number of studies focused on 

Schneider’s first-rank symptoms of schizophrenia in dissociative disorders. Schneider (1959) 

described the following 11 symptoms as characteristic of schizophrenia: auditory hallucinations 

(audible thoughts, voices arguing, voices commenting); somatic passivity; thought withdrawal, 

insertion and broadcasting; delusional perception; and delusions of control (made feelings, 

drives and behavior). In the past Schneider’s first-rank symptoms were considered 

pathognomonic for schizophrenia (American Psychiatric Association, 1980, 2000; Saland & 

Rodefer, 2011). Some of these symptoms (i.e. voices arguing, voices commenting and bizarre 

delusions) were still considered to be pathognomonic in the DSM-IV. However, this has been 

changed in the DSM-5.  

 Substantiating the reduced emphasis on Schneider’s first rank symptoms in 

schizophrenia, these symptoms have been found to be highly prevalent in dissociative 

disorders (Ross et al., 1989b), especially in those with a former diagnosis of schizophrenia 

(Ross & Norton, 1988). First rank auditory hallucinations have been found in 47% to 90% of 
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the patients with a dissociative disorder (Boon & Draijer, 1993; Kluft, 1987; Ross et al., 1990). 

Forty-five percent of the patients with a dissociative disorder experienced delusions (Ross et 

al., 1990) although bizarre delusions were uncommon (Kluft, 1987). However, delusions of 

thought withdrawal/ insertion and delusions of control were found to be even more common 

in DID than in schizophrenia (Laddis & Dell, 2012). Patients with DID on average show 

between 3.6 and 6.4 first-rank symptoms (Kluft, 1987; Ross et al., 1990; Şar, Yargiç, & Tutkun, 

1996) whereas the general population reported 0.5 (Ross & Joshi, 1992) and schizophrenia 

patients reported 0.9 first-rank symptoms (Tikka, Yadav, Nizamie, & Das, 2014). These results 

show that first-rank symptoms of schizophrenia are more common in dissociative disorders.  

 DID patients have on average more positive symptoms than schizophrenia patients, as 

assessed with the PANSS (Ellason & Ross, 1995). Between 16% and 20% of the patients with 

a dissociative disorder experience visual hallucinations and more than 70% experience auditory 

hallucinations (Coons, Bowman, & Milstein, 1988; Hornstein & Putnam, 1992). In addition, 

dissociative disorder patients showed elevated scores on the schizophrenia scale of the 

Minnesota Multiphasic Personality Inventory (Bliss, 1984).  

 While Honig et al. (1998) found that auditory hallucinations in samples diagnosed with a 

dissociative disorder or a schizophrenia spectrum disorder were similar, Dorahy et al. (2009) 

found that some characteristics differed. For example, patients with a dissociative disorder had 

a younger age of onset, more voices, more often child voices, more often voices commenting 

to each other and more often reported the voices would be missed (Dorahy et al., 2009). 

However, the small samples and large amount of variables precluded the use of inferential 

statistics.  

 Although there is a paucity of research in this regard, clinical impressions suggest that the 

diagnoses may be distinguishable on negative and disorganized symptoms. Patients with DID 

have shown negative symptoms, albeit not as many as schizophrenia patients (17.06 [Ellason & 

Ross, 1995] and 21.01 [Kay et al., 1987], respectively). However, it is important to note that, 

similar to the other diagnostic symptoms, not all patients diagnosed with schizophrenia 

experience negative symptoms. They are experienced by approximately 58% of the patients 

(Bobes, Arango, Garcia-Garcia, & Rejas, 2010). DID patients scored higher than schizophrenia 

patients on the PANSS general psychopathology scale (M = 50.09 and M = 37.74, 

respectively). Symptoms of alexithymia are seen in schizophrenia (van ’t Wout, Aleman, 

Bermond, & Kahn, 2007) as well as dissociative disorders (Simeon, Giesbrecht, Knutelska, 

Smith, & Smith, 2009; Steffen, Fiess, Schmidt, & Rockstroh, 2015). In addition, children 
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diagnosed with a dissociative disorder reported symptoms of withdrawal and disorganized 

thinking (Hornstein & Putnam, 1992). No additional research on disorganization was found. A 

case report described three patients diagnosed with a dissociative disorder with severe 

catatonic symptoms (Sarkar et al., 2004) In addition, in a mixed trauma patient sample, of 

which approximately half had a dissociative disorder, 67% showed catatonic symptoms (Ross 

& Browning, 2016). In this study catatonia was unrelated to dissociation and psychosis. These 

findings are in line with the DSM 5 de-emphasizing catatonia as an indicator of schizophrenia, 

removing it as a subtype and introducing the diagnosis catatonia associated with another 

mental disorder (American Psychiatric Association, 2013), and studies advocating that 

catatonia should be considered an independent syndrome (Fink, Shorter, & Taylor, 2010).  

 

2.5 Discussion 

The results of this review show similarities but also differences in symptoms between 

schizophrenia spectrum disorders and dissociative disorders. Patients diagnosed with a 

dissociative disorder, on average, experience more dissociative and positive symptoms, whereas 

patients diagnosed with a schizophrenia spectrum disorder, on average, experienced more 

negative symptoms. Despite these quantitative differences, the literature indicates that 

dissociative disorders and schizophrenia spectrum disorders overlap on many of their 

diagnostic symptoms. Elevated levels of dissociation have been found in schizophrenia 

spectrum disorders and several symptoms used to diagnose schizophrenia spectrum disorders 

are also present in dissociative disorders. Furthermore, the variances in scores suggest that 

there are, for example, individuals diagnosed with a schizophrenia spectrum disorder 

experiencing more dissociation than the average patient with a dissociative disorder.  

 If diagnoses reflect distinct disease entities one would expect clear boundaries between 

diagnoses (Abrams et al., 2008; Anckarsäter, 2010). With regard to symptoms, the literature 

does not reveal such clear boundaries between schizophrenia spectrum disorders and 

dissociative disorders. In an effort to explain the symptom overlap, some authors proposed a 

new diagnosis or diagnostic subtype having characteristics of both schizophrenia spectrum 

disorders and dissociative disorders (Laferriere-Simard et al., 2014; Ross, 2004; Vogel, 

Braungardt, Grabe, Schneider, & Klauer, 2013). However, the dimensional model (Brown & 

Barlow, 2005) of psychopathology may provide a more parsimonious explanation for the 

unclear boundaries. In this model patients can present with symptoms associated with different 

diagnoses as the symptoms do not necessarily reflect underlying disease entities.  
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 The results are also in line with the network structure of psychopathology (Borsboom et 

al., 2011), which specifically predicts that boundaries between diagnoses will be fuzzy. 

Symptoms function as a small world network in which symptoms can cause other symptoms 

(Borsboom & Cramer, 2013). For example, it has been suggested that dissociation increases 

the vulnerability to psychotic experiences (Allen & Lolafaye, 1995), whereas paranoid ideation 

(Espirito Santo & Pio-Abreu, 2008) and perceptual abnormalities (Postmes et al., 2014) 

increases the vulnerability to dissociation. In addition, dissociation might cause weakened 

cognitive inhibition, in turn leading to hallucinations and delusions (Varese, Barkus, et al., 

2012). Furthermore, the relationship between varieties of inner speech and hallucination 

proneness seems to be mediated by dissociation (Alderson-Day et al., 2014). Similarly, the 

relationship between self-focused attention and hallucinations is mediated by depersonalization 

(Perona-Garcelan et al., 2011). Other individual differences such as deficits in reality 

discrimination might also play a role in such symptom networks. However, as research using 

the network model is still in its infancy, the actual presence and appearance of such symptom 

networks is mostly limited to speculation. 

 Although the results of this study fit well with a combination of the dimensional model 

and network structure of psychopathology, they do not disprove the categorical approach. An 

alternative explanation for the symptom overlap is that patients who should be diagnosed with 

a dissociative disorder are often misdiagnosed with a schizophrenia spectrum disorder (Bliss, 

1980). These misdiagnosed patients would obscure the actual differences between the 

diagnoses. This explanation is, for example, supported by many DID patients having a former 

diagnosis of schizophrenia spectrum disorder (Ross et al., 1990). Especially in the past, when 

Schneider’s first rank symptoms were thought to be pathognomonic for Schizophrenia, the 

high occurrence of these symptoms in dissociative disorders could have led to misdiagnosis. 

Limitations in the diagnostic process might still play a role in the symptom overlap. However, 

when assessed for both diagnoses many patients with a dissociative disorder concurrently meet 

the diagnostic criteria for a schizophrenia spectrum disorder (Haugen & Castillo, 1999; Moise 

& Leichner, 1996; Ross & Keyes, 2004) and vice versa (Ellason et al., 1996). If there are 

categorically distinct disease entities, at present our diagnostic systems are insufficiently 

sensitive to detect them. 

 It could be argued that the overlap in symptoms is an artifact of the instruments we use 

(Schäfer, Aderhold, Freyberger, & Spitzer, 2009), for example, due to item overlap (O’Driscoll 

et al., 2014). The current instruments could simply be limited in their ability to distinguish 
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symptoms of schizophrenia spectrum disorders and dissociative disorders from each other 

(Laddis & Dell, 2012). This limitation is seen in the following item of the DES: “Some people 

sometimes find that they hear voices inside their head that tell them to do things or comment 

on things that they are doing.” (Carlson, Putnam, Ross, & Torem, 1993). This item should 

measure a dissociative symptom but it could be argued that it measures a schizophrenia-related 

symptom instead. However, it is unlikely that the instruments completely explain the symptom 

overlap as similar results were found while excluding overlapping items (Perona-Garcelán et 

al., 2012) and when using different instruments (Stiglmayr et al., 2010; Wolfradt & Engelmann, 

2003). In addition, because our conceptualization of symptoms is closely tied to the way we 

measure them, limitations in the instruments are directly related to limitations in the symptom 

concepts we have. 

 It has actually been questioned whether the concepts of psychosis and dissociation are 

distinguishable (Merckelbach, Rassin, & Muris, 2000; Watson, 2001). It has, for example, been 

suggested that auditory hallucinations should be conceptualized as dissociative instead of 

psychotic experiences (Moskowitz & Corstens, 2007). Not all patients with a psychotic 

disorder experience auditory hallucinations (Suhail & Cochrane, 2002). Furthermore, in 

addition to being found in non-psychotic clinical samples, auditory hallucinations are also 

found in non-clinical samples (van Os, Hanssen, Bijl, & Ravelli, 2000). Thus, auditory 

hallucinations alone are not necessarily pathological psychotic experiences. Instead, auditory 

hallucinations can be seen as experiences coming from an individual him/ herself but not 

recognized as such, and might thus better be explained as dissociative experiences (Moskowitz 

& Corstens, 2007). On the other hand, dissociation may not be able to account for the 

distinctive sensory characteristics of all hallucinations (Aleman & Larøi, 2008).  

 It might prove useful to conceptualize symptoms more narrowly than is commonly done. 

The discussion around dissociation is a good example of this. Should dissociation be defined as 

broadly as is done with the DES, including absorption and imaginative involvement, or should 

we conceptualize it more narrowly by emphasizing compartmentalization (Nijenhuis & van der 

Hart, 2011)? Although there is overlap between dissociative disorders and schizophrenia 

spectrum disorders on dissociation as measured by the DES, there might be clear differences 

when focusing on identity fragmentation. In the same vein, it might prove useful to distinguish 

hallucinations from pseudo-hallucinations and imagery (Moreira-Almeida, 2012; Telles-Correia 

et al., 2015; Turner, 2014), and delusions from overvalued ideas (Mountjoy, Farhall, & Rossell, 

2014). Or even more narrowly, for example, by dividing auditory hallucinations into different 
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types of auditory hallucinations (McCarthy-Jones et al., 2014) or based on the characteristics of 

the hallucinations (Dorahy et al., 2009). However, some authors argue that instead of making 

these subcategories (e.g. hallucinations vs pseudo-hallucinations), conceptualizing symptoms 

on a continuum is more parsimonious (van der Zwaard & Polak, 2001; Wearne & Genetti, 

2015). For these narrower symptom concepts to be useful there need to be reliable and valid 

instruments to distinguish them from each other. 

 As an alternative explanation, the distinct diagnostic categories with overlapping 

symptoms might be explained by having a different etiology. dissociative disorders are 

generally thought to be caused by childhood trauma (Dorahy et al., 2014), whereas 

schizophrenia spectrum disorders were originally thought to be more biological in nature 

(Klerman, 1978). However, the biopsychosocial model of schizophrenia is nowadays widely 

accepted and emphasizes both biological and environmental factors in its etiology. In line with 

this, much evidence shows that trauma also plays an important role in the etiology 

schizophrenia spectrum disorders (van Os, Kenis, & Rutten, 2010; Varese, Smeets, et al., 

2012). In addition, biological factors have been suggested to play a role in the etiology of 

dissociative disorders (Sierra et al., 2014). For example, twin studies show that genetic factors 

explain approximately 50% of the variance in pathological and non-pathological dissociation 

(Jang, Paris, Zweig-Frank, & Livesley, 1998). Moreover, abnormalities in frontal and occipital 

regions were found in DID patients (Sar, Unal, & Ozturk, 2007). Similar to schizophrenia 

spectrum disorders (Adriano, Caltagirone, & Spalletta, 2012; Aleman & Kahn, 2005; Radulescu 

et al., 2014), abnormalities have also been found in hippocampal and amygdalar volume 

(Vermetten, Schmahl, Lindner, Loewenstein, & Bremner, 2006). However, there has been 

disagreement on the interpretation of these results (Smeets, Jelicic, & Merckelbach, 2006), and 

they have not been replicated (Weniger, Lange, Sachsse, & Irle, 2008). No research was found 

that directly compared patients diagnosed with a dissociative disorder with those diagnosed 

with a schizophrenia spectrum disorder on brain functioning. While the studies that were 

found indicate that, to a certain extent, there is overlap in terms of etiology between 

schizophrenia spectrum disorders and dissociative disorders, additional research that directly 

compares the etiology of these two diagnostic groups is important. 

 There are factors, other than diagnostic symptoms and etiology, that might play a role in 

the differentiation between dissociative disorders and schizophrenia spectrum disorders, for 

example, gender and cognitive functioning. Patients with a schizophrenia spectrum disorder 

are more often male (Salem & Kring, 1998), whereas patients with a dissociative disorder are 
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more often female (Goff & Simms, 1993; Ross et al., 1989b; Tabassum & Farooq, 2007). The 

decision to diagnose someone with a schizophrenia spectrum disorder or dissociative disorder 

might be biased by gender (Fish, Caplan, Cosgrove, Caplan, & Cosgrove, 2004). This bias 

could be especially relevant for patients who have symptoms of both diagnoses. Similarly, 

patients with a schizophrenia spectrum disorder often show impairments in cognitive (Barch & 

Ceaser, 2012) and metacognitive functioning (Lysaker et al., 2014). Although differences have 

been reported, for example in processing speed (Giesbrecht et al., 2008; Guralnik, Giesbrecht, 

Knutelska, Sirroff, & Simeon, 2007), patients with a dissociative disorder function cognitively 

on approximately the same level as healthy controls (Rossini, Schwartz, & Braun, 1996; 

Weniger et al., 2008). Impaired cognitive functioning could simply be a symptom of 

schizophrenia spectrum disorders that is not seen as a diagnostic symptom. However, the 

diagnosis someone gets could also be biased by that person’s cognitive functioning. If the two 

diagnostic categories indeed differ in the characteristics of the symptoms (such as the content 

of hallucinations; Steinberg, Cicchetti, Buchanan, Rakfeldt, & Rounsaville, 1994; Steinberg & 

Siegel, 2008), cognitive functioning might even influence these characteristics. 

 A limitation of this literature review is that symptoms that are not described in the DSM-

5 were not included. Thus, differences between schizophrenia spectrum disorders and 

dissociative disorders might be found in factors that were not considered in the literature 

search such as fantasy proneness and suggestibility. With regard to these two specific factors, 

there is some debate on their exact role but both factors have been linked to dissociative 

disorders and schizophrenia spectrum disorders and are thus also non-specific (Giesbrecht, 

Merckelbach, & Geraerts, 2007; S J Lynn et al., 2012; Peters, Moritz, Tekin, Jelicic, & 

Merckelbach, 2012; van Heugten - van der Kloet, Huntjens, Giesbrecht, & Merckelbach, 

2014). However, further research on symptoms that are not described in the DSM-5 as 

diagnostically relevant might prove useful for better differentiation. A second limitation of this 

study is that many, if not all, of the factors described in this review are not specific to one 

single diagnosis (e.g. alexithymia [Leweke, Leichsenring, Kruse, & Hermes, 2011], and 

catatonia [Starkstein et al., 1996]). As a result, both schizophrenia spectrum disorders and 

dissociative disorders show overlap with other diagnoses, for example, with anxiety disorders 

and depression. However, the shared history between schizophrenia spectrum disorders and 

dissociative disorders makes the similarities between these disorders especially noteworthy. 

Furthermore, the fact that symptoms are generally non-specific and that overlap in symptoms 
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is common among many disorders only emphasizes the importance of taking a holistic 

approach and look at symptom networks separate from the diagnostic classifications we use. 

 To conclude, a large body of literature indicates the presence of symptoms of 

dissociation in schizophrenia spectrum disorders. In addition, several studies show that 

symptoms typically associated with schizophrenia are also found in dissociative disorders. 

These results seem to be more consistent with a combination of the dimensional model and 

network structure model of psychopathology than with categorical models of 

psychopathology. However, other factors, such as misdiagnosis, item overlap and construct 

overlap might also play a role. Whether or not the diagnoses reflect distinct disease entities, it is 

important for clinicians to be aware of the similarities between these two diagnostic 

classifications. Patients showing symptoms of both diagnoses might benefit from a 

combination of treatments. In addition, when a patient does not improve from the treatment 

of the initial diagnosis it is important to reconsider that diagnosis.  

 Future research should aim to use network analysis to further clarify this issue. A first 

step would be to examine which symptoms correlate with each other at a single time point for 

patients with a schizophrenia spectrum disorder or dissociative disorder to see whether their 

symptom networks differ from each other. These networks might be different in the 

characteristics of the symptoms (e.g. content of hallucinations (Dorahy et al., 2009; Steinberg 

et al., 1994; Steinberg & Siegel, 2008) or in the exact structure of the symptom network (e.g. 

which symptoms have the strongest connections with other symptoms). Such a study could 

also test the idea that the diagnoses may be distinguishable on negative, cognitive and 

disorganized symptoms. The second step would be to see how these networks change over 

time on an individual level to examine if the same symptoms predict the emergence other 

symptoms. A last step would be to experimentally test whether the correlations are indeed a 

reflection of a causal relationships. As most of the research presented is phenomenological in 

nature the use of neuroimaging should be considered to investigate which neural correlates of 

dissociative and psychotic symptoms either converge or involve distinct circuitry. If there are 

distinct disease entities, differences might, for example, be found in resting state neural 

complexity (Bob, Susta, Chladek, Glaslova, & Fedor-Freybergh, 2007), and neural activity 

during working memory (Egner, Jamieson, & Gruzelier, 2005) and social cognition tasks 

(Renard et al., 2012). The lack of studies on genetic factors that may be linked to dissociative 

disorders further emphasizes the need of more research in this area. 



 

 


