
 

 

 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: 24-05-2023

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


  

 

 

 

 

Chapter 5 

A network approach on dissociative experiences in  

schizophrenia spectrum disorders  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Based on: Renard, S.B., Huntjens, R.J.C., Dorahy, M.J., Lysaker, P.H., Arends, J., Boonstra, N., 

Aleman, A., Pijnenborg, G.H.M. A network approach on dissociative experiences in 

schizophrenia spectrum disorders. (2017). Manuscript submitted for publication. 



Chapter 5 

68 

5.1 Abstract 

Dissociative experiences are core symptoms in dissociative disorders, but also occur in Post-

Traumatic Stress Disorder (PTSD) and schizophrenia spectrum disorder. This study took a 

network approach in examining the extent to which the dissociative experiences in 

schizophrenia spectrum disorder have similar relations to those found in dissociative disorder, 

PTSD and university students. In addition, because reported trauma history is related to 

schizophrenia spectrum disorders, dissociative disorder, and PTSD, the network approach was 

also used to further explore how reported trauma, dissociative experiences and schizophrenia 

spectrum symptoms are connected in schizophrenia spectrum disorder. Dissociative 

Experiences Scale (DES) responses from 306 participants diagnosed with a schizophrenia 

spectrum disorder were compared with those of participants diagnosed with Dissociative 

Identity Disorder (DID, n = 50), PTSD (n = 65), and undergraduate students (n = 261). 

Dissociative experiences in schizophrenia spectrum disorder were further examined in relation 

to schizophrenia spectrum symptoms and reported trauma history via the Positive and 

Negative Syndrome Scale (PANSS) and Trauma History Questionnaire (THQ). DID patients 

reported dissociative experiences most frequently, followed by PTSD patients. Schizophrenia 

spectrum disorder patients scored similar to students on overall dissociative experiences, but 

they reported more pathological dissociative experiences. The networks of dissociative 

experiences showed no significant differences between the four groups. The results also 

showed that dissociative experiences were strongly related to each other and only loosely to 

PANSS symptoms and trauma in schizophrenia spectrum disorder. These results indicate that 

dissociative experiences in schizophrenia spectrum disorder should be treated as a unique 

symptom cluster and not just as epiphenomena of psychotic symptoms. 
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5.2 Introduction 

Dissociative experiences include depersonalization (feeling detached from oneself), 

derealization (feeling detached from the external world), amnesia, identity confusion, and 

identity alteration. According to the fifth edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-5; American Psychiatric Association, 2013) these experiences are the 

core symptoms of dissociative disorders. They are often seen in other disorders, including 

Posttraumatic Stress Disorder (PTSD, Huntjens, Wessel, Hermans, & van Minnen, 2014; van 

IJzendoorn & Schuengel, 1996), and schizophrenia spectrum disorders, albeit less frequently 

(for an overview see Renard et al., 2016). The latter are characterized in the DSM-5 by positive 

symptoms (e.g., hallucinations), negative symptoms (e.g., apathy) and disorganization (also 

referred to as formal thought disorder; e.g., Celso & Carpenter, 2011). 

 While it is clear that dissociative experiences are reported in schizophrenia spectrum 

disorder, it is unclear to what extent these experiences reflect an independent symptom cluster 

or epiphenomena of schizophrenia spectrum symptoms. Reporting more dissociative 

experiences could for example be the result of disorganization or cognitive deficits. 

Dissociative experiences in schizophrenia spectrum disorder might also reflect a shared 

etiological factor: trauma. Childhood interpersonal trauma is generally considered one of the 

main etiological factors for dissociative disorder (Dorahy et al., 2014; Moskowitz, 2011; for 

other factors see, Lynn, Lilienfeld, Merckelbach, Giesbrecht, & van der Kloet, 2012). In 

contrast, schizophrenia has historically often been described as a brain disease (Zipursky, 

Reilly, & Murray, 2013). However, traumatic experiences (including childhood interpersonal 

and adult trauma) are now also widely recognized as etiological factors (e.g. Bentall, Wickham, 

Shevlin, & Varese, 2012). In addition, dissociative experiences have also been associated with 

reports of trauma in schizophrenia spectrum disorder (e.g. Goff et al., 1991a). 

 The network model of psychopathology (Cramer, Waldorp, van der Maas, & Borsboom, 

2010) provides an interesting new way to explore dissociative experiences in schizophrenia 

spectrum disorder. In contrast to categorical models of psychopathology, the network model 

does not assume that diagnoses reflect distinct disease entities. According to the network 

model, psychopathological symptoms are not only caused by etiological factors but can also be 

caused by other symptoms, forming self-sustaining symptom networks without an underlying 

disease (e.g., see Borsboom, Cramer, Schmittmann, Epskamp, & Waldorp, 2011; McNally, 

2016; Mitchell et al., 2017). For example, anxiety can cause sleep problems, which can lead to 

fatigue, which in turn can increase anxiety (Borsboom & Cramer, 2013).  
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 The aim of this study was to explore to what extent dissociative experiences in 

schizophrenia spectrum disorder reflect epiphenomena of schizophrenia spectrum symptoms 

or a relatively independent symptom cluster. First, we explored the differences in the networks 

of dissociative symptoms in schizophrenia spectrum disorder compared to dissociative 

disorder, PTSD and students. Second, we investigated the extent to which dissociative 

experiences are interconnected with schizophrenia spectrum symptoms and traumatic 

experiences in schizophrenia spectrum disorder. It was hypothesized that if dissociative 

experiences in schizophrenia spectrum disorder are epiphenomena of schizophrenia spectrum 

symptoms, they would show relatively strong, interconnectedness with schizophrenia spectrum 

symptoms compared to traumatic experiences, instead of forming an independent symptom 

cluster.  

 

5.3 Method 

5.3.1 Participants 

 The current study combined four samples. Three hundred six patients with a DSM-IV clinical 

diagnosis of a schizophrenia spectrum disorder enrolled from different mental health care 

centers in the Netherlands. They had a mean age of 40.97 (SD = 10.47) years and 39% were 

female. Two hundred sixty one undergraduate students were recruited from the University of 

Groningen, with a mean age of 20.04 (SD = 1.92) years, 58% female. Fifty patients with a 

Dissociative Disorder Interview Schedule (DDIS, Ross, Heber, Norton, & Anderson, 1989) 

confirmed diagnosis of Dissociative Identity Disorder (DID) were recruited from a health care 

center in Brisbane. They had a mean age of 45.14 (SD = 10.91) years, and 96% were female. 

Sixty-five patients with a clinician diagnosis of PTSD were recruited in Northern Ireland (mean 

age = 40.43 [SD = 12.42], 32% female). All patients were undergoing treatment as usual 

according to relevant clinical guidelines. As the age and gender differences are inherent to the 

populations that we sampled from, they could not be controlled for (Miller & Chapman, 2001). 

 

5.3.2 Instruments  

5.3.2.1 Dissociative Experiences Scale (DES, Bernstein & Putnam, 1986).  

The DES is a screening instrument containing 28 dissociative experiences. Participants are 

asked to indicate how often they had each experience ranging from 0% to 100% of the time. 

The DES is often divided into three subscales: amnestic dissociation, depersonalization/ 

derealization, and absorption/ imaginative involvement. However, these subscales have not 
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consistently been found across studies (for reviews see Holmes et al., 2005; and Schimmenti, 

2015). A subset of eight items, called the DES-Taxon (DES-T), is thought to measure 

pathological dissociation. Total and subscale scores were computed by taking the average of 

the item scores. The reliability and validity of the DES has been shown in several studies, 

including in schizophrenia spectrum disorder patients (Oh et al., 2015). 

 

5.3.2.2 Positive and Negative Syndrome Scale (PANSS, Kay, Fiszbein, & Opfer, 1987)  

The PANSS is a 30-item rating scale commonly used to measure symptoms associated with 

schizophrenia spectrum disorder. Items are rated on a 7-point scale ranging from absent to 

extreme. Subscales were based on the five-factor model found by Van der Gaag et al. (2006) 

because their factor analysis contained the largest and most similar sample to the one used in 

this study. The subscales are positive symptoms, negative symptoms, disorganized symptoms, 

excitement, and emotional distress. Total and subscale scores were computed by taking the 

sum of the item scores. The PANSS has shown good-to-excellent reliability and validity (e.g., 

Peralta & Cuesta, 1994) 

 

5.3.2.3 Trauma History Questionnaire (THQ, Green, 1996).  

The THQ is a self-report instrument used to assess traumatic experiences. The THQ contains 

23 questions covering potentially traumatic events. Participants report whether they have had 

these experiences or not. The THQ has the following subscales: Crime-related events (e.g., 

being robbed), general disaster and trauma (e.g., natural disaster), and physical/ sexual abuse. 

The THQ was found to be a valid and reliable instrument for assessing traumatic experiences 

in clinical and non-clinical samples (Hooper, Stockton, Krupnick, & Green, 2011).  

 

5.3.3 Procedure 

All study procedures were approved by local ethics committees (METc-UMCG: 2014/041, 

RUG-ECP: 14007-NE, University of Canterbury HEC: 2013/40). Before entering the study, 

the participants signed an informed consent. The data of the schizophrenia spectrum disorder 

sample were collected as an add-on study to a yearly routine outcome monitoring program 

(ROM-PHAMOUS). In the schizophrenia spectrum disorder sample, the PANSS interview 

was administered by trained PANSS raters. The DES and THQ questionnaires were 

administered as self-reports. In the DID and PTSD samples, the DES data were collected with 

the researcher reading the questions to participants. These samples were recruited from 
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treatment programs via invitation letter. Participants in each diagnostic group had the 

opportunity to ask questions about the DES. The DES data of undergraduate students were 

collected through an online questionnaire and the students were recruited through the 

psychology department participant pool. 

 

5.3.4 Analyses 

The R-package qgraph version 1.3.5 was used to perform the network analyses (Epskamp et 

al., 2014). Network analysis is a method where relations between variables can be visually 

displayed. pertaining to psychopathology, symptoms are displayed as nodes and relations 

between symptoms are shown as edges (i.e., lines) between these nodes. A thicker edge 

indicates a stronger relation. Strongly related variables are also placed closer together than 

loosely related variables (Fruchterman & Reingold, 1991; McNally, 2016). In this study, 

networks were computed using the graphical lasso based on the extended BIC criterion 

(EBICglasso). Since the DID and PTSD samples were small, we used an EBIC tuning 

parameter of 0.1.  

 To answer the first research question, networks were computed for all the DES items 

together, and separately for the DES-T items in schizophrenia spectrum disorder, dissociative 

disorder, PTSD and undergraduate students. To test whether there were statistically significant 

differences in these symptom networks we compared the centrality indices betweenness and 

strength of the nodes (Fried, Epskamp, Nesse, Tuerlinckx, & Borsboom, 2016). Betweenness 

is the number of times a node lies on the shortest path between two other nodes, thus 

symptoms that score high on this centrality measure are important in connecting other 

symptoms. Node strength is the sum of the weights of the edges connected to that node, so 

that activation of a symptom scoring high on strength will likely be followed by activation of 

other nodes. Permutation tests, with 10.000 permutations, were used to test whether the 

networks differed on these centrality indices as the assumptions of parametric tests do not 

hold for comparing centrality indices.  

 To answer the second research question, the dissociative experiences in schizophrenia 

spectrum disorder were further examined by computing a symptom network containing the 

DES items as well as PANSS and THQ items. This network provides detailed information on 

how dissociative experiences, schizophrenia spectrum symptoms, and trauma are related. 
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5.4 Results 

The mean frequency of dissociative experiences for the different samples are presented in 

Table 5.1. The table shows significant differences between the samples on the DES total, F(3, 

679) = 137,10, p < .001, DES taxon, F(3, 679) = 114,10, p < .001, 

depersonalization/derealization, F(3, 679) = 136,50, p < .001, amnesia, F(3, 679) = 81,98, p < 

.001, and absorption scales, F(3, 679)= 136,84, p < .001. Follow-up post hoc tests with 

Bonferroni-Holm correction showed that with a familywise error of p < .05 all samples 

differed on all variables except for the schizophrenia spectrum disorder sample and student 

sample on the DES total and amnesia scales, t(566) = -0.45, p = .657 , and t(566) = 0.88, p = 

.38, respectively.  

 The symptom networks of the different groups are presented in Figure 5.1. All four 

networks show strong connections between symptoms. While none of the networks show a 

strong clustering of the DES subscale items they appear to be clustered relatively similar in 

each group. To further explore the symptom networks the betweenness and strength centrality 

indices were examined (see Table 5.2). Permutation tests (10.000 permutations) showed no 

significant differences between the four groups on average node strength and average node  

 

Table 5.1  
Multivariate analysis of variance between the different groups on dissociation total and subscale 
scores 
 Mean  

SSD  
(SD) 

Mean  
DID  
(SD) 

Mean 
PTSD  
(SD) 

Mean 
Student 
(SD) 

 

Df 

 

F 

 

p 

DES total 14.35 
(14.18) 

53.83 
(18.74)  

30.48 
(17.24) 

14.84 
(11.63)  

3, 679  137.10 < .0011 

DES Taxon 11.08  
(14.87)  

52.29 
(21.22)  

23.63  
(20.27)  

8.49  
(11.14)  

3, 679  114.10 < .0012 

Depersonalization/
Derealization 

11.95  
(17.28) 

53.05  
(24.05)  

23.56  
(21.75) 

7.29  
(12.23)  

3, 679  136.50 < .0012 

Amnesia 8.34  
(12.22) 

45.86  
(23.60) 

19.52  
(17.20) 

7.51  
(9.75)  

3, 679  81.98 < .0011 

Absorption 19.77  
(17.34) 

57.45  
(19.97) 

40.13  
(19.88) 

23.37  
(16.80)  

3, 679  136.84 < .0012 

Note. SSD = Schizophrenia Spectrum Disorder, DID = Dissociative Identity Disorder PTSD = 

Post Traumatic Stress Disorder 1 = Post hoc test with Bonferoni-Holm correction showed 

significant differences between all groups except SSD and Students 2 = post hoc test with 

Bonferoni-Holm correction showed significant differences between all groups. 
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betweenness,  p > .05. There are currently no established methods to test whether there are 

differences between the groups on the strength and betweenness of a specific node.  

 A second set of networks was made specifically for the DES-T items, as these are 

supposed to differentiate better between pathological and non-pathological dissociation. As 

can be seen in Figure 5.2 these networks also appear relatively similar to each other. The 

betweenness and strength centrality indices for these networks are also very similar to each 

other (see Table 5.3). In line with this, the permutation tests (10.000 permutations) showed no 

significant differences between the four groups on average node strength or average node 

betweenness, p > .05. 

 The second part of the analyses further examined the relation between dissociative 

experiences, reported traumatic experiences and schizophrenia spectrum symptoms in SSD. 

The average PANSS total score was 46.00 (SD = 12.14), with subscale scores of 10.58 (SD = 

4.32) on positive symptoms, 11.41 (SD = 4.64) on negative symptoms, 7.56 (SD = 3.13) on 

emotional distress, 4.72 (SD = 1.85) on excitement, and 11.74 (SD = 3.73) on disorganization. 

At least one potential traumatic event was reported by 93.7% of the sample; 63% reported one 

or more crime related events, 80% reported general disasters and trauma, and 50% reported 

sexual and/ or physical abuse. 
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Figure 5.1. EBICglasso networks for dissociative experiences in patients diagnosed with a) 

schizophrenia spectrum disorder, b) DID, c) PTSD or d) students. Nodes represent symptoms 

and edges represent the relation between two symptoms controlled for all other symptoms. 

Thicker edges indicate stronger relations. Symptoms at the center have stronger inter-symptom 

associations than symptoms at the periphery.  

  

a       b 

c        d 
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Table 5.2 

Indices of node centrality of the networks presented in Figure 5.1 
DES item SSD DID PTSD Students 

B S B S B S B S 
D1-driving 26 0.75 14 0.70 4 0.94 8 0.64 
D2-listening 8 0.75 14 0.79 6 0.71 18 0.78 
D3-traveling 41 1.10 16 1.07 61 1.09 10 0.74 
D4-clothes 44 1.12 10 0.84 15 1.03 5 0.73 
D5-belongings 27 0.92 18 1.33 17 0.91 16 0.94 
D6-others 18 0.92 7 1.03 0 0.45 9 0.82 
D7-3rd person 19 1.04 7 0.79 5 1.08 12 1.01 
D8-kin 1 0.67 13 0.84 9 0.86 5 0.90 
D9-events 33 0.97 5 0.52 15 1.06 34 1.01 
D10-lying 13 0.77 3 0.67 7 0.51 12 1.00 
D11-recognition 12 0.99 23 1.22 7 0.63 21 1.02 
D12-derealization 8 0.52 11 0.92 29 1.07 12 0.95 
D13-body 15 1.01 26 1.14 26 1.01 30 1.13 
D14-flashbacks 15 0.85 14 0.76 9 0.70 13 0.94 
D15-dream/reality 22 1.09 8 0.94 19 0.90 39 1.09 
D16-location 20 1.09 55 1.29 26 1.01 26 1.12 
D17-television 2 0.78 9 0.59 8 0.62 2 1.04 
D18-fantasy/reality 34 1.17 28 1.11 46 1.18 27 1.09 
D19-ignore pain 2 0.76 0 0.38 13 0.72 1 0.61 
D20-staring 23 1.08 4 0.78 19 1.09 17 1.02 
D21-talking 4 0.70 6 0.74 4 0.58 0 0.55 
D22-identity 18 0.97 51 1.30 32 1.26 38 0.99 
D23-competence 18 0.94 13 0.80 2 0.52 26 0.95 
D24-thought/reality 29 1.02 24 1.18 24 0.91 29 0.89 
D25-evidence 14 1.08 36 1.23 15 0.88 28 0.96 
D26-writings 6 0.84 36 1.14 49 1.29 33 1.07 
D27-voices 3 0.84 7 0.70 15 0.73 28 0.96 
D28-fog 12 1.01 5 0.73 25 0.81 9 0.93 
Note. B = Betweenness, S = Strength, DES = Dissociative Experiences Scale, SSD = 
Schizophrenia Spectrum Disorder, DID = Dissociative Identity Disorder, PTSD = 
Posttraumatic Stress Disorder. 
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a     b 

c     d 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

Figure 5.2. EBICglasso networks for pathological dissociative experiences in patients diagnosed 

with a) SSD, b) DID, c) PTSD or d) students. Nodes represent symptoms and edges represent 

the relation between two symptoms controlled for all other symptoms. Thicker edges indicate 

stronger relations. Symptoms at the center have stronger inter-symptom associations than 

symptoms at the periphery. 
 

Table 5.3 

Indices of node centrality of the association networks presented in Figure 5.2 
DES item SSD DID PTSD Students 

B S B S B S B S 
D3-traveling 4 0.92 0 0.96 3 0.96 0 0.53 
D5-belongings 1 0.80 3 1.06 1 0.67 6 0.74 
D7-3rd person 4 1.07 5 0.98 2 1.08 0 0.88 
D8-kin 0 0.65 4 0.79 2 0.71 0 0.70 
D12-derealization 0 0.48 1 0.82 3 1.03 2 0.86 
D13-body 4 0.89 4 0.97 2 0.94 2 1.08 
D22-identity 0 0.71 2 0.66 2 0.88 0 0.66 
D27-voices 0 0.69 1 0.60 0 0.45 8 0.98 
Note. B = Betweenness, S = Strength, DES = Dissociative Experiences Scale, SSD = 
Schizophrenia Spectrum Disorder, DID = Dissociative Identity Disorder, PTSD = 
Posttraumatic Stress Disorder. 
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Figure 5.3. EBICglasso networks for items of trauma history, dissociative experiences and 

schizophrenia spectrum symptoms. Nodes represent symptoms and edges represent the 

relation between two symptoms controlled for all other symptoms. Thicker edges indicate 

stronger relations. Symptoms at the center have stronger inter-symptom associations than 

symptoms at the periphery. 
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 The network analysis of the DES, PANSS, and THQ items in schizophrenia spectrum 

disorder shows a clear clustering of the dissociative items (see Figure 5.3), supporting that 

these experiences are relatively separate from core schizophrenia spectrum symptoms. The 

strong relation between P3 (hallucinations) and D27 (hearing voices) is likely due to both items 

measuring hallucinations. 

 The PANSS items clustered stronger with each other than with the DES or THQ items. 

The clustering seems to be mostly in line with the 5 factor model of Van der Gaag et al. (2006). 

The trauma history items did not cluster strongly together nor were there strong relations with 

the DES or PANSS items. The correlation of T6 (natural disasters) and T17 (participated in a 

warzone while in service) with dissociative experiences and schizophrenia spectrum symptoms 

stand out. However, both traumas were reported by less than 2.5% of the sample and due to 

the large amount of tests these results could be random findings. 

 

5.5 Discussion 

The aim of this study was to use a network approach to examine the extent to which 

dissociative experiences show a similar or different pattern of relations in schizophrenia 

spectrum disorder compared to dissociative disorder, PTSD and people without a psychiatric 

diagnosis. In addition, network analysis was used to examine to what extent dissociative 

experiences are interconnected with schizophrenia spectrum symptoms and reported traumatic 

experiences. 

 Schizophrenia spectrum disorder patients dissociation scores were significantly lower 

than those with DID and PTSD but similar to students on overall dissociative experiences. 

However, schizophrenia spectrum disorder patients reported more pathological dissociative 

experiences than students. Comparing these results to the pooled results of the studies 

included in the review by Renard et al. (2016), shows that the current schizophrenia spectrum 

disorder sample reported relatively fewer dissociative experiences (14.35 compared to 19.66,) 

indicating the current sample was a relatively healthy sample. In contrast, the student sample 

had more dissociative experiences than were found by pooling the results from healthy 

controls (14.84 compared to 7.63), which might be explained by the lack of exclusion of 

students with mental disorder. 

 The symptom networks showed no significant differences between the four groups. 

Although differences in the symptom networks of dissociative experiences might exist between 

the four populations, the results show that these differences in associations between symptoms 
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are relatively small compared to the difference in how frequent the dissociative experiences 

occur in the different groups. Similar results were found when only examining pathological 

dissociative experiences. This suggests that the dissociative experiences as measured by the 

DES are interrelated in a similar manner in the different diagnostic groups assessed here and in 

the general population. Thus frequency and severity of dissociation might differ across group, 

but not the association between symptoms. For example, the dissociative symptoms associated 

with (or most closely related to) ego-observing depersonalization in DID would be similar in 

someone with a schizophrenia spectrum disorder. Yet, the symptoms in the former are more 

frequent and severe than those in the latter. 

 The computed network on dissociative experiences, schizophrenia spectrum symptoms 

and reported trauma history in schizophrenia spectrum disorder showed a strong clustering of 

dissociative experiences. Although these experiences had connections with schizophrenia 

spectrum symptoms and trauma history, these relations were weaker than would be expected 

from recent research. The weak relation between dissociative experiences and trauma might 

indicate that there are other factors than trauma causing the dissociative experiences in 

schizophrenia spectrum disorder. The weak relation between dissociative experiences and 

schizophrenia spectrum symptoms suggests that dissociative experiences function as a 

relatively separate symptom cluster in schizophrenia spectrum disorder. This is further 

strengthened by the network showing that part of the previously found relation between 

dissociative experiences and positive symptoms of schizophrenia can be explained by item 

overlap as both the DES and the PANSS have an item that could be argued to measure 

hallucinations. 

 These findings suggest that schizophrenia spectrum disorder patient who have frequent 

dissociative experiences might benefit from a tailored treatment approach addressing the 

specific symptoms they have. Interestingly, Van Minnen et al. (2016) found that PTSD patients 

with psychosis with and without the dissociative subtype benefitted similarly from the trauma 

focused therapy. However they did not test if dissociative symptoms reduced from treatment. 

Further research is needed to test whether schizophrenia spectrum disorder patients with and 

without dissociative symptoms also benefit similarly from current treatments.  

 A limitation of this study is that the external generalizability of the current results may be 

limited by the relatively well functioning schizophrenia spectrum disorder sample, as is 

evidenced by their relatively low frequency of dissociative experiences and schizophrenia 

spectrum symptoms. The average PANSS total score of this study was 46.00, whereas Kay et 
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al. (1987) found an average PANSS score of 76.95 in schizophrenia patients. A further 

limitation is that the DID and PTSD samples were small for computing networks. This limited 

the use of a stricter EBIC tuning parameter resulting in relatively unstable symptom networks. 

Although network analysis is one of the biggest strengths of this study, this approach does 

have its limitations. As it is a new and upcoming technique to examine psychopathology, 

statistical methods to examine networks are still being developed and improved. It is tempting 

to base conclusions on visual inspection of differences in specific nodes or edges, however, 

there are currently no methods to test whether these differences are significant. Therefore, we 

were highly conservative in the conclusions drawn and suggest that the results for specific 

nodes and edges should only be used as inspiration for future research. 

 In conclusion, the symptom networks of the dissociative experiences reported by the  

schizophrenia spectrum disorder, DID, PTSD and student samples revealed no significant 

differences in how these experiences were interconnected with each other. This was the case 

for general dissociative experiences and pathological dissociative experiences. Although the 

study showed an interconnectedness between dissociative experiences, schizophrenia spectrum 

symptoms and reported trauma, none of these relations seemed particularly strong. In other 

words, although there are various associations, the results of this study indicate that 

dissociative experiences exist as a relatively independent symptom cluster in schizophrenia 

spectrum disorder. This calls for further investigation exploring underlying mechanisms and 

avenues for treatment. 

 

 

 

 



 

 

 

 

  

  


