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Chapter 1 

8

As a body- and movement-oriented therapist specialized in trauma treatment, I have 
met many patients who shared their negative thoughts and feelings about their bodies 
with me. They did, however, not discuss these spontaneously: shame, disgust, fear, or 
long histories of denying bodily experiences were in the way. Patients made clear to me 
how they tended to withdraw from their environment as well as from their own body. 
This phenomenon raised my interest and fuelled my concern with their bodily being in 
the world, and it ultimately motivated me to write this thesis. 

It is well known that body-related experiences have far-reaching effects on human 
development and quality of life; significant associations of childhood adversities with 
adult mental disorders are widely documented [1, 2]. What is less well documented, 
however, is the profound impact of adverse childhood experiences such as sexual and 
physical abuse, emotional abuse, and neglect on an individual’s relationship with their 
body [3]. In fact, a central element in the narratives of early traumatized people is 
their lack of body ownership. The experience of the body as ‘my body’ is acquired 
in early development and is based on physical experiences and accompanying clear 
definitions of boundaries between self and others [4]. The infant’s full development as 
a subjective being in this world depends on the quality of the embodied experiences 
with the caregiver [5]. Safe and playful interaction between children and the people 
in their environment, including touching, holding, and setting bodily boundaries, are 
conditions for the development of positive bodily experiences. Such a development 
may be severely impaired in patients with mental disorders: not only by threats to the 
physical integrity or violations of the body, but also because of unavailability or neglect 
on the part of parental figures. 

Although negative or disturbed body experience has been reported in a broad range 
of psychiatric disorders, sound measurement of body experience in clinical groups is 
scarce. The general aim of this thesis is therefore to provide more empirical data on the 
disturbance of body experience in different groups of patients with mental disorders. 

Body experience and mental disorders
Following Cash, Joraschky et al., Probst , Scheffers et al. [6-9] we consider body 
experience to be a multidimensional and broad concept, encompassing elements such 
as feelings and beliefs about the body, awareness of the body, satisfaction with bodily 
appearance and bodily functions, and body-related behaviour. Body experience is a 
central component of how an individual experiences himself or herself in the world. As 
such, body experience is an important issue not only in psychosocial functioning and 
adjustment in non-clinical cases, but also in a broad range of psychopathologies [10-
12]. As many as thirty years ago, Lipowski [13], a pioneer in psychosomatic medicine, 
stressed the importance of body experience in all forms of psychopathology. He stated 
that a changed body experience accompanies and enhances psychopathology, that body 
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experience is an important factor in quality of life, and that it reflects physiological 
functioning and psychosocial stress. Furthermore, seeing inadequate hedonic capacity 
as one of the commonest reasons for people to seek therapy, he emphasized the 
enhancement of pleasurable body experience as a goal of all psychiatric treatment.

More recently, phenomenological psychopathology has again highlighted the 
importance of body experience, stating that the body functions as the medium 
and background of our experiences and that it is therefore a central element in 
psychopathology [12]. Based on clinical observations as well as on theoretical 
assumptions, authors in the field of body and movement psychotherapy also stress the 
importance of body experience. Geuter [14], for instance, argues in his handbook on 
body psychotherapy that a disturbed experience of the body may be an indication of, 
often severe, psychopathology and that the diagnostics of body experience form a specific 
contribution of body- and movement-oriented therapies to the field of psychopathology.

Current classification and diagnostic systems such as DSM-5 and ICD-10 do not 
acknowledge the importance of body experience, but recently Galderisi et al. [15], 
proposing a new definition of mental health, have named a harmonious relationship 
between body and mind as one of the important components of mental health that 
contribute to a state of internal equilibrium. The authors argue that mind, brain, 
organism, and environment are heavily interconnected, and that the overall experience 
of being in the world cannot be separated from one’s body experience. Galderisi et al. 
[15] report that disturbances of this interaction may result not only in poor physical 
health, but also in psychopathology. 

Despite the growing recent attention for body experience as a component of mental 
health, empirical evidence is scarce. To date, some relatively small and exploratory 
studies have been conducted (see e.g. [16-19]), but in these studies a wide range of 
instruments have been used, making comparisons between studies and between 
diagnostic groups difficult.

Body experience and psychomotor therapy
Dutch mental health care has a long history of providing body- and movement-oriented 
treatment approaches, mainly administered by psychomotor therapists. Interventions 
aimed at positively influencing body experience form an important part of psychomotor 
therapy [20-22] and of related therapies, such as dance movement therapy and body-
oriented psychology. In fact, in the professional profile of psychomotor therapy [23, 24], 
influencing body experience is described as one of the core interventions. Case studies 
and descriptions of these interventions and their positive effects have been extensively 
documented, mostly in Dutch [25-30]. The sole overview of psychomotor interventions 
that is available in the English language was published by Vermeer, Bosscher, and 
Broadhead [22].
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Despite the abundance of reports on the benefits of body- and movement-oriented 
interventions (see also Röhricht [31]), disturbances in body experience and positive 
changes in body experience as a result of these interventions have not been measured 
often. Thus, the empirical validation of interventions targeting body experience is poor, 
and the assumption that a positive change in body experience will lead to a reduction 
in psychopathology remains quite unsubstantiated. Moreover, diagnostic information 
on specific aspects of body experience that may be affected in different forms of 
psychopathology is lacking. Reliable and valid instruments form a prerequisite for solid 
assessment of body experience and its role in psychopathology. These assessments are 
crucial for both the diagnostic process and the evaluation of psychomotor interventions.

Measuring body experience; a brief historical overview 
The area of research on body experience has long been dominated by studies in eating 
disordered female patients [32-34]. Gaete and Fuchs [35] describe how from the 1990s 
onwards cognitive behavioural approaches (e.g. Fairburn [36]) have been predominant 
in the treatment of eating disorders, addressing aspects of body experience such as 
shape, weight, and feeling fat. To date, studies in eating disorders as well as in other 
psychopathologies have emphasized appearance satisfaction as the central element of 
the experience of one’s body. Moreover, a disproportional number of studies has been 
carried out in samples of mostly young college women. Further conceptualization and 
the development of instruments originating from a broader and multidimensional view 
on the subjective experience of the body have, unfortunately, hardly taken place. 

Although dimensions of body experience were described in the past, Röhricht [37] 
concludes that the history of body experience shows a terminological chaos. In the 
beginning of the 20th century, body experience and its disturbances were interpreted 
from a biological and neurological perspective. Body schema formed the central aspect 
[38]. It was the psychoanalyst Schilder [39] who in 1950 brought the individual subjective 
experience of the body to the foreground and pointed out that disturbance of body 
experience could exist without objective neurological deficits. Other psychoanalytically 
oriented authors took up the importance of the subjective body. Fischer and Cleveland 
[40] highlighted the concept of body boundaries and developed tests to evaluate 
disturbances in body boundaries. Secord and Jourard [41] paid attention to the 
relationship between body cathexis and self-cathexis. Psychodynamic concepts of body 
experience stayed on the foreground throughout the 1970s and 1980s. Contributions 
from Krueger [42] put forward developmental aspects, emphasizing that early bodily 
experiences with attachment figures are relevant for the later sense of self. 

From the 1990s onwards, cognitive behavioural approaches have gained ground 
[36, 43-45], accentuating distorted thinking about the body and associated behaviours. 
Specific cognitive behavioural strategies were developed for the treatment of eating 
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disorders [36]. Interventions addressed the mindsets that sustain the symptomatology, 
working mainly at the cognitive and behavioural levels. 

Scheffers et al. [9] describe how studies have addressed body experience in separate 
disorders, each using its disorder-specific terminology and assessing the disturbances 
thought to be specific for that disorder. Studies in eating disorders, for example, focused 
on disturbed perception of the body; studies in anxiety disorder focused on body 
sensations related to anxiety. The terminological chaos mentioned by Röhricht [37] is thus 
associated with the use of the concept of body experience in different psychotherapeutic 
schools and in different disorders. Among the terms used today are body appearance, 
body esteem, body scheme, body cathexis, body awareness, body consciousness, body 
self, body orientation, body shape, body attitude, body knowledge, body boundaries, 
body investment, body connection, body comparison, body checking, body avoidance, 
body exposure, body sensation, body size, body perception, body complexity, and body 
functionality. Numerous questionnaires, often overlapping in content, were developed 
to measure these aspects [46]. In their meta-analytic review Alleva et al. [47] counted as 
many as 45 self-report questionnaires that are used for the measurement of appearance-
related aspects alone. 

Recently, a number of developments have taken place favouring a more integrative 
view on body experience. Clinicians have raised the possibility that disturbances in 
body experience are a transdiagnostic phenomenon [15], with the same or with different 
aspects affected in different disorders, and possibly with different levels of severity 
across disorders. Furthermore, phenomenological psychopathology has reintroduced 
Merleau-Ponty’s concept of the body-subject as central in our understanding of mental 
disorders [12, 48]. This concept of the body-subject implies that a human person is an 
essentially embodied being, who can interact with and find significance in his or her 
world only because of the structures of the human body [49]. Experiencing the world 
and experiencing oneself is grounded in experiencing the body. This philosophical-
anthropological approach of body experience as our subjective bodily being in the world 
forms the background for the empirically oriented studies in this thesis.

Dimensions of body experience 
Considering the diverse aspects of body experience that may be affected in people 
with mental health problems, a conceptually broader representation is warranted, 
distinguishing different dimensions of body experience. The scarce recent literature 
is quite clear and unanimous in dividing the concept of body experience into a 
neurophysiological and a psychological-phenomenological dimension [7, 50, 51]. In 
this thesis, the emphasis is on the psychological-phenomenological dimension. On 
the basis of clinical reports as well as on information gathered during masterclasses, 
workshops, and the supervision of psychomotor therapists, it may be concluded that this 
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psychological-phenomenological or subjective personal dimension of body experience is 
central in the therapeutic interventions of psychomotor therapists treating patients with 
mental disorders [52, 53]. Therapists want to know whether, as a result of treatment, 
their patients feel and think more positively about their body and act accordingly. 
Furthermore, therapists are interested in their patients’ ability to recognize body signals 
and, if so, whether and how they act upon these signals. Evaluating these psychological 
dimensions of body experience rather than the neurophysiological counterparts is the 
aim of this thesis. 

As summarized by Röhricht et al. [50] in a consensus paper on German terminology, 
the psychological dimension may be subdivided into ‘Körper-Kathexis’ (body cathexis, 
body satisfaction), ‘Körperbild/Körpereinstellung’ (body attitude), and ‘Körperbewusstheit’ 
(body awareness). Probst [54] made a somewhat different classification, based on Bielefeld 
[55]: ‘Lichaamsafgrenzing’ (body boundaries), ‘ lichaamsattitude/lichaamsinstelling’ (body 
attitude), and ‘ lichaamsbewustzijn’ (body awareness). We chose to follow Röhricht et 
al.’s [50] more recent classification. We do not, however, agree with their description of 
body cathexis as an affective component versus body attitude as a cognitive evaluative 
component. Our definition of attitude includes cognitive, affective as well as behavioural 
aspects [56]. In our view, following Baardman and De Jong [57], Orlandi et al. [58], and 
Secord and Jourard [41], body cathexis refers primarily to body satisfaction, satisfaction 
with appearance, and/or functions of the body. 

It should be emphasized that dimensions of body experience are not retraceable 
as entities in vivo. Röhricht [37,p.27] summarizes this as follows: ‘Kein deskriptiver 
Terminus [ist] in adäquater und umfassender Weise in der Lage, die komplexe Gestalt des 
subjektiven Körpererlebens abzudecken’. Dividing and separating a person’s subjective 
experiences of their body is artificial. It is, however, also helpful – and even necessary 
– in order to gain more knowledge about the relative disturbance of different aspects of 
body experience in various disorders and in order to adequately address these specific 
disturbances in body-oriented therapies.

Lack of instruments in the Dutch language
As stated above, measuring body experience has been largely restricted to measuring 
appearance-related aspects of body experience, mainly in non-clinical college samples 
and in eating disordered female patients. Studies measuring disturbed body experience 
across a wide range of mental disorders are lacking. More importantly, there is a dearth 
of Dutch language self-report instruments measuring body experience. Although 
Scheffers et al. [9] in their inventory reported over 75 instruments measuring aspects of 
body experience, only sixteen of these instruments have been translated into Dutch, and 
no more than five of these sixteen instruments have been the subject of psychometric 
evaluation: Body Cathexis Scale (BCS) [41], Somatic Awareness Questionnaire (SAQ) 
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[59], Body Attitude Test (BAT) [60], My Appearance Questionnaire (Mijn Uiterlijk 
Vragenlijst, MUV) [61], Body Attitude Questionnaire (Lichaamsattitude Vragenlijst, 
LAV) [62]. The latter three instruments were developed specifically for appearance-
related disorders: eating disorders (BAT) and Body Dysmorphic Disorder (MUV, 
LAV). Scheffers et al. [9] conclude their review with the recommendation to make self-
report instruments available that are suitable for non-clinical as well as for broad-ranged 
clinical groups. The BCS, measuring body satisfaction, and the SAQ, measuring body 
awareness, are instruments that meet these requirements.

However, no instrument that assesses body attitude across different diagnostic 
groups is available in Dutch. This is an evident shortcoming, because body attitude 
is one of the three core elements in the classification of subjective body experience. 
As stated above, body attitude refers to cognitive, affective and behavioural aspects of 
subjective body experience [56] and may thus play a central role in our aim to grasp 
the disturbance of the subjective body experience in a transdiagnostic way. Therefore, 
the present thesis aims to provide a reliable and valid instrument in Dutch with the 
property to measure body attitude in various mental disorders. 

Body attitude 
We decided to translate and psychometrically evaluate the Dresdner Körperbildfragebogen 
(Dresden Body Image Questionnaire, DBIQ), an originally German instrument 
developed to measure body attitude in non-clinical as well as in a broad-ranged clinical 
populations [63, 64]. Following recent guidelines with regard to the proper evaluation 
of measurement instruments [65-67], we addressed measurement invariance across 
groups (such as sex and age) as well as internal consistency, temporal reliability, and 
construct validity.

The DBIQ measures attitude towards five body-related themes: body acceptance, 
vitality, self-aggrandizement, physical contact, and sexual fulfilment. Especially the 
incorporation of physical contact and sexual fulfilment, often reported by patients as 
problematic topics but rarely included in questionnaires, makes the DBIQ a suitable 
instrument to evaluate body attitude in patients with mental disorders. It should 
be noted that, although Körperbild and body image are used, terms that easily evoke 
associations with appearance, the questionnaire intends to measure the ‘subjektiv-
persönliche Bezugnahme auf den Körper’ or ‘Einstellungen zum eigenen Körper’ [37]. In 
the literature body image and body attitude are often used interchangeably. This is also 
the case in this dissertation. In the articles in Chapter 2, 3 and 4 body image is used 
when discussing the properties and benefits of the Dresden Body Image Questionnaire, 
measuring the subjective personal attitude towards the body. 

PSM 20180319 Proefschrift Scheffers.indd   13 10-04-18   15:21



Chapter 1 

14

Body satisfaction and body awareness
In addition to the DBIQ, representing body attitude, this thesis uses two already available 
self-report instruments, mentioned above, covering the areas of body satisfaction and 
body awareness, respectively. We selected the Body Cathexis Scale (BCS) [41, 68] 
to measure the degree of satisfaction with various parts or processes of the body. To 
measure body awareness, we used the Somatic Awareness Questionnaire (SAQ) [59, 
69]. In this questionnaire body awareness is defined as ‘the tendency to be aware of or 
sensitive to internal bodily processes and states, not typically associated with illness or 
emotion’ [59,p.59].

Aims of this thesis
The overall clinical impression is that body experience is affected in a broad range of 
mental disorders. However, sound measurement of body experience in clinical groups 
is scarce. To gain a deeper insight into the association between body experience and 
mental health, research is needed in different diagnostic groups while using the same 
instruments. In our search for available instruments in Dutch, we largely followed, as 
argued above, the classification of subjective body experience proposed by Röhricht et 
al. [50] in body attitude, body satisfaction, and body awareness. With the availability of 
instruments measuring body satisfaction and body awareness, the lack of an instrument 
in Dutch measuring body attitude is evident.
The aims of the present thesis are as follows: 

1.  to psychometrically evaluate a translated version of the DBIQ as an instrument 
measuring body attitude and further test its usefulness in different groups of 
patients with mental disorders; 

2. to compare scores on body attitude, body satisfaction, and body awareness in 
different groups of patients with mental disorders with those in the general 
population, in order to obtain a deeper insight into the severity of the disturbance 
of body experience in patients; 

3. to explore differences in body experience between mental disorders. Studying 
body experience in a variety of disorders may contribute to a better understanding 
of the relevance of body experience as a transdiagnostic factor [70] and of its 
potential value as the target of interventions. 

The studies in this thesis also form part of a broader societal context in which a political 
urgency exists to provide evidence to support the benefits of body- and movement-
oriented therapies. The lack of empirical evaluation is especially problematic because 
the debate about the commissioning of health services is increasingly dominated by 
principles of evidence-based medicine [37, 71]. Therapies without evidence, although 
they may be beneficial and evaluated positively by clients, have difficulties to survive 
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and are often marginalized by mainstream therapies. As positively influencing body 
experience is described as a main goal of body- and movement-oriented therapies, the 
studies in this thesis may also contribute to more empirical support for body- and 
movement-oriented interventions. 

Outline of the studies
Chapter 2
The main objective of the study discussed in this chapter is to examine the psychometric 
properties of the Dutch translation of the Dresden Body Image Questionnaire 
(DBIQ-NL) in a large non-clinical sample. We aim to investigate the subscales’ internal 
consistency and test-retest reliability. Furthermore, in order to establish construct 
validity, we evaluate associations with indices of self-esteem and psychological well-
being. The factor structure of the DBIQ-NL is examined using Confirmatory Factor 
Analysis (CFA). The equivalence of the measurement model across sex and age is 
evaluated by multiple group confirmatory factor analyses.

Chapter 3
The aim of the study presented in this chapter is to empirically evaluate the disturbance 
of body attitude in a broad group of patients with mental disorders and to compare scores 
with those obtained in the general population (see Chapter 2). The second aim is to 
explore profiles for several diagnostic groups with regard to body attitude. Furthermore, 
to gain a deeper understanding of the specific nature of body attitude, we explore how 
body attitude is associated with other generic indicators of evaluative criteria of mental 
health, such as symptom severity, well-being, quality of life, and autonomy. A final 
aim is to investigate the sensitivity to change of the DBIQ-NL across a period of four 
months of psychiatric treatment; this is done in order to obtain data on its potential use 
as a measure of treatment outcome.  

Chapter 4 
In this study, the DBIQ-NL is used to measure body-related problems in patients with 
Somatoform Disorder (SFD). In this group, the problematic relationship of patients 
with their body constitutes a central element. The study aims to compare differences 
in DBIQ-NL scores between patients with severe SFD and subjects in a non-clinical 
sample as well as differences between different diagnostic categories within SFD and 
between men and women with SFD. 

Chapter 5
This chapter investigates the effects of early childhood trauma on body experience, 
measuring body attitude, body satisfaction as well as body awareness. Body experience 
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tends to be a neglected theme in studies on traumatic stress, although it is highly 
plausible that trauma, and especially early trauma and sexual trauma, has a far-reaching 
effect on a person’s relationship with their body. Furthermore, associations between 
domains of body experience and severity of trauma symptoms as well as frequency of 
dissociation are evaluated. 

Chapter 6
Depressed patients commonly report various symptoms related to changes in the 
subjective experience of their body, changes that greatly influence daily functioning and 
aggravate distress. Body experience in depression has not yet been studied appropriately. 
Therefore, the aim of the study presented in this chapter is to measure body attitude, 
body satisfaction as well as body awareness in a group of depressed patients, and to 
evaluate the changes in body experience as a result of treatment. Furthermore, the 
study evaluates associations between aspects of body experience and level of depression 
before and after treatment, and thereby aims to provide some insight into the interplay 
between depressive symptoms and body experience. 

Chapter 7 
This final chapter summarizes the main findings of the studies in this thesis. 
Furthermore, it discusses the relevance of measuring body experience as part of standard 
diagnostics and as outcome measure in studies on the effect of body- and movement-
oriented interventions. The chapter concludes with implications for clinical practice 
and suggestions for future studies.
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ABSTRACT

Background: Body image has implications for psychosocial functioning and quality 
of life and its disturbance is reported in a broad range of psychiatric disorders. In view 
of the lack of instruments in Dutch measuring body image as a broad concept, we set 
out to make an instrument available that reflects the multidimensional character of 
this construct by including more dimensions than physical appearance. The Dresdner 
Körperbildfragebogen (DBIQ, Dresden Body Image Questionnaire) particularly served 
this purpose. The DBIQ consists of 35 items and five subscales: body acceptance, sexual 
fulfillment, physical contact, vitality, and self-aggrandizement. The main objective of 
the present study was to evaluate the psychometric properties of the Dutch translation 
of the Dresden Body Image Questionnaire (DBIQ-NL) in a non-clinical sample. 
Methods: The psychometric properties of the DBIQ-NL were examined in a non-clinical 
sample of 988 respondents aged between 18 and 65. We investigated the subscales’ 
internal consistency and test-retest reliability. In order to establish construct validity 
we evaluated the association with a related construct, body cathexis, and with indices 
of self-esteem and psychological wellbeing. The factor structure of the DBIQ-NL was 
examined via confirmatory factor analysis (CFA). The equivalence of the measurement 
model across sex and age was evaluated by multiplegroup confirmatory factor analyses.
Results: Confirmatory factor analyses showed a structure in accordance with the 
original scale, where model fit was improved significantly by moving one item to another 
subscale. Multiple group confirmatory factor analysis across sex and age demonstrated 
partial strong invariance. Internal consistency was good with little overlap between the 
subscales. Temporal reliability and construct validity were satisfactory.
Conclusion: Results indicate that the DBIQ-NL is a reliable and valid instrument 
for non-clinical subjects. This provides a sound basis for further investigation of the 
DBIQ-NL in a clinical sample.

Keywords: body image; self-report; Dresden Body Image Questionnaire; non-clinical 
sample; multiple-group CFA, partial invariance
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INTRODUCTION

The term ’body image’ has been used to describe a variety of body-related phenomena, 
including perceptions, cognitions, affects, and awareness with regard to the body [1, 
2]. Unlike the term seems to suggest, not only the way we evaluate our appearance is 
part of our body image, but also our attitude towards bodily experiences in interaction 
with others, sense of body ownership [3] and our evaluation of our body in terms of 
functionality and vitality [4]. Aspects of body image have impact on psychosocial 
functioning [5, 6] and its disturbances are associated with poorer psychological 
adjustment in non-clinical samples [7-10]. Negative or disturbed body image has also 
been reported in a broad range of psychiatric disorders [11, 12]. Disturbed body image 
in eating disordered female patients has been extensively researched and documented 
[13-15]. There is emerging evidence that mood disorders [16], anxiety disorders [17], 
trauma-related disorders [18-20], sexual disorders [21, 22] and schizophrenia [23] are 
also associated with negative or disturbed body image. The overall impression is that 
body image is affected in a diverse range of mental health problems. However, despite 
the increasing awareness and recognition in clinical practice of body image problems in 
other than appearance-related psychopathologies, sound measurement of body image 
providing evidence of this phenomenon is still scarce in most psychiatric disorders.

To date, the Body Attitude Test is the sole well-researched self-report instrument 
measuring body image available in Dutch [24, 25]. However, this instrument is 
specifically developed for measuring body attitude in anorexic women. In view of 
the lack of multi-purpose instruments in Dutch, we set out to make an instrument 
available that reflects the multidimensional character of this construct by including 
more dimensions than physical appearance. As our aim was to gain insight in the way 
psychopathology and body image are associated, this instrument needed to be suitable 
for both a broad-ranged clinical population as well as for a non-clinical population so as 
to facilitate comparisons. The Dresdner Körperbildfragebogen (DBIQ, Dresden Body 
Image Questionnaire) [26, 27] particularly serves this purpose. The DBIQ, consisting of 
35 items, does not cover all aspects that form part of the umbrella term body image, but 
focuses on thoughts, beliefs, and conceptual aspects of patient’s body experiences in five 
different domains: body acceptance, sexual fulfilment, the evaluation of physical contact, 
experienced vitality, and self-aggrandizement, a measure of how the body is actively used 
in social interactions to enhance self-esteem. The importance of the dimensions physical 
contact and sexuality is largely unknown, although they are often mentioned by patients 
as problematic [28, 29]. Furthermore, in a factor analytic evaluation of a preliminary 
version of the DBIQ, body contact as well as sexuality emerged as separate factors [26]. 
Clinical relevance together with the psychometric indication of the importance of these 
aspects, make its inclusion worthwhile. The first evaluation of the psychometric qualities 
of the original DBIQ in a clinical sample was promising [26].
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The main objective of the present study was to evaluate the psychometric properties 
of the Dutch translation of the DBIQ (DBIQ-NL) in a non-clinical sample. First, 
we investigated the subscales’ internal consistency and test-retest reliability. In order 
to establish construct validity of the DBIQ-NL we evaluated the association with 
specific related constructs, namely body satisfaction, comfort with touch and fatigue, 
expecting high correlations for the DBIQ-NL with these measures. Furthermore, we 
evaluated associations with general indices of psychosocial wellbeing and self-esteem, 
expecting moderate to high correlations with these measures. The factor structure of 
the DBIQ-NL was examined via confirmatory factor analysis (CFA). Exploration of 
differences regarding gender and age formed the second objective of our study, since 
both factors are known to affect body image. Gender differences in body image have 
received considerable attention [30-32]. Research shows that women are generally more 
preoccupied and dissatisfied with their bodies than men [33]. Gender differences with 
respect to specific issues such as physical contact and sexual fulfilment, represented 
by separate subscales in the DBIQ, also were deemed worth investigating. Based on 
results from a Flemish version of the DBIQ in a students’ sample [34], it might be 
hypothesized that no gender differences exist with regard to physical contact. With 
regard to gender differences in reported sexual fulfilment it might be hypothesized, 
based on results from Dutch population surveys [35], that sexual fulfilment is higher 
in men than in women. Contrary to gender differences, age effects on body image are 
still poorly researched [31, 36]. Since younger aged samples are overrepresented in body 
image research, comparisons of different age groups are scarce. Krauss et al. [37] have 
noted a clear need for research on body image in middle-aged and older adults. The 
non-clinical sample enables further investigation of specific aspects of body image in 
middle-aged adults and comparison with a younger group. 

Group comparisons of scale scores are only meaningful in case of measurement 
invariance across groups. Therefore, the equivalence of the measurement model across 
sex and age using Multiple-Group Confirmatory Factor Analyses (MG-CFA) was 
evaluated in this study as well, extending the work by Pöhlmann et al. [26, 27]. 

METHOD

Participants
Data were obtained from two samples with a total of 988 (sample 1, n = 761; sample 2, 
n = 227) respondents between 18 and 65 years old, consisting of 583 (433; 150) women 
and 403 (326; 77) men (sex was unknown for two respondents). In both samples age 
showed a bimodal distribution and was therefore divided in two categories, younger 
than 38 years, and 38 years and older, based on visual inspection (sample 1: < 38, 
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n = 540; ≥ 38: n = 221; sample 2: < 38, n = 151; ≥ 38: n = 76; see S1 Fig. for more 
information on distribution of age in the two samples). Women and men were equally 
distributed across the two categories. Mage of sample 1 was 30.90 (SDage = 13.62), of 
sample 2 33.28 (SDage = 13.22). The distinction between the two samples was made 
based on the moment of recruitment (see procedure). Sample 2 was offered a partly 
different set of extra instruments compared to sample 1. 

Measures
Dresden Body Image Questionnaire. The Dresden Body Image Questionnaire 
(DBIQ) [26, 27] is a 35-item scale (see Table 1) with positively and negatively worded 
items (reversely coded) that consists of five subscales: body acceptance (e.g., “I wish I 
had a different body”), vitality (e.g., “I am physically fit”), physical contact (e.g., “I do 
not like people touching me”), sexual fulfilment (e.g., “I am very satisfied with my sexual 
experiences“), and self-aggrandizement (e.g., “I use my body to attract attention”). Level 
of agreement is scored on a 5-point Likert scale ranging from 1 = not at all to 5 = fully. 
Higher scores indicate a more positive body image. 

The development of the DBIQ was based on factor analytic evaluation of three 
German questionnaires measuring body image [38], namely the “Fragebogen zum 
Körperbild” (FKB-20) [39], the “Fragebogen zur Bewertung des eigenen Körpers” 
(FBeK) [40, 41] and the “Frankfurter Körper Konzept Skalen” (FKKS) [42].

In a German non-clinical sample [27] (n = 418), Cronbach’s α for the subscales 
were: body acceptance .93, vitality .94, physical contact .83, sexual fulfilment .91, 
and self-aggrandizement .81. Correlations between the subscales varied between 
r  =  .37 (sexual fulfilment and self-aggrandizement) and r = .65 (body acceptance 
and vitality), indicating the overlap between the subscales to be small to medium. A 
confirmatory factor analysis was conducted [26] in a sample of 560 German patients 
with psychosomatic disorders (CFI = .90; RMSEA = .06, other fit indices not available). 
A study on 505 students (M = 21.64, SD = 2.14) using a Flemish Dutch translation 
[34], somewhat different from the translation presently used, reported Cronbach’s α for 
the subscales between .77 and .90. Correlations between the subscales varied between 
r = .13 and r = .59. In the present Dutch sample Cronbach’s α for the subscales varied 
from α = .83 for self-aggrandizement to α = .92 for sexual fulfilment. Correlations 
between the subscales varied between r = .31 (vitality and physical contact) to r = .65 
(physical contact and sexual fulfilment). 

The Dutch translation of the DBIQ (DBIQ-NL, see S1 Table) was performed by 
using the parallel blind technique [43]. First, three bilingual translators separately 
performed a translation. The translations were then compared and differences were 
discussed until agreement was reached. 
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Table 1. Dresden Body Image Questionnaire (DBIQ), English versiona.

1.a I move gracefully.
2.v I often feel physically run down. (R)
3.v I lack energy and motivation. (R)
4.s I experience intense and pleasurable feelings during sex.
5.p Physical contact is important for me to express closeness.
6.v I often feel physically exhausted. (R)
7.b There are lots of situations in which I feel happy about my body.
8.v I am physically fit.
9.s I am very satisfied with my sexual experiences.
10.a Other people find me attractive.
11.p I look for physical intimacy and affection
12.b I like my body.
13.a I find it pleasant and exhilarating when someone looks at me attentively.
14.v I have lots of energy.
15.b I choose clothing that hides the shape of my body. (R)
16.s I think sex is an important part of life.
17.v I am in good physical condition.
18.b I often feel uncomfortable about my body. (R)
19.p I do not like people touching me. (R)
20.a I feel more valued when someone pays attention to my body.
21.s I am able to lay aside my inhibitions in sexual situations.
22.p I like it when people put their arms around me.
23.b I wish I had a different body. (R)
24.p I consciously avoid touching other people. (R)
25.b I am satisfied with my appearance.
26.v I quickly reach my physical limits. (R)
27.s I am able to enjoy my sexuality.
28.b If I could change something about my body, I would do it. (R)
29.a My body is expressive.
30.p I only allow a few people to touch me. (R)
31.a I use my body to attract attention.
32.v I am physically strong and resilient.
33.a I like showing my body.
34.a I like to be the centre of attention.
35.s My sexual experiences are satisfying.

R = reverse scored; a = subscale self-aggrandizement; b = subscale body acceptance; p = subscale physical contact; s = subscale sexual 
fulfilment; v = subscale vitality. 
a original version in German; for Dutch version, see S1 Table.

PSM 20180319 Proefschrift Scheffers.indd   26 10-04-18   15:21



Psychometric properties DBIQ-NL 

27

Body Cathexis Scale. The Body Cathexis Scale (BCS), here used to establish the 
association between the total score of the DBIQ with body satisfaction, was originally 
developed by Secord and Jourard [44] to assess the degree of satisfaction with parts and 
processes of the body. The original scale has 46 items, but most recent studies utilize 
a 40-item version [45]. Subjects evaluate body characteristics according to a 5-point 
Likert scale, ranging from strongly negative to strongly positive, with higher scores 
reflecting greater body satisfaction. Although some authors [46] objected to the use of 
anatomical as well as physiological aspects in the BCS, we follow Orlandi et al. [47], 
who state that the BCS is a useful instrument to address satisfaction with the body and 
judge the emphasis on bodily functions next to body parts to be an advantage. This is 
in line with recent studies [48, 49] stressing the importance of describing the body in 
functional terms. The validity and reliability of the Dutch version [50] are satisfactory. 
Cronbach’s α for the present sample was .95. 

Comfort in touch (subscale of the Body Investment Scale). Since no reference is 
made in the BCS to physical contact, a subscale of the Body Investment Scale (BIS) [51] 
was used to establish the association with the subscale ‘physical contact’ of the DBIQ. 
The BIS was developed to assess emotional investment in the body and consists of 24 
items scored on a 5-point Likert scale ranging from strongly disagree to strongly agree 
with higher scores for more emotional investment. The subscale ‘comfort in touch’ 
of the BIS comprises of six items with statements like “I enjoy physical contact with 
other people”. The BIS has adequate psychometric characteristics [51, 52]. In the present 
study a Cronbach’s α of .78 was found for the subscale ‘comfort in touch’.

Checklist Individual Strength. As the BCS does not include items on vitality the 
Checklist Individual Strength (CIS) [53] was used to establish the construct validity 
of this subscale of the DBIQ. The CIS is an originally Dutch language 20-item self-
report questionnaire capturing fatigue in four dimensions: subjective experience of 
fatigue (“I feel tired”), reduction in motivation (“I feel no desire to do anything”), 
reduction in activity (“I don’t do much during the day”) and reduction in concentration 
(“My thoughts easily wander”) and has been used in a broad range of groups: healthy 
subjects, diverse groups of working adults, people with chronic fatigue as well as people 
with multiple sclerosis [54]. By adding the four dimensions a CIS total score can be 
calculated. Respondents rate the extent to which each statement is true for them on 
a 7-point Likert scale ranging from Yes, that is true to No,that is not true. A higher 
score indicates more fatigue. Fatigue as measured with the CIS may be regarded as 
the opposite of vitality. In their description and evaluation of measures of fatigue, 
Hewlett et al. [55] evaluated the CIS as a useful generic scale and research tool, with no 
significant respondent or administrative burden. The CIS has demonstrated satisfactory 
psychometric properties [54, 56]. For the present study, Cronbach’s α was .94.
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Rosenberg Self-Esteem Scale. The Rosenberg Self-Esteem Scale (RSES) [57], Dutch 
version [58], is a brief 10-item measure of global self-esteem that evaluates one’s overall 
feelings of self-worth using a 4-point scale (1 = strongly disagree, 4 = strongly agree). Scores 
range from 10 to 40, with higher scores reflecting higher self-esteem. The validity and 
reliability of the Dutch version are satisfactory [59]. The internal consistency in the 
present study was .87.

Outcome Questionnaire. The Outcome Questionnaire (OQ-45) [60] is a 45-item 
scale measuring three domains of psychological well-being: subjective discomfort (“I 
feel no interest in things”), interpersonal relations (“I am satisfied with my relationships 
with others”), and social role performance (“I feel that I am doing well at work/school”). 
The OQ-45 is rated on a 5-point Likert scale ranging from never to almost always with 
higher scores for more distress. In a non-clinical group, Cronbach’s α was .93 for the 
original total scale [60] and .92 in the Dutch version [61]. Cronbach’s α in the present 
study was .90. 

Procedure
The research was conducted in agreement with the VU University Amsterdam guideline 
for research for educational purposes, allowing students to collect data with the use of 
questionnaires in healthy groups of respondents when participation is voluntary and 
data are analyzed anonymously. We consulted the Medical Ethics Review Committee 
of VU University about the study, and the committee waived the requirement for 
ethical approval.

Data collection was done during an undergraduate course in measurement and 
statistics at the Faculty of Human Movement Sciences, VU University Amsterdam, 
resulting in a convenience sample. Students in two successive courses were encouraged 
to forward an e-mail with a link to the questionnaires to individuals in their personal 
network. No participatory incentives were offered. Participants completed all 
questionnaires without personal details through a secured online system and with all 
materials removed from this system after completing the data collection; data analysis 
was done anonymously. Information about the aim of the study and the voluntary and 
anonymous nature of participation was given before participants entered the study. In 
this way consent was secured when participants completed the questionnaire and no 
formal informed consent was necessary. 

Of the respondents all were given the DBIQ-NL to fill out. Of the respondents 
included via students in the first course (sample 1 in Table 2) 361 (sample 1a) were 
asked to also complete the Body Cathexis Scale (BCS) [44], and 356 others (sample 
1b) to complete the Rosenberg Self-Esteem Scale (RSES) [57], the Checklist Individual 
Strength (CIS) [53] and the subscale ‘comfort in touch’ of the Body Investment Scale 
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(BIS) [51]. Respondents (n = 227) recruited by the students in the second course (sample 
2) also completed the Outcome Questionnaire (OQ-45) [60] and the Rosenberg Self-
esteem Scale. To assess temporal reliability, 56 respondents of sample 2 completed the 
DBIQ-NL a second time after 14 days. 44 respondents only completed the DBIQ-NL 
and did not fill out any additional questionnaires.

Data analysis
SPSS 17.00 for Windows was used for general statistical analyses. Mean differences 
between subgroups are expressed in Cohen’s d and considered large if > .80, moderate 
between .50 and .79 and small between .20 and .49 [62]. In calculating means we 
limited missing values to one for all subscales and two for total mean scores. Test-retest 
reliability was established by intraclass correlation (ICC). ICC > .75 was considered 
as excellent and between .40 and .75 as acceptable [63]. Construct validity was 
investigated by correlations. We expected a moderate correlation of body image total 
score with body satisfaction, because the DBIQ is aimed to measure a broader concept 
of body image. We also expected moderate correlations of body image total score with 
self-esteem and psychological well-being. Furthermore, high correlations are expected 
between the subscale ‘vitality’ of the DBIQ-NL and fatigue as measured with the CIS 
and between the ‘physical contact’ subscale of the DBIQ-NL and the comfort in touch 
subscale of the BIS.

The factorial structure of the translated version was tested by confirmatory factor 
analysis (CFA). Analyses were conducted with Mplus Version 5.1 [64], using the 
robust full-information maximum likelihood (MLR) estimator to correct for the skew  
distribution of several items and missing item responses [65]. In view of the sufficiently 
large sample size and focus on model selection and fit, the 5-point Likert items were 
treated as continuous measures [66]. Complete descriptives for all items used for the 
CFA are provided in S3 Table.

Because a five factor model was shown to be adequate for the German questionnaire, 
we investigated the fit of this model to the Dutch samples, aiming to obtain fit measures 
close to those of the German model. We could not reasonably expect equivalent fit 
measures as the study is not an exact replication study. The three essential changes with 
respect to Pöhlmann et al.’s [26] study, (1) translation of the items, (2) non-clinical 
samples, and (3) using a CFA model without correlated errors, were expected to lead to 
a decrease in model fit [67, 68]. 

In view of the fact that each type of index provides different information about 
model fit [69], we chose to report a broad range of indices and included standardized root 
mean square residual (SRMR) and Tucker Lewis index (TLI), in addition to the CFI 
and RMSEA reported in the CFA on the German items [26]. The RMSEA (Root Mean 
Square Error of Approximation) represents the fit of the estimated covariance matrix to 
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the populations covariance matrix [70]. It is regarded as one of the most informative fit 
indices due to its sensitivity to the number of estimated parameters in the model and 
therefore favouring parsimonious models. As a rule of thumb, RMSEA values less than 
.08 suggest adequate model fit and RMSEA values less than .05 suggest good model 
fit [71]. The SRMR (Standardized Root Mean square Residual) is the standardized 
square root of the difference between the residuals of the sample covariance matrix 
and the hypothesized covariance model. An SRMR between .05 and .10 indicates an 
acceptable fit and values less than .05 indicate good fit [72]. The CFI (Comparative Fit 
Index) [73] compares the sample covariance matrix with a null model of uncorrelated 
latent variables. The CFI is one of the most commonly reported fit indices due to being 
one of the measures least effected by sample size and is often reported together with the 
TLI (Tucker Lewis Index), a comparative fit index slightly differing from the CFI in its 
approach to sample size and handling of the effect of model complexity [69]. CFI and 
TLI values in the range between .90 and .95 may be regarded as indicative of acceptable 
model fit [69]. Although there is discussion on which fit-indices are the most relevant, it 
is now common practice to test the fit of the CFA with at least the ones used here. Thus, 
conclusions about the fit of the model can be based on the consistency between fit-
indices. When fit-indices fall in marginal ranges, it is especially important to consider 
the consistency of the model fit as expressed by the various types of fit indices in tandem 
with the particular aspects of the analytic situation [69]. Inadequate fit measures are 
an indication of model misspecification. Modification indices can be used to adjust the 
model specification in order to improve model fit. 

First, the five-factor model (without correlated errors) was estimated, using sample 
1. Modification indices were inspected to detect possible improvements with respect to 
dimensionality. We refrained from including correlated errors in view of the multiple 
group confirmatory factor analysis (MG-CFA), which does not allow correlated errors. 
We performed multiple-group analyses with respect to gender and age after investigating 
the overall five-factor structure of the DBIQ-NL, because MG-CFA provides the 
opportunity to identify items that are non-invariant across groups. Invariance is a 
prerequisite for individual and group comparisons to reflect true differences [69, 74], 
not due to systematic differences in interpretation of items due to respondents’ group 
membership. 

The extent of measurement invariance was evaluated in a series of three models. 
In model A, specifying ‘configural invariance’, the same factor structure is imposed on 
the two groups (formed by either sex or age)In the next model (B), specifying ‘weak 
invariance’, the factor loadings are constrained to be equal across groups. In Model 
C, ‘strong invariance’, the factor loadings and intercepts are constrained to be equal 
across groups. The model selection was performed by testing invariance by the Scaled 
Difference in Chi-Squares (SDCS) test [75] for nested models estimated with MLR. 
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Inspection of size and consistency of factor loadings were performed to further evaluate 
model fit [69].

This sequential model estimation procedure to study measurement invariance is 
used since lack of strong factorial invariance will contaminate estimates of group mean 
differences [74]. It is widely acknowledged however, that the requirement of strong 
factorial invariance may be too strict and unrealistic a goal for group comparisons. 
Consequently, Byrne et al. [76] introduced the concept of partial invariance in which 
only a subset of parameters in each subscale must be invariant whereas others are allowed 
to vary between the groups. In this procedure, fit diagnostics (e.g., modification indices) 
can assist the researcher to identify specific items that are non-invariant across groups 
[69]. In our analysis partial invariance was investigated by inspecting modification 
indices to determine which cross-group equality constraint most significantly 
contributed to lack of fit; the model was re-estimated after freeing that constraint and 
this process was reiterated as needed [77]. Partial invariance of certain items signals 
qualitative group differences that render exact between-group comparisons with respect 
to subscales including these items possibly less meaningful. The importance of any 
violation of factorial invariance should be judged in relation to the intended use of the 
measure in practice [78] and may also be dependent on the number of affected items.

The implications of the findings with respect to measurement invariance are further 
investigated by comparing the original (sub-)scale scores to the adjusted (sub-)scale 
scores. Moreover, the correlations between the full and reduced scale and subscales 
were investigated, as well as the change in standardized factor loadings. Note that all 
(sub-)scale scores are calculated as average scores, which are unweighted and therefore 
not affected by (changes in) factor loadings. 

RESULTS

Table 2 presents total mean scores and standard deviations in both DBIQ-NL samples 
as well as means and standard deviations for the questionnaires used for validation. 
Mean group differences between women and men and between younger and older 
participants are also included. 

Test-retest reliability 
The intraclass correlation coefficients (ICC) between test and retest scores on the 
DBIQ-NL scale were .88 and on the DBIQ-NL subscales .82 for vitality, .80 for body 
acceptance, .78 for self-aggrandizement, .79 for sexual fulfilment, and .64 for physical 
contact. Test and retest scores were calculated using the original composition of the 
German version (Model 1).
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Construct validity 
Pearson’s r between the DBIQ-NL and Body Cathexis Scale (BCS) correlated r = 
.60 (see Table 3). The subscale vitality of the DBIQ-NL correlated r = -.70 with the 
Checklist Individual Strength (CIS) and the subscale physical contact of the DBIQ-NL 
correlated r = .72 with the subscale comfort with physical touch of the Body Investment 
Scale (BIS). Correlation between DBIQ-NL and the Outcome Questionnaire (OQ-
45) was -.51. DBIQ-NL and Rosenberg Self-esteem Scale (RSES) showed a correlation 
of r = .44. All correlations were in the expected direction and of medium to large 
size. Correlations between DBIQ-NL and BCS were notably higher for men than for 
women. Correlations between DBIQ-NL and OQ-45 and between DBIQ-NL and 
RSES were higher for age < 38 than for age ≥ 38. The subscale vitality correlated notably 
lower with the CIS in the younger group than in the older group. Correlations were 
calculated using the five-factor model identical to the original German version (Model 
1). The correlations between the measures that were used for construct validation and 
the DBIQ-NL were recalculated (see Table 3) after the DBIQ-NL was revised on the 
basis of the CFA, as reported in the following section.

Table 3. Correlations in Pearson’s r of original and revised DBIQ Scale and original and revised sub-
scale ‘physical contact’ with validation instruments (Model 1 and Model 2).

DBIQ-NL (35 items; model 1) DBIQ-NL (31 items; model 2)
Total 

sample female male young old
Total 

sample female male young old
BCSa .60 .53 .70 .58 .64 .59 .53 .67 .56 .64
OQ-45b -.51 -.49 -.52 -.54 -.40 -.50 -.50 -.50 -.53 -.43
RSESc .44 .38 .42 .49 .35 .45 .40 .43 .50 .37

subscale physical contact (6 items) subscale physical contact (4 items)
BIS-touchd .72 .77 .67 .71 .77 66 .71 .61 .64 .72

subscale vitality subscale vitality (as in Model 1)

CISd -.70 -.67 -.73 -.66 -.83 -.70 -.67 -.73 -.66 -.83

DBIQ-NL = Dresden Body Image Questionnaire, Dutch translation; OQ-45 = Outcome Questionnaire; RSES = Rosenberg Self- 
esteem Scale; BCS = Body Cathexis Scale; BIS-touch = subscale comfort with physical touch Body Investment Scale; CIS = Checklist 
Individual Strength.
For description of the samples 1a, 1b, and 2, see procedure and table 2.
a sample 1a
b sample 2 
c samples 1b and 2
d sample 1b

Confirmatory Factor Analysis and Measurement Invariance on sample 1
First, a five-factor model identical to the original German version was specified (Model 
1). Next, based on inspection of the modification indices of this model a five-factor model 
(Model 2) with item 33 (“I like showing my body”) loading on self-aggrandizement 
instead of body acceptance was evaluated. Goodness of fit indices of both models are 
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shown in Table 4. The modification indices for correlated errors  suggested partly the 
same (between reversed items 23 “I wish I had a different body” and 28 “If I could 
change something about my body, I would do it”), and partly different correlated errors 
(between reversed items 24 “I consciously avoid touching other people” and 19 “I do 
not like people touching me”), as reported by Pöhlmann et al. [26]. 

The best fitting model (Model 2) was further evaluated for measurement invariance 
in a multiple group confirmatory factor analysis (MG-CFA) with sex and age as grouping 
variables. Models 2A-2C show measurement invariance tests for sex (2sA-2sC) and 
age (2aA-2aC) respectively. As can be seen with respect to sex as grouping variable, 
constraining the factor loadings to be equal across groups (2sB) is accompanied by only 
a slight decrease in CFI and a non-significant increase in chi square. Therefore, factor 
loadings can be considered as invariant across sex. In model 2sC factor loadings as 
well as intercepts are constrained to be equal across men and women. This restriction 
leads to a considerable loss of model fit, which may indicate that men and women 
interpret questionnaire items in different ways. The same holds true for the model fits 
constraining factor loadings and intercepts to be equal across the two age groups: a 
model fit with only factor loadings constrained (2aB) leads to a non-significant increase 
in chi square. However, when both factor loadings and intercepts are constrained (2aC) 
a considerable loss of model fit is found. 

Based on inspection of the modification indices, the following items were identified 
as contributing to lack of strong invariance across sex: item 19 (“I do not like people 
touching me”), item 30 (“I only allow a few people to touch me”), and item 15 (“I 
choose clothing that hides the shape of my body”). In model 2sC-3 the intercepts of 
these three items were freely estimated for men and women providing the best model 
fit for partial strong invariance across sex. On average, men score higher on these items 
than women (Table 2). With regard to age, items 15 (“I choose clothing that hides the 
shape of my body”) and 28 (“If I could change something about my body, I would 
do it”) were identified as contributing to lack of strong invariance. For item 15, the 
younger age group scores higher on average, whereas for item 28, the older age group 
scores higher. The partial strong invariance model represented in model 2aC-2 with the 
intercepts of these two items estimated freely represents the best fit. 

Fit of the revised model A revised 31-item model, from which the 4 items (items 15, 
19, 28, 30) primarily responsible for lack of invariance across sex and age were deleted, 
was evaluated. This model was fit to Sample 1 and reported as Model 3 in Table 4. 
Compared to the fit of the full 35-item model (Model 2), the revised 31-item model 
showed a better fit in all fit measures.
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Table 4. DBIQ-NL: Confirmatory Factor Analysis, Goodness of Fit Indices of Model 1, 2, and 3 and 
Measurement Invariance across sex and age of Model 2.

Model χ2 df scl ∆ χ2 ∆ df Ts

RMSEA  
(90 % CI) SRMR CFI TLI

Model 1 Original 35 Item Scale 2169 550 1.265 .062 (.059-.065) .070 .828 .814
Model 2 Adapted 35 Item Scale a 1965 550 1.268 .058 (.055-.061) .067 .850 .838

Measurement Invariance Sex
Model 2sA configural invariance 2692 1100 1.268 .062 (.059-.065) .074 .832 .818
Model 2sB weak invariance 2721 1130 1.276 29 30 18.4 .061 (.058-.064) .077 .832 .823
Model 2sC strong invariance 2905 1160 1.322 184 30 60.2** .063 (.060-.066) .081 .816 .811

Model 2sC-1 partial strong item 19 2869 1158 1.317 148 28 49.8* .062 (.060-.065) .080 .819 .814
Model 2sC-2 partial strong items 19, 30 2827 1156 1.315 106 26 35.2* .062 (.059-.065) .079 .823 .818
Model 2sC-3 partial strong items 19, 30 ,15 2804 1154 1.313 83 24 27.1 .061 (.059-.064) .078 .826 .820

Measurement Invariance Age
Model 2aA configural invariance 2623 1100 1.253 .060 (.057-.063) .073 .842 .829
Model 2aB weak invariance 2645 1130 1.247 22 30 21.4 .059 (.056-.062) .075 .843 .835
Model 2aC strong invariance 2796 1160 1.291 151 30 51.2** .061 (.058-.064) .078 .831 .826

Model 2aC-1 partial strong item 15 2771 1158 1.289 126 28 42.2* .061 (.058-.063) .078 .833  .828
Model 2aC-2 partial strong items 15, 28 2754 1156 1.286 109 26 36.5 .060 (.058-.064) .077 .835 .830

Model 3 Reduced 31 Item Scale 1459 424 1.271 506 126 402.2** .057 (.053-.060) .063 .877 .865

DBIQ-NL = Dresden Body Image Questionnaire, Dutch translation; χ2 = chi square; df = degrees of freedom; scl = scaling correction 
factor; Ts  = Scaled. Difference in Chi-Squares (SDCS) test statistic; RMSEA = root mean square error of approximation; 90 % CI 
= 90 % confidence interval of the RMSEA; SRMR =  standardized root mean square residual; CFI = comparative fit index; TLI = 
Tucker Lewis index.
 a Adapted model with item 33 not loading on the factor acceptance but on self-aggrandizement (modification index item 33 = 184.979). 
*p < .01. ** p < .001.

Means of the revised subscales
Table 5 presents scores of the DBIQ-NL total scale and subscales for Model 2 as well 
as for the revised 31-item model, in which the four items contributing most to lack of 
invariance across sex and age were deleted. 

Total mean scores were hardly influenced by deleting items 15, 19, 28, and 30 with 
changes of less than 0.02 in size. The correlation between the full and reduced scale was 
.99. Scores on the subscale body acceptance (with items 15 and 28 deleted) changed at 
most 0.04 points. The correlation between the full and reduced subscale was .96. Mean 
scores for the subscale physical contact increased slightly (.05) for the whole group when 
items 19 and 30 were deleted; the correlation between the original and adapted subscale 
was .92; Mean scores were .11 higher for women and showed a decrease of .05 for men. 
Mean differences on the subscales between age groups and between women and men 
were small to medium (Cohen’s d <. 0.50), with the exception of medium differences 
between women and men on the subscale sexual fulfilment (d = 0.60) and between the 
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younger and older age group on the subscale self-aggrandizement (d = 0.70). Differences 
were in the same direction, with men scoring higher than women and the younger age 
group scoring higher than the older age group. The only exception were men scoring 
slightly lower than women on the reduced physical contact subscale (d = 0.10). For 
standardized factor loadings of the full and reduced item subscales see S4 Table. 

Table 5. Scores on total scale DBIQ-NL and subscales based on Model 2, with and without Items 15, 28 
(subscale body acceptance), 19, and 30 (subscale physical contact).

Full sample
n = 761

Women
n = 433

Men
n = 326 

age < 38
n = 540

age ≥ 38
n = 221

n items (sub)scale (items) Mean SD Mean SD SD d SD SD d
35 DBIQ-NL 3.66 0.45 3.56 0.44 3.79 0.43 0.53 3.71 0.44 3.53 0.45 0.40
31 DBIQ-NL 3.65 0.45 3.56 0.44 3.77 0.44 0.48 3.71 0.44 3.51 0.46 0.44

8
Vitality 
(2,3,6,8,14,17,26,32) 3.87 0.58 3.76 0.58 4.02 0.55 0.46 3.91 0.55 3.78 0.66 0.21

7
Body Acc. 
(7,12,15,18,23,25,28) 3.83 0.67 3.70 0.69 4.00 0.60 0.46 3.85 0.67 3.79 0.68 0.09

5
Body Acc. 
(7,12,18,23,25)* 3.87 0.69 3.74 0.71 4.03 0.62 0.44 3.89 0.68 3.82 0.69 0.10

8
Self-aggr. 
(1,10,13,20,29,31,33,34) 3.12 0.55 3.06 0.56 3.19 0.56 0.23 3.23 0.53 2.86 0.52 0.70

6
Phys. Contact 
(5, 11, 19, 22, 24, 30) 3.80 0.60 3.76 0.61 3.86 0.59 0.17 3.84 0.59 3.71 0.62 0.21

4
Phys. Contact 
(5, 11, 22, 24)* 3.85 0.61 3.87 0.60 3.81 0.60 -0.10 3.89 0.59 3.75 0.63 0.23

6
Sexual Fulfilment 
(4,9,16,21,27,35) 3.78 0.71 3.60 0.72 4.01 0.64 0.60 3.83 0.69 3.65 0.74 0.25

DBIQ-NL = Dresden Body Image Questionnaire, Dutch translation; Self-aggr. = Self-aggrandizement; Body Acc. = Body Accep-
tance; Phys. Contact = Physical Contact
* Adapted scale with items removed based upon MGCFA outcomes.

DISCUSSION

Structure of the (sub)scales
The aim of this study was to assess psychometric properties of the DBIQ in a non-clinical 
Dutch sample. Moreover, the work done by the developers of the original scale [26, 27] 
was extended by evaluating the equivalence of the measurement model across sex and 
age. For our evaluation of the psychometric properties we used a large convenience 
sample with a gender and age distribution deviating from the Dutch general population. 
Whereas the investigation of age invariance of the DBIQ was in fact facilitated by the 
bimodal age distribution, the sample does not provide information on the distribution 
of DBIQ scores across the general population (e.g. with the purpose of computing norm 
scores). 

Confirmatory Factor Analysis based on the five-factor structure of the original 
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German questionnaire, showed adequate fit in the translated version for RMSEA 
and SRMR, but mediocre fit for CFI and TLI [69]. Adaptation of the model based 
on inspection of the modification indices led to improvement of model fit. In this 
adaptation, the item “I like showing my body” was moved from the subscale body 
acceptance to the subscale self-aggrandizement. This is in line with the results of the 
principal component analysis by Probst et al. [34], which revealed higher loadings on 
the subscale self-aggrandizement for the item “I like showing my body” than on the 
original subscale. Even though German and Dutch are closely related languages, a 
slight semantic difference may have occurred, suggesting that the Dutch translation 
emphasizes the pleasure of showing one’s body, whereas the original item was meant 
to measure body acceptance. A semantic explanation is more plausible than a cultural 
difference in the interpretation of this item. 

Based on the fit indices and considering that reallocating one item is an acceptable 
model change when an instrument is used in a different cultural setting or language 
[61], the adapted model was used for further evaluations. After comparing the quality 
of the goodness of fit indices, as recommended by [79], with findings from previous 
research based on the German inventory, we judge the psychometric properties of the 
DBIQ-NL as sufficient to warrant further research on the scale and its properties, 
in a Dutch clinical population. While being aware of new developments in scale 
analysis by Exploratory Structural Equation Modeling to remedy the overly strict CFA 
requirements [68, 80], we refrained from applying this method in order to obtain a 
close comparison between the DBIQ-NL and the original DBIQ by following a similar 
evaluation procedure. Based on [67, 79], it was to be expected that the DBIQ-NL would 
show a reduced goodness of fit compared to the original scale, in which the reported 
CFI only just met the often used threshold of 0.90. 

A multiple-group confirmatory factor analysis showed configural invariance. 
The equal item intercepts hypothesis, implying factorial invariance, however, was 
not supported for all subscales across sex and age. When testing partial factorial 
invariance, four items were identified that contributed to the lack of strong invariance 
across sex (item 19, 30) or age (item 28) or across both groups (item 15) indicating that 
interpretation of the meaning of these items and therefore the item scores might depend 
on group membership. Replication of the procedure by fitting a final model in sample 
1 without these items supported the best, although moderate, fit of this 31-item scale. 

In addition to the technical identification of these differing items, there are 
arguments from a qualitative perspective as to why these items differ across groups. 
Some items suggest interesting patterns. In items 19 and 30, differing across sex, being 
touched by others is the central issue. These items may be interpreted differently by 
men and women since the latter are more often the object of undesired physical contact. 
Invariance across sex in item 15 (“I choose clothing that hides the shape of my body”) 
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could be explained by the fact that for men, in contrast to women, clothing is not a 
well-known strategy to camouflage less accepted parts of the body [81]. The differences 
across age for this item might be indicative for age- or cohort-related cultural differences 
with regard to showing the body. Item 28 (“If I could change something about my body, 
I would do it”) might mean something different for the older age group, in light of 
physical impairments or other confrontations with unwelcome bodily changes. Millsap 
and Kwok [78] describe the option of using a shortened version of the scale that omits 
the items that performed differently across groups, at the same time warning that this 
option results in as many versions of the scale as there are invariance studies.

A second option is to retain all items when the net impact of the differences on 
the total score is small [78]. This is indeed the case in the present non-clinical sample. 
Also due to the limited number of affected items, partial invariance only slightly affects 
the differences between sex and age groups in mean total scores on the DBIQ-NL 
and subscales. Therefore, adaptations need not be made when the scale is used to gain 
global information on body image in non-clinical groups. However, when the focus is 
on gathering information with respect to differences on the issue of physical contact 
across the sexes or on the theme of body acceptance among different age groups, a score 
without the items violating invariance could be relevant. 

Reliability and validity 
The DBIQ-NL and its five subscales showed adequate internal consistency. Test-retest 
reliability was also adequate, although based on a rather small sample. Good construct 
validity was found with moderate associations with body satisfaction (BCS) as expected 
since the DBIQ aims to measure a broad concept of body image whereas in the BCS 
appearance-related issues are prominent. The higher correlations between total score 
on the DBIQ and body satisfaction (BCS) for men than for women can possibly be 
explained by this difference since earlier studies found that women are likely to give 
a greater emphasis than men to appearance as part of the concept body image [30, 
82]. The moderate associations between the DBIQ-NL and the OQ-45 and RSES 
confirm the relation between body image, psychosocial well-being and self-esteem and 
its importance when assessing non-clinical samples [5, 6]. 

Correlations between the subscales were relatively small, providing support for the 
multidimensionality of the instrument. Validation of the subscales for physical contact 
and vitality by correlating these with other indices showed good construct validity. 

Implications for the use of the DBIQ-NL and further research 
The present study on the psychometric properties of the DBIQ in a Dutch non-
clinical sample shows a factor structure and model fit that are satisfactory and motivate 
further study. In view of our aim to make an instrument available in Dutch language 
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measuring body image as a multifaceted construct in a non-clinical as well as in a 
clinical population, future research will have to address a variety of clinical samples. 
These further evaluations should also pay attention to measurement invariance across 
sex and age. Another issue of importance in clinical samples is the intimate and for 
a substantial group of patients possibly trauma related nature of the subscale sexual 
fulfilment. Applicability of this subscale still needs to be evaluated. On the other hand, 
because both clinicians and patients seem to be reluctant to discuss issues concerning 
sexuality, a reluctance that may also be related to cultural or religious background, 
addressing sexuality in a self-report questionnaire may also make it easier for both client 
and therapist to pay attention to this relevant theme [28]. 

A recent study using the DBIQ-NL in a broad clinical sample including mood 
disorders, anxiety disorders, adjustment disorder, post-traumatic stress disorder, eating 
disorders, schizophrenia and other psychotic disorders [83] gave a first indication of 
the clinical usefulness of the scale. The study suggests that body image is a common 
problem occurring in most patients with mental disorders. Body acceptance and sexual 
fulfilment were the most differentiating aspects of body image between diagnoses. 
Surprisingly, vitality did not differ significantly between the various disorders. It may 
be concluded that the DBIQ has potential surplus value in the field of body image since 
it covers a broad range of body image dimensions and includes important dimensions 
such as touch and sexuality that are not well represented in other measures of body 
image.
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S3 Table.   DBIQ-NL: Item means and standard deviations sample 1; item means and 

standard deviations per sex and age group sample 1.
S4 Table.  Standardized factor loadings full and reduced item subscales
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S2 Table. Dresden Body Image Questionnaire (DBIQ), Dutch version.

1.a Ik beweeg me sierlijk.
2.v Ik voel me vaak lichamelijk niet gezond. (R)
3.v Ik heb geen veerkracht. (R)
4.s Tijdens seksualiteit beleef ik mijn lichaam intens en als aangenaam.
5.p Lichamelijk contact vind ik belangrijk om nabijheid te laten blijken.
6.v Ik voel me lichamelijk vaak slap. (R)
7.b In veel situaties ben ik tevreden met mijn lichaam.
8.v Ik ben lichamelijk fit.
9.s Ik ben zeer tevreden met mijn seksuele beleving.
10.a Andere mensen vinden mij aantrekkelijk.
11.p Ik zoek lichamelijke nabijheid en tederheid op.
12.b Ik hou van mijn lichaam.
13.a Ik vind het prettig en spannend wanneer iemand met  aandacht naar me kijkt.
14.v Ik heb veel energie.
15.b Ik kies mijn kleding bewust zo uit dat deze mijn lichaam verbergt. (R)
16.s Seksualiteit is voor mij een belangrijk deel van mijn leven.
17.v Ik ben lichamelijk tot veel in staat.
18.b Ik voel me vaak onprettig in mijn lichaam. (R)
19.p Ik hou er niet van wanneer iemand mij aanraakt. (R)
20.a Wanneer iemand aandacht aan mijn lichaam schenkt, voel ik me gewaardeerd.
21.s Ik kan zonder remming van seksuele situaties genieten.
22.p Ik vind het prettig wanneer iemand me omarmt.
23.b Ik zou graag een ander lichaam hebben. (R)
24.p Ik vermijd het bewust om andere mensen aan te raken. (R)
25.b Ik ben tevreden met mijn uiterlijk.
26.v Ik bereik lichamelijk snel mijn grenzen. (R)
27.s Ik kan van mijn seksualiteit genieten.
28.b Als ik iets aan mijn lichaam zou kunnen veranderen, zou ik het doen. (R)
29.a Mijn lichaam is expressief.
30.p Lichamelijke aanraking laat ik maar van weinig mensen toe. (R)
31.a Ik zet mijn lichaam in om aandacht te krijgen.
32.v Ik ben lichamelijk belastbaar en kan tegen een stootje.
33.a Ik toon mijn lichaam graag.
34.a Ik sta graag in het middelpunt van de belangstelling.
35.s Mijn seksuele ervaringen zijn bevredigend voor mij.

R = reverse scored; a = subscale self-aggrandizement; b = subscale body acceptance; p = subscale physical contact; s = subscale sexual 
fulfilment; v = subscale vitality. 
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S3 Table. DBIQ-NL: Item means and standard deviations Sample 1; item means and standard devia-
tions per sex and age group Sample 1.

Sample 1 Sample 1 Women Sample 1 Men Sample 1 age < 38 Sample 1 age ≥ 38
n Mean SD n Mean SD n Mean SD n Mean SD n Mean SD

Item 1 759 3.26 0.90 432 3.26 0.89 325 3.26 0.91 539 3.28 0.90 220 3.20 0.88
Item 2 (R) 760 3.95 0.84 432 3.87 0.86 326 4.06 0.79 540 3.96 0.81 220 3.93 0.89
Item 3 (R) 757 3.90 0.99 432 3.82 0.90 323 4.00 0.93 537 3.93 0.86 220 3.81 1.04
Item 4 755 3.91 0.92 429 3.71 0.89 324 4.17 0.84 535 3.93 0.86 220 3.87 0.98
Item 5 756 3.84 0.83 430 3.85 0.81 324 3.82 0.86 537 3.83 0.84 219 3.87 0.81
Item 6 (R) 759 3.89 0.81 432 3.81 0.81 325 3.99 0.79 539 3.86 0.79 220 3.95 0.85
Item 7 759 3.82 0.80 433 3.73 0.83 324 3.94 0.74 540 3.83 0.79 219 3.81 0.80
Item 8 761 3.89 0.83 433 3.78 0.84 326 4.04 0.80 540 3.94 0.82 221 3.78 0.85
Item 9 754 3.80 0.94 427 3.66 1.00 325 3.98 0.88 535 3.88 0.90 219 3.61 1.00
Item 10 758 3.43 0.69 431 3.41 0.67 325 3.46 0.73 538 3.49 0.70 220 3.30 0.65
Item 11 759 3.47 0.85 433 3.50 0.85 324 3.44 0.85 538 3.52 0.83 221 3.36 0.87
Item 12 758 3.56 0.85 431 3.43 0.89 325 3.72 0.79 537 3.57 0.86 221 3.53 0.83
Item 13 759 3.62 0.89 433 3.50 0.91 324 3.77 0.85 538 3.73 0.86 221 3.33 0.91
Item 14 759 3.79 0.81 432 3.69 0.84 325 3.93 0.75 538 3.84 0.77 221 3.68 0.89
Item 15 (R) 757 3.88 0.98 431 3.65 0.99 324 4.18 0.88 538 4.00 0.93 219 3.59 1.03
Item 16 759 3.46 0.99 433 3.28 0.95 324 3.70 0.94 538 3.56 0.95 221 3.22 0.96
Item 17 761 3.90 0.79 433 3.73 0.81 326 4.12 0.67 540 3.97 0.75 221 3.73 0.86
Item 18 (R) 757 4.06 0.90 429 3.88 0.90 326 4.29 0.83 538 4.06 0.87 219 4.06 0.96
Item 19 (R) 759 4.05 0.91 433 3.89 0.89 324 4.25 0.89 539 4.12 0.85 220 3.88 1.03
Item 20 760 3.68 0.84 433 3.62 0.84 325 3.74 0.85 540 3.80 0.76 220 3.36 0.85
Item 21 756 3.67 1.00 430 3.45 1.00 324 3.98 0.91 537 3.70 1.00 219 3.59 0.99
Item 22 754 3.93 0.83 428 3.98 0.82 324 3.86 0.84 537 3.99 0.84 217 3.79 0.80
Item 23 (R) 755 4.15 1.00 429 3.99 1.04 324 4.34 0.92 538 4.17 0.98 217 4.10 1.05
Item 24 (R) 759 4.15 0.87 432 4.17 0.86 325 4.12 0.88 540 4.21 0.80 219 3.99 1.00
Item 25 761 3.76 0.77 433 3.68 0.79 326 3.87 0.73 540 3.82 0.73 221 3.62 0.85
Item 26 (R) 758 3.66 0.92 431 3.56 0.90 325 3.79 0.93 538 3.73 0.89 220 3.49 0.97
Item 27 749 3.92 0.89 428 3.75 0.93 319 4.16 0.77 533 3.98 0.87 216 3.78 0.93
Item 28 (R) 760 3.59 1.19 433 3.53 1.19 325 3.67 1.20 540 3.50 1.19 220 3.81 1.18
Item 29 757 3.26 0.82 431 3.24 0.81 324 3.29 0.83 537 3.35 0.79 220 3.06 0.86
Item 30 (R) 758 3.33 1.06 432 3.16 1.05 324 3.56 1.03 538 3.36 1.07 220 3.28 1.04
Item 31 758 2.25 0.93 430 2.20 0.92 326 2.31 0.94 537 2.40 0.92 221 1.89 0.86
Item 32 761 3.94 0.83 433 3.77 0.85 326 4.15 0.75 540 4.00 0.79 221 3.79 0.91
Item 33 760 2.83 0.91 433 2.76 0.92 325 2.92 0.89 539 2.97 0.88 221 2.48 0.88
Item 34 757 2.65 1.00 432 2.52 0.96 323 2.81 1.03 537 2.79 1.00 220 2.30 0.92
Item 35 755 3.77 0.94 429 3.66 0.97 324 3.91 0.89 535 3.79 0.94 220 3.71 0.96
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S4 Table. Standardized factor loadings full and reduced item subscales.

Original scale Revised scale 
Subscale Body acceptance
 Item 23           0.745      0.715 
 Item 15             0.525      -     
 Item 18             0.726      0.709      
 Item 12              0.769      0.783      
 Item 7               0.733      0.738      
 Item 28             0.502      -   
 Item 25              0.712      0.718      
Subscale Physical contact  
Item 11 0.734      0.830      
Item 24             0.509      0.371      
Item 22              0.542      0.514    
Item 19             0.546      -  
Item 30             0.515      -    
Item 5               0.596      0.633      
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ABSTRACT 

Objective: Despite the increasing recognition in clinical practice of body image 
problems in other than appearance related mental disorders, the question remains how 
aspects of body image are affected in different disorders. The aim of this study was 
to measure body image in patients with a variety of mental disorders and to compare 
scores with those in the general population in order to obtain more insight in the 
relative disturbance of body image in the patients group compared to healthy controls. 
In a further exploration associations with self-reported mental health, quality of life and 
empowerment were established as well as the changes in body image in patients over 
time.
Methods: 176 women and 91 men in regular psychiatric treatment completed the 
Dresden Body Image Questionnaire, the Outcome Questionnaire, the Manchester Short 
Assessment of Quality of Life and the Mental Health Confidence Scale. Measurements 
were repeated after four months.
Results: Patients with mental disorders, especially those with post-traumatic stress 
disorder (PTSD), scored significantly lower on body image, with large effect sizes, 
in comparison with the healthy controls. Scores of patients from different diagnostic 
groups varied across domains of body image, with body acceptance lowest in the group 
with eating disorders, and sexual fulfilment extremely low in PTSD. Vitality did not 
differ significantly between the various disorders. Gender differences were large for body 
acceptance and sexual fulfilment and small for vitality. Associations of body image with 
self-reported mental health, quality of life and empowerment were moderate to strong. 
After four months of treatment positive changes in body image were observed.
Conclusions: Negative body image is a common problem occurring in most patients 
with mental disorders. Diagnosis-specific profiles emerge, with PTSD being the most 
affected disorder. Body acceptance and sexual fulfilment were the most differentiating 
aspects of body image between diagnoses. Changes in body image occur over the course 
of treatment. 
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INTRODUCTION

The term ’body image’ has been used to describe and assess a variety of body-related 
phenomena, including perceptions, cognitions, affects, and awareness with regard 
to the body [1, 2]. Body image has implications for psychosocial functioning and its 
disturbance in non-clinical samples showed poorer psychological adjustment [3-5]. 
In a systematic review on body image in oncology patients, the main conclusion was 
that a negative body image had a negative influence on quality of life [6]. Body image 
disturbance in patients with colorectal disease was also associated with poorer quality of 
life, with a negative body image predicting the onset of psychopathology [7].

In psychiatry, body image and its disturbances have been studied particularly in 
eating disorders. There is extensive research on appearance-related body image issues 
such as body weight and shape concerns in young women, as well as on the effectiveness 
of a variety of interventions addressing disturbed body image in eating disordered 
female patients [3, 8, 9]. Overall, the conclusion for this category of patients is that those 
who receive treatment with an emphasis on body image show better outcomes than 
patients receiving treatment without this component [10].  With recent studies on body 
image in body dysmorphic disorder [11-13], the scope of research in the field of body 
image is somewhat widening. Still, research on the relation between body image and 
mental disorders is largely restricted to disorders that are characterized by appearance-
related body image concerns, despite the fact that pioneers in psychosomatic medicine 
such as Lipowski [14], have stressed the importance of body image in all forms of 
psychopathology already 30 years ago.

Research has shown that body-related experiences have far-reaching effects on 
human development and quality of life and that body image as a central component 
of how an individual experiences him or herself in the world is an issue of importance 
in a broad range of psychopathologies [15-17]. In line with this reasoning, a number of 
relatively small and mostly exploratory studies have been conducted measuring negative 
or disturbed body image in mood disorders [18], anxiety disorders [18, 19] trauma-
related disorders [20-22], schizophrenia [23, 24] and borderline personality disorder 
[25, 26]. A wide range of instruments to measure body image has been used, hindering 
comparisons between studies and diagnostic groups. Only the study by Röhricht et al. 
[18] compared body image across two disorders: anxiety and depression. The overall 
impression is that body image is affected in a diverse range of mental health problems. 
It remains unclear, however, how body image relates to specific psychiatric symptoms 
or disorders and what dimensions of body image are implicated. To gain more insight 
into the concept of body image and its association with mental health, research is 
needed in heterogeneous samples investigating body image across different diagnostic 
groups. This would help to understand the relevance of body image as transdiagnostic 
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factor [27] and its potential value as target of interventions. And, in order to gain more 
understanding of the specific nature of body image, the question is valid as to how 
body image is associated with other generic indicators of evaluative criteria of mental 
health like symptom severity, well-being and measures like quality of life and control 
and autonomy [26]. 

In this respect, it is also important to learn more about the dynamics of body 
image, or in other words, its sensitivity to change, especially since in some recent studies 
body image has been considered as a possible measure for treatment outcome. Examples 
are the studies by Röhricht et al. [22] who evaluated body experience in the context 
of body psychotherapy in chronic schizophrenia and Stumpf et al. [27] who studied 
the influence of short-term psychiatric treatment on body image in in-patients with a 
variety of disorders. 

The present study addresses the above-mentioned issues by measuring body image, 
mental health, quality of life and empowerment in participants with a wide range of 
psychiatric disorders including mood disorders, anxiety disorders, adjustment disorder, 
post-traumatic stress disorder, eating disorders, schizophrenia and other psychotic 
disorders, attention deficit/ hyperactivity disorder, using the same measures across 
disorders and at two time points. To evaluate the possibility of differentiated profiles 
per diagnostic group, an instrument was chosen with a broad scope, the Dresden Body 
Image Questionnaire (DBIQ) [28]. The DBIQ does not cover all aspects that form 
part of the umbrella term body image, but focuses on thoughts, beliefs, and conceptual 
aspects of patient’s body experiences in five different domains: body acceptance, 
vitality, self-aggrandizement, physical contact and sexual fulfilment. Especially the 
incorporation of physical contact and sexual fulfilment, often reported by patients as 
problematic topics but rarely included in questionnaires, makes the DBIQ a suitable 
instrument for the broad mental health population that is the subject of our study. 

Our first aim was to measure body image in a sample of patients with mental 
disorders and to compare scores with those in the general population, in order to obtain 
more insight in the relative disturbance of body image in the patients group compared 
to healthy controls, thereby expecting a significantly worse body image in the patient 
sample. We also evaluated gender differences because non-clinical surveys show that 
women are generally more preoccupied and dissatisfied with their bodies than men [29-
31]. The second aim was to explore body image profiles for several diagnostic groups, 
extending the work of Pöhlmann et al. [32] who developed and validated the DBIQ 
in a sample of patients with mental disorders, however without differentiating between 
disorders. A third aim was to examine associations between body image and perceived 
mental health, quality of life, and empowerment. A final aim was to investigate the 
sensitivity to change of the DBIQ across a period of four months of psychiatric treatment 
in order to get an indication of its potential use as a measure of treatment outcome.
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METHOD 

Participants and procedure 
This study is part of the study on Creative Arts and Body- and movement therapies 
in the Northern Netherlands (CArBoNN), a study on the availability of and patient 
satisfaction with experiential therapies and the outcomes across a period of four months 
[33]. Participants were included from a heterogeneous patient population from four 
mental health care organizations in the Northern Netherlands. Inclusion criteria were 
referral to one of the experiential therapies (psychomotor therapy, art therapy, music 
therapy) and age > 18. No other inclusion or exclusion criteria were used. A total of 
392 patients were invited to participate in the study while continuing their, mostly 
multidisciplinary, psychiatric treatment as usual [33]. About one third (n = 125) did 
not participate for a variety of reasons: 41 refused, 47 were not able to fill in the self-
report questionnaires because of organic mental disorders or present mental status, and 
37 were excluded for other, mostly logistic reasons. This resulted in 267 patients who 
participated in the first wave measurement and 214 in both the first and second wave. 
Fifty-three participants (20%) could not be reached for follow-up. Those who agreed to 
participate in the study signed an informed consent form. As the study used data from 
routine outcome monitoring already in use in the treatment facilities, a waver for this 
study was granted by the medical ethical committee of the University Medical Center 
Groningen. 

Table 1. Diagnostic characteristics of the psychiatric sample (n = 267)a. 

Axis I Diagnostic groups DSM-IV n (%) % women Mean age

Mood disorders 83 (31.1) 62.7 38
Anxiety disorders (PTSD excluded) 41 (15.4) 56.1 34
Adjustment disorder 26 (9.7) 65.4 38
Post-traumatic stress disorder 20 (7.5) 90.0 35
Eating disorders 17 (6.4) 94.1 24
Schizophrenia and other psychotic disorders 8 (3.0) 25.0 32
Attention deficit/ hyperactivity disorder 8 (3.0) 62.5 33
Other disordersb 39 (14.5) 59.0 36
Axis I diagnosis not availablec 25 (9.4) 80.0 35

DSM-IV:  Diagnostic and Statistical Manual of Mental Disorders, 4th edition.
a DSM-IV Axis 1 diagnoses were established by trained psychologists and confirmed by the psychiatrist.
b e.g. substance-related disorders, dementia, somatoform disorders, dissociative disorders.
c diagnosed with ‘V code’ or diagnosis not available.

The sample with at least one measurement consisted of 176 women (66%) and 
91 men (34%), with a mean age of 35.24 (SD = 12.0, range = 17-69). 34% were 
in-patients, 66% were out-patients or attended day treatment. At the time of the first 
measurement, 34% of the participants had been in contact with mental health care for 
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six years or longer, 16% for a period between two and six years and 50% had been in 
contact for a year or less. Table 1 shows the clinical characteristics of the sample. Mood 
disorders, anxiety disorders, post-traumatic stress disorder (PTSD), eating disorders 
and adjustment disorder accounted for 70% of the DSM-IV axis I disorders. Mood 
disorders formed the largest group (31%).

Measures
Body image
The Dresden Body Image Questionnaire (DBIQ) is a 35-item questionnaire with 
positively and negatively worded items [28, 32]. The questionnaire consists of five 
subscales, covering a wide range of the individual’s attitudes towards their body: body 
acceptance (“I wish I had a different body”), vitality (“I am physically fit”), physical 
contact (“I do not like people touching me”), sexual fulfilment (“I am very satisfied with 
my sexual experiences“) and self-aggrandizement (“I use my body to attract attention”). 
Using a 5-point Likert scale ranging from 1 = not at all to 5 = fully, respondents rate 
their level of agreement with each statement. 

In a German sample drawn from the general population (n = 418) [28], Cronbach’s 
α for the subscales were: body acceptance .93, vitality .94, physical contact .83, sexual 
fulfilment .91, and self-aggrandizement .81. Correlations between the subscales varied 
between r = .37 (sexual fulfilment and self-aggrandizement) and r = .65 (body acceptance 
and vitality), indicating the overlap between the subscales to be small to medium. In 
such a Dutch sample [34] Cronbach’s α for the subscales varied from α = .83 for self-
aggrandizement to α = .92 for sexual fulfilment. Correlations between the subscales 
varied between r = .31 (vitality and physical contact) to  r = .65 (physical contact and 
sexual fulfilment). The intraclass correlation coefficients (ICC) between test and retest 
scores on the DBIQ-NL scale were .88 and on the DBIQ-NL subscales .82 for vitality, 
.80 for body acceptance, .78 for self-aggrandizement, .79 for sexual fulfilment, and 
.64 for physical contact. This sample from the general public was used in the present 
study for comparison and consisted of 761 participants (433 women, 326 men, two 
persons with sex unknown), with a mean age of 30.9 (SD = 13.6). The sample was a 
convenience sample of healthy volunteers who were asked to participate in a study on 
the psychometric quality of some questionnaires. No further inclusion or exclusion 
criteria were applied for this sample.

Mental health 
The Outcome Questionnaire (OQ-45) was used as a general measure for mental 
health. The OQ-45 is a 45-item self-report questionnaire measuring three domains of 
functioning relevant to mental health: symptom distress (“I feel no interest in things”), 
interpersonal relations (“I am satisfied with my relationships with others”) and social 
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role performance (“I feel that I am doing well at work/school”) [35, 36]. The OQ-45 was 
designed for repeated assessment of progress during the course of treatment and taps a 
wide array of symptomatology, not specific for one disorder. The OQ-45 is rated on a 
5-point Likert scale ranging from never to almost always with higher scores indicating 
more symptoms of distress and more difficulties in interpersonal relations and social 
role. 

Quality of life
The Manchester Short Assessment of Quality of Life (MANSA) is a short instrument 
for measuring quality of life in people with mental illness [37]. The MANSA comprises 
4 objective questions and 12 subjective questions. The subjective items assess satisfaction 
with life as a whole, job, financial situation, number and quality of friendships, leisure 
activities, accommodation, personal safety, persons the individual lives with (or living 
alone), sex life, relationship with family, physical health and mental health. Each item 
is rated on a seven-point satisfaction scale, from 1 = Couldn’t be worse to 7 = Couldn’t be 
better. In this study only the 12 subjective items (range 1 to 7, the higher the score the 
better the quality of life) were used. 

Empowerment
The Mental Health Confidence Scale (MHCS) focuses on intrapersonal aspects of 
empowerment in psychiatric patients [38]. The MHCS is a 16-item scale with three 
subscales: optimism, coping and advocacy. The questions refer to a person’s global 
confidence in his or her coping ability across a wide range of situations. Perceived 
coping is measured with items such as “How confident are you that you can deal with 
symptoms of your illness?” and “How confident are you that you can deal with feeling 
lonely?” Items are ranked on a scale ranging from 1 = not at all confident, to 6 = very 
confident. 

Data analysis
Differences in body image scores between the sample of patients with mental disorders 
and the sample of healthy controls data as well as gender differences in the sample of 
patients with mental disorders at baseline were addressed using independent t-tests. 
Cohen’s d effect sizes were calculated to quantify group differences [39]. Differences in 
body image scores between diagnostic groups were evaluated by analysis of variance, 
using Hochberg’s GT2 test post hoc. The univariate association of body image scores 
with scores on more general measures of mental health like problem severity, quality 
of life and empowerment was evaluated by using Pearson correlations. A paired-sample 
t-test was conducted to evaluate stability and change in body image scores over a period 
of four months. Statistical analyses were conducted using SPSS 20.
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RESULTS

Body image in patients with mental disorders
Table 2 presents descriptive information on the DBIQ scores for women and men in the 
group of patients with mental disorders and the healthy controls with effect sizes for the 
differences. (see [34] for further information on the sample of healthy controls). Effect 
sizes for gender differences within the patient sample are also included. Patients with 
mental disorders, women and men alike, scored significantly lower (p < 0.001) than 
healthy controls on DBIQ total mean score and on all subscales. All effect sizes for the 
differences between the patient sample and the healthy sample were large: for women d 
= 1.54 for total mean score, d = 1.28 for vitality, d = 1.24 for body acceptance, d = 1.03 
for sexual fulfilment, d = 0.92 for physical contact and d = 1.03 for self-aggrandizement), 
for men d = 1.36 for total mean score, d = 1.41 for vitality, d = 1.12 for body acceptance, 
d = 1.02 for sexual fulfilment, d = 0.88 for physical contact, with the exception of 
a medium effect size (d = 0.66) for self-aggrandizement in men. Within the patient 
sample women with mental disorders scored significantly lower than men on DBIQ 
total mean score and on body acceptance, sexual fulfilment and self-aggrandizement, 
with small to medium effect sizes. No significant gender differences were found for 
vitality and physical contact.

We explored differences on the DBIQ-NL between the largest diagnostic groups: 
mood disorders, anxiety disorders, PTSD, eating disorders and adjustment disorder 
respectively. For the DBIQ total mean score, participants with PTSD scored significantly 
lower than those with adjustment disorder. Analysis per subscale showed significant 
differences in body acceptance, with eating disordered patients scoring significantly 
lower than patients with mood disorder, anxiety disorder and adjustment disorder; the 
group with PTSD scored significantly lower than the adjustment disorder group. The 
group with PTSD also scored significantly lower on sexual fulfilment than participants 
with mood disorder, anxiety and adjustment disorder. The group with mood disorder 
scored significantly lower on self-aggrandizement than the group with adjustment 
disorder (Table 3).
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Table 3. Results on the DBIQ-NL per diagnostic group.

Axis 1 disorders Mood
(n = 83)

Anxiety
(n = 41)

PTSD
(n = 20)

Eating
(n =17)

Adjustment
(n = 26)

F p

DBIQ-NL 2.73 (0.62) 2.82  (0.57) 2.50a (0.52) 2.60 (0.66) 3.11a (0.59) 3.379 0.011

Vitality 2.79 (0.77) 2.78  (0.61) 2.78 (0.60) 3.09 (0.90) 3.05 (0.60) 1.264 0.286

Body acceptance 2.83c (0.89) 2.76d (0.88) 2.51e (0.90) 2.04 c,d,f (0.78) 3.30 e,f (0.90) 5.786 < 0.001

Sexual fulfilment 2.66g (1.03) 2.88h (1.00) 1.92g,h,i(1.02) 2.45 (1.09) 3.28i (1.02) 5.303 < 0.001

Physical contact 3.03 (0.87) 3.16 (0.76) 2.75 (0.59) 3.07 (1.02) 3.18 (0.82) 1.002 0.408

Self-aggrandizement 2.34b (0.67) 2.48 (0.67) 2.33 (0.59) 2.44 (0.63) 2.84b (0.73) 2.923 0.023

Standard deviations appear in parentheses; Means in a row sharing subscripts are significantly different at p < 0.05 based on Hoch-
berg’s GT2 test.

Body image, mental health, quality of life and empowerment
The total score on the OQ-45 in the sample of patients with mental disorders was 81.0 
(SD = 23.0), with 50.8 (SD = 15.0) for symptom distress, 16.8 (SD = 6.2) for interpersonal 
relations and 13.4 (SD = 5.0) for social role. The total score on the MANSA was 4.1 (SD 
= 0.84); and the total score on the MHCS was 62.1 (SD = 12.8), with 23.8 (SD = 5.5) 
for optimism, 25.8 (SD = 6.6) for coping, and 12.5 (SD = 2.7) for advocacy.

Pearson’s r between OQ-45 and the DBIQ was strong for mean total score and 
for the subscales vitality and body acceptance and moderate for sexual fulfilment and 
self-aggrandizement. Correlations between MANSA and DBIQ were strong for mean 
total score and moderate for body acceptance, vitality and sexual fulfilment. Pearson’s 
r between and MHCS and DBIQ was moderate for mean total score and subscales 
vitality, body acceptance, sexual fulfilment and self-aggrandizement. OQ-45, MANSA 
as well as MHCS correlated low with the subscale physical contact (see Table 4). 

Table 4. Pearson correlations at baseline of OQ-45, MANSA and MHCS with DBIQ-NL and its sub-
scales.

OQ-45 MANSA MHCS

DBIQ-NL -0.60 0.51 0.49
  Vitality -0.57 0.39 0.42
  Body acceptance -0.53 0.44 0.45
  Sexual fulfilment -0.45 0.45 0.36
  Self-aggrandizement -0.36 0.28 0.35
  Physical contact -0.27 0.29 0.22

DBIQ: Dresden Body Image Questionnaire; MANSA: Manchester Short Assessment of Quality of Life; MHCS: Mental Health 
Confidence Scale; OQ-45: Outcome Questionnaire.
All correlations are significant at the 0.01 level (2-tailed).
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For the Dutch version of the OQ-45, the cut-off score for clinical dysfunctioning is 55. 
A person who scores on or above the cut-off score belongs to the dysfunctional (clinical) 
range [35]. Participants in this clinical range (n = 158, M = 2.82, SD = 0.60), scored 
significantly lower on DBIQ total score than participants (n = 45, M = 3.42, SD = 0.51) 
in the healthy range (t(201) = 6.159, p < 0.001).

Total DBIQ score and scores on all subscales for those who participated in the 
second measurement (n = 214) were (significantly) higher after four months (Table 5).

Table 5. Stability and change in DBIQ-scores across a period of four months (n = 214).

Pre (SD) Post (SD) t df d

DBIQ 2.86 (0.63) 2.96 (0.64) 3.77*** 197 0.27
Vitality 2.96 (0.74) 3.06 (0.75) 2.82** 207 0.20
Body acceptance 2.89 (0.88) 2.98 (0.89) 2.83** 209 0.20
Sexual fulfilment 2.79 (1.07) 2.92 (1.09) 2.56* 195 0.18
Physical contact 3.11 (0.85) 3.21 (0.81) 2.58* 209 0.18
Self-aggrandizement 2.56 (0.70) 2.66 (0.68) 2.94** 207 0.20

* p < .05, ** p < .01, *** p < .001

Differentiated per diagnosis, effect sizes for mood disorders were small for total DBIQ 
(d = 0.41) and for all subscales (d = 0.32 for vitality, d = 0.25 for body acceptance and 
sexual fulfilment, d = 0.31 for physical contact and d = 0.43 for self-aggrandizement). 
Effect sizes for anxiety disorders were small for total DBIQ (d = 0.45) and for body 
acceptance (d = 0.49) and self-aggrandizement (d = 0.38). Effect sizes for PTSD were 
moderate for body acceptance (d = 0.62) and self-aggrandizement (d = 0.66). Changes 
in the other domains and in the other diagnostic groups over four months were not 
significant (for details, see Supplement 1). 

DISCUSSION

This study measures dimensions of body image, reports diagnosis-specific body image 
profiles, and also evaluates associations of body image with gender, self-reported mental 
health, quality of life and empowerment in a large sample of patients with a range of 
psychiatric disorders. 

In general, scores on body image in the sample of patients with mental disorders 
were significantly lower, for both men and women, than those in the healthy controls 
used for comparison, with large effect sizes and with lowest scores in patients with 
PTSD. Within the patient sample we observed large gender differences on the 
dimensions of body acceptance and sexual fulfilment, and small gender differences on 
vitality. Associations of body image with self-reported mental health, quality of life and 
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empowerment were moderate to strong, with the exception for the subscale physical 
contact, which showed small associations with the general outcome measures. Within 
the patient sample significantly higher scores on body image were found for patients 
who scored in the non-clinical range on self-reported mental health. Changes in body 
image scores across a period of four months of treatment were significant with small to 
moderate effect sizes.

The large differences between patients with mental disorders and healthy controls 
on most dimensions of body image are in line with the few available studies comparing 
body image in a specific mental disorder with healthy controls. Dyer et al. [20] compared 
women with post-traumatic stress disorder after childhood sexual abuse with healthy 
controls and found a significantly lower body image in the patients. Stumpf et al. [40] 
compared body image in psychosomatic out-patients with norms based on the general 
population and found that the first group showed significantly more impaired body 
image than controls. It may be concluded from our study that body image is affected 
in individuals with psychopathology, possibly as part or possibly as a precursor or result 
from the disorder. 

The experience of the body as ‘my body’ and a positive attitude towards one’s body 
are acquired in early development and are primarily based on physical experiences and 
accompanying clear definitions of boundaries between self and others. Interpersonal 
embodied processes between children and the people in their environment are conditions 
for the construction of a coherent and positive body image, which may be severely 
impaired by threats to the physical integrity of the body [21], but also by neglect or low 
capacities in caregivers to offer embodied interactions [41]. From this developmental 
perspective a disturbed body image may be regarded as a shared etiological factor across 
different diagnoses. 

Our results give insight into the association between specific dimensions of body 
image and the content of the mental health problems. Body acceptance and sexual 
fulfilment showed the largest differences between the diagnostic groups. Body 
acceptance was lowest in the group with eating disorders, which is in accordance with 
other studies [9], followed by the group with PTSD. The large impact of traumatic 
events on body acceptance was also shown in studies with patients suffering from (early) 
childhood abuse who report not only highly aversive emotions towards specific areas 
of their body but also a more general negative evaluation of their body as a whole [20, 
22, 42]. 

Scores on sexual fulfilment were extremely low in patients with PTSD. PTSD may 
be a result of sexual abuse experiences and the gross influence of sexual abuse on body 
image and sexuality has been emphasized in previous studies [21, 43]. Because the 
prevalence of sexual abuse in our sample of patients was unknown, it is not possible to 
substantiate this relation in our sample. 
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The large differences found between PTSD and adjustment disorder, notably stressor-
related like PTSD, are also important in view of the not uncommon strategy to merge 
these disorders in statistical analyses (see for example Stumpf et al. [40]), thus evening 
out the possibly high versus low scores in the respective disorders. Our preliminary 
conclusion is that a diagnosis-specific profile emerges with on the one hand differences 
in the severity of body image impairment, with PTSD being the most affected disorder, 
and on the other hand differences in emphasis with regard to dimensions, with body 
acceptance and sexual fulfilment as most differentiating between the diagnoses. 

Remarkably, vitality did not differ significantly between the various disorders. 
Participants in all groups scored significantly lower on vitality than healthy controls, 
which gives reason to consider the low experience of vitality not to be restricted to 
mood disorders, but to represent a common problem in people with mental health 
problems. In this perspective it is interesting that, contrary to our expectations, no 
significant gender differences were found on the subscale vitality in the patient sample, 
whereas these differences were present in the sample from the general population. This 
might indicate that lack of vitality is an especially important signal of mental health 
problems in men. It should be noted that vitality as a dimension of body image is 
not identical with objectively measured vitality or physical fitness but refers to the 
subjective perception of an adequate energy level. Although the association between 
these subjective feelings of vitality and objective fitness is unclear, it seems plausible that 
feeling low on vitality hinders engaging in physically healthy and vitality enhancing 
activities and vice versa. 

Moderate to strong associations of body image with self-reported mental health, 
quality of life and empowerment were also observed in this study, providing initial 
evidence for the relationship between body image and domains of functioning that 
are relevant for mental health, such as symptom distress, interpersonal relations and 
social role performance. Furthermore, the study supports the view of phenomenological 
psychopathology that body image is a central component of how an individual 
experiences him or herself in the world, as a system of conscious perceptions, emotional 
attitudes and conceptual beliefs that pertain to one’s body. The body functions as 
the medium and background of our experiences and is therefore a central element in 
psychopathology [17, 44]. Thus, more insight in changes in the embodied existence may 
also lead to an advanced understanding of mental illness.

A final aim of our study was to measure the sensitivity to change of body image 
as measured with the DBIQ-NL to gain insight in its potential value as an outcome 
measure of treatment. Results showed modest but statistically significant improvements 
of body image over time, providing some evidence for an effect on how patients relate 
to their bodies after in this case experiential treatment in combination with regular 
mental health contact. 
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The most important limitation of the current study lies in the fact that the sample of 
patients with mental disorders has a large variety in diagnosis and type of interventions 
and consists of inpatients as well as outpatients and patients attending day treatment. 
Half of the patients were already in treatment for two years or more. Not all of these 
factors could be taken into account in all analyses. For instance, in our comparison 
of the level of body disturbance in people with a mental health disorder and that of 
controls we refrained from analyzing results per specific diagnostic category, because 
our central aim was obtain general information on this issue. It is clear that results from 
our heterogeneous sample should of course be interpreted with care. Only general and 
preliminary conclusions can be drawn and further research should look into differences 
in body image and its changes in separate groups and for specific treatments. The same 
holds true for the analysis of the multivariate associations between (different domains 
of) body image and the severity of psychiatric symptoms or influence of these problems 
on quality of life and empowerment. Since our study was limited by sample size and 
heterogeneity the emphasis lies on the description of the magnitude and possibly 
dimensional character of these differences in body image in patient groups versus 
healthy controls. For now no attempt was made to develop and test multivariate models 
to explain these differences.

Notwithstanding these limitations, the conclusion seems justified that a negative 
body image is common in a broad range of psychiatric disorders, and because of this it 
is recommended to integrate the measurement of body image in standard diagnostics. 
This will make it possible to study the effect of treatment on body image and in 
particular the effect of specific interventions targeting body image, such as body- and 
movement-oriented interventions [45].

In sum, the current study provides evidence that persons with a broad range of 
psychiatric disorders report a substantially more negative body image than healthy 
controls, with differences between diagnostic groups and gender. These findings 
contribute to the small but growing body of literature indicating that a negative body 
image is not restricted to appearance-related disorders, but is a common factor in mental 
disorders. 
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Supplement 1. Changes in body image per diagnostic group over four months (n = 214).

pre post t df p d

Adjustment disorder
DBIQ-NL 3.13 3.20 0.730 19 n.s.
Vitality 3.02 3.04 0.175 22 n.s.
body acceptance 3.28 3.25 -0.285 22 n.s.
sexual fulfilment 3.37 3.47 0.546 19 n.s.
physical contact 3.30 3.31 0.043 22 n.s.
self-aggrandizement 2.82 2.88 0.527 22 n.s.

Mood disorders
DBIQ-NL 2.72 2.88 3.419 67 *** 0.41
vitality 2.83 3.06 3.157 70 ** 0.32
body acceptance 2.84 2.95 2.114 71 * 0.25
sexual fulfilment 2.66 2.84 2.047 66 * 0.25
physical contact 2.98 3.16 2.659 71 ** 0.31
self-aggrandizement 2.32 2.54 3.630 70 *** 0.43

Anxiety disorders
DBIQ-NL 2.84 2.97 2.556 31 * 0.45
vitality 2.78 2.84 .796 32 n.s.
body acceptance 2.79 2.98 2.872 33 ** 0.49
sexual fulfilment 2.88 3.03 1.296 31 n.s.
physical contact 3.21 3.34 1.554 33 n.s.
self-aggrandizement 2.48 2.61 2.211 33 * 0.38

PTSD
DBIQ-NL 2.46 2.54 0.895 12 n.s.
vitality 2.88 2.93 0.476 12 n.s.
body acceptance 2.38 2.61 2.252 12 * 0.62
sexual fulfilment 1.82 2.00 1.223 12 n.s.
physical contact 2.67 2.64 -0.140 12 n.s.
self-aggrandizement 2.23 2.47 2.376 12 * 0.66

Eating disorders
DBIQ-NL 2.57 2.66 0.641 9 n.s.
vitality 3.03 3.06 0.225 9 n.s.
body acceptance 2.01 2.16 0.718 9 n.s.
sexual fulfilment 2.33 2.50 0.674 9 n.s.
physical contact 3.10 3.18 0.455 9 n.s.
self-aggrandizement 2.50 2.51 0.092 9 n.s.

* p < 0.05, ** p < 0.01, *** p < 0.001
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ABSTRACT 

Background: Although body-related problems are common in patients with 
somatoform disorder, research focusing on how these patients perceive and evaluate 
their body is scarce. The present study compared differences in body image between 
patients with somatoform disorder and respondents from a general population sample. 
It also studied differences within the somatoform disorder group between men and 
women and between the diagnostic subgroups conversion disorder, pain disorder and 
undifferentiated somatoform disorder. 
Methods: Data were obtained from 657 patients with somatoform disorder (67.5% 
female) and a sample from the general population (n = 761; 58.6% female). The Dresden 
Body Image Questionnaire (DBIQ) was used to assess body image in five domains: 
body acceptance, vitality, physical contact, sexual fulfilment, and self-aggrandizement. 
Confirmatory factor analyses and analyses of variance were performed. Since age 
and gender differences were found between the somatoform disorder sample and 
the comparison sample, sensitivity analyses were done with two samples matched on 
gender and age of 560 patients with somatoform disorder and 351 respondents from the 
comparison sample. 
Results: Patients scored significantly lower than respondents from the comparison 
sample on all DBIQ domains. Men scored higher than women. Patients with conversion 
disorder scored significantly better on vitality and body acceptance than patients with 
undifferentiated somatoform disorder and pain disorder. 
Conclusions: The observed large differences in body image between patients with 
somatoform disorder and the comparison sample as well as the differences between 
diagnostic subgroups underline that body image is an important feature in patients 
with somatoform disorder and show the potential usefulness of the DBIQ in clinical 
practice and research.

Key words: body image, somatoform disorder, somatic symptom disorder, Dresden 
Body Image Questionnaire
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BACKGROUND

Somatoform disorder (SFD), the precursor diagnostic category of “somatic symptom 
disorder” [1], is characterized by persistent physical symptoms that suggest the presence 
of a medical condition but that cannot be adequately explained by such a medical 
condition, nor by the direct effects of substance use or by a mental condition [2]. A 
core feature of somatoform disorder and somatic symptom disorder is the problematic 
relationship of patients with their body. Patients perceive their body as dysfunctional 
[3] and have difficulty not only to acknowledge and understand bodily signals in an 
adequate manner, but also to adapt their behaviour according to these signals [4-7]. Core 
problems of SFD include distrust and non-acceptance of the body, intimacy problems, 
changed physical identity, loss of vitality as well as a lack of awareness and incorrect 
interpretation of bodily signals [6, 8-10]. All of these aspects may have substantial 
consequences for an individual’s development and quality of life [11]. Patients with SFD 
have been suggested to be impaired in terms of “embodied mentalization”, described 
as “the capacity to see the body as the seat of emotions, wishes, and feelings and the 
capacity to reflect on one’s own bodily experiences and sensations and their relationships 
to intentional mental states in the self and others” [12, p3].

Although body-related problems are common in patients with SFD, research 
focusing on how these patients perceive and evaluate their body is scarce. A first condition 
for research is the possibility to assess patients’ complex relationship with their body: 
such an assessment is important for the acquisition of knowledge about the specificity 
and severity of body-related problems in patients with SFD as compared to reference 
groups. Moreover, since specific symptoms such as pain, fatigue or dissociation differ 
among diagnostic categories of SFD, it is worth studying whether their impact on the 
relationship with one’s body differs as well [13, 14]. Finally, body-related assessment is 
needed as an evaluation tool when body-oriented interventions are part of the combined 
treatment package offered to patients with SFD [15, 16]. Thus, having an adequate 
instrument to assess and evaluate the severity and scope of problems related to body 
image in people with SFD is a necessity.  

In general, the term ’body image’ is used to describe and assess a variety of body-
related phenomena, including perceptions, cognitions, and affects with regard to the 
body [17, 18]. However, most questionnaires measuring body image either emphasize 
physical appearance and weight or shape-related themes or specifically evaluate body 
image problems in eating disorders or body dysmorphic disorder, which makes them not 
particularly suitable for patients with SFD (for an overview, see [17]). Questionnaires 
directed at the general population mostly focus on a specific aspect of body image, 
such as satisfaction with body parts and processes [19, 20] or sociocultural attitudes 
towards appearance [21, 22]. Other questionnaires, developed for clinical use, focus on 
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physical symptoms [23-25] or body awareness [26-28]. In SFD patients, however, all of 
these body-related aspects are important [5], and therefore a self-report questionnaire 
addressing a broad range of body-related aspects is needed for both research and clinical 
practice. 

For this purpose, the present study employed the Dresden Body Image Questionnaire 
(DBIQ) to measure a broad range of body-related self-perceptions in five domains: 
body acceptance, vitality, physical contact, sexual fulfilment, and self-aggrandizement 
[29, 30]. Especially the incorporation of physical contact and sexual fulfilment, often 
reported by patients as problematic topics but rarely included in questionnaires, makes 
the DBIQ a suitable instrument for the SFD population. One of the present study’s 
aims was to obtain more detailed information on the severity of disturbances in these 
domains by comparing patients with SFD with a gender- and age-matched sample from 
the general population described in an earlier study [31].

Studies of body image in the general population indicate that body image is a 
gendered phenomenon [32-34]. Women are generally more preoccupied and dissatisfied 
with their body than men [35], which may be explained by sociocultural values, genetic 
differences, differences in bodily development, and different experiences such as trauma 
[36]. We expect these differences also to be present in the group of patients with SFD. 

In order to obtain insight into the significance of body image assessments for 
patients with SFD, the present study aimed to evaluate differences in body image 
as measured with the DBIQ between patients with SFD and a sample from the 
general population. It also aimed to evaluate, within the patient group, differences 
between women and men and between the diagnostic categories conversion disorder, 
pain disorder, and undifferentiated somatoform disorder. Prior to the evaluation of 
differences, measurement invariance was tested across clinical and con-clinical samples 
and across gender in the somatoform sample, in order to affirm whether comparisons 
were valid. 

METHODS

Participants
Participants were patients with severe SFD referred to Altrecht Psychosomatic Medicine, 
a tertiary care centre for psychosomatic medicine that is specialized in the treatment of 
patients with severe SFD. This centre is located in Zeist, the Netherlands. On average, 
patients admitted to this institution have had medically unexplained symptoms for 
10 years and have received about five previous treatments for somatoform disorder in 
primary or secondary care. In about half of the cases, patients have comorbid mood, 
anxiety or personality disorder [37]. The main treatment criterion applied by the 
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institution is the presence of a diagnosis of SFD (pain disorder, conversion disorder or 
undifferentiated SFD) as the primary disorder, in line with the criteria described in the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) [2], diagnosed 
by a trained psychologist, and confirmed by the resident psychiatrist. Exclusion criteria 
applied by the treatment centre were (a) a diagnosis of hypochondriasis or body 
dysmorphic disorder, (b) a diagnosis of addiction, bipolar disorder or psychosis, (c) a 
crisis situation requiring immediate attention (e.g., high suicidality), and (d) patients 
undergoing treatment by a specialized physician outside the centre. 

In an intensive intake procedure, all patients consecutively referred in the period 
2011-2014 were assessed for eligibility for treatment. Treatment inclusion was based 
on an initial diagnostic assessment and on the patient’s informed consent to accept 
the treatment offered. All eligible patients were included in the study unless informed 
consent to participate was not obtained. 

Data were gathered from 657 patients with SFD aged between 24 and 69 years 
(Mean = 43.3, SD = 10.8), 443 women and 214 men with mean ages of 42.7 (SD = 
11.0) and 44.5 (SD = 10.3) years. Table 1 shows the primary diagnoses according to 
DSM-IV-TR.

A comparison sample from the general population was available [31] consisting of 
761 adults (433 women, 326 men, two persons with sex unknown) with a mean age of 
30.9 years (SD = 13.6, range 18-65). 

Table 1.  Primary diagnoses of participants with somatoform disorder.

Diagnoses* n (%) % men

Conversion Disorder 147 (22.4) 37.4
Pain Disorder 185 (28.2) 38.9
Undifferentiated SFD 325 (49.5) 27.4
Total 657 (100) 32.5

* Diagnosis according to DSM-IV-TR

Measures
The Dresden Body Image Questionnaire (DBIQ) [29, 30] is a 35-item questionnaire 
with positively and negatively worded statements across five subscales: body acceptance 
(e.g., “I wish I had a different body”), vitality (e.g., “I am physically fit”), physical contact 
(e.g., “Physical contact is important for me to express closeness”), sexual fulfilment (e.g., 
“I am very satisfied with my sexual experiences“), and self-aggrandizement (e.g., “I use 
my body to attract attention”). The level of agreement with items is scored on a 5-point 
Likert scale ranging from 1 (= not at all) to 5 (= fully). 

In a German non-clinical sample [30], Cronbach’s α for the subscales varied 
from α = .81 for self-aggrandizement to α = .94 for vitality. Correlations between the 
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subscales varied from r = .37 (sexual fulfilment and self-aggrandizement) to r = .65 
(body acceptance and vitality). The five-factor structure of the non-clinical sample was 
replicated using a confirmatory factor analysis in a clinical psychiatric sample of 560 
patients of whom 45% had somatoform complaints (CFI = .90; RMSEA = .06) [29]. 
In this clinical sample, Cronbach’s α for the subscales varied from α = .83 for self-
aggrandizement to α = .92 for sexual fulfilment. Correlations between the subscales 
varied between r = .31 (vitality and physical contact) to r = .65 (physical contact and 
sexual fulfilment). 

Confirmatory factor analyses of the Dutch version of the DBIQ (DBIQ-NL) 
administered in the sample that was used in the present study for comparison purposes 
showed a five-factor structure in accordance with the original scale, where model fit 
improved significantly by moving  one item from the subscale body acceptance to the 
subscale self-aggrandizement [31]. The equivalence of the measurement model across 
sex and age was evaluated in this study as well, demonstrating partial strong invariance. 
Internal consistency of the subscales in this Dutch version was good: Cronbach’s α 
varied from α = .74 for the subscale physical contact to α = .91 for the subscale sexual 
fulfilment. The correlations between the subscales varied from r = .17 for vitality and 
physical contact to r = .53 for acceptance and sexual fulfilment. Temporal stability over 
two weeks was satisfactory, varying from an intra-class correlation coefficient (ICC) 
of .64 for physical contact to .82 for vitality (see Table S1 for DBIQ items in English). 

Procedure
Patients completed the DBIQ-NL as part of their routine initial diagnostic screening 
and provided written informed consent for the use of acquired data for scientific 
purposes. This part of the study protocol was approved by the institutional review board 
(CWO) of Altrecht, Zeist, the Netherlands (CWOnr 1419). 

The study in the general population, the source of the data used in the comparison 
sample, was conducted in agreement with VU University Amsterdam’s guidelines 
for research for educational purposes. These guidelines allow students to collect data 
with the use of questionnaires in healthy respondents when participation is voluntary 
and data are analyzed anonymously. The Medical Ethics Review Committee of VU 
University waived the requirement for formal ethical approval of the procedures used 
(for more details see [31]). 

Data analysis
The factor structure of the clinical sample was evaluated using confirmatory factor analysis 
with maximum likelihood estimation robust to non-normality (MLR). Furthermore, 
measurement invariance was examined across the two groups (somatoform disorder and 
general population) and across sex within the somatoform group, to ensure meaningful 

PSM 20180319 Proefschrift Scheffers.indd   74 10-04-18   15:21



Body image in patients with SFD

75

comparisons between scores in these groups [38-40]. We applied the procedures and fit 
indices used in the study of the comparison sample [31]: model selection was performed 
by testing invariance by means of the Scaled Difference in Chi-Squares (SDCS) test 
[41] for nested models estimated with MLR. Because little consensus exists with regard 
to recommended fit indices [38], standardized root mean square residual (SRMR) and 
Tucker Lewis index (TLI) are reported in addition to the comparative fit index (CFI) 
and root mean square error of approximation (RMSEA). Analyses were conducted with 
Mplus Version 5.1 [42].

SPSS 20.00 for Windows was used to compare group differences in the clinical 
sample with analysis of variance. Because of the differences in sample size in the 
diagnostic categories, Hochberg’s GT2 test was used for post hoc analyses [43]. Mean 
differences between subgroups were expressed in Cohen’s d and considered large if ≥ 
0.80, moderate if they lay between 0.50 and 0.80, and small if they lay between 0.20 
and 0.50 [44]. 

For a comparison of the DBIQ-NL scores across samples, the clinical sample 
was matched to the comparison sample on gender and age (see Figure S1 for the age 
distribution of males and females in the clinical sample and in the comparison sample). 
The exact matching procedure from the R package MatchIt [45] was used to form 72 
groups with respondents from both groups of equal gender and age. A total of 580 
patients from the somatoform sample (387 women; 193 men) were matched to 341 
respondents in the comparison sample (201 women; 140 men) with appropriate weights. 
The weighted mean ages were 44.8 for men (range 25-65) and 42.8 for women (range 
24-64) in both matched samples, with almost equal (weighted) standard deviations of 
10.4 and 10.9 for men and women, respectively, across the two samples. Note that the 
matching procedure led to the exclusion of the older respondents in the somatoform 
sample; the younger respondents from the comparison sample were not included in the 
matched sample. 

In addition to computing the (weighted) mean differences between the two samples 
and their effect size using Cohen’s d, we computed sensitivity and specificity for the 
DBIQ-NL total score and the subscales of the DBIQ-NL. Sensitivity refers to the 
percentage of patients with somatoform disorder correctly identified on the basis of a 
pre-specified cut-off score as having a low score on body image, and specificity refers to 
the percentage of respondents in the comparison sample correctly identified on the basis 
of the cut-off score as having a high score on body image. Following Jacobson and Truax 
[46], we determined cut-off scores for the total score and the five subscale scores. The 
(weighted) means minus 1 (weighted and pooled) standard deviation in the somatoform 
disorder sample and the means plus 1 standard deviation in the comparison sample 
were defined as cut-offs. 
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RESULTS

Measurement invariance 
CFA in the somatoform sample showed the five-factor structure found earlier, with 
the same item shifted as was seen in the general population sample [31]. Evaluation of 
measurement invariance for the somatoform sample and the comparison sample showed 
a model with partial strong measurement invariance, with different loadings across the 
groups for item 1 (”I move gracefully”) of the subscale self-aggrandizement and item 7 
(”There are lots of situations in which I feel happy about my body”) of the subscale body 
acceptance estimated freely, as best fit (RMSEA (90% CI) = .061 (.059 - .063), SRMR 
= .074, CFI = .828, TLI = .823). 

In the evaluation of the somatoform sample for measurement invariance with sex 
as a grouping variable, item 15 of the subscale body acceptance (”I choose clothing 
that hides the shape of my body”) was the only item not showing invariance (RMSEA 
(90% CI) = .061 (.058 - .064), SRMR = .073, CFI = .832, TLI = .828). This item was 
also identified as non-invariant in the general population sample [31]. For a detailed 
analysis of measurement invariance, see Table S2. On the basis of these analyses and 
comparisons of the scores with and without the items that were not invariant across 
groups, which led to only marginally different (sub)scale scores (for details see Table 
S3), we concluded that the use of the full scale led to meaningful comparisons not only 
within this particular study but also with results of other studies.

Internal consistency and correlations between subscales
In the group of patients with SFD, Cronbach’s α‘s for the subscales were .78 for physical 
contact and self-aggrandizement, .80 for vitality, .84 for acceptance, and .92 for sexual 
fulfilment. Correlations between the subscales varied from r = .14 (vitality and physical 
contact) to r = .50 (self-aggrandizement and sexual fulfilment). 

Differences between SFD diagnostic categories
Table 2 shows the means of the diagnostic categories for the total score and all subscales 
of the DBIQ-NL. Analysis of variance of the three diagnostic categories (conversion 
disorder, undifferentiated SFD, and pain disorder) showed that patients with conversion 
disorder had a significantly higher overall body image, vitality, and body acceptance 
than patients with undifferentiated SFD and pain disorder. Differences were most 
pronounced for vitality.
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Table 2. Means (M) and standard deviations (SD) of scores on the Dresden Body Image Questionnaire 
(DBIQ-NL) in subgroups of patients in three diagnostic categories of somatoform disorder, test of the 
difference between diagnostic categories.

Conversion Disorder
(n = 147)

Pain Disorder
(n = 185)

Undifferentiated SFD
(n = 325)

(sub) scale M (SD) M (SD) M (SD) F(2) p
total score 2.78a,b (0.65) 2.55b (0.54) 2.60a (0.56) 7.32 .001
vitality 2.56c,d (0.84) 2.21d (0.67) 2.07c (0.62) 25.08 <.001
body acceptance 3.25e,f (0.97) 2.86e (0.83) 2.99f (0.98) 7.00 .001
sexual fulfilment 2.61 (1.18) 2.42 (0.97) 2.49(0.98) 1.44 .24
physical contact 3.32 (0.82) 3.19 (0.79) 3.31 (0.82) 1.47 .23
self-aggrandizement 2.31 (0.67) 2.20 (0.63) 2.27 (0.63) 1.19 .43

Means in a row sharing subscripts are significantly different based on Hochberg’s GT2 test.

Gender differences
Table 3 presents means and standard deviations for the DBIQ-NL total score and 
all subscales for women and men with SFD. Analysis of variance showed that men 
scored significantly higher than women on total DBIQ-NL, body acceptance, sexual 
fulfilment, and self-aggrandizement. No such differences were apparent for vitality and 
physical contact.

Table 3. Means (M) and standard deviations (SD) of scores on the Dresden Body Image Questionnaire 
(DBIQ-NL) for women and men, test of the difference between women and men in the SFD sample.

women 
(n = 443)

men 
(n = 214)

(sub)scale M (SD) M (SD) t p Cohen’s d
total mean score 2.55 (0.56) 2.73 (0.61) 4.69 <.001 0.31
vitality 2.18 (0.68) 2.29 (0.78) 1.85 .07 0.15
body acceptance 2.88 (0.98) 3.12 (0.89) 5.50 <.001 0.26
sexual fulfilment 2.39 (0.99) 2.71 (1.06) 3.79 <.001 0.31
physical contact 3.25 (0.80) 3.33 (0.84) 1.08 .29 0.10
self-aggrandizement 2.20 (0.63) 2.39 (0.65) 3.70 <.001 0.30

Comparisons of the matched samples
Table 4 presents means and standard deviations for the DBIQ-NL total score and 
subscales in the clinical and comparison samples matched on age and sex. Patients 
with SFD scored significantly lower (p < .001) than the comparison sample in terms 
of DBIQ-NL total mean score and for all subscales, with the largest differences for 
sexual fulfilment (1.2 point) and vitality (1.6 point). Cohen’s d was large (≥ 0.80) for all 
subscales except physical contact. Sensitivity and specificity for the total score and for 
vitality were higher than for the other subscales.
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Table 4. Means (M), standard deviations (SD), test of the difference (t), effect size (Cohen’s d), sensitiv-
ity, and specificity of scores on the DBIQ-NL in age- and sex-matched samples of patients with somato-
form disorder (n = 580) and comparison sample (n = 341). 

Somatoform Comparison sample 

(sub)scale M (SD) M (SD) t Cohen’s d Sensitivity Specificity
total mean score 2.62 (0.58) 3.59 (0.42) -29.3* -1.9 82% 86%
vitality 2.20 (0.71) 3.79 (0.58) -36.9* -2.4 88% 90%
body acceptance 3.00 (0.94) 3.81 (0.66) -15.2* -1.0 66% 72%
sexual fulfilment 2.48 (1.02) 3.71 (0.67) -22.1* -1.4 74% 80%
physical contact 3.28 (0.82) 3.73 (0.58) -9.7* -0.6 64% 65%
self-aggrandizement 2.26 (0.65) 3.00 (0.54) -18.9* -1.2 74% 73%

* p < .001

DISCUSSION 

The aim of the current study was to gain more detailed insight into body image in 
patients with SFD. To this end, we compared DBIQ-NL scores in patients with SFD 
and people from the general population. In addition, we compared DBIQ-NL scores in 
patients with different SFD diagnoses and scores demonstrated by women and men with 
SFD. After measurement invariance was confirmed across the clinical sample and the 
comparison sample as well as across gender in the clinical sample, the most prominent 
finding was that body image scores of patients with SFD were substantially lower than 
body image scores in the general population, showing large differences between groups 
on all domains of body image. Although the DBIQ is not meant for diagnosing SFD, 
the sensitivity and specificity for classifying sample members into the correct group 
with the help of DIBQ-NL total scores proved to be high: more than 80% of the 
classifications were correct.

With respect to the diagnostic categories of SFD, patients with conversion disorder 
scored higher on vitality, body acceptance, and the total DBIQ-NL score than patients 
with undifferentiated SFD and pain disorder. Because conversion symptoms are often 
temporary or situated in one part of the body, they may be less disturbing for vitality 
and overall acceptance of the body. Nevertheless, patients with conversion disorder still 
scored substantially lower than the comparison group. 

As hypothesized on the basis of results found in non-clinical samples [35], women 
in the SFD sample scored lower than men on total DBIQ-NL, body acceptance, sexual 
fulfilment, and self-aggrandizement. However, no gender differences were measured 
for vitality and physical contact, which for vitality is in agreement with observations 
reported for chronic fatigue syndrome [47]. Overall, our study confirms the idea that 
body image is a gendered phenomenon, which pleads for gender-sensitive assessment 
and treatment of patients with SFD.
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The DBIQ-NL covers five body-related aspects that all proved to be substantially 
affected in patients with SFD. This finding, together with the evidence for partial 
strong measurement invariance across the comparison group and the SFD group, 
leads to the conclusion that the DBIQ-NL is a suitable instrument to evaluate a 
broad scope of body-related problems in patients with SFD [5]. However, it should be 
acknowledged that the DBIQ-NL does not cover all body-related themes. For example, 
body awareness, the sensory awareness that originates from the body’s physiological 
states, processes, actions, and functions [27], is considered pivotal in the development 
and progress of SFD [48, 49], because a lack of body awareness may undermine healthy 
behaviour [50]. Furthermore, a self-report questionnaire such as the DBIQ-NL does 
not address behavioural aspects such as movement patterns and levels of activity [51]. 
Notwithstanding these restrictions, the large differences between patients with SFD 
and the general population comparison group on a broad range of body-related topics 
as well as the differences between diagnostic categories indicate the relevance of the 
DBIQ-NL for patients with SFD.

Because data on the validity of the DBIQ-NL scales are still scarce, comparisons 
with other assessments may be useful to support validity. The subscale vitality has an 
effect size (d = 2.5) comparable with that of the fatigue scale included in the Checklist 
Individual Strength (CIS-20R) that has been used to compare patients with chronic 
fatigue syndrome (CFS) and a healthy reference group (d = 3.0) [47]. Furthermore, 
symptoms measured with the Symptom Checklist (SCL-90) [52]) in a severe SFD 
group have shown, when compared with a general population group, effect sizes that are 
comparable with or even smaller than those found for some DBIQ-NL subscales (0.9 for 
anxiety, 1.2 for depression, 1.6 for somatization, and 1.3 for overall psychopathology) 
[53]. 

Future studies must establish the clinical relevance of using DBIQ-NL scales for 
patients with SFD by examining the effects of treatment on body image (sensitivity 
to change) as well as the prognostic value of the DBIQ-NL for treatment outcome in 
patients with SFD. Treatment for patients with SFD aims at goals such as reducing or 
coping with physical complaints, enhancing body acceptance, and ameliorating quality 
of life, all depending on individual situations and patient preferences. With respect to 
these goals, vitality and body acceptance seem to be the most relevant subscales of the 
DBIQ-NL, but the current study shows that domains of self-aggrandizement, physical 
contact, and sexual fulfilment should not be overlooked in the assessment, treatment, 
and evaluation of patients with SFD. In addition to its potential diagnostic importance 
and use in treatment evaluation, measuring body image with the DBIQ-NL may also 
be valuable in clinical practice to recognize body-related themes underlying symptom 
presentation [54] and to enhance communication between patient and therapist about 
body-related experiences. Sexual fulfilment, for example, may be hampered by physical 

PSM 20180319 Proefschrift Scheffers.indd   79 10-04-18   15:21



Chapter 4

80

complaints [55] and is in fact, as the current study indicates, a prevalent problem for 
SFD patients. Because sexuality is a sensitive subject to discuss for patients as well as 
therapists, incorporating the domain of sexuality into a questionnaire may shed further 
light on possible problems with sexuality and enhance communication about this 
subject [56]. 

One of the present study’s strengths lies in the fact that its sample of patients with 
a certified diagnosis of severe and chronic SFD was large: this enabled us to compare 
body image between different SFD diagnoses as well as between patients and a sample 
from the general population. A limitation with respect to generalizability is that the 
results apply to a group that was referred to tertiary care; results cannot be generalized 
to patients with somatoform complaints who present themselves in primary care. 

To conclude, the observed large differences in body image between patients with 
somatoform disorder and the comparison sample underline the idea that body-related 
problems are common in patients with SFD, and the differences between diagnostic 
subgroups indicate that the impact on body image may vary over diagnostic categories. 
The DBIQ-NL was found to be a useful instrument to assess body image in SFD, 
and one which may help to shed more light on the severity and scope of body-related 
problems in patients with SFD.
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SUPPLEMENTARY MATERIAL

Table S1. Item means and standard deviations of the DBIQ-NL items* in SFD sample grouped per 
subscale.

Vitality Mean SD

2. I often feel physically run down (R) 2.15 1.04
3. I lack energy and motivation (R) 2.92 1.18
6. I often feel physically exhausted (R) 2.39 1.14
8. I am physically fit 1.82 1.05
14. I have lots of energy 1.84 1.05
17. I am in good physical condition 2.12 1.05
26. I quickly reach my physical limits (R) 2.15 1.16
32. I am physically strong and resilient 2.34 1.17
Body acceptance 

7. There are lots of situations in which I feel happy about my body 2.55 1.19
12. I like my body 2.60 1.20
15. I choose clothing that hides the shape of my body (R) 3.61 1.28
18. I often feel uncomfortable about my body (R) 2.90 1.25
23. I wish I had a different body (R) 3.18 1.53
25. I am satisfied with my appearance 3.27 1.21
28. If I could change something about my body, I would do it (R) 2.96 1.53
Self-aggrandizement

1. I move gracefully 2.06 1.00
10. Other people find me attractive 2.86 0.99
13. I find it pleasant and exhilarating when someone looks at me attentively 2.56 1.20
20. I feel more valued when someone pays attention to my body 2.79 1.11
29. My body is expressive 2.62 1.09
31. I use my body to attract attention 1.45 0.75
33. I like showing my body 1.91 0.96
34. I like to be the centre of attention 1.85 0.96
Sexual fulfilment

4. I experience intense and pleasurable feelings during sex 2.53 1.33
9. I am very satisfied with my sexual experiences 2.45 1.38
16. I think sex is an important part of life 2.50 1.21
21. I am able to lay aside my inhibitions in sexual situations 2.53 1.36
27. I am able to enjoy my sexuality 2.62 1.09
35. My sexual experiences are satisfying 2.65 1.40
Physical contact 

5. Physical contact is important for me to express closeness 3.25 1.23
11. I look for physical intimacy and affection 2.67 1.20
19. I do not like people touching me (R) 3.59 1.14
22. I like it when people put their arms around me 3.44 1.12
24. I consciously avoid touching other people (R) 3.84 1.13
30. I only allow a few people to touch me (R) 2.88 1.29
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Table S2. Measurement invariance across the control group and the somatoform group and within the 
somatoform group across sex.

Model χ2 df Ts RMSEA (90 % CI) SRMR CFI TLI

Measurement Invariance 
subjects control group and 
somatoform group

1A configural invariance 3868 1100 .060 (.058 -.062) .065 .844 .832
1B weak invariance 3981 1130 74.08** .060 (.057 -.063) .069 .840 .831
1C strong invariance 4391 1160 247.39** .063 (.061 -.065) .077 .818 .814
1C-1 partial strong item 1a 4310 1158 199.88** .062 (.060 -.064) .076 .823 .818
1C-2 partial strong item 1,7b 4223 1156 144.30** .061 (.059 - 063) .074 .828 .823

Measurement Invariance sex
within somatoform group

2A configural invariance 2596 1100 .060 (.057 -.063) .068 .848 .835
2B weak invariance 2675 1130 70.80** .060 (.057 -.063) .074 .843 .835
2C strong invariance 2887 1160 87.17** .062 (.060 -.065) .079 .824 .820
2C-1 partial strong item 15c 2808 1158 51.95 .061 (.058 -.064) .073 .832 .828

χ2 = chi square; df = degrees of freedom; Ts  = Scaled Difference in Chi-Squares (SDCS) test statistic; RMSEA = Root Mean Square 
Error of Approximation; 90 % CI = 90 % confidence interval of the RMSEA; SRMR = Standardized Root Mean Square Residual; 
CFI = comparative fit index; TLI = Tucker Lewis index.
a modification index item 1 = 84.979; b modification index item 7 = 83.041; c modification index item 15 = 55.122 
*p < .01. ** p < .001.
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Figure S1. Age distribution of males and females across the three diagnostic categories and in the gen-
eral population. 

CD = Conversion Disorder; PD = Pain Disorder; UD = Undiff erentiated Somatoform Disorder.
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ABSTRACT

Background: A crucial but often overlooked impact of early life exposure to trauma 
is its far reaching effect on a person’s relationship with their body. Several domains of 
body experience may be negatively influenced or damaged as a result of early childhood 
trauma. 
Objective: The aim of this study was to investigate disturbances in three domains of 
body experience: body attitude, body satisfaction, and body awareness. Furthermore, 
associations between domains of body experience and severity of trauma symptoms as 
well as frequency of dissociation were evaluated. 
Method: Body attitude was measured with the Dresden Body Image Questionnaire, 
body satisfaction with the Body Cathexis Scale, and body awareness with the Somatic 
Awareness Questionnaire in 50 female patients with complex trauma and compared 
with scores in a non-clinical female sample (n = 216). Patients in the clinical sample also 
filled out the Davidson Trauma Scale and the Dissociation Experience Scale.
Results: In all measured domains, body experience was severely affected in patients 
with early childhood trauma. Compared with scores in the non-clinical group, effect 
sizes in Cohen’s d were 2.7 for body attitude, 1.7 for body satisfaction, and 0.8 for body 
awareness. Associations between domains of body experience and severity of trauma 
symptoms were low, as were the associations with frequency of dissociative symptoms. 
Conclusions: Early childhood trauma in women is associated with impairments in self-
reported body experience that warrant careful assessment in the treatment of women 
with psychiatric disorders.

Key words: early childhood trauma, body experience, body attitude, body satisfaction, 
body awareness, dissociation
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INTRODUCTION

Early life exposure to trauma, such as prolonged and repeated childhood sexual and 
physical abuse, has profound and lasting negative effects [1]. This type of trauma is 
typically of an interpersonal nature, includes violation of physical integrity, and occurs at 
developmentally vulnerable times and under circumstances where escape is not possible 
[2, 3]. The sequelae of such traumatic experiences are complex and include not only 
symptoms belonging to the post-traumatic stress disorder (re-experiencing, avoidance/
numbing and hyperarousal) but also a range of disturbances in self-regulatory capacities 
(e.g. [4, 5]). 

A crucial but often overlooked impact of early life exposure to trauma is its far-
reaching effect on an individual’s relationship with their body [6, 7]. This subject 
regained some attention with the neurobiological emphasis on the importance of 
signalling body-related phenomena in order to enhance self-regulation and control 
[6]. A central element in narratives of early-traumatized people is their lack of body 
ownership. The experience of the body as ‘my body’ is acquired in early development 
and is based on physical experiences and accompanying clear definitions of boundaries 
between self and others [8]. As interpersonal processes between children and the people 
in their environment are conditions for the construction of a coherent body image, 
which may be severely impaired by threats to the physical integrity and/or violations 
of body [9]. Furthermore, memories of traumatic experiences, which are often body-
related, may lead to rejection of and withdrawal from the body, and to a loss of contact 
with the body [10]. As a consequence, traumatized individuals often find it difficult 
to attend to inner sensations and perceptions and sometimes even deny any somatic 
awareness [6, 11]. 

In addition, victims of repeated traumatic events in early life often develop negative 
body-related attitudes, such as body shame [12], feelings of disgust or hate towards 
their body or parts of it associated with trauma [13, 14], body dissatisfaction and lack 
of body esteem [15]. Furthermore, they frequently report reduced physical vitality and 
reduced feelings of health [9, 15]. To summarize, several body-related domains may be 
negatively affected or damaged as a result of early childhood trauma. 

In this study, we use the umbrella term body experience [16-18], thereby emphasizing 
the multidimensionality of the construct. Recent classifications of domains of body 
experience [18, 19] are unanimous in including the following domains: body attitude, 
referring to cognitive, affective and behavioural aspects [20]; body satisfaction, defined 
as the degree of contentment with appearance or functionality of the body [21, 22], and 
body awareness, defined by Mehling et al. [23,p.4] as “the perception of bodily states, 
processes and actions that is presumed to originate from sensory proprioceptive and 
interoceptive afferents and that an individual has the capacity to be aware of”. 
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Although problems related to body experience resulting from early childhood trauma 
seem to be present in more than one domain, the empirical research has predominantly 
focused on one of the three above mentioned domains at a time. Moreover, comparisons 
with healthy, non-traumatized individuals are scarce. Only two cross-sectional studies 
were found using a non-clinical control group, both studies on body satisfaction in 
sexually abused women [15, 24]. Eubanks et al. [24] found body satisfaction, measured 
with the Mendelson Body-esteem Scale [25], to be significantly lower in the abused 
group (n = 19) than in the non-abused group (n = 19). Wenninger and Heiman [15] 
reported that women who had been sexually abused in childhood (n = 57) scored 
significantly lower on perceived physical health and on the subscale sexual attractiveness 
of the Body Esteem Scale [26] than the control sample (n = 47). Dyer et al. [27] studied 
differences in body attitude in a group of 84 females in treatment for PTSD related to 
childhood sexual abuse and in a control group of 53 healthy participants. They used 
the Dresden Body Image Questionnaire [28] to measure body attitude, and the Body 
Image Avoidance Questionnaire [29] to assess the frequency with which one engages in 
avoidance behaviours related to body experience. On both measures patients reported 
significantly lower scores than the healthy participants. Borgmann et al. [30] assessed 
negative body-related emotions, using the Emotions Rating [31], as well as dissociation, 
measured by the Dissociation-Distress Scale [32], in 17 women diagnosed with PTSD 
after Childhood Sexual Abuse and 24 healthy controls during a standardized mirror 
confrontation. Patients with PTSD had significantly higher scores on negative body-
related emotions as well as on dissociation.

Although confirming the negative effect of early childhood trauma on body 
experience, the studies show a variety of questionnaires employed to measure body 
experience with a main focus on either body satisfaction or body attitude. Clinical 
studies, integrating a wider array of perspectives, such as disturbances in body awareness 
or problems with physical contact and intimacy are lacking in the area of body experience 
in trauma. An important question to be answered is whether severity of disturbances 
in body experience is related to severity of trauma symptoms. If so, the next question is 
whether their association is as strong as the medium to high correlations found between 
disturbances in body experience and severity of depression [33-35]. 

Because early childhood trauma is hypothesized to affect body experience in several 
domains, we consider it worthwhile to obtain more evidence on the negative effects in 
three specific domains - body awareness, body attitude, and body satisfaction - whose 
interrelatedness is largely unknown so far. 

Another issue hardly addressed in the literature to date is the association between 
dissociation and domains of body experience. Dissociation is defined by disruption and 
fragmentation of the usually integrated functions of consciousness, memory, identity, 
body awareness, and perception of the self and the environment [36]. It has been 
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suggested that victims of repeated early childhood trauma exhibit more dissociative 
symptoms than victims of single-incident trauma [36, 37]. In their overview of the 
effects of early trauma on dissociation, Schauer and Elbert [38] state that dissociation is 
directly connected with the body. Price [39], see also [40], is the sole author addressing 
dissociation in combination with body awareness in relation to childhood sexual trauma. 
Therefore, further research into the relationship between dissociation and domains of 
body experience is needed. 

In order to increase our knowledge of body experience in early traumatized people 
in the manner suggested, we conducted a cross-sectional study in a tertiary care center 
for early childhood trauma. The study had three aims: firstly, to explore the level of 
disturbance in domains of body experience in a group of women with early childhood 
trauma; secondly, to evaluate the association between different domains of body 
experience in this same group; and thirdly, to investigate associations between body 
experience and severity of trauma and levels of psychological dissociation. A better 
understanding of body-related problems in patients with early childhood trauma may 
contribute to the development and evaluation of interventions targeting body experience 
in this group of patients. 

METHOD

Participants 
All 80 patients in treatment at tertiary care centre Transit, GGz Centraal, Ermelo, 
the Netherlands, a centre specializing in the treatment of clients with a history of 
early traumatisation, received written as well as oral information about the study. 
Fifty-three patients, including three men, agreed to participate. For the present study, 
only women were selected, resulting in 50 women with a mean age of 37.4 (SD 11.8, 
range 20-60), of whom 21 (42%) received treatment from the outpatient facility, 16 
(32%) day treatment and 13 (26%) were inpatients. Of the 27 patients who did not 
participate, four were advised by their therapist against filling out the questionnaires 
because of risk of deregulation. Furthermore, 17 patients from the day treatment 
group did not participate because of logistic issues. Reasons for non-participation of 
6 patients remained unknown. DSM-IV Axis I diagnoses were established by trained 
psychologists and confirmed by the resident psychiatrist. Table 1 shows diagnoses and 
other demographic information of the sample.
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Table 1. Diagnoses at start of treatment, time in treatment, and demographic information clinical 
 sample (n = 50).

n %
Diagnosisa Post-traumatic Stress Disorder

Dissociative Identity Disorder
Dissociative Disorder Not Otherwise Specified
Mood Disorder
No diagnosis available

29
6
10
4
1

58
12
20
8
2

History of sexual abuse Yes 
No

40
10

80
20

Time in treatment < 12 months
12 to 24 months 
> 24 months

26
   11
13

52
22
26

Level of education Basic education (≤ 9 years)
Secondary education (10 – 12 years) 
Higher education (≥ 13 years)

9
24
17

18
48
34

Work situation Regular employment
Disability pension
Other
Missing

8
28
10
4

16
56
20
8

a according to DSM-IV-TR [41]

Of the 50 women, 40 (80%) reported early childhood sexual abuse during the intake 
interviews. Five of the 10 remaining patients (20%) reported early childhood sexual 
abuse in the course of treatment. The other five reported early childhood circumstances 
such as physical abuse by father, early death of parent, severe alcohol addiction of 
parent, growing up in a series of foster homes. Axis II diagnoses were present in 74% 
of the sample: 16% of the personality disorders were classified as Borderline Personality 
Disorder, 35% as Personality Disorder Not Otherwise specified and 49% had a deferred 
diagnosis.

Procedure
The study was approved by the institutional review board of Mental Health Care 
Central, Ermelo, the Netherlands. All participants signed a written informed consent. 
Data were collected between November 2012 and March 2013. Participants received 
an envelope containing a set of general questions regarding demographics, and 
questionnaires addressing body experience, dissociation and traumatic experiences, to 
be filled out on-site.

Data from 216 female participants with a mean age of 32.1 (SD 14.5, range 18-65) 
collected in an earlier study on body experience in a healthy sample [42] were used to 

PSM 20180319 Proefschrift Scheffers.indd   94 10-04-18   15:21



Body experience in women with childhood trauma

95

compare the scores on domains of body experience with the group of female trauma 
patients. Mean age of this sample was significantly lower than that of the clinical sample 
(t(264) = 2.39, p = .02). 

Measures
Symptoms of Post-traumatic Stress Disorder (PTSD) were assessed with the Dutch 
version of the Davidson Trauma Scale (DTS) [43, 44], a self-rating scale that consists of 
17 items corresponding with the DSM-IV symptoms for post-traumatic stress disorder 
(PTSD) (“Have you been upset by something which reminded you of the event?”; 
“Have you been avoiding doing things or going into situations which remind you about 
the event?”; ”Have you had difficulty enjoying things?”; ”Have you been irritable or had 
outbursts of anger?”). For each item, the subject rates both frequency (range: 0–4) and 
severity (range: 0–4) during the previous week. The DTS total score is computed by 
adding up all frequency and severity items (range: 0–136). Cronbach’s α in the present 
study was .93.
Dissociative experiences were measured with the Dissociative Experiences Scale 
(DES)[45], a 28-item self-report questionnaire assessing the frequency of dissociative 
experiences. The items relate to experiences of disturbance in identity, memory, 
awareness and cognition as well as feelings of depersonalization and derealization 
(“Some people find that they sometimes are able to ignore pain. Circle a number to 
show what percentage of the time this happens to you”; “Some people find that they 
sometimes sit staring off into space, thinking of nothing, and are not aware of the 
passage of time. Circle a number to show what percentage of the time this happens to 
you”). Subjects circle the percentage of time (given in 10% increments ranging from 0 
to 100) they experience the various symptoms. A scale score is obtained by averaging 
the percentages. Cronbach’s α in the present study was .94.
Body attitude was assessed using the Dutch version of the Dresden Body Image 
Questionnaire (DBIQ-35-NL) [42]. The DBIQ measures five dimensions of body 
image: vitality (“I am physically fit”), body -acceptance (“I wish I had a different 
body”), self-aggrandizement, (“I use my body to attract attention”) physical contact, 
(“I do not like people touching me”) and sexual fulfilment (“I am very satisfied with 
my sexual experiences“) [28, 46]. Based on the results of Confirmatory Factor Analysis 
item 33 (“I like showing my body”), part of the subscale  acceptance in the original 
German version, was moved to the subscale self-aggrandizement in the Dutch version. 
Responses are scored on a five-point Likert scale, from “not at all” to “entirely”. A higher 
score means a more positive body attitude. In the present sample”, Cronbach’s α was .76 
for the subscale vitality, .85 for body acceptance, .78 for self-aggrandizement, .86 for 
physical contact and .86 for sexual fulfilment. 
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Body satisfaction was measured using the 40-item Body Cathexis Scale (BCS). 
The BCS was first developed by Secord and Jourard [22], consisting of 53 items and 
was further developed into a 40-item Dutch scale [47, 48]. For each item the client’s 
satisfaction with some aspect of the body part or function, such as hands, vitality, eyes, 
coordination, health, and weight, is scored on a five-point scale, ranging from very 
dissatisfied (1) to very satisfied (5). In a Dutch student sample, validity and reliability 
were found to be sufficient [49]. For the present sample, Cronbach’s α was .94. 
Body awareness was assessed with the Somatic Awareness Questionnaire (SAQ)[50], 
a Dutch 25-item self-report questionnaire that assesses sensitivity to and awareness of 
internal bodily signals and states, like energy level (“I am aware of a cycle in my activity 
level throughout the day”) and awareness of tiredness (“I notice distinct body reactions 
when I am fatigued”). All items were posed as statements addressing awareness of 
internal bodily processes. Items were scored on a five-point Likert scale (1 = not at 
all, 2 = barely, 3 = more or less, 4 = somewhat, 5 = very much). In a Dutch student 
sample, validity and reliability were found to be sufficient [51]. In the present sample, 
Cronbach’s α was .87.

Data analyses 
All data analyses were conducted using IBM SPSS Statistics software version 20 and R 
[52](R Core Team, 2013). Scale scores were not computed for subjects with at least two 
missing item scores; DBIQ subscales were not computed for subjects with at least one 
missing item score. 

Differences between (sub-)groups were analyzed with t-tests. Mean differences 
between subgroups were expressed in Cohen’s d and considered large if > .80, moderate 
between .50 and .79 and small between .20 and .49 [53]. Associations between the 
variables of interest were analysed by Pearson correlations. 

The distributions of the scores were investigated carefully for outliers, which may 
easily influence both the comparison of means and the computation of the correlation 
coefficient (see [54,p.55-66). Outliers are likely to occur in the relatively small clinical 
sample and in view of the expected differences in location of the two samples. Outliers 
for each (sub-)scale were identified based on boxplots; for pairs of (sub-)scales on 
scatterplots, and using the Mahalanobis distance for combinations of three and more 
(sub-)scales. This led to the identification of three outliers in the clinical sample, one 
with a zero score on the DTS, and the two others with high scores on BCS, SAQ and 
the subscales vitality and body acceptance of the DBIQ). In the non-clinical sample five 
outliers were identified, three of them in different combinations of low scores on DBIQ 
(subscales vitality and sexual fulfilment), BCS and SAQ, one of them with a high score 
on SAQ, the last with high scores on DBIQ, BCS and SAQ. 
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RESULTS

The mean and standard deviation of the severity of trauma symptoms scale (DTS) were 
high, revealing a skewed distribution. The mean in the clinical sample was 84.8 (SD 
= 25.8) whereas Davidson et al. [55] reported a mean of 64.4 (SD = 29.7) for people 
diagnosed with PTSD. The frequency of dissociative symptoms in this group was 36.6 
(SD 17.5). Differences in body experience between the trauma group and the non-
clinical group were large and significant (p < .001) for all domains (see Table 2). In 
terms of Cohen’s [53] criteria effect sizes were largest for DBIQ total mean score and 
subscale sexual fulfilment (d = 2.74 and 2.93 respectively) reflecting the fact that 20 
women in the trauma sample obtained the minimum score on sexual fulfilment. When 
the outliers are omitted from the analysis, the means decrease and increase slightly in 
the trauma group, and non-clinical group respectively, with overall decreasing standard 
deviation (see Table 2A in the supplementary material). Thus, the standardized difference 
between the groups, as measured by Cohen’s d, increases for all scale comparisons. 

Table 2. (Sub)scale score means, standard deviations and standardized differences of the trauma and 
non-clinical samples.

Trauma group (n = 50) Non-clinical group (n = 216)

Scale Mean SD Mean SD Cohen’s d

Trauma severity (DTS) 84.8b 25.8
Dissociation (DES) 36.6 17.5

Body attitude (DBIQ-35) 2.17d 0.56 3.58d 0.46 2.77
       Vitality 2.80 0.78 3.74 0.59 1.36
       Body acceptance 2.26 0.96 3.68c 0.70 1.69
       Sexual fulfilment 1.62c 0.71 3.66d 0.68 2.93
       Self-aggrandizement 1.82 0.61 3.10 0.56 2.18
       Physical contact 2.34c 0.88 3.80 0.62 1.92

Body Satisfaction (BCS) 2.67 0.59 3.61 0.53 1.68
Body Awareness (SAQ) 2.75 c 0.56 3.14 c 0.47 0.76

DTS = Davidson Trauma Scale; DES = Dissociative Experiences Scale; DBIQ = Dresdner Body Image Questionnaire; BCS = Body 
Cathexis Scale; SAQ = Somatic Awareness Questionnaire.
a based on unequal variances
b sumscore c 1 missing observation d 2 missing observations 

Table 3 shows Pearson’s correlations between domains of body experience, after 
removing the outliers in both groups. Correlations vary across (sub-)scales for both 
the trauma group and the non-clinical group, but are strongest between DBIQ total 
mean score and BCS, and between subscale body acceptance of the DBIQ and BCS, 
where the correlations for the trauma group are somewhat higher than for the non-
clinical group. Low correlations are found between DBIQ subscale vitality and SAQ 
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in both samples and between the four other DBIQ subscales with SAQ in the non-
clinical sample. Correlations tend to be somewhat lower with influential cases/outliers 
removed (see Table 3A in the supplementary material for all correlations). Figure 1A in 
the supplementary material shows the distribution and association of the three body 
experience scales in both samples where the outliers are indicated. 

Table 3. Pearson’s correlation coefficients between domains of body experience in the clinical sample 
and healthy sample after removal of outliers.

Trauma group (n = 47) Non-clinical group (n = 211)

BCS  
(body satisfaction)

SAQ  
(body awareness)

BCS  
(body satisfaction)

SAQ 
(body awareness)

DBIQ (body attitude ) .70**b .46**c .58**b .08c

subscales DBIQ
vitality .37* .12a .52** -.12a

body acceptance .77** .27a .62*a .02b

sexual fulfilment .28a .39*b .34**b .11c

self-aggrandizement .31* .40*a .33** .15*a

physical contact .36*a .52**b .17 .15a

SAQ .22a -.02a

BCS = Body Cathexis Scale; DBIQ = Dresden Body Image Questionnaire; SAQ = Somatic Awareness Questionnaire.
* p < .05  ** p < .001
a 1 missing pair of observations
b 2 missing pairs of observations
c 3 missing pairs of observations

Associations between trauma severity (DTS), dissociative experiences (DES) and body 
experience domains were low (see Table 4). Due to the small sample size, the correlations 
are sensitive to outliers, leading to stronger correlations between DTS and the body 
experience subscales (most notably vitality and body awareness), due to the removal of 
the observations with a zero score on DTS. On the other hand, the correlations of DES 
with body experience are somewhat lower for the sample with outliers removed, except 
for those with sexual fulfilment and physical contact. See Table 4A in the Appendix for 
correlations before removal of outliers.
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Table 4. Pearson’s r between aspects of body experience (DBIQ, SAQ, BCS), trauma symptoms (DTS) 
and dissociation (DES) after removal of outliers (n=47).

DTS DES

DBIQ (body attitude) -.31*c -.29c

subscales DBIQ
vitality -.37*a -.06a

body acceptance -.24a -.21a

sexual fulfilment -.17b  -.25b

self-aggrandizement -.02a -.20a

physical contact -.13b  -.26b

SAQ (body awareness) -.32*b -.31*b

BCS (body satisfaction) -.41*a -.25a

BCS = Body Cathexis Scale; DBIQ = Dresden Body Image Questionnaire; DES = Dissociative Experiences Scale; SAQ = Somatic 
Awareness Questionnaire.
*  p < .05 
a 1 missing pair of observations
b 2 missing pairs of observations
c 3 missing pairs of observations

DISCUSSION

The most prominent finding of this study is that body experience is impaired in all 
domains among women in psychiatric treatment with histories of early childhood 
trauma compared to women in a community sample. These results confirm findings in 
earlier studies that trauma that trauma history is associated with both body satisfaction 
[15] and body attitude [9, 27]. Sack et al. [9] reported that women with a background of 
sexual trauma showed a significantly lower body attitude than non-sexually traumatized 
patients. The fact that 80% of the women in our sample were sexually traumatized may 
thus explain the low scores on body attitude. With respect to body awareness, our 
results provide the first empirical evidence of lower self-reported body awareness in 
patients with early childhood trauma than in a non-clinical group. 

We found an extremely high level of trauma symptoms in the clinical sample. 
Associations between current level of trauma symptoms and measures of body 
experience, however, were low. The association between body attitude and body 
satisfaction was strong, while associations between body attitude and body awareness 
were medium and those between body satisfaction and body awareness were low. 
The correlations of the DBIQ subscales for body attitude ranged from weak for 
sexual fulfilment and body satisfaction to strong for body acceptance and body 
satisfaction. The strong correlation between body acceptance and body satisfaction 
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suggests that overlapping concepts are measured. This is remarkable, since both scales 
use quite different operationalization: body acceptance is defined broadly, whereas 
body satisfaction is measured by evaluating specific functions and parts of the body. 
We conclude that the present study indicates that in patients with an early trauma 
history domains of body experience, especially body satisfaction and body attitude, 
are interrelated. The scope of body attitude is, however, wider than that of body 
satisfaction, because it includes important trauma-related domains such as physical 
contact, vitality and sexuality. It is therefore advisable to include measures of body 
attitude when evaluating body experience in trauma. When comparing correlations in 
the clinical and non-clinical samples, correlations between DBIQ and BCS differ only 
slightly, whereas correlations between DBIQ and SAQ are higher in the clinical sample 
than in the non-clinical sample. Interrelatedness of body attitude and body awareness 
might be higher in the clinical sample because early relational trauma affects the body 
in a profound and all-encompassing way [56]. 

Even though not expressed by high correlations, the frequency of dissociative 
symptoms was high overall, and coupled with low scores on all domains of body 
experience. This is in accordance with theoretical models on dissociation [38, 57], 
where the body, especially body awareness, and dissociation are seen as interrelated. 
A recent experimental study, using the rubber hand illusion in patients with trauma 
related dissociation, also provides some evidence for this interrelatedness [58]. The 
fact that dissociation as operationalized with the DES addresses mainly psychoform 
dissociation, whereas Nijenhuis [59] assumes that traumatic experiences do not only 
lead to psychoform, but also to somatoform dissociative symptoms, such as analgesia, 
motor disturbances and alternating preferences of tastes and smells, may influence the 
rather low correlations in our results. 

This study has the character of a pilot, it being the first comparison of different 
domains of body experience between a clinical sample and a non-clinical sample. Even 
from this perspective, however, the study is limited by the relatively small size of the 
clinical sample consisting entirely of women. Furthermore, because of the level of non-
response and insufficient data on the non-response group, it is not clear to what extent 
our sample is representative for the patients in treatment at this expert treatment center. 
Although trauma history was obtained in intake interviews, our study lacks a formal 
assessment of trauma history which would have been preferable. The lack of information 
on somatoform dissociation forms another limitation, especially since sensorimotor 
dissociative symptoms are thought to be related to serious threat to the integrity of 
the body [60, 61]. Furthermore, the data are cross-sectional which precludes assessing 
directional associations between symptoms of trauma and dissociation and body 
experience and the effect of treatment. Due to lack of demographic information on the 
control group, the comparison between the clinical and non-clinical group was limited. 
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Among other possible biases, women in the control sample may have met criteria for 
psychiatric disorders or may have been the victims of early childhood trauma. 

However, even considering the above limitations, our study gives a clear indication 
of the far reaching and multidimensional effects of early childhood trauma on a 
woman’s relationship with her body. Seen from this perspective, it may be advisable to 
include body experience as a theme in trauma treatment, making use of body-oriented 
interventions. Similar recommendations have been given in the past, for example 
by Wenninger and Heiman [15], who stated the need for development of effective 
interventions targeting body-related disturbances in the treatment of childhood 
sexual abuse survivors. Body and movement-oriented interventions are more strongly 
advocated in recent years, not only from the perspective of self-report measurement of 
body experience, but also from a neurobiological perspective [7, 62, 63]. Nevertheless, 
evidence for body- and movement interventions is still scarce [64, 65] and mainstream 
interventions for complex trauma are mainly cognitively oriented [30, 66, 67] and 
seldom incorporate body-related interventions. An exception is the stabilizing group 
treatment for complex trauma developed by Dorrepaal et al. [68], a cognitively oriented 
programme in which attention is also paid to body experience and sexuality. 

Our study not only builds a case for addressing the body in trauma treatment, its 
results also justify a broader approach than one merely directed at body awareness, 
including body attitude and body satisfaction as well. Neurobiologists state that self-
regulation has its basis in a system of psychophysiological reactions and control, and 
body awareness is essential in this process [7, 69, 70]. Contact with body signals and 
learning to correctly interpret these signals and react to them are indeed crucial skills. 
However, enhancing body satisfaction and body attitude may also be considered vital 
aspects of the treatment process. Disturbed body experience not only refers to lack 
of contact with the body and its signals, but also to a negative body attitude and a 
lack of body satisfaction, manifest in total rejection of the body, hating the body and 
feeling shame about the body, as well as declaring the body or body parts ugly or 
disgusting. Kremer et al. [71] and Orth [72] stress the importance of restoring the sense 
of ownership of the body and regaining control over the body as treatment goals. 

Future studies on the disturbance of body experience in trauma should preferably 
be longitudinal and conducted in larger clinical samples. In order to gain further 
knowledge on the effects of trauma related events on the level of the body-subject in 
different trauma populations, it will be helpful to add self-report scales measuring body 
experience as well as somatic dissociation to the diagnostic instruments already widely 
used that focus on severity of trauma symptoms and other co-morbid psychopathology.
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SUPPLEMENTARY MATERIAL

Table 2A. (Sub)scale score means, standard deviations and standardized differences of the trauma and 
non-clinical samples; outliers left out of analysis. 

Trauma group (n = 47) Non-clinical group (n = 211)

Scale Mean SD Mean SD Cohen’s d a

Trauma severity (DTS)  86.3b c 22.7
Dissociation (DES) 36.4c 17.2

Body attitude (DBIQ-35) 2.13d 0.52 3.60d 0.42 3.08
       Vitality 2.76 0.72 3.75 0.57 1.54
       Body acceptance 2.16 0.83 3.69c 0.68 2.02
       Sexual fulfilment 1.59c 0.67 3.69d 0.61 3.26
       Self-aggrandizement 1.82 0.62 3.11 0.54 2.20
       Physical contact 2.29c 0.89 3.82 0.60 2.01

Body Satisfaction (BCS) 2.61 0.52 3.64 0.50 2.02
Body Awareness  (SAQ) 2.71 c 0.52 3.14 c 0.45 0.88

DTS = Davidson Trauma Scale; DES = Dissociative Experiences Scale; DBIQ-35 = Dresdner Body Image Questionnaire; BCS = 
Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire.
a based on unequal variances
b sumscore 
c 1 missing observation
d 2 missing observations

Table 3A. Pearson’s correlation coefficients between domains of body experience in the clinical sample 
and healthy sample before removal of outliers.

Trauma group (n = 50) Non-clinical group (n = 216)

BCS  
(body satisfaction)

SAQ  
(body awareness)

BCS  
(body satisfaction)

SAQ  
(body awareness)

DBIQ (body attitude ) .75**b .56**c .53**b .08c

subscales DBIQ
vitality .49* .28a .48** -.11a

body acceptance .82** .44a .56*a .05b

sexual fulfilment .27a .45*b .33**b .11c

self-aggrandizement .34* .35*a .31** .15*a

physical contact .41*a .53**b .20 .12a

SAQ .36a -.01a
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Table 4A. Pearson’s  r  between aspects of body experience (DBIQ, SAQ, BCS), severity of trauma 
(DTS)  and dissociation (DES) before removal of outliers (n=50).

DTS DES

DBIQ (body attitude) -.18c -.34*c

subscales DBIQ
vitality -.21a -.17a

body acceptance -.12a -.28*a

sexual fulfilment -.03b  -.20b

self-aggrandizement -.00a -.22a

physical contact -.13b  -.26b

SAQ (body awareness) -.13*b -.34*b

BCS (body satisfaction) -.31*a -.31*a

BCS = Body Cathexis Scale; DBIQ = Dresden Body Image Questionnaire; DES = Dissociative Experiences Scale; SAQ = Somatic 
Awareness Questionnaire.
*  p < .05  
a 1 missing pair of observations
b 2 missing pairs of observations
c 3 missing pairs of observations
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Figure 1A. Boxplots and scatterplots with regression lines for the three body experience scales DBIQ, 
BCS, and SAQ for the trauma sample (n = 50, indicated by grey) and the non-clinical sample (n = 216, 
indicated by red), where the outliers (3 in the trauma group, and 5 in the non-clinical sample) are indi-
cated by o.
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ABSTRACT

Background: Apart from changes in mood and cognition, depressive disorders are 
also characterized by changes in body experience, changes that largely influence daily 
functioning and aggravate distress. In order to gain more insight into this important 
issue, three domains of body experience - body attitude, body satisfaction and body 
awareness - and their associations with symptom severity of depression were studied 
pre- and post-treatment in a sample of depressed patients in a multidisciplinary setting.
Methods: Body attitude (Dresden Body Image Questionnaire), body satisfaction (Body 
Cathexis Scale), body awareness (Somatic Awareness Questionnaire) and severity of 
depressive symptoms (Inventory of Depressive Symptomatology) were measured in a 
clinical sample of depressed patients at the start and at the end of treatment. Differences 
between pre-treatment and post-treatment scores were studied with paired t-tests. 
Associations between body experience and depression were analysed with Pearson 
correlations and partial correlations.
Results: At the start of treatment, patients scored significantly lower than a healthy 
comparison sample on body attitude and body satisfaction, but not on body awareness. 
After treatment, depression scores decreased with large effect sizes, scores for body 
attitude and body satisfaction increased with medium effect sizes and body awareness 
scores increased slightly. Medium pre-treatment and strong post-treatment associations 
were found between depression severity and body attitude and between depression 
severity and body satisfaction. Body awareness showed low correlations with depression 
severity at both measurements.
Conclusions: The study provides evidence for a solid association in clinically depressed 
patients between body attitude, body satisfaction and depression. The findings merit 
further studies in order to elucidate the exact role of each aspect of body experience in 
depressed patients. 
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INTRODUCTION

Apart from changes in mood and cognition, depressive disorders are characterized by 
changes in body experience. Depressed patients commonly report various symptoms 
related to changes in the subjective experience of their own body [1], changes that largely 
influence daily functioning and aggravate distress. This aspect of depression, however, has 
received only little scientific attention. In order to gain more insight into the issue of body 
experience in depression, the present study reports outcomes in three domains of body 
experience: body attitude, body satisfaction and body awareness, and their associations 
with symptom severity of depression in a group of clinically depressed patients.

As described by Bhugra and Mastrogianni [2], body-related symptoms are common 
features of depression throughout the world. According to Röhricht et al. [3] and 
Papadopoulos and Röhricht [4], body-related symptoms might even be dominant in 
depression and patients may experience depression mainly through the lived body. 
However, theoretical models for processes underlying depression do not explicitly 
or systematically refer to the body-mind nature of depressive syndromes. Depressed 
patients, nonetheless, frequently report a broad range of body-related symptoms and 
phenomena such as decreased feelings of vitality; negative appraisal of the body, loss of 
sexual interest; and physical complaints like chronic joint pain, limb pain, back pain and 
gastrointestinal problems [5]. Furthermore, studies have shown a positive association 
between depression and psychomotor retardation [6, 7] as expressed in, among others, 
decreased gait, restricted sensorimotor space [8, 9] and increased standing phases and 
slumped posture with reduced vertical movement of the upper body [10]. Moreover, 
body awareness, the perception of bodily states, processes and actions [11], is reported 
to be diminished in depressed patients [3, 12]. 

Despite clinical observations and some theoretical notions that the way depressed 
people experience their body is a core feature of depression, which is used as a frame 
of reference in body-oriented psychological interventions for depression [3], empirical 
evidence for the association between depressive symptoms and negative body experience 
is scarce. Studies have typically been conducted in non-clinical samples, revealing 
consistent results: respondents scoring in the clinical range of depression display 
significantly higher body dissatisfaction than non-depressed controls.

The literature reports on six relevant studies in non-clinical samples. Four of these 
studies [13 - 16] used the Center for Epidemiologic Studies-Depression scale [17] to 
measure depression. Using data from the Body Appreciation Scale [18], Gillen [13] 
found a positive body image to be negatively correlated with depression (r = -.38) in 
a group of undergraduate students. Kim and Kang [14] reported positive body image 
in a group of middle-aged adults, measured with the Body Self-image Questionnaire 
[19], to be negatively correlated with depression (r = -.45). Jackson et al. [15] used the 
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Stunkard Adult Female Figure Rating Scale [20] to measure body image dissatisfaction 
in a group of mid-life women. Dissatisfied women were nearly twice as likely to report 
clinically significant levels of depressive symptoms (OR = 1.91) than women satisfied 
with their body image. Using the Body Parts Satisfaction Scale [21], Noles et al. [16] 
found a significant difference in body satisfaction between depressed (M = 3.93, SD = 
0.53) and non-depressed (M = 4.63, SD = 0.59) subjects. 

The fifth study [22] reporting on data from non-clinical samples used the Zung Self-
Report Depression Scale [23] and a self-composed scale consisting of 17 different body 
parts in a cross-sectional study in a group of undergraduate students. The depressed 
group showed significantly higher levels of body dissatisfaction than the non-depressed 
respondents (M = 3.27 and M = 2.61 respectively, SD not reported). Finally, Rosentröm 
et al. [24] used data from the population-based longitudinal Young Finns study and 
found that the appearance-related item from the Beck Depression Inventory [25] ‘I 
fear that I look ugly and displeasing’ was a strong predictor for chronic depression 
characterized by dysphoria. 

To our knowledge, only one study has been conducted in a clinical sample of 
depressed patients. Röhricht et al. [26] measured body dissatisfaction using a visual 
analogue scale in 40 depressed patients. At the start of treatment, body dissatisfaction 
correlated .56 with depression severity as measured with the Hamilton Depression 
Scale [27]. The authors report that body satisfaction improved as depressive symptoms 
decreased, but did not report exact data for post-treatment. 

In the studies presented thus far, assessment of body experience has been mainly 
restricted to appearance-related and weight-related body dissatisfaction. Considering 
the diverse aspects of body experience that are affected in depression, a conceptually 
broader representation of body experience is warranted. This is in line with the concept 
of body experience as capturing a variety of body-related phenomena [28]. Consequently, 
it is important to not only measure body dissatisfaction, but also the overall attitude 
towards the body [29].

In addition to body dissatisfaction and body attitude, the role of body awareness 
in depression should also be addressed. Body awareness is described by Mehling et al. 
[11, p. 4] as “the perception of bodily states, processes and actions that is presumed 
to originate from sensory proprioceptive and interoceptive afferents and that an 
individual has the capacity to be aware of”. Body awareness has received more attention 
in recent depression research. Danielsson and Rosberg [12], for example, emphasized 
the importance of addressing and enhancing body awareness in treating persons with 
major depression. Based on emerging evidence for abnormalities of interoception and 
dysfunction in the neural substrates for interoception (e.g., vagus, insula, anterior 
cingulate cortex) in depression, Harshaw [30] hypothesised that the reduced perception 
and interpretation of bodily signals is a key symptom of depressive disorder. 
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The present study investigates the relation between body experience and depression 
severity at the start and end of treatment in a group of depressed patients. The 
multidisciplinary treatment programme consisted of pharmaceutical, psychotherapeutic, 
and body- and movement-oriented interventions. We included the following domains 
of body experience: body attitude, referring to cognitive, affective and behavioural 
aspects [29]; body satisfaction, indicating the degree of contentment with appearance or 
functionality of the body [31]; and body awareness, as defined above [11]. 

In a sequence of analyses, we investigated the pattern of associations between body 
experience and depression before and after treatment and evaluated the change between 
both time points. In all analyses we expected a negative association between body 
experience and depression. At post treatment, we also distinguished between patients 
who were in remission at the end of treatment and those who were not. We also evaluated 
gender differences, because of the difference in prevalence of depression between women 
and men [32, 33] and because of the gender-specific role body experience, especially 
body satisfaction, may play in depression [34, 35].

The central  aim of the present study is to further our understanding of the relation 
between body experience and clinical depression and to fill the gap in research on 
body experience in clinical samples. More insight into the link between depressive 
symptoms and body experience may also validate the role of body- and movement-
oriented interventions targeting body experience in depression treatment. 

METHOD

Participants
This study included 74 patients (mean age 43.2, SD 12.1) from a group of 98 patients 
in treatment at the Department of Mood and Anxiety Disorders, University Center 
for Psychiatry (UCP), University Medical Center Groningen (UMCG), a tertiary 
academic centre. The treatment centre uses a multidisciplinary approach combining 
pharmaceutical, psychotherapeutic, and body and movement oriented interventions 
(psychomotor therapy) [36]. 

The sample consisted of 44 women (mean age 41.9, SD 12.0, range 21-61) and 
30 men (mean age 45.2, SD 12.2, range 23-60).  Experienced psychiatrists or clinical 
psychologists established clinical diagnoses by conducting extensive clinical interviews 
and by critically evaluating biography and treatment history.
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Measures
Inventory of Depressive Symptomatology (IDS)
The IDS [37, 38] is a self-report instrument designed to measure overall depressive 
symptom severity. The IDS score, which ranges from 0 to 84, was obtained from 28 
equally weighed items, rated on a 4-point Likert scale (range 0-3). 

Dresden Body Image Questionnaire (DBIQ)
The DBIQ [39, 40] is a 35-item questionnaire with positively and negatively worded 
statements across five subscales: body acceptance (e.g., “I wish I had a different body”), 
vitality (e.g., “I am physically fit”), physical contact (e.g., “Physical contact is important 
for me to express closeness”), sexual fulfilment (e.g., “I am very satisfied with my sexual 
experiences“) and self-aggrandizement (e.g., “I use my body to attract attention”). Level 
of agreement with items was scored on a 5-point Likert scale ranging from 1 = not at 
all to 5 = fully. A higher score indicates a more positive body attitude. Psychometric 
evaluation of the Dutch version of the DBIQ resulted in a slight adaptation of the 
original scale, by moving one item to a different subscale. The resulting scales and 
subscales showed good reliability and validity [41]. 

Body cathexis scale (BCS)
The BCS is a 40-item self-report measure that focuses on body satisfaction [42] and is 
based on the original 53-item BCS [43]. The items relate to satisfaction with the body 
or to bodily functions, for instance: hands, vitality, eyes, coordination, health and weight. 
Responses were scored on a 5-point Likert scale, ranging from 1 = very dissatisfied to 5 
= very satisfied. In a study on the BCS in a non-clinical sample, validity and reliability 
were found to be sufficient [42].

Somatic awareness questionnaire (SAQ)
The SAQ [44] is a Dutch 25-item self-report questionnaire that assesses sensitivity to 
and awareness of internal bodily signals and states, like energy level and awareness of 
tiredness. All items were posed as statements addressing awareness of internal bodily 
processes. Items were scored on a 5-point Likert scale (1 = not at all, 2 = barely, 3 = more 
or less, 4 = somewhat, 5 = much). A higher score indicates more awareness of bodily 
signals. In a non-clinical sample, validity and reliability were found to be sufficient [45]. 

Procedure 
Patients were asked to fill out the DBIQ-35, BCS and SAQ at the start and end of 
treatment. They received an envelope containing the questionnaires addressing body 
experience to be filled out paper and pencil on-site. 

As part of the computer-administered Routine Outcome Monitoring, IDS was 
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monitored every two weeks during treatment. IDS measurements closest to those of the 
body experience scales measurements were used.

Of the 98 patients under treatment at the time of data collection (59 women, 39 
men), 10  were not included in the study because they did not fulfill the criteria for 
depression (n = 10). These criteria were based on the cut-off scores provided by Schulte-
van Maaren et al. [46]: 22 for women aged 18-40, 24 for women aged 41-65, 17 for men 
aged 18-40 and 19 for men aged 41-65. Fourteen patients were not included because 
they did not fill out the IDS (n = 12) or the DBIQ (n = 2) at the start of treatment. For 
25 respondents no post-treatment IDS scores were available and from one other patient 
no information on the DBIQ was available at the end of treatment. Thus, 48 patients 
(29 women, 19 men) were included in the pre-post analyses. 

Data analyses 
All data analyses were conducted using IBM SPSS Statistics software version 20. 
Differences between body experience and depression scores between patients with 
complete and incomplete data were investigated with t-tests. Differences between 
pre-treatment and post-treatment scores were studied using a paired t-test and were 
expressed in Cohen’s d, which is considered large if d > 0.80, moderate if d is between 
0.50 and 0.79 and small when d is between 0.20 and 0.49 [47]. 

Associations between domains of body experience and depression at the start and 
end of treatment were analysed by Pearson correlations with separate analyses for men 
and women. Moreover, in order to obtain an estimate of the remaining association 
between body experience measures and depression after treatment, partial Pearson 
correlations were computed for the post-treatment scores on body experience measures 
and depression, controlling for pre-treatment measures. 

RESULTS

Due to computer-assisted assessment, scores on IDS showed no missing values. In 
calculating means for body experience measures, administered paper-and-pencil, we 
limited missing values to two for total mean scores. This led to no loss of data for SAQ and 
BCS. However, DBIQ data showed more than two missing values in ten respondents, 
mainly as a result of missing values in the subscale sexual fulfilment. Therefore, we 
decided not to include the subscale sexual fulfilment in our analysis. DBIQ mean item 
scores showed no significant differences with and without this subscale (Mean = 2.60, 
SD = 0.49 and Mean = 2.58, SD = 0.48, respectively). 

Pre-treatment scores on IDS for respondents without post-treatment scores did 
not differ significantly from those of respondents with both pre-treatment and post-
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treatment scores: Mean = 39.2, SD = 9.6 and Mean = 39.2, SD = 9.3, respectively; t(72) 
= 0.02, p = 0.99. Differences in body experience measures between respondents without 
post-treatment IDS scores and those with both pre-treatment and post-treatment IDS 
scores were significant for BCS: t(72) = 2.00, p = 0.05, d = 0.49, with respectively Mean 
= 2.84, SD = 0.38 and Mean = 3.04, SD = 0.43; and for SAQ: t(72) = 2.08, p = 0.04, d = 
0.51 with respectively Mean = 3.26, SD = 0.53 and Mean = 2.98, SD = 0.56. Differences 
were non-significant for DBIQ: t(72) = 0.85, p = 0.40.

Table 1 shows means, standard deviations and gender differences for IDS and the 
three body experience measures at pre-treatment. The effect size for gender differences 
in depression severity was moderate, with women presenting higher depression scores 
than men. Effect sizes for gender differences on DBIQ and BCS were large (> 0.80), 
with women scoring lower than men. Women did, however, score higher than men on 
body awareness, with a moderate effect size. 

Table 1. Means, standard deviations and gender differences for depression and body experience at 
pre-treatment (n = 74; n_m = 30; n_f = 44).

Mean SD Mean_m SD_m Mean_f SD_f t d

IDS 39.2 9.3 36.1 9.2 41.3 8.9 2.45* 0.57
DBIQ 2.60 0.49 2.84 0.46 2.44 0.45 3.67** 0.88
BCS 2.98 0.42 3.17 0.31 2.84 0.44 3.54** 0.87
SAQ 3.08 0.56 2.91 0.45 3.19 0.60 2.18* 0.53

* p < .05 ** p < .001 
m = male, f = female; d = Cohen’s d; IDS = Inventory of Depressive Symptomatology; DBIQ = Dresdner Body Image Questionnaire; 
BCS = Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire.

Table 2 presents correlations between the three  dimensions of body experience and 
depression severity at pre-treatment for the whole group and for men and women 
separately. The correlations of DBIQ and BCS with IDS are weak to moderate, and the 
correlations of SAQ with IDS as well as with the other body experience measures are 
very weak. The correlations are represented graphically in the left panel of Figure 1and 
in Figures S2 and S3 in the supplementary materials. Table S1 in the supplementary 
materials presents correlations for the sample of respondents with complete data at both 
pre- and post-treatment (n = 48) in order to facilitate valid comparison with the post-
treatment correlations. Except for a stronger negative correlation between IDS and 
BCS for women in the sample with complete data, there are no substantial differences 
between Table 2 and Table S1.
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Table 2. Correlations at pre-treatment for total group and men and women separately (n = 74; n_m = 
30; n_f = 44).

IDS DBIQ BCS SAQ

IDS -.41** -.24* .05
DBIQ -.38*/-.30* .47** -.14
BCS -.28/-.09 .33/.41** -.14
SAQ .03/.05 -.23/.06 03/-.08

* p < .05 ** p < .01 
m = male, f = female; 
Correlations within whole group above and of m/f separately below diagonal; 
IDS = Inventory of Depressive Symptomatology; DBIQ = Dresdner Body Image Questionnaire; 
BCS = Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire.

Table 3 shows differences before and after treatment. Note that the pre-treatment 
means refer to the 48 participants with post-treatment scores The differences with the 
pre-treatment means for all patients reported in Table 1 are small. 
The effect size for change in IDS scores is high and somewhat higher for men than 
for women. The effect sizes for body attitude (DBIQ) and body satisfaction (BCS) are 
moderate for the complete group and for women, but high for men. Effect sizes for 
differences in scores on body awareness (SAQ) before and after treatment are low for 
both women and men. Patients who score below the cut off values on the IDS after 
treatment, indicating remission, show high effect sizes for DBIQ and BCS, whereas 
these effect sizes are low for those not in remission. The boxplots in Figure S1 in the 
supplementary materials illustrate the differences between pre-treatment and post-
treatment for men and women, and for patients in remission and not in remission. 

Table 4 shows correlations at post-treatment for IDS and for the three body experience 
measures as well as the partial correlations controlled for pre-treatment. Figure 1 
facilitates interpretation for DBIQ, and Figures S2 and S3 facilitate interpretation for 
BCS and SAQ. These Figures all present scatterplots with a regression line of the pre- 
and post-treatment measurements and a scatter plot showing the partial correlations 
for the complete sample. The partial correlation plots are based on the residuals for 
the post-treatment depression score after regression on the pre-treatment score for 
depression and the body experience measure. 

In the pre-treatment scatterplot in Figure 1, the regression line of IDS score on 
DBIQ score is less steep than in the post-treatment scatterplot. This reflects a lower 
association pre-treatment, which is at least partly due to the smaller range in both IDS 
and DBIQ scores compared to the post-treatment scatterplot. After controlling for the 
pre-treatment scores, the association post-treatment becomes even somewhat stronger, 
which is reflected by the variability around the regression line in the partial correlation 
plot. 
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Table 3. Means and standard deviations on depression and body experience before and after treatment, 
paired t-test and Cohen’s d and correlation pre-post (n = 48; n_f = 29, n_m = 19).

Pre-treatment Post-treatment t Cohen’s d Correlation pre post

(sub) scale M (SD) M (SD)

IDS total group 39.2 (9.4) 21.7 (15.3) -9.16* 1.38 .51
       m 37.6 (9.7) 17.5 (14.1) -7.71* 1.66 .68
       f 40.5 (9.1) 24.6 (15.0) -5.98* 1.28 .36
       IR 36.2 (9.1) 10.3 (5.4) -12.90* 3.47 .02
       NIR 43.1 (8.6) 36.3 (10.6) -4.21* 0.70 .73
DBIQ 2.64 (0.51) 2.96 (0.56) 5.46* 0.60 .72
       m 2.87 (0.48) 3.24 (0.45) 3.48* 0.80 .51
       f 2.49 (0.47) 2.78 (0.55) 4.18* 0.57 .75
       IR 2.70 (0.46) 3.22 (0.45) 7.67* 1.15 .70
       NIR 2.57 (0.56) 2.62 (0.50) 0.79 0.09 .86
BCS 3.04 (0.44) 3.33 (0.55) 5.34* 0.58 .72
       m 3.24 (0.33) 3.55 (0.43) 3.21* 0.81 .39
       f 2.91 (0.45) 3.19 (0.57) 4.24* 0.55 .78
       IR 3.09 (0.48) 3.55 (0.47) 6.98* 0.97 .74
       NIR 2.97 (0.38) 3.06 (0.53) 1.19 0.20 .77
SAQ 2.98 (0.56) 3.10 (0.61) 1.93 0.20 .75
       m 2.88 (0.52) 2.97 (0.47) 0.99 0.18 .71
       f 3.04 (0.59) 3.18 (0.68) 1.64 0.22 .76
       IR 2.93 (0.50) 3.16 (0.60)    2.74** 0.42 .70
       NIR 3.04 (0.64) 3.01 (0.63) - 0.39 0.05 .85

* p < .001 ** p < .05
m = male, f = female; IR = in remission (n = 27); NIR = not in remission post-treatment (n = 21);
IDS = Inventory of Depressive Symptomatology; DBIQ = Dresdner Body Image Questionnaire; 
BCS = Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire.

In the post-treatment correlation plots, the separate groups of patients in remission 
and not in remission are visually clear. Because of the low IDS scores for patients in 
remission, the correlations with DBIQ, BCS and SAQ in this group are weak. As 
reflected by the weak partial correlations, correlations remain weak after correcting for 
the pre-treatment measures. Gender differences in correlations and partial correlations 
are modest. The higher negative partial correlation between IDS and BCS for women is 
likely due to the outlier in the lower right corner (third panel of Figure 1). Overall, the 
correlations and partial correlations are strongest for IDS and DBIQ, increasing from 
pre- to post-measurement, and similar, but not quite as strong, for BCS. The correlation 
between SAQ and IDS, on the other hand, is quite weak. These results are in line with 
the similar distributions of DBIQ and BCS at pre- and post-treatment and of their 
difference score. 
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Table 4. Correlations between depression severity and body experience measures (n = 48) at post-treat-
ment and partial correlations at post-treatment controlling for pre-treatment measurements.

DBIQ BCS SAQ

Correlations
IDS -.61** -.61** -.15
       m/f -.48*/-.65** -.52*/-.62** -.05/-.27
       IR/NIR -.15/-.50* -.18/-.70** .14/.24

Partial correlations
IDS -.70*** -.54*** -.10
       m/f
       IR/NIR

-.56*/-.71***

-.26/-.56*
-.37/-.63***

-.01/-.27
.36/-.32
.25/.37

* p < .05 ** p < .01 *** p < .001
m/f = male/female; IR/NIR = in remission/not in remission; IDS = Inventory of Depressive Symptomatology; DBIQ = Dresdner Body 
Image Questionnaire; BCS = Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire. 

Figure 1. Correlation scatterplots of the depression measure IDS and body experience measure DBIQ 
before and after treatment and partial correlation plot after treatment controlling for pre-treatment 
measures (n=48).

DISCUSSION 

Th e aim of this study was to investigate associations between depression and diff erent 
domains of body experience in a group of clinically depressed patients. Th e study 
shows a simultaneous improvement of depression, body attitude and body satisfaction. 
Furthermore, medium to strong associations between depression severity and body 
attitude and between depression severity and body satisfaction were found before and 
after treatment, and when controlling for covariates. Th us, the study provides evidence 
of a solid association in clinically depressed patients between body attitude, body 
satisfaction and depression. .
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Body awareness scores did not change significantly in the course of treatment and 
showed low correlations with depression severity at the start as well as at the end of 
treatment. These findings were contrary to our expectations. Therefore, we will address 
body awareness separately in our discussion.

Depression severity, body attitude and body satisfaction
Compared with respondents in a healthy comparison sample who filled out the same 
questionnaires on body experience [41], patients with depression scored significantly 
lower at the start of treatment. On a 5-point range, the difference was almost one 
point lower on body attitude and more than half a point lower on body satisfaction. 
Overall, depression scores decreased as a result of treatment with high effect sizes. 
Simultaneously, body attitude as well as body satisfaction scores increased with medium 
effect sizes. Furthermore, patients who achieved remission at the end of the treatment 
period also showed large changes in body attitude and body satisfaction, whereas 
patients not in remission only showed small changes on these domains. After treatment, 
mean scores on body attitude and body satisfaction were still below those reported for 
healthy controls [41], although only slightly so for patients in remission. Together with 
the finding of large post-treatment partial correlations (i.e. controlling for pre-treatment 
scores) between depression scores and body attitude as well as body satisfaction scores, 
the results point in the direction of an interesting connection between these aspects of 
body experience and depression severity. 

Gender differences
In line with the sex-specific pattern in IDS reference values reported by van Schulte-van 
Maaren et al. [46], mean scores for women on IDS in our study were somewhat higher 
than those for men. At the start of treatment, mean scores on body attitude and body 
satisfaction were lower for women than for men. These results are similar to those in 
a healthy convenience sample in which the same body experience measures were used 
[41, 42], to studies on body attitude in a broad range of mental disorders [48], and to 
studies on body attitude and body satisfaction in a group with trauma-related disorders 
[29]. Although body attitude, body satisfaction and depressions scores improved for 
both women and men, the differences before and after treatment were larger for men 
than for women. Post-treatment women showed higher depression severity and more 
negative body attitude and body satisfaction scores than men. 

Depression and body awareness
The results of our study do not support the hypothesis by Harshaw [30] that diminished 
interoceptive awareness or body awareness is central in depression. Compared with 
scores in the healthy sample [45], body awareness in depressed patients was hardly 
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lower at the start of treatment, although somewhat lower for men than for women, and 
changed only slightly after treatment. 

The SAQ measures core aspects of interoceptive awareness and was therefore 
our instrument of choice. Mehling et al. [49], however, proposed to broaden the 
conceptualization of interoceptive awareness as commonly used in neuroscience to 
one that includes interpretational aspects of perception, such as appraisal and beliefs 
(e.g. catastrophizing) and attention regulation (e.g. ignoring, distraction). They stated 
that the concept of body awareness is too strict and should also include proprioceptive 
awareness, the conscious perception of joint angles and muscle tensions, of movement, 
posture and balance [50]. Therefore, they introduced the Multidimensional Assessment 
of Interoceptive Awareness (MAIA). This broader instrument might be more informative 
than the SAQ in assessing the association between body awareness and depression and 
might shed light on the possibility that not body awareness ‘as such’ is disturbed, but 
that ignoring and avoiding the awareness of bodily signals might be central in body 
awareness in depression.

General discussion
Notwithstanding a modest sample of patients diagnosed with depression, our study 
showed modest to large improvement and clear associations between depression and 
body experience scores pre- and post-treatment. As no large differences due to attrition 
were found, the findings of the current study can be considered solid and generalisable 
to a broader population of clinically depressed patients.

The diverging outcomes of the current study for the different domains of body 
experience support our view that body experience needs to be measured from different 
angles [29]. Aspects of body experience appear to be affected differently in depression, 
and treatment may influence these aspects in different ways. The majority of studies 
that have investigated the association between body experience and depression, for the 
most part conducted in non-clinical samples, focused on body dissatisfaction and its 
association with depression. Our findings of reduced body satisfaction in a clinical 
sample of depressed patients are in line with the result of these studies. 

Our study also clearly shows the association of depression with body attitude, which 
so far has not been a topic in depression research. It seems worthwhile to pay more 
attention to measures of body attitude capturing body-related emotional and behavioral 
aspects, which are important features in the subjective experience of depression. 

Although our study provided more insight into the aspects of body experience that 
are disturbed in depressed patients and might be targeted in therapy, the integrated 
specialized multidisciplinary treatment programme does not make it possible to 
distinguish the specific benefits of the body- and movement-oriented intervention 
(psychomotor therapy) from the pharmacotherapeutic and psychotherapeutic treatment. 
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It is important to gain more data on the specific contribution of body- and movement-
oriented interventions. To date, evidence is still scarce.

One of the few studies that investigated whether a body-oriented psychological 
therapy is specifically effective in improving depressive symptoms was conducted by 
Röhricht et al. [3] In an exploratory randomized control the authors found that, at the 
end of treatment, patients in the body psychotherapy group had significantly lower 
depressive symptom scores than the waiting group that served as comparison group. 
However, no measures of body experience were used. 

Another relevant study evaluating the benefits of body- and movement oriented 
interventions was performed by van der Maas et al. [51]. In a cluster randomized trial 
evaluating the effect on quality of life, disability and depression of a multidisciplinary 
pain rehabilitation programme with and without added psychomotor therapy, the 
authors found a larger reduction in depression scores for patients treated with additional 
psychomotor therapy. This provides some evidence for the surplus value of psychomotor 
therapy with body experience, interaction and communication as central elements. The 
authors hypothesised that psychomotor therapy may act as a catalyst for other, more 
cognitively oriented parts of the treatment programme. 

Finally, some additional support for the use of body- and movement-oriented 
approaches as an adjunctive treatment for depression comes from reviews indicating 
that the use of relaxation techniques and exercise can alleviate depression severity [52, 
53]. These reviews do not specify the role and influence of body experience, but it may 
be suggested that part of the working mechanism lies in the self-empowering effect of 
experiential therapies such as psychomotor therapy [52].

Summarizing, the study findings indicate that in clinically depressed patients, body 
experience, especially body attitude and body satisfaction, improves after treatment, 
with strong associations between depressive symptoms and body attitude and body 
satisfaction. This result merits further controlled studies investigating both depression 
symptoms and body experience measures in order to evaluate and elucidate the specific 
role of body- and movement-oriented interventions in depressed patients. These studies 
may lead to the development of  further specialized interventions.
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SUPPLEMENTARY MATERIALS

Table S1. Correlations at pre-treatment for total group and men and women separately (n = 74; n_m = 
30; n_f = 44).

IDS DBIQ BCS SAQ

IDS -.40** -.19 -.10

DBIQ -.40/-.34 .53** -.07

BCS -.32/-.43 .39/.49** .10

SAQ -.16/-.11 -.31/.14 .19/.16

* p < .05 ** p < .01 
m = male, f = female; 
Correlations within whole group above and of m/f separately below diagonal; 
IDS = Inventory of Depressive Symptomatology; 
DBIQ = Dresdner Body Image Questionnaire; 
BCS = Body Cathexis Scale; SAQ = Somatic Awareness Questionnaire.

Figure S1. Boxplots of the diff erence in depression measure and the three body experience measures 
before and after treatment (n = 48; n_male = 19; n_female = 29; n_in remission = 27; n_not in remission 
= 21)
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Figure S2. Correlation scatterplots of the depression measure IDS and body experience measure BCS 
before and after treatment and partial correlation plot after treatment controlling for pre-treatment 
measures (n=48)

Figure S3. Correlation scatterplots of the depression measure IDS and body experience measure SAQ 
before and after treatment and partial correlation plot after treatment controlling for pre-treatment 
measures (n=48)
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Although negative or disturbed body experience has been reported in a broad range 
of psychiatric disorders, sound measurement of body experience in clinical groups 
is scarce. In addition to providing substantial empirical evidence for disturbed body 
attitude as a common problem in patients with mental disorders, the studies reported 
in this thesis have achieved the following goals: 

 – A new instrument, the DBIQ-NL, was presented to measure body attitude. 
Body attitude is an important dimension of body experience, and one for which 
no adequate Dutch measurement scale has so far become available. 

 – Differences were established in the disturbance of body experience in different 
groups of patients with mental disorders compared to healthy people.

 – Differences were demonstrated in body attitude between different groups of 
patients with mental disorders.

Chapter 1 presents a general introduction on the subject of body experience in mental 
disorders and its importance for diagnostics as well as for the evaluation of body- 
and movement-oriented interventions. Three core psychological dimensions of body 
experience are described: body attitude, referring to cognitive, affective, and behavioural 
aspects [1]; body satisfaction, defined as the degree of contentment with appearance or 
functionality of the body [2]; and body awareness, defined as the perception of bodily 
states, processes, and actions that an individual has the capacity to be aware of [3]. 
Chapter 2 evaluates the psychometric properties of the Dutch version of the Dresden 
Körperbildfragebogen (Dresden Body Image Questionnaire, DBIQ), an instrument 
measuring body attitude, in a non-clinical sample. The thus established scale was 
used to investigate body attitude in clinical samples; this is discussed in Chapters 3-6. 
Chapter 3 describes, as measured with the DBIQ-NL, characteristics of body attitude 
and its associations with psychiatric diagnoses in a broad group of patients with mental 
disorders. This exploration provides first and general information on the disturbance 
of body attitude in a clinical sample as well as on the differences between diagnostic 
categories in this respect. In the following chapters, studies are presented in which 
body attitude is evaluated in specific groups of patients, namely those with somatoform 
disorder (Chapter 4), trauma-related disorders (Chapter 5), and depression (Chapter 6). 
In the studies discussed in Chapters 5 and 6, measures of body satisfaction and body 
awareness have been included in order to gain more information on the disturbance of 
these dimensions of body experience and on their association with body attitude.

The present general discussion starts in Section 7.1 below with a description of the 
main findings per chapter. Next, we reflect upon the results from the different studies, 
also in light of other published work, seeking coherence and evaluating the robustness 
of the results. Section 7.2 evaluates the psychometric properties of the DBIQ-NL 
as well as findings of the DBIQ-NL and its subscales with regard to body attitude 
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in patients with mental disorders. Section 7.3. reviews results for measures of body 
satisfaction and body awareness, and it discusses associations between domains of body 
experience. In Section 7.4, we then re-discuss the importance of body experience as 
a theme in diagnosis and treatment, with particular attention for body experience in 
traumatized patients. Furthermore, developments in mental health are discussed that 
may support attention for body experience as well as those that stand in its way. The 
chapter is concluded in Section 7.5 with recommendations, a summary of the clinical 
implications of this thesis, and with suggestions for further research. 

7.1. Key findings per chapter
In Chapter 2, the psychometric properties of the Dutch translation of the Dresden 
Body Image Questionnaire (DBIQ-NL) were evaluated in a large convenience sample. 
The DBIQ-NL consists of five subscales covering body acceptance, vitality, self-
aggrandizement, physical contact, and sexual fulfilment. 

Confirmatory factor analyses showed a structure in accordance with the original 
German scale. By moving one item to another subscale, the model fit improved 
significantly. Multiple group confirmatory factor analyses across sex and age 
demonstrated partial strong invariance, which affected differences between sex and age 
groups only slightly, leading us to conclude that all items could be retained. Internal 
consistency of each of the subscales was good, and temporal reliability was satisfactory. 
Correlations between the subscales were relatively small, providing support for the 
multidimensionality of the instrument. Adequate construct validity was established 
by evaluating associations with specific related constructs, namely body satisfaction, 
comfort with touch, and fatigue, and with general indices of psychosocial wellbeing 
and self-esteem. The DBIQ-NL may thus be considered to be a reliable and valid 
instrument to measure body attitude in non-clinical subjects. 

In Chapter 3, the clinical usefulness of the DBIQ-NL was tested in a broad group 
of 267 patients with different mental disorders (mood disorders, anxiety disorders, 
adjustment disorder, post-traumatic stress disorder, eating disorders, and schizophrenia 
and other psychotic disorders). 

Results indicate that a disturbed body attitude is common in patients with mental 
disorders and is associated with self-reported mental health, quality of life, and 
empowerment. All patient groups scored significantly lower, with large effect sizes, 
than the people in the convenience sample (Chapter 2). Patients with post-traumatic 
stress disorder (PTSD) scored particularly low on all subscales. Scores of patients from 
different diagnostic groups varied across the subscales, with body acceptance lowest in 
the group with eating disorders, and sexual fulfilment extremely low in PTSD. Notably, 
vitality did not differ significantly between the various disorders. Furthermore, large 
gender differences were observed, with men scoring higher than women, on the 
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subscales body acceptance and sexual fulfilment, whereas gender differences on vitality 
were small. 

After four months of treatment, when measurements were repeated, significant 
positive changes in body attitude were observed in the patient group.

In Chapter 4, body attitude as measured with the DBIQ-NL was evaluated in a large 
group of patients with somatoform disorder (SFD), the precursor diagnostic category of 
what is now called ‘somatic symptom disorder’ in DSM-5. A core feature of SFD is the 
difficult relationship of patients with their body, indicating that the evaluation of body 
attitude in this group is highly relevant. Using the convenience sample as a comparison 
group and following the same procedures as in Chapter 2, we confirmed measurement 
invariance across both samples and across gender in the SFD sample. 

Differences in scores between the age- and sex-matched samples of patients and the 
respondents in the comparison group were also investigated, revealing significantly lower 
scores in the patient sample on all DBIQ-NL subscales. Men with SFD scored higher 
than women with SFD on all DBIQ-NL subscales, showing significant differences for 
body acceptance, sexual fulfilment, and self-aggrandizement. Patients with conversion 
disorder scored significantly higher on vitality and body acceptance than patients with 
undifferentiated SFD and pain disorder. The large differences observed between patients 
with SFD and the comparison sample as well as the differences within SFD diagnostic 
categories confirm the broad scope of body-related problems in patients with SFD and 
underline the clinical relevance of the DBIQ-NL.

Early life exposure to trauma, such as prolonged and repeated childhood sexual 
and physical abuse, has far-reaching effects on people’s relationship with their body. 
This detrimental influence of early life trauma on an individual’s relationship with their 
body is often overlooked and therefore generally receives little attention in research. The 
aim of the study presented in Chapter 5 was to investigate disturbances in body attitude 
(DBIQ-NL) in a group of early traumatized female patients and to complement this 
with their scores on two other dimensions of body experience, namely body satisfaction 
(BCS) and body awareness (SAQ). The analyses show severe impairments in all three 
self-reported domains of body experience. Associations between domains of body 
experience and severity of trauma symptoms were low, as were the associations with 
frequency of dissociative symptoms.

The results of this study lead to  a strong recommendation for integrating the 
assessment of body experience in women with a history of early trauma in regular 
diagnostic procedures. Furthermore, addressing negative body experience as an integral 
part of trauma treatment is considered necessary, since the negative effects on the body 
of traumatic experiences in early childhood are unequivocal. 

In Chapter 6, body experience of clinically depressed patients was evaluated before 
and after multidisciplinary treatment. The way depressed people experience their body 
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may be a core feature of depression and may largely influence daily functioning and 
aggravate distress. As in Chapter 5, three domains of body experience were measured. 
Overall, depression scores decreased substantially after treatment, while body attitude 
as well as body satisfaction scores increased significantly, with medium effect sizes. 
Patients who were in remission at the end of treatment showed a more positive body 
attitude and higher body satisfaction than those not in remission. Surprisingly, no 
significant improvement in body awareness was found. 

Correlations between depression scores and body attitude as well as body satisfaction 
scores were of medium size, both at the start and the end of treatment, with their partial 
correlation at the end of treatment (accounting for the score at the start of treatment) 
being medium to strong. These results suggest an interesting connection between 
these aspects of body experience and depression severity, a connection that seems to be 
robust with respect to temporal and/or treatment changes. For body awareness, such 
an association with depression severity was not established. The findings merit further 
studies in order to elucidate the exact role of each aspect of body experience in depressed 
patients.

7.2. The DBIQ-NL as a self-report instrument for body attitude in patients with 
mental disorders 
For the studies in this thesis, we opted for the DBIQ to measure body attitude: it covers 
a wide range of the individual’s attitudes toward their body and includes subscales 
measuring the attitude towards physical contact and evaluation of sexual fulfilment, 
important themes that are barely represented in other self-report instruments. We shall 
start this part of the Discussion section by evaluating some elements of the psychometric 
properties of the DBIQ-NL. We shall then discuss findings of the DBIQ-NL and its 
subscales with regard to body attitude in patients with mental disorders.

Psychometric properties of the DBIQ-NL 
In addition to showing good internal consistency, adequate temporal reliability, and 
adequate construct validity, the DBIQ-NL demonstrated partial strong invariance for 
the somatoform and non-clinical samples, across sex in the somatoform sample and 
across sex and age in the non-clinical sample. Group comparisons of scale scores are 
only meaningful in case of measurement invariance across groups. Although evaluating 
measurement invariance is a state-of-the-art procedure for self-report instruments, it 
has seldom been applied in studies on Dutch language instruments measuring body 
experience. 

In the convenience sample, four items contributed to the lack of strong invariance 
across sex (Item 19: ‘I do not like people touching me’, and Item 30: ‘I only allow a few 
people to touch me’) or age (Item 28: ‘If I could change something about my body, I 
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would do it’), or both sex and age (Item 15: ‘I choose clothing that hides the shape of 
my body’). Item 15 was also not invariant across sex in the somatoform sample. Item 
1 (‘I move gracefully’) and item 7 (‘There are lots of situations in which I feel happy 
about my body’) were not invariant across the somatoform and convenience samples. 
Remarkably, the two items in the convenience sample that were not invariant across 
sex belong to the subscale physical contact. In these items, the interpretation of their 
meaning might be different for men and women, since being touched by others is the 
central issue in both items and women are more often than men the object of undesired 
physical contact. We chose to retain all items because the impact of partial invariance 
on the subscales and total scores proved to be small. However, when the focus lies on 
differences in physical contact across the sexes or in body acceptance among different 
age groups, a score without the items violating invariance would be more appropriate. 

Another noteworthy finding is that, throughout the different studies, the DBIQ-NL 
showed medium to high correlations with indices of self-esteem, quality of life, and self-
reported mental health. Especially high correlations with the latter, measured with the 
Outcome Questionnaire (OQ-45) [4], are of interest. The OQ-45, which measures 
domains of functioning that are relevant to mental health, namely symptom distress, 
interpersonal relations, and social role performance, is widely used in Dutch mental 
health care as part of Routine Outcome Measurement (ROM) [5]. It seems particularly 
relevant to investigate these associations further and in greater detail, since more specific 
knowledge on the interactions between self-reported mental health and body attitude 
may support interventions that address body attitude as a means to enhance mental 
health. 

Finally, it should be noted that the convenience sample had a gender and age 
distribution that deviated somewhat from that of the Dutch general population. This 
means that the data are not suitable for computing norm scores, although they can 
be used for comparison purposes, if possible correcting for distributional differences 
as was done for the comparison with the somatoform sample discussed in Chapter 
4. Norm scores are expected to become available in the near future, as data from a 
representative sample have been gathered as part of a web-based research project 
investigating mental health measures in the general population of the Netherlands 
entitled HowNutsAreTheDutch (HoeGekIsNL) [6].

The DBIQ-NL measuring body attitude in patients with mental disorders
In all groups of patients with mental disorders evaluated in this thesis, body attitude was 
negatively affected, which is in line with the few studies that compare body attitude in 
patients with a specific mental disorder with healthy controls [7, 8]. The study presented 
in Chapter 3, using data from a group of patients with a variety of mental disorders, 
revealed large differences on DBIQ-NL scores between patients and respondents in 
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the convenience sample; in addition, differences on DBIQ-NL scores were found 
between the different diagnostic categories. However, interpretation of these results 
was limited by the heterogeneity of the study sample. We therefore focus our discussion 
here on the findings in the larger, well-defined and homogeneous groups of patients 
with somatoform disorder, depression and early trauma (Chapters 4-6) against the 
background of the matching findings in the diagnostically diverse sample discussed in 
Chapter 3. In these three diagnostically stratified groups, patients’ mean total scores on 
DBIQ-NL were all at least one point lower than scores in the convenience sample, with 
female patients with early trauma showing the lowest scores. 

The following paragraphs summarize and discuss differences in DBIQ-NL scores 
on the respective subscales between patients with somatoform disorder, depression, 
and early trauma and the respondents from the convenience sample. Furthermore, 
differences across these groups of mental disorders are addressed. A separate paragraph 
discusses gender differences.

Subscale body acceptance
Body acceptance may be considered a core component of body attitude [9]: a subscale 
measuring this aspect is part of virtually all existing measures related to body attitude 
[10]. In our research, patients with somatoform disorder and patients with depression 
showed substantially lower body acceptance than people in the convenience sample, 
with the two former groups scoring about one point lower than the latter; women in the 
early trauma group scored the lowest, with a difference of one and a half points. 

Subscale vitality 
Patients in all three patient groups scored significantly lower on vitality than people in 
the convenience sample, with differences of about one point for patients with depression 
and early trauma, and one point and a half for patients with somatoform disorder. 
Interestingly, these results indicate that a low subjective experience of vitality is certainly 
not restricted to mood disorders, but is a common problem in patients with mental 
disorders – and even more problematic in somatoform disorder than in depression.

It should be noted that subjective vitality is not identical to objectively measured 
vitality or physical fitness. It is as yet unclear how subjective vitality and objectively 
measurable physical fitness are related. It is plausible that low subjective vitality hinders 
an individual in engaging in physically healthy and vitality enhancing activities. 
Results from a recent meta-analysis indicate that exercise may in fact be considered an 
evidence-based treatment for the management of depression [11]. Exercise supervised 
by professionals with relevant training, including physical educators, physiotherapists, 
and exercise physiologists, was associated with the largest improvements. It remains 
unclear whether these professionals also specifically addressed the lack of subjective 
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vitality. With regard to PTSD, Rosenbaum et al. [12] reported a number of preliminary 
findings on the beneficial influence of physical activity on PTSD symptoms. Studies on 
the effect of physical activity on somatoform symptoms are lacking. 

Subscale self-aggrandizement
In view of recent socio-cultural developments concerning the active construction 
of a positive bodily identity by body modifications such as plastic surgery, tattoos, 
and piercings, Pöhlmann et al. [10] describe the subscale self-aggrandizement as an 
important new aspect of body attitude. Pöhlmann and Joraschky [13] suggest that self-
aggrandizement has associations with body narcissism, naming the Funktionalisierung 
des Körpers as an element of growing importance in twenty-first century self-esteem 
and identity. According to these authors, self-aggrandizement with the help of plastic 
surgery, tattoos, and piercings may be a modern way of enhancing bodily self-esteem. 
Tattoos and piercings are also used to reclaim the body from traumatic experiences 
[14], and they may thus neutralize a sense of body alienation that results from sexual 
violation or physical abuse [15]. However, body modifications may also be pathological 
and self-destructive [16]. Sometimes, they may be the result of a lack of knowledge 
about what an average body looks like [17].

Self-aggrandizement, actively enhancing bodily self-worth in interactions with 
others, is not a favoured strategy for most patients with mental disorders. They 
generally demonstrated lower scores than the convenience sample: about 0.8 point 
lower in the somatoform and depression group, and 1.2 point lower in the trauma 
group. For depression, the findings in our study are in line with the view commonly 
held in phenomenological psychopathology on the body in depression which considers 
depression to interrupt the embodied contact to the world. The extremely low scores in 
women with early childhood trauma may be associated with shame, especially bodily 
shame, which is described as a negative social emotion often present in patients with 
early trauma [18, 19]. 

Subscale sexual fulfilment
Sexuality is often a problematic body-related issue in patients with mental disorders 
[20, 21], and attitude towards sexuality is seldom measured. The DBIQ is a welcome 
exception. Both clinicians and patients seem to be reluctant to discuss issues concerning 
sexuality, a reluctance that may also be related to religious or cultural backgrounds. 
Addressing sexuality in a self-report questionnaire may therefore make it easier for both 
client and therapist to pay attention to this relevant theme [20].

On the subscale sexual fulfilment, patients with somatoform disorder scored 1.2 
points lower than the respondents in the convenience sample. Women in the early trauma 
group scored as many as two points lower, something which seems to represent a deeply 
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problematic issue for this group. Scores thus underline the importance of addressing 
the theme of sexuality in treatment. With respect to trauma treatment, O’Driscoll and 
Flanagan [22] point out in their meta-analytic review that psychological treatment 
for PTSD has no effect on sexual problems and that this theme should therefore be 
addressed specifically. In their review of evidence of sexual dysfunction in conjunction 
with PTSD, Yehuda, Lehrner, and Rosenbaum [23] also conclude that the treatment of 
PTSD must include special attention for sexual dysfunction. Reviewing the effects of 
war-related sexual violence, Ba and Bhopal [24] concluded that the number and quality 
of studies published do not match the significance of the problem. 

Unfortunately, the reluctance of traumatized and depressed patients to address 
sexuality is apparent in the considerable amount of missing data. In the group of 
depressed patients, the subscale sexual fulfilment contained so much missing data that 
we were forced to exclude this subscale from our analyses. For a substantial group of 
patients, the content of the subscale may be trauma related [21]. 

Subscale physical contact
In psychiatry, physical contact is a taboo subject [25, 26]. This taboo primarily pertains 
to touching in the context of a therapeutic relationship. However, and although touching 
and being touched may be problematic issues for patients, the theme of touching is 
also seldom addressed in the diagnostic process. Orbach and Mikulincer [27] form an 
exception: they have included a subscale on touch in their self-report instrument on 
body investment for adolescents. They motivated the use of this subscale primarily on 
the basis of the importance of touching behaviour exhibited by parents, which they 
labelled as a life-enhancing force. 

Considering the low scores on this subscale in patients with mental disorders, with 
extremely low scores in the trauma sample, patients’ attitude towards touching and 
being touched certainly deserves more attention. It is evident that physical contact 
has negative connotations for patients with a history of sexual trauma in whom touch 
has been sexualized and brought out of their control. Furthermore, Porges [28] in his 
polyvagal theory points out that regular (mammalian) tendencies to engage in social 
behaviour, including seeking support in touch, are blocked in trauma. This perspective 
is relevant for understanding the low physical contact scores found in trauma patients, 
and it also supports the importance of addressing the issue of touching and being 
touched as part of treatment.

Gender differences 
In line with studies conducted in other non-clinical samples [29], gender differences 
in the subscales were small to medium in the convenience sample, with men scoring 
higher on body attitude than women, and with the largest differences found for sexual 
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fulfilment. In patients with mental disorders, men were shown to score higher than 
women on most subscales, with the largest differences for body acceptance and sexual 
fulfilment. Remarkably, no significant gender differences were found for the subscale 
vitality in patients with somatoform disorder, which is in accordance with observations 
in patients suffering from chronic fatigue syndrome [30]. Notwithstanding this finding, 
body attitude is to be considered a gendered phenomenon, in non-clinical as well as 
clinical groups, which pleads for a gender-sensitive assessment and treatment approach 
[31]. 

Conclusion
The DBIQ-NL and its subscales provide specific and relevant insights not only into 
differences between patients with mental disorders and healthy subjects in a convenience 
sample, but also into differences across disorders. Moreover, thanks to its subscales, 
the instrument provides useful information on body-related themes that are extremely 
relevant but not often addressed.

7.3. Body satisfaction and body awareness; associations between domains of 
body experience 
In addition to investigating body attitude, the studies discussed in Chapters 5 and 6 
cover body satisfaction and body awareness. In the Body Cathexis Scale (BCS), body 
satisfaction is operationalized in a rather concrete way as the degree of satisfaction with 
parts or processes of the body. The emphasis that the BCS puts on specific body parts 
as well as on bodily functions is corroborated by recent studies on body satisfaction in 
women stressing the importance of describing the body not only in appearance-related 
terms, but also in functional terms [32-34]. 

In our research, body satisfaction was measured in the studies with depressed 
patients (Chapter 5) and early-traumatized female patients (Chapter 6). The scale was 
also used as a measure for construct validity in the convenience sample. Patients in 
the respective clinical groups were significantly less satisfied with their bodies than the 
participants in the convenience sample. Women in the depression sample and in the 
early trauma sample scored as low as eating disordered women [35]. This is a remarkable 
finding, given the prevailing opinion that eating disorders are the types of disorders in 
which body satisfaction is the most affected. 

Body awareness, defined in the SAQ as the tendency to be aware of or sensitive 
to internal bodily processes and states [36], was also measured in the studies on 
depression (Chapter 5) and early trauma (Chapter 6). Our study did not find support 
for the reduced perception and inadequate interpretation of bodily signals that 
Harshaw [37] has reported to be a key symptom of depressive disorder. Mean scores 
on the SAQ in depressed patients were hardly different from those in a comparison 
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sample, and the association with depression severity was low. The SAQ measures 
core aspects of interoceptive awareness. Mehling et al. [38], however, proposed to 
broaden the conceptualization of interoceptive awareness and to include, for example, 
interpretational aspects of perception and attention regulation. The authors introduced 
a broader instrument, the Multidimensional Assessment of Interoceptive Awareness 
(MAIA) [39]. This instrument might be more informative than the SAQ in assessing 
the association between body awareness and psychopathology and might shed light 
on the possibility that it is not body awareness ‘as such’ that is disturbed, but that 
ignoring and avoiding to act upon bodily signals might be central in body awareness 
in depression. 

With respect to body awareness in women with early childhood trauma, our 
findings provide the first empirical evidence for significantly lower self-reported body 
awareness in these patients compared to a female comparison group. In accordance 
with theoretical models on dissociation [40, 41], where body awareness and dissociation 
are seen as interrelated, the low scores on body awareness in women with early trauma 
are coupled with a high overall frequency of dissociative symptoms.

Associations between domains of body experience
In the classification of body experience that is used in this dissertation, the domains of 
attitude, satisfaction, and awareness are juxtaposed as different aspects of the subjective 
experience of the body. However, there may be a certain degree of overlap between the 
domains. In order to explore this overlap between the three domains, their associations 
were investigated. As reported above, a medium association was found between body 
satisfaction and body attitude in the non-clinical sample and the sample with depressed 
patients, whereas this association was strong in the trauma group. Associations between 
body attitude and body awareness were weak in both the non-clinical and the depression 
group, and medium in the trauma group. Associations between body satisfaction and 
body awareness were weak in all three groups. 

The interrelatedness of different domains of body experience may be higher 
in the trauma sample because early trauma affects the body in a profound and all-
encompassing way [42]. Notably, domains are the least associated in the non-clinical 
sample, suggesting that if disturbances are negligible or small, differentiation is possible 
with respect to the way in which people relate to their body. If the relation towards 
one’s body is affected in a more substantive way, however, this effect may be generalized 
to more domains. Associations may also be disorder dependent, a matter to be tested 
further in larger samples.
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7.4. The relevance of body attitude in mental disorders
The studies reported in this dissertation unequivocally show that body attitude, 
considered to be a core dimension of subjective body experience, is negatively affected 
across a variety of diagnostic categories. This disturbance is a common factor in 
many mental disorders and is definitely not restricted to appearance-related disorders. 
The experience of the body as ‘my body’ and a positive attitude toward one’s body 
are acquired in early development, based on physical experiences along with clear 
definitions of boundaries between self and others. The infant’s full development as a 
subjective being in this world depends on the quality of the embodied experience with 
its caregivers [43]. Our findings of disturbed body attitude as a shared factor across 
different diagnoses may be understood from this developmental perspective. 

It is well documented that childhood traumatic experiences such as sexual abuse, 
physical abuse, emotional abuse, and physical and emotional neglect are associated with 
the onset and the severity of a broad range of mental disorders [44, 45]. Therefore, it 
is important to consider the role of a disturbed or damaged experience of the body 
resulting from these adverse experiences. A disturbed body attitude may be regarded as 
a factor that plays a role across different diagnostic categories. Body- and movement-
oriented interventions aimed at improving body experience may thus be important 
in the treatment of a broad range of (severe) mental disorders. Although the concept 
of transdiagnostic factors has become popular in recent years [46, 47], body attitude 
has as yet not been qualified as a transdiagnostic category, except perhaps recently by 
Pezzoli, Antfolk, and Santtila [48] who suggested the introduction of a ‘body’ factor as 
transdiagnostic factor. On the basis of factor analytic evaluations in a large (> 10,000) 
population-based Finnish sample, the authors expanded the often used internalizing-
externalizing meta-structure of psychopathology by suggesting a third, body-related, 
factor. This factor is still somewhat ill-defined and contains appearance-related aspects, 
eating attitudes and sexual distress, which in that form is not easily comparable with 
our definition of body attitude. Nevertheless, it is promising that a body-related factor 
is in fact emerging, and it would be worthwhile to evaluate large clinical samples using 
such a three-factor model.

Sexual trauma 
Women with early childhood trauma, of whom four out of five have reported sexual 
trauma, are most severely damaged, and they have the dubious honour of reporting 
the lowest scores not only on body attitude and body satisfaction, but also on body 
awareness. The far-reaching and multidimensional effects of early childhood trauma 
on a woman’s relationship with her body reported in this dissertation are in line with 
what is reported in other studies [7, 49], although comparison data on body awareness 
are lacking. Scores on sexual fulfilment were extremely low, thereby confirming the 
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gross influence of sexual abuse on body and sexuality observed in previous studies 
[50]. Despite the well-documented devastating effects of sexual trauma on how women 
experience their body, mainstream interventions for the treatment of sexual trauma 
are mainly cognitively oriented [51-53], and they seldom incorporate body-related 
interventions. The findings in our study offer clear support for the integration of body 
experience as a theme in trauma treatment. 

Developments hindering and helping the acknowledgment of body experience in mental 
disorders 
Attention for the associations between physical health and mental health is growing 
(Cahn, 2017) [54]. The question, raised earlier, remains why the body, in the sense of 
subjective experiences of the body, tends to be forgotten in psychiatric diagnosis and 
treatment. As hypothesized by Gaete and Fuchs [55], one of the reasons may be the 
rise and establishment of cognitive behaviour theory and therapy and the subsequent 
emphasis on the cognitive aspects of the way in which mental disorders come about and 
the way in which these disorders can be targeted. 

Another co-occurring phenomenon is the emphasis on appearance in Western 
society, as described by Pöhlmann and Joraschky [13], which coincides with and may 
be reinforced by the growing possibilities of changing the body by means of cosmetic 
interventions. Such a social climate may not be helpful for ‘minding the body’ in the 
multifaceted way in which body experience is defined in this dissertation. 

We note that some approaches and developments seem to support attention for body 
experience. Person-centred approaches [56, 57] as well as psychodynamically oriented 
theories [58] recognize the importance of bodily experiences to some degree and may 
help to highlight body experience as a theme to be addressed in therapy. Furthermore, 
body-oriented psychotherapy is, albeit slowly, moving away from its vague ‘biologistic’ 
roots to an evidence-based experiential form of therapy with its starting point in body 
experience [59].

Finally, phenomenological psychopathology and the concept of ‘embodiment’ 
may be helpful in putting emphasis on body experience. Phenomenological 
psychopathology states that the subjective experience of the body is central in how an 
individual experiences himself or herself in the world [60, 61]. Referring to Merleau-
Ponty [62], who puts the individual’s bodily being in the world at the centre of his 
phenomenological approach and who views interaction with the environment first and 
foremost as a body- and movement-based interaction, De Haan [63] considers body- 
and movement-oriented interventions to be adjunctive interventions in our mainly 
verbally and cognitively oriented treatment of mental health issues. She also suggests 
that phenomenological analyses of body- and movement-oriented interventions could 
add to embodiment theories, and could be used to design new experiments [64]. In 
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conclusion, this phenomenological approach might be used as frame of reference for 
studies on body experience.

7.5. Recommendations
The studies reported in this dissertation show that the DBIQ-NL is a reliable and valid 
instrument to measure body attitude, and they contribute to gaining insight into the 
way in which body attitude is negatively affected in patients with mental disorders. To 
obtain more extensive information on the severity of disturbed body attitude in patients, 
it is recommended to integrate its measurement in regular diagnostic assessments and 
also to incorporate it into Routine Outcome Measurement. Gathering more information 
on body attitude in association with psychopathology would demonstrate which groups 
or subgroups of patients show more disturbance in body attitude. This might offer 
possibilities to address body attitude in these patients in an early stage of treatment.

Moreover, routinely including body attitude in the general diagnostic assessment 
may help patients and therapists to articulate themes related to body attitude, thus 
enhancing communication and consensus between patient and therapist about 
treatment goals, known as Shared Decision Making (SDM) [65]. SDM is relevant for 
patients with mental disorders as it reinforces patients’ empowerment. On the basis of 
the findings in this dissertation, it can be argued that empowerment with respect to 
body-related issues is even more important. 

Results from the subscale vitality of the DBIQ-NL raise questions that deserve 
further study. First, the relation between subjective vitality and objective vitality and 
physical fitness is unclear, but it is important to address this relation in view of physical 
fitness training as an intervention for depressed patients. Second, given the fact that 
gender differences regarding vitality are significant in the non-clinical sample, the lack 
of gender difference for vitality in the somatoform group raises questions as to how 
somatoform disorder affects men and women in different ways. 

The associations between body attitude, body satisfaction, and body awareness as 
separate but possibly overlapping domains of body experience were also subject of this 
dissertation. Findings were inconclusive and it was hypothesized that interrelatedness 
of the domains could be disorder specific. This hypothesis needs to be tested in samples 
that are larger than those which have so far become available. Answering the question 
whether and how these domains are interwoven in specific disorders may help to develop 
tailored body- and movement-oriented interventions. 

Longitudinal studies on body experience including covariates that affect identity 
and bodily being in the world beyond gender and age, such as ethnicity, religion, 
culture, sexual orientation, profession, and socio-economic status, may also help to 
obtain new insights into how mental health is affected in individuals. 
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Clinical implications
The DBIQ-NL may facilitate psychomotor therapists and other body- and movement-
oriented therapists in Dutch-speaking countries to empirically validate a clinical 
diagnosis on the negative body attitude of their patients. Moreover, in order to examine 
influences of psychomotor interventions on body attitude, it is crucial to have an 
instrument available to evaluate changes in body attitude. In the present political and 
economic context, there is a strong emphasis on scientific evidence to justify insurance 
support and payment for specific treatment approaches. Psychomotor therapies are 
often highly valued by patients, but are at risk because of a lack of empirical evidence 
for their effectiveness. Next to the fact that conducting research does not generally 
rank as a favourite pastime among psychomotor therapists, it is also clear that it is not 
easy to determine the added value of psychomotor therapy within a multidisciplinary 
treatment approach. Nevertheless, recent studies have found empirical support for 
psychomotor interventions [66-69]. Furthermore, the growing importance of Patient 
Reported Outcome Measures offers interesting possibilities to assess psychomotor 
treatment and the way it is experienced by patients [70).

Possibly as a result of the growing use of mindfulness-based stress reduction [71] and 
other mindful interventions, psychomotor therapists seem to focus more and more on 
body awareness [69]. The results in this dissertation, however, underline the importance 
of targeting both body attitude and body satisfaction; body awareness may need further 
conceptualization.  

Our findings indicate that addressing body experience may be a way to influence 
psychopathology in patients with mental disorders. Therefore, psychomotor therapy is 
needed as part of broad multidisciplinary treatment. Patients will benefit from reducing 
what may be termed a disproportionate emphasis on cognition and verbalization in 
favour of a more balanced treatment approach that includes attention for subjective 
bodily experiences and that offers body- and movement-oriented interventions. 
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De verstoring van de lichaamsbeleving bij mensen met psychiatrische problematiek staat 
in dit proefschrift centraal. Deze persoonlijke, subjectieve beleving van het lichaam 
kan onderverdeeld worden in drie domeinen: lichaamsattitude (‘body attitude’, ook wel 
‘body image’), lichaamswaardering (‘body satisfaction’) en lichaamsbewustzijn (‘body 
awareness’). Bij een groot aantal psychiatrische stoornissen wordt melding gemaakt 
van een negatieve of verstoorde lichaamsbeleving; verbetering hiervan is een belangrijk 
doel van psychomotorische therapie en aanverwante therapievormen. Het meten van 
lichaamsbeleving gebeurt echter nauwelijks, onder andere vanwege een gebrek aan 
goede meetinstrumenten. 

Dit proefschrift beschrijft onderzoek naar de psychometrische kwaliteit en validiteit 
van een meetinstrument voor lichaamsattitude, de Dresdner Körperbildfragebogen, bij 
zowel respondenten uit de algemene bevolking als bij verschillende klinische groepen 
(patiënten met een somatoforme stoornis, met traumagerelateerde problematiek en met 
een depressie). Binnen deze groepen is de ernst van de verstoring van de lichaamsattitude 
onderzocht. Daarnaast is nagegaan hoe lichaamsattitude, voor een deel aangevuld met 
maten voor lichaamstevredenheid en lichaamsbewustzijn, samenhangt met de ernst van 
depressieve en traumagerelateerde symptomen en met kwaliteit van leven en gevoel van 
autonomie. De studies in dit proefschrift tonen onomstotelijk aan dat bij de betreffende 
groepen patiënten de lichaamsattitude verstoord is. 
De studies hebben tot de volgende resultaten geleid: 

 – Er is een nieuw instrument om lichaamsattitude te meten geïntroduceerd, de 
DBIQ-NL. Lichaamsattitude is een belangrijk aspect van lichaamsbeleving en 
juist voor dit aspect was tot nu toe geen geschikt Nederlands meetinstrument 
voorhanden. 

 – Ten aanzien van de verstoring van lichaamsbeleving werden verschillen 
vastgesteld tussen patiënten met psychische stoornissen en gezonde mensen.

 – Er werden verschillen in lichaamsattitude aangetoond tussen verschillende 
groepen patiënten met psychische stoornissen. 

In hoofdstuk 1 geven we een algemene inleiding in het onderwerp ‘lichaamsbeleving 
bij psychische stoornissen’ en het belang van dit onderwerp voor zowel diagnostiek 
als evaluatie van lichaams- en bewegingsgerichte interventies. We beschrijven drie 
psychologisch-fenomenologische aspecten: lichaamsattitude, betrekking hebbend op 
de cognitieve, affectieve en gedragsaspecten [1]; lichaamstevredenheid, gedefinieerd als 
de mate van tevredenheid met het uiterlijk en de functies van het eigen lichaam [2]; 
en lichaamsbewustzijn, gedefinieerd als de mate waarin iemand zich bewust is van 
lichamelijke signalen en processen [3]. In hoofdstuk 2 evalueren we de psychometrische 
kenmerken van de Nederlandse versie van de Dresdner Körperbildfragebogen 
(Dresden Body Image Questionnaire, DBIQ), een instrument voor het meten van 
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lichaamsattitude, bij een niet-klinische onderzoeksgroep. De Nederlandse versie van de 
DBIQ (DBIQ-NL) is vervolgens gebruikt om lichaamsattitude bij een aantal klinische 
groepen te onderzoeken. Hiervan wordt in hoofdstuk 3-6 verslag gedaan. In hoofdstuk 
3 beschrijven we kenmerken van lichaamsattitude, zoals gemeten met de DBIQ-NL, 
en hun samenhang met psychiatrische diagnoses bij een groep patiënten met diverse 
psychische stoornissen. Dit onderzoek levert naast eerste, algemene informatie over 
verstoring van de lichaamsattitude bij een klinische onderzoeksgroep ook informatie 
op over de verschillen tussen diagnostische categorieën. In de volgende hoofdstukken 
presenteren we studies waarin lichaamsattitude wordt geëvalueerd bij specifieke 
groepen patiënten, te weten patiënten met een somatoforme stoornis (hoofdstuk 4), 
met traumagerelateerde stoornissen (hoofdstuk 5) en  patiënten met een depressie 
(hoofdstuk 6). In de studies in hoofdstuk 5 en 6 zijn ook instrumenten voor het meten 
van lichaamstevredenheid en lichaamsbewustzijn opgenomen om meer informatie te 
verkrijgen over de verstoring van deze aspecten van lichaamsbeleving en hun samenhang 
met lichaamsattitude.

De algemene discussie start  in paragraaf 7.1 met een beschrijving van de 
belangrijkste bevindingen per hoofdstuk. Vervolgens bespreken we in deze paragraaf 
de samenhang tussen de verschillende studies. In paragraaf 7.2 evalueren we zowel de 
psychometrische kenmerken van de DBIQ-NL als de resultaten op de subschalen van 
dit instrument. In paragraaf 7.3 bespreken we de resultaten voor lichaamstevredenheid 
en lichaamsbewustzijn en gaan we in op verbanden tussen verschillende gebieden van 
lichaamsbeleving. In paragraaf 7.4 komen we terug op het belang van het opnemen van 
het thema lichaamsbeleving in diagnostiek en behandeling; daarbij schenken we speciale 
aandacht aan lichaamsbeleving bij getraumatiseerde patiënten. Verder bespreken we 
enkele ontwikkelingen in de geestelijke gezondheidszorg die kunnen bijdragen aan 
meer aandacht voor lichaamsbeleving en ontwikkelingen die dat in de weg staan. Het 
hoofdstuk wordt in paragraaf 7.5 afgesloten met aanbevelingen, een samenvatting van 
de klinische implicaties van de bevindingen in dit proefschrift en suggesties voor verder 
onderzoek. 

7.1. Belangrijkste bevindingen per hoofdstuk
In hoofdstuk 2 worden de psychometrische kenmerken van de DBIQ-NL geëvalueerd 
bij een grote groep respondenten uit de algemene bevolking. De DBIQ-NL bestaat uit 
vijf subschalen die betrekking hebben op lichaamsacceptatie, vitaliteit, zelfwaardering, 
lichamelijk contact en seksuele tevredenheid. 

Uit de confirmatieve factoranalyses kwam een structuur naar voren die vrijwel 
overeenkomt met die van de oorspronkelijke Duitse schaal. Onderzoek naar de 
vergelijkbaarheid van schaalscores voor mannen en vrouwen en voor oudere en jongere 
respondenten met behulp van ‘multiple group confirmatory factor analysis’ liet zien dat 
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de meetinvariantie goed is. Slechts vier items verschillen enigszins tussen genoemde 
groepen, met een verwaarloosbare invloed op de scores van de schaal en subschalen. 
De interne consistentie van elke subschaal was goed en de test-hertest betrouwbaarheid 
voldoende. Correlaties tussen de subschalen waren relatief zwak, hetgeen de 
multidimensionaliteit van de vragenlijst ondersteunt. Evaluatie van samenhang met 
specifieke lichaamsgerelateerde concepten, zoals lichaamstevredenheid, vermoeidheid 
en beleving van aanraking, en met algemene uitkomstmaten zoals  psychosociaal welzijn 
en eigenwaarde, leverde een adequate begripsvaliditeit op. De DBIQ-NL kan dan ook 
worden beschouwd als een betrouwbaar en deugdelijk instrument om lichaamsattitude 
in een niet-klinische setting te meten. 

Hoofdstuk 3 bevat het onderzoek naar de klinische bruikbaarheid van de 
DBIQ-NL in een groep van 267 patiënten met verschillende psychische stoornissen 
(stemmingsstoornissen, angststoornissen, posttraumatische stressstoornis, 
eetstoornissen, psychotische stoornissen). 

Uit de resultaten blijkt dat een verstoorde lichaamsattitude algemeen voorkomt 
bij patiënten met psychische stoornissen en verband houdt met de zelfgerapporteerde 
psychische gezondheid, kwaliteit van leven en ‘empowerment’. Alle patiëntgroepen 
scoorden significant lager, met aanzienlijke effectgroottes, dan de respondenten in de 
vergelijkingsgroep uit hoofdstuk 2. Met name patiënten met een posttraumatische 
stressstoornis (PTSS) scoorden op alle subschalen laag. Patiënten uit verschillende 
diagnostische groepen lieten uiteenlopende uitkomsten zien op de subschalen. 
Lichaamsacceptatie scoorde het laagst bij eetstoornissen en seksuele tevredenheid 
scoorde uitermate laag bij PTSS. Opmerkelijk was dat qua vitaliteit geen significante 
verschillen werden gemeten tussen de stoornissen. Verder werden tussen mannen 
en vrouwen grote verschillen waargenomen op de subschalen lichaamsacceptatie en 
seksuele tevredenheid, waarbij mannen hoger scoorden dan vrouwen. Op de subschaal 
vitaliteit waren de genderverschillen juist klein. Bij herhaling van de metingen na vier 
maanden behandeling waren significant positieve veranderingen in lichaamsattitude te 
zien.

In hoofdstuk 4 evalueren we lichaamsattitude zoals die met de DBIQ-NL werd 
gemeten onder een grote groep patiënten met een somatoforme stoornis (SFD), de 
voorloper van de diagnostische categorie die tegenwoordig in DSM-5 somatisch-
symptoomstoornis wordt genoemd. Een belangrijk kenmerk van deze stoornis is 
de problematische relatie van patiënten met hun lichaam, hetgeen in kaart brengen 
van de lichaamsattitude relevant maakt. We gebruikten de groep uit hoofdstuk 2 als 
vergelijkingsgroep en volgden dezelfde procedures als in hoofdstuk 2. We vonden 
dezelfde structuur bij de patiëntengroep als eerder gevonden bij de vergelijkingsgroep 
evenals meetinvariantie tussen beide groepen en tussen de seksen in de groep met 
patiënten met SFD. 
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Ook onderzochten we verschillen in scores tussen qua leeftijd en sekse gematchte 
patiënten en respondenten uit de vergelijkingsgroep. Hierbij scoorden de patiënten 
beduidend lager op alle subschalen van de DBIQ-NL. Mannen met een somatoforme 
stoornis scoorden op alle subschalen van de DBIQ-NL hoger dan vrouwen met deze 
stoornis, waarbij de verschillen significant waren voor lichaamsacceptatie, seksuele 
tevredenheid en zelfwaardering. Patiënten met een conversiestoornis scoorden significant 
hoger op vitaliteit en lichaamsacceptatie dan patiënten met een ongedifferentieerde 
somatoforme stoornis of een pijnstoornis. Zowel de grote verschillen in scores tussen 
patiënten met een somatoforme stoornis en de respondenten in de vergelijkingsgroep, 
als de verschillen in scores binnen de diagnostische categorieën van SFD bevestigen 
de brede scope aan lichaamsgerelateerde problemen bij patiënten met een somatoforme 
stoornis en onderstrepen de klinische relevantie van de DBIQ-NL.

Op jonge leeftijd opgelopen trauma’s, zoals langdurige seksuele en fysieke 
mishandeling, hebben verstrekkende gevolgen voor de relatie van mensen met 
hun lichaam. Deze schadelijke invloed van vroege trauma’s op het gebied van 
lichamelijkheid wordt vaak over het hoofd gezien en krijgt tot nu toe weinig aandacht in 
het onderzoek naar de gevolgen van psychotrauma. De in hoofdstuk 5 gepresenteerde 
studie had tot doel de lichaamsattitude (DBIQ-NL) te onderzoeken bij een groep 
vroeggetraumatiseerde vrouwelijke patiënten, en daarnaast twee andere aspecten van 
lichaamsbeleving in kaart te brengen, namelijk lichaamstevredenheid – gemeten met 
de Body Cathexis Scale (BCS) – en lichaamsbewustzijn – gemeten met de Somatic 
Awareness Questionnaire (SAQ). De analyses lieten ernstige beschadigingen zien 
op alle drie zelfgerapporteerde aspecten van lichaamsbeleving. Er werden sterke 
verbanden gevonden tussen lichaamsattitude en lichaamstevredenheid, terwijl de 
verbanden tussen lichaamsattitude en lichaamsbewustzijn matig waren en die tussen 
lichaamstevredenheid en lichaamsbewustzijn zwak.

De uitkomsten van dit onderzoek vormen een krachtige aanbeveling om het 
meten  van lichaamsbeleving op te nemen in reguliere diagnostische procedures bij 
vrouwen met een geschiedenis van vroeg trauma. Bovendien lijkt het noodzakelijk om 
expliciet aandacht te geven aan negatieve lichaamsbeleving als integraal onderdeel van 
traumabehandeling. 

Voor hoofdstuk 6 onderzochten we de lichaamsbeleving bij klinisch depressieve 
patiënten, die vaak melding maken van een breed scala aan symptomen die gerelateerd 
zijn aan veranderingen in de subjectieve ervaring van hun lichaam. We hebben 
de lichaamsbeleving bij deze patiënten vóór en na multidisciplinaire behandeling 
onderzocht. Net als in hoofdstuk 5 werden drie gebieden van lichaamsbeleving gemeten. 
In het algemeen nam na behandeling de depressiescores substantieel af, terwijl de scores 
voor lichaamsbeleving en voor lichaamstevredenheid beide significant toenamen. Bij 
patiënten bij wie de depressie in remissie was aan het einde van de behandeling zagen we 
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een positievere lichaamsattitude en een hogere lichaamstevredenheid dan bij patiënten 
bij wie dat niet zo was. Verrassend genoeg werd er geen significante verbetering in 
lichaamsbewustzijn vastgesteld. 

Correlaties tussen depressiescores en scores voor zowel lichaamsattitude als 
lichaamstevredenheid waren aan het begin en aan het einde van de behandeling matig 
sterk. De partiële correlatie aan het einde van de behandeling (gecorrigeerd voor de score 
aan het begin van de behandeling) was matig sterk tot sterk. Deze resultaten duiden 
op een interessant en robuust verband tussen deze aspecten van lichaamsbeleving en 
de ernst van de depressie, een verband dat nader onderzocht dient te worden. Voor 
lichaamsbewustzijn werd een dergelijke samenhang met de ernst van depressie niet 
gevonden. 

7.2. De DBIQ-NL als instrument voor zelfrapportage van lichaamsattitude bij 
patiënten met psychische stoornissen 
Voor de studies in dit proefschrift kozen we voor de DBIQ om lichaamsattitude te 
meten. Met dit instrument kan een breed gebied aan attitudes ten opzichte van het eigen 
lichaam worden gemeten. De DKB bevat ook subschalen om de attitude ten opzichte 
van lichamelijk contact te meten en seksuele tevredenheid te evalueren, beide belangrijke 
thema’s die nauwelijks aan bod komen in andere zelfrapportage-instrumenten op het 
gebied van lichaamsbeleving. In dit gedeelte van de algemene discussie bespreken we 
eerst enkele psychometrische kenmerken van de DBIQ-NL. Daarna evalueren we de 
uitkomsten van de DBIQ-NL en subschalen met betrekking tot lichaamsattitude bij 
patiënten met psychische stoornissen.

Psychometrische kenmerken van de DBIQ-NL 
De DBIQ-NL heeft een goede interne consistentie, voldoende test-hertest betrouwbaarheid 
en adequate begripsvaliditeit. Onderzoek naar de meetinvariantie van de DBIQ-NL liet 
zien dat de schaalscores vergeleken kunnen worden tussen de somatoforme en niet-
klinische groep, tussen vrouwen en mannen in de somatoforme groep en niet-klinische 
groep en tussen ouderen en jongeren in de niet-klinische groep. Alhoewel evaluatie van 
meetinvariantie intussen gebruikelijk is voor zelfrapportage-instrumenten, werd dit tot 
nu toe zelden toegepast binnen onderzoek naar Nederlandstalige instrumenten voor het 
meten van lichaamsbeleving. 

Bij de niet-klinische groep bleken vier items niet geheel invariant. Voor sekse item 
19 ( ‘Ik hou er niet van dat iemand mij aanraakt’) en item 30 (‘Er zijn maar weinig 
mensen die mij mogen aanraken’) voor leeftijd item 28 ( ‘Als ik iets aan mijn lichaam 
zou kunnen veranderen, zou ik dat doen’) en voor sekse en leeftijd item 15 (‘Ik kies 
bewust kleding die de vorm van mijn lichaam verbergt’). Item 15 was ook niet invariant 
voor sekse in de groep patiënten met een somatoforme stoornis. Item 1 (‘Ik beweeg me 
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sierlijk.’) en item 7 (‘In veel situaties ben ik tevreden met mijn lichaam.’) waren niet 
invariant in de groep patiënten met een somatoforme stoornis en de vergelijkingsgroep. 
Het valt op dat de twee items die in de niet-klinische groep voor sekse niet invariant 
waren, tot de subschaal lichamelijk contact behoren. Mannen en vrouwen kunnen 
de betekenis van deze items mogelijk anders interpreteren aangezien in beide items 
aanraking door anderen centraal staat, en vrouwen vaker dan mannen te maken krijgen 
met ongewenste aanrakingen. We hebben ervoor gekozen alle items te behouden omdat 
de impact van de bovengenoemde items op de subschaalscores en op de totaalscores 
gering bleek. Dit neemt niet weg dat bij onderzoek dat zich richt op verschillen tussen de 
seksen in beleving van lichamelijk contact, of op lichaamsacceptatie onder verschillende 
leeftijdsgroepen, een score die berekend wordt zonder de items die inbreuk maken op 
de invariantie beter zou zijn. 

Een andere resultaat is dat de DBIQ-NL in de verschillende studies steeds matig 
sterke tot sterke correlaties te zien gaf met uitkomstmaten voor eigenwaarde, kwaliteit van 
leven en zelfgerapporteerde psychische gezondheid. Interessant zijn de bijzonder sterke 
correlaties met psychische gezondheid, zoals gemeten met de Outcome Questionnaire 
(OQ-45) [4]. Met de OQ-45 wordt in kaart gebracht hoe iemand functioneert op 
drie voor de geestelijke gezondheid relevante gebieden, namelijk symptomatische 
distress, interpersoonlijke relaties en sociale rol. Deze vragenlijst wordt in de geestelijke 
gezondheidszorg in Nederland veelvuldig gebruikt bij het meten van behandelresultaten 
via de zogenaamde Routine Outcome Measurement (ROM) [5]. Het is relevant om 
de genoemde verbanden nader te onderzoeken aangezien meer specifieke kennis van 
belang is voor het inzetten van interventies die ten doel hebben de lichaamsattitude en 
daarmee de geestelijke gezondheid te verbeteren. 

Tot slot moet worden opgemerkt dat in het niet-klinische sample de verdeling van  
sekse en leeftijd enigszins afweek van die in de Nederlandse populatie. Dit betekent 
dat de gegevens niet geschikt zijn voor het berekenen van normscores, maar ze kunnen 
wel worden gebruikt voor vergelijkingsdoeleinden. Naar verwachting zullen er binnen 
niet al te lange tijd normscores beschikbaar komen, aangezien er binnen het project 
HoeGekIsNL, waarin de geestelijke gezondheid van de Nederlandse bevolking wordt 
onderzocht, gegevens uit een representatieve steekproef zijn verzameld [6].

De DBIQ-NL als meetinstrument voor lichaamsattitude bij patiënten met psychische 
stoornissen
Lichaamsattitude bleek bij alle groepen patiënten met psychische stoornissen die 
in het kader van dit proefschrift werden onderzocht negatief beïnvloed. Dit is in 
overeenstemming met de weinige studies waarin de lichaamsattitude van patiënten 
met een psychische stoornis wordt vergeleken met die van een gezonde controlegroep 
[7, 8]. Het in hoofdstuk 3 gepresenteerde onderzoek onder een groep patiënten met 
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verschillende psychische stoornissen, gaf grote verschillen in DBIQ-NL-scores te zien 
tussen de patiënten en respondenten in een vergelijkingsgroep. Bovendien werden 
verschillen in DBIQ-NL-scores gevonden tussen de verschillende diagnostische 
categorieën. Maar interpretatie van resultaten in de specifieke diagnostische groepen 
werd beperkt door de heterogeniteit van de onderzochte groep. Daarom concentreren we 
ons in de huidige  bespreking op de bevindingen uit de onderzoeken onder de grotere, 
duidelijk omlijnde en homogene groepen patiënten met een somatoforme stoornis, 
vroegkinderlijk trauma of een depressie (hoofdstukken 4-6). In deze drie diagnostisch 
homogene groepen, waren de gemiddelde DBIQ-NL-scores van patiënten minimaal 
één punt lager dan de scores van de respondenten in de vergelijkingsgroep, waarbij de 
vrouwelijke patiënten met vroeg trauma het laagst scoorden. 

In de volgende paragrafen worden de verschillen in DBIQ-NL-scores op de 
respectievelijke subschalen tussen patiënten met een somatoforme stoornis, depressie 
of vroeg trauma, en de respondenten uit de vergelijkingsgroep samengevat en 
geëvalueerd. Daarnaast gaan we in op verschillen tussen deze diagnostische groepen. 
Genderverschillen bespreken we in een aparte paragraaf.

Subschaal lichaamsacceptatie
Lichaamsacceptatie kan worden beschouwd als een kernelement van lichaamsattitude 
[9]: in praktisch alle bestaande metingen van lichaamsattitude is een subschaal 
opgenomen voor het meten van dit aspect [10]. In ons onderzoek zagen we bij patiënten 
met een somatoforme stoornis en bij patiënten met een depressie een aanzienlijk lagere 
lichaamsacceptatie dan bij de personen in de vergelijkingsgroep. De beide groepen 
patiënten scoorden bijna één punt lager. Vroeggetraumatiseerde vrouwen scoorden het 
laagst, met een verschil van anderhalf punt.

Subschaal vitaliteit 
Patiënten in alle drie patiëntgroepen scoorden significant lager op vitaliteit dan 
de personen in de vergelijkingsgroep, met verschillen van ongeveer één punt voor 
patiënten met een depressie en vroeg trauma, en anderhalf punt voor patiënten met 
een somatoforme stoornis. Interessant is dat uit deze uitkomsten blijkt dat een ervaring 
van weinig vitaliteit zeker niet alleen voorkomt bij stemmingsstoornissen, maar dat 
het een algemeen probleem is bij patiënten met een psychische stoornis – en bij een 
somatoforme stoornis zelfs problematischer dan bij een depressie.

Subjectieve vitaliteit moet uiteraard onderscheiden worden van objectief gemeten 
vitaliteit of fysieke fitheid. Het is nog onduidelijk hoe subjectieve vitaliteit en objectief 
gemeten fysieke fitheid zich tot elkaar verhouden. Het is aannemelijk dat een lage 
subjectieve vitaliteit belemmerend werkt om fysieke activiteiten te ondernemen 
die gezondheid en vitaliteit bevorderen. Uit een recente meta-analyse blijkt dat 
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lichaamsbeweging (exercise) een aantoonbaar effectieve interventie bij depressie is 
[11]. Lichaamsbeweging onder leiding van professionals met een relevante opleiding, 
zoals leerkrachten lichamelijke opvoeding en fysiotherapeuten, leverden de grootste 
verbeteringen op. Het blijft onduidelijk of deze professionals zich ook specifiek richten 
op subjectieve vitaliteit. Met betrekking tot PTSS rapporteerden Rosenbaum et al. [12] 
een aantal voorlopige bevindingen over de gunstige invloed van lichaamsbeweging op 
PTSS-symptomen. Naar het effect van lichaamsbeweging op somatoforme symptomen 
is geen onderzoek gedaan. 

Subschaal zelfwaardering
Met het oog op recente socioculturele ontwikkelingen waarbij actief een positieve 
lichamelijke identiteit wordt geconstrueerd door veranderingen aan het lichaam aan te 
brengen, zoals plastische chirurgie, tatoeages en piercings, beschrijven Pöhlmann et al. 
[10] de subschaal zelfwaardering als een belangrijk nieuw aspect van lichaamsattitude. 
Pöhlmann en Joraschky [13] wijzen erop dat er verbanden zijn tussen deze subschaal en 
lichaamsnarcisme. Ze benoemen de Funktionalisierung des Körpers als een element dat 
in de eenentwintigste eeuw steeds belangrijker wordt voor eigenwaarde en identiteit. 
Volgens deze auteurs zijn plastische chirurgie, tatoeages en piercings moderne manieren 
om het gevoel van lichamelijke eigenwaarde te vergroten. Tatoeages en piercings 
worden ook gebruikt om het lichaam als het ware terug te winnen na traumatische 
ervaringen [14] en kunnen op die manier een gevoel van vervreemding van het eigen 
lichaam als gevolg van seksueel geweld of lichamelijke mishandeling tenietdoen [15]. 
Lichaamsmodificaties kunnen echter ook pathologisch en zelfdestructief zijn [16]. 
Ze kunnen ook simpelweg het gevolg zijn van een gebrek aan kennis over hoe een 
gemiddeld lichaam eruit ziet [17].

Actief de waardering van het eigen lichaam verhogen, blijkt niet iets wat de patiënten 
uit de onderzochte groepen graag doen. Zij scoren op de subschaal zelfwaardering lager 
dan de respondenten in de vergelijkingsgroep: circa 0,8 punt lager bij de groep met 
een somatoforme stoornis en bij de groep met depressie, en 1,2 punt lager bij de groep 
met trauma’s. Voor depressie komen de uitkomsten van ons onderzoek overeen met de 
in de fenomenologische psychopathologie algemeen geldende visie op het depressieve 
lichaam; daarin wordt ervan uitgegaan dat depressies het belichaamd contact met 
de wereld belemmeren. De uitermate lage scores bij vroeg getraumatiseerde vrouwen 
kunnen verband houden met schaamte, in het bijzonder schaamte over het lichaam, die 
wordt beschreven als een negatieve sociale emotie die vaak aanwezig is bij patiënten met 
vroeg trauma [18, 19]. 

PSM 20180319 Proefschrift Scheffers.indd   157 10-04-18   15:21



Chapter 8

158

Subschaal seksuele tevredenheid
Seksualiteit is gerelateerd aan lichaamsbeleving en is vaak een problematisch thema 
bij patiënten met psychische stoornissen [20, 21], terwijl de attitude ten opzichte van 
seksualiteit zelden wordt gemeten. De DBIQ vormt hierop een welkome uitzondering. 
Zowel patiënten als hulpverleners zijn vaak terughoudend in het bespreken van 
problemen rond seksualiteit. In die terughoudendheid kunnen ook religieuze of 
culturele achtergronden een rol spelen. Door gebruik te maken van een zelf in te vullen 
vragenlijst om de beleving van seksualiteit aan de orde te stellen, kan het zowel voor de 
patiënt als voor de therapeut gemakkelijker worden om aandacht te schenken aan dit 
relevante thema [20]. 

Op de subschaal seksuele tevredenheid scoorden patiënten met een somatoforme 
stoornis 1,2 punt lager dan de respondenten in de vergelijkingsgroep. Vrouwen met 
vroeg trauma scoorden zelfs twee punten lager, wijzend op veel problematiek rond 
seksualiteitsbeleving bij deze groep. Deze scores onderstrepen dus hoe belangrijk het 
is om het thema seksualiteit in de behandeling aan de orde te stellen. Met betrekking 
tot traumabehandeling stellen O’Driscoll en Flanagan [22] in een review over seksuele 
problemen volgend op seksueel trauma dat reguliere psychologische behandeling van 
PTSS geen soelaas biedt voor seksuele problemen en dat het thema ‘seksualiteit’ daarom 
specifiek aan de orde moet worden gesteld. In hun review over seksueel disfunctioneren 
bij patiënten met PTSS concluderen ook Yehuda, Lehrne en Rosenbaum [23] dat binnen 
de behandeling van PTSS speciaal aandacht moet zijn voor seksuele problematiek. In 
hun evaluatie van de gevolgen van oorlogsgerelateerd seksueel geweld concluderen Ba 
en Bhopal [24] dat aantal en kwaliteit van de gepubliceerde studies niet in verhouding 
staan tot de significantie van het probleem.

Helaas zien we de terughoudendheid van getraumatiseerde en depressieve patiënten 
rond seksualiteit terug in de ‘missing data’ bij deze subschaal. In de groep van depressieve 
patiënten ontbraken voor de subschaal seksuele tevredenheid zoveel gegevens dat we 
deze subschaal moesten uitsluiten van onze analyses. Voor een substantiële groep 
patiënten is de inhoud van deze subschaal mogelijk te veel gerelateerd aan traumatische 
ervaringen [21]. 

Subschaal lichamelijk contact
In de psychiatrie is lichamelijk contact, vooral in de context van de therapeutische 
relatie, een taboe [25, 26]. Helaas wordt het thema ‘aanraken’ ook in het diagnostisch 
proces zelden aan de orde gesteld, terwijl aanraken en aangeraakt worden problematisch 
kunnen zijn voor patiënten. Orbach en Mikulincer [27] vormen met het opnemen van 
een subschaal voor aanraken in hun vragenlijst over ‘body investment’ een uitzondering. 
De auteurs noemen ook het belang van de manier waarop ouders lichamelijk contact 
met kinderen vormgeven en het effect dat dit op iemands leven kan hebben.
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Ook de DBIQ-NL heeft een subschaal ‘lichamelijk contact’. Gezien de lage scores 
op deze subschaal bij de onderzochte groepen patiënten, met extreem lage scores voor 
de groep patiënten met een trauma, verdient de houding van patiënten ten opzichte van 
aanraken en aangeraakt worden zeker meer aandacht. Lichamelijk contact heeft duidelijk 
negatieve connotaties bij patiënten met een geschiedenis van seksueel trauma bij wie 
aanraking geseksualiseerd werd en die de controle erover ontnomen werd. Bovendien 
toont Porges [28] in zijn ‘polyvagal theory’ aan dat bij trauma’s de gebruikelijke (aan 
zoogdieren eigen) neiging om zich sociaal te gedragen, zoals steun zoeken in lichamelijk 
contact, wordt geblokkeerd. Dit perspectief is relevant voor het begrijpen van de lage 
scores voor lichamelijk contact bij traumapatiënten, en ondersteunt ook het belang van 
het thematiseren van aanraken en aangeraakt worden in de behandeling. 

Genderverschillen 
In overeenstemming met studies in andere niet-klinische groepen [29], waren de 
genderverschillen op de subschalen in onze niet-klinische groep laag tot gemiddeld, 
waarbij mannen hoger scoorden op lichaamsattitude dan vrouwen en de grootste 
verschillen gevonden werden op de subschaal seksuele tevredenheid.  Ook bij de 
groepen patiënten scoorden mannen op de meeste subschalen hoger dan vrouwen, met 
de grootste verschillen op lichaamsacceptatie en seksuele tevredenheid. Opmerkelijk 
genoeg werden geen significante genderverschillen gevonden op de subschaal ‘vitaliteit’ 
bij patiënten met een somatoforme stoornis, een resultaat dat ook werd gevonden 
bij patiënten die lijden aan het chronisch vermoeidheidssyndroom [30]. Ondanks 
deze laatste uitkomst kan  lichaamsattitude worden beschouwd als een aan gender 
gerelateerd fenomeen, zowel in niet-klinische als klinische groepen, wat pleit voor een 
gendersensitieve benadering van diagnostiek en behandeling [31]. 

Conclusie
De DBIQ-NL en de bijbehorende subschalen verschaffen niet alleen specifiek en relevant 
inzicht in verschillen tussen patiënten met psychische stoornissen en respondenten in een 
vergelijkingsgroep, maar ook in verschillen tussen stoornissen. Dankzij de subschalen 
verschaft de vragenlijst bovendien nuttige informatie over lichaamsgerelateerde thema’s 
die uitermate relevant zijn, maar niet vaak aan de orde worden gesteld.

7.3. Lichaamswaardering en lichaamsbewustzijn; verbanden tussen aspecten 
van lichaamsbeleving
In de in hoofdstuk 5 en 6 besproken studies werd niet alleen lichaamsattitude 
onderzocht, maar onderzochten we ook tevredenheid met en het zich bewust zijn van 
het eigen lichaam. In de Body Cathexis Scale (BCS) wordt de mate van tevredenheid 
met lichaamsdelen en -processen op concrete wijze geoperationaliseerd. Het belang van 
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evaluatie van zowel lichaamsdelen als lichaamsfuncties  wordt ondersteund door recente 
studies naar lichaamstevredenheid bij vrouwen. Uit deze studies blijkt namelijk dat de 
lichaamstevredenheid groter is wanneer het lichaam niet alleen in termen van uiterlijk 
geëvalueerd wordt, maar ook in termen die betrekking hebben op lichaamsfuncties 
[32-34]. 

Wij brachten de tevredenheid met het eigen lichaam in kaart in de studies onder 
depressieve patiënten (hoofdstuk 5) en onder vrouwelijke patiënten met vroeg trauma 
(hoofdstuk 6). De BCS werd ook gebruikt bij het onderzoek naar de begripsvaliditeit 
van de DBIQ-NL in de niet-klinische groep. Patiënten in de respectievelijke klinische 
groepen waren significant minder tevreden met hun lichaam dan de respondenten 
in de niet-klinische groep. Vrouwen in de onderzochte groep met depressie en de 
groep met vroeg trauma scoorden even laag als vrouwen met een eetstoornis [35]. Dit 
is een opmerkelijke uitkomst gezien de gangbare opvatting dat bij eetstoornissen de 
tevredenheid met het eigen lichaam het meest is aangetast. 

In de studies naar depressie (hoofdstuk 5) en vroeg trauma (hoofdstuk 6) werd 
ook lichaamsbewustzijn, in de SAQ gedefinieerd als de mate van bewustzijn van en 
gevoeligheid voor de interne processen en de toestand van het eigen lichaam, gemeten 
[36]. We vonden in deze studies opmerkelijk genoeg geen aanwijzingen voor de 
verminderde perceptie en inadequate interpretatie van lichaamssignalen, die Harshaw 
[37] rapporteerde als belangrijk symptoom van depressieve stoornissen. Scores op de 
SAQ bij depressieve patiënten verschilden nauwelijks van die in een niet-klinische groep, 
en het verband met de ernst van depressies was laag. De SAQ meet de centrale aspecten 
van interoceptief bewustzijn. Mehling et al. [38] stelden echter voor om interoceptief 
bewustzijn breder te formuleren en bijvoorbeeld ook de interpretatie van de perceptie en 
het reguleren van aandacht op te nemen. Zij introduceerden een breder instrument, de 
Multidimensional Assessment of Interoceptive Awareness (MAIA) [39]. In vergelijking 
met de SAQ verschaft dit instrument wellicht meer informatie voor beoordeling van 
het verband tussen lichaamsbewustzijn en psychopathologie. Misschien kan het ook 
licht werpen op de mogelijkheid dat niet het lichaamsbewustzijn ‘als zodanig’ verstoord 
is, maar dat lichaamssignalen negeren en vermijden erop te reageren, centraal staan in 
lichaamsbewustzijn bij depressies. 

Wat betreft lichaamsbewustzijn bij op jonge leeftijd getraumatiseerde vrouwen, 
leveren onze resultaten het eerste empirische bewijs voor een significant lager 
zelfgerapporteerd lichaamsbewustzijn bij deze patiënten in vergelijking met de vrouwen 
in een controlegroep. In overeenstemming met theoretische modellen voor dissociatie 
[40, 41] waarin lichaamsbewustzijn en dissociatie worden gezien als met elkaar in 
verband staand, zien we dat de lage scores op lichaamsbewustzijn bij vrouwen met 
vroeg trauma gepaard gaan met een over de hele linie hoge frequentie van dissociatieve 
symptomen.
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Verbanden tussen aspecten van lichaamsbeleving
In de classificatie van lichaamsbeleving die in dit proefschrift wordt gebruikt, zijn de 
gebieden attitude, tevredenheid en bewustzijn naast elkaar geplaatst als verschillende 
aspecten van de subjectieve beleving van het eigen lichaam. Dit neemt niet weg dat deze 
gebieden elkaar op een bepaalde manier kunnen overlappen. Om deze overlapping na 
te gaan hebben we de verbanden tussen de drie gebieden onderzocht. Zoals hierboven 
al gemeld werd er een matig verband gevonden tussen lichaamstevredenheid en 
lichaamsattitude in de niet-klinische groep en in de depressiegroep , terwijl dit verband 
sterk was bij de traumagroep. Verbanden tussen lichaamsattitude en lichaamsbewustzijn 
waren zwak bij zowel de niet-klinische als de depressiegroep, en matig bij de traumagroep. 
Verbanden tussen lichaamstevredenheid en lichaamsbewustzijn waren in alle drie 
groepen zwak. 

De onderlinge verbanden tussen de verschillende gebieden van lichaamsbeleving 
zijn mogelijk sterker bij de traumagroep omdat vroege trauma’s een diepgaande en 
alomvattende invloed op het lichaam hebben [42]. Opmerkelijk genoeg is in de niet-
klinische groep de minste samenhang tussen de aspecten van lichaamsbeleving te zien. 
Mogelijk worden aspecten van lichaamsbeleving bij geringe, min of meer alledaagse 
problemen, meer separaat beïnvloed. Wanneer de relatie tot iemands lichaam op een 
wezenlijker, ernstiger manier verstoord is, dan zouden de gevolgen zich over meer 
aspecten kunnen uitstrekken. Verbanden zijn wellicht ook stoornisafhankelijk; dit 
dient in grotere groepen nader onderzocht te worden.

7.4. De relevantie van lichaamsattitude bij psychische stoornissen
De in dit proefschrift beschreven studies laten zien dat lichaamsattitude, beschouwd als 
een hoofdaspect van subjectieve lichaamsbeleving, bij een groot aantal diagnostische 
categorieën negatief is beïnvloed. Verstoring van de lichaamsattitude is daarmee een 
algemene factor bij psychische stoornissen en is zeker niet beperkt tot aan het uiterlijk 
gerelateerde stoornissen. De beleving van het lichaam als ‘mijn lichaam’ en een positieve 
houding ten opzichte van het eigen lichaam worden in een vroeg stadium van de 
ontwikkeling verworven, op grond van lichamelijke ervaringen en duidelijk gedefinieerde 
grenzen tussen zelf en de ander. De ontwikkeling tot subjectief individu is gebaseerd 
op de lichamelijke ervaringen in het contact met ouders en/of verzorgers [43]. Onze 
bevindingen ten aanzien van een verstoorde lichaamsattitude als gemeenschappelijke 
factor bij verschillende diagnoses kunnen vanuit dit ontwikkelingsperspectief worden 
begrepen. 

Traumatische ervaringen op jonge leeftijd, zoals seksuele, fysieke of emotionele 
mishandeling en fysieke en emotionele verwaarlozing, worden in verband gebracht met 
diverse psychische stoornissen bij volwassenen [44, 45]. Het is dan ook belangrijk om 
te kijken naar de rol van een verstoorde of beschadigde lichaamsbeleving als gevolg van 
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dergelijke ervaringen. Een verstoorde lichaamsattitude kan worden beschouwd als een 
transdiagnostische factor, een factor die een rol speelt bij verschillende diagnostische 
categorieën [46]. Lichaams- en bewegingsgerichte interventies die tot doel hebben de 
lichaamsbeleving te verbeteren kunnen dus belangrijk zijn in de behandeling van een 
brede groep (ernstige) psychische stoornissen. Hoewel het concept transdiagnostische 
factoren de laatste jaren populair is geworden [47], is lichaamsbeleving nog niet 
gekwalificeerd als transdiagnostische categorie, behalve misschien onlangs door Pezzoli, 
Antfolk en Santtila [48] die voorstelden om een ‘lichaamsfactor’ als transdiagnostische 
factor op te nemen. Op grond van factoranalytische evaluaties van een groot Fins 
bevolkingsonderzoek (> 10.000 personen), hebben de auteurs de vaak gebruikte 
internaliserende-externaliserende metastructuur van psychopathologie uitgebreid door 
een derde, lichaamsgerelateerde, factor voor te stellen. Deze factor is nog wat onduidelijk  
gedefinieerd en omvat aan het uiterlijk gerelateerde aspecten, eetgedrag en seksuele 
problemen. Dit betekent dat deze factor in de huidige vorm niet vergelijkbaar is met 
onze invulling van lichaamsbeleving. Het is niettemin hoopgevend dat er gesproken 
wordt over een lichaamsgerelateerde factor, en het zou de moeite waard zijn om grote 
klinische groepen te evalueren met een dergelijk drie-factoren-model.

Lichaamsbeleving en seksueel trauma 
Bij vrouwen met een op jonge leeftijd opgelopen trauma – vier van de vijf vrouwen 
gaven aan dat het om seksueel trauma gaat – is de beschadiging het ernstigst. Zij 
hebben de twijfelachtige eer niet alleen het laagst te scoren op lichaamsattitude 
en lichaamstevredenheid, maar ook op lichaamsbewustzijn. De in dit proefschrift 
beschreven verstrekkende en complexe gevolgen die op jonge leeftijd opgelopen trauma’s 
hebben op de relatie van vrouwen met hun lichaam, komen overeen met de uitkomsten 
van andere studies [7, 49], hoewel vergelijkingsgegevens voor lichaamsbewustzijn 
ontbreken. De scores op seksuele tevredenheid waren extreem laag, een bevestiging van 
bevindingen uit eerdere studies dat seksueel misbruik een zeer negatieve invloed heeft 
op lichaam en seksualiteit [50]. Ondanks de aantoonbaar verwoestende effecten van 
seksueel trauma op hoe vrouwen hun lichaam ervaren, zijn de gangbare interventies 
voor de behandeling van seksueel trauma voornamelijk cognitief georiënteerd [51-
53] en omvatten ze zelden lichaamsgerichte interventies. De bevindingen van ons 
onderzoek tonen aan dat het thema ‘lichaamsbeleving’ geïntegreerd moet worden in 
traumabehandeling. 

Gunstige en ongunstige ontwikkelingen voor erkenning van lichaamsbeleving bij psychische 
stoornissen
Er komt steeds meer aandacht voor de verbanden tussen lichamelijke en geestelijke 
gezondheid [54]. De vraag blijft – we stelden hem al eerder – waarom het lichaam, 
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in de zin van de subjectieve ervaringen van het lichaam, vergeten lijkt te worden bij 
psychiatrische diagnose en behandeling. Volgens Gaete en Fuchs [55] zou een van de 
redenen kunnen zijn dat cognitieve gedragstheorie en gedragstherapie steeds meer in 
zwang zijn geraakt, waardoor de nadruk is komen te liggen op de cognitieve aspecten 
die ten grondslag liggen aan hoe psychische stoornissen tot stand komen en hoe ze 
zouden kunnen worden behandeld.

Een bijkomend fenomeen is de nadruk die in de Westerse samenleving wordt 
gelegd op uiterlijk, zoals beschreven door Pöhlmann en Joraschky [13]. Die nadruk 
valt samen met en kan worden versterkt door de toenemende mogelijkheden om via 
cosmetische ingrepen wijzigingen aan het lichaam aan te brengen. Een dergelijk sociaal 
klimaat is niet bevorderlijk voor aandacht voor lichamelijkheid zoals in dit proefschrift 
gedefinieerd.

We zien gelukkig ook dat in een aantal benaderingen en ontwikkelingen specifieke 
aandacht voor lichaamsbeleving wordt ondersteund. Tot op zekere hoogte wordt zowel 
in persoonsgerichte benaderingen [56, 57] als in psychodynamisch georiënteerde 
theorieën [58] het belang van lichamelijke ervaringen erkend, waardoor lichaamsbeleving 
mogelijk nadrukkelijker aan de orde komt in de behandeling. Bovendien neemt de 
lichaamsgerichte psychotherapie steeds meer – zij het langzaam – afstand van haar vage 
‘biologistische’ wortels en gaat ze meer in de richting van een empirisch onderbouwde 
ervaringsgerichte therapievorm met lichaamsbeleving als uitgangspunt [59].

Ten slotte kunnen fenomenologische psychopathologie en het concept van 
‘embodiment’ ertoe bijdragen dat er meer nadruk op lichaamsbeleving wordt gelegd. 
Volgens de fenomenologische psychopathologie staat de subjectieve beleving van 
het lichaam centraal in hoe een individu zichzelf in de wereld ervaart [60, 61]. Het 
lichaam is een centraal element ook in psychopathologie omdat het functioneert als 
medium en achtergrond van onze ervaringen. De Haan [63] beschouwt lichaams- en 
bewegingsgerichte interventies als een belangrijke aanvulling op de overwegend  verbale 
en cognitieve behandeling van problemen op het gebied van geestelijke gezondheid. Zij 
baseert zich  hierbij op Merleau-Ponty [62] die in zijn fenomenologische benadering 
het ‘lichamelijk in de wereld zijn’ centraal stelt en interactie met de omgeving eerst 
en vooral ziet als een op lichaam en beweging gebaseerde intentionele interactie. Ze is 
ook van mening dat fenomenologische analyses van lichaams- en bewegingsgerichte 
interventies kunnen bijdragen aan theorieën over ‘embodiment’ en kunnen worden 
gebruikt om nieuwe hypotheses te toetsen [64].

7.5. Aanbevelingen
Uit de studies  die in dit proefschrift worden beschreven, blijkt dat de DBIQ-NL 
een betrouwbaar en valide instrument is. De studies geven tevens meer inzicht in de 
facetten waaruit lichaamsattitude is opgebouwd en hoe deze facetten negatief beïnvloed 
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zijn bij verschillende groepen patiënten. Om uitvoeriger informatie te krijgen over de 
ernst van de verstoring van lichaamsattitude bij patiënten, verdient het aanbeveling 
om meting van lichaamsattitude te integreren in reguliere diagnostiek beoordelingen 
én op te nemen in de Routine Outcome Measurement (ROM). Door meer informatie 
te verzamelen over lichaamsattitude in samenhang met psychopathologie kunnen we 
te weten komen bij welke groepen of subgroepen patiënten de grootste verstoringen in 
lichaamsattitude optreden. Dit kan mogelijkheden bieden om lichaamsattitude in een 
vroeg stadium van de behandeling aan de orde te stellen.

Het opnemen van lichaamsattitude als vast thema in de algemene diagnostiek, 
kan bovendien patiënten en therapeuten helpen om actief behandelthema’s rond 
lichaamsattitude te formuleren. Op die manier wordt de communicatie tussen 
patiënt en therapeut verbeterd zodat zij gezamenlijk tot een besluit kunnen komen 
over behandeldoelen, de zogenaamde Shared Decision Making (SDM) [65]. Zo’n 
gezamenlijke besluitvorming is relevant omdat de patiënt op deze wijze de regie meer 
in handen kan nemen. Op basis van de bevindingen in dit proefschrift kunnen we 
stellen dat het bij lichaamsgerelateerde problemen juist nog belangrijker is regie en 
‘empowerment’ te ervaren.

Uit de resultaten van de subschaal vitaliteit van de DBIQ-NL komen vragen naar 
voren komen die nader onderzoek verdienen. Ten eerste is onduidelijk hoe subjectieve 
vitaliteit zich verhoudt  tot objectieve vitaliteit en fysieke fitheid Met het oog op fysieke 
fitheidstraining als interventie voor depressieve patiënten is het echter wel belangrijk 
dat die relatie aandacht krijgt. Ten tweede, tegenover de significante genderverschillen 
voor vitaliteit in de niet-klinische steekproef roept het ontbreken van genderverschillen 
bij de somatoforme groep op het gebied van vitaliteit vragen op over de verschillende 
manieren waarop somatoforme stoornissen tot uiting komen bij mannen en vrouwen.

Ook de verbanden tussen lichaamsattitude, lichaamstevredenheid en 
lichaamsbewust  als aparte, maar mogelijk ook elkaar overlappende gebieden van 
lichaamsbeleving, waren onderwerp van dit proefschrift. De bevindingen waren niet 
eenduidig en we namen aan dat onderlinge verbanden per stoornis kunnen verschillen. 
Deze aanname moet getoetst worden in grotere groepen dan tot nu toe beschikbaar. 
Beantwoording van de vraag of, en zo ja, hoe deze gebieden in specifieke stoornissen 
onderling verstrengeld zijn, kan bijdragen aan de ontwikkeling van ‘op maat’ lichaams- 
en bewegingsgerichte interventies. 

Longitudinaal onderzoek naar lichaamsbeleving met covariaten die, naast sekse 
en leeftijd, invloed hebben op iemands identiteit en lichamelijk in de wereld zijn, zoals 
ras, religie, cultuur, seksuele voorkeur, beroep en sociaaleconomische status, kan ook 
bijdragen aan nieuwe inzichten over de wijze waarop de geestelijke gezondheid van 
individuen wordt beïnvloed. 
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Klinische implicaties
De DBIQ-NL kan psychomotorische therapeuten en andere lichaams- en 
bewegingsgerichte therapeuten in Nederlandstalige landen helpen om klinische 
bevindingen op het gebied van negatieve lichaamsattitude van patiënten ook 
wetenschappelijk te onderbouwen. Om de invloed van psychomotorische interventies 
op lichaamsattitude te onderzoeken is het bovendien cruciaal om een instrument te 
hebben waarmee de veranderingen in lichaamsattitude kunnen worden vastgesteld. In 
de huidige politieke en economische context moeten behandelingen die betaald worden 
uit de ziektekostenverzekeringen steeds vaker wetenschappelijk onderbouwd zijn. 
Psychomotorische therapieën worden door patiënten veelal hooggewaardeerd, maar ze 
lopen gevaar omdat onvoldoende empirisch kan worden aangetoond dat ze doeltreffend 
zijn. Naast het feit dat het doen van onderzoek over het algemeen geen favoriete bezigheid 
is van psychomotorische therapeuten, is het ook absoluut niet eenvoudig om binnen een 
multidisciplinaire behandelingsaanpak de toegevoegde waarde van psychomotorische 
therapie te bepalen. Niettemin werd in recente studies empirische ondersteuning 
gevonden voor het effect van psychomotorische interventies [66-69]. Bovendien wordt 
het steeds belangrijker om te meten vanuit het perspectief van de patiënt, de zogeheten 
‘patient reported outcome measures’ (PROM’s), en dat biedt interessante mogelijkheden 
voor evaluatie van psychomotorische behandeling [70).

Mogelijk als gevolg van het toenemend gebruik van mindfulness en andere 
aandachtgerichte interventies om stress te verminderen [71], lijken psychomotorische 
therapeuten zich steeds meer te richten op lichaamsbewustzijn [69]. Uit de bevindingen 
in dit proefschrift blijkt echter nadrukkelijk hoe belangrijk de aspecten  lichaamsattitude 
en lichaamstevredenheid zijn; het aspect lichaamsbewustzijn moet mogelijk eerst nog 
duidelijker geconceptualiseerd worden.

Uit onze bevindingen komt naar voren dat het aan de orde stellen van lichaamsbeleving 
mogelijk een manier is om psychopathologie bij patiënten met psychische stoornissen te 
beïnvloeden. Daarom dient psychomotorische therapie deel uit te maken van een brede 
multidisciplinaire behandeling. Patiënten zullen baat hebben bij vermindering van wat 
we de disproportionele nadruk op cognitie en verbaliseren zouden kunnen noemen, 
ten gunste van een evenwichtiger behandelaanpak met aandacht voor subjectieve 
lichaamsbeleving en ruimte voor lichaams- en bewegingsgerichte interventies.
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