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ABSTRACT

Objective: The objectives of this study were lo determine the preva-
lence of dissociative symptoms and disorders in an adult outpatient
population with schizophrenia and to study the relationship between
dissociative symploms and positive and negative symptoms of
schizophrenia. Method: Consenting adult outpatients with
schizophrenia from the Kingston Psychiatric Hospital in Kingston,
Ontario, were administered the Dissociative Experiences Scale
(DES). Patients scoring 25 or higher on the DES were inlerviewed
with the Positive and Negative Syndrome Scale (PANSS), and two
interviews for dissociative disorders: the Structured Clinical Interview
for DSM-IV Dissociative Disorders (SCID-D) and the Dissociative
Disorders Interview Schedule (DDIS). Results: 53 patients complel-
ed the DES, and 14 (26 %) scored 25 or greater. The scores on the
DES subscale of absorption and imaginative involvement were sig-
nificantly higher than the scores of the two other DES subscales, for
both the group scoring >25 and also for the study sample as a whole.
The prevalence of dissociative disorders in this poprulation was esti-
mated to be 9%, with dissociative amnesia the only dissociative dis-
order diagnosed. The high DES scorers had a predominance of pos-
itive symptoms as evidenced by a composite index scove (positive
symploms score minus m’gamrr' symptoms score) nj 4.1, p!rrri ng these
patients at the 8O0th percentile, when compared to a normative popr-
ulation of patients with schizophrenia. Conelusions: The finding
of consistently elevated scoves on the absorption and imaginative
involvement subscale of the DES in this sample suggests that the DES
may not be a valid instrument to screen for dissociative disorders
among patients with schizophrenia. However, patients with
schizaphrenia who present with a predominance of positive symp-
toms should be assessed for the presence of a dissociative disorder.
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INTRODUCTION

Dissociative disorders are being recognized as increas-
ingly significant psychiatric conditions (Ross, Anderson,
Fleisher, & Norton, 1991: Saxe etal., 1993; Horen, Leichner,
& Lawson, 1995; Ellason, Ross, Mayran, & Sainton, 1994).
Not only is the primary diagnosis of dissociative disorders
escalating, these disorders are also present as a comorbid
condition in as many as 15-20% of adult psychiatric inpa-
vents (Ross etal., 1991; Saxe etal., 1993; Horen etal., 1995).
However, with many patients receiving numerous different
diagnoses prior to the recognition of a dissociative disorder,
the diagnosis of dissociative disorders is often overlooked
or significantly delayed (Saxe et al., 1993; Steinberg &
Steinberg, 1994). Diagnosis of these conditions is compli-
cated by the tendency for patients to present with symptoms
which resemble other disorders, notably schizophrenia
(Ross et al., 1991; Saxe et al., 1993; Steinberg, Rounsaville,
& Cicchetti, 1990). Patients with schizophrenia and those
with a dissociative disorder such as dissociative identity dis-
order (DID — formerly multiple personality disorder) tend
to present with Schneiderian first-rank symptoms. This
leads to between 26-49% of DID patients receiving a prior
diagnosis of schizophrenia (Gainer, 1994). Schneiderian
first-rank symptoms include delusions, auditory hallucina-
tions, thought insertion /withdrawal, and feelings of exter-
nal control of one’s thoughts, feelings or actions. Recent
evidence has shown that the dissociative population may
endorse these symptoms to a greater extent than do
schizophrenics (Ellason & Ross, 1995). In a study by Ross et
al. (1990), 1739 schizophrenic patients possessed an aver-
age of 1.3 Schneiderian symptoms each, whereas 368 patients
with dissociative identity disorder acknowledged an average
of 4.9 of these symptoms (Ellason & Ross, 1995).

A recently published siudy, which examined the preva-
lence of dissociative disorders in a Canadian adult psychi-
atric inpatient population, found that 29% of patients pos-
sessed dissociative psychopathology, and an estimated 17%
of the patients had a diagnosable dissociative disorder
based on clinical interview criteria (Horen et al., 1995).
However, a major problem with diagnosing dissociative dis-
orders in schizophrenic inpatients was noted because these
patients were often too symptomatic to be assessed proper-
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Iy (Horen et al., 1995). This was evidenced by the finding
that among the group of patients who attempted to com-
plete the DES, but gave contradictory information, 69% were
patients with schizophrenia. The mean DES score for this
group was 40.8. However, the values were not included as
part of the final study due 1o the inconsistencies. This is a
very high DES score which significantly exceeds the cut-off
score of 25 which has been determined to indicate disso-
ciative psvchopathology (Draijer & Boon, 1993).
Furthermore, schizophrenia was a primary diagnosisin 75%
of the patients considered eligible for the study but who did
not participate (refusals by patients or their physicians).
These difficulties in accurately assessing the schizophrenic
population made the results of that study hard to extrapo-
late 1o patients with schizophrenia (Horen etal., 1995). The
objectives of this study were to assess the prevalence of dis-
sociative symptoms and disorders among patients with
schizophrenia and to further our understanding of these
symptoms in this population. This may be of importance as
specific treatment could be used for dissociation where nec-
essary.

METHODS

In the first part of this study, consenting schizophrenic
outpatients at the Kingston Psychiatric Hospital were admin-
istered the Dissociative Experiences Scale (DES) self-report

questionnaire. The DES score was used as an indicator of

the presence of dissociative symptoms.

Patients scoring 25 or greater on the DES were includ-
ed in the second part of this study. Those subjects were inter-
viewed with the Positive and Negative Syndrome Scale
(PANSS), and two interviews for dissociative disorders — the
Structured Clinical Interview for DSM-IV Dissociative
Disorders (SCID-D) and the Dissociative Disorders Interview
Schedule (DDIS). The PANSS test was used to gauge the lev-
els of positive and negative schizophrenic symptoms, while
the SCID-D and the DDIS were emploved to determine both
a Diagnostic and Statistics Manual (DSM-1V) diagnosis for the
dissociative disorders, and also to determine the severity of
these symptoms.

INSTRUMENTS

The Dissociative Experiences Scale (DES) is a brief 28-
item self-report questionnaire which has been used exten-
sively in the field of dissociation (Ellason et al., 1994;
Carlson & Putnam, 1993; Smyser & Baron, 1993). The test-
retest reliability is 0.84; there is good split-half reliabilitv and
good clinical validity (Ross, et al., 1991; Saxe et al., 1993).
Each question on the DES addresses a svinptom of dissocia-
tion which the subject is asked to rate on a scale of 0-100%
according to the frequency with which the symptom is expe-
rienced in dailv life. The DES is designed as a trait measure

of dissociative symptoms with a high score indicating a ten-
dency towards dissociation as opposed to establishing a diag-
nosis of a dissociative disorder. The cut-off score for further
dissociative interviews was chosen to be 25. The reason for
choosing this score was that 25 was judged to be the opti-
mal score for detection of dissociative disorders by Draijer
and Boon (1993), and 25 was the cut-off score in the recent
study examining dissociative disorders in a Canadian psy-
chiatric inpatient population (Horen etal.. 1995: Draijer &
Boon, 1993).

Factor analysis has indicated that the DES produces mea-
surements on three subscales: amnestic dissociation; absorp-
tion and imaginative involvement; and depersonalization
derealization (Carlson & Putnam, 1993). Just as schizophre-
nia has positive and negative symptoms associated with its
disease process, dissociative disorders have different elements
to their pathology. Although caution has been suggested by
Carlson and Putnam (1993) in assigning too much reliance
to these subscales, a recent study indicated the test-retest reli-
ability of the DES subscales to be (.95, 0.89, and 0.82 for amne-
sia, depersonalization/derealization and absorption and
imaginative involvement, respectively (Dubester & Braun,
1995). Therefore, we believe that the use of these subscales
may be helpful in furthering the understanding of the rela-
tionship between schizophrenia and dissociative symp-
tomatology.

The Positive and Negative Syndrome Scale (PANSS) is
asemi-structured interview which produces scores from one
(symptom absent) to seven (severe sysmptomatology) on each
of 30 items (Kay, Opler, & Fiszbein, 1986; Kay, Opler, &
Fiszbein, 1992). The thirty items assessed by the PANSS are
divided into three sub-scales: positive symptoms, such as delu-
sions and hallucinatory behaviour (7 items); negative symp-
toms, including emotional withdrawal and poor rapport (7
items); and general psychopathology. such as anxiety and
depression (16 items). A fourth subscale can be used which
results from the positive minus negative scores. producing
a composite score which indicates the predominance of
either positive or negative symptoms (Kay et al., 1992). The
PANSS has been evaluated for its reliability and validity (Kay,
Opler, & Lindenmayer, 1988; Kay, Opler, & Lindenmaver,
1989; Bell et al., 1992). Interrater reliability has been con-
sistently measured at 0.83-0.87 (Kav et al., 1988; Kay et al.,
1989). Test-retest reliability is assessed ar 0.60, 0.68 and 0.80
for general psychopathology. negative, and positive svmp-
toms, respectively (Kay et al., 1989). Internal reliability has
been measured at 0.73-0.83 (Kay etal., 1989). Both construct
validity and criterion-related validity tests have also shown
that the PANSS is a sound instrument for the assessment of
schizophrenic symptoms, as indicated by high correlation
to the Andreassen assessment measures (Ellason & Ross.
1995; Kay et al., 1988). In order 1o ensure that the PANSS
was implemented correctly, the authors reviewed the four
hours of PANSS training tapes and independently rated the
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subjects. The ratings by the authors corresponded to the
video responses either exactly (on most items) or within one
scale point

The Structured Clinical Interview for DSM-/VDissociative
Disorders (SCID-D) was designed to measure five areas of
dissociative symptoms: amnesia, depersonalization, dereal-
ization, identity confusion, and identity alteration (Steinberg
etal., 1990). For each of these five sections, questioning starts
out with open-ended screening items and progresses to spe-
cific questions which ask the patient to describe the char-
acter and frequency of the espoused symptom (Steinberg
etal., 1990). The responses from each of the symptom areas
are then scored on a scale from 1 (symptom absent) to 4
(severely symptomatic), giving a total score ranging from 5
to 20, This measure is the first designed to enable an inter-
viewer to make a diagnosis of a dissociative disorder
(Steinberg et al., 1990). The SCID-D has good-to-excellent
validity and reliability for the detection and diagnosis of dis-
sociative symptoms and disorders (Steinberg & Steinberg,
1994).

The final instrument emploved in this study is the
Dissociative Disorders Interview Schedule (DDIS). As with
the SCID-D, the DDIS is designed to give a DSM diagnosis for
dissociative disorders (Ross et al., 1990). For diagnosis of
dissociative identity disorder (DID), interrater reliability is
0.68, sensitivity is 90% and specificity is 100% (Ross et al.,
1990). Unlike the SCID-D, the DDIS provides additional DSM
diagnoses of somatization disorder, major depression, and
borderline personality disorder if any or all of these are pre-
sent. The DDIS also includes questions on areas associated
with dissociative disorders such as Schneiderian symptoms,
childhood physical and/or sexual abuse, and secondary fea-
tures of DID (Ross etal., 1990). Thus, the DDIS and SCID-D
serve to complement each other in the detection and diag-
nosis of a dissociative disorder.

Patient information collected included: age, gender,
education level, marital status, time since first hospital con-
tact, and primary diagnosis. This information was given by
the subjects and verified from hospital records.

DATA ANALYSIS

For the purposes of this project. the outpatient
schizophrenic population for Kingston Psychiatric Hospital
(KPH) was divided into two groups. First, the study group
was composed of the patients approached when they pre-
sented to each of three Kingston psychiatric hospital out-
patient services over a three month period (n=53). The study
group was further broken down into those who scored 25
or higher (high scorers) versus those who scored less than
25 (low scorers). Second, the control group was composed
of all patients who were not contacted or refused to partic-
ipate (n=193). Due to the small number of patients who
refused to participate in the study, they were not considered
separately from the patients who were not contacted. Where
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appropriate, group comparisons were tested using ANOVA
or two-tailed t-tests.

RESULTS

Sample

There were 246 people registered as outpatients in the
schizophrenia rehabilitation service at KPH. Permission was
granted to approach each of these patients, of whom 65 were
contacted (only 65 were contacted due to the large catch-
ment area of KPH and the resulting infrequent visits by a
majority of these patients). Of these 65 patients, 58 (89%)
consented to complete the DES. However, upon chart
review, it was determined that five of these patients had pri-
mary diagnoses other than schizophrenia, and were, there-
fore, excluded from the study sample. The 53 patients with
schizophrenia who completed the DES comprised the study
group. Seventeen (32%) of the 53 within the study group
were female, and 36 (68%) were male.

Group Comparisons

Demographic information used to compare the study
sample (N=53) with the remainder of the outpatient group
(N=193) are displayed in the first two columns of Table 1.
There was no statistical difference between the groups for
gender, marital status, education, and schizophrenic diag-
noses. However, the study group proved to be younger (x =
41.6 vears) than the non-study group (x = 47.0 years)
(p=0.001).

DES Results

The mean DES score for the study group was 18.7 (range
0.0 - 61.1). Fourteen (26%) of the patients scored equal to
or greater than 25 on the DES. Females comprised 33% of
the group scoring <25 and 29% of the group scoring >25.
For the low scorers (<25), the mean score was 10.7 (range
0-22.0). The mean DES subscale scores for this group were:
5.7 for the amnestic subscale, 7.0 for the depersonalization/
derealization subscale, and 15.7 for the absorption and imag-
inative involvement subscale. For the high scorers (>25), the
mean DES score was 40.7 (range 25.4-61.1). The mean DES
subscale scores for this group were 33.0 for the amnestic sub-
scale, 35.3 for the depersonalization/ derealization subscale,
and 51.7 for the absorption and imaginative involvement
subscale.

PANSS Results

Of the 14 patients who scored >25 on the DES, three
refused further interviews, and one was lost to follow up. The
remaining ten patients consented to participate in the PANSS
interview. The mean total score was 70.3 (range 49 - 90).
The PANSS rating manual suggests that the total score is best
used as a measure of patient response to therapy, whereas
the individual subscores give T-scores which allow compar-
ison to a normative population of 240 schizophrenics. The
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TABLE 1
Demographic Variable Among Patients with Schizophrenia in Study Sample, Non-Study Sample and Low and
High Scoring Groups on Dissociative Experiences Scale (DES)

Variable Study Non-Study DES Score DES Score
Variable Description Sample Sample <25 >=25
N (%) N (%) N (%) N (%)
Total N 53 193 39 14
Gender Female 17 32.1% 71 36.8% 13 33.3% 4 28.6%
Male 36 67.9% 122 63.2% 26 66.7% 10 71.4%
Age Range 20-64 20-76 20-64 26-51
Mean 41.6 47 422 39.8
SD 9.2 12 9.7 7.8
Marital Single 38 71.7% 120 62.2% 26 66.7% 12 85.7%
Status Married/Common Law 6 11.3% 26 13.5% 4 10.3% 2 143%
Divorced/Separated Y 17.0% 40 20.7% 9 23.1% 0 0.0%
Other 0 0.0% 7 3.6% 0 0.0% 0 0.0%
Education None/Unknown 1 1.9% 12 6.2% 0 0.0% 1 73%
Elementary-some/comp. 6 11.3% 38 19.7% 4 10.3% 2 14.3%
Secondary-some/comp. 36 67.9% 109 56.5% 26 66.7% 10 71.4%
Post Secondary-some 8 15.1% 18 9.3% 7 17.9% 1 7.1%
Post Secondary-comp. 2 3.8% 16 8.3% 2 5.1% 0.0%
Diagnosis Schizophrenia-paranoid 18 34.0% 66  34.2% 11 228.2% 7 50.0%
Schizophrenia-residual 10 18.9% 60 31.1% B 20.5% 2 143%
Schizoaffective 12 22.6% 26 13.5% 11 28.2% 1 7.1%
Schizophreia-other 13 245% 31 21.2% 9 231% 4 28.6%

positive subscale mean was 18.1 which gives a T-score of 47,
and translates to the 38th percentile for schizophrenics (Kay,
Opler, & Lindenmeyer, 1992). The negative subscale mean
was 14.0, T-score 38, corresponding to the 12th percentile
(Kay et al., 1992). The mean composite score (the mean of
the positive minus the negative scores) was 4.1 (T-score of
58, 80th percentile) (Kay et al., 1992). The mean general
psvchopathology score of 39.2 gives a T-score of 49 which
lies at the 46th percentile (Kay et al., 1992).

Dissociative Disorders Interviews

Of the ten patients who participated in the PANSS inter-
views, six consented to continue with both the DDIS and SCID-
D interviews.

DDIS

Non-dissociative findings: Of the six patients who com-
pleted the DDIS interviews: none had somatization disorder,
two were positive for substance abuse, three met the crite-
ria for a major depressive episode, one had a history of child-
hood physical abuse, none had a history of childhood sex-
ual abuse, and three met DDIS criteria for borderline
personality disorder.

Dissociative Findings

Four of the six patients (66%) met DDIS criteria for dis-
sociative amnesia. None met the diagnostic criteria for dis-
sociative fugue, depersonalization, dissociative identity dis-
order or dissociative disorder not otherwise specified.




SCID

The SCID-D interviews proved to be critical in deter-
mining the presence of dissociative disorders, From the DDIS
interviews, four subjects met criteria for dissociative amne-
sia. However, this criterion is restricted to the subject
responding positively to the question: “Have you ever expe-
rienced sudden inability to recall important personal infor-
mation or events that are too extensive to be explained by
ordinary forgetfulness?” A positive response must also not
occur due to a known physical disorder (e.g., blackouts dur-
ing alcohol intoxication, or stroke). The difficulty with the
DDIS is that this question is both subjective and difficult to
interpret as being a sign of dissociative amnesia without fur-
ther follow-up questions which are not possible within the
rigid structure of the DDIS. This is where a second dissociative
interview proved to be important.

With the SCID-D, two of the four patients who described
during the DDIS interview as having extensive memory loss
proved to have difficulties in concentration which were not
due to dissociative amnesia. One patient described: “When
I talk I sometimes forget what I want to say.” The second
patient described forgetfulness which was not extensive. Both
of these patients scored the lowest possible value for the
amnesia subscale of the SCID-D | (absent) out of 4. However,
two of the four subjects had extensive memory loss which
extended for hours or days and occurred frequently, lead-
ing to a score of 3 (moderate) and 4 (severe) on the SCID-
D subscale of amnesia. Thus, two out of the six patients (33%)
met both DDIS and SCID-D criteria for a diagnosis of disso-
ciative amnesia. Three of the six patients who participated
in the SCID-D interviews were given a score of five out of twen-
ty, which corresponds to all five of the symptom areas being
normal. The final participant received a moderate score
(three out of five) for bdth depersonalization and for dere-
alization; however, there was no evidence of a diagnosable
dissociative disorder.

DISCUSSION

This study set out to accomplish two goals. The first was
to determine the prevalence of dissociative symptoms and
disordersin a population of schizophrenic outpatients. The
second objective was to correlate dissociative symptoms and
positive/negative schizophrenic symptoms. However, one
limitation to this study was that the high number of patients
who refused to be interviewed after the PANSS resulted in a
small sample for DDIS and SCID-D interviews (n=6). This pre-
sents difficulties in determining precisely who amongst the
high DES scorers had diagnosable dissociative disorders.
However, the significant number of those interviewed with
the DDIS and SCID-D who had a dissociative disorder (33%).
supports the position that schizophrenia and dissociative dis-
orders may coexist.

The presence of dissociative psychopathology within this
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outpatient schizophrenic population is estimated to be 26%,
based on a DES score of 25 or higher. Evidence for the gen-
eralizability of this figure comes from the finding that the
mean DES score of 18.5 (n=53) in this study matches very
closely to that given by Carlson and Putnam (1993) in a dif-
ferent schizophrenic population which demonstrated a
mean score of 17.7 (n=61). Although this value of 26% does
notindicate the percentage of schizophrenics with diagnosed
dissociative disorders, the significant proportion of patients
who suffer from these symptoms is cause to evaluate what is
being done to help these patients with these symptoms, Of
the 14 (26%) of patients who reported having dissociative
symptoms, only six consented to further testing with the DDIS
and SCID-D diagnostic interviews, This low compliance is rec-
ognized as a limitation of this study. However, this was a
daunting process for this group, of which the largest pro-
portion were paranoid schizophrenics, None the less, of the
six who completed all four tests, two (33%) met DDIS and
SCID-D criteria for dissociative amnesia. This value extra-
polates to approximately 9% of the schizophrenic outpatients
having a dissociative disorder as a comorbid disorder.

An unexpected finding of this study was the relatively
low prevalence of childhood sexual abuse in this population.
Only one of the six (17%) patients two females and four
males who completed all four of the psychometric tests had
a history of childhood abuse. This male patient was physi-
cally abused but not sexually abused. In psychiatric outpa-
tients, the prevalence of sexual abuse has been estimated
from 50% to 65% (Palmer, Chaloner, & Appenheimer, 1992;
Waldinger, Silvett, Frank, & Miller, 1994) for females and
25% for males (Smith, Hutchings, & Dutton 1993). However,
most of these patients were not diagnosed with schizophre-
nia. One study that included 46% of women patients with
schizophrenia reported 45% of the sample had been sexu-
ally abused and that these women had higher levels of psy-
chotic symptoms (Mvenzenmaier, Meyer, Struening, &
Ferber, 1993). Our sample of interviewed outpatients with
schizophrenia reported a lower prevalence than that of other
studies. We can only speculate that this may be due to the
relatively low number of females in this sample and/or that
this may be a higher functioning group. Our finding of no
cases of DID follows from this observation as almost all
patients with DID have histories of childhood abuse (Ross
etal., 1990).

Results from the analysis of the DES subscales demon-
strate that one of the subscales (absorption and imaginative
involvement) is significantly higher than either of the two
other subscales. This difference is maintained amongst all
of the groups: the study group as a whole, the low scoring
group (DES mean <25), and the high scoring group (DES
mean 25 or greater). This finding is highly suggestive that
the nature of the dissociative symptoms experienced by
patients with schizophrenia is one of increased absorption
in their surroundings and a greater tendency to be involved

tember1996




MOISE/LEICHNER

with their imaginative life. Without the scores from this sub-
scale, the DES scores for this schizophrenic population are
drastically lower. For the entire group, the subscale score
for depersonalization /derealization is 14.3, and for amnes-
tic dissociation it is 12.6. These are both clearly lower than
the mean subscale score of 24.7 for absorption and imagi-
native involvement. This finding suggests that there are ques-
tions on the DES, specifically those related to absorption and
imaginative involvement, which may be poorly suited to dis-
criminate between schizophrenia and dissociative disorders.
This might have auributed to the difficulties encountered
in the study by Horen et al. (1995) in assessing the
schizophrenic population for dissociative disorders. One
study by Ross et al. (1988) recognized that due to the sig-
nificant overlap between schizophrenic and dissociative
symptoms on the DES, a short form of the DES might be more
discriminative when working with schizophrenic populations
(Ross, Norton, & Anderson, 1988). This study indicates that
perhaps elimination or modification of the DES subscale
involving absorptive and imaginative involvement might facil-
itate accurate recognition of specific dissociative pathology
when working with schizophrenic populations.

The results from the PANSS testing of the high scorers
from the DES indicate that these patients present with a pre-
dominance of positive symptoms. The composite score of
4.0 places these patients with a T-score of 58 and a percentile
of 79, and eight of the eleven patients had a positive com-
posite score. This finding corresponds with that of a recent
study (Ellason & Ross, 1995). In that study, large numbers
of schizophrenic (n=240) and dissociative identity patients
(n=108) were compared using the PANSS interview. The
results showed that the dissociative identity patients received
a composite score of 7.2 versus a composite score of -1.9 for
the schizophrenic population. Thus, patients with dissocia-
tive identity had a predominance of positive symptoms where-
as the opposite was true for patients with schizophrenia
(Ellason & Ross, 1995). This finding by Ellason, Ross,
Mayran, and Saintor (1994) supports those authors’ previ-
ous hypothesis that there might exist two pathways to posi-
tive symptoms: one being through the endogenous neuro-
chemical pathway of schizophrenia, the other being through
trauma (Ellason & Ross, 1995). Furthermore, in our study,
the two patients who had diagnosable dissociative disorders
on the DDIS and the SCID-D were the two highest scorers on
the composite index of the PANSS with composite scores of
12 and 15. These values are much higher than either the
composite average of 4.5 (for high DES scorers) found in
this study or the schizophrenic average of -1.9 from the data
obtained by Kay et al. (1992), (Ellason & Ross, 1995). These
values, coupled with the findings of Ellason et al. (1995),
indicate that patients with schizophrenia who endorse a
higher number of positive symptoms relative to their nega-
tive symptoms should have dissociative symptoms or disor-
ders carefully assessed.

One of the leading researchers in the area of dissocia-

tive disorders, Colin Ross, has hypothesized: “There may be
a dissociative subtype of schizophrenia™ (Ross, 1989). His
premise is that the Schneiderian symptoms occurring in
schizophrenia are caused by dissociation. Although it may
be stretching the point to suggest that dissociative experi-
ences are the sole, or even the primary etiologic agent for
Schneiderian symptoms, there remains the possibility that
for some patients with schizophrenia, positive symptoms
might be exacerbated by dissociation.

In conclusion, this study has shown that a significant per-
centage of patients diagnosed with schizophrenia may have
dissociative psychopathology (26%), and these patients
tend to present with a high number of positive symptoms.
Further conclusions from this investigation are: First. that
the DES may need to be modified 1o better discriminate
between dissociative disorders and schizophrenia and that
caution should be used in interpreting high DES scores in
this population as indicative of dissociative disorders.
Secondly, that schizophrenic patients who present with a pre-
dominance of positive symptoms should have a possible
comorbid dissociative disorder considered. To further
understand the role of dissociation within schizophrenia, it
would be beneficial to study the effect of reatment of dis-
sociative symptom disorders in schizophrenics. If such treat-
ment were to help reduce the magnitude of Schneiderian
symptoms in these patients, their coping abilities could be
greatly enhanced. B
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