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Abstract

Introduction: Today’s assessment instruments for dissociation among adolescents are either
relatively extensive or are specifically designed to identify either psychoform or somatoform
dissociation. Objective: A questionnaire that is shorter than any of the existing questionnaires
and is concerned with both forms of dissociation would be helpful for both clinicians and
researchers. Method: Existing data from 462 adolescents who had answered Dis-Q Sweden
and SDQ-20 were used to create a new questionnaire consisting of 12 items. A pilot study with
42 participants 15-19 years old, was carried out to test this new instrument, Dissociation
Screening Questionnaire 12 (DSQ-12). DSQ-12 was then tested on 451 adolescents 10 to 20
years old. A matched clinical group of 25 adolescents in the same age range was used, in order
to test the classification performance of DSQ-12. Results showed good reliability, convergent
and construct validity was satisfactory, and dissociation differed between age groups as well
as between genders. Conclusions are that the developed DSQ-12 performed well
psychometrically, was reliable and valid. DSQ-12 is easy to answer and is suitable for clinical

screening purposes and future research.
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Introduction

Today’s screening instruments for dissociation in children and adolescents are either relatively
extensive or are specifically designed to identify either psychoform or somatoform
dissociation. From a clinical point of view these two forms of dissociation often exist together
(Jepsen, et al., 2014; Pullin, et al., 2014; Soukup, et al., 2010). The possibility to screen for
both using a comprehensive instrument is valuable for both clinical and research use (Sar &
Ross, 2006). There is today a lack of research concerning dissociation among children and
adolescents both in normative and clinical populations and our knowledge about similarities or

differences in levels of dissociation concerning gender and age is sparse.

There are multiple varieties of dissociative disorders, which affect the normal integration of
consciousness, memory, identity, emotion, perception, body representation, motor control and
behavior in the form of disruption and/or discontinuity (Sar, 2014). The symptoms can be
fragmentation of identity, depersonalization, derealization, numbing or amnesia (DSM-5,
2013). The dissociative spectrum ranges from normal and every day blocking to severe
psychological problems (Putnam, 1997). Dissociative symptoms can coexist with other
psychological conditions (Comasco et al., 2015; Kozlowska et al., 2007; Sar et al., 2009; Sar,

2014).

An ulterior affective, cognitive or neuropsychiatric disorder can cause a child to be extra
sensitive in a potentially traumatic environment and thereby develop a dissociative comorbidity
(Bob et al., 2013; Comasco et. al, 2015). Studies have found, for example, that persons with
eating disorders often also have dissociative symptoms and a background of traumatic

experiences (Gerke et al., 2006; McShane & Zirkel, 2008, Vanderlinden & Vandereycken,



1997). Studies concerning children and adolescents are few and rather old, and we do not know

very much about dissociative symptoms among young people or how common they are.

Since well-designed treatment given to a child experiencing dissociation sometimes lead to
quick recovery (Putnam, 1997; Silberg &Waters, 1996) it is important to support clinicians by

providing easily administered and valid screening instruments

Psychoform and somatoform dissociation

Psychoform dissociation encompasses the symptom clusters dissociative amnesia,
depersonalisation, derealisation, identity confusion/identity fragmentation, and identity
alteration (Steinberg, 1994). Psychoform dissociation refers to the separation or mal-
integration of mental content that under normal circumstances would be integrated or processed
together (Steinberg, 1994). Somatoform dissociation refers to physical symptoms signifying a
general medical condition that appears upon reactivation of dissociative states (Nijenhuis,
2004). Somatoform dissociation is manifested as a loss of the normal integration of bodily
components such as disturbances of sensation, movement, and other bodily functions. As
mentioned above, the two conditions psychoform and somatoform dissociation clinically have
been found to appear together (Jepsen et al., 2014; Pullin et al., 2014; Soukup et al., 2010); in
several studies a strong correlation has been observed between the two conditions (Nijenhuis
et al. 1996; Farina et al., 2011; Nilsson et al., 2014). It has also been found that high levels of
both psychoform and somatoform dissociative symptoms have strong co-morbidity with

depressive symptoms and suicidal tendencies (Maaranen et al., 2004)

Nevertheless, in the Diagnostic and Statistical Manual of Mental disorders (DSM-5, 2013),

psychoform dissociation has been placed in one category and somatoform dissociation in



another under somatic disorders. However, in the International Classification of Diseases (ICD-
10 and ICD-11) the various expressions of conversion disorder, such as medically unexplained
motor weakness, loss of other sensory functions such as touch, sight, and hearing, and non-

epileptic seizures are categorised under the heading dissociative disorders.

Aim
The aim of this study was to develop a new short screening questionnaire regarding
dissociation for children and adolescents that would be easy to complete. This new
instrument would be able to identify the two important aspects of dissociation; psychoform
and somatoform dissociation. A second goal was to investigate the psychometrics of the new
instrument. A third goal was to collect data concerning dissociative symptoms from a group
of non-clinical adolescents and a hypothesis was that girls would show more dissociative

symptoms than boys.

Materials and Method
To accomplish these aims, the study was carried out in three steps; first; creating the new
scale, second, testing the screening instrument in a minor pilot study, and third; collecting

data from a larger child and adolescent sample.

Instruments

There are two well-known self-rating questionnaires; the Dissociation Questionnaire (Dis-Q,
Vanderlinden, 1993) and the Somatoform Dissociation Questionnaire (SDQ-20, Nienijhuis et
al., 1996) measuring dissociation. The Dis-Q is designed to identify mainly the psychoform
type and the SDQ-20 is focused on somatic symptoms (Mueller-Pfeiffer et al., 2010). These

two questionnaires have been shown to have good psychometrics regarding dissociation.

The Dissociation questionnaire (Dis-Q) was originally developed by Vanderlinden and

colleagues (1993) as an instrument for assessing dissociative symptoms. The Dis-Q has 63



items, which are to be answered on a Likert scale 1-5. The Dis-Q has been translated into
Swedish and used in several studies in Sweden and called Dis-Q-Sweden (Nilsson & Svedin,
2006a; Nilsson & Svedin, 2006b). Dis-Q-Sweden has been found to be useful in identifying

possible dissociative symptoms.

The Somatoform Dissociation Questionnaire-20 (SDQ-20) was developed by Nijenhuis et al.,
(1996). The scale was proven to be satisfactory with good internal consistency (a= 0.95) as
well as validity with results showing a significant correlation with results from Dis-Q.
Nijenhuis and colleagues (1996) also created a short version SDQ-5 and suggested it might be
used as a screening instrument. The SDQ-20 has been translated and used in several countries
(Kukla et al., 2010; Mueller-Pfeiffer et al., 2010; Pullin et al., 2012). It contains 20 questions
which are to be answered on a Likert-scale from 1-5 (Mueller-Pfeiffer et al., 2010). The SDQ-
20 and SDQ-5 have also been translated into Swedish and tested (Nilsson et al., 2014)
concerning their validity and reliability. Testing of the short version SDQ-5 showed that the
reliability was lower than expected. In the study both a clinical and a nonclinical group were
used where a was 0.50 and 0.64 for SDQ-5. However, the results from the test showed high

internal consistency with a 0.83 and 0.84 for SDQ-20.

The Trauma Symptom Checklist for Children (TSCC) was developed by Briere (Briere, 1996)
and aims to identify traumatic symptomatology in children and adolescents. The scale consists
of 54 items and includes six sub-scales; Anxiety, Depression, Anger, Posttraumatic Stress,
Sexual Concerns and Dissociation (Briere, 1996). The subscale Dissociation was chosen for
the purpose of this study. It is a four-point Likert scale ranging from 0 (“never”) to 3 (“almost
all of the time”) (Lanktree et al., 2008). TSCC has been translated and validated with good
psychometric properties within a Swedish condition. In both a normative and a clinical setting,
the TSCC scale obtained an internal consistency of .94 for the total scale and (Nilsson, Wadsby

& Svedin, 2008) and for the subscale dissociation a=.83 (Nilsson & Svedin, 2010). Also test-
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retest has been reported and found to be for the total scale r =.81 and r = .67 for the subscale

dissociation (Nilsson, et al. 2008).

Development process

Step 1: Developing the new questionnaire

The first step in creating a new questionnaire was to use existing data (n=462) on the Dis-Q-
Sweden and SDQ-20 to do an item-total correlation in order to find the most suitable questions.
The data were acquired from a previous study with 462 participants age 15-20 (Nilsson et al.,
2011). An item-total correlation was carried out for both Dis-Q-Sweden and SDQ-20 separately
using SPSS version 21. We were able to discuss and get advices from clinicians on how to

choose the most satisfactory questions.

Second step: The pilot study

A pilot study was then carried out with an additional questionnaire measuring dissociation
(subscale Dissociation on TSCC) to compare results obtaining by using the newly developed
questions with an already existing scale. The 10 dissociation subscale items in TSCC are: 5,

11, 18, 29, 30, 31, 38, 45, 48 and 53 (Nilsson, et al., 2008).

A convenience sample, which was considered suitable for pilot testing, was made where nearby
high schools were contacted (Bryman, 2001). To attract schools to participate, a letter was sent
out to principals with information about the project, a letter containing information about the
collaboration between Linkoping University and the Child and Adolescent Psychiatry unit
(BUP-Elephant) a specialized unit for treating children and adolescents who have been sexually
and/or physically abused. The schools were also given 100 Swedish crowns per completed

questionnaire packet as compensation for their effort.



The questionnaire packet had a cover page with demographic questions (age and gender) and
information explaining that the survey was voluntary, anonymous, how it would be used, and
that participants could stop whenever they wanted (Bryman, 2001). The information was
presented both on the cover page and verbally by one of the researchers who was present in the

classroom.

Finally, the pilot study was carried out at a high school where all students were 16 years of age
or older and therefore did not need the consent of the parents (Codex, 2013). Then 50
questionnaires were distributed high school students from two schools and 42 questionnaire
packets were returned. The data were encoded into SPSS and statistical analyses such as
Cronbach’s alpha and Pearson’s correlation with the dissociation subscale on TSCC were

carried out.

Step 3: The main study

After the pilot study was completed, 500 questionnaires were distributed to students ranging
from 10 to 20 years old; in the end 451 completed questionnaires were received. The group
consisted of adolescents (N=451) from schools in the middle of Sweden (n=171 boys and
n=271 girls, age between 10-12 years old, n=121, 13-15 years old n=120, and 16-20 years old,
n=212). The age range for these 451 was 10-20 years of age, which meant that parental consent
had to be given for some school classes/children (Codex, 2013). This was achieved by sending
letters to the parents with all the information given to the schools and the children. At the end
of the letter the parents signed, thus giving their consent. Children for whom consent was not
given were not allowed to participate in the study. Even with consent from their parents, the
children had a choice not to participate. None of the students declined to take part, the only

reason for not participating was absence in class.



Compensation for the schools/children was such that they could choose between getting 70

crowns or a cinema ticket per completed questionnaire packet.

To ensure that the study followed and maintained ethical standards with respect to the
appropriate ethical regulations devised by the Swedish Research Council and Uppsala

University, the CODEX rules and guidelines for research were followed (Codex, 2013).

To further test the DSQ-12 concerning the ability to classify individuals as clinical or
nonclinical, we used data from another study with a clinical group with eating disorder who
had responded to both Dis-Q-Sweden and SDQ-20. The items belonging to DSQ-12 were then
selected and analyzed. The clinical group with eating disorder patients was chosen as it is not
uncommon that this group show dissociative symptoms, both psychoform and somatoform
(Beato, Rodriguez Cano, & Belmonte, 2003; Nijenhuis, 2009). Sixty females aged 14 to 30
years had participated in a former study who met ICD-10 (WHO, 1992) criteria for eating
disorder diagnoses. The group included patients with anorexia nervosa (n = 20), atypical
anorexia nervosa (n = 12), bulimia nervosa (n = 5), atypical bulimia nervosa (n = 4),
overeating associated with other psychological disturbances (n = 1), other eating disorders (n
= 1) and eating disorders, unspecified (n = 17). The participants were recruited from a Child
and Adolescent Psychiatric outpatient unit specializing in eating disorders and were diagnosed
by experienced clinicians, physicians and therapists. From this eating disorder group 25 female
adolescents were chosen for analyses together with 122 female adolescents from the normative

group matched for age (16-20 years) and gender (females).

The clinical study was carried out in a Child and Adolescents psychiatric clinic and had been
approved by the Human Research Ethics Committee, Faculty of Health Sciences, Linkdping

University (Dnr. 02-196). All participants had given informed consent.



Data analyses

First, factors were examined. Data were randomly split into a training-set (50% of the total
study sample) and a test-set, both matched on gender and age-group. An Exploratory Factor
Analysis (EFA) with the mean- and variance-adjusted weighted least squares (WLSMYV)
estimator and geomin rotation (allowing for correlations between factors) was performed on
the training-set. Number of factors retained in the factor model were based on Kaiser’s criterion
and inspection of the scree plot. The factor model was thereafter tested using a Confirmatory
Factor Analysis (CFA) on the test-set data along with a theoretically motivated factor model
with two factors (the first factor containing the psychoform-items only and the second factor
containing the somatoform-items only). Overall model fit was tested by Chi-square (y%)
statistics and fit indices provided by the Mplus output: Root Mean Square Error of
Approximation (RMSEA), Comparative Fit Index (CFI), Tucker-Lewis Index (TLI, also
known as the Non-normed fit index [NNFI]) Standardized Root Mean Square Residual
(SRMR; in the EFA only) and the Weighted Root Mean Square Residual (WRMR; in the CFA).
Using guiding principles by Brown (2006), several different fit indices were used. For
convenience of reporting, a model was judged as having good fit when the overall picture of
fit indices indicated good fit and excellent if all of them indicated good fit: RMSEA < .05, CFI

and TLI > .95, and SRMR < .08 or WRMR < .90 (see e.g., Hu & Bentler, 1999; Yu, 2002).

Second, concurrent validity was examined by correlations between factor scores TSCC
dissociation subscale (sum of TSCC-items 5, 11, 18, 29, 30, 31, 38, 45, 48 and 53) were

examined using Spearman correlation.

Third, reliability of factors was examined using Cronbach’s alpha (given the ordinal scales of
the questions Cronbach’s alpha will, if anything, underestimate the reliability). Variables

included were those with significant loadings on respective factor.
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Fourth, normative values were produced by for each factor summarizing the scores of questions
loading on that factor and by thereafter comparing scores between the age groups, and between

girls and boys, Mann-Whitney U test and Kruskal-Wallis test (and Dunn’s test as post-hoc test).

Reference values divided by gender and age-groups are given as 84 percentiles for different
factor scores (84™ percentile represents a T-score of 60, i.e. the value corresponding to one

standard-deviation above group mean in normal distributed samples).

Fifth, the performance of DSQ-12 was tested by evaluating the sensitivity and the specificity
for different cut-off values using one composite score (sum of responses of each of the 12
questions) to classify individuals into a normal or a clinical group. The overall performance

was measured by the area under the ROC curve (AUC).

Factor analyses were performed using Mplus version 7.4, correlations and Cronbach’s alpha
were examined using SPSS Version 23 and comparisons between groups were performed using

R (v3.5.1) and RStudio (v1.1.456).

Results

First step: the development of the new scale DSQ-12

The eight Dis-Q items with the highest item-total correlations were chosen, these were items
3,11, 12, 17, 20, 28, 41 and 57. The correlations of these eight items with the total score are
shown in table 1, where the new item numbers used in the screening instrument DSQ-12 are
presented. The top eight items were quite similar, concerning correlations, which made the
clinicians’ advice important as to not only choose the items with the highest value/loading and

therefore get too alike questions. The item-total correlations were high. The items chosen from
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SDQ-20 were 7, 15, 19 and 20. These four items are also shown in table 1, showing their item-
total correlation score and new item numbers to be used in the screening instrument DSQ-12.
The clinicians argued that it was important to include items referring to attacks like epilepsy,
number twelve on table in favor of item 3 on the SDQ-20 “I hear sounds close to me as if they
came from far away” even if the loading was only marginal lower than the item chosen. The
discussions with clinicians about the items, which to include or exclude were important in order

to get the most functional items for the screening questionnaire.

Consequently, the new self-rating Dissociation Screening Questionnaire-12 (DSQ-12) contains
12 items chosen from the Dis-Q and the SDQ-20, data extraction from n=462 adolescent
answers. The DSQ-12 uses a Likert-scale with answer options ranging from 1 (never) to 5

(always). See table 1 for the whole new scale.

Insert table 1 here

The second step: the pilot study

The pilot study contained answers from adolescents (n=42), answering the new scale DSQ-12
and the dissociation subscale on the TSCC. The DSQ-12 and the subscale dissociation from
the TSCC showed a high correlation (r=.81). Cronbach’s alpha was found to be o= .89 for

the DSQ-12.

The third step: the main study
The results cover the psychometrics of the new DSQ-12 from the n=451 participants in this

main study and from a clinical group of eating disorder adolescents n=25
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Factors
Results from EFA suggested a two-factor solution (eigenvalues of 7.55 and 1.08 with all
remaining eigenvalues less than 0.88). The model showed logic on a theoretical level, the
first factor (F1) was named psychoform factor and the second (F2) somatoform factor (Table
2). Four items loaded significantly on both factors. Items 1 and 2 comes from the DIS-Q but
both relates to physical aspects in terms of feelings or actions related to the body. Item 11
comes from the SDQ-20 is actually very similar to item 1, but deals with feelings/thoughts
about the body, and not physical sensations per se. item 4 comes from the DIS-Q (feeling
confused) also loaded on both factors. The strongest loadings on the psychoform factor
(based on CFAL1) were items related to personality (item 8: mind split up; item 3: wonder
who [ am; item 4: feel confused; item 5: split personality; item 7: do something against my
liking). For the somatoform factor, the strongest loadings (based on CFA1) were items
related to not being able to act (item 10: paralyzed; item 11: grow stiff). In CFAI, item 4 did
not load significantly on the somatoform factor, as compared to EFA. The theoretically
defined model tested by CFA2 showed similar but slightly smaller model fit than the model

tested by CFA1. Factors generated showed strong correlations with each other. (Figure 1).

Insert figure 1 about here

Insert table 2 here

Concurrent validity

The correlation between factor scores and the TSCC dissociation subscale varied between .61

and .76 (Table 2).
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Reliability

Cronbach’s alpha for the different factors varied between .85 and .93. (Table 2).

Normative values by gender and age
The DSQ-12 contains 12 items which are rated on a scale from 1-5. In the factor model based
on the EFA, the psychform factor (factor 1) consists of 9 items and its composite scores can
therefore range from 9 to 45. The somatoform factor (factor 2) consists of 7 items and its
composite scores can therefore range from 7 to 35 (i.e. four items contribute to both factors).
The DSQ-12 composite scores can range from 12-60. Table 3.
Psychoform composite scores were significantly higher at age-groups 13-15 and 16-20
compared with age-group 10-12 for girls (p<.001 and p<.001), boys (p=.03 and p<.001) as well
as for girls and boys (p<.001 and p<.001). Psychoform composite scores were also significantly
higher for girls compared with boys at ages 10-12 (p=.04), 13-15 (p<.001), 16-20 (p<.001) and
10-20 (p<.001).
Somatoform composite scores were significantly higher at age-groups 13-15 and 16-20
compared with age-group 10-12 for girls (p<.001 and p<.001), while boys at age 16-20 showed
higher scores than boys at age 10-12 (p=.003). For girls and boys together, there were
significantly higher scores at age-groups 13-15 and 16-20 compared with age-group 10-12 girls
(p<.001 and p<.001). Somatoform composite scores were also significantly higher for girls
compared with boys at ages 13-15 (p<.001), 16-20 (p=.001) and 10-20 (p<.001).
The total DSQ-12 composite scores were significantly higher at age-groups 13-15 and 16-20
compared with age-group 10-12 for girls (p<.001 and p<.001), boys (p=.04 and p<.001) as well

as for girls and boys (p<.001 and p<.001). The DSQ-12 composite scores were also
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significantly higher for girls compared with boys at all ages 10-12 (p=.04), 13-15 (p<.001), 16-

20 (p=.01) and 10-20 (p<.001).

Insert table 3 here
Reference values for subgroups (according to 84" percentile/T-score 60), divided by gender

and age-group are shown in Table 4.
Insert table 4 here

Performance
Using a normal (n=122) and a clinical group (n=25) and testing the performance of the DSQ-
12, using different cut-off values for when to classify individuals as belonging clinical or not,
resulted in AUC=.819 (95% CI: .74-.90). For example, a cut-off value of the DSQ-12-score
of 25 classified 4 out of 5 in the clinical group correct (sensitivity = 80%) while only miss-

classifying less than three out of ten in the normal group (specificity = 73%). Table 5.

Insert table 5 here

Discussion

Dissociation is a mental health disorder that probably stems from traumatic events, much like
posttraumatic stress disorder. The somatoform type of dissociation has not been fully
acknowledged as a diagnosis under dissociation in DSM-5, but the symptoms are listed in the
criteria for conversion disorder (Nijenhuis and Van der Hart, 2009). Much research shows
that dissociation is both psychoform and somatoform (Gerge, 2013).

The aim of this study was to develop a new short self-rating questionnaire for dissociation,

comprehending both psychoform and somatoform aspects, by using the Dis-Q and the SDQ-
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20 as a starting point. A second aim was to test the psychometrics and a third aim was to
collect data concerning dissociation among a normative group of children and adolescents

within age 10-20 years.

In the process of creating a new screening questionnaire for dissociation, it was important to
get advice from collaborating clinicians who have experience working with the age group we
have chosen to study. It was essential to take advice from clinicians into account in choosing
the most suitable questions from the SDQ-20 and the Dis-Q. The advices from clinicians
were needed partly because of the similarity in some of the top items from the 20 items
questionnaire and partly because of the insecurity in which of the questions were most
relevant. The psychoform part of the questionnaire chosen from the Dis-Q was easier to
select as the variation of different kinds of questions made the top eight moderately distinct
from each other.

The results from this study can be summarized in five main findings. First, our experience is
that the DSQ-12 is easy to administer in schools and this makes it especially useful for initial

screening.

Second, the psychometric properties of the DSQ-12 seem to be satisfactory. Concerning
internal consistency, Cronbach’s alpha for the DSQ-12 was high in both the pilot study and the
main study. The convergent validity was satisfactory, as indicated by correlation between the
dissociation subscale of the TSCC and the psychoform as well as the somatoform factor, in
both the pilot and in the main study. In a previous study (Nilsson et al. (2008) the correlation
between the TSCC dissociation subscale and the total Dis-Q-Sweden scale was r=.75, which is

about the same as in this study.

Third, the construct validity was tested with EFA resulting in a two-factor solution where all

psychoform items (items 1-8, originating from DIS-Q) loaded on factor 1, the psychoform
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factor, and where all somatoform items (items 9-12, originating from SDQ-20) loaded on
factor 2, the somatoform factor. This is in line with the presumption that dissociation consists
of psychoform as well as somatoform aspects. The psychoform and the somatoform aspects
of dissociation were however not shown to be completely different phenomena, as indicated
by the strong inter-factor correlations (.88 in EFA and .94 in CFA1). This supports the main
idea of the merging psychoform items (from the DIS-Q) and somatoform items (from the
SDQ-20) to comprehend the wider aspects of dissociation. Psychoform and somatoform
aspects are sometimes also overlapping (Jepsen et al., 2014; Pullin et al., 2014; Soukup, et al.,
2010) which was supported by the result that some variables loaded significantly on both
factors on the EFA (in contrast with the model tested in CFA2 where they are forced to load
on different factors). Concerning the items 1 and 2 that comes from the DIS-Q but relates to
physical aspects in terms of feelings or actions related to the body therefore, it makes sense
that these items also load on the somatoform factor. Item 11 that comes from the SDQ-20 is
actually very similar to item 1, but deals with feelings/thoughts about the body, and not
directedly physical sensations, therefore, it makes sense that it also loads on the psychoform
factor. The item number 4 “feel confused” loaded on both factors which was unexpected, and
the explanation could be that confusion concerns both mind and body.

Fourth the DSQ-12 was tested among 451 subjects aged 10 through 20. While there were no
significant differences between girls and boys at 10-12 years of age, girls showed
significantly higher dissociation scores than boys at 13-15 and at 16-20 years of age, for the
psychoform as well as for the somatoform factors. Girls at age-groups 13-15 and 16-20
showed significantly higher scores on both factors compared to age-group 10-12. Boys
showed the same pattern for the psychoform factor but for the somatoform factor only age-
group 16-20 showed significantly higher scores than age-group 10-12. This support earlier

findings about gender differences, which also was a hypothesis in this study (Nilsson &
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Svedin, 2006a). Over ages, age-groups 13-15 and 16-20 showed significantly higher scores
for both dissociation factors compared with age-group 10-12 for girls. Boys showed similar
pattern for the psychoform factor, but for the somatoform factor only age-group 16-20
showed significantly higher scores than age-group 10-12. Besides that, girls in general show
higher levels of dissociation, this could reflect that girls physically mature earlier than boys
and are therefore showing increased levels of somatoform dissociation earlier than boys.
Finally, the DSQ-12 performed well when used to classify individuals as clinical or non-
clinical.

Studies about dissociation patterns at childhood and adolescence are few and for the future
this need to be further investigated in non-clinical as well as clinical populations. A short
questionnaire as the DSQ-12 could be well suited for this purpose.

The somatoform and psychoform parts of dissociation have previously been viewed as two
different parts of one disease but here in the DSQ-12 they are joined together as part of the
same disease. Several of the studies referred to above have found both correlations and
associations between the two conditions psychoform and somatoform dissociation, as seen, for
example in Sar (2014). The questions in this new and much shorter version Dissociation
Screening Questionnaire-12 (DSQ-12) are not completely new questions but have been created
by using parts of longer questionnaires used in assessment for dissociation, the Dis-Q and the
SDQ-20 that have previously been used in a variety of countries in different languages. The
advantages with this new shorter version, the DSQ-12, is that the questions may be answered
much more quickly, which must be considered as a benefit especially when it comes to children

and adolescents who may not be ready to handle long questionnaires well.

Another benefit is that this new scale takes into consideration that dissociation can manifest
itself both in psychoform and somatoform symptoms. This is the first time this approach has

been used in studying a population of children and adolescents.
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Some limitations and weaknesses could be identified in this first study of the DSQ-12. First,
the sample is not a representative national sample, which ought to be the goal in a future study
to establish stable and normative data.

Conclusion
In conclusion, the newly developed Dissociation Screening Questionnaire 12 (DSQ-12) is
valid and reliable as well as simple and short. It identifies both psychoform and somatoform
dissociation using one formula. It is easy to use clinically or for instance in a nurse’s office in
school or at health care centers when there is concern with the possibility that an individual

suffers from dissociation
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Table 1

The complete 12 item Dissociation Screening Questionnaire (DSQ) and the item-total

correlations for each item with DIS-Q and SDQ-20 respectively.

Items

From DIS-Q Item-total

Iltem number correlation

New (Old)

1. (3) Sometimes it seems as if | have lost contact with my body .65

2. (11) At times | feel a great distance between myself and the things | think and do .68

3. (12) At times | wonder who | am exactly .65

4. (17) It happens that | feel confused .65

5. (20) In particular situations, | experience myself as a split personality .62

6. (28) It happens that | get the feeling that my body is undergoing an alteration .65

7. (41) Sometimes | think or do something against my liking in a way that does not .62
suit me at all

8. (57) It happens that | have the feeling that my mind is split up .68

From SDQ-20

9. (7) | grow stiff for a while .56

10. (15) I am paralyzed for a while .56

11. (19) It is as if my body, or part of it, has disappeared .58

12. (20) I have an attack that resembles an epileptic seizure .55




Table 2

Factor analysis for the questions on DIQ-12. Exploratory factor analysis (EFA) is based on
the training-set (n=225) and Confirmatory Factor Analyses (CFA) are based on the test-set

(n=225).
EFA CFAl CFA2
Item F1 F2 F1 F2 F1 F2
1. Sometimes it seems as if [ had lost 42* .50* 0.59*  0.45* 1.00 -
contact with my body
2. Attimes I feel a great distance .63* 23* 0.66*  0.35* 0.96* -
between myself and the things I think
of and do
3. At times I wonder who I am exactly 74%* .10 0.98* - 0.91* -
4. It happens that I feel confused 46* 40* 0.93* 0.09 0.95* -
5. In particular situations I experience .99* -.18 0.92* - 0.86* -
myself as a split personality
6. It happens that I get the feeling that AT7* 19 0.88* - 0.81* -
my body is undergoing an alteration
7. Sometimes I think or do something 73* .07 0.90* - 0.83* -
against my liking in a way that does
not suit me at all
8. It happens that I have the feeling that ~ .84* -.00 1.00 - 0.93* -
my mind is split up
9. I grow stiff for a while .16 T4* - 0.91* - 0.91*
10. I am paralyzed for a while .01 .94* - 1.00 - 1.00
11. It is as if my body, or part of it, has .34* .58* 0.37*  0.65* - 0.98*
disappeared
12. I have an attack that resembles an -.21 .90* - 0.58* - 0.58*
epileptic seizure
Model fit
. 103.29 142.78 156.88
df 43 49 53
p <.001 <.001 <.001



K/df 2.40 2.91 2.96

RMSEA [90% Cl] .079[.060-.099] .092[.075-.110] .093[.077-.110]
CFI .983 .985 .984

TLI 974 .980 .980

SRMR .050

WRMR .835 .909

Correlation between factors F1 and F2 .88 .94 .98

Correlations with TSCC dissociation subscale  .69% 617 767t 707t 751t 741t
Cronbach’s a .89 .85 93 .90 .92 .86

Note: * indicates significant loadings at 5% level. EFA = Exploratory Factor Analysis, coefficients are
geomin rotated factor loadings. CFA1 = Confirmatory Factor Analysis of the EFA-model and CFA2 =

Confirmatory Factor Analysis on the theoretically defined model, where coefficients are parameter
estimates. Correlations are shown as Spearman’s rho. F n=98, " n=100.



Table 3

Median and inter-quartile range of composite scores for each factor and for all DSQ-12 items over gender and age-groups.

Girls Boys All
Age Factor 1 Factor 2 DSQ-12 n Factorl Factor2 DSQ-12 n Factorl Factor?2 DSQ-12 n
10-12 11 (9-15) 8(7-9) 15(12-19) 69 10(9-13) 7(7-8) 13(12-16) 51 11(9-14) 8(7-9) 14(12-17) 121

13-15 17(11-23) 10(8-15) 21(14-29) 78 11(10-15) 8(7-9) 15(13-19) 42 14 (10-20) 9(7-13) 18(14-24) 120
16-20 16(12-22) 9(8-13) 20(15-26) 123  13(11-18) 8(7-11) 16(14-22) 86 15(11-20) 9(8-12) 19(14-23) 212
All 15(11-20) 9(8-12) 18(14-25) 270  12(10-16) 8(7-9) 15(13-20) 178  13(10-18) 8(7-11) 17(13-22) 451

Note: possible range for factor 1 is 9-45, possible range for factor 2 is 7-35, possible range for SDQ12 is 12-60.



Table 4

84™ percentiles in the different subgroups (corresponding to T-scores of 60 in normally distributed
samples) for the composite-scores of factor 1 and factor 2 respectively.

Girls Boys All
Age Factor 1 Factor 2 n Factor 1 Factor 2 n Factor 1 Factor 2 n
10-12 17 10 69 15 9 51 16 10 121
13-15 30 20 78 18 10 42 26 15 120
16-20 25 16 123 20 12 86 23 14 212
All 24 15 270 19 11 178 21 13 451

Note: possible range for factor 1 is 9-45 and possible range for factor 2 is 7-35.



Table 5. DSQ-12 scores (composite-scores, i.e. sum of scores of each used for classification of
Normal (n=122) and Clinical (n=25) groups. The classifications show how normal and clinical
individuals are classified into Normal or Clinical groups with corresponding cutoff. The cutoffs are
inclusive which means that if a person is classified to the clinical group if the DSQ-12 score is the
same as the cutoff or above. Performance shows the corresponding sensitivity and specificity for
each cutoff. The AUC was .819 (95% Cl: .74-.90).

Classifications

Normal (n=122) Clinical (n=25) Performance
Classified as Classified as Classified as  Classified as
Cutoffs normal group clinical group normal group clinical group  Sensitivity ~ Specificity
15 34 88 1 24 0.96 0.28
20 68 54 2 23 0.92 0.56
25 89 33 5 20 0.80 0.73
30 104 18 11 14 0.56 0.85
35 114 8 17 8 0.32 0.93
40 119 3 23 2 0.08 0.98

45 121 1 25 0 0 0.99
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Figure 1 Schematic view of (a) the two-factor model generated by the Exploratory Factor Analysis (EFA) and tested for by the first
Confirmatory Factor Analysis (CFA1) and (b) the theoretically defined model tested for by the second Confirmatory Factor Analysis
(CFA2). Disq12_nr shows, where nr =1 ,2, 3,..., 12 represent the 12 different questions, where questions 1-8 origins from the DIS-Q

and questions 9-12 origins from the SDQ-20



D S Q -1 2 Dissociation Screening Questionnaire 12

Consultant/ID Name/Client-1D Gender

Instruction and Explanation for the Questionnaire 12

Fill in the boxes of the questionnaire. Above, you fill in the name or Client-ID, Age, Gender and Date.

This is a list of 12 different problems that people may experience
sometimes. Read through each problem and make an X in the box with the
answer that best suits you.

Some-
Never Seldom e Often Always

1 2 3 4 5
1 Sometimes it seems as if I have lost contact with my body
At times | feel a great distance between myself and the things I h 2 & 4 q
2 .
think and do
1 2 3 4 5
3 At times I wonder who I am exactly
1 2 3 4 5
4 It happens that I feel confused
1 2 3 4 5
5 In particular situations, I experience myself as a split personality
6 It happens that I get the feeling that my body is undergoing L z & 4 d
an alteration
Sometimes I think or do something against my liking in a way ; i K * g
7 .
that does not suit me at all
1 2 3 4 5
8 It happens that I have the feeling that my mind is split up
1 2 3 4 5
9 I grow stiff for a while
1 2 3 4 5
10 [ am paralyzed for a while
1 2 3 4 5
11 It is as if my body, or part of it, has disappeared
1 2 3 4 5

12 I have an attack that resembles an epileptic seizure

DSQ-12, Dissociation Screening Questionnaire - 12
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Institution for behavioral sciences and learning, Linkdping University I."

Email: doris.nilsson@liu.se
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