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Abstract

Among the psychiatric situations that the dissociative symptoms are frequently together with are borderline personality disorder, conversion disorder, and obsessive compulsive disorder. Literature demonstrated that the level of dissociation might be correlated with the severity of obsessive compulsive disorder (OCD) and not responding the treatment had high dissociative symptoms. The structured clinical interview for DSM-IV dissociative disorders, dissociation questionnaire, somatoform dissociation questionnaire and dissociative experiences scale can be used for screening dissociative symptoms and detected dissociative disorders in patients with OCD. However, a history of neglect and abuse during childhood is linked both to a risk factor in the pathogenesis of dissociative psychopathology in adults. For this purpose, childhood trauma questionnaire-53 and childhood trauma questionnaire-40 can be used. Clinicians should not fail to notice the hidden dissociative symptoms and childhood traumatic experiences in the OCD cases having severe symptoms and are resistant to treatment. Symptoms screening and diagnostic tools used for this purpose should be known. It can be crucial to know how to treat these pathologies in patients who are diagnosed as OCD.
© 2014 Baishideng Publishing Group Inc. All rights reserved.
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Core tip: Literature demonstrated that the level of dissociation might be correlated with the severity of obsessive compulsive disorder (OCD) and not responding the treatment had high dissociative symptoms. The structured clinical interview for DSM-IV dissociative disorders , dissociation questionnaire, somatoform dissociation questionnaire and dissociative experiences scale can be used for screening dissociative symptoms and detected dissociative disorders in patients with OCD. However, a history of neglect and abuse during childhood is linked both to a risk factor in the pathogenesis of dissociative psychopathology in adults. For this purpose, childhood trauma questionnaire-53 and childhood trauma questionnaire-40 can be used.
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INTRODUCTION


The term dissociation has been used by James since 1890 by the translation of the French term désagrégation after it was described by Pierre Janet in 1889. Pierre Janet described dissociation as the deterioration in the unification of experiences at the mental level. These experiences consisted of perception, memory, cognition and emotions. Normally these experiences all together constituted wholeness in the stream of mind[1,2]. Patients perceive dissociation as dispersion in the wholeness of sense of self. This dispersion emerges as the deterioration in the unity of chronological, biographic and perceptive identity[2,3]. 

Dissociative disorders were first described as categorical independent nasographical cases with Diagnostic and Statistical Manual of Mental Disorders (DMS-III) which was published in 1980. Before that, they were among the phenomena associated with dissociative symptomatology hysteria[1,2]. 
According to DSM-IV-TR, dissociation is described as the deterioration in the integrative functions of consciousness like the perception of memory, identity and environment. On the other hand, in the etiology of dissociation, traumatic experiences especially like abuse in childhood take an important place[4,5]. Dissociation functions as the autohypnotic defense mechanism that provides the psychological wholeness of the individual against these traumas[6]. Dissociative disorders contain a group clinic syndromes associated with the deterioration of one or more of these features described. Dissociation may have a sudden or gradual, temporary or chronic stream. Among the dissociative disorders, the type that has the most chronic and complex features and that contains all the other dissociative phenomena is the dissociative identity disorder. Other dissociative disorders are depersonalization disorder, dissociative amnesia and dissociative fugue disorder. On the other hand, the category that does not meet the specific diagnostic criteria is described as the dissociative disorder that cannot be named otherwise. According to some writers, in case the prevalence of dissociative disorders is used as a base to the DSM-IV diagnosis criteria in the clinical practice, it cannot be estimated. In the clinical practice these disorders may go unnoticed. It is thought that they are more widespread than estimated. Besides, there are no researches based on large populations[2,3]. However, according to recent researches, the frequency of them is estimated to be 5.6% to 10% in the general population[1]. Despite the fact that they are a separate diagnostic category on their own, dissociative symptoms can be observed together with almost all the psychiatric disorders. They can affect the clinical stream of the psychiatric disorders that they are together with[7]. Among the psychiatric situations that the dissociative symptoms are frequently together with are borderline personality disorder[8,9], conversion disorder[10], and obsessive compulsive disorder[11].

Obsessive compulsive disorder (OCD) is a disorder that is frequently encountered and its lifelong prevalence is between 1% and 3%[4]. OCD is an illness that generally has a chronic stream. This disorder is characterized by obsessions or compulsions, it takes very much of the person’s time and it causes intense stress or it affects the individual’s personal life[12] .

DISSOCIATIVE PROCESSES AMONG PATIENTS WITH OBSESSIVE-COMPULSIVE DISORDER 
OCD is phenotypically very heterogeneous. This disease has several manifestations with various dimensions regarding symptoms. In this study, 50 patients who had been diagnosed as OCD were investigated in terms of dissociative symptoms and relation of these with symptom dimensions of OCD. In general, dissociative scores were correlated with the level of severity of OCD. However, controlling dimension was the parameter that was most closely correlated with dissociation. Amnestic dissociation symptoms were found to be correlated with controlling compulsive scores[11]. 
Ruffer et al[13] evaluated 52 patients with the diagnosis of OCD. In this study, Cognitive Behavioral Therapy (CBT) was administered to patients for 9.5 wk in average. Patients received exposure therapy in this aspect. In this study group, high level of dissociative symptoms was detected in patients who ceased treatment because of non compliance. In 43 patients who continued the treatment, however, those with severe OCD symptoms and not responding the treatment had high dissociative symptoms. In this study, it was reported that high dissociative symptoms can be indicator for poor response to CBT. 

In a study where Belli et al[14] included 78 OCD cases, a significant relation between severity of obsessive-compulsive symptoms and dissociative symptom levels was detected. In this study, dissociative disorder dual diagnoses were also investigated using SCID-D. Rate of having at least one dissociative disorder in study group was 14%. In this study, most common dissociative disorder was depersonalization disorder. This was followed by dissociative amnesia and dissociative identity disorder. These diagnoses indicated that complicated dissociative disorders accompanied OCD considerably. In another study, Belli et al[15] found high levels of dissociative symptoms and significant correlation between these symptoms and obsessive-compulsive symptoms was noted. However, no significant relation between dissociative symptoms and childhood traumatic experiences was detected. 

Semiz et al[16] divided the patients into two groups in a study which included 120 OCD patients. Fifty-eight of these patients constituted treatment-resistant group, whereas treatment-responding group included 62 patients. Both groups were compared to each other. Treatment resistant group had higher level of disease severity, dissociative symptoms and childhood traumas. Results of this study suggested that dissociative symptoms and childhood traumatic experiences can precede poor response to treatment. 

In another study, Selvi et al[17] investigated 95 OCD patients from different aspect. In that study, they investigated the relationship between possible dissociation, childhood trauma and cognitive processes in patients with OCD. It was found that dissociative symptomatology was strongly related to pathologic processes that constituted OCD symptoms. 
One of the most important methods for the treatment of OCD is Cognitive-Behavioral Therapy (CBT). When the formulation of treatment is done in OCD, pathologic cognitive processes are tried to be detected. However, it was reported that in 30%-60% of the cases, there was no adequate response to CBT. This requires consideration of multifactorial intrapsychic structures that constitute OCD as well. One of the most important of these factors is hypnotherapeutic approach that focuses on dissociative phenomena. Hypnotherapeutic approaches can also be used in treatment of OCD[18]. It was reported that dissociative symptomatology can be very important factor in nonresponding to treatment. This condition can involve not only treatment resistance to CBT, but also cases who do not adequately respond to medications[19]. However, relation between dissociative symptomatology with childhood traumatic experiences was well established. Hypnotherapeutic approaches can also be used in repairing the traumatic memory[20]. It is apparent that systemic studies are needed to measure efficiency of hypnotherapeutic approaches in treatment resistant cases in regard to relevant dissociative pathology. Ego-state therapy can be beneficial in treatment of complex conditions such as dissociative amnesia or dissociative identity disorder that accompany OCD. Ego-state therapy is a systemic approach in which hypnotic phenomena are used[21].
ASSESSMENT OF DISSOCIATION SYMPTOMS AND CHILDHOOD TRAUMATIC EXPERIENCES IN PATIENTS BY THE TOOLS AND SCALES
The structured clinical ınterview for DSM-IV dissociative disorders
SCID-D is a semi-structured interview tool that is developed by Steinberg. It is used to comb and determine the dissociative disorders according to DSM-IV. By using this interview tool, dissociative identity disorder, depersonalization disorder, dissociative amnesia, dissociative fugue and the dissociative disorder diagnoses that cannot be named otherwise can be established. Because of the fact that the dissociative identity disorder diagnosis can meet the symptoms of all the other diagnosis categories, it is generally established on its own. If this diagnosis is established then generally no other diagnoses are established[22].
Dissociation questionnaire
This scale is developed by Vanderlinden et al[23] By using this scale, dissociative experiences are combed and the severity of these symptoms is evaluated. This scale can be used in combing the traumatic experiences of psychiatry patients. This scale consists of totally 63 questions. Individuals mark the choices appropriate to them. Every heading is evaluated by a point between 1 and 5. The average score is obtained by dividing the total point by 63[23].    
The somatoform dissociation questionnaire
This scale is a self-rating instrument that consists of 20 articles and that patients themselves fill out. This scale is used in the combing of somatoform symptoms of patients who have traumatic experiences. Every heading is evaluated by a point between 1 and 5. The average score is obtained by dividing the total point by 20. This scale is developed by Nijenhuis et al[24].
The dissociative experiences scale 
This scale is a psychological self-rating instrument that evaluates dissociative symptoms. The scale contains 28 questions, a general score and four sub scales. Every heading is evaluated by a point between 0 and 100. The average score is obtained by dividing the total point by 28[25].     
A history of neglect and abuse during childhood is linked both to a risk factor in the pathogenesis of dissociative psychopathology in adults[5,26-29]. Dissociationis is also linked to traumatic life events, especially childhood traumas[30]. Therefore childhood traumas must be investigated when dissociative symptoms are screened in patients with OCD diagnosis. This could be very important in planning of the treatment. Following scales can be used for this purpose. 
Childhood trauma questionnaire(CTQ-53)
It is a self-rating scale that is developed by Bernstein et al[31] and that consists of 53 questions. With this scale, the childhood emotional, physical and sexual abuse and the childhood physical and emotional neglect situations are evaluated. Points between 1 and 5 are given for all types of possible childhood traumas. The total of the points are derived from the total points of every childhood trauma between 5 and 25. The measurement also contains the minimization/denial scale that has three headings and that is potentially out of the rating[31]. The 3 items comprising the Minimization/Denial scale are dichotomized (never = 0, all other responses = 1) and summed; a total of one (1) or greater “suggests the possible underreporting of maltreatment’’false negatives). 
Childhood trauma questionnaire (CTQ-40)

This instrument is a scale that is developed by Bernstein et al[31]. It consists of 40 questions and every question consists of five choices. It is a self-rating scale. It combs the childhood traumatic experiences before the age 18. The answers are composed of five choices. These answers are; never (1); rarely (2); sometimes (3); often (4); and very often (5). High scores reveal that abuse in adolescence and childhood took place very often. The total point is between 40 and 200 [31]. 
CONCLUSION

Obsessive–compulsive disorder (OCD) is a disorder with high lifelong prevalence and it can severely deteriorate quality of life. Therefore every aspect influencing development and treatment of this disorder should be addressed seriously.
The individuals who are diagnosed with OCD can be evaluated in three categories in an etiological context. These dimensions can be classified as cognitive, biological and emotional[32,33]. Regarding the emotional dimension, some writers emphasize the importance of traumatic-dissociative, existential and acquired developmental factors in the etiology of OCD of some patients. For many years, various treatments are suggested regarding the treatment of OCD. It is frequently emphasized that the cognitive-behavioral therapy is one of the most effective treatment methods[34]. Some authors[20,35,,36] indicated that the therapist should target the stress eugenic factors that are acquired in intrapsychic and developmental ways and that contain conflicts, existential traumas and dissociated pieces of personality in order for the OCD symptoms to be treated successfully. However the relationship between dissociative symptomatology and childhood traumas has not been clearly defined. To a large extent, dissociation is related with especially childhood abuse[26,37]. Dissociation functions as the autohypnotic defense mechanism that provides the psychological wholeness of the individual against these traumas[4,5]. In addition to the cognitive-behavioral model, different methods can also be used in the treatment of dissociative symptoms and chronic dissociative disorders. Some writers stated that ego state therapy and hypnotherapy can be effective on dissociative processes. In the ego state therapy, hypnotic phenomena are used as the basic technique. In this therapy method, it is thought that the self develops in a fragmented way and functions by becoming integrated. Childhood trauma and stresses can disrupt this integrity. During the therapy, it is concentrated on these childhood experiences again in order to fix the disrupted integrity. It is apparent that systemic studies are needed to measure efficiency of hypnotherapeutic approaches in treatment resistant cases in regard to relevant dissociative pathology. Ego-state therapy is a systemic approach in which hypnotic phenomena are used[20,21].
Investigating the dissociative symptoms, complex dissociative disorders and childhood traumas is very important in patients who are diagnosed as OCD. Clinicians should not fail to notice the hidden dissociative symptoms and childhood traumatic experiences in the OCD cases having severe symptoms and are resistant to treatment. Symptoms screening scales and diagnostic tools used for this purpose should be known. It can be crucial to know how to treat these pathologies in patients who are diagnosed as OCD, particularly in cases with resistance to treatment. 
OCD is a disease with high lifelong prevalence and it can severely deteriorate quality of life. Literature demonstrated that the level of dissociation might be correlated with the severity of OCD and not responding the treatment had high dissociative symptoms.

Regarding the patients diagnosed with OCD, it is important to know the scales that comb the dissociative symptoms and childhood experiences. Apart from that, the tools that serve to diagnose the complex and chronic dissociative disorders can help a lot as well. More researches that investigate the relationship between OCD and dissociative processes are needed. These studies need to have a large sample size and a nature that comprise both genders. As these studies increase, serious developments will take place in treatment plans.    
REFERENCES
1 Dell PF, O’Neil JA. Dissociation and the dissociativedisorders: DSM-V and beyond. New York: Routledge 2009

2 Macrì F, Salviati M, Provenzano A, Melcore C, Terlizzi S, Campi S, Biondi M. Psychopatological severity index and dissociative symptomatology in a group of non-psychotic outpatients. J Psychopathology 2013; 19: 105-108

3 Isaac M, Chand PK. Dissociative and conversion disorders: defining boundaries. Curr Opin Psychiatry 2006; 19: 61-66 [PMID: 16612181 DOI: 10.1097/01.yco.0000194811.83720.69]

4 Zlotnick C, Shea MT, Pearlstein T, Simpson E, Costello E, Begin A. The relationship between dissociative symptoms, alexithymia, impulsivity, sexual abuse, and self-mutilation. Compr Psychiatry 1996; 37: 12-16 [PMID: 8770520 DOI: 10.1016/S0010-440X(96)90044-9]

5 Zlotnick C, Shea MT, Zakriski A, Costello E, Begin A, Pearlstein T, Simpson E. Stressors and close relationships during childhood and dissociative experiences in survivors of sexual abuse among inpatient psychiatric women. Compr Psychiatry 1995; 36: 207-212 [PMID: 7648844 DOI: 10.1016/0010-440X(95)90083-8]

6 Cardena E. The domain of dissociation; in Lynn SJ, Rhue JW (eds): Dissociation. Clinical and Theoretical Perspectives. New York, Guilford Press, 1994; 15-31

7 Sar V, Ross C. Dissociative disorders as a confounding factor in psychiatric research. Psychiatr Clin North Am 2006; 29: 129-44, ix [PMID: 16530590 DOI: 10.1016/j.psc.2005.10.008]

8 Sar V, Kundakci T, E. Kiziltan E, Dogan O. The axis-I dissociative disorder comorbidity of borderline personality disorder among psychiatric outpatients. J Trau Dissociat 2003; 4: 119–136 [DOI: 10.1300/J229v04n01_08]
9 Sar V, Akyuz G, Kugu N, Ozturk E, Ertem-Vehid H. Axis I dissociative disorder comorbidity in borderline personality disorder and reports of childhood trauma. J Clin Psychiatry 2006; 67: 1583-1590 [PMID: 17107251 DOI: org/10.4088/JCP.v67n1014]

10 Sar V, Akyüz G, Kundakçi T, Kiziltan E, Dogan O. Childhood trauma, dissociation, and psychiatric comorbidity in patients with conversion disorder. Am J Psychiatry 2004; 161: 2271-2276 [PMID: 15569899 DOI: 10.1176/appi.ajp.161.12.2271]

11 Rufer M, Held D, Cremer J, Fricke S, Moritz S, Peter H, Hand I. Dissociation as a predictor of cognitive behavior therapy outcome in patients with obsessive-compulsive disorder. Psychother Psychosom 2006; 75: 40-46 [PMID: 16361873 DOI: 10.1159/000089225]

12 Freud S. Hemmung, Symptom und Angst; in Freud A(ed). Sigmund Freud. Gesammelte Werke. Chronologisch geordnet. London, Imago, 1948; 4
13 Rufer M, Fricke S, Held D, Cremer J, Hand I. Dissociation and symptom dimensions of obsessive-compulsive disorder. A replication study. Eur Arch Psychiatry Clin Neurosci 2006; 256: 146-150 [PMID: 16267636 DOI: 10.1007/s00406-005-0620-8]

14 Belli H, Ural C, Vardar MK, Yesılyurt S, Oncu F. Dissociative symptoms and dissociative disorder comorbidity in patients with obsessive-compulsive disorder. Compr Psychiatry 2012; 53: 975-980 [PMID: 22425531 DOI: 10.1016/j.comppsych.2012.02.004]

15 Belli H, Ural C, Yesilyurt S, Vardart MK, Akbudak M, Oncu F. Childhood trauma and dissociation in patients with obsessive compulsive disorder. West Indian Med J 2013; 62: 39-44 [PMID: 24171326]

16 Semiz UB, Inanc L, Bezgin CH. Are trauma and dissociation related to treatment resistance in patients with obsessive-compulsive disorder? Soc Psychiatry Psychiatr Epidemiol 2013; Epub ahead of print [PMID: 24213522]

17 Selvi Y, Besiroglu L, Aydin A, Gulec M, Atli A, Boysan M, Celik C. Relations between childhood traumatic experiences, dissociation, and cognitive models in obsessive compulsive disorder. Int J Psychiatry Clin Pract 2012; 16: 53-59 [PMID: 22122656 DOI: 10.3109/13651501.2011.617458]

18 Meyerson J, Konichezky A. Hypnotically induced dissociation (HID) as a strategic intervention for enhancing OCD treatment. Am J Clin Hypn 2011; 53: 169-181 [PMID: 21404953]

19 Frederick C. Hypnotically facilitated treatment of obsessive-compulsive disorder: can it be evidence-based? Int J Clin Exp Hypn 2007; 55: 189-206 [PMID: 17365073]

20 Abramowitz EG, Bonne O. [Use of hypnosis in the treatment of combat post traumatic stress disorder (PTSD)]. Harefuah 2013; 152: 490-43, 497 [PMID: 24167937]

21 Emmerson G. The vaded ego state and the invisible bridging induction. Int J Clin Exp Hypn 2013; 61: 232-250 [PMID: 23427846]

22 Broadbent DE, Broadbent MH, Jones JL. Performance correlates of self-reported cognitive failure and of obsessionality. Br J Clin Psychol 1986; 25 ( Pt 4): 285-299 [PMID: 3801732 DOI: 10.1111/j.20448260.1986.tb00708.x]

23 Svedin CG, Nilsson D, Lindell C. Traumatic experiences and dissociative symptoms among Swedish adolescents. A pilot study using Dis-Q-Sweden. Nord J Psychiatry 2004; 58: 349-355 [PMID: 15513611 DOI: 10.1080/08039480410005891]

24 Nijenhuis ER, Spinhoven P, Van Dyck R, Van der Hart O, Vanderlinden J. The development and psychometric characteristics of the Somatoform Dissociation Questionnaire (SDQ-20). J Nerv Ment Dis 1996; 184: 688-694 [PMID: 8955682 DOI: 10.1097/00005053-199611000-00006]

25 Bernstein EM, Putnam FW. Development, reliability, and validity of a dissociation scale. J Nerv Ment Dis 1986; 174: 727-735 [PMID: 3783140 DOI: 10.1097/00005053-198612000-00004]

26 Dancu CV, Riggs DS, Hearst-Ikeda D, Shoyer BG, Foa EB. Dissociative experiences and posttraumatic stress disorder among female victims of criminal assault and rape. J Trauma Stress 1996; 9: 253-267 [PMID: 8731546]

27 Draijer N, Langeland W. Childhood trauma and perceived parental dysfunction in the etiology of dissociative symptoms in psychiatric inpatients. Am J Psychiatry 1999; 156: 379-385 [PMID: 10080552]

28 Lochner C, du Toit PL, Zungu-Dirwayi N, Marais A, van Kradenburg J, Seedat S, Niehaus DJ, Stein DJ. Childhood trauma in obsessive-compulsive disorder, trichotillomania, and controls. Depress Anxiety 2002; 15: 66-68 [PMID: 11891995 DOI: 10.1002/da.10028]

29 Kaplow JB, Saxe GN, Putnam FW, Pynoos RS, Lieberman AF. The long-term consequences of early childhood trauma: a case study and discussion. Psychiatry 2006; 69: 362-375 [PMID: 17326730]

30 Janke B. [Rational and sure way of fabrication of complete dentures]. Zahntechnik (Zur) 1990; 47: 20-24 [PMID: 2142843]

31 Bernstein DP, Fink L, Handelsman L, Foote J, Lovejoy M, Wenzel K, Sapareto E, Ruggiero J. Initial reliability and validity of a new retrospective measure of child abuse and neglect. Am J Psychiatry 1994; 151: 1132-1136 [PMID: 8037246]

32 Chamberlain SR, Blackwell AD, Fineberg NA, Robbins TW, Sahakian BJ. The neuropsychology of obsessive compulsive disorder: the importance of failures in cognitive and behavioural inhibition as candidate endophenotypic markers. Neurosci Biobehav Rev 2005; 29: 399-419 [PMID: 15820546 DOI: 10.1016/j.neubiorev.2004.11.006]

33 Jonnal AH, Gardner CO, Prescott CA, Kendler KS. Obsessive and compulsive symptoms in a general population sample of female twins. Am J Med Genet 2000; 96: 791-796 [PMID: 11121183 DOI: 3.0.CO; 2-C']

34 Abramowitz JS, Taylor S, McKay D. Potentials and limitations of cognitive treatments for obsessive-compulsive disorder. Cogn Behav Ther 2005; 34: 140-147 [PMID: 16195053 DOI: 10.1080/16506070510041202]

35 Frederick C. Selected topics in Ego State Therapy. Int J Clin Exp Hypn 2005; 53: 339-429 [PMID: 16120529]

36 Ross CA, Anderson G. Phenomenological overlap of multiple personality disorder and obsessive-compulsive disorder. J Nerv Ment Dis 1988; 176: 295-299 [PMID: 3367145 DOI: 10.1097/00005053-198805000-00008]

37 Cardena E. The domain of dissociation; in Lynn SJ, Rhue JW (eds): Dissociation. Clinical and Theoretical Perspectives. New York, Guilford Press, 1994; 15-31

P-Reviewers: Bermejo PE S-Editor: Ji FF L-Editor: E-Editor:

13

