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The aim of this study was to inquire about the possible relations of
childbood trauma, anger, and dissociation to depression among
women with fibromyalgia or rbeumatoid arthritis. Fifty female
patients diagnosed as having fibromyalgia (n = 30) or rheumatoid
arthritis (n = 20) participated in the study. The Childhood Trauma
Questionnaire, Somatoform Dissociation Questionnaire (SDQ),
Dissociation Questionnaire (DIS-Q), Beck Depression Inventory
(BDID), Spielberger State-Trait Anger Expression Inventory, and
Dissociative Disorders Interview Schedule were administered to
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all participants. Women with a lifetime diagnosis of depres-
sive disorder had bigher scores for somatoform and psychoform
dissociation than the nondepressive patients. However, childbood
trauma scores did not differ between the 2 groups. In regression
analysis, current severity of depression (BDI) was predicted by
psychoform dissociation (DIS-Q) and lower education, and life-
time diagnosis of major depression was predicted by somatoform
dissociation (SDQ). Whereas childbood emotional neglect pre-
dicted somatoform dissociation, psychoform dissociation was pre-
dicted by childhood sexual abuse. Mental processing of anger seems
to be 1 of the dimensions of psychodynamics in trauma-related
depressive conditions. In the context of the perceived threat of
loss of control due to expressed anger and mental disintegration,
somatoform dissociation seems to contribute to overmodulation
of emotions in dissociative depression. Among patients suffer-
ing from physical illness with possible psychosomatic dimensions,
assessment of somatoform dissociation in addition to psychoform
dissociation may be belpful to understand diverse psychopathologi-
cal trajectories emerging in the aftermath of childhood adversities.
The recently proposed category of “dissociative depression” (Sar,
2011) seems to be a promising concept for future research on
psychosomatic aspects of traumatic stress.

KEYWORDS depression, dissociation, trauma, PTSD, borderline
personality

INTRODUCTION

Depressive disorders are common among patients with medical illness
(Chapman, Perry, & Strine, 2005; Moussavi et al., 2007). Chronic pain
has been reported as one of the risk factors for this elevated prevalence
(Goldenberg, 2010). However, depression may increase the perception of
pain (Pinerua-Shuhaibar, Villalobos, Delgado, Rubio, & Suarez-Roca, 2011),
leading to a circulus vitiosus by reinforcement of the depression. An associ-
ation between anger as a negative emotion and pain has also been reported
(Burns, Bruehl, & Chont, 2013). Fibromyalgia and rheumatoid arthritis are
disorders causing significant chronic pain. There are studies on both disor-
ders reporting elevated rates of lifetime and current psychiatric disorders,
including depressive disorders (Dickens, McGowan, Clark-Carter, & Creed,
2002; Fietta, Fietta, & Manganelli, 2007; Soderlin, Hakala, & Nieminen, 2000).

Childhood adversity is one of the risk factors for lifetime diagnosis of
depressive (Bilbul et al., 2013; Chapman et al., 2004; Yazici-Gulec et al.,
2013) and dissociative (Ogawa, Sroufe, Weinfield, Carlson, & Egeland, 1997)
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disorders as well as various types of general medical conditions (Anda et al.,
2009; Dong, Dube, Felitti, Giles, & Anda, 2003; Dong et al., 2004; Dube
et al., 2009; Hiuser, Kosseva, Uceyler, Klose, & Sommer, 2011; Williamson,
Thompson, Anda, Dietz, & Felitti, 2002). In a recent study, patients with a
repetitive depressive disorder reported more childhood adversity than those
who suffered from their first episode (Bulbil et al., 2013). Hence, childhood
adversity seems to be a factor leading to a chronic course in depressive
disorder.

Depression has been attributed to sequestered anger, as proposed in
Sigmund Freud’s (1917/1975) historic paper “Mourning and Melancholia.” In
fact, sequestered anger itself can be understood as a form of dissociation (i.e.,
compartmentalization of unbearable emotions in the aftermath of adverse life
events). As a particular type of this phenomenon, dissociative depression has
been proposed as a new concept to delineate a specific patient group with
childhood trauma history (Sar, 2011; Sar, Akyiiz, Oztiirk, & Alioglu, 2013).
According to the model of functional dissociation of the self (Sar & Oztiirk,
2005, 2007), emotions can be dissociated without necessarily being part of
some dissociative identity or personality state (Sar, 2011).

Based on this theoretical and empirical background, we tried to con-
duct a preliminary inquiry on possible relationships between childhood
trauma, anger, dissociation, and depressive phenomena among patients with
a medical illness causing chronic pain. Fitting these conditions, women with
fibromyalgia or rheumatoid arthritis constituted the study group for this
inquiry. A main purpose of this study was to test a theory of dissociative
depression (Sar, 2011) within a medical patient group likely to suffer from it.
As a preliminary study, this effort tries to explore goals to further a program
of research. We hypothesized that there would be subtle pathways between
childhood adversities and a specific type of depression that may remain
obscured unless assessed by measuring diverse components of stress-related
psychopathology separately. As a first step in this exploratory study, we
assessed somatoform and psychoform dissociation (Nijenhuis, Van der Hart,
& Steele, 2002; Van der Hart, Van Dijke, Van Son, & Steele, 2000) as separate
but interrelated components of trauma-related dissociative psychopathology
and tried to find their correlates, which could be targeted more specifically
in future research.

METHOD
Participants

All participants were patients in the outpatient unit of the Rheumatology
Department in the Cerrahpasa Medical Faculty Hospital in Istanbul, Turkey,
which is a medical center affiliated with Istanbul University. The study was
approved by the ethics committee of Istanbul University, Cerrahpasa Faculty
of Medicine. Written informed consent was provided by all participants after
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the study procedures had been fully explained. The study was presented
as a research inquiry on childhood abuse history and psychopathology.
Diagnosis of fibromyalgia or rheumatoid arthritis was made by patients’
attending physicians. Exclusion criteria were being younger than 18 years
of age, being illiterate, and having physical or psychiatric disorders (e.g.,
hearing loss, ophthalmologic problems, mental retardation, psychotic disor-
ders, and dementia) that affected the cooperation of the patient. Five patients
did not participate in the study for one of these reasons. Thirty consecutive
women with fibromyalgia and 20 with rheumatoid arthritis who fulfilled the
respective diagnostic criteria of the American College of Rheumatology were
included in the study.

Instruments

Dissociative Disorders Interview Schedule (DDIS). The DDIS is a struc-
tured interview consisting of 132 items (Ross et al., 1989). It is used to
diagnose somatization disorder, major depressive episode, borderline per-
sonality disorder, and all of the dissociative disorders according to the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-
IV; American Psychiatric Association, 1994). The validity and reliability of the
Turkish version of the DDIS for the diagnosis of chronic dissociative dis-
orders were examined in a comparison of patients who had dissociative
identity disorder with those who had panic disorder, complex partial
epilepsy, or schizophrenic disorder, yielding significantly more diagnoses
of past or concurrent major depressive and somatization disorders in the
dissociative group (Yargic, Sar, Tutkun, & Alyanak, 1998). The DDIS was
previously administered to screen for major depressive episode in an epi-
demiological study in Turkey, revealing similar findings to those of other
studies with regard to prevalences (Sar et al., 2013). More specific data do
not yet exist about the reliability and validity of the DDIS for the diagnosis
of depressive disorders.

Somatoform Dissociation Questionnaire (SDQ). The SDQ is a 20-item
self-report instrument that evaluates the severity of somatoform dissociation
(Nijenhuis, Spinhoven, Van Dyck, Van der Hart, & Vanderlinden, 1996). The
sum of the item scores (range = 1-5) represents the total score, which can
be between 20 and 100. The typical cutoff score for pathological dissociation
is reported as 40 among Turkish patients (Sar, Kundakci, Kiziltan, Bakim,
& Bozkurt, 2000). Among other items on sensorimotor alterations, the SDQ
covers an item directly addressing the perception of pain: “My body, or a
part of it, was insensitive to pain.”

Dissociation Questionnaire (DIS-Q). The DIS-Q is a 63-item self-report
instrument (Vanderlinden, Van Dyck, Vandereycken, & Vertommen, 1993).
It evaluates the severity of psychoform dissociation, with possible scores
ranging from 1 to 5. According to a study among Turkish patients, a cutoff of
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2.5 predicts pathological dissociation (Sar et al., 1997). Besides a total score,
the DIS-Q provides subscores representing four dimensions of psychoform
dissociation: dissociative amnesia, identity fragmentation, absorption, and
loss of control.

Beck Depression Inventory (BDI). The BDI measures the physical, emo-
tional, cognitive, and motivational symptoms of depression (Beck, Ward, &
Mendelson, 1961). The inventory is used not for diagnosing depression but
for assessing the severity of depressive symptoms. There are 21 items corre-
sponding to symptom categories. Each item is scored from 0 to 3. The sum
of the scores derived from the items provides the depression score. Validity
and reliability of the Turkish version of BDI were reported by Hisli (1989).

Spielberger State-Trait Anger Expression Inventory (STAXD. The STAXI
assesses the intensity of feelings of anger (state anger) with seven items,
the disposition to experience anger (trait anger) with six items, behaviorally
expressed anger (anger-outside) with six items, suppressed anger (anger-
inside) with six items, and self-control of anger behavior (anger control)
with six items (Spielberger, Johnson, Russel, & Crane, 1983). The Turkish
version was validated by Ozer (1994).

Childbood Trauma Questionnaire (CTQ). The CTQ is a 28-item self-
report instrument developed by Bernstein et al. (1994) that evaluates
childhood emotional, physical, and sexual abuse as well as childhood physi-
cal and emotional neglect. Items are rated on a 5-point Likert-type scale, with
response options ranging from never true (1) to very often true (5). Possible
scores for each type of childhood trauma range from 5 to 25. The sum of
the scores derived from each trauma type provides the total score, ranging
from 25 to 125. The Turkish version of the scale is as reliable and valid as its
original from (Sar, Oztiirk, & Ikikardes, 2012).

RESULTS

The mean age of the study group was 40.9 years (SD = 10.8, range =
22-69). The participants had 8.5 years of education on average (SD = 4.3).
Approximately two thirds of the group described their income as middle
level. According to the DDIS, 30 patients (60.0%) had a lifetime diagnosis of
depressive disorder, including 12 women (24.0%) with current major depres-
sive disorder. In the lifetime depression group, seven women (23.3%) had
a DSM-IV dissociative disorder, whereas this rate was 5.3% (nz = 1) for the
nondepressive group (Fisher’s exact test p = .099). Patients who had a life-
time diagnosis of depression were younger than those who did not. They
had higher scores on somatoform and psychoform dissociation (including
loss of control), trait anger, anger-outside, number of somatic complaints,
and borderline personality disorder criteria compared to the nondepressive
participants. Ten patients (nine in the depressive group) had SDQ scores
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above 35. Only two of them (both in the depressive group) also had DIS-
Q scores above 2.5 (the suggested cutoff level). There was a moderate but
significant correlation between the two scales (r = .63), suggesting some
overlap between the two phenomena.

There were no significant differences in childhood trauma scores
between the depressive and nondepressive patients in the present study
(see Table 1). There were also no significant correlations between total
childhood trauma and the current severity of depression (BDI scores; see
Table 2). These data suggested that there was a relationship between life-
time diagnosis of depressive disorder and anger, dissociation, and younger
age; however, a relationship with childhood trauma could not be identified
by a simple comparison of the patient groups.

In tandem with these findings, a correlational analysis conducted on
scores of the self-report measures revealed significant relationships between
the severity of current depression (BDI) and both somatoform (SDQ)

TABLE 1 Clinical Measures and Childhood Trauma History Among Women With and Without
a Lifetime Diagnosis of Major Depressive Disorder (Student’s ¢ Test)

Lifetime major depressive

disorder
Present Absent
(n = 30) (n = 20)
Variable M SD M SD 13 df p
Age 43.9 11.5 51.3 8.2 2.48 47 .017
Education (years) 8.8 4.5 8.2 4.1 0.48 47 634
SDQ 30.0 9.8 23.9 5.5 2.82 46.4 .007
DIS-Q 1.8 0.4 15 04 216 44 036
Loss of control 2.0 0.5 1.6 0.5 2.45 44 .018
Absorption 1.8 0.6 1.7 0.6 056 44 .580
Dissociative amnesia 1.7 0.5 1.5 0.4 1.42 44 163
Identity fragmentation 1.6 0.5 1.3 0.4 1.74 44 .088
Beck depression 17.6 11.1 11.8 9.3 1.94 48 .058
Trait anger 229 6.2 18.3 4.4 2.84 48 .007
Control of anger 20.2 5.0 21.1 5.0 0.60 48 551
Anger-inside 17.5 4.5 15.2 3.8 1.83 48 .073
Anger-outside 17.4 5.4 13.5 3.8 2.81 48 .007
Number of somatic complaints 13.0 4.8 9.4 5.7 2.41 48 .020
Number of borderline 1.3 1.7 0.3 0.8 2.70 44.07 .010
personality features
Childhood trauma 42.8 11.9 429 11.0 0.01 46 991
Sexual abuse 6.0 2.6 5.2 0.7 1.73 33.1 .094
Physical abuse 6.3 2.3 6.8 4.7 0.48 47 631
Emotional abuse 8.7 4.4 8.2 5.2 0.37 47 715
Physical neglect 9.7 2.1 10.3 1.5 1.14 47 .259
Emotional neglect 12.2 5.0 12.3 4.0 0.11 46 917
Minimization of trauma 0.9 1.1 1.0 1.2 0.20 47 .840

Notes: SDQ = Somatoform Dissociation Questionnaire; DIS-Q = Dissociation Questionnaire.
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TABLE 2 Correlations Between Clinical Variables, Age, and Education (Pearson Correlation
Coefficients)

STAXI
BPD

Variable Age Education criteria SDQ  BDI  Trait Anger-in Anger-out Control
Age — —.40* —.40*  —.06 03 =23 .09 —.26 .09
Education — — 06 —.28 —.35* .01 —.03 .07 17
DIS-Q total —.15 —.11 37F .63 60" 56%F .38* 51 —.23
Identity —.18 —.06 22 66" 53 39* 20 30" —.25

fragmentation
Loss of control —.17 —.21 45* 48701 .62*F 43" 56" -.29
Amnesia .01 —.11 .27 ST 45¢ 34" 28 33" —.12
Absorption —.16 .01 .16 43" .22 .35* 37 33" .09
SDQ — — .19 — 48** .20 12 14 —.18
BDI — — .18 — — 33" 33" .30" —.06
BPD criteria —.40*  —.006 — 19 18 AT 18 37* —.22
Somatic —.19 —.19 .27 38" 32% —.04 22 .07 19

complaints

Notes: STAXI = Spielberger State-Trait Anger Expression Inventory; BPD = borderline personality dis-
order; SDQ = Somatoform Dissociation Questionnaire; BDI = Beck Depression Inventory; DIS-Q =
Dissociation Questionnaire.

*p < .05

** p < .001

and psychoform (DIS-Q) dissociation. What is interesting is that BDI and
psychoform dissociation scores correlated with all types of anger, but
somatoform dissociation did not (see Table 2).

Further correlational analyses were conducted to inquire about pos-
sible relationships between clinical variables and childhood adversity (see
Table 2). The total childhood trauma score correlated with both psychoform
and somatoform dissociation as well as with anger-inside. Psychoform
dissociation correlated with all types of childhood abuse but not with any
type of neglect. Somatoform dissociation, however, was related to childhood
emotional neglect only. In sum, although an association was not identified
between depression and childhood adversity directly, such a relationship
was observed between childhood adversity and dissociation. The type of
this relationship (neglect vs. abuse, or omission vs. intrusion, respectively)
differed for somatoform and psychoform dissociation.

Suggesting a separate track, childhood neglect did not correlate with
anger and BDI scores either. All three types of abuse were correlated with
loss of control. In addition, childhood sexual abuse was related to identity
fragmentation and anger-inside; childhood physical abuse correlated with
absorption; and childhood emotional abuse was correlated with identity
fragmentation, absorption, and anger-inside (see Table 3).

To inquire about the complex relationships between childhood trauma,
anger, dissociation, and depression, we conducted a logistic regression anal-
ysis. Lifetime diagnosis of depression was taken as the dependent variable
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TABLE 3 Correlations Between Childhood Trauma Scores and Clinical Variables (Pearson
Correlation Coefficients)

Childhood abuse Childhood neglect CTQ
Variable Sexual  Physical Emotional Emotional  Physical  Total
DIS-Q total A41F 30" .35* 17 .05 37"
Identity fragmentation A48 25 33" 13 —.04 .33*
Loss of control .30* .32* .35* .20 15 .38*
Amnesia .26 .16 19 .19 .02 .25
Absorption 27 A41% 37* .03 .20 .39*
SDQ total .18 27 21 297 .05 32"
Trait anger 25 22 .20 —-.13 22 14
Anger-inside 297 .28 307 .18 .23 .36*
Anger-outside .28 .09 15 .02 —.04 14
Control of anger —.13 .05 .02 —.15 —.05 —.07
Beck depression .27 .10 .23 13 12 .23
BPD criteria 25 21 24 .10 12 .26

Notes: CTQ = Childhood Trauma Questionnaire; DIS-Q = Dissociation Questionnaire; SDQ =
Somatoform Dissociation Questionnaire; BPD = borderline personality disorder.

*p<.05

** p < .001

and CTQ, DIS-Q, SDQ, anger (trait, inside, outside), education, and age as
independent variables. Only somatoform dissociation scores predicted the
diagnosis (Cox & Snell R* = .36, B = 0.15, SE = 0.08, B = 1.17, Wald = 4.08,
df =1, p = .043). BDI score was predicted (adjusted R* = .46; F = 19.06;
df = 2, 41; p = .001) by psychoform dissociation (B = 15.06, SE = 2.86, B =
0.60, t = 5.26, p = .001) and low education (B = 0.81, SE = 0.30, 8 = 0.31,
1 =208, p=.011).

A stepwise linear regression analysis taking somatoform dissociation as
the dependent variable and the five types of childhood trauma as indepen-
dent variables yielded childhood emotional neglect as the only predictor
(B = 059, SE = 027, B = 031, t = 2.20, p = .033; adjusted R? = .08;
F = 0.83; df =1, 46; p = .033). Among the childhood trauma types, only
childhood sexual abuse (B = 0.08, SE = 0.03, 8 = 0.41, t = 287, p =
.006) predicted psychoform dissociation (adjusted R* = .14; F = 8.24; df =
1, 44; p = .000).

Figure 1 summarizes the relationships between childhood adversities,
anger-inside, both types of dissociation, lifetime and current depression,
and trait anger/anger-outside. Processing the posttraumatic anger seems to
be the main dimension of the entire algorithm representing dissociative
depression.

Figure 2 demonstrates the variables interacting with loss of control (i.e.,
a crisis condition in the context of dissociative depression). Whereas anger-
outside may lead to an increased number of borderline phenomena, it is
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FIGURE 1 Relationships between childhood adversity, anger, and dissociation among depres-
sive women with fibromyalgia or rheumatoid arthritis. (Each arrow marks a significant
correlational relationship.)

interesting that dissociative amnesia not only contributes to a loss of con-
trol but also interacts with current severity of depression and trait anger
and anger-outside. Various types of childhood adversity have different influ-
ences on components of dissociation such as identity fragmentation and
absorption; however, they all contribute to loss of control.

DISCUSSION

Bodily and mental responses to stress may take diverse trajectories with dif-
ferent psychosomatic consequences. These responses may flow in separate
tracks. For instance, in a study of patients with back pain, although there was
no relationship between psychoform dissociation and any type of childhood
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FIGURE 2 Variables involved in potential loss of control among depressive women
with fibromyalgia or rheumatoid arthritis. (Fach arrow marks a significant correlational
relationship.)

trauma, such a connection could be demonstrated with somatoform
dissociation (Ytucel et al., 2002). Hence, among patients in general medi-
cal settings, associations between stress and clinical psychopathology may
be relatively subtle compared to those in persons who apply directly to
psychiatric units because of their explicit mental symptoms or psychosocial
antecedents. This is one of the challenges faced by clinicians who work in
general medical or consultation/liaison settings. Thus, in the present study
on patients with fibromyalgia or rheumatoid arthritis, a simple comparison
between depressive and nondepressive patients did not reveal significant
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results in terms of childhood adversity. However, further analyses revealed
that such relationships may be traced through considering somatoform
and psychoform dissociation. Although in different ways, both phenomena
proved themselves to be related to childhood psychological trauma (see
Figure 1).

A significant majority (seven of eight) of the patients who had a DSM-IV
dissociative disorder were in the lifetime depressive disorder group, support-
ing the newly proposed category of trauma-related dissociative depression
(Sar, 2011D). Indeed, patients with a lifetime diagnosis of depressive disorder
had higher scores of somatoform and psychoform dissociation compared
to the nondepressive group. It is interesting that whereas somatoform
dissociation predicted lifetime depression, psychoform dissociation predicted
BDI scores, which represented the current severity of depression.

Mental processing of posttraumatic anger seems to be one of the leading
components in the psychodynamics of dissociative depression (see Figure 1).
What is interesting is that although childhood emotional neglect was not cor-
related with posttraumatic anger-inside, it predicted somatoform dissociation.
Psychoform dissociation, in contrast, was related to the current severity of
depression with trait anger and anger-outside. Thus, emotional neglect and
somatoform dissociation seem to be associated with an interruption in mental
processing and an expression of posttraumatic anger.

We assume that psychoform and somatoform dissociation repre-
sent different ways of handling posttraumatic anger. We propose that
whereas somatoform dissociation represents an overmodulation of emotion,
psychoform dissociation results in an undermodulation. Overmodulation
may be one reason why alexithymia was reported in a study as a pre-
dictor of somatization among patients with major depression (Yazici-Gulec
et al., 2013). In this way, somatoform dissociation seems to interfere with
the integrative processing of trauma through the overmodulation of emo-
tion, whereas psychoform dissociation represents an attempt, albeit rather
unsuccessful, to maintain cognitive processing (Sar & Oztiirk, 2005). The
biological and clinical aspects of overmodulation and undermodulation of
emotions were presented by Lanius and colleagues (2010) in their review of
a dissociative subtype of posttraumatic stress disorder.

Nevertheless, trait anger and anger-outside were associated with loss of
control (see Figure 2), a crisis condition in the context of dissociative depres-
sion. Besides its mentally disintegrating influences (identity fragmentation,
dissociative amnesia, absorption), allowing the expression of anger makes
psychoform dissociation a factor leading to more readily losing control
(e.g., borderline phenomena may appear transiently). Hence, somatoform
dissociation may contribute to the regulation of emotions to prevent poten-
tial crisis states (e.g., suicidality in its most extreme form; Ozturk & Sar,
2008).
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Patients with a lifetime diagnosis of depression (see Table 1) or an ele-
vated BDI score (see Table 2) were characterized by a loss of control overall
(but not a loss of control of anger), trait anger, anger-outside, and somatic
complaints. Besides low education, identity disturbance, and dissociative
amnesia, the current severity of depression (BDI score) was also associated
with anger-inside. An elevated number of borderline personality disorder
criteria among patients with dissociative depression seems to be related to
their younger age and their being in an early period of trauma process-
ing. A previous epidemiological study conducted in the general population
revealed that women with dissociative depression were younger than those
with nondissociative depression (Sar et al., 2013). There was a correlation
between younger age at the onset of depressive disorder and the presence
of repetitive episodes in another recent study as well (Bilbtl et al., 2013).

In accordance with our findings, in a previous study on patients in
Turkey with back pain, somatoform dissociation scores were related to child-
hood neglect (Yucel et al.,, 2002). In a similar study with patients with
chronic pelvic pain, Nijenhuis and colleagues (2003) also found the high-
est correlation between somatoform dissociation and childhood emotional
neglect, followed closely by physical abuse and sexual harassment—much
higher than the correlations between psychoform dissociation scores and
these types of experiences. Nevertheless, a previous report on patients with
fibromyalgia also suggested that somatoform dissociation is related to child-
hood emotional abuse (Bohn, Bernardy, Wolfe, & Hauser, 2013). Hence,
further studies are required to achieve a consensus among conflicting results
of various studies on type of trauma.

Nijenhuis, Spinhoven, Vanderlinden, Van Dyck, and Van der Hart (1998)
related somatoform dissociative symptoms to animal defensive reactions to
predatory imminence and injury. A previous study claimed that somatoform
dissociation was related to childhood trauma types involving physical
contact, and psychoform dissociation was related to a wider range of non-
contact trauma (Waller et al., 2000). Other studies reported that somatoform
symptoms were more common than psychological symptoms among pop-
ulations of low socioeconomic status (Escobar, Rubio-Stipec, Canino, &
Karno, 1989). In contrast to these observations, in the present study
somatoform dissociation was predicted by a noncontact trauma (neglect),
and psychoform dissociation was related to childhood sexual and physical
abuse (i.e., trauma involving physical contact) and low education. The latter
is usually correlated with low socioeconomic status, and in fact it is a cul-
turally determined type of gender-specific and culturally determined social
oppression affecting women throughout their entire lives (Sar et al.; 2013).
We propose that rather than contact or noncontact, the qualities of omission
or intrusion/oppression differentiate the two types of traumatization from
each other.
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Apparently, different types of childhood trauma may sustain different
trajectories of dissociative psychopathology (Boysan, Goldsmith, Avu, Kayri,
& Keskin, 2009). We propose that rather than being directly related to somatic
memory, somatoform dissociation may be a consequence of a type of trauma
that is relatively difficult for the subject to realize, as described by Stern’s
(2003) concept of unformulated experience. Childhood emotional neglect
fits this notion because it is about a deficiency based on acts of omission
rather than on intrusive types of maltreatment such as physical, sexual, and
emotional abuse. The omission type of maltreatment seems to affect bodily
language more readily (see Figure 1).

Among patients with somatoform dissociation, ways of intervening
psychotherapeutically with the psychopathology may differ from ways of
intervening among those who have psychoform dissociation. This is not
only because of differences in the “language” of psychopathology but also
because of differences in types of traumatic antecedents (notwithstanding
possible inaccuracies of self-reports of maltreatment history among medi-
cal patients with dissociation). This point may be illuminated by research
on the intrapsychic processing of posttraumatic anger, which may possibly
be related to patterns of interpersonal submission (Nijenhuis et al., 1998),
attachment to the perpetrator (Ross, 1997), and feelings of shame (Dorahy
et al., 2013) evoked during developmental traumatization and subsequently
maintained in adult life. The present study did not assess attachment pat-
terns of the patients, which are expected to differ between dimensions
characterized by omission or intrusion types of developmental trauma, and
somatoform and psychoform dissociation, respectively. Further studies also
should inquire whether such mechanisms might have predicted a relevant
condition also associated with functional somatic conditions but different
from depression, such as posttraumatic stress disorder. Posttraumatic anger
seems to be the key emotion and loss of control seems to be one of the main
threats perceived by patients with dissociative depression (see Figure 1).
Consideration of both phenomena may help the clinician in careful titra-
tion of interventions while conducting phase-oriented trauma psychotherapy.
Last but not least, possible relationships between these psychological vari-
ables and those related to the course of particular medical illnesses (e.g.,
early onset, severity, treatment resistance) may also be illuminated by future
research.

The present study has limitations. A small sample size and possible Type
I error due to the conductance of multiple statistical tests are among them.
However, given the exploratory and theory-informing nature of the analysis,
these limitations should not be considered absolute restrictions. As the sam-
ple consisted of female fibromyalgia and rheumatoid arthritis patients, the
findings may not be generalized to male populations or to those with other
physical illnesses. Nevertheless, the known preponderance of child abuse
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history, chronic pain, and depression in this population made this sample
beneficial for the study.

CONCLUSIONS

In contrast to previous studies (Bulbul et al., 2013; Chapman et al., 2004;
Yazici-Gulec et al., 2013), the current study did not find a difference in
childhood adversity between patients with and without lifetime depres-
sive disorder in a direct comparison. However, it was possible to pursue
the subtle traces of traumatic stress by assessing anger and somatoform
and psychoform dissociation. Our findings suggest that the assessment
of somatoform and psychoform dissociation may lead to different and
additional insights into the intrapsychic processing of traumatic stress, in
particular among patients in general medical settings and those who likely
suffer from psychosomatic conditions.
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