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AbstrAct
Background: the purpose of this study was to assess the 
prevalence of dissociative symptoms and post-traumatic 
experiences in an ambulatory setting.

Method: the study was conducted in the ambulatory 
outpatient clinic of the Beersheva Mental Health Center. 
over a period of six months new patients over 18 years 
of age were asked to participate in this survey. Patients 
completed questionnaires including the Dissociative 
experience Scale, trauma History Questionnaire, impact 
of event Scale, and Post-traumatic Diagnostic Scale.

Results: A total of 505 patients were enrolled in the 
study, and 456 completed questionnaires were analyzed. 
of these, 442 (97%) participants reported at least one 
traumatic event during their lifetime. the traumatic events 
were experienced as meaningful and severe at the time of 
occurrence. the effects of sexual and childhood emotional 
abuse remained very intense throughout the victim’s life 
and were viewed as powerful, significant experiences. on 
the other hand, traumatic experiences such as natural 
disasters and battle trauma were associated with long-
term effects of relatively low intensity. 

Conclusions: the presence of undiagnosed post-
traumatic stress disorder (PtSD) among patients in 
outpatient mental health clinics suggests that screening 
and diagnostic procedures for this condition be more 
carefully defined. our most important finding is the 
large impact of childhood trauma, especially sexual 
abuse, on later life. thus the prevention, early detection 
and treatment of child abuse in preventing long term 
psychopathology must be emphasized.
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INtrODUctION 
Numerous studies have shown that dissociative and 
post-traumatic phenomena are much more common 
than previously believed (1). Most studies have evaluated 
either inpatients (2-4) or community samples (5-7). The 
few studies specifically evaluating an ambulatory clinic 
population have revealed that a large percentage of these 
patients had experienced various traumatic events (1). 
Of interest is that therapists were often unaware of these 
prior traumatic experiences and thus no therapeutic 
measures had been initiated. 

The only previous study examining this subject in Israel 
was performed in a mental health clinic in Jerusalem, 
where the authors found a relatively high rate of post-
traumatic and dissociative phenomena (8). Studies in 
other countries have found a link between childhood 
and adult traumatic experiences and the existence of 
post-traumatic and dissociative phenomena (9-11).

The diagnostic criteria of dissociative disorders include 
a disturbance or change in memory function, identity or 
consciousness. These functions are normally integrative. 
The disorder may begin either suddenly or gradually, 
and may be transient or chronic. Dissociation can be 
expressed as five different symptom groups: amnesia, 
de-personalization, de-realization, mixed identity and 
identity fragmentation. The most extreme form of the 
disorder is dissociative identity disorder.

Over a century ago in 1889, Pierre Janet defined the 
term dissociation as a situation where certain functions 
and ideas are removed from conscious supervision and 
occasionally out of conscious awareness. These functions 
and ideas can include systems of sensory images, feel-
ing, emotions, thoughts and physical phenomena (12). 
Janet saw dissociation as a psychopathological process. 
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However, the neo-dissociative theories point to the rou-
tine nature of dissociation in everyday life (13). Hilgard 
views dissociation as a continuum, ranging from normal 
to pathological, with dissociation regarded as pathological 
only when the dissociated experience interferes with the 
person’s normal level of function (14). 

Many authors and researchers at the beginning of 
the twentieth century have established that there is an 
association between dissociative phenomena and the 
existence of traumatic events in the person’s life (12, 15, 
16). Research performed over the past two decades has 
confirmed that traumatic events resulting from both man-
made and natural disasters may cause not only emotional, 
biological, behavioral and inter-relationship changes 
but also dissociative symptoms (17, 18). A number of 
explanations for this renewed interest in dissociation and 
trauma have been proposed (19), including the acceptance 
of post-traumatic stress disorder (PTSD) as a specific 
diagnostic entity, and a greater awareness of the effect 
of early life traumatic events on dissociative disorders.

It is important to note that until recently post-traumatic 
and dissociative disorders were usually researched sepa-
rately. Most researchers tended to investigate PTSD as 
it related to a single traumatic event, and dissociative 
disorders as resulting from long lasting early onset child-
hood trauma (20-22). Today, an increasing number of 
researchers consider these disorders to be related, with 
dissociative symptoms being a part of the range of post-
traumatic responses, and dissociative disorder being 
a central feature of chronic post-traumatic disorders. 
However, this assumption has not yet been confirmed 
by comprehensive research. 

Research has established that dissociative and post-
traumatic disorders are much more common than previ-
ously assumed (13, 21, 23). Ross et al. found that 8% of the 
population in general had significant dissociative symptoms 
and that 5% have a possible dissociative disorder (24). Chu 
and Dill found that 25 of 100 (25%) hospitalized psychi-
atric patients showed significant dissociative symptoms 
(25). Graves conducted one of only two studies evaluating 
ambulatory clinical populations (26). Although his study 
has methodological limitations it is still noteworthy that 
more than 20% of those studied had dissociative symp-
toms. A study conducted in the Netherlands (27) showed 
similar results. In the only study to date performed in Israel 
designed to determine the extent of PTSD in a clinical 
ambulatory population, Brom and Witztum found that 30% 
of the subjects reported some kind of trauma in the two 
years prior to the research (20). Significant post-traumatic 

symptoms were found that could justify a diagnosis of 
post-traumatic disorder. These findings were similar to 
those of Davidson and Smith who studied a similar group 
of patients in the U.S.A. (28). The importance of a proper 
diagnosis is crucial for patients suffering from a dissocia-
tive or post-traumatic condition. Accuracy in diagnosing 
PTSD is essential in order for the patient to get appropriate 
treatment without delay (20, 26, 29, 30). In order to prevent 
incorrect diagnoses, clinicians must become more aware 
of the nature and frequency of these phenomena. 

We believe that it is particularly important to study 
these disorders in Israel, where the exposure to potentially 
traumatic events, especially those related to conflict, 
is more common than in most Western societies. As 
described above, research has shown that PTSD symp-
toms are relatively common in Western societies and we 
can thus expect to find at least a similar level of PTSD 
is Israel. Differences in prevalence, if present, will be 
of considerable interest and will demand a more com-
prehensive evaluation of the possible causative factors. 
Also, by increasing awareness among clinicians it may 
be possible to achieve more precise diagnoses and this 
should lead to the improved treatment of patients suf-
fering from dissociative disorders and PTSD. 

The aim of our study was to determine the prevalence 
of dissociative and post-traumatic phenomena in an 
adult ambulatory population in Israel. We also aimed to 
evaluate to what extent the existence of post-traumatic 
and dissociative phenomena correlate with a history of 
traumatic events during the lives of patients. 

MEtHODs
The study was performed at the adult outpatient clinic of 
the Mental Health Center in Beersheva in the southern 
district of Israel. The majority of residents in this area 
are immigrant Jews from western and North African 
countries, as well as from the former Soviet Union. 
The study was approved by the ethics committee of the 
Soroka Medical Center and the patients provided written 
informed consent for participation in the study.

PArtIcIPANts
The research population included males and females 
older than 18 years of age seeking treatment at the clinic 
over a period of six months. All subjects underwent a full 
psychiatric evaluation. A total of 505 patients agreed to 
participate in the study. Of these, 49 were excluded for 
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the following reasons: two patients were diagnosed as 
having mild mental retardation, seven were diagnosed 
as suffering from organic disorders, 13 suffered from an 
acute psychotic condition during the interview and were 
unable to concentrate and complete the questionnaires, 
21 participants filled out the questionnaires incorrectly 
probably due to misunderstanding the instructions, and 
six patients using illicit drugs were excluded. Thus 456 
patients were included in the study. 

MEAsUrEs
Dissociative symptoms. We evaluated the presence of disso-
ciative symptoms by means of the Dissociative Experience 
Scale (DES). This instrument is a self report question-
naire developed by Bernstein and Putnam and measures 
the intensity of dissociative experiences in clinical and 
normal populations (31). The DES has 28 items, describ-
ing various dissociative symptoms. The respondents are 
instructed to indicate to what degree and frequency they 
have experienced each symptom. The score is the mean 
rating of all 28 items. The DES is not considered to be 
diagnostic but rather a screening tool. A score of 20 and 
over is considered to represent the clinical threshold for 
dissociative disorder. Scores of 30 and over are usually 
considered to be highly indicative of dissociative disorder 
(29). A number of studies have shown this scale to have a 
very high level of validity (23, 24, 26, 31, 32).

Traumatic experiences. The presence of previous 
traumatic experiences was determined by means of the 
Trauma History Questionnaire (THQ), which has been 
validated in many clinical situations (33). It consists of 24 
items addressing a range of trauma events in three areas: 
crime-related events (e.g., robbery, mugging), general 
disaster and trauma (e.g., injury, disaster, witnessing 
death), and unwanted physical and sexual experiences. 
For each item, the subject indicates whether or not he 
or she experienced it, and if so, the number of times 
and approximate age of occurrence. For the sexual and 
physical abuse questions, the subject is asked whether the 
experience was repeated, and if so, approximately how 
often and at what age. The questionnaire differentiates 
between a single traumatic event and continuous trauma, 
and the degree of trauma is classified from mild to severe. 
The use of the THQ has been described previously in an 
ambulatory population (8).

Post-traumatic symptoms. The presence and level of 
post-traumatic symptoms was measured using the Impact 
Of Event Scale (IOES), which consists of 15 items com-

prising three scores, namely an intrusion score, avoidance 
score and total score (34). This is a sensitive tool that 
specifically assesses ways of responding to harsh events. 
The scale was found to be reliable and valid (20). 

Post-traumatic stress disorder. The likelihood of pos-
sible PTSD was determined using the Post-traumatic 
Diagnostic Scale (PDS) (35). This is a new version of 
the original PTSD symptoms self report scale (PDS-S). 
Unlike other self report questionnaires the PDS accords 
with DSM-IV criteria for PTSD and also measures the 
intensity of post-traumatic symptoms. The scale has high 
sensitivity. The PDS consists of three parts: the first being 
a list of traumatic events, including information on event 
background, nature and intensity; the second refers to 
the DSM-IV-R symptoms required to diagnose PTSD; 
the third part contains questions regarding the traumatic 
event and its influence on function over the past month. 

DAtA ANALYsIs
Data analysis was performed using the SPSS11.0 for 
Windows software. Descriptive statistics were calculated 
for the sample, followed by single variable data analysis 
(T- test, non-parametric tests) and finally regression and 
correlation analyses were performed. 

rEsULts
Table 1 presents the demographic characteristics of the 
sample. A total of 456 patients were studied, of whom 50.2% 
were men. Mean age was 40.05 years (SD 12.21; range 18-76). 
The geographical region of origin of the patients was the 
Middle East and northern Africa (48.0%), the former Soviet 
Union (33.8%), South America (9.0%), Asia (1.5%) and 
other regions (7.7%). With regard to the degree of religious 
observance, 59.4% described themselves as secular and 
13.4% as religiously observant. The psychiatric diagnoses of 
the subjects were predominantly affective disorders (24.3%), 
psychotic disorders (31.6%), anxiety disorder (18.9%) and 
PTSD (6.6%) (Table 1). The diagnoses were obtained from 
the patients’ medical records. 

Of the subjects, 442 (97%) reported at least one trau-
matic event during their life time (Table 2). The effects 
of sexual and childhood emotional abuse remained very 
intense throughout the victim’s life and were viewed as 
powerful, significant experiences. On the other hand, 
traumatic experiences such as natural disasters and 
battle trauma were associated with long-term effects 
of relatively low intensity. A negative correlation was 
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found between the age of occurrence of the traumatic 
event and the duration of the influence of this event 
for those reporting early emotional neglect (r=-0.506, 
p<0.001). Regarding early physical neglect, there was a 
positive correlation between the intensity of the traumatic 
experience at the time of occurrence and its influence 
at the time of the interview (r = 0.451, p<0.001). Also, 
a negative correlation was found between the age of 

exposure to physical neglect and its influence (r=-0.675, 
p<0.001), indicating that the earlier the physical neglect 
the greater the traumatic influence on the person. We 
found a correlation between the IOES and the level of 
influence at the time of the event (r=0.492, p<0.001) and 
currently (r=0.490, p<0.001), suggesting that the more 
intrusive the symptoms, the more significant the impact 
at both time periods. 

Of the 456 patients who participated, 363 completed 
the DES questionnaire adequately (Table 3). As mentioned 
previously, a score of 20 is regarded as the threshold sug-

Variables Frequency %

Age Mean age (years) 40.05
Standard deviation 12.21
range 18-76

Gender Male
female
Missing data

229
217
10

50.2
47.6
2.2

Area of 
origin

former uSSr
Middle east/ northern Africa
South America
Asia
other
Missing data

154
219
41
7
29
6

33.8
48.0
9.0
1.5
6.4
1.3

Diagnoses Affective Disorder
Major Depression
Bipolar Disorder
Psychotic Disorder
Anxiety Disorder (excluding PtSD) 
PtSD
Borderline Personality Disorder
other Personality Disorder
other Psychiatric Disorder
Diagnosis not determined

111
79
32
144
86
30
14
24
10
37

24.3
17.3
7.0
31.6
18.9
6.6
3.1
5.3
2.1
8.1

religiosity Secular
observant
other
Missing information

271
61
10
114

59.4
13.4
2.2
25

Table1. Demographic characteristics of the sample (n=456)

Abbreviations. PtSD: Post-traumatic Stress Disorder

Type of traumaa
Event 
frequency

Effect at 
time of 
event

Effect 
current

Prolonged 
effectb

natural disasters 116 (25.4) 54 (11.8) 17 (3.7) 14.7

Car accident 155 (34.0) 97 (21.3) 54 (11.8) 34.8

Holocaust survivors 9 (2.0) 5 (1.1) 3 (0.6) 33.3

independence Day War 18 (3.9) 3 (0.6) 3 (0.6) 16.7

Sinai War (1952) 28 (6.1) 3 (0.6) 2 (0.4) 7.1

Six Day War (1967) 92 (20.2) 18 (3.9) 5 (1.1) 5.4

Kippur Day War 154 (33.8) 48 (7.5) 11 (2.4) 7.1

lebanon War 140 (30.7) 46 (32.8) 13 (9.5) 9.3

Gulf War 282 (61.8) 87 (19.1) 25 (5.5) 8.9

Sexual Abuse
under age 16
over age 16

85 (18.6)
57 (13.0)
45 (9.9)

58 (12.7)
48 (10.6)
38 (8.3)

49 (10.7)
35 (7.9)
22 (4.9)

59
61.4
48.9

Childhood emotional 
Abuse

132 (28.9) 110 (22.4) 71 (15.6) 53.8

Physical Abuse 51 (11.2) 39 (8.6) 19 (4.1) 37.3

terror Victim 20 (4.4) 16 (3.5) 7 (1.6) 35

robbery Victim 92 (20.2) 67 (30.3) 28 (6.1) 30.4

Table 2. Number (%) of subjects reporting a moderate to 
severe effect of traumatic events (n=456)

aSubjects may have multiple traumatic events
b% of those with event reporting a moderate to severe effect at the 
time of the study

Diagnosis 

This study Brom et al (20) Putnam et al (13)

Subjects (N) Mean DES score (SD) Subjects (N) Mean DES score (SD) Subjects (N) Mean DES score (SD)

Affective Disorder 111 11 (10) 35 11.6 (11.8) 103 13.2 (12.6)

Psychotic Disorder 144 13 (13) 25 18.7 (18.1) 65 17.6 (16.0)

Anxiety Disorder 86 11 (10) 18 11.6 (11.8) 97 11.0 (10.2)

PtSD 30 20 (18) 6 22.7 (33.0) 116 31.5 (18.3)

Table 3. Comparison of DES scores, grouped by diagnosis, between this study and previous studies

Abbreviations. DeS: Dissociative experience Scale; PtSD: Post-traumatic Stress Disorder
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gesting the need for a more comprehensive examination 
in order to ascertain whether the person suffers from a 
dissociative disorder, and scores of 30 or more are usually 
considered strongly indicative of dissociative disorder 
(29). Based on these values a total of 283 respondents 
(78%) reported no apparent dissociative disorder. DES 
score was consistent with a possible dissociative disorder 
in 46 respondents (12.7%), and in 34 (9.3%) a clinical 
dissociative disorder was likely. 

Clear differences in intensity of dissociation were 
found for the different diagnostic groups. For those 21 
participants with a diagnosis of PTSD, 10 (47.6%) had a 
DES level over 20. Among the anxiety disorder group only 
14 of 75 (18.7%) had scores over 20. In addition, only 15 
(16%) of subjects with affective disorder had scores over 
20. Some 27 out of the 115 subjects (23.5%) diagnosed 
as suffering from psychotic disorder showed DES scores 
over 20. For all diagnostic groups a correlation was found 
between the DES index and the exposure index at the 
time of the trauma (r=0.454, p<0.001) which signifies an 
association between the level of influence of the child-
hood traumatic event and the degree of dissociation. 
A comparison of the DES scores in this study to those 
of previously published studies is presented in Table 3. 

There were no significant differences in the presence 
of post-traumatic symptoms between males and females. 
Based on the IOES, 179 of 324 (55.2%) subjects who 
completed the questionnaire rated the impact of the 
traumatic event as moderate to severe. According to 
diagnostic groups, a rating of moderate to severe impact 
was found in 43 of 84 (51.2%) with affective disorder, 
in 42 of 92 (45.7%) with psychotic disorder, in 66 of 97 
(68%) with anxiety disorder, and in 17 of 32 (53.1%) 
with personality disorder. It is important to emphasize 
that no significant correlation was found between DES 
questionnaire results and that of the IOES questionnaire. 
This indicates that dissociative symptoms are not clearly 
associated with higher trauma scores. 

We used a regression model to examine the relation-
ship between full and subscale IOES scores and traumatic 
experiences. We found a positive correlation between losing 
a child and the re-experience index in the IOES question-
naire (r=0.455, p<0.001). For losing a child the correlation 
between the influence of the event at the time of occur-
rence and the time of interview was significant (r=0.505, 
p<0.001). There was a positive correlation between battle 
trauma and DES results (r=-0.565, p<0.001). 

The PDS questionnaire was completed by only 79 
participants due mainly to language limitations (the PDS 

was not available in either Russian or Spanish) and to the 
fact that many participants claimed that the questions 
were not relevant to them. Also, since the PDS is relatively 
long and complicated and demands more language skills 
than the other scales the subjects were more reluctant 
to complete this questionnaire. Of those completing the 
PDS, 17.7% suffered from affective disorders, 19% were 
diagnosed as suffering from psychotic disorder; 25.3% 
of the applicants were diagnosed as anxiety disorders 
(not including PTSD) and 20.3% had been diagnosed 
as PTSD. Overall, the PDS score was consistent with a 
diagnosis of PTSD in 44 (55.7%) patients. Of note is that 
in four of 16 (25%) of those with a diagnosis of PTSD 
the PDS did not support this diagnosis.

Among the participants of the study, 83 (18.9%) 
reported being subject to sexual abuse. The frequency of 
reported sexual abuse according to psychiatric diagnosis 
is reported in Table 4. The age at which the sexual abuse 
first occurred is significant, with 57 (67%) being under 
the age of 16 at the time of the abuse (Table 2). Patients 
reported that sexual abuse continued to exert moderate 
to severe effects on them over the long term. As many as 
35 of 57 (61.4%) of those where the abuse occurred under 
the age of 16 years reported that the abuse continued to 
effect them. Sexual abuse was much more common in 
female respondents, reported by 28.1% women compared 
to 10.5% men. We found a positive correlation between 
sexual abuse by a close relative and its influence both at 
the time of the event (r = 0.501, p=0.676) and at the time 
of completing the questionnaire (r =0.700, p<0.001). We 
also found a positive correlation between sexual abuse 
as adults and its influence at the time of completing the 
questionnaire (r = 0.426, p<0.001). There were several 
predictors of sexual abuse, including female sex, prior 

Diagnosis No sexual abuse Sexual abuse

Major depression 62 (78.5) 17 (21.5)

Psychotic disorder 116 (80.6) 28 (19.4)

Bipolar disorder 26 (81.2) 6 (18.8)

Anxiety disorder 72 (83.7) 14 (16.3)

PtSD 29 (96.7) 1 (3.3)

Personality disorder 19 (79.2) 5 (20.8)

Borderline personality disorder 8 (57.1) 6 (42.9)

other 23 (79.3) 6 (20.7)

Table 4. Number (%) of each diagnostic group responding 
regarding sexual abuse (n=438)

Abbreviations. PtSD: Post traumatic Stress Disorder
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arrests, family violence, emotional neglect, experience 
of war in other countries, and exposure to prior criminal 
violence. 

DIscUssION
We found that as many as 97% of patients in an outpatient 
clinic of a psychiatric hospital reported a traumatic event 
during their lifetime. Our results are consistent with those 
of another study based in a community mental health 
clinic in Jerusalem (8), where 95% of the participants 
reported a traumatic event. Similar results have been 
reported in other countries. For example, Mueser et al. 
found that among mental health clinic patients, 98% of 
the participants reported a traumatic event (36). In a 
mental health clinic in South Carolina, 91% of participants 
reported a traumatic event (37).

The type of trauma differs between countries and 
settings, possibly related to diverse social and political 
conditions. For example, in areas with harsh economic 
realities, there is a higher incidence of criminal traumatic 
events (37, 38). In Israel, the exposure to potentially 
traumatic events, especially those related to conflict, is 
more common than in most Western societies. In our 
study population, it was found that the most common 
traumatic experiences were wars, followed by car acci-
dents, natural disasters, and emotional or sexual abuse.

An important issue is whether traumatic events continue 
to effect people over time. This study provides important 
information in clarifying this issue. We found that sexual 
abuse in childhood had very clear long-term effects, as 
did childhood emotional abuse. These forms of trauma 
have a lasting intensity and influence on the patient. This 
suggests that the younger the exposure to trauma the more 
lasting the effects of the traumatic experience. This was 
also supported by finding a correlation between the IOES 
questionnaire and the strength of impact at the time of 
exposure to trauma. The prolonged effects of childhood 
traumatic events, including physical neglect, emotional 
neglect and sexual abuse, are possibly related to these 
events occurring during the stages of early development.

The long-term effects of abuse at a young age may have 
other consequences, such as a higher risk of addictions (39, 
40), a higher risk of sexual abuse (41), changes in hormonal 
and physical reactions, and a reduction in hippocampal 
volume (42, 43). Behavior and personality are also affected, 
subjects may be more prone to mental illness (44, 45) and 
experience a reduction in quality of life. Thus, the nega-
tive effects of childhood abuse on adult psychopathology 

should not be ignored (46), and a high index of suspicion 
of abuse in early life should be adopted by professionals.

We found that 30 subjects (6.6%) of the total sample 
had a diagnosis of PTSD. This percentage is similar to 
that found in other studies carried out in clinical popula-
tions. A further 8% were found to have PTSD according 
to the PDS questionnaire, with the diagnosis confirmed 
according to DSM-IV-R criteria. The finding that almost 
15% of the participants in the study suffered from PTSD 
is comparable to the finding of other studies, suggesting 
that PTSD in mental health clinic populations is more 
common than usually reported. Also, the IOES scale was 
high in 35% of the participants, indicating the existence 
of post-traumatic stress symptoms (47). It is important 
to note that high results on the IOES index are associated 
with a high DES score and that high scores on the IOES 
questionnaire suggest PTSD. However, high scores on 
the DES questionnaire for dissociative symptoms are not 
necessarily associated with PTSD. 

There are some limitations to this study. The assessment 
of traumatic events and dissociative symptoms was based 
on self-administered questionnaires. The use of a clinical 
interview in a randomized sample of our subjects to confirm 
accurate reporting was not performed. However, all the 
questionnaires used are validated and acceptable scales. 
While our patient population was heterogeneous from 
many countries of origin and speaking many languages, 
this also limited our ability to use the PDS questionnaire, 
which was not available in Russian and Spanish. Another 
limitation was that a number of the participants did not 
manage to complete all the questionnaires, since the large 
number of questions was quite demanding and time con-
suming. In spite of these limitations the study has clear 
benefits, examining a relatively large number of patients 
from various countries of origin over a wide range of ages.

cONcLUsIONs
The study has a number of important repercussions on 
future research. The presence of undiagnosed PTSD 
among patients in outpatient mental health clinics sug-
gests that screening and diagnostic procedures for this 
condition should be more carefully defined. Since many 
of the participants in our study found it easier to describe 
their traumatic events in a questionnaire than in an 
interview, the option of the use of questionnaires in 
clinical settings should be examined further. Our most 
important finding is the large impact of childhood trauma, 
especially sexual abuse, on later life. Thus the prevention, 
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early detection and treatment of child abuse in preventing 
long term psychopathology must be emphasized.
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