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Background: In this study, we explored the ability of the Dissociative Experiences Scale 

(DES) to catch detachment and compartmentalization symptoms.

Participants and methods: The DES factor structure was evaluated in 768 psychiatric 

patients (546 women and 222 men) and in 2,403 subjects enrolled in nonpsychiatric settings 

(1,857 women and 546 men). All participants were administered the Italian version of DES. 

Twenty senior psychiatric experts in the treatment of dissociative symptoms independently 

assessed the DES items and categorized each of them as follows: “C” for compartmentalization, 

“D” for detachment, and “NC” for noncongruence with either C or D.

Results: Confirmatory factor analysis supported the three-factor structure of DES in both clinical 

and nonclinical samples and its invariance across the two groups. Moreover, factor analyses 

results overlapped with those from the expert classification procedure.

Conclusion: Our results showed that DES can be used as a valid instrument for clinicians to 

assess the frequency of different types of dissociative experiences including detachment and 

compartmentalization.

Keywords: Dissociative Experiences Scale, confirmatory factor analysis, detachment, com-

partmentalization, validity

Introduction
According to the fifth edition of the Diagnostic and Statistical Manual of Mental Dis-

orders (DSM-5) the term “dissociation” is used to identify the “disruption of/and or 

discontinuity in the normal integration of consciousness, memory, identity, emotion, 

perception, body representation, motor control, and behavior.”1 Moreover, DSM-5 

states that “dissociative symptoms can potentially disrupt every area of psychological 

functioning.”1 Despite this definition, there is still no agreement on many aspects of 

dissociation, such as conceptualization, interpretation, and categorization, of dissocia-

tive experiences and symptoms.2–4

The existence of different forms of dissociative experiences has been suggested 

from normal dissociative experiences, such as absorption/imaginative symptoms, 

to pathological dissociative experiences, such as depersonalization/derealization 

phenomena and dissociative amnesia.3–5 Furthermore, it has been proposed to 
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distinguish dissociative pathological phenomena into the 

following two main categories with different definitions, 

mechanisms, and treatment implications: detachment and 

compartmentalization.5,6 Detachment is defined by the 

subjective experience of “an altered state of consciousness, 

characterized by a sense of separation (or detachment) from 

certain aspects of everyday experience, be it the body (as in 

out-of-body experiences), the sense of self (as in deperson-

alization), or the external world (as in derealization).”5 Com-

partmentalization is characterized by a partial or complete 

failure: “in the ability to deliberately control processes or 

actions that would normally be amenable to such control”.5 

This definition refers to “conditions characterized by an 

inability to bring normally accessible information into con-

scious awareness (eg, dissociative amnesia), which can also 

be regarded as a control problem”.5

The Dissociative Experiences Scale (DES)7 is one of the 

most common instruments used to investigate different kind 

of dissociative symptoms in both clinical and nonclinical 

samples.8 It consist of 28 items that assess the frequency and 

severity of a wide range of dissociative experiences using an 

eleven-point visual analog scale (0%–100%).

Although the DES showed excellent convergent validity 

with other dissociative experiences questionnaires and excel-

lent predictive validity with dissociative disorders,8 factor 

analyses have detected conflicting results. Even though a 

three-factor structure (ie, absorption, amnesia, and deper-

sonalization–derealization dimensions) has been consistently 

documented,9–12 other studies also reported one-factor,13–15 

two-factor,16–18 four-factor,19–22 and seven-factor models.23

Although the Italian version of the DES is widely used, 

to the best of our knowledge, no study has investigated the 

detachment and compartmentalization dimensions of the DES 

in a large sample of psychiatric and nonpsychiatric individu-

als. Fabbri et al,15 comparing the fit of the one-factor, two-

factor, and three-factor models in 364 nonpsychiatric adults, 

reported a better fit for the one-factor model. A one-factor 

solution has been also reported by Mazzotti and Cirrincione 

in 330 Italian undergraduate students.13 Recently, Garofalo et 

al17 obtained a two-factor model in a sample of 122 inmates 

and 198 community participants. Although the authors sug-

gested that these two factors may reflect the detachment and 

compartmentalization phenomena, the DES items were not 

categorized in detachment and compartmentalization dis-

sociative experiences.

Therefore, the aims of this study were to investigate 1) the 

ability of the DES to catch detachment and compartmental-

ization dissociative experiences, 2) the generalizability of 

the factorial solution across a large sample of psychiatric and 

nonpsychiatric subjects, and 3) the psychometric properties 

of the Italian version of the DES.

Participants and methods
Participants
The participants were 780 Italian patients who were referred 

for treatment of psychiatric disorders (546 women and 

222 men; mean age: 39.2±13.91 years) and 2,303 subjects 

enrolled in nonpsychiatric settings (1,857 women and 

546 men; mean age: 30.3±14.17 years). The psychiatric 

sample comprised 1) 212 outpatients from six public mental 

health centers in Rome, Italy, and 2) 568 inpatients from a 

mental health care clinic in Vicenza, Italy. Patients were 

consecutively referred to the centers, in nonemergency 

situations, between 2007 and 2010. The patients’ response 

rate was 98.7%.

The nonpsychiatric sample was obtained by admin-

istering the DES to 1) undergraduate students (N=1,358) 

enrolled at the School of Psychology, Chieti University, Italy; 

2) consecutive sample of adults self-referred to a dermatol-

ogy outpatient clinic in Rome, Italy (N=491; response rate, 

88.8%); 3) women seen at outpatient gynecological health 

care centers in Rome, Italy (N=145; response rate, 72.5%); 

4) cancer patients and their caregivers, attending chemother-

apy treatment in a Clinic Cancer Center in Rome (N=122 and 

N=145; response rate, 91.8% and 96.7%, respectively); and 

5) airline company employees (N=42; response rate, 72.4%). 

For the nonpsychiatric sample, we chose to collect data from 

different settings in order to avoid sampling bias (ie, focus 

on a specific group, such as undergraduate students).

Inclusion criteria were age 18 years and Italian speaking. 

Exclusion criteria were the inability to complete the assess-

ment for whatever reason (ie, insufficient time/willingness) 

and/or the refusal to provide informed consent. Study 

participants contributed voluntarily and anonymously after 

providing informed consent. No compensation was provided 

for completing the assessments. Written informed consent 

was obtained from all participants after providing complete 

information about the purpose of the study. Data collection 

was performed at each site under the guidelines approved by 

the respective medical ethics committee to guarantee ano-

nymity and privacy, utilizing unique coded identifiers. The 

research was approved by the ethics review boards of Sapi-

enza University and the European University of Rome.

Procedure
All participants were administered the Italian versions of 

the DES13 and a checklist assessing demographic (ie, sex 

and age) and clinical characteristics (ie, patient-reported 
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condition and time elapsed since diagnosis/symptoms). 

Psychiatric patients were diagnosed using the structured 

clinical interview for DSM-IV Axis I and Axis II disorders 

(SCID-I and SCID-II).24,25 Only in this group, SCID-D was 

used only when the DES score was 25. Demographic and 

clinical data of psychiatric and nonpsychiatric sample are 

listed in Table 1.26

The DES is a 28-item, self-administered inventory to 

measure the frequency of dissociative experiences.7 To 

answer the DES questions, subjects indicate the percentage 

of time (given in 10% increments ranging from 0 to 100) 

they had the experience described.

The Italian version of the DES,13 which was translated in 

1996 for the first time,15 was used in this study. Good psycho-

metric properties were reported in the Italian validation, such 

as good internal consistency (Cronbach’s α =0.90).13

DES items are thought to reflect three dissociative expe-

riences: 1) absorption experiments (“Some people find that 

when they are watching television or a movie they become 

so absorbed in the story that they are unaware of other events 

happening around them” [translation “Alcune persone, 

mentre guardano la televisione o un film, sono così assorbiti 

dalla storia che stanno guardando, da non rendersi conto di 

ciò che sta accadendo intorno a loro”]); 2) amnesia experi-

ences (“Some people find that they have no memory for some 

important events in their lives” [translation “Alcune persone 

scoprono di non avere alcun ricordo di eventi importanti 

della propria vita”]); and 3) depersonalization–derealization 

experiences (“Some people have the experience of feeling 

that their body does not seem to belong to them” [transla-

tion “Ad alcune persone capita di avere la sensazione che il 

proprio corpo non appartenga loro”]).

A subset of eight items of the DES, the so-called DES-T, 

is considered especially as sensitive to identify pathological 

dissociation.27 The DES-T total score is calculated by averag-

ing items 3, 5, 7, 8, 12, 13, 22, and 27 of DES (“Some people 

have the experience of finding themselves in a place and have 

no idea how they got there” [translation “Ad alcune persone 

capita di trovarsi in un posto e di non avere alcuna idea di 

come vi siano arrivati”]). A cutoff score of 15 is widely used 

to identify patients with pathological dissociation.28,29

DES items classification by experts
The expert judgment method gathers the opinions of a group 

of 20 experts with the aim of producing an accurate, unbiased 

estimate. All experts were selected for their expertise with 

dissociative patients, ie, 20 years of clinical work with dis-

sociative patients in their curriculum vitae. A detailed email 

with the central aim of the study (ie, the ability of the DES 

to catch detachment and compartmentalization dissociative 

experiences) was sent by the senior author (BF) to 25 experts 

in the field of dissociative disorders. Two of them refused to 

participate, and three of them did not respond.

The expert judgment method is a structured technique 

involving a multistep procedure: 1) providing a written defini-

tion of compartmentalization and detachment, in accordance 

with Holmes et al, and a response form;5 2) assessment by 

20 senior psychiatric experts individually the DES items 

and categorization of each of them as follows: “C” for 

compartmentalization, “D” for detachment, and “NC” for 

noncongruence with either C or D; and 3) finally, collection 

and analyses of the expert’s personal estimate.

statistical analysis
The frequency distribution of the responses to the DES 

individual items was studied for skewness and kurtosis. 

Reliability in terms of internal consistency of the DES 

dimensions was examined by calculating Cronbach’s α.

A confirmatory factor analysis (CFA), the three-factor 

model according to the expert judgment, was performed. 

In particular, this model was examined in a large sample of 

psychiatric and nonpsychiatric subjects.

The weighted least squares means and variance adjusted 

(WLS-MV) method for estimating parameters in a skewed 

distribution (included in the MPLUS 7.11 software) was 

utilized to conduct CFA.30 WLS-MV provides “weighted 

least square parameter estimates using a diagonal weight 

matrix with standard errors and mean and variance adjusted 

chi-square test statistic that use a full weight matrix.”30 Factor 

solutions were evaluated by means of goodness-of-fit indices 

available in MPLUS. Values 0.08 for standardized root-

mean-squared residual and 0.05 for root-mean square error 

approximation (RMSEA) are deemed to be adequate.31 Three 

Table 1 Demographic and clinical data of psychiatric and 
nonpsychiatric sample

Psychiatric 
patients
(n=780)

Nonpsychiatric 
sample
(n=2,303)

Women, n (%) 558 (71.5) 1,793 (77.9)
age, years, mean (sD) 39.2 (13.91) 30.3 (14.17)
DsM-iV-Tr diagnosis

anxiety disorder, n (%) 46 (5.9) –
Mood disorder, n (%) 344 (44.1) –
Psychotic disorder, n (%) 56 (7.2) –
Dissociative disorder, n (%) 30 (3.8) –
somatoform disorder, n (%) 32 (4.1) –
Personality disorder, n (%) 272 (34.9) –

Abbreviation: DsM-iV-Tr, Diagnostic and Statistical Manual of Mental Disorder, 
Fourth edition, Text revision.
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different sets of CFAs were performed on all samples (total, 

psychiatric sample, and nonpsychiatric sample).

Independent (unpaired) samples t-tests were used to 

analyze the differences between groups. Spearman’s rho 

coefficients were reported as measures of associations among 

DES-T and DES factors’ questionnaires.

All statistical analyses were performed using STATA, 

Version 11.0 (StataCorp LP, College Station, TX, USA) and 

the MPLUS 6.11 software.

Results
Preliminary descriptive analyses and Des 
items classification
All the DES items presented a highly nonnormal distribu-

tion, with skewness ranging from 0.05 to 5.08 (2.07±6.79) 

and kurtosis ranging from -0.70 to 30.18 (5.22±6.79). This 

phenomenon appeared in both samples but was particularly 

relevant in the nonpsychiatric sample, where the item 

distribution showed higher positive skewness. Accord-

ingly, in all items except three (items 15, 18, and 24), 

nonpsychiatric subjects obtained statistically significant 

lower scores.

Classification of DES items and percentage of experts’ 

agreement are listed in Table 2. For compartmentalization 

dissociative experiences, a percentage of agreement 85 

was reported for nine DES items (eg, “Found new things 

among belongings but not remembering buying them”). 

For detachment dissociative experiences, a percentage of 

agreement 85 was reported for seven DES items (eg, “Felt 

body was not one’s own”).

cFa
As reported in Table 3, the three-factor solution can be sup-

ported from fit indices in any sample considered (total, psy-

chiatric patients, and nonpsychiatric subjects). RMSEA and 

standardized root-mean-squared residual showed excellent 

fit, being far beyond the suggested cutoff of 0.06 and 0.08, 

respectively, while comparative fit index (CFI) and Tucker–

Lewis index (TLI) showed only a marginal fit. One possible 

answer comes from what was recently outlined by David 

Table 2 Results from 20 experts’ classification of DES items

DES items7 Experts (n=20)

C% D%

1. Did not remember all or part of a car or bus trip 77 8
2. While listening, did not hear all or part of a conversation 38 38
3. Found self in place but no memory of having got there 92 8
4. Dressed in clothes but not remembering having put them on 100 0
5. Found new things among belongings but not remembering buying them 100 0
6. approached by strangers who said they know you 92 8
7. Felt and watched self as if looking at another person 0 100
8. sometimes did not recognize friends or family 85 8
9. No memory of some important personal events (eg, graduation) 85 0

10. accused of lying when person thought truth was told 85 0
11. Did not recognize self when seen in a mirror 15 85
12. Felt other people and objects were not real 0 100
13. Felt body was not one’s own 0 100
14. remembered past event vividly, seemed like reliving it 46 23
15. Not sure if past events actually happened or were just dreamed 8 85
16. experienced being in a familiar place as strange and unfamiliar 0 92
17. absorbed in TV or movie story, unaware of surrounding events 23 54
18. so involved in fantasy or daydream that it felt real 23 62
19. able to ignore pain 69 8
20. stared into space, thought of nothing, unaware of time 38 54
21. Talked out loud to self when alone 46 15
22. acted differently in different situations, like two people 69 23
23. Did difficult things easily 69 8
24. Not sure if something happened or just thought it had happened 54 23
25. evidence of doing something but did not remember doing 85 0
26. Found writings not remembered as having written 92 0
27. heard voices inside head who have told one what to do 77 15
28. People and objects appeared distant and unclear, seen through a fog 0 100

Abbreviations: c, compartmentalization; D, detachment; Des, Dissociative experiences scale.
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Kenny,32 who noted that TLI and CFI values: are related 

with the average size of the correlations in the data (eg,TLI 

will not be very high when the average correlation between 

variables is not high). He also noted that “a reasonable rule 

of thumb is to examine the RMSEA for the null model and 

make sure that is no smaller than 0.158. If the RMSEA for 

the null model is less than 0.158, an incremental measure of 

fit may not be that informative”.32

In the samples and subsamples considered in Table 3, 

RMSEA of the null model ranged from 0.08 to 0.10, with an 

average of 0.09. According to Kenny’s suggestion, then the 

TLI and CFI results must be considered with caution, as they 

are substantially noninformative of the model’s fit.

Factor loadings’ estimates of the items in the various 

samples are reported in Table 4. The first for the first fac-

tor scale (which we called “nonpathological absorption”) 

included items 1, 2, 10, and 14–26; the second factor scale 

(compartmentalization) included items 3–6, 8, and 9; the 

third factor scale (detachment) included items 7, 11–13, 

27, and 28.

Factor reliability
Computed using Cronbach’s α, reliability for the non-

pathological absorption factor was 0.90. Reliability for 

the “compartmentalization” factor was 0.74. Finally, the 

reliability for the “detachment” factor was 0.84. The item-total 

corrected correlation coefficients ranged from 0.67 to 0.80.

Table 5 shows the DES-total score and the compartmen-

talization, detachment, and nonpathological DES-subscales’ 

scores, along with mean and SD in each categories. When 

compared to nonpsychiatric subjects, psychiatric patients 

reported higher compartmentalization (11.02±14.26 vs 

6.58±9.03; t
1,003.08

=8.15, P0.001), detachment (17.48±19.78 

vs 7.46±12.40; t
998.5

=13.32, P0.001), and absorption 

dissociative experiences (24.35±18.16 vs 20.34±14.78; 

t
1,153.56

=5.58, P0.001). Furthermore, patients with dis-

sociative disorders reported higher compartmentalization 

(19.17±13.30 vs 9.08±13.16; t
506

=4.07, P0.001), detach-

ment (34.58±24.43 vs 12.80±16.19; t
30.62

=4.82, P0.001), 

and absorption dissociative experiences (35.65±24.43 

vs 19.81±15.61; t
506

=5.42, P0.001) than patients with 

other Axis I disorders. Finally, patients with borderline 

personality disorder reported higher compartmentalization 

(15.93±16.84 vs 10.54±13.19; t
269.98

=2.96, P0.01), detach-

ment (27.63±22.99 vs 18.94±20.11; t
265.22

=3.32, P0.001), 

and absorption dissociative experiences (35.47±21.04 vs 

25.66±17.41; t
268.93

=4.21, P0.001) than patients with other 

personality disorders.

The correlations (Spearman’s rho) between the DES-T 

score and detachment and compartmentalization were 0.86 

(P0.001) and 0.70 (P0.001), respectively. The correla-

tions (Spearman’s rho) between the DES-total score and 

detachment and compartmentalization were 0.74 (P0.001) 

and 0.73 (P0.001), respectively. Other correlations are 

reported in Table 4.

Discussion
Our results were consistent with previous data9–12 and sup-

ported the three-factor structure of the DES, in both clinical 

and nonclinical samples. Furthermore, our findings showed 

that two of these DES factors adequately reflected detachment 

and compartmentalization dissociative experiences. In our 

study, the factor analysis results overlap with those from the 

expert classification procedure: six of nine items (items 3, 4, 

5, 6, 8, and 9; eg, “Found new things among belongings, but 

not remembering buying them”) for compartmentalization 

factor and five of seven items (items 7, 11, 12, 13, and 28; 

eg, “Felt and watched self as if looking at another person”)

for detachment factor. Furthermore, twelve items with a 

percentage of experts agreement 85 have been also caught 

by CFA as nonpathological absorption.

Factor analyses and expert classification are consistent 

with recent theoretical approaches and previous suggestions 

that dissociative experience can be divided into pathological 

and nonpathological experiences and that pathological dis-

sociation can be classified into detachment and compartmen-

talization symptoms.5,6 Moreover, positive correlation exists 

between pathological dissociation as measured by DES-T, 

regardless of psychiatric diagnosis, and detachment and 

compartmentalization dimensions.

Table 3 Fit indices of the three-factor solution

χ2 df χ2/df RMSEA RMSEA 90% CI P(RMSEA 0.05) CFI TLI SRMR

Total sample (n=3,083) 1,796 347 5.18 0.036 (0.035; 0.038) 1 0.88 0.87 0.044
Nonpsychiatric subjects (n=2,303) 1,442 347 4.16 0.036 (0.034; 0.038) 1 0.85 0.83 0.05

Psychiatric patients (n=780) 614 347 1.77 0.032 (0.028; 0.036) 1 0.92 0.91 0.042

Abbreviations: CFI, comparative fit index; RMSEA, root-mean-squared error approximation; SRMR, standardized root-mean-squared residual; CI, confidence interval; TLI, 
Tucker–lewis index.
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Table 4 Factor loadings of the three-factor solutions and correlations between measures

DES items7 Total sample  
(N=3,083)

nonpsychiatric  
subjetcs (n=2,303)

Psychiatric  
patients (n=780)

Absorption
1. Did not remember all or part of a car or bus trip 0.482 0.425 0.573
2. While listening, did not hear all or part of a conversation 0.563 0.560 0.575
10. accused of lying when person thought truth was told 0.575 0.565 0.564
14. remembered past event vividly, seemed like reliving it 0.575 0.581 0.552
15. Not sure if past events actually happened or were just dreamed 0.665 0.667 0.700
16. experienced being in a familiar place as strange and unfamiliar 0.648 0.603 0.710
17. absorbed in TV or movie story, unaware of surrounding events 0.588 0.652 0.530
18. so involved in fantasy or daydream that it felt real 0.654 0.678 0.633
19. able to ignore pain 0.535 0.507 0.546
20. stared into space, thought of nothing, unaware of time 0.682 0.668 0.701
21. Talked out loud to self when alone 0.540 0.528 0.578
22. acted differently in different situations, like two people 0.644 0.620 0.663
23. Did difficult things easily 0.490 0.519 0.417
24. Not sure if something happened or just thought it had happened 0.664 0.644 0.705
25. evidence of doing something but did not remember doing 0.706 0.684 0.749
26. Found writings not remembered as having written 0.639 0.598 0.706
Compartmentalization
3. Found self in place but no memory of having got there 0.628 0.562 0.685
4. Dressed in clothes but not remembering having put them on 0.609 0.635 0.569
5. Found new things among belongings but not remembering buying them 0.606 0.555 0.645
6. approached by strangers who said they know you 0.565 0.536 0.598
8. sometimes did not recognize friends or family 0.577 0.573 0.585
9. No memory of some important personal events (eg, graduation) 0.547 0.490 0.630
Detachment
7. Felt and watched self as if looking at another person 0.576 0.626 0.448
11. Did not recognize self when seen in a mirror 0.688 0.650 0.687
12. Felt other people and objects were not real 0.776 0.766 0.769
13. Felt body was not one’s own 0.767 0.725 0.784
27. heard voices inside head who have told one what to do 0.576 0.520 0.603
28. People and objects appeared distant and unclear and seen through a fog 0.723 0.693 0.717
Factor correlations
absorption with compartmentalization 0.813 0.756 0.884
Detachment with compartmentalization 0.756 0.713 0.775
Detachment with absorption 0.782 0.748 0.859

Consistent with previous data,5,8,33,34 in our patients’ 

sample, the DES-compartmentalization and DES-detachment 

mean scores showed differences between diagnostic groups. 

For example, in agreement with Zanarini et al,34 patients 

with borderline personality disorder reported higher disso-

ciative experiences (both pathological and nonpathological 

symptoms) than patients with other personality disorders. 

Furthermore, in-line with previous data,8 our findings showed 

that, although dissociative experiences are widely represented 

in all diagnostic categories, they are higher in patients with 

dissociative disorders. All these results lead us to consider 

DES as a useful clinical tool to distinguish between the dif-

ferent forms of dissociation.

The two forms could appear together, but it is possible 

that their pathogenic mechanism could be different even if 

overlapped and/or intertwined.5,35–37 Moreover, as stated by 

Brown,6 different forms of dissociative problems require 

different types of treatment and the “one-size-fits-all” 

approach implied by the unitary model of dissociation could 

be clinically misleading. Detachment symptoms usually 

benefit from grounding techniques, modulation of arousal, 

and prevention of detachment triggers;5,38 at the same time, 

compartmentalization phenomena require more complex 

treatment based on integration of functions and contents (ie, 

parts of personalities, body representation, and control).38,39

There are some limitations in generalizing the results. 

First, no other dissociative experiences questionnaires were 

used. Second, test–retest stability was not investigated. 

Third, psychiatric evaluation of nonpsychiatric sample was 

not performed. Finally, the expert opinions were shaped 

a priori, and this may have influenced their categoriza-

tion. On the other hand, to our knowledge, this is the first 
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 5. Holmes EA, Brown RJ, Mansell W, et al. Are there two qualitatively 
distinct forms of dissociation? A review and some clinical implications. 
Clin Psychol Rev. 2005;25(1):1–23.

 6. Brown RJ. Different types of “dissociation” have different psychological 
mechanisms. J Trauma Dissociation. 2006;7(4):7–28.

 7. Bernstein EM, Putnam FW. Development, reliability, and validity of 
a dissociation scale. J Nerv Ment Dis. 1986;174(12):727–735.

 8. van Ijzendoorn MH, Schuengel C. The measurement of dissociation 
in normal and clinical populations: meta-analytic validation of the 
Dissociative Experiences Scale (DES). Clin Psychol Rev. 1996;16(5): 
365–382.

 9. Carlson EB, Putnam FW, Ross CA, et al. Validity of the Dissocia-
tive Experiences Scale in screening for multiple personality disorder: 
a multicenter study. Am J Psychiatry. 1993;150(7):1030–1036.

 10. Ross CA, Joshi S, Currie R. Dissociative experiences in the general 
population: a factor analysis. Hosp Community Psychiatry. 1991;42(3): 
297–301.

 11. Ruiz MA, Poythress NG, Lilienfeld SO, Douglas KS. Factor structure 
and correlates of the dissociative experiences scale in a large offender 
sample. Assessment. 2008;15(4):511–521.

 12. Stockdale GD, Gridley BE, Balogh DW, Holtgraves T. Confirmatory 
factor analysis of single- and multiple-factor competing models of the 
dissociative experiences scale in a nonclinical sample. Assessment. 2002; 
9(1):94–106.

 13. Mazzotti E, Cirrincione R. La Dissociative Experiences Scale, espe-
rienze dissociative in un campione di studenti italiani. [The Dissocia-
tive Experiences Scale, dissociative experiences in a sample of Italian 
students]. Giornale Italiano di Psicologia. 2001;(1):179–192. Italian.

 14. Bernstein IH, Ellason JW, Ross CA, Vanderlinden J. On the Dimension-
alities of the Dissociative Experiences Scale (DES) and the Dissociation 
Questionnaire (DIS-Q). J Trauma Dissociation. 2001;2(3):101–120.

 15. Fabbri A, Bertin I, Cristante F, Colombo G. Un contributo alla stan-
dardizzazione della Dissociative Experiences Scale (DES) di Bernstein 
e Putnam. [A contribution to the standardization of the Dissociative 
Experiences Scale (DES) Bernstein and Putnam]. Boll Psicol Appl. 
1996;219:39–46. Italian.

Table 5 Descriptive statistics of psychiatric and nonpsychiatric subjects

N Men DES-total 
score

DES 
30 (%)

DES_C DES_D DES_ABS DES-T 
15 (%)

N (%) M SD M SD M SD M SD

general populationa 2303 1793 (77.9) 14.63 11.78 10.9 6.59 9.03 7.46 12.40 20.34 14.77 17.5
Dermatological patients 491 136 (27.7) 11.39 10.05 6.11 5.05 7.29 4.67 8.50 16.29 13.48 10.8
caregivers of cancer patients 145 57 (39.31) 8.33 7.31 2.07 4.09 6.16 2.55 5.47 12.09 10.01 5.5
gynecological patients 145 0 (0) 13.69 12.46 8.28 7.40 11.91 8.85 16.18 17.86 13.18 19.3
Workers 42 13 (30.95) 6.93 4.21 0.00 3.46 3.48 1.45 1.99 10.29 6.92 0.0
cancer patients 122 36 (29.51) 10.25 11.49 4.10 5.33 10.77 4.40 11.63 14.29 13.04 8.2
students 1358 268 (20.47) 17.21 12.08 17.77 7.53 9.29 9.30 13.44 23.81 15.05 22.3

Psychiatric patientsa 780 558 (71.5) 20.02 16.29 25.0 11.02 14.26 17.48 19.78 24.35 18.16 37.4
anxiety disordersb 46 17 (36.96) 9.5 6.99 4.35 3.37 3.86 4.80 5.81 13.56 10.36 2.2
affective disordersb,c 205 51 (24.88) 14.64 13.43 10.24 8.22 13.23 12.21 15.91 17.96 14.48 22.9
Bipolar disordersb 139 59 (42.45) 18.67 14.52 18.71 11.01 13.73 14.51 16.48 23.12 16.46 33.8
Psychosisb 56 26 (46.43) 16.65 17.30 17.86 10.97 16.34 15.30 19.39 19.28 18.59 26.8
somatoform disordersb 32 1 (3.13) 21.45 12.59 31.25 11.09 10.01 16.25 17.58 27.29 14.54 43.8
Personality disordersd,e 119 36 (30.25) 20.98 15.77 26.05 10.55 13.19 18.94 20.12 25.66 17.42 40.3
BPDe 153 29 (18.95) 29.60 18.86 46.41 15.93 16.84 27.63 22.99 35.47 21.04 62.1
Dissociative disordersb 30 3 (1.35) 31.89 12.02 60.00 19.17 13.30 34.58 24.43 35.65 13.59 80.0

Notes: acompared with nonpsychiatric subjects, psychiatric patients reported higher scores in compartmentalization, detachment, and absorption dissociative experiences. 
bcompared with patients with other axis i disorders, patients with dissociative disorders reported higher compartmentalization, detachment, and absorption dissociative 
experiences. cexcluding bipolar disorders. dexcluding BPD. ecompared with patients with other personality disorders, patients with BDP reported higher compartmentalization, 
detachment, and absorption dissociative experiences.
Abbreviations: BPD, borderline personality disorder; Des, Dissociative experiences scale; Des_aBs, Des absorption score; Des_c, Des-compartmentalization score; 
Des_D, Des-detachment score; Des-T, Des-Taxon.

study to examine the factor structure of the DES in both 

large psychiatric and nonpsychiatric sample, taking into 

account compartmentalization and detachment dissociative 

experiences.

Conclusion
Our results showed that DES could be a valid tool for 

clinicians to assess the frequency of several types of dis-

sociative experiences, such as nonpathological dissociation 

and pathological dissociations, such as detachment and 

compartmentalization in both clinical and nonclinical 

settings. It provides clinicians with additional information 

about dissociative experiences as well as important treat-

ment indicators.
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