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Background: Childhood trauma has been linked to the presence of delusions and hallucinations in psychosis,

although the mechanisms underlying this relationship require elucidation. Dissociation, characterized by
disruptions to the integrative functioning of several coremental domains, has emerged as a potentialmechanism.
There is a paucity of research using a clinician-rated measure of dissociation to test the indirect effect of
dissociation on the relationship between childhood trauma and psychotic symptoms. This study aimed to
investigate whether dissociationmediated both the relationships between childhood trauma and hallucinations,
and childhood trauma and delusions utilizing a clinician-administered measure of dissociation, namely the
Structured Clinical Interview for DSM-IV Dissociative Disorders - Revised (SCID-D-R).
Method: Sixty-six first-episode psychosis (FEP) participants completed a research interview and questionnaires.
Information about experiences of childhood trauma, psychosis, dissociation, general psychopathology and
demographics were collected.
Results:Whenusing the SCID-D-R, childhood traumapositively correlatedwith dissociation. Further, dissociation
mediated the relationship between childhood trauma and delusions. Contrary to previous findings, we found no
relationship between dissociation and hallucinations and no mediating effect of dissociation on the association
between childhood trauma and hallucinations. The results of the SCID-D-R differed significantly from those of
the Dissociative Experiences Scale-II (DES-II) which were consistent with previous research.
Conclusions: Our findings are the first to use a clinician-rated measure to test themediating effect of dissociation
on the relationship between childhood trauma and positive symptoms (i.e., hallucinations and delusions). Given
the discrepancies in results between the SCID-D-R and DES-II, how dissociation is measured in future research is
an important consideration. The results add to a body of work that increasingly recognizes the importance of dis-
sociative symptoms on the relationship between childhood trauma and psychosis. The results suggest that disso-
ciative symptoms should be part of routine assessment in those with a history of trauma and present to FEP
services.

© 2018 Elsevier Inc. All rights reserved.
1. Introduction

Childhood trauma has increasingly been recognized as a key risk
factor for psychosis [1,2]. Epidemiological and clinical studies have
found experiences of childhood trauma are related to specific psychotic
symptoms – hallucinations [3–6] and delusions [3,6]. However, the
mechanisms underlying the pathway from childhood maltreatment to
the emergence of hallucinations and delusions remain an important
e of Excellence in Youth Mental
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area of investigation [7,8]. One factor hypothesized to underpin the as-
sociation between childhood trauma and hallucinations and delusions
is dissociation [9]. In the research literature, dissociation has largely
been operationalized as a disruption in the normally integrated func-
tions of consciousness, memory, identity, cognition or perception [10].
However, the exact etiology and conceptualization of dissociation re-
mains a contentious area of debate.

In patients with schizophrenia spectrum disorders, several studies
have demonstrated associations between dissociative experiences and
childhood adversity [11–15]. Additionally, studies have found a
relationship between dissociation and the positive symptoms of
psychosis [14–18]. Specific associations have also been found between
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dissociation and hallucinations [4,16,17,19–23] and dissociation and
delusions [4,16,17,21].

The evidence supports a mediating role of dissociation in the
relationship between childhood trauma and hallucinations in those
with schizophrenia spectrum disorders [4,21,23] and subclinical groups
[24]. However, evidence for the mediational role of dissociation in
relation to childhood trauma and delusions is mixed. A mediating
relationship was found in those with subthreshold psychosis [24], but
not in those with a schizophrenia spectrum diagnosis [4,21].

An explanation for these mixed findings may be the tool used to
measure dissociative symptoms. The vast majority of studies in the
area have utilized an iteration of the Dissociative Experiences Scale
(DES) to capture dissociation [25,26]. The DES is a well-validated
measure of dissociation [27,28]. However, the use of the DES in those
with psychosis has been questioned in terms of item overlap [4,17].
Indeed, item 27 of the DES asks directly about experiences of voice
hearing. Although studies which have removed question 27 from their
analysis found that the relationship between psychotic and dissociative
experiences remained significant [4,20,23].

Additionally, numerous items within the DES reflect perceptual
disturbances and reality distortions which may not discriminate
between dissociative and hallucinatory experiences. For example, item
12 asks about experiencing other people, objects and the world as not
real, question 15 asks about feeling unsure if something really did hap-
pen or whether it was imagined. The phenomena described in these
questions could reflect hallucinations themselves or reactions to them.
It has been suggested that all six items on the depersonalization/dereal-
ization subscale of the DES reflect such perceptual experiences [17].

The utilization of a clinician-rated measure, such as the Structured
Clinical Interview for DSM-IV Dissociative Disorders - Revised (SCID-
D-R) might assist in distinguishing conceptually between delusional
ideation and dissociation [29,30]. For example, when a patient is asked
“Have you ever had the feeling that you were a stranger to yourself?”
on the SCID-D, for those with schizophrenia, the feelings of self-
estrangement often happen exclusively in the context of delusional
beliefs concerning identity, whereas, dissociative self-estrangement
often has an ‘as if’ quality and is not associated with delusional ideation
[30]. Therefore, adequate awareness of symptom phenomenology is
often required to differentiate between dissociative and psychotic
symptomatology [31]. A clinician can also vary their language or use
clarifying information to assess and differentiate between dissociative
and psychotic symptoms.

It is important to validate and replicate the relationship between
dissociation, childhood trauma and psychosis using measures in
formats other than self-report (i.e., DES) [23,26]. Studies using
clinician-rated measures, such as the Dissociative Disorders Interview
Schedule [13] and The Association forMethodology andDocumentation
in Psychiatry - dissociation scale [15] have found basic associations
between dissociation and psychotic symptoms. However, no study has
employed a clinician-rated instrument of dissociation to directly
investigate whether dissociative symptoms mediate the
relationship between childhood trauma and hallucinations and
delusions.

In sum, the research suggests that dissociation plays a key role in
hallucinations and perhaps to a lesser extent, delusions. However, the
majority of studies which have examined this relationship have utilized
a self-report measure of dissociation and there is a paucity of research
using other methods to quantify dissociative experiences. The present
study sought to investigate the relationship between childhood trauma,
hallucinations and delusions, and themediating role of dissociation, in a
FEP sample using a clinician-administered measure of dissociation. It
was predicted that:

(1) the greater severity of self-reported traumawill correspondwith
an increased experience of dissociative symptoms as measured
by the SCID-D-R and
(2) increased experience of dissociation would be associated with
higher levels of

(a) hallucinations
(b) delusions,

(3) dissociation will mediate the relationship between

(a) childhood trauma and hallucinatory experiences,
(b) childhood trauma and delusional ideation.

2. Method

2.1. Participants

A total of 70 participants with FEP were recruited. Four participants
completed b50% of the overall assessment and their results were
discarded from the analysis. The final sample size was 66.

The participants were clients of the Early Psychosis Prevention and
Intervention Centre (EPPIC) at ORYGEN Youth Health (OYH). OYH is a
public, specialist mental health service for young people aged 15 to
25 years residing in the Western and North Western regions of
metropolitan Melbourne, Australia. EPPIC is a clinical program that
provides ongoing outpatient case management, psychotherapeutic
and medical care to eligible FEP clients for a period up to two years.
Participants were referred to the study by their case managers.

Participants included had a Diagnostic and Statistical Manual of
Mental Disorders (4th ed. text revised; DSM-IV-TR) [10] diagnosis of a
psychotic disorder or an affective disorder with psychotic features.
Fluency in English, the ability to provide informed consent or consent
from a parent/guardian where participants were under the age of 18
years were also requirements for participation. Participants were
excluded if they had a significant intellectual disability or showed
evidence of an organic brain disease. The socio-demographic and
diagnostic characteristics of the sample are presented in Table 1.

2.2. Measures

2.2.1. Structured Clinical Interview for DSM-IV Axis I Disorders - Patient
Edition (SCID-I)

The SCID-I is a semi-structured interviewmeasure used to diagnose
the presence of DSM-IV axis I disorders [32]. The SCID-I has demonstrat-
ed good inter-rater and test-retest reliability [33]. The SCID-I was used
to establish primary diagnosis for the participants in the study.

2.2.2. Positive and Negative Syndrome Scale (PANSS)
The PANSS is a widely utilized, 30-item interviewer rated measure

that assesses the presence of both positive and negative psychotic
symptoms as well as general psychopathological symptoms occurring
within the last fortnight of the assessment based on a semi-structured
interview [34]. An internal reliability analysis of the PANSS was
conducted on the various scales and items. Overall coefficients of 0.73,
0.83, and 0.79 were found for the positive, negative and general
psychopathology scales respectively [34]. Good test-retest reliability
after a period six months was also demonstrated [34].

2.2.3. Childhood Trauma Questionnaire-Short Form (CTQ)
The degree of childhood traumawas measured by the CTQ, which is

a 28-item retrospective, self-report questionnaire that measures an
individual's experience of abuse (physical, sexual and emotional) and
neglect (physical and emotional) while growing up [35]. The scale has
demonstrated good criterion validity as well as measurement
invariance across different sample groups [35]. The extent of
maltreatment for each subtype of abuse or neglect can classified as
none, low, moderate or severe based on a set of validated threshold
scores [36]. Participants were counted as experiencing abuse or neglect



Table 1
Demographic and diagnostic information for sample (n=66).

Descriptive

Mean age
(Standard deviation)

20.18 years
(SD = 2.69)

n Percentage (%)

Born in Australia 59 89.4
Gender identification

Male 28 42.4
Female 36 54.5
Transgender 2 3.0

Ethnicity
Caucasian 46 69.7
Asian 4 6.1
African 3 4.5
Indigenous Australian/Pacific Islander 5 7.6
Other 8 12.1

Occupational status
Not working/studying 25 37.9
Part-time work/study 22 33.3
Full-time work/study 19 28.8

Primary diagnosis
Schizophrenia 12 18.2
Schizoaffective 19 28.8
Psychotic disorder NOS 9 13.6
Brief psychotic disorder 2 3.0
Schizophreniform 5 7.6
Delusional disorder 2 3.0
Substance-induced psychotic disorder 6 9.1
Bipolar I disorder with psychotic features 10 15.2
Major depressive disorder with psychotic features 1 1.5

Personality disorder
Borderline personality disorder 5 7.6

Dissociative disorder (current) 4 6.0
Medication use in last 6 months

Antipsychotic 40 60.6
Antidepressant 12 18.2
Mood stabilizer 3 4.5
Other 1 1.5
No medication 10 15.2

Family history of mental illness
Present 39 59.1
None 15 22.7
Unknown 12 18.2

First degree relative with severe mental illness 8 12.1
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if their score on the CTQ subscale fell in the moderate to severe range.
For the analyses, a total CTQ score for each participant was created by
adding their scores on all five subtypes of trauma.
Table 2
Frequency of childhood trauma by type (n=66).

n %

Sexual abuse 16 24.2
Physical abuse 12 18.2
Emotional abuse 23 34.8
Emotional neglect 16 24.2
Physical neglect 16 24.2
Any trauma 35 53.0
Polytraumatization 21 31.8
2.2.4. Structured Clinical Interview for DSM-IV Dissociative Disorders-
Revised (SCID-D-R)

The SCID-D-R was used as the primary measure of dissociation [29].
SCID-D-R is a clinician-administered, semi-structured diagnostic
interview that systematically assesses the severity of five core
dissociative symptoms (amnesia, depersonalization, derealization,
identity confusion, and identity alteration). The character, frequency
and severity of dissociative experiences are assessed with open-ended
and individualized follow-up questions. Numerous studies across
several countries have reported good to excellent inter-rater reliability
for the types of dissociative disorders ranging from (κ=0.72 to 0.86),
test-retest reliability for the presence of dissociative disorders (κ =
0.88) and temporal reliability (at baseline, 2 weeks and 6-month
follow-up), for both the presence and extent of dissociative symptoms
ranging from (κ = 0.77 to 0.86) [37]. The SCID-D-R has shown
discriminant validity in differentiating between dissociative disorders,
other psychiatric conditions and feigners [30,31]. In the present study,
where participants had stated that their dissociative symptoms
occurred only with substance use, their score on the relevant symptom
subscale/s was recoded as ‘absent’. For each participant, ratings on the
five symptom scales were summed to derive the total SCID-D-R score
[31].

2.2.5. Dissociative Experiences Scale-II (DES-II)
Considering themajority of previous studies have used a form of the

DES, the DES-II was administered to enable comparisons between our
data and prior findings in the area. The DES is a 28 item self-report
measure that is frequently used as a screening tool for dissociative
experiences and disorders in both clinical and nonclinical populations
[27]. It has established test-retest reliability with an average correlation
of 0.86 and high internal consistency with a reported mean α of 0.93
[28]. The DES has demonstrated criterion-referenced concurrent
validity and medium to strong convergent validity with several similar
questionnaires and interview-based measures of dissociation [27,28].
It consists of 3 subscales: amnesia, depersonalization/derealization
and absorption. Participants rate each item on a scale of 0–100. We
removed item 27, which asks directly about voice-hearing from the
scoring. The ratings for each item are totaled and then divided by the
total number of items.

2.3. Procedure

The Human Research and Ethics Committees associated with
MelbourneHealth, Monash University and The University ofMelbourne
granted approval to conduct the study. Prior to assessment, each
participant received a written, plain language statement with
information about the study and written consent to participate was
provided. Participants were reimbursed $40 to cover expenses
associated with study participation.

Participants completed the research assessment which included the
clinician-administered interviews (SCID-I, PANSS, SCID-D-R), self-
report questionnaires (CTQ and DES-II) and answering basic
demographic questions. The various measures were rated and scored
post-interview. Rates of childhood maltreatment by type are presented
in Table 2.

2.3.1. Data analyses
The study employed a cross-sectional design. Correlations and

mediation analyses were completed using Statistical Package for the
Social Sciences version 24 (SPSS v24). To examinewhether dissociation
mediated the relationship between childhood trauma and
hallucinations and childhood trauma and delusions, two simple
mediation analyses were conducted using the PROCESS macro version
2.16, available for SPSS (see Hayes, 2013 for documentation) [38].

Mediation was determined by examining the statistical significance
of the indirect effect (a × b) of the independent variable (IV) via the
mediator (M). The indirect effect is quantified as the product of the
effect of the IV on M (a), and the effect of M on the dependent variable
(DV), with the effect of the IV partialed out (b). Mediation occurs if
(1) there is an effect to be mediated (i.e., the IV predicts the DV, direct
effect, (c) ≠ 0) and (2) the indirect effect (a × b) is statistically
significant, and occurs in the hypothesized direction [39].

PROCESS was applied to estimate the non-standardized model
coefficients, standard errors and p-values utilizing ordinary least
squares regression. It was further used to generate a bias corrected



Table 4
Spearman rank correlation analysis of childhood trauma, dissociation, hallucinations,
delusions and negative symptoms(n=66).

Measure 1. 2. 3. 4.

1. Childhood trauma –
2. Dissociation 0.54⁎⁎⁎ –
3. Hallucinations 0.26⁎ 0.13 –
4. Delusions 0.33⁎⁎ 0.48⁎⁎⁎ 0.33⁎⁎ –
5. Negative symptoms 0.17 0.19 0.33⁎⁎ 0.26⁎

⁎ p b 0.05.
⁎⁎ p b 0.01.
⁎⁎⁎ p b 0.001.

Table 5
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and accelerated (BCa) 95% bootstrap confidence interval (CI) for the
indirect effect using 5000 bootstrap samples to calculate the signifi-
cance of the mediation. Bootstrapping is considered to be a robust
method and can overcome violations of assumptions, such as
non-normally distributed data [40]. Point estimates were considered
significant at p b 0.05 if the BCa CI did not contain zero.

The same correlational and mediation design was utilized in
post-hoc, exploratory analyses using the DES-II. For the secondary
analysis, item 27 of the DES-II (voice-hearing) was removed from the
score in accordance with previous research [4,20,23]. All other variables
were derived in the same manner as the primary analyses.

3. Results

The data was screened and parametric assumptions were not met.
Therefore, correlations are reported as Spearman's rho (ρ). There were
no missing items for any of the variables. Cases with z scores over 3.29
(p b 0.001) are considered potential outliers; there were no cases that
met the outlier assumption. Means and standard deviations for the
measures applied are presented in Table 3.

3.1. Primary data analysis using the SCID-D-R

A significant, strong, positive association between the experience of
childhood trauma and levels of dissociative experiences was revealed.
In terms of specific psychotic symptoms, a moderate, significant
relationship between dissociation and delusional experiences was
found. However, dissociation was not significantly correlated with
hallucinations. No significant relationship was found between
experiences of dissociation and the negative symptoms of psychosis.
The results of the correlational analyses are presented in Table 4.

In the mediation models, dissociation (total score on the SCID-D-R)
was the mediating variable and childhood trauma (scores on the CTQ)
was the predictor. The outcome variables were (1) hallucinations and
(2) delusions, a summary of the mediational analysis is provided in
Table 5. A non-significant indirect effect of childhood trauma on halluci-
nations through dissociative experienceswas found, β=− 0.0006, 95%
BCa CI [− 0.01, 0.01].

The mediated effect of childhood trauma on delusions via dissocia-
tion was significant, β = 0.02, 95% BCa CI [0.01, 0.04] (see Fig. 1).
These results suggest that dissociation mediated the relationship
between childhood trauma and delusions but not childhood trauma
and hallucinatory experiences.

3.2. Secondary data analysis

Scores on the DES-II were significantly correlated with childhood
trauma (ρ = 0.47, p b 0.001), hallucinations (ρ = 0.34, p = 0.005),
delusions (ρ = 0.27, p = 0.027) and the SCID-D-R total score (ρ =
0.40, p = 0.001). No significant relationship was found between
negative symptoms and the DES-II (ρ=0.22, p=0.084).
Table 3
Mean scores and standard deviations for PANSS positive and neg-
ative subscales, hallucination and delusions, SCID-D-R, DES-II and
CTQ.

Measure M (SD)

PANSS-positive 11.73 (4.02)
PANSS-negative 11.61 (4.40)
PANSS-total 49.64 (13.09)
Hallucinations 2.23 (1.63)
Delusions 3.94 (2.05)
SCID-D-R total 7.24 (2.70)
DES-II total 25.00 (16.41)
CTQ total 46.77 (18.58)
When using scores on the DES-II as the mediator in the analysis,
dissociation significantly mediated the relationship between childhood
trauma and hallucinations (indirect effect, β=0.01, 95% BCa CI [0.003,
0.03]), but not the relationship between childhood trauma and
delusions (indirect effect, β=0.01, 95% BCa CI [−0.002, 0.03]).

4. Discussion

The hypothesis that greater severity of self-reported trauma will
correspond with an increased experience of dissociative symptoms on
a clinician administered, semi-structured interview (i.e., SCID-D-R)
was supported. The second set of hypotheses, that an increased
experience of dissociation would be associated with higher levels of
hallucinations and delusions was partially supported, dissociation
significantly correlated with delusions but not hallucinations. The final
set of predictions were also partially supported, dissociation mediated
the relationship between childhood trauma and delusions, but not
childhood trauma and hallucinations.

Our results showed positive associations between childhood trauma
and dissociation in a group with FEP and is consistent with a body of
research that has largely included patientswith schizophrenia spectrum
disorders [11,14]. Childhood maltreatment appears to be a common
experience for those with FEP and reported rates of childhood trauma
in our sample, were similar to those found in other studies of FEP
which range from 51% to 89% [12,41,42]. The association between
childhood trauma and dissociation in this current study supports the
theory that dissociation is a potentially protective reaction to traumatic
events in childhood, which can become generalized and problematic,
enduring into adolescence and adulthood [43].

Our data is congruent with research which found associations
between dissociation and delusional ideation [4,16,17,21]. Furthermore,
our findings support the existence of a relationship between childhood
trauma and delusions, which is mediated by dissociation. Although the
present study is not the first to find that dissociation mediates the
relationship between childhood maltreatment and delusions [24], it is
the first to extend this from a sample with subclinical psychotic
symptoms to a clinical group. This finding supports current cognitive
Summary of the simple mediation models: Parameter estimates for the total, direct and
indirect (i.e. dissociation as mediator) effects of childhood trauma on hallucinations and
delusions (n=66).

Dependent variable a b c’ a × b 95% CI c

1. Hallucinations 0.07⁎⁎ −0.01 0.02 −0.0006 [−0.01, 0.01] 0.021⁎

2. Delusions 0.07⁎⁎ 0.35⁎⁎⁎ 0.01 0.02⁎ [0.01, 0.04] 0.03⁎

The estimates reported are unstandardized beta coefficients based on 5000 bootstrapped
iterations. Independent variable (IV)= childhood trauma (CTQ), Mediator variable (MV)
= dissociation (SCID-D-R), Dependent variable (DV)= hallucinations; delusions. CI =
confidence interval, a = effect of IV on MV, b = effect of MV on DV in the mediated
model, c’=direct effect of IV on DV in the mediated model, a × b= indirect effect, c =
total effect.
⁎ p b 0.05.
⁎⁎ p b 0.01.
⁎⁎⁎ p b 0.001.



Indirect effect - a × b = .02*

b = .34***a = .07**

Delusions
Childhood 

trauma

Dissociation

c = .03*

c’ = .01

Fig. 1. Simple mediation model of childhood trauma on delusions as mediated by
dissociation. Note. Values are unstandardized beta coefficients. *p b 0.05, **p b 0.01, ***p
b 0.001.
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models of the etiology and maintenance of delusions in the context of
trauma [9,44,45]. The model posits that anomalous experiences and
culturally unacceptable interpretations of these anomalous experiences
form the basis of hallucinations and delusions [44,45]. Dissociation
functions as a source of cognitive disturbance which generate
anomalous experiences [8,44]. Delusional ideation arises from
inaccurate explanations for these aberrant experiences. While not
mutually exclusive, an alternative explanation for the relationship
between trauma, dissociation and delusions is that post-traumatic
dissociation impairs a person's ability to reality-test by undermining
both their internal and external ‘anchors’ making them prone to both
hallucinations and delusional thinking [46]. This model has not been
directly tested with delusions but was not supported when tested in
relation to hallucinations [23]. Future studies could explicitly test the
relationship between delusions, dissociation as a source of anomalous
experiences, dysfunctional appraisals of such experiences and impaired
reality-testing within these proposed models.

In explaining aspects of our results that differ from previous
research, discrepancies in methodology need to be considered. The
use of the SCID-D-R rather than the DES-II could account for the
significant mediational relationship between childhood trauma,
dissociation and delusions. The use of the SCID-D-R may also account
for the failure to find a significant association between dissociation
and hallucinations, in contrast to previous research [16,19,20,22]. Our
secondary analyses utilizing the DES-II, mirrored that of prior research
whereby correlations between dissociation and delusions were
significant but the mediational effect of dissociation on the relationship
between childhood trauma and delusions was not [4,21]. Similar with
past studies, hallucinations significantly correlated with dissociation,
and dissociation meditated the relationship between childhood trauma
and hallucinatory experiences when the DES-II was used to measure
dissociation [3,21,23].

We speculate that the SCID-D-R and the DES-II may have captured
different phenomenological characteristics of dissociation in our sample
and these aspects have a distinctive relationship with hallucinations
and delusions. The potential differences may explain why two
instruments designed to measure the same attribute correlated at only
a moderate level (ρ = 0.40). Furthermore, this may explain the
divergent relationships between each of these measures and hallucina-
tions and delusions.

Hallucinations and delusions likely have distinct etiologies,
therefore, it is conceivable that they are associated with different
types of dissociative processes. Holmes and colleagues (2005) suggest
that dissociation can be separated into two types of experiences – de-
tachment and compartmentalization which are distinct qualitatively
as well as in underlying causal mechanisms [47]. Detachment consists
of symptoms that reflect alterations of consciousness, leading to feelings
of unreality and a profound sense of disconnection (e.g., symptoms of
depersonalization/derealization), and compartmentalization is
characterized by a deficit in deliberate control over processes and/or
actions that under normal circumstances are controllable
(e.g., amnesia, identity alteration, fugue states) [47]. There is some
preliminary evidence that distinct dissociative experiences relate differ-
ently to hallucinations and delusions [19,24]. In those with
schizophrenia, depersonalization is shown to predict hallucinations
[19] and mediate the relationship between childhood trauma and
hallucinations [21]. In a subclinical group, absorption mediated with
relationship between childhood maltreatment and hallucinations;
absorption and amnesia (negatively)mediated childhoodmaltreatment
and delusions [24]. These early results suggest that perhaps detachment
dissociation is associatedwith hallucinations and compartmentalization
with delusions. Future studies should examine the relationship between
various aspects of the dissociative experience as measured by the
subscales of the SCID-D-R and hallucinations and delusions.

Given the discrepancies in our current study, between findings for
the SCID-D-R and DES-II, greater consideration of the instrument used
to capture dissociative experiences in future research is of vital
importance. Furthermore, to progress our understanding in this area
of research the significant overlap between dissociative and positive
psychotic symptomatology needs to be clarified, and any diagnostic
boundaries agreed upon [23,26]. Regardless of whether a dimensional
or categorical framework of psychopathology is adopted to assess
dissociative and psychotic symptoms in future research, it remains a
fundamental requirement to address how these complex psychological
constructs are defined and measured in the literature.

The results of this study have pertinent implications for clinical
practice. Considering the high rates of childhood maltreatment in FEP,
previous research has recommended the routine assessment of trauma
history in services catering to young people with early psychosis
[41,48,49]. For people experiencing FEP who have a trauma history,
the significant association between childhood trauma and dissociation
found in this and other studies highlights the need for dissociative
symptoms to likewise be included in routine assessment. A comprehen-
sive understanding of the post-traumatic and psychotic symptom
profile will lead to more informed formulation, treatment-planning
and intervention [50]. Training and support should be provided to
clinicians who practice in FEP services and lack the confidence or skills
to assess and treat symptoms of dissociation. Training might focus on
how clinicians can better formulate around a person's dissociative and
psychotic symptoms, deliver appropriate support and psychoeducation
and utilize targeted treatment to reduce the impact of dissociation and
associated psychotic symptoms. For instance, grounding techniques
are recommended for reducing both symptoms of dissociation and
psychosis [51,52]. Appropriate training is especially important consider-
ing that experiences of dissociation can complicate the effectiveness of
standard trauma-focused treatments that are applied in early psychosis
groups [53]. Finally, more research is needed to improve the efficacy of
clinician training and targeted treatment of dissociation in those with
psychosis.

The current studyhas a number of limitations. Firstly, similar tomost
studies in the area, our study adopted a retrospective, cross-sectional
and largely correlational design. Therefore, we are unable to make any
conclusive statements about causality. Future studies adopting a
longitudinal design may better elucidate the precise order of emerging
dissociative and psychotic symptoms following trauma.

Secondly, we relied on a self-report measure of childhood trauma. It
has been suggested that retrospective reporting of childhood maltreat-
mentmay be biased by inadequate or distortedmemories. However, the
evidence tends to support the reliability of recollections of trauma
history in those with psychosis [54].

In conclusion, our study is the first to use a clinician-rated measure
of dissociation to test the mediational effect of dissociation on the
relationship between childhood trauma, hallucinations and delusions,
in a FEP cohort. Our findings add to an existing research base which
increasingly recognizes the relevance of dissociation in the context of
psychotic psychopathology and trauma history. Given that the two
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measures of dissociation used in our study yielded significantly different
results highlights the importance of tool selection for assessing complex
symptomatology in future research.
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