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Abstract

Purpose: The aim of the study was to examine the strength of association between posttraumatic stress disorder (PTSD) as well as
alexithymia and dissociation relative to persons, who have experienced one of the following types of trauma: trauma associated with
rape or sexual violence (ST), other kinds of trauma associated with being a victim of a fire or an accident (NST).

Method: The total number of participants amounted to 117 women, among whom 39 fell victims to sexual abuse (ST), 39 experienced
non-sexual trauma (NST), and 39 denied ever having come through a traumatic situation (NT). Seventy five women (64.1%) admitted that
they suffered from PTSD. Three standardised instrument were used to assess alexithymia (TAS-26), dissociation (CES) and Posttraumatic
Stress Disorder (PDS).

Results: The ST group is characterised by significantly higher levels of alexithymia, but only in the form of identifying and describing one’s
own emotions. The surprising finding was that ST and NT groups reported slightly different levels on the general scale of dissociation,
which can be explained by the fact that NST group showed significantly more intensive dissociative tendencies in the form of self-absorp-
tion, while ST showed it in the form of depersonalisation and amnesia. In the ST group, significantly more serious PTSD-symptoms were
confirmed, particularly regarding the avoidance of stimuli related with trauma. These findings suggest that trauma-type (sexual/non-sex-
ual) might be a key factor determining the extent, kind and intensity of trauma-related disorders.

Conclusions: Dissociation and alexithymia are very important to the development and maintenance of the symptoms of PTSD.
The high levels of alexithymia were associated with more serious problems of affective arousal and regulation of affect after trauma.

Key words: PTSD, trauma, dissociation, alexithymia.

Streszczenie

Cel: Celem badania byla weryfikacja zalozen odnoénie do wplywu rodzaju doznanej traumy (seksualnej badz innej) na roz-
woj zaburzen po traumie oraz na gleboko$¢ potraumatycznego zaburzenia stresowego (PTSD). Zalozono, ze u ofiar traumy
seksualnej poziom aleksytymii oraz sktonno$¢ do patologicznej dysocjacji beda istotnie korelowaé z gltebokoscia objawow
PTSD.
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Metoda: W badaniu uczestniczyto 117 kobiet, wérdd ktérych 39 padlo ofiarg przemocy seksualnej (ST), 39 oséb doznato urazu
niezwigzanego z seksem (NST) i 39 0s6b, ktore nie doswiadczyly traumy (NT). Siedemdziesiat pig¢ kobiet (64,1%) z badanej grupy
cierpialo na PTSD. Wykorzystano standaryzowane narzedzia do oceny aleksytymii (TAS-26), dysocjacji (CES) i zaburzenia po-
traumatycznego (PDS).

Wyniki: W wyniku przeprowadzonej analizy wykazano statystycznie istotne roznice miedzy badanymi grupami w odniesieniu do
poziomu PTSD, aleksytymii i dysocjacji. W grupie ST wykazano znacznie glebsze objawy PTSD, szczegdlnie w zakresie kryterium C,
unikania bodzcéw zwigzanych z traumg. Grupa ST charakteryzuje si¢ znacznie wyzszym poziomem aleksytymii w poréwnaniu
z grupg NST, lecz tylko w odniesieniu do podskal identyfikacji emocji i opisu wlasnych emocji. W odniesieniu do sktonnosci do
patologicznej dysocjacji wykazano odmienny profil dla grupy ST w poréwnaniu z grupa NST. Podwyzszone wyniki w grupie ST
uzyskano dla skali depersonalizacji i amnezji oraz dla grupy NST - dla skali zaabsorbowania soba.

Whioski: Aleksytymia jako cecha osobowoséci oraz poziom sklonnosci do patologicznej dysocjacji stanowia wazne czynniki w roz-
woju i podtrzymywaniu objawow po traumie w postaci PTSD. Wysoki poziom aleksytymii i depersonalizacji oraz amnezji wigze
sie z trudno$ciami w zakresie rozumienia emocji oraz samoregulacji pobudzenia afektywnego po doznanym urazie, co poglebia

zaburzenia.
Stowa kluczowe: PTSD, trauma, dysocjacja, aleksytymia.

INTRODUCTION

Liotti notes [1] that the sole issue of how the term trau-
ma should be described within the context of the studies
on the PTSD appears challenging. Briere [2] points out
that technically, it should denote rather a class of ma-
jor events which are psychologically overwhelming for
an individual. Nonetheless, intuitively the word trauma is
used to designate either a traumatising occurrence itself
or its sequelae. Some scholars criticised the legitimacy
of the assumption that psychological trauma is necessari-
ly induced by factors posing a threat to physical integrity
exclusively. A number of events, which clearly fail to meet
formal requirements of Criterion A, such as harassment at
work, stalking, taking care of a terminally ill partner [3, 4]
or even prolonged stress documented in military sam-
ples [5] have been also shown to trigger PTSD symptoms
in some patients. Interestingly enough, DSM in its earlier
version (DSM III) also included threats to psychological
integrity as a potential source of trauma. In the recent-
ly published DSM V [6], even the language stipulating
an individual’s response to the event, e.g. intensive fear,
helplessness or horror, according to DSM-IV [7], has
been deleted because that criterion proved to have no
utility in predicting the onset of PTSD.

Dissociation is typically defined as a certain inca-
pacity to integrate one’s thoughts, feelings or experi-
ences into ones present consciousness [8], and disso-
ciative symptoms have been implicated in such diverse
psychopathological conditions as amnesia, fugue states,
depersonalisation syndrome, multiple personality dis-
order, and posttraumatic stress disorder. Some research
works support a relationship between the central features
of the alexithymia construct and dissociation [9, 10].
However, regular functioning of this mechanism be-
comes severely impaired in a situation, in which an in-
dividual is confronted with a marginally difficult oc-
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currence. Some horrid incidents are beyond the scope
of the victim’s understanding and as such, they cannot be
incorporated into the declarative memory; the cognitive
difficulties they pose evade their verbal coding and some-
times even a possibility of registering them at all. Disso-
ciation was identified by Salter [11] as the most potent,
yet hopeless measure which can be taken subconsciously
during a traumatic occurrence, once the other protec-
tions fail. The essence of dissociation is — as it follows
from its semantic meaning - separation (...). Dissocia-
tion can take place between the sense of one’s “self” and
the body (experience from outside the body, analgesia);
between the sense of “self” and the previous identities
(dissociative fugue, multiple personality disorder); be-
tween the sense of “self” and the current circumstances
(withdrawal, flashbacks, shutdown); between the sense
of “self” and the past (amnesia); or between the sense
of “self” and the emotions (detachment/numbing). Ac-
cording to Marmar’s classification [12], dissociative re-
action has three dimensions, i.e. observable behaviours
and symptoms (such as immobility, inability to produce
speech or swooning), cognitive and emotional sensations
(perceived altered states of consciousness, arousal accom-
panied by emotional numbness), as well as underlying
psychological processes or functions (here dissociation is
understood as an attempt to free oneself from pain). All
of the elements mentioned above mark the failure of vo-
lition in terms of taking control over one’s actions, both
mental and bodily, i.e. the impaired recall of information
into conscious awareness or “loss of somatic function that
has no evident organic basis” [13] marked by “hysterical
blindness” [14], an inability to perceive, hear or feel when
confronted with a terrifying stimulus.

Alexithymia refers to the inability to label and de-
scribe one’s own emotional experience. The term was
originally coined by Sifneos [15] literally translated into
a “lack of words for emotions” (a-lack, lexis—words, thy-
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mos—emotions). The construct was initially used to de-
scribe patients with somatic symptom disorders, who
exhibited certain marked difficulty in verbalising their
feelings and observed struggling to differentiate emo-
tional and physiological cues [15] to the chagrin of their
psychotherapists [16]. Alexithymia bears some signifi-
cant resemblance to dissociation in this respect that it is
characterised by the presence of a certain barrier, which
diminished dramatically one’s capability to meaningful-
ly perceive and integrate sensory input — in this case -
emotions. Maruszewski and Scigata [17] called this state
a “psychic or emotional blindness,” a term borrowed from
the study of Weiskrantz [18]. Weiskrantz described a cu-
rious occurrence of blind-sight, which results in an in-
ability to see things which are located within one’s field
of sight. This condition seems not to impair individu-
al’s capacity to avoid object standing on their way. After
nearly 45 years of research examining the construct, alex-
ithymia is no longer considered as a deficit in emotional
vocabulary per se but as a general deficit in the cognitive
processing of emotional experience [19, 20]. On these
grounds, many scholars seek a connection between alex-
ithymia and PTSD symptoms. The previous research sug-
gests that alexithymia can develop as a reaction to an acute
and severe traumatic event or in the presence of early life
stress. Extending these findings, recent studies have illus-
trated that alexithymia in adults is a predictor for the de-
velopment of posttraumatic stress disorder (PTSD) after
the exposure to psychological or physical trauma. More-
over, early life stress has often been described as a risk
factor for emotional dysregulation. Accordingly, previous
studies have demonstrated a co-occurrence of early life
stress and alexithymia in patients with affective disorders
or disorders with prominent affective symptoms such
as PTSD. Numerous research findings support this hy-
pothesis [21-28]. Similarly, people diagnosed with PTSD
demonstrate a peculiar comorbidity of both arousal and
numbing symptoms. Monson [25] suggested that this
freezing of sensations may be an observable sign of an at-
tempt to soothe inner turmoil and desensitise pain. Yet,
a mere faculty to experience emotions is generally not
disrupted by PTSD and, as Litz points out: “the building
blocks of emotional experience (...) that were available
to the individual before [he or she was] traumatised are
intact, as is pre traumatic, elaborated emotional knowl-
edge or schemas” [29]. However, trauma can severely
impair the capability to meaningfully interpret and pro-
cess feelings. Consequently, an alexithymic lineament in
individuals with PTSD can be interpreted as an indicator
of “an uncoupling of cognitive and emotional processing
through which intense emotional states become poorly
integrated with verbal cognition” [30]. As such, it can en-
tirely abolish verbal coding of emotions. It is worth not-
ing, that in Frewen’s model, alexithymia is simultaneously
an indicator of trauma and one of the factors that may in-

crease one’s propensity to develop PTSD symptoms after
the traumatic occurrence.

Posttraumatic stress disorder (PTSD) is defined by
symptoms denoting the re-experiencing of trauma, with-
drawal, numbed responsiveness, and heightened arousal,
which frequently appear after the exposure to a variety
of traumas. Given this cluster of psychological sequelae
as well as recent formulations of PTSD as a disorder of af-
fect dysregulation [31], it is not surprising that PTSD has
been closely associated with the concept of alexithymia.
Alexithymia refers to deficits in the identification, com-
munication, cognitive processing, and elaboration of af-
fect [32]. There is some evidence suggesting that certain
trauma characteristics are related to the degree of alex-
ithymia. Rape victims with repeated histories of rape are
more likely to be alexithymic than those who have expe-
rienced a single rape [33]. Likewise, a positive correlation
has been found between the level of combat exposure and
the degree of alexithymia [34]. In our study, dissociation
and alexithymia are considered to contribute to the en-
hancement of emotional disengagement from the trau-
matic event.

PURPOSE

The present study was designed to examine the rela-
tion of trauma-type (sexual [ST]/non-sexual [NST]) with
alexithymia, dissociation and PTSD symptoms. The au-
thors hypothesised that sexual trauma survivors (ST)
would report higher alexithymia (Hypothesis 1) and dis-
sociation (Hypothesis 2) levels than non-sexual trauma
survivors (NST) and no-trauma survivors (NT). More-
over, it was predicted that ST would experience more se-
rious PTSD symptoms than NST (Hypothesis 3). Signif-
icant differences were expected not only on main scales
but also on subscales.

METHOD

The TAS-26 (Toronto Alexithymia Scale) formed by
Taylor, Bagby and Parker [35] in Polish adaptation [17],
is a 26-item self-report measure assessing characteristics
typical of alexithymia syndrome. The questionnaire con-
sists of 4 subscales: Difficulty in identification of emotion,
Difficulty in describing emotions, Operant mode of think-
ing, and Amnesia. The possible responses to the items are
received on a 5-point Likert-type scale. The level of alex-
ithymia can be calculated for separate subscales as well as
for general scale by computing the total rating for items
on each scale.

The Curious Experiences Checklist CES [36] in Polish
adaptation [37]. CES is a 31-item self-report that contains
3 subscales: Self-Absorption, Amnesia, and Deperson-
alisation. A participant is asked to assess the frequency
of experienced dissociative states on a 5-point Likert-
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type scale. Composite scores can be calculated for each
of the above mentioned subscales, as well as added up to
a total sum of gained points.

The diagnosis of PTSD and its severity was accom-
plished by using Posttraumatic Stress Diagnostic Scale
(PSD) [38], in Polish adaptation [39]. This self-report
consists of six sections. The first one creates a 12-item
list of possible traumatic occurrences. Further sections
enable the participant to report the extent, severity, and
duration of PTSD-symptoms. The measure consists of 49
items. The scores can be specified on a general scale Se-
verity of PTSD-Syndrome as well as on three separate
subscales: B — Re-experiencing of the traumatic event and
numbing, C - Avoiding of the stimuli related with trauma,
and D - increased arousal. The PSD demonstrated good
reliability and construct validity [38].

At the beginning of the study, all participants received
necessary information about the course of the study. Be-
fore starting to fill in the questionnaires, they were asked
to sign an informed consent form which included all their
tasks and rights. Participants of the study were 117 wom-
en, the inhabitants of Warsaw, at the age 18 to 64 years.
The mean age was 34.68 years (SD = 13.861). The respon-
dents were mainly the clients of psychiatric health care cen-
tres (75%). The rest of the sample were students of Warsaw
colleges. Among 117 participants, 39 fell victim to sexual
abuse (ST), 39 experienced non-sexual trauma (NST), and
39 denied ever having come through a traumatic situation
(NT). The main reason for choosing only women as par-
ticipants was a higher probability of finding sexual trauma
survivors. Findings regarding the epidemiology of sexual
trauma indicate that women tend to fall victim to sexual
abuse much more often than men [40, 41].

RESULTS

Analyses were conducted using IBM SPSS (IBM
Corp.; Armonk, NY, United States) ver. 23. We conducted
one-way independent ANOVA to test the hypothesis
(1) that women who are sexual trauma survivors (ST)
would report significant higher alexithymia levels than
women who experienced non-sexual trauma (NST) and
also those who denied ever having gone through a trau-
matic situation (NT). As predicted, the conducted anal-
yses indicated significant differences, F(2,114) = 14.207;
p < 0.001; I}*> = 0.20. Bonferroni post hoc analyses point-
ed that ST reported significant (p < 0.001) and higher
alexithymia (M = 76.333; SD = 13.111) levels than NST
and NT. What's more interesting, there were no signif-
icant (p = 1) differences between NST (M = 65.436;
SD =9.960) and NT (M = 63.128; SD = 11.770). In order
to check whether analogous relations occur on particular
subscales of TAS-26: Difficulty in identification of emo-
tion (IE), Difficulty in describing emotions (DE), Operant
mode of thinking (OMT) and Imagination (I), four addi-
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tional one-way independent ANOVA analyses were con-
ducted. As a result, significant effects of trauma type were
obtained on DE, F(2.114) = 3.882; p = 0.023; I)* = 0.064,
and DI, F(2.114) = 20.985; p < 0.001; I]> = 0.269, subscales
of TAS-26. Both on DE (M = 13.949; SD = 2.964) and
DI (M = 34.820; SD = 7.240) ST obtained significant and
higher results than other groups.

In order to verify hypothesis (2) that women who are
sexual trauma survivors (ST) would report significant
and higher dissociation levels than women who expe-
rienced non-sexual trauma (NST) and also those who
denied ever having come through a traumatic situation
(NT), one-way independent ANOVA was conducted.
Surprisingly, statistical significance was hardly reached,
F(2.108) = 3.123; p = 0.048; I]* = 0.055. Further, one-way
ANOVA analyses pointed significant differences on three
subscales of DES: Self-Absorption (SA), F(2; 114) = 8.350;
p<0.001;1)? = 0.128, Amnesia (A), F(2; 72.992) = 20.422;
p < 0.001; I)? = 0.288, and Depersonalisation (D),
F(2.107) = 11.291; p < 0.001; I)* = 0.174. Post hoc anal-
yses showed that ST (M = 17.128; SD = 9.744) and NST
(M =20.461; SD =9,716) indicated significant (p < 0.001)
but lower SA results than NT (M = 25.718; SD = 8.568).
At the same time, ST reported significant and the high-
est A results (M = 19.103; SD = 6.340) and NT signifi-
cant but the lowest A results (M = 11.692; SD = 3.614).
ST (M = 18.627; SD = 5.171) reported significant and
the highest (p < 0.01) D results, while NT (M = 14.105;
SD =3.319) and NST (M = 15.371; SD = 4.008) survivors
did not differ from each other in D results (p = 0.613).

Analyses of U Mann-Whitney test indicated that
the PTSD-symptom-depth is significantly different on ac-
count of trauma type (hypothesis 3), U = 473; p = 0.015;
r = 0.281. ST survivors indicated significantly more se-
rious PTSD symptoms (M = 29.861; SD = 8.903) than
NST (M = 24.718; SD = 10.236). Further, U Mann-Whit-
ney analyses stressed significant differences related to
the C-criterion symptoms (Avoiding of the stimuli re-
lated with trauma), U = 316.50; p < 0.001; r = 0.474.
ST survivors showed significantly more serious symp-
toms (M = 14.417; SD = 4.895) than NST survivors
(M =9.077; SD = 3.025). As for B, U = 581.5; p = 0.199;
r=10.148, and D, t (73) = 1.128; p = 0.263; r = 0.131, cri-
terion symptoms no significant differences between NST
and ST survivors were found. To check the possibility
of predicting the depth of the PTSD based on the level
of dissociation and alexithymia, the regression analy-
sis was performed. The proposed model has proved to
be a straight line that fits the data well F(2.39) = 13.461;
p < 0.00. The level of dissociation and the level of alex-
ithymia as the variables explain the dependent variable
depth of PTSD. The relationship between the predictor
variables and the dependent variable is strongly positive
for dissociation (8 = 0.339; p < 0.01) and for alexithymia
(B =0.398; p < 0.01).
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DISCUSSION

Numerous researchers confirm that sexual trauma on
account of its nature and stressful intensity may lead to
much more extensive psychological outcomes than any
other trauma [42]. In our study, we examined the rela-
tion of the experienced trauma type (sexual/non-sexual)
to alexithymia, dissociation and PTSD symptoms among
women. The results suggest that sexual trauma (ST) sur-
vivors are likely to experience significant and higher alex-
ithymia and dissociation levels than non-sexual trauma
survivors (NST) as well as more serious PTSD symptoms.
It is worth indicating that these differences mainly con-
cern the difficulty in the identification of emotions and
describing them. The stronger the traumatic experience
was, i.e. the sexual experience in our research, the higher
were the scores achieved on these scales (TAS-26). These
results could be explained by the fact that sexual abuse
is indisputably exceptional trauma-type on account of its
nature, intensity and the extent of psychological conse-
quences [43, 40, and 20]. It is often treated as the stron-
gest kind of trauma, even though for that reason plen-
ty of conducted studies show, i.e. sexual trauma that is
the second cause of PTSD [41, 42]. Women who fell vic-
tim to such - and not any other kind of - trauma often
experience emotions like shame, terror, disgust, even hate
to their own bodies [44]. Trying to defend themselves
against such strong emotions, they may form a “defensive
shield” It means that alexithymia traits do not allow, inter
alia, to identify and describe emotions concerning trau-
matic experience. To summarise, the stronger negative
affect is experienced, the more intense is the tendency
to avoid its identification. The stronger the “alexithymic
defense mechanism,” the stronger the acquisition of neg-
ative affect which may at any moment find its outlet in
PTSD symptoms.

The obtained results concerning dissociation levels
among sexual and non-sexual trauma survivors pro-
voked an interesting reflection. On the basis of the con-
ducted analysis, we respectively can accept the hypoth-
esis about significant differences in dissociation level
among NST and ST victims. The differences, which were
achieved on the main scale of dissociation (CES), came
out to be hardly significant in contrast to the differenc-
es which were achieved on particular subscales (CES).
Women who denied ever having gone through any trau-
ma tend to dissociate in the form of self-absorption.
The opposite tendency occurred among women with
diagnosed PTSD. They presented a significant and high-
er level of the amnesia and depersonalisation subscales
than other groups, while significant and lower on self-ab-
sorption subscale. The more traumatic the event was (we
found sexual trauma to be the most traumatic event),
the stronger was the women’s tendency to dissociate in
the amnesia but depersonalisation form, but the weaker

the tendency to self-absorption. It is very important to
mention that the dissociation phenomenon undergoes
gradation. It is possible to distinguish its pathological
and non-pathological forms [20]. Amnesia, deperson-
alisation, and derealisation are claimed to be patholog-
ical forms of dissociation, while self-absorption - as
a non-pathological one [11]. In the face of having ex-
perienced trauma, the victim does not want to confront
oneself (absorb oneself), although it is difficult to endure
emotions; the victim simply avoids them. If one does not
realise that the painful strength of emotions is evoked
by trauma, nothing prevents the person’s immersion in
the internal world of emotions. The woman who does not
struggle with internal suffering related to trauma, does
not feel any need to use depersonalisation or amnesia as
forms of dissociation. She simply does not need to learn
the “effective” way to either ignore heavy pain or to blot
out the memory of trauma by changing the sense of time,
place and person [40, 11, 20].

CONCLUSIONS

Upon the analysis performed in this study, a con-
clusion can be drawn that the intentional trauma causes
much stronger and more serious posttraumatic disorder
compared to the unintentional trauma. As the deficits in
identifying emotions may lead to the avoidance of con-
frontation with the traumatic event (i.e. person not only
avoids talking about it, but also anything that might re-
mind it), the victim is deprived of the ability to work
through it, think it over, give it a meaning, which in turn
leads to the development of even more destructive pat-
terns of behaviour. This study clearly indicated that in-
tentional trauma definitely evokes more severe disorders
in victims. Women with the history of sexual abuse turn
out to be perfect in running away from themselves but it
is too difficult for them to endure their own emotions in
the form of alexithymia and dissociation. Finally, a partial
diversity of post-traumatic disorder symptoms, based on
trauma type, could influence the process of crisis inter-
vention or victims of trauma treatment.
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