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ABSTRACT

ARTICLE HISTORY

The inclusion of the dissociative subtype of post-traumatic stress
disorder (PTSD-DS) in the fifth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM–5) reflects the importance of assessing PTSD-DS. We developed the Dissociative
Subtype of PTSD Interview (DSP-I). This clinician-administered
instrument assesses the presence and severity of PTSD-DS (i.e.,
symptoms of depersonalization or derealization) and contains a
supplementary checklist that enables assessment and differentiation of other trauma-related dissociative symptoms (i.e., blanking
out, emotional numbing, alterations in sensory perception, amnesia, and identity confusion). The psychometric properties were
tested in 131 treatment-seeking individuals with PTSD and histories of multiple trauma, 17.6 % of whom met criteria for PTSDDS in accordance with the DSP-I. The checklist was tested in 275
treatment-seeking individuals. Results showed the DSP-I to have
high internal consistency, good convergent validity with PTSD-DS
items of the CAPS-5, and good divergent validity with scales of
somatization, anxiety and depression. The depersonalization and
derealization scales were highly associated. Moreover, the DSP-I
accounted for an additional variance in PTSD severity scores of
8% over and above the CAPS-5 and number of traumatic experiences. The dissociative experiences of the checklist were more
strongly associated with scales of overall distress, somatization,
depression, and anxiety than scales of depersonalization and
derealization. In conclusion, the DSP-I appears to be a clinically
relevant and psychometrically sound instrument that is valuable
for use in clinical and research settings.
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The formal inclusion of a dissociative subtype of posttraumatic stress disorder
(PTSD-DS) in the Diagnostic and Statistical Manual of Mental Disorders 5th
edition (DSM-5; American Psychiatric Association [APA], 2013) reflects the
burgeoning clinical and empirical evidence that dissociation is a highly salient
feature in a subgroup of individuals with PTSD. PTSD-DS is characterized by
a diagnosis of PTSD and symptoms of depersonalization (DEP) and derealization (DER). Prevalence rates of PTSD-DS have been found to range between
11% and 30% (e.g., Armour, Elklit, Lauterbach, & Elhai, 2014; Blevins, Weathers,
& Witte, 2014; Stein et al., 2013; Steuwe, Lanius, & Frewen, 2012; Wolf et al.,
2012, 2012). Compared to individuals with PTSD, individuals with PTSD-DS
showed more functional impairment (Boyd et al., 2018; Stein et al., 2013; Steuwe
et al., 2012), number and severity of other DSM-IV axis-I and axis-II disorders,
suicide risk, and trauma reports of childhood abuse and neglect (Blevins et al.,
2014; Boyd et al., 2018; Stein et al., 2013; Steuwe et al., 2012; Wolf et al., 2012).
These findings stress the importance of assessing PTSD-DS, yet no validated
measure has been available.
Therefore, we developed the Dissociative Subtype of PTSD-Interview (DSP-I)
and tested its psychometric properties. Given that dissociation can manifest in
a variety of ways, differentiating PTSD-DS from other dissociative disorders
(DDs) or other trauma-related dissociative symptoms is challenging
(Loewenstein, 1991; Spiegel et al., 2011). Therefore, we developed
a supplementary checklist of dissociative symptoms other than DEP and DER.
In this paper we first describe the development of the DSP-I. Subsequently,
we present the psychometric properties of the DSP-I and the checklist, as
well as prevalence rates and characteristics of individuals with PTSD-DS
compared to individuals without DS (“PTSD only”).

Part I: Development of the Instrument
Background and aims

Prior to the introduction of the PTSD-DS in the DSM-5, research has relied on
measures that were not validated for assessment of the PTSD-DS construct (Blevins
et al., 2014; Lanius et al., 2002; Stein et al., 2013; Steuwe et al., 2012; Wolf et al.,
2012). For example, researchers selected items on dissociation from the PTSD scale:
Clinician-Administered PTSD Scale for DSM-IV (CAPS-IV; Blake et al., 1995;
Steuwe et al., 2012). Alternatively, the Dissociative Experiences Scale was used
(DES; Bernstein & Putnam, 1986; Stein et al., 2013), which contains several
symptoms other than depersonalization and derealization (e.g. amnesia, numbing,
identity confusion), yet it generates one single sumscore. This sumscore implies that
dissociation should be considered as one unidimensional construct without differentiating DEP and DER from other dissociative symptoms. Several other instruments were developed based on this notion: the Trauma-Specific Dissociation Scale
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(T-DIS) of the Detailed Assessment of Posttraumatic Stress (Briere, 2001), the
Cambridge Dissociation Scale (CDS; Sierra & Berrios, 2000) and the Questionnaire
of Experiences of Dissociation (Riley, 1988).
However, some researchers advocated for the deconstruction of dissociation, and
considered dissociation as a multidimensional construct. Multidimensional measures were developed of which some included separate scales for DEP and/or DER:
the Multiscale Dissociation Inventory (MDI; Briere, 2002), the State Dissociation
Scale (Krüger & Mace, 2002), the Multidimensional Inventory of Dissociation (Dell,
2006), the Dissociative Symptoms Scale (Carlson et al., 2016), the Dissociation
Questionnaire (Vanderlinden, van Dyck, Vandereycken, & Vertommen, 1993),
and the Trauma Symptom Inventory (TSI; Briere, 1995).
In addition to self-report measures, several clinician-administered interviews have
been developed. The Structured Clinical Interview for DSM-IV Dissociative Disorders
(SCID-D; Steinberg, Cicchetti, & Buchanan, 1993) was generally considered the gold
standard to assess dissociative disorders in conformance with the DSM-IV. The
Dissociative Disorders Interview Schedule (Ross et al., 1989) was developed to assess
lifetime DSM-IV dissociative disorders. The Clinician Administered Dissociative
States Scale (CADSS; Bremner et al., 1998) was developed to specifically assess
present-state (i.e. at this time, in this room) DEP, DER, and amnesia.
At the time of development of the DSP-I (in 2016), the ClinicianAdministered PTSD Scale for DSM-5 (CAPS-5; Weathers et al., 2013a) and
Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5; Blevins, Weathers,
Davis, Witte, & Domino, 2015) were the only instruments developed for assessment of DSM-5 PTSD-DS. Both instruments use only two items to assess DEP
and DER, which results in a limited assessment of what can be understood as
multi-faceted phenomena (Briere, Weathers, & Runtz, 2005; Simeon et al., 2008;
Spiegel et al., 2011). Consequently, dissociative patients may fail to endorse these
two items, and interviewers may fail to accurately diagnose PTSD-DS.
Recently, a self-report measure has been developed to specifically asses
PTSD-DS: the Dissociative Subtype of Posttraumatic Stress Disorder Scale
(DSPS; Wolf et al., 2017), which contains 15 items on dissociation. Factor
analysis in trauma-exposed veterans revealed support for a factor structure of
lifetime DEP/DER, loss of awareness and amnesia.
In addition to this self-report, we believe that a clinician-rated instrument
is needed for assessment of PTSD-DS. One of the reasons is that treatmentseeking trauma-victims show a tendency to over-report, due to high comorbidity rates and high levels of overall psychological distress (Engelhard,
Arntz, & Van Den Hout, 2007; Franklin, Repasky, Thompson, Shelton, &
Uddo, 2002). Also, experiences of dissociation are often perceived as bizarre/
shameful (Kluft, 1991) and are often not disclosed unless prompted in
a clinical interview (Bernstein, Ellason, Ross, & Van der Linden, 2001;
Bremner, 2014).
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In conclusion, an interview is needed that specifically assesses PTDS-DS in
line with the DSM-5, that covers the broad range of clinical forms of
depersonalization and derealization symptoms. The measure should be easily
used in conjunction with an interview-based assessment of PTSD in culturally diverse populations.
Development
Initial item selection

First, The DSM-5 conceptualization of PTSD-DS was taken as a starting
point and the literature was reviewed for instruments that have been used
in validation studies of DSM-5 PTSD-DS. These included the CAPS-IV, DES,
CADSS, TSI, CDS, and the MDI. Ninety-four dissociative phenomena were
analyzed and clustered on content overlap. Items were excluded that did not
match the DSM-5 conceptualization of PTSD-DS (e.g. identity confusion as a
characteristic of dissociative identity disorder, and nonclinical forms of
dissociation such as daydreaming).
Expert consultation

Second, five international clinical experts in the field of PTSD and dissociation
(Ruth Lanius, Bethany Brand, Ulrike Schmidt, Richard Loewenstein and David
Spiegel) were asked to select experiences indicative of DEP and DER. Consensus
was reached on 10 different experiences: Disconnection from the self, Watching
oneself as if another person, Body not belonging to the self, Feeling mechanical,
Distortion of own voice, Detachment from here and now, Unreal surroundings,
Seeing the world through a fog, Seeing the world from a distance, and Distorted
surroundings. Additionally, two experiences which have been shown to highly
cluster on DEP, ‘the experience of feeling mechanical’ and ‘the experience as if
one’s own voice sounds unreal’ (Simeon et al., 2008), were added. As no
agreement on severity ratings for dissociation yet exists, we decided to follow
the rating rules of the CAPS-5 (please see under Assessment Instruments in the
Method section).
Compartments C and D were added to investigate trauma-relatedness and
duration of the symptoms, and to detect dissociative symptoms that can be
observed but not reported by respondents. The questions in compartments
C and D are optional, and not required for establishing a diagnosis of PTSDDS.
For the checklist of trauma related dissociative symptoms, experiences that
were excluded in the first stage were re-evaluated (e.g. symptoms of amnesia)
and grouped into different aspects of dissociation based on biologically-based
research: blanking out/disengagement, emotional numbing, alterations in
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sensory perception, amnesia, and identity confusion (see Krystal, Bennett,
Bremner, Southwick, & Charney, 1995). The experts proposed an additional
set of dissociative experiences that they frequently encountered in traumaexposed individuals. From a set of 101 experiences, the experts agreed on
a selection of 21 experiences.
Initial evaluation
Face validity and usability
The first pilot study was conducted to inspect face validity and usability of
the items. A group of 11 experienced clinicians working in the field of PTSD
and dissociation provided feedback on the wording, clarity, sensitivity and
specificity of items until saturation was reached.
Clinical utility
The second pilot study was conducted to test clinical utility in a non-Western
population. In Uganda 163 refugees with a history of trauma-exposure were
interviewed with a preliminary version of the DSP-I, results of which will be
published elsewhere. Twelve interviewers provided feedback on item intelligibility, resulting in changes to the instructions and the transfer of “detachment from here and now” to the DSP-I checklist.
Patient interviews
Subsequently, three Dutch outpatients with PTSD-DS (two women; age
range = 40–52 years) who were treated at Center '45 provided feedback to
further improve the DSP-I. Wording was subsequently changed to facilitate
understanding of several items. See Appendix I for the final format of items.

Part II: Psychometric Properties
Method
Participants and procedure
To investigate psychometric properties, a fourth study was conducted with
the final version of the DSP-I and checklist. Data were collected in Center
'45, a specialized center for diagnostics and treatment of complex psychotrauma-related psychopathology in the Netherlands, between 2015 and 2017.
As part of the routine diagnostic intake procedure, patients who met the
A-criterion for PTSD were assessed for the presence of PTSD and PTSD-DS
using the CAPS-5 and the DSP-I. Other clinically relevant features (e.g.,
psychopathology, quality of life), including the DSP-I checklist, were assessed
using self-report measures. These measures were also administered to individuals who did not meet criterion A.
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The total sample consisted of 320 individuals: 123 participants completed
the CAPS-5, DSP-I and the checklist, 45 completed only the CAPS-5 and
DSP-I, and 152 completed only the checklist.
Psychometric properties of the DSP-I were evaluated in a subsample of
131 patients (out of 168 patients; 78%) who met a PTSD-diagnosis based on
the CAPS-5. Psychometric properties of the checklist were evaluated in
a subsample of 275 treatment-seeking individuals.
The mean age in the total sample was 48.8 years (SD = 12.1; range
19–83 years) and 66.6% (n = 213) were male. Different potentially traumatic
events (PTEs) were reported: persecution (n = 48, 15.0%), military dutyrelated events (n = 76, 23.8%), profession-related events (n = 47, 14.7%),
prolonged childhood abuse (n = 85, 26.6%), other events during childhood (n
= 26, 8.1%), traumatic loss (n = 20, 6.3%), and other interpersonal and/or
multiple traumatic events (n = 18, 5.6%). All patients provided written
informed consent for the use of their data for research purposes.
Assessment instruments
To assess PTSD symptomatology, patients were interviewed with the CAPS-5
(Weathers et al., 2013a;Weathers et al., 2017). The CAPS-5 contains 20 items
corresponding to the PTSD-criteria in DSM-5, two items to assess PTSD-DS,
and three items on functional impairment. Symptoms are rated on 5-point
scales ranging from 0 (absent) to 4 (extreme/incapacitating). A symptom is
considered present when rated 2 or higher and the DSM-5 algorithm is
followed for making a PTSD diagnosis. By summing the 20 symptom severity
scores, a PTSD severity score is computed ranging between 0 and 80. For
a diagnosis of PTSD-DS a score of at least 2 (moderate) is needed on either
DEP or DER. By summing the severity scores of DEP and DER, a dissociative
subtype severity score is computed ranging between 0 and 8. The CAPS-5 has
manifested high internal consistency (Cronbach’s α = .88) and interrater
reliability (ICC = .91) (Weathers et al., 2017).
The DSP-I initially contained five DEP items and four DER items with similar
structure and scoring rules as the CAPS-5. Symptoms are assessed over the past
month and a dissociative symptom is considered present if its severity is rated 2
or higher. A dissociative subtype diagnosis is made with a total score of at least 2
(moderate) on either DEP or DER. By summing the severity scores of the items,
a DEP severity score was computed ranging between 0 and 20, a DER severity
score ranging between 0 and 16, and a total severity score ranging between 0 and
36. After psychometric evaluation the DSP-I resulted in eight items: five DEP
items and three DER items with a severity score ranging between 0–32. See
online supplement for the final version and instructions.
The checklist initially consisted of 22 items in no or yes self-report format,
organized in five domains of dissociative experiences: blanking out/disengagement, emotional numbing, alteration in sensory perception, amnesia and
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identity confusion. The severity score was calculated by summing the items
that were answered with yes, resulting in a range from 0 to 22. After
psychometric evaluation the checklist resulted in 21 items with a total score
range of 0–21. See Appendix I for the final version and instructions.
Trauma-exposure was assessed using the Life Events Checklist for DSM-5
(LEC-5, Weathers et al., 2013b). This is a self-report measure that assesses
exposure to 17 PTEs. Items are rated on a 6-point scale: 1 = it happened to
you personally, 2 = you witnessed it happen to someone else, 3 = you learned
about it happening to a close family member or close friend, 4 = you were
exposed to it as part of your job, 5 = you’re not sure if it fits, and 6 = it doesn’t
apply to you, with 1 to 4 counting as present. In current study, a total score
was calculated by counting the number of PTEs the participants had been
exposed to.
To investigate overall psychological distress, the Brief Symptom Inventory
(BSI; Derogatis & Spencer, 1993) was used. The BSI is a self-report measure
that assesses psychological distress according to 9 symptom dimensions, four
of which were used in the present study: overall psychological distress,
somatization, depression, and anxiety. The BSI contains 53 items, rated on
a 5-point Likert scale ranging from 0 (not at all) to 4 (extremely). Total scores
for overall psychological distress and the subscales are calculated by averaging the scores of the corresponding items. Suicidal thoughts are assessed
with item 9 (Thoughts of ending your life). The BSI has demonstrated good
psychometric properties with Cronbach’s alphas ranging from .71 to .85, and
test-retest correlations ranging from .68 to .91 (Derogatis & Spencer, 1993).
No additional measures of dissociation were administered in this study.
Data analysis
SPSS 23 for Windows was used for all analyses. Internal consistency was
evaluated with Cronbach’s alpha, inter-item correlations, and item-totalcorrelations. Internal consistency can be considered good when Cronbach’s
alpha for the total scale is > .80 and most inter-item correlations are in the
recommended range of .15 – .50 (moderate magnitude) (Clark & Watson,
1995). Because Cronbach’s alpha is a function of scale length, it was expected
to be lower for the scales that contain only a few items (i.e. the DEP and DER
subscales of the DSP-I and the subscales of blanking out, emotional numbing, and identity confusion of the checklist). Corrected item-total correlations were computed to assess whether scores on the individual items were
adequate representations of a PTSD-related dissociation construct.
Convergent validity of PTSD-DS between the DSP-I and CAPS-5 was evaluated using kappa. The association between two nominal scales is considered
good when the kappa coefficient is > .8, substantial when it is > .6, and
moderate when it is > .4 (Landis & Koch, 1977).
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To evaluate convergent and divergent validity of both the DSP-I and the
checklist, Pearson correlations were compared between the DSP-I and the
checklist on the one hand, and several other measures described above on the
other. Independent-samples t-tests and chi-square tests were also conducted
for this purpose. To evaluate incremental validity of the DSP-I, hierarchical
regression analyses were used. We were interested in the unique contribution
of DEP and DER symptoms to the PTSD severity beyond the effect of
a history of PTE(s) and beyond the CAPS-5 dissociative subtype severity
score. The criterion measures PTSD symptom severity and overall psychological distress were regressed on the covariate number of PTEs, CAPS-5
dissociative subtype severity, and DSP-I total severity. It was tested whether
adding DSP-I total severity to the model led to a significant increase in the R2
of the model.
Results
For symptom endorsement rates and descriptive statistics of the DSP-I and
the checklist, please see the online supplements.
Internal consistency

Internal consistency was high for the total DSP-I (α = .83) and acceptable
for the DEP (α = .78) and DER (α = .60) subscales. The Pearson correlation between the DEP and DER subscales was highly significant (r = .67,
p < .001), indicating that DEP and DER symptoms frequently co-occur
with the same level of severity. Internal consistency was acceptable for all
subscales of the checklist: blanking out/disengagement (α = .57), emotional numbing (α = .79), alterations in sensory perception (α = .75),
amnesia (α = .73), and identity confusion (α = .63).
Inter-item correlations indicate that the total DSP-I, as well as the
DEP and DER subscales, and the subscales of the checklist, feature
a differentiated item set with the majority of inter-item correlations
falling in the recommended range of moderate magnitude of .15- .50
(see Table 1).
The corrected item-total correlations indicate that the DSP-I items are
adequate representations of a PTSD-related dissociation construct. The DEPitems adequately represent the DEP-construct and after removal of item 9
(with a low corrected item-total correlation of .19), the remaining items are
adequate representations of the DER-construct.
Corrected item-total correlations indicate that the items of the checklist
subscales emotional numbing, alterations in sensory perception, and amnesia
are adequate representations of the intended constructs. After removal of
item 1 from the blanking out/disengagement scale (with a corrected item-
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Table 1. Internal consistency analysis of the DSP-I and checklist
Min
DSP-I
Total dissociative subtype severity
Depersonalization
Derealization
Checklist
Blanking out
Emotional numbing
Sensory perception
Amnesia
Identity confusion

Max
M
Inter-item correlations

% recommended range

.07
.23
.07

.71
.71
.48

.34
.42
.27

80.6%
80.0%
66.7%

.09
.50
.15
.14
.46

.36
.67
.43
.58

.24
.56
.31
.31

66.7%
66.7%
100.0%
80.0%

a

a

a

Corrected item-total correlations
DSP-I
Total dissociative subtype severity
Depersonalization
Derealization
Derealization (without item 4)
Checklist
Blanking out
Blanking out (without item 1)
Emotional numbing
Sensory perception
Amnesia
Identity confusion

.31
.38
.19
.42

.76
.73
.46
.50

.53
.57
.39
.47

–
–
–
–

.20
.39
.73
.39
.30
.46

.42
.44
.75
.55
.60

.35
.41
.72
.47
.47

a

a

–
–
–
–
–
–

Note. a Not applicable because the identity confusion scale consists of 2 items; % recommended range: % of
inter-item correlation in the recommended range of .15-.50.

total correlation of .20), the remaining items adequately represent the underlying construct.

Convergent and divergent validity

There was a moderate association on PTSD-DS diagnosis between the DSP-I
and the CAPS-5, with a kappa of .58. Table 2 presents a contingency table
with the number and percentage of patients with PTSD-DS and PTSD-only
according to the DSP-I and CAPS-5.
According to the DSP-I, 23 patients (17.6%) who met criteria for a PTSDdiagnosis also met criteria for PTSD-DS. According to the CAPS-5, 31
patients (23.7%) met criteria for PTSD-DS. In 113 out of 131 cases
(86.3%), the DSP-I and the CAPS-5 were in agreement on the presence or
absence of PTSD-DS. In five cases the DSP-I yielded the presence of PTSDDS while the CAPS-5 did not, and in 13 cases the DSP-I yielded the absence
of PTSD-DS whereas the CAPS-5 did not.
Table 3 presents the means and standard deviations of the checklist
subscales for patients with and without PTSD-DS according to the DSP-I.
Patients with PTSD-DS reported significantly more alterations in sensory
processing compared to those with PTSD-only. Mean levels of blanking out/
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Table 2. Number and percentage of patients with PTSD-DS and PTSD-only
according to the DSP-I and the CAPS-5.
DSP-I
CAPS-5

PTSD-DS
18 (78.3%)
5 (21.7%)
23

PTSD-DS
PTSD-only
Total

PTSD-only
13 (12.0%)
95 (88.0%)
108

Total
31
100
131

Table 3. Means and standard deviations of the supplementary checklist scales for patients with
PTSD-only and PTSD-DS.
PTSD-only
Blanking out
Emotional numbing
Sensory perception
Amnesia
Identity confusion

M
2.77
2.01
2.34
2.71
0.81

SD
1.05
1.12
1.92
1.74
0.83

PTSD-DS
M
3.31
2.00
3.94
3.50
0.94

SD
0.87
1.10
1.95
1.55
0.77

t
−1.94
0.04
−3.02
−1.68
−0.59

df
91
91
91
91
91

p
.06
.97
<.01
.10
.56

disengagement and amnesia were also substantially higher for patients with
PTSD-DS compared to patients with PTSD-only, although these differences
did not reach statistical significance.
Table 4 presents correlations between all scales of the DSP-I and the checklist on the one hand, and PTSD symptom severity (CAPS-5), overall psychological distress, somatization, depression, and anxiety (BSI) on the other.
As expected, the strongest significant correlations were observed between
the DEP and DER scales of the DSP-I, and the DEP and DER items of the
CAPS-5. Significant correlations were also found between the DEP and DER
scales of the DSP-I on the one hand, and CAPS-5 PTSD symptom severity on
the other. The weakest correlations were observed between the DSP-I DEP
and DER scales and scales of overall psychological distress, somatization,
depression, and anxiety. These correlations were modest and partly significant. In conclusion, the correlational structure indicates good convergent and
divergent validity of the DSP-I.
Women scored significantly more often on PTSD-DS than men: 41% of
women and 8% of men with a PTSD-diagnosis endorsed PTSD-DS (χ2
(1) = 21.13, p < 0.001). Patients with PTSD-DS (M = 39.87, SD = 11.80)
were significantly younger than patients with PTSD-only (M = 45.56,
SD = 11.70; t(129) = 2.11, p = 0.04). Suicidal thoughts were reported
significantly more often by patients with PTSD-DS (74%) than patients
with PTSD-only (49%; χ2(1) = 4.694, p = 0.03). There were no significant
differences in impairment in social (χ2(1) = 0.007, p = 0.93), occupational or
other important areas of functioning (χ2(1) = 1.175, p = 0.28) between patient
with PTSD-DS and PTSD-only.
Regarding the correlations between the trauma related dissociative symptoms (assessed with the checklist) on the one hand, and DEP and DER

Note. * p < .05; ** p < .01.

Total severity (DSP-I)
DEP (DSP-I)
DER (DSP-I)
Dissociative subtype(CAPS-5)
DEP (CAPS-5)
DER (CAPS-5)
PTSD symptom severity
Overall psychological distress
Somatization
Depression
Anxiety

r
–
–
–
.75**
.62**
.68**
.43**
.17*
.22*
.24**
.16

n
–
–
–
131
131
131
131
129
129
129
129

Total severity
r
–
–
–
.74**
.64**
.64**
.42**
.17
.22*
.21*
.14

DEP

DSP-I
n
–
–
–
131
131
131
131
129
129
129
129

r
–
–
–
.62**
.47**
.60**
.36**
.15
.16
.23**
.14

DER
n
–
–
–
131
131
131
131
129
129
129
129

r
.30**
.26**
.31**
.31**
.28**
.22**
.43**
.50**
.40**
.38**
.47**

n
158
158
158
193
193
.193
194
275
275
275
275

Blanking out
r
.09
.09
.08
.06
−.01
.12
.33**
.38**
.35**
.36**
.30**

n
158
158
158
193
193
193
194
275
275
275
275

Emotional numbing

Table 4. Convergent and divergent validity Pearson correlation coefficients of the DSP-I and checklist.
Checklist
r
.42**
.39**
.39**
.37**
.29**
.31**
.47**
.48**
.49**
.40**
.43**

n
158
158
158
193
193
193
194
275
275
275
275

Sensory perception

r
.27**
.24**
.27**
.21**
.18*
.17*
.38**
.49**
.45**
.36**
.44**

n
158
158
158
193
193
193
194
275
275
275
275

Amnesia

r
.11
.08
.12
.11
.13
.03
.23**
.38**
.30**
.31**
.31**

n
158
158
158
193
193
193
194
275
275
275
275

Identity confusion
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severity (assessed with the DSP-I and CAPS-5) on the other, Table 4 shows
that significant correlations were only found for the subscales of blanking
out/disengagement, alterations in sensory processing, and amnesia. All scales
of the checklist significantly correlated with PTSD symptom severity and the
BSI psychological distress scales. Interestingly, the scales of the checklist
correlated more strongly with scales of PTSD symptom severity and scales
of psychological distress than with DEP and DER scales of the DSP-I or
CAPS-5.
Incremental validity

Results of the hierarchical regression models are shown in Table 5.
First, PTSD symptom severity and overall psychological distress were
adjusted for the number of PTE types by adding it to the model in step 1.
CAPS-5 dissociative subtype severity was added to the model in step 2. This
was significantly associated with increased PTSD symptom severity, but not
with overall psychological distress. It accounted for 8% of the variation in
PTSD symptom severity and for 2 % in overall psychological distress. DSP-I
total severity was added to the model in step 3. This was significantly
associated with increased PTSD symptom severity, but not with overall
psychological distress. Interestingly, it accounted for an additional 8% of
the variation in PTSD symptom severity. DSP-I total severity did not significantly account for an additional part of the variation in overall psychological distress. These results confirm the incremental validity of the DSP-I
within the context of PTSD symptom severity.
Discussion
Psychometric properties of the DSP-I

We developed the DSP-I, a clinician-rated interview to assess presence and
severity of PTSD-DS, and a supplementary checklist to assess other
trauma-related dissociative symptoms. The DSP-I has shown to be
a reliable measure, with high internal consistency for the total scale and
acceptable internal consistency for the two, relatively brief DEP and DER
subscales. After removal of one item that performed poorly on the scale,
the DEP and DER items provided adequate representations of the PTDSDS DEP and DER constructs that were highly associated. This is in line
with the literature (DSM-5; APA, 2013; Briere et al., 2005; Steuwe et al.,
2012), indicating that DEP and DER symptoms frequently occur together
with the same level of severity.
The convergent validity of the DSP-I was good, with a significant coherence between the DSP-I and the dissociative subtype symptoms of the CAPS-

Note. * p < .05; ** p < .01

Step 1
Intercept
Number of PTEs
Step 2
Intercept
Number of PTEs
PTSD-DS severity (CAPS-5)
Step 3
Intercept
Number of PTEs
PTSD-DS severity (CAPS-5)
Total severity (DSP-I)
2.52
.28
2.42
.27
.55
2.33
.26
.73
.25

32.90
.69**
1.85**

31.91
.75**
.15
.83**

SE

33.23
.81**

B

.24
.02
.38

.22
.29

.26

Beta

2

.08**

.08**

ΔR
.07**

PTSD symptom severity

.23

.15

Total R
.07

2

1.85
.02
.02
.03

1.88
.02
.08

1.90
.03

B

.20
.02
.06
.02

.20
.02
.05

.20
.02

SE

.09
.04
.17

.08
.16

.10

Beta

.02

.02

ΔR2
.01

Overall psychological distress

Table 5. Hierarchical regression models of predictors of symptom severity with regard to PTSD and overall psychological distress.

.05

.03

Total R2
.01
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5. The DSP-I also corresponded significantly with the PTSD symptoms of the
CAPS-5. Compared to individuals with PTSD-only, individuals with PTSDDS scored higher on the dissociation scales of the checklist. With regard to
divergent validity, the weakest coherence was found between the DSP-I and
scales of somatization, depression, anxiety, and overall distress. These results
indicate good convergent and divergent validity.
With regard to the incremental validity, a PTSD-DS diagnosis was established for 31 individuals according to the CAPS-5, compared with 23 individuals according to the DSP-I. These findings suggest that the broader
symptom range of DSP-I combined with detailed interviewing leads to
sensitive yet conservative assessment of PTSD-DS compared to the fewer,
more general (and presumably less specific) items of the CAPS-5. This was
supported by the hierarchical regression analyses showing that compared to
the CAPS-5, the DSP-I explains twice the amount of variation in PTSD
symptom severity when controlling for the number of traumatic experiences.
Thus, the DSP-I enables detection of individual differences of PTSD-DS
better than the CAPS-5 alone, despite the number of traumatic experiences.
Psychometric properties of the checklist

All checklist subscales revealed an acceptable internal consistency. After removal
of one item with a low item-total correlation, the remaining items adequately
represented the underlying constructs. All subscales corresponded with PTSD
symptom severity and scales for overall psychological distress, somatization,
depression, and anxiety. Except for the sensory perception scale, individuals
with PTSD-DS and PTSD-only did not significantly differ in endorsement on
the checklist scales. Interestingly, these findings may indicate that other dissociative symptoms are present in individuals with severe PTSD, but are not
specifically related to PTSD-DS. That is, additional dissociative symptoms
(other than DEP and DER) in individuals with PTSD, should not be mistakenly
classified as PTSD-DS. This would support the purpose of this checklist in
guiding differential diagnostics of PTSD-DS and other dissociative symptoms.
Given the high concordance with all subscales of the BSI, these dissociative
symptoms could be a representation of high levels of overall psychological
distress. An alternative explanation may lie in the different types of assessments
that were used, which may have resulted in less differentiated scores on (and
high concordance between) the self-report checklists compared to the clinicianrated scores of the DSP-I (Engelhard et al., 2007; Franklin et al., 2002).
Strenghts, limitations, and future research

The DSP-I is the first differentiated interview for assessment of PTSD-DS. It
was developed based on the literature and consultation with experts,
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clinicians, and trauma-exposed patients. It is a comprehensive interview that,
in conjunction with the CAPS-5, easily fits into standard diagnostic routine.
While the items were selected very carefully, choices are open to debate.
Other dissociative phenomena, including spirit possession which is currently
not included under PTSD-DS in the DSM-5 (Sar, Alioğlu, & Akyüz, 2014),
might need to be included in future versions.
It is important to emphasize that no “gold standard” for PTSD-DS nor
information on the average duration and intensity of symptoms is available
yet. Since this information is available for PTSD, the PTSD-DS uses the
scoring rules of CAPS-5 in combination with clinical expertise as a starting
point for further research. These scoring rules need further validation.
The checklist enables the screening for other dissociative symptoms. In the
checklist we incorporated several DSM-5 criterion items for DDs, endorsement of which may indicate presence of (comorbid) dissociative disorders.
However, we did not conduct validity analyses with measures of dissociative
disorders. Therefore, no conclusions can be drawn about the predictive
validity of the checklist for diagnoses of DDs.

Conclusion
The DSP-I is the first validated clinician-administered interview that assesses the
presence, severity and onset of PTSD-DS conforming to the DSM-5 diagnostic
criteria, as well as the presence of associated dissociative symptoms. DSP-I appears
to be a clinically relevant and psychometrically sound instrument that is able to
capture individual differences in a population of individuals with PTSD, based on
symptoms of depersonalization and derealization. We expect the DSP-I to contribute to an evidence-based understanding of PTSD-DS, and to facilitate diagnostics and research on PTSD-DS and trauma-related symptoms.
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