
DISSOCIATION REDUCTION IN BODY THERAPY DURING
SEXUAL ABUSE RECOVERY

Cynthia Price, PhD
University of Washington Seattle, WA

Abstract
The study purpose was to examine dissociation in body therapy for women receiving psychotherapy
for childhood sexual abuse. An initial intervention study provided an opportunity to examine
dissociation; the sample of 24 women received eight, one-hour body therapy sessions. The
Dissociative Experiences Scale served as the predictor variable, and the outcome measures reflected
psychological and physical health, and body connection. Repeated measures analysis of variance
was used to examine dissociation reduction across time. Pearson correlations were used to describe
associations between the relative change in dissociation and outcomes. The results demonstrated that
the greatest change was the reduction of dissociation; there was an incremental effect across time
and a strong association between change in dissociation and health outcomes. High dissociation at
baseline (moderate levels) predicted positive outcomes. The results demonstrated the importance of
moderate dissociation as an indicator of distress, and the central role of dissociation reduction in
health and healing.
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INTRODUCTION
Study overview and aim

Dissociation can be a useful protection from the pain of inescapable childhood abuse, however
it may become a liability later in life—it is associated with the psychological and physical
distress in post traumatic stress disorder (PTSD)1, affect dysregulation and somatization2,
problems with gastrointestinal health3, and appears to predict future dissociative
experiences4 (for definitions see Table 1). A primary characteristic of dissociation is the
fragmentation of consciousness; thus the experience of dissociation involves a sense of
separation from self. Sexual symptoms and dysfunction, also common sequels of sexual
abuse5, are thought to be related to dissociation from the body6. Clinical experts in the field
emphasize the importance of reconnection with the self in healing from child sexual abuse —
this involves recognizing, understanding and reducing dissociation7,8,9.

To date there have been few intervention studies that either measure or examine the changes
in dissociation associated with psychological care for childhood sexual abuse. The role of
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dissociation reduction on health outcomes in sexual abuse recovery in adults has rarely been
explored. The lack of study in this area is surprising given that research demonstrates that
dissociation serves as a mediator of psychological health in children with sexual abuse
histories10, that dissociation is prevalent among adult sexual abuse survivors11,12, and that
dissociation is recognized as a mental health problem in psychotherapeutic recovery from
childhood sexual abuse7,8,13.

This is a study of dissociation in body therapy during sexual abuse recovery. The analysis
originated from an intervention study examining two body therapy approaches, massage and
a body-oriented therapy, as an adjunctive treatment for women in psychotherapy. Massage is
a form of bodywork that involves manipulation of muscle and soft tissue to facilitate tension
release. Body-oriented therapy is a form of body-psychotherapy that involves the combination
of hands-on bodywork with a focus on body awareness and the emotional processing of
psychotherapy. The primary aim of the original study was to examine the efficacy of body-
oriented therapy with massage therapy as the comparison control. The hypothesis that body-
oriented therapy would result in greater reduction in health outcomes compared to the control
was not substantiated. Rather, the results indicated that both groups experienced significant
change on all outcomes across time; the findings are reported in a previous publication14. The
purpose of the present study was to describe dissociation with respect to body therapy in sexual
abuse recovery, specifically a study of nonpathological dissociation (i.e., among participants
without dissociation disorders). There were two hypotheses. The first hypothesis predicted that
there would be an incremental decrease in dissociation over the course of the body therapy
interventions. The second hypothesis posited that dissociation reduction would be positively
associated with change in psychological well-being, physical well-being, and body connection
across time.

Background: Dissociation conceptualization and measurement
The measurement of dissociation in research typically involves quantifying the frequency of
dissociative experiences using the Dissociative Experiences Scale (DES)15. Designed to
measure dissociation on a continuum, the DES includes items associated with the full range of
dissociative experiences from normal to pathological. Factor analysis indicates that the items
represent three sets of dissociative experiences: absorption (normal range), depersonalization/
derealization (moderate range), and amnesia (severe range) (for definitions see Table 1). The
DES score, however, is a sum of all possible dissociation experiences representing the
frequency of overall dissociative experiences.

The need for increased specificity to identify the prevalence of particular aspects of dissociative
experiences and their mental health correlates has led to the use of item subsets from the DES
to examine, for example, depersonalization among clinical populations16 (16) and severe
dissociation in the general population17. A newer instrument, the DES-T, was developed to
include only items from the DES that are characteristic of dissociative disorders, thereby
distinguishing pathological types of dissociation (i.e. taxon membership – for definition see
Table 1) from non-pathological dissociation18; contributing to a typological model for
conceptualizing dissociation as an alternative to the continuum model19. Increased specificity
in dissociation research, from the perspectives of both conceptual models, has clarified the
importance of distinguishing among dissociative symptoms as well as the need for better
understanding of the health implications of dissociative experience. For example, in a study of
taxon membership representing pathological dissociation, taxon membership was found in only
3.3 percent of the general population17. In contrast, a study of depersonalization in the general
population (N = 1008) found 23 percent of the respondents reporting symptoms of
depersonalization in the preceding year20. Importantly, research findings suggest that
symptoms of moderate dissociation, specifically depersonalization, may be linked to emotional
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stress and associated with physical symptoms of chronic pain in the general population20, and
emotional maltreatment in childhood – including sexual abuse - among a clinical
population16.

Dissociation as a sequela of childhood sexual abuse has been primarily studied among a
psychiatric population. There is substantial evidence that sexual abuse is associated with
“dissociation identity disorder,” the least common and most extreme dissociative
experience19,21. Dissociative experiences that include “moderate” symptomatology such as
symptoms of depersonalization are common in many clinical populations, however we know
little about the association between moderate dissociation and psychological and physical
health among sexual abuse survivors. A recent study, however, found that both pathological
(taxon membership) dissociation and moderate (non-taxon membership) dissociation were
associated with comparable levels of psychological distress among women with a childhood
sexual abuse history. Although there were distinctly different patterns of psychological distress
between the severe and moderate dissociators, both groups had significantly greater
psychological distress compared to normal (low) dissociators22. That is, elevated dissociation
—whether in the moderate or severe range of dissociative experiences—was associated with
significant psychological distress in this population.

Dissociation reduction, body therapy, and sexual abuse recovery
The reduction of dissociation is considered integral to sexual abuse recovery among clinicians
working with adult sexual abuse survivors within the combined areas of bodywork and body-
psychotherapy9,23,24,25. The emphasis on dissociation reduction among therapists who work
with the body in trauma recovery is most likely due to the focus on body awareness in these
approaches. The focus on body awareness in conjunction with touch (i.e., bodywork) provides
a unique perspective on dissociation that highlights the experience of dissociation in the body
as a barrier to emotional awareness and integration of aspects of the self – and is, therefore,
particularly useful as a complement to psychotherapy for adults in trauma recovery.

The lack of sensory and emotional awareness – and the underlying processes of inner
connection to the self - are common among women with a history of severe trauma8; and is
referred to in this paper as a lack of “body connection.” Women typically seek body therapy
in sexual abuse recovery to increase their sense of body connection –in other words, to increase
the sense of continuity and integration between self and bodily experience14,26. For example,
women who seek body therapy in trauma recovery often report minimal purposeful attention
to bodily experience, which appears to be associated with a lack of sensory (physical) and
emotional awareness. A common self-description includes being “cut off from the neck down”
or “a walking head,” indicating that sense-of-self does not incorporate bodily experience. The
feeling of being ‘cut-off’ from the body can be a distressing experience in daily life that is
typically associated with the trigger of unresolved and negative emotional experiences
stemming from abuse; the experience of being ‘cut-off,’ or separated, is a symptom of
depersonalization27. Examples of bodywork and body-psychotherapy therapy techniques used
to increase body connection and reduce dissociation include: increasing the capacity to be
present (i.e., maintaining awareness of inner experience without dissociating) during
bodywork; developing body literacy – the ability to identify and articulate bodily experience;
teaching inner body awareness approaches to facilitate access to somatic and emotional
awareness; and verbal processing of session experiences to facilitate cognitive understanding,
acceptance and insight. Thus, these techniques are thought to facilitate increased body
awareness as a primary strategy for dissociation reduction, involving the connection between
sensory, emotional, and cognitive awareness9,14,23,24,25,28,29,30.

Anecdotal9,23,31 and experimental evidence14 suggests that body therapy (therapy that
specifically involves hands-on bodywork) is associated with reductions in dissociation among
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adult survivors of childhood sexual abuse. However, with the exception of the author’s two
prior studies14,32, measures of dissociation have not been included in body therapy research.
Thus we know little about the effect of body therapy on dissociation, and nothing about the
relationship between dissociation reduction and health outcomes in body therapy. This study
is designed to examine dissociation in body therapy during sexual abuse recovery, a first step
in this area of inquiry.

METHODS
Design

This research was part of a larger study to test the efficacy of body-oriented therapy as an
adjunct to psychotherapy in comparison to a standardized massage, and to explore the perceived
influence of these interventions on abuse recovery14. All research procedures were reviewed
and approved by the University IRB. A two-group repeated measures design was employed.
Participants were randomly assigned to receive eight one-hour sessions of either body-oriented
or massage therapy from one of four research clinicians. Measures were administered at six
time points: at baseline, after 2 weeks of sessions, after 4 weeks of sessions, one week post
intervention, and at 1 and 3 months follow-up. For this study, the two groups (massage and
body-oriented therapy) were combined to examine and describe dissociation in body therapy
during psychotherapeutic treatment for abuse recovery.

Recruitment and selection
Women currently in psychotherapy for recovery from childhood sexual abuse were recruited
for study participation through flyers posted at a university in the northwest, in mental health
clinics, as well as from friendship networks and psychotherapy referrals. Prospective
participants were screened during the initial phone contact. Study inclusion required that
participants be female, over the age of 25, engaged in an established psychotherapeutic
relationship of two months minimum, have a minimum of two years of psychotherapy, and
agree to not seek (non-study) bodywork treatment during study involvement. Study exclusion
included transition in psychotropic medication during the past eight weeks, addiction to alcohol
or drugs, current abusive relationship, hospitalization for psychological care within 12 months,
diagnosis or medication for psychosis, pregnant by more than three months, and prior body-
oriented therapy (more than 20 sessions). Participants were told that at the initial appointment
there would be additional screening for severe dissociation and that diagnosis of a dissociation
disorder would not be an appropriate fit for the study. Participants were screened for severe
dissociation with the DES-T.

Enrollment and sample characteristics
During the enrollment period, fifty women expressed interest in study participation;
recruitment was completed in three months. Twenty-four individuals were not eligible based
on screening criteria. Of the twenty-six women eligible for study participation, one never
enrolled in the study and one withdrew from the study after two sessions (massage group)
because she felt the experience too stimulating at this point in her recovery. The final N was
24.

The study participants ranged in age from 26–56, with a median age of 41. Participants attended
one-hour of psychotherapy per week; the psychotherapeutic approaches varied but can be
generally categorized as psychodynamic in orientation. The racial/ethnic identity of the
participants included 1 Native American, 1 Hispanic, 2 African Americans, and 20 Caucasians.
Overall, they endured extensive childhood abuse – involving rape and ongoing abuse over
many childhood years, were highly educated, and had widely disparate household incomes.
Detailed background characteristics are provided in Table 2.
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Training and Fidelity
Four female bodywork therapists were employed as research clinicians for this study. All were
licensed to practice massage therapy in the state of Washington, had at least 5 years experience
as licensed practitioners, and had experience working with sexual trauma. Two clinicians had,
in addition, graduate education in psychology; these clinicians provided the body-oriented
therapy intervention. Training and supervision was provided by the investigator. Training
involved hands-on instruction in research procedures and protocols and a training manual for
each of the bodywork approaches. Evaluation of intervention compliance and quality involved
review of audiotaped sessions and process evaluation forms filled out by clinicians at the end
of each session. The investigator provided the clinicians with weekly individual feedback, and
met regularly with the body-oriented therapists and massage therapists to discuss their clinical
and research concerns and experiences.

Intervention procedures
The massage and body-oriented therapy interventions were quite distinct. The similarities
between the interventions were that a) sessions were 1 hour in duration, b) massage in both
interventions used the same hands-on protocol, c) the sessions were done over clothes, and d)
a key protocol element involved ‘sense of safety.’

Sense of safety refers to the participant’s physical and emotional comfort. It was attended to
throughout the sessions with use of frequent check-ins (i.e., asking client about the acceptability
of touch) to assess comfort level and, if necessary, modification of the protocol to ensure
participant comfort. The check-in provided the massage therapist with feedback regarding her
level of tactile pressure, the acceptability of touch in a particular area of the body, general
physical comfort, and room temperature. The check-in was also used to access information
that might indicate participant emotional discomfort (i.e., dissociation, fear, aversion to touch).

Brief descriptions of the key elements of both intervention protocols are described below.
Further intervention details can be found in the Price14 article.

Massage group
The massage group received a standardized protocol similar to that used in research at the
Touch Therapy Institute33,34. The protocol had two primary elements: sense of safety and
massage. Massage techniques were used to deliver a full-body massage at each session –
covering the head and neck, arms, legs, feet and back - to facilitate relaxation.

Body-oriented therapy group
The body-oriented therapy protocol was separated into three distinct stages, each aimed at
incrementally increasing awareness of inner body experience. The first stage (Sessions 1 and
2) involved massage with body literacy - the practice of identifying and articulating what is
noticed in the body and the best words to describe the inner experience and sensations during
massage. The second stage ( Sessions 3 and 4) involved 10 minutes of massage followed by
and body awareness exercises aimed at increasing inner body awareness through attention to
breath, the use of intention to facilitate relaxation, and the use of mindful presence towards
inner body experience. The third stage, (Sessions 4–8) involved 10 minutes of massage
followed by ‘Delving’ - a guided practice of mindful attention to inner body awareness derived
from Focusing35. All sessions involved a seated intake to gather participant responses to
questions regarding her emotional and physical well-being that served to guide the therapeutic
focus of the session. All sessions also involved a seated ‘session review,’ during which the
therapist facilitated a verbal overview of session highlights and the development of a take-

Price Page 5

Complement Ther Clin Pract. Author manuscript; available in PMC 2007 September 6.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



home body awareness practice, to promote integration of the therapeutic elements in the
session.

Measurement
Dissociation was examined for change across time, association with outcome variables, and
as a predictor of health outcomes using the Dissociative Experiences Scale. Measures were
scored such that high values reflected higher levels of the construct. Validity and reliability
coefficients reported below are derived from other, larger samples.

The outcome measures reflected three key constructs—psychological well-being, physical
well-being, and body connection—to serve the aims of this study. Psychological well-being
was an assessment of intrapersonal and interpersonal health, both in relation to general
measures of psychological health (Brief Symptom Inventory), and in relation to trauma history
(Crime-Related Post Traumatic Stress Disorder Scale). Physical well-being was an assessment
of physical symptoms of discomfort (Medical Symptom Checklist). Body Connection was an
assessment of body awareness, body association, and body investment (Scale of Body
Awareness; Body Investment Scale). Measures were scored such that high values reflected
higher levels of the construct.Validity and reliability coefficients reported below are derived
from other, larger samples.

Predictor variable
Dissociation—Dissociative Experiences Scale (DES) contains 28 items and measures the
frequency of dissociative experiences, from 0% = never to 100% = always, on an 11-point
scale. It is used to determine the contribution of dissociation to psychiatric disorders and as a
screening instrument for dissociative disorders. The coefficient alphas for internal consistency
ranged from .83–.93, and the test-retest reliability was .79 with a 6–8 week test-retest interval;
reliability and validity of the scale are well documented15. Items determined by factor analysis
to represent depersonalization were used in the depersonalization score16.

The DES-T consists of 8 items from the DES that represent severe or “pathological”
dissociation and may indicate a dissociation disorder. The scale includes a cut-off score
indication of severe dissociation18.

Outcome variables
Psychological Well-Being—Brief Symptoms Inventory (BSI) contains 53 items for 9
subscales (α = .71–.85) measuring symptoms of distress, the intensity of those symptoms, and
the overall level of distress. The level of distress is rated on a 5-point scale from 0 meaning
“not at all” to 4 meaning “extremely.” This study reported the “global severity index,” used to
indicate overall level of psychological distress. Test-retest reliability is .68–.91 with a 2-week
interval; the reliability and validity of the scale are well documented36.

Crime-Related Post Traumatic Stress Disorder Scale (PTSD) is based on 28 selected items
from the BIS36 and the SCL-9037 that indicate post-traumatic stress disorder. Crime-related
victimization includes sexual assault from anytime in life, including childhood. With excellent
internal consistency (α = .93), the scale effectively discriminates between individuals with and
without crime-related PTSD (F = 98.2, p < .001)38.

Physical Symptoms—Medical Symptoms Checklist measures the number and frequency
of 26 common physical symptoms, and the discomfort associated with the symptoms. Number
and frequency of symptoms is rated from 0 (never) to 8 (constant) on a 2-point scale. The
degree of discomfort of each symptom is rated on an 11-point scale (0 = none to 10 = extreme).
The scale has been used in other mind-body studies39,40. Thus, the scale was used to compute
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two related but different measures of physical symptoms: total number of endorsed medical
symptoms (#MS) and total symptom discomfort (MSD).

Body Connection—The Scale of Body Connection has two distinct, uncorrelated
dimensions measuring Body Awareness and Bodily Association. A 5-point scale, items range
from 1 meaning “not at all” to 5 meaning “all of the time,” includes 12 items to measure body
awareness (α = .85) and 8 items to measure body association (α = .79). Body awareness
measures conscious attention to sensory cues indicating bodily state (for example tension,
nervousness, peacefulness). Body association measures connection to (vs separation from)
body, including emotional connection (for example difficulty paying attention to emotions).
Developed for this study, the scale has demonstrated construct validity through exploratory
and confirmatory factor analysis41.

The Body Investment Scale (BIS) is a 24-item, 5-point scale assesses attitudinal relationship to
the body. It consists of four factors: (a) attitude and feeling (α = .75), (b) body care (α = .86),
(c) body protection (α = .92), and (d) comfort in touch (α = .85)42.

ANALYSIS
Preliminary analysis

Preliminary analysis included sample baseline descriptive statistics for dissociation, and
examination of the zero-order correlations between dissociation and key outcome variables.

Main analysis
Due to the similarity between groups on change across time in the original study, analyses were
conducted combining individuals in both interventions (massage and body-oriented therapy).
The first hypothesis stated that dissociation would reduce over the course of the interventions,
with an incremental effect over time. For the analysis, dissociation reductions were examined
across time using repeated measures analysis of variance (ANOVA). Trend analysis was used
to describe the pattern of change for both interventions across time.

The second hypothesis stated that dissociation reduction would be positively associated with
change in psychological well-being, physical well-being and body connection across time. The
analysis involved two steps. First, analyses were conducted to describe the change in
dissociation experiences relative to change in psychological wellbeing, physical well-being,
and body connection across time using repeated measures ANOVA. Second, Pearson
correlations were used to describe associations between the relative change in dissociation and
in psychological well-being, physical well-being and body connection across time using
change scores. Change scores were calculated as the difference between means at any two
time-points (for example, DES mean at Time 2–DES mean at Time 1 = DES 1–2). Correlations
between change scores, measuring relative amount of change at each time point (1–2, 1–3, 1–
4, 1–5, 1–6) were then calculated. Given the small sample size, nonparametric (Spearman)
correlations were also examined. These tests were comparable to the Pearson correlations, and
thus Pearson correlations are reported here.

RESULTS
Baseline dissociation

Dissociation was elevated with a mean score of 12.2, compared to an average range of 4.4–7.8
for the general public15. Twelve of the participants had scores reflecting moderate dissociation
(ranging from 13-27); on the depersonalization sub-score, 14 participants had scores that
reflected frequent experiences of depersonalization (range from 10–30). The overall
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psychological and physical symptom profile at baseline indicated generally high levels of
psychological and physical symptoms among participants14.

Preliminary findings
Prior to investigating the change in dissociation, the zero-order correlations between
dissociation and key outcome variables were examined. Dissociation was highly and positively
associated with psychological well-being measures (range between .64–.71), moderately and
positively associated with physical well-being (range from .40–.50), and highly and negatively
associated with body connection (range -.52 – -.63). That is, individuals who had elevated
dissociation experiences at baseline also experienced elevated psychological and physical
distress, and less body connection at baseline.

Change in dissociation across time
As predicted, dissociation decreased steadily across time during the massage and body-oriented
therapy interventions (Table 3). The incremental decreases across time for both interventions
were significant (F = 33, p < .001).

Association between change in dissociation and key outcome variables
The results demonstrated that, overall, dissociation reduction was positively associated with
psychological well-being, physical well-being, and body connection across time for both
intervention groups (Figures 1 and 2). Notably, the steepest slope among all outcome variables
is in dissociation.

Correlations among change scores
To describe the role of dissociation in body therapy, Pearson correlations were used to explore
the covariation in change in dissociation and outcome variables. All correlations were based
on combined groups as a result of the similarity between groups on change across time in the
original study. Due to the small sample size, the cut-off for significance tests was set at p < .
10. The pattern of correlations for change scores is shown in Tables 4–6. The change score is
the difference between means at any two time-points (for example, DES1–2 is the change in
DES between time 1 and time 2). The table correlations are displayed on the diagonal because
all change scores were calculated from baseline to each subsequent time point (for example,
1–2, 1–3, etc); change on intermediate time-points were not calculated.

The results demonstrated that reduction in dissociation was moderately associated with
increased psychological well-being (Table 4), moderate to highly associated with increased
physical well-being (Table 5), and highly associated with increased body connection (Table
6). That is, individuals who experienced a reduction in dissociation between any two-time
points, also experienced positive change on outcome variables between the same time points.
These results confirmed the hypothesis that dissociation reduction was positively associated
with change in psychological well-being, physical well-being and body connection across time.

The results indicated that dissociation reduction and health outcomes were positively
associated at each time point. This finding stimulated a couple of questions related to the
influence of dissociation experience on change in health outcomes. Does frequency of
dissociation experiences at baseline influence change in health outcomes across time? If so, is
there a difference between change in outcomes between those with moderate dissociation and
those with lower baseline dissociation? To explore these questions, an additional analysis was
conducted examining baseline dissociative experiences in relationship to change on health
outcomes across time.
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Influence of baseline DES on change in variable outcome
To explore the role of baseline dissociation on change in outcomes, the scores were separated
into a dichotomous variable representing moderate dissociation vs low dissociation at baseline.
The cut-off for moderate dissociation was a score of 13 on the DES; DES scores above 13 are
associated with depersonalization43. The change from pre-intervention (baseline) to post-
intervention (T4) was compared between participants with moderate or low dissociation at
baseline using ANOVA. The findings indicate a significant difference, for both groups,
between moderate and low baseline dissociation on change from baseline to post-intervention
on psychological symptoms, PTSD, number of physical symptoms, and body awareness (Table
7). That is, individuals with moderate dissociation experiences at baseline showed greater
change on these outcome variables than individuals with low baseline dissociation. There were
no significant dissociation group effects on physical symptom discomfort, body association or
body investment. That is, there was no difference pre- to post-intervention on these outcomes
for individuals with moderate compared to low dissociation. These findings indicate that
participants with higher dissociation experiences prior to study participation had the greatest
decrease in psychological symptoms, PTSD, number of physical symptoms, and the greatest
increase in body awareness across time.

DISCUSSION
The study results indicated, as hypothesized, an incremental decrease in dissociation across
time for both the body therapy interventions, suggesting that dissociation reduction in body
therapy as an adjunct to psychotherapy is an unfolding process that builds on itself step by step.
Participants each had a minimum of 2 years in psychotherapy at the outset of study, and yet
significant change in dissociation experiences occurred during the course of the intervention
and the follow-up period. The overall similar rate of change for both groups suggests that
dissociation responds to a variety of bodywork approaches; in this study these approaches
included a standardized massage, massage with body literacy, body awareness work, and
delving – a practice of inner body mindfulness.

The hypothesis that dissociation reduction would be positively associated with change on all
outcome variables was upheld, suggesting a link between dissociation reduction and positive
health outcomes with this population. This link was supported by correlation results
demonstrating that change between any two points on dissociation was associated with change
between the same two points on all outcome variables across time for participants in both
intervention groups.

The results also indicated that dissociation at baseline does not interfere with the ability to
change. Participants in both groups with higher dissociation experiences prior to study
participation had the greatest decrease in psychological symptoms, PTSD, physical symptoms,
and the greatest increase in body awareness across time. Twelve (50%) of the participants in
this study had baseline dissociation in the moderate range with frequent symptoms of
depersonalization; this dropped to 4 at post-intervention and only 1 at three-month follow-up.
Thus, the significantly greater decrease on outcomes for participants with moderate compared
to low dissociation at baseline suggests that bodywork improves health outcomes among
individuals with moderate dissociation; and points to the importance of recognizing moderate
dissociation as a psychological indicator of psychological and physical distress22.

Change in physical symptom discomfort, body association and body investment, unlike the
other outcome variables, was not linked to baseline dissociation. Likewise, participants with
moderate baseline dissociation did not experience significantly greater decreases on these
variables across time compared to those with lower dissociation at baseline. The reason for
this distinctly different pattern in relationship to baseline dissociation is unclear. However, one
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possible explanation involves the impact of receiving touch through bodywork, and a focus on
the body among participants who were engaged in the study primarily to seek increased body
connection14. Both body association and body investment represent the emotional connection
and cognitive appraisal of the relationship to bodily self. It is possible that, in response to a
body therapy intervention, change in these areas is equally likely to happen for individuals in
this population regardless of baseline dissociation. Decrease in physical symptom discomfort
may be associated with these aspects of increased body connection, and therefore also unlinked
from baseline dissociation.

The importance of dissociation reduction in this population is not surprising given its
prevalence and the role it plays to protect a survivor from the pain of her abuse. The therapeutic
work of sexual abuse recovery is intimately related to the work of integration of psyche and
soma that are frequently fragmented through the dissociative process of living with trauma.
Reassociation with the body through body therapy may be a key to unlocking patterns of
dissociation so common in this population, most likely explained by the process of (re)
connection with a core sense of self through increased awareness of, and identification with
bodily experience, as demonstrated by the strong association between increased body
connection and dissociation reduction.

There are study limitations to be considered. The small sample size limits generalization of the
study findings. Also, this study examined body therapy as an adjunct to psychotherapy – and
lacked a control group - both limitations of the study design that restrict result interpretation.
Despite these limitations, this study is an important first step in the study of dissociation and
the role of body therapy for women in sexual abuse recovery. Future research in this area will
ideally include larger samples to capture a broader range of dissociation at baseline, allowing
for study of dissociation reduction in body therapy with individuals who have more frequent
and severe dissociation experiences. Needed also are study designs that test dissociation
reduction as a mediator of health outcomes in body therapy, and further explore the association
between body connection and dissociation reduction to elucidate possible mechanisms
underlying this association. To do so, it is important that there be further exploration of the
measurement and conceptualization of dissociation experiences, specifically the relationship
of body connection as a dimension of dissociation experience. Meanwhile, the general
Dissociative Experiences Scale needs to be used judiciously in intervention research.

In summary, the study results indicate that dissociation follows a declining pattern for women
in body therapy during sexual abuse recovery, and supports future research examining
dissociation reduction as a mediator of health outcomes in body therapy. The positive
association between dissociation reduction and health outcomes in this sample—in which there
were symptoms of moderate dissociation and depersonalization with no indication of
dissociative disorder—suggests that depersonalization experiences may be associated with
important health concerns and barriers to sexual abuse recovery for this population. Re-
association with the bodily self may be a key to healing problematic dissociation and improving
mental and physical health in this population. This is a unique perspective offered by body
therapy in trauma recovery, an untapped resource for the study of dissociation—its presentation
and its treatment.
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Figure 1.
Change in dissociation (N = 24).
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Figure 2.
Change in health outcomes (N = 24).
Note: Scores in Figure 1 and Figure 2 were recalculated so all are on 5 -point scale.
T1=baseline, T4=post-intervention, T5=1 month post intervention, T6=3 month post-
intervention
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Table 1
Definition of Terms

Terms Definition

Dissociative experiences Life experiences that involve an aspect of dissociation.
Depersonalization/Derealization Involves the feeling of separation or detachment; jointly defined as a “sensation of unreality concerning

oneself, parts of oneself, or one’s environment27 ”
Amnesia The failure to recall specific events or generalized time periods - in the past, and may include present time.
Pathological dissociation Refers to a dissociative state that fits the diagnostic criteria for a dissociation disorder in the American

Psychiatric Association’s Diagnostic Manual. Dissociative states are defined as a “disruption in the usually
integrated functions of consciousness, memory, identity, or perception.”

Depersonalization Disorder A dissociation disorder that fits the diagnositic criteria of depersonalization.
Dissociation Identity Disorder A dissociation disorder involving fragmentation of identity (aka ‘multiple personality disorder’).
Moderate dissociation Dissociative experiences that would lie on the continuum between ‘normal’ and ‘severe;’ typically

involving symptoms of depersonalization/derealization; moderate dissociation is not be so severe as to fit
diagnostic criteria for a dissociation disorder.

Severe dissociation Dissociative experiences that involve fragmentation of identity, memory, and/or perception - and are
associated with pathology.

Taxon membership In an ordered group or category - a taxonomy.
Post Traumatic Stress Disorder (PTSD) An anxiety disorder caused by a terrifying event in which physical harm occurred or was threatened.
Dissociative Experiences Scale (DES) Used as a screening instrument for dissociation disorders. For more information and reference, see

‘Predictor variable’ in Methods section.
Child Sexual Abuse Sexual contact or interaction between a child and an adult (or an older child in position of responsibility

or power) that involves the child being used for stimulation of the perpetrator.
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Table 2
Background Characteristics of Study Participants

Characteristics

Age, mean years (range) 41 (26–56)
Psychotherapy in years, mean (range) 6 (2–15)
Racial/ethnic identity N
 Caucasian 20
 African American 2
 Native American 1
 Hispanic 1
Income (range) $4,000–$200,000
 Less than $30,000 8
 Between $30–$50,000 11
 Over $50,000 5
Education
 Completed BA 18
 Completed graduate program 6
 Current graduate student 5
Abuse History
 Childhood sexual abuse over multiple years 18
 C.S.A. multiple years, from multiple perpetrators 9
 Physically abused by parent(s) 11
 Subsequent date rape in early adulthood 8
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Table 7
Repeated Measures Analysis: Moderate versus Low Dissociation Baseline Effect on Pre to Post Outcomes

Outcome Measure df ms f p

Psych symptoms (BSI) 1 1.0 6.4 .02
PTSD 1 1.4 8.6 .02
# Medical symptoms 1 97 14.0 .00
Medical symptom discomfort 1 967 1.8 .19
Body awareness 1 5.3 18.0 .00
Body association 1 1.1 2.0 .18
Body investment 1 .24 2.1 .17
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