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ABSTRACT
Background Childhood trauma (CT) is an important risk 
factor in the emergence and clinical course of psychiatric 
disorders. In the latest literature, an association exists 
between CT and patients with schizophrenia. There is also 
a strong relationship between the dissociative symptoms 
of schizophrenia and the presence of CT.
Aims The aim of this study is to examine the relationship 
between CT and dissociative, positive and negative 
symptoms in patients with schizophrenia.
Methods One hundred patients with schizophrenia and 
100 healthy volunteers were included in the study. The 
Sociodemographic Data Form, Dissociative Experiences 
Scale (DES), Positive and Negative Syndrome Scale 
(PANSS), and Childhood Trauma Questionnaire (CTQ) were 
administered to all participants.
Results The CTQ and DES scores of the schizophrenia 
group were significantly higher than those of the 
control group. In patients with schizophrenia, a positive 
association was found between positive symptoms 
and DES scores. In terms of negative symptoms, a 
positive association was found between apathetic social 
withdrawal and CTQ- emotional neglect (EN), CTQ- physical 
neglect (PN) and CTQ total scores. There was a significant 
positive correlation between CTQ- EN scores and negative 
symptoms and PANSS scores. No significant relationship 
was found between negative symptoms and DES scores.
Conclusions High rates of CT and dissociative symptoms 
are seen in patients with schizophrenia. In addition, the 
findings of the relationship between CT and dissociative, 
positive and negative symptoms are also noteworthy. 
Therefore, it may be important for clinicians to assess 
trauma history during the psychiatric evaluation of patients 
with schizophrenia.

INTRODUCTION
Schizophrenia is a neurodevelopmental 
process that begins in late adolescence and 
early adulthood, affecting approximately 1% 
of the population. A significant decrease in 
quality of life and functionality is observed in 
individuals diagnosed with schizophrenia. It 
is characterised by positive, negative, affective 
and cognitive symptoms.1

Both dissociative experiences and CT are 
quite common in schizophrenia.2 The causal 

relationship between CT and schizophrenia has 
been investigated for many years. Recent studies 
have also focused on this area.3 4 In these studies, 
CT was found to increase the risk of psychosis 
development in adulthood and even negatively 
affect the course of the disease (such as earlier, 
longer, or higher rates of hospitalisation and 
increased suicide risk).5 6 One study which inves-
tigated the risk of psychosis development with 
exposure to trauma in childhood stated that 
CT increased the risk of psychosis development 
approximately 1.7–15 times.7 Considering the 
studies, it has been reported that the situation is 
similar in patients diagnosed with schizophrenia.
It has been reported that CT is observed at a rate 
of 45% to 85% in patients with schizophrenia 
compared to the control group.3–8

The dissociative experiences of schizophrenia 
can be seen as a defence mechanism against 
mental traumas such as emotional, physical 
and sexual neglect or abuse, especially for those 
occurring in childhood. Childhood trauma 
(CT) occurs suddenly and unexpectedly, 
threatening the physical or mental integrity of 
the person; it is defined as a psychologically 
challenging and traumatic experience that 
overturns one’s coping skills and defence mech-
anisms.7 CT can result from sexual, emotional 
and physical abuse or physical and emotional 
neglect, as well as the loss of parents at an early 
age, separation, migration, witnessing death 
or violence, being involved in an accident, or 
being exposed to natural disasters.8

Read et al reported a strong relationship 
between hallucinations and delusions and CT 
in their literature review in which they compiled 
the results of 51 studies that addressed the rela-
tionship between childhood traumatic expe-
riences and psychotic disorders.9 One study 
conducted with 569 patients with schizophrenia 
found that the frequency of childhood trau-
matic life experiences was higher than within 
the normal population.10
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A systematic review of 46 studies investigating the rela-
tionship between psychotic disorders and CT found the 
prevalence of CT in patients with psychosis ranged from 
28% to 73%, sexual abuse rates ranged from 13% to 
61%, and physical abuse rates ranged from 10% to 61%.11 
In a study in which patients diagnosed with first- episode 
psychosis were evaluated, it was reported that 52% of 
the patients had at least one experience of childhood 
abuse and 43% had at least one experience of childhood 
neglect.6

A study by Vogel et al reported that a strong relationship 
exists between CT and dissociative symptoms in patients 
with schizophrenia.12 Ross and Keyes defined a type of 
schizophrenia, which they called ‘dissociative schizo-
phrenia’ or ‘dissociative subtype of schizophrenia’ based 
on CT history, claiming a direct relationship between 
dissociation and schizophrenia.13

Looking at these findings, the high rate of CT history in 
patients with schizophrenia and other psychotic- related 
illnesses suggests that CT may be influential in the aeti-
ology of schizophrenia.

The aim of this study was to contribute to the current 
literature by examining the relationship between CT and 
dissociative, positive and negative symptoms in patients 
with schizophrenia.

METHODS
Subjects
Subjects were recruited from the Training and Research 
Hospital Psychiatry Outpatient Clinic and the State 
Hospital Community Mental Health Center consecutively 
between 1 July 2016 and 1 December 2017. A total of 107 
patients who met the inclusion criteria – a diagnosis of 
schizophrenia according to the Diagnostic and Statis-
tical Manual of Mental Disorders, Fifth Edition criteria 

and aged between 18 and 64 years – were included in the 
study. Patients with dementia, neurological disorders, 
alcohol–substance use disorders, or mental retardation, 
and pregnant or breastfeeding women were excluded 
from the evaluation. Seven of the patients with schizo-
phrenia originally enrolled in the study were excluded: 
four of the subjects did not complete the questionnaires, 
and three subjects did not wish to participate in the study. 
The study was completed with a total of 100 patients.

The control group consisted of 100 healthy participants, 
including hospital staff, who had similar characteristics 
as the study group; they did not have any neurological 
or psychiatric illnesses and voluntarily agreed to partici-
pate in the study. Overall, 100 patients (51 women and 49 
men) and 100 healthy controls (65 women and 35 men) 
completed the study. In the schizophrenia group, the 
mean age of onset of the disease was 23.45 (7.43) years 
and the mean disease duration was 18.41 (8.85) years. 
The flowchart is shown in figure 1.

Study tools
Sociodemographic Data Form
The Sociodemographic Data Form, prepared by the 
researchers of this study, was used to gather information 
on age, gender, birthplace, marital status, educational 
status, occupation, socioeconomic status, age of illness 
onset, duration of illness, number of hospitalisations, and 
the psychiatric history of first- degree relatives. The infor-
mation collected provided the independent variables for 
the research, including the drugs used by patients.

Childhood Trauma Questionnaire (CTQ)
CTQ is a self- report scale consisting of 28 questions devel-
oped by Bernstein et al in 1995 that retrospectively scans 
the abuse and neglect experiences before the age of 20 
years.14 It has five subdimensions: emotional, physical and 

Figure 1 Flowchart of the study.
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sexual abuse, and emotional and physical neglect. The 
validity and reliability study of the Turkish version of the 
scale was conducted by Sar et al in 2012.15

Dissociative Experiences Scale (DES)
DES is a 28- item scale, developed by Bernstein and Putnam, 
used to screen dissociative experiences and disorders and 
to measure their severity.16 A subject's score ranges from 0 
to 100 for each item of the scale, and the result is obtained 
by calculating the average of the total scores. Scores of 30 
and above indicate the presence of a dissociative disorder. 
The validity and reliability study of the Turkish version of the 
scale was conducted by Sar et al in 1997.17

Positive and Negative Syndrome Scale (PANSS)
PANSS was developed by Kay et al in 1987.18 The 30- item 
scale provides information about the presence and 
severity of positive and negative symptoms in patients with 
schizophrenia, as well as their general level of psychopa-
thology. The validity and reliability study of this scale was 
conducted by Kostakoglu et al in Turkey in 1999.19

Statistical analysis
SPSS Statistics for Windows, V.23.0 (IBM SPSS Statistics 
for Windows) was used to evaluate the data in this study. 
Descriptive analyses were given using mean (SD) for 
continuous variables and n (%) for categorical variables. 
The conformity of the variables to the normal distribu-
tion was evaluated with the Kolmogorov- Smirnov test. 
For comparisons of categorical variables, the Pearson χ2 
test was used. The relationships between continuous vari-
ables were evaluated with the Pearson correlation anal-
ysis. Logistic regression analysis was performed on the 
gender variable and the scores of emotional abuse (EA), 
emotional neglect (EN), physical neglect (PN), physical 
abuse (PA), sexual abuse (SA), and CTQ scales applied 
to the schizophrenia and control groups. In this way, an 

explanatory model was tried to be created by determining 
the variables that are important in determining whether 
the patients are at risk of schizophrenia or not. In the 
above- mentioned binary logistic regression analysis, with 
the patient and control groups as the dependent variable, 
the model was created by using the CTQ and its subscales 
scores and Dissociative Experiences Scale (DES)scores 
as independent variables. Whether there is any mediator 
variable from the effect of CT on the development of 
schizophrenia was evaluated by mediation model regres-
sion analysis. A p value of <0.05 was considered statisti-
cally significant.

RESULTS
Demographic and clinical characteristics of the study groups
Table 1 presents the demographic and clinical characteris-
tics of the study groups. One hundred patients with schizo-
phrenia and 100 healthy controls were included in the study. 
Accordingly, no significant difference was found between the 
two groups in terms of age and gender. However, there was 
a significant difference between the groups in terms of the 
marital status (χ2=12.602, p<0.001) and employment status 
(χ2=109.695, p<0.001) distribution. Also, the frequency of 
smoking in the schizophrenia group was significantly higher 
than in the control group (χ2=14.581, p<0.001). Addition-
ally, in the patients with schizophrenia, the frequency of 
receiving continuous treatment (χ2=109.397, p<0.001) and 
the presence of psychiatric disorders in relatives (χ2=59.318, 
p<0.001) were significantly higher, while the level of educa-
tion was lower (χ2=74.261, p<0.001) when compared to 
control group members.

Scale scores and patient/control group comparisons
Table 2 compares the DES and CTQ total and subscale 
scores of patients with schizophrenia and healthy controls. 

Table 1 Demographic and clinical characteristics of the study groups

Characteristics

Patients with
schizophrenia
(n=100)

Healthy
controls
(n=100) Statistics P value

Sex (male/female) 49/51 35/65 χ2=11.562* 0.073

Age (years), mean (SD) 42.38 (15.38) 40.60 (14.9) t=−0.703† 0.482

Marital status (married/single) 33/67 58/42 χ2=12.602* <0.001

Residence (urban/suburban) 53/47 66/34 χ2=3.506* 0.061

Permanent employment (yes/no) 11/89 85/15 χ2=109.695* <0.001

Family history of psychiatric disorders (n=77) 65 (84.4%) 12 (15.6%) χ2=59.318* <0.001

Comorbidities (n=53) 32 (60.4%) 21 (39.6%) χ2=3.106* 0.109

Regular psychiatric treatment of any kind (n=72) 72 (100.0%) 0 (0.0%) χ2=109.397‡ <0.001

Smoking (n=99) 63 (63.6%) 36 (36.4%) χ2=14.581* <0.001

  Education level (university/high school or lower) 8/92 67/33 χ2=74.261* <0.001

*χ2 value.
†t value.
‡Fisher’s exact test value.
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DES scores of the schizophrenia group were significantly 
higher than those of the control group (U=2178.5, 
p<0.001). Total and subscale scores of CTQ were also 
significantly higher in the schizophrenia group than in 
the control group (all p- values<0.001). All variables were 
not normally distributed.

Comparison of the scales and subscales' scores in patients 
with schizophrenia
In table 3, the correlation of DES, CTQ subscales, Scale 
for the Assessment of Positive Symptoms (SAPS), Scale for 
the Assessment of Negative Symptoms (SANS), and some 
psychotic symptoms of the patients with schizophrenia was 

Table 2 Comparison of the study groups with DES, CTQ and subscales

Scales
Patients with schizophrenia
(n=100), mean (SD)

Healthy controls
(n=100), mean (SD) U value P value

DES 21.47 (13.30) 9.79 (7.66) 2178.5* <0.001

CTQ- SA 5.91 (2.38) 5.08 (0.36) 4264.5* <0.001

CTQ- EA 8.18 (2.93) 6.26 (1.67) 2575.0* <0.001

CTQ- EN 14.73 (3.59) 10.91 (4.29) 2133.0* <0.001

CTQ- PA 6.65 (2.61) 5.23 (0.77) 3048.0* <0.001

CTQ- PN 8.48 (2.36) 7.24 (2.38) 3346.0* <0.001

CTQ total 53.92 (12.40) 42.79 (8.91) 2185.0* <0.001

*Mann- Whitney U test.
CTQ, Childhood Trauma Questionnaire; CTQ- EA, CTQ- emotional abuse; CTQ- EN, CTQ- emotional neglect; CTQ- PA, CTQ- physical abuse; CTQ- PN, 
CTQ- physical neglect; CTQ- SA, CTQ- sexual abuse; DES, Dissociative Experiences Scale.

Table 3 Correlation of the scales' scores in patients with schizophrenia

DES CTQ- EA CTQ- EN CTQ- PA CTQ- PN CTQ- SA CTQ total

Hallucinatory behaviour r
P value

0.212 −0.057 0.007 −0.074 0.033 0.018 0.014

0.034* 0.574 0.947 0.463 0.742 0.861 0.888

Delusions r
P value

0.243 0.113 0.208 0.020 0.187 0.003 0.157

0.015* 0.263 0.038* 0.844 0.062 0.978 0.118

Suspiciousness/persecution r
P value

0.141 0.179 0.111 0.076 0.133 −0.029 0.173

0.161 0.075 0.273 0.452 0.188 0.778 0.085

Conceptual disorganisation r
P value

0.141 0.105 0.125 0.140 0.117 −0.022 0.118

0.162 0.298 0.215 0.166 0.248 0.829 0.061

SAPS total r
P value

0.254 0.125 0.181 0.044 0.184 −0.017 0.177

0.011* 0.216 0.071 0.665 0.066 0.867 0.061

Blunted affect r
P value

0.141 0.060 0.117 −0.033 0.050 −0.150 0.177

0.161 0.554 0.246 0.742 0.619 0.137 0.078

Lack of spontaneity and flow of 
conversation

r
P value

−0.490 −0.030 0.104 −0.047 0.056 −0.110 0.049

0.627 0.768 0.301 0.642 0.579 0.274 0.629

Passive/apathetic social withdrawal r
P value

0.008 0.088 0.232 0.166 0.223 −0.022 0.247

0.935 0.382 0.020* 0.099 0.026* 0,.826 0.013*

Emotional withdrawal r
P value

0.045 0.155 0.317 0.077 0.246 −0.012 0.297

0.656 0.123 0.001* 0.445 0.014* 0.903 0.003*

Difficulty in abstract thinking r
P value

−0.400 −0.003 0.133 −0.045 0.038 −0.052 0.116

0.696 0.977 0.186 0.656 0.708 0.604 0.252

SANS total r
P value

−0.069 0.053 0.213 0.034 0.142 −0.078 0.180

0.492 0.597 0.033* 0.736 0.160 0.443 0.074

PANSS total r
P value

0.106 0.093 0.217 0.054 0.176 −0.050 0.193

0.292 0.359 0.030* 0.597 0.081 0.623 0.054

*Pearson correlation test, p<0.05.
CTQ, Childhood Trauma Questionnaire; CTQ- EA, CTQ- emotional abuse; CTQ- EN, CTQ- emotional neglect; CTQ- PA, CTQ- physical abuse; CTQ- PN, 
CTQ- physical neglect; CTQ- SA, CTQ- sexual abuse; DES, Dissociative Experiences Scale; PANSS, Positive and Negative Syndrome Scale; SANS, 
Scale for the Assessment of Negative Symptoms; SAPS, Scale for the Assessment of Positive Symptoms.
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examined. Two- tailed Pearson correlations were used to 
explore the associations among CTQ total score, DES, and 
PANSS scores in the schizophrenia group; significant rela-
tionships were demonstrated in all pairs. Further correlation 
evaluations to ascertain relationships among various forms 
of CT, schizophrenia and dissociative symptoms showed 
that greater dissociative symptom severity was significantly 
associated with higher CTQ total scores, CTQ- PN, CTQ- PA, 
CTQ- EN, CTQ- EA, CTQ- SA, and more severe hallucinatory 
behaviour and delusions. Passive/apathetic social withdrawal 
was positively associated with CTQ- EN (r=0.232, p=0.020) and 
CTQ- PN (r=0.223, p=0.026), as well as with CTQ total scores 
(r=0.247, p=0.013). Emotional withdrawal was positively 
associated with CTQ- EN (r=0.317, p=0.001) and CTQ- PN 
(r=0.246, p=0.014), as well as with CTQ total scores (r=0.297, 
p=0.003). The CTQ- EN score was positively correlated with 
the SANS total score (r=0.213, p=0.033) and PANSS total 
score (r=0.217, p=0.030). The analysis of dissociative symp-
toms in schizophrenia demonstrated that DES scores were 
positively correlated with hallucinatory behaviour (r=0.212, 
p=0.034) and delusions (r=0.243, p=0.015). CTQ- EN was 
significantly correlated with delusions (r=0.208, p=0.038). 
Additionally, SAPS total scores were significantly correlated 
with DES scores (r=0.254, p=0.011).

Findings on the backward stepwise regression model
The backward stepwise regression model is shown in table 4. 
To select candidate variables to be included in the final model, 
one of the stepwise selection methods – the backward elimi-
nation method – was based on the likelihood ratio test statis-
tics. The variables that had the least effect on the dependent 
variable (p>0.05) were eliminated at each step, respectively, 
and the final model was reached. The set of independent 
variables that will be included in the model reached in step 4 
was given in table 4. In this study, the α significance level was 
determined as 0.05. Considering that the input and output 
probability values are 0.05 and 0.10 in the backward step-
wise elimination method, all variables (gender, DES, CTQ- 
EA, CTQ- EN, CTQ- PA, CTQ- PN, CTQ- SA and CTQ total 
scores) were included in the model in step 1. The p- value of 
the CTQ- SA variable was determined to be the largest, and 
it was determined that it contributed the least to the model, 
and it was removed from the model and the second step was 
started. As a result of comparing the p- values again in the 
second step, the significance level of the CTQ- EA variable 

was found to be less than the other variables; and in this way, 
all variables were checked and another step was taken, and 
as a result of the fourth step, there were no variables to be 
removed from the model and the final model was created.

As seen in table 4, in the final model, the variables of gender, 
DES, CTQ- EN, CTQ- PA and CTQ- PN were determined as the 
variables with high contribution to the model, respectively. 
The final model obtained was created at the end of the fourth 
step. The results showed that gender, DES, CTQ- PA, CTQEN 
and CTQ- PN were significantly associated with schizophrenia 
presence. The odds ratio (OR) shows how many folds the 
effect of the determined scale variables on the model creates 
in patients with schizophrenia. It was observed that the vari-
ables with the highest OR were gender and CTQ- PA, respec-
tively. Accordingly, when the CTQ- PA variable increases by 
1 unit, its effect in evaluating patients with schizophrenia 
increases 1.729 times. When the CTQ- EN score variable, the 
third variable contributing the most to the model, increases 
by 1 unit, its effect in evaluating patients with schizophrenia 
increases 1.212 times. Male gender had a greater effect on 
the dependent variable than female gender. The logistic 
regression model established with the determined indepen-
dent variables is as follows: patients=−6.133+0.992×gender+ 
0.091×DES+0.192×CTQ- EN+0.548×CTQ- PA–0.159×CTQ- PN.

For the suitability of the model, the aim is to test whether 
all coefficients except the constant term are determinative on 
the model with the Hosmer- Lemeshow test. The hypotheses 
are as follows:

Hο: the parameters are decisive for the model.
Hı: the parameters are not decisive for the model.
The χ2 statistics for the fourth step were calculated as 

(χ²h=6.157 and p=0.630). Since χ² calculation<χ² table and 
p>0.05, the Hο hypothesis was accepted and it was found that 
the variables included in the model were compatible for the 
model.

Findings on the mediation model analysis
The mediation model analysis was shown in figure 2. 
In this analysis, the presence and degree of influence 
of a variable (DES scores) mediating the possible effect 
of an independent variable (CT) on a dependent vari-
able (presence of schizophrenia) were investigated. In 
figure 2, the direct effect of CT on schizophrenia was 
indicated by ‘c’, the effect of CT on DES by ‘a’. The effect 
of DES on schizophrenia is indicated by ‘b’. The results 

Table 4 Multivariate logistic regression model (the backward elimination method based on the likelihood ratio test statistics)

B Wald P value OR (95% CI)

Gender 0.992 6.909 0.009 2.696 (1.287 to 5.649)

DES 0.091 19.965 0.0001 1.096 (1.052 to 1.141)

CTQ- EN 0.192 13.634 0.0001 1.212 (1.094 to 1.342)

CTQ–PA 0.548 8.923 0.003 1.729 (1.207 to 2.477)

CTQ -PN −0.159 2.928 0.087 0.853 (0.711 to 1.023)

log- likelihood value : 182 880

CTQ, Childhood Trauma Questionnaire; CTQ- EN, CTQ- emotional neglect; CTQ- PA, CTQ- physical abuse; CTQ- PN, CTQ- physical neglect; DES, 
Dissociative Experiences Scale.
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showed the DES- mediated effects of CT on the presence 
of schizophrenia with ‘a and b’. The mediator variable 
effect (a and b) accounted for only a small portion of the 
total effect. The indirect effect of CT on schizophrenia (a 
and b)=0.0396.

DISCUSSION
Main findings
Our study determined that patients with schizophrenia 
had more history of CT than healthy controls. In addi-
tion, our results showed that childhood traumatic expe-
riences were associated with dissociative, positive and 
negative symptoms in patients with schizophrenia. When 
the schizophrenia group was compared with the control 
group, a significant portion of those in the schizophrenia 
group were unemployed, had a low education level, were 
single, and had high rates of mental illness in their fami-
lies. This is a predictable outcome consistent with the 
reduced functionality inherent in schizophrenia.20 21 It 
has been well established that individuals with schizo-
phrenia smoke more frequently than the general popula-
tion, and our findings also support this result.22 23

In the early stages, an individual's brain development 
can be impaired by genetic or environmental factors, 
which, in turn, create a predisposition for illness; in 
later life stages, schizophrenia symptoms can occur 
when this person is exposed to additional stressful envi-
ronmental factors. It is thought that challenging expe-
riences encountered in stress- sensitive developmental 
periods may affect the development of mental disorders 
due to the combined effects of genetic and other predis-
posing factors. In recent years, there has been increasing 
interest in whether exposure to CT increases the risk of 
schizophrenia. Some studies report that the history of 
CT is higher in patients with schizophrenia than in the 
general population.24 25 Studies investigating the inci-
dence rate of the history of CT in patients with schizo-
phrenia have reported rates ranging from 45% to 85%.3 
Our study, in agreement with the literature, found that 
CT was seen at a higher frequency in patients with schizo-
phrenia compared to rates in healthy controls. In both 
the schizophrenia and control groups, the most common 

CT was found to be EN (emotional neglect) and the least 
common one was found to be SA (sexual abuse). In the 
schizophrenia group, the total score and subscale scores 
of the CTQ scale, including CTQ- EA, CTQ- EN, CTQ- PA, 
CTQ- PN and CTQ- SA, were found to be higher compared 
with scores of the control group. The results of our study 
support the view that CT increases the risk of developing 
schizophrenia. Previous studies have similarly demon-
strated that neglect and abuse specifically are observed 
more frequently during the childhood of patients with 
schizophrenia.3 26

Varying results have been obtained in studies investi-
gating the relationship between dissociative symptoms 
in patients with schizophrenia and positive and negative 
symptoms. One study reported a significant relationship 
between dissociative symptoms and positive symptoms, 
but found no correlation with negative symptoms.27 
Another study stated that dissociative symptoms were only 
significantly correlated with hallucinatory behaviour and 
delusions, but not with other positive symptoms.28 In our 
study, a positive correlation was found between the total 
scores of positive symptoms and dissociative symptoms in 
patients with schizophrenia. Positive symptoms, halluci-
natory behaviour and delusion scores from subscales and 
dissociative symptoms showed significant correlations. 
No significant relationship was found between negative 
symptoms and dissociative symptoms. This suggests that 
positive symptoms may be prominent in patients with 
schizophrenia who have dissociative symptoms or that 
dissociative symptoms may be observed more frequently 
in schizophrenia patients who have pronounced positive 
symptoms.

Dissociative symptoms may accompany schizophrenia 
and many psychiatric disorders. Studies conducted to 
date have reported a high rate of dissociative symptoms 
in patients with schizophrenia. In studies measuring the 
severity of dissociative symptoms in patients with schizo-
phrenia, the mean DES score ranges from 10 to 30.13 29 
In our study, the mean DES scores of patients with schizo-
phrenia were found to be 21.47. In addition, the DES 
scores of the patients with schizophrenia were signifi-
cantly higher than those of the healthy controls. We also 

Figure 2 Path diagram of the mediation model analysis. CT, childhood trauma; DES, Dissociative Experiences Scale.
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observed significantly higher DES scores in patients with 
schizophrenia, which is similar to the literature findings.

Studies investigating the relationship between schizo-
phrenia symptoms and CTQ have stated that positive 
symptoms are more common in individuals with a history 
of CTQ- SA and CTQ- PN than those who do not.30 In our 
study, a strong positive relationship was found between 
delusions from positive symptoms and CTQ- EN. Another 
study showed a relationship between CTQ and negative 
symptoms in patients with schizophrenia. In the same 
study, attention was drawn to the relationship between 
negative symptoms and CTQ- PN.31 Similar to the study 
results mentioned above, our study found a positive 
correlation with CTQ and negative symptoms such as 
passive/apathetic social withdrawal and emotional with-
drawal. In addition, a positive correlation was found 
between negative symptoms' total scores and CTQ- EN. 
Negative symptoms, passive/apathetic social withdrawal 
and emotional withdrawal have been found to be associ-
ated with CTQ- EN and CTQ- PN. In addition, our study 
concluded that CTQ- EN was the trauma most closely asso-
ciated with PANSS total scores, namely the severity of the 
disease.

Logistic regression analysis was performed with the 
scale scores and gender variable applied to the schizo-
phrenia and control groups. Thereby, the creation of 
an explanatory model was attempted by defining the 
scales that are relevant in determining the risk of schizo-
phrenia. In this binary logistic regression analysis, the 
schizophrenia group and control group were the depen-
dent variables; the model was created by selecting gender, 
CTQ and its subscales, and DES as independent variables. 
Variables that were important in determining whether 
the risk of schizophrenia exists were male gender, DES, 
CTQ- EN, CTQ- PA and CTQ- PN. The OR shows how 
many folds the effect of the determined scale variables 
on the model creates in patients with schizophrenia. It 
was observed that the variables with the highest OR were 
gender and CTQ- PA, respectively. Accordingly, when 
the CTQ- PA variable increased by one unit, its effect in 
evaluating patients with schizophrenia increased 1.729 
times. When the CTQ- EN score, the third highest vari-
able contributing to the model, increased by one unit, its 
effect in evaluating patients with schizophrenia increased 
1.212 times. Additionally, the effect of the male gender 
on the dependent variable was greater than that of the 
female gender.

Our study investigated the effects of CT on the pres-
ence of schizophrenia – either directly or via DES – with a 
model in which the independent variable was CT. Accord-
ingly, it was understood that the mediator variable effect 
constituted a very small part of the total effect. In other 
words, the DES- mediated effect of CT on the presence 
of schizophrenia is lower than its direct effect. Disso-
ciative symptoms may resemble psychotic symptoms in 
many cases, and even severe forms may be misdiagnosed 
as schizophrenia. However, evaluation for premorbid 
trauma is not routine in the psychiatric diagnostic 

process. Thus, including an assessment of traumatic expe-
riences during the diagnostic stage may further the iden-
tification of alternative diagnoses or comorbid conditions 
and even affect the treatment process and form. In addi-
tion, considering the relationships separately between 
CT subtypes and DES may help better understand these 
interactions.

Results showing that CT may increase the risk of schizo-
phrenia and its relationship with dissociative symptoms 
are remarkable. This may promote a bio- psycho- social 
model for the etiology of schizophrenia. While further 
detailed explorations of the relationship between CT 
and dissociation in individuals with schizophrenia are 
necessary, our findings of potentially different mediating 
functions show the points of intervention for individuals 
with CT. In the case of dissociative experience, it is more 
helpful to focus on schizophrenia and CT. According to 
CT, focusing on schizophrenia or dissociative symptoms 
could help for earlier diagnosis and reduce hospitaliza-
tion. Therefore, training of mental health professionals in 
asking questions about CT may meet the need to provide 
appropriate psychosocial treatments to patients with 
schizophrenia who were abused or neglected as children.

Limitations
While the present study findings indicate strong relation-
ships between the measures related to childhood trauma 
and schizophrenia, these results should be filtered with 
recognition of the study's limitations. First, this research 
was restricted by using retrospective self- reports, a limited 
sample size and the relatively questionable reliability of a 
single scale to evaluate CT. Second, most of the subjects in 
the schizophrenia group were patients in remission with a 
long- term psychiatric history who were being treated with 
antipsychotics. Results could have been different in first- 
episode schizophrenia patients who had never received 
treatment. These characteristics prevent the generalisa-
tion of the findings put forth. However, we believe clini-
cians must be aware of the possible relationships between 
schizophrenia and CT and the high prevalence of disso-
ciative symptoms in this at- risk group. Finally, we can 
make no definite statements regarding causal associations 
because of the study's cross- sectional nature.

Despite these limitations, the results of the present 
study highlight the distinct mediating effects of schizo-
phrenia and dissociation in the context of their relation-
ships with childhood trauma.

The results of our study indicate that CT and disso-
ciative symptoms are seen at high rates in patients with 
schizophrenia. In addition, the findings of the relation-
ship between CT and dissociative, positive and negative 
symptoms are also noteworthy. Therefore, it may be 
important for clinicians to assess trauma history during 
the psychiatric evaluation of patients with schizophrenia. 
More research is needed to better understand the 
complex relationship between dissociative symptoms and 
CT history in patients with schizophrenia.
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