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ABSTRACT 

The Effect of Exposure Severity on the Relationship between Dissociation 

and Posttraumatic Stress Disorder 

by 

irem Akduman 

The aim of the present study is to explore the effect of the exposure 

severity on the relationship between dissociative tendency and PTSD. It was 

predicted that, when the dissociative tendencies of an individual is high, 

his/her PTSD symptom severity will also be high, regardless of his/her 

severity of exposure. The sample for the study was drown from 1999 Izmit 

Earthquake survivors. The scales used were Dissociative Experiences Scale 

and Posttraumatic Stress Diagnostic Scale. In addition to these 

questionnaires, a severity of exposure scale was developed. The hypothesis 

was not confirmed by the findings. The results showed that, contrary to what 

was predicted, when the dissociation level is high, exposure severity played 

an important role in the symptom severity level of the participants. 

Accordingly, it was concluded that, there is a relationship between 

dissociative tendencies and PTSD, however, when studied together, the 

impact of the severity of exposure on the development of posttraumatic 

stress disorder is stronger than the dissociative tendencies'. 
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KISAOZET 

Travmaya Magruz Kalma $iddetinin, Disosiyasyon ve Travma Sonrasl Stres 

Bozuklugu ili~kisindeki Etkisi 

irem Akduman 

Bu ara~tlrmada travmaya magruz kalma ~iddetinin, disosiyasyon ve 

travma somasl stres bozuklugu ili~kisindeki etkisi incelenmi~tir. Yapllan 

gal~mada, yOksek disosiyasyon egilimli ki~ilerin, ya~adlklan travmanm ~iddeti 

ne olursa olsun, yOksek travma somasl stres bozuklugu belirtileri 

g6sterecekleri 6ng6rOlmO~tor. Orneklem grubu, 1999 izmit dempreminin 

bayan magdurlarmdan olu~turulmu~tur. Ara~tlrmada kullamlan 6lgekler, 

Disosyatif Ya~antllar Olgegi ve Travma Somasl Stres Bozuklugu Tam 

6lgegidir. Bu 61geklere ek olarak Travmanm $iddeti Olgegi geli~tirilmil?tir. 

C;ah~manm sonucunda, beklenilenin aksine, disosyatif egilim ne olursa olsun, 

ya~anan travmanm ~iddeti, ki~ilerin travma somasl stres bozuklugu 

belirtilerini etkiledigi bulunmu~tur. Bu bulgulann sonucunda, travmanm 

~iddetinin, disosiyasyon ve Travma Somasl Stres Bozuklugu ili~kisinde 

6nemli bir rolu oldugu g6rOlmO~tor. Disosiyasyon ve Travma Somasl Stres 

Bozuklugu arasmda bir ili~ki vardlr, fa kat bu ili~kiye travmanm ~iddeti 

eklendiginde, travma ~iddetinin Travma Somasl Stres Bozuklugu Ozerindeki 

etkisinin, disosyatif egilimin etkisinden daha fazla olu~u g6zlenilmi~tir. 
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<INTRODUCTION 

Trauma is considered to be a part of oLlr lives. Events such as 

accidents, assaults, natural disasters or terrorism occur almost universally. 

Individuals' reactions across cultures to these kinds of experiences are 

determined largely by how they subjectively interpret these events. 

Even though there are individual differences, typical reactions to 

trauma include arousal (anxiety reactions), numbing, avoiding and 

reexperiencing (APA, 1994). These categories, although they are separate, 

have a lot of shared features. They are symptoms of posttraumatic stress 

disorder (APA, 1994). 

Symptoms of the Posttraumatic Stress Disorder 

A person who undergoes a trauma shows 'anxiety reactions' that were 

not present before. Symptoms like these (e.g. hyperarousal, hypervigilence, 

exaggerated startle response, irritability, outburst of anger, difficulty in 

concentration ... etc.) occur especially when exposed to a triggering situation, 

which makes the individual relive the traumatic event and the affective 

component that s/he attached to that event. Triggering the traumatic event is 

not very difficult because anything can easily provoke the symptoms that 

were explained above. For example a smell, a sound, a touch or 

encountering anything that reminds the trauma makes the individual 

reexperience the event and produce anxiety symptoms. 

Another PTSD symptom is 'avoiding' the stimuli associated with the 

traumatic experience (APA, 1994). The individual tries to escape from the 
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situations, activities and people that remind him/her the unpleasant 

experience because being exposed to these makes him/her relive the 

happening. Avoidance is also used to keep the distressing thoughts and 

feelings away from the victim. This is mostly done intentionally. Herman 

(1997) gives a good example for this situation. She states that the survivors 

of a collapsed building avoid passing under bridges. In addition to that, a 

partial amnesia of the terrifying event is also encountered as a way of 

avoidance (APA, 1994). However, this time the process is not under the 

individual's control, it is unconscious. For instance, a sexually abused woman 

says about her own experience of forgetting the traumatic experience: 

"Until about a year ago I had no awareness that any of it had happened. I had 

completely removed it from any form of consciousness. Until that pOint I had not 

come near to having a relationship even as close as a best friend. Two years 

ago I began seeing the college psychiatrist (generalized dissatisfaction with the 

way I was leading my life). A year later I came perilously near being close to 

somebody and was greeted with a rush of memories - flashes of scenes, 

disconnected and disconcerting." (Freyd, 1997) 

As in this example, the person does not remember anything about the 

abuse that she had gone through until she began psychotherapy. The 

partial trauma examples that are about sexual abuse are found to be very 

debatable by many of the researchers. Schooler (1994; cited in Freyd, 

1997) argued that these kinds of memories were produced by the 

individual with the help of "a persuasive individual in a position of 

authority" and that the therapist implants these memories in their patients' 

minds. That is, he suggested that some of the traumatic abuse memories 

are the combination of the recovered memories and fabricated memories 
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(Freyd, 1997). On the other hand, some other researchers such as Loftus 

and Ketcham (1994; cited in Freyd, 1997), and Goleman (1985; cited in 

Freyd, 1997) argued a different opinion on this subject. They suggested a 

motivation for repression of these kinds of overwhelming traumatic 

experiences. They stated that the repression of the memory decreases 

the pain that it would cause. It is a defense mechanism that the mind 

uses to protect the individual from this burden. It simply removes some of 

the experiences and its affective components from the consciousness 

(Freyd, 1997). Maybe some of the memories of trauma are really 

implanted, however it should be noted that the discussions on this topic 

were done about the memories of sexual abuse experiences. In other 

kinds of traumatic experiences partial amnesia may occur as well. For 

example, Sargent and Slater (1941; cited in Brende, 1987) reported that 

amnesic symptoms were frequently encountered in World War II combat 

veterans. According to their findings, the severity of amnesic symptoms is 

positively correlated with the severity of combat exposure. Their results 

showed that long periods of fighting actively in a combat produced a 35% 

incidence of amnesic syndromes. The relatively short-term combat 

resulted in a 13% incidence. Sargent and Slater (1941; cited in Brende, 

1987) found out that, not being involving in the combat actively but having 

some duties at the posterior part of the fight reduced the incidence of 

amnesia to 6%. 

The third symptom of PTSD is 'reexperiencing' the traumatic event 

(APA, 1994). This may happen in different ways. First of all, the memories of 

the event intrusively come to the individual's mind. The second is having 
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distressing dreams and the third is having dissociated states. Throughout 

these dissociative states, the person behaves as if s/he is really living the 

previous event at that moment. All of these make the person relive the 

horrifying experience. Another way of reexperiencing the trauma happens 

when the person is exposed to an event or a situation which shows similarity 

to or symbolizes the past experience (APA, 1994). A Vietnam War veteran, 

Jim O'Brian explained his reexperiencing very clearly in Herman's book: 

"I remember the white bone of an arm. I remember the pieces of skin and 

something wet and yellow that must've been the intestines. The gore was 

horrible, and stays with me. But what wakes me up twenty years later is Dave 

Jensen singing 'Lemon Tree' as we threw down the parts." (Herman, 1997) 

Triggering events playa very critical role in the 'reexperiencing symptom' as 

they do in the other symptoms. In this situation, the individual feels an 

intense psychological distress and/or s/he shows some physiological 

reactions such as tremors, restlessness, muscle tension and palpitations 

(Classen et aI., 1993). In addition to these symptomatic responses, feelings 

of rage, hopelessness, guilt (mostly about surviving or not being able to save 

the others) and shame are some of the emotions attached to the experienced 

event's memory (Classen et aI., 1993). The person, after going through such 

a terrifying experience, may feel as being deeply hurt. Feelings of 

ineffectiveness, hostility, thinking of being under a continuous threat. .. are 

some other common psychological reactions, which follow the problems that 

occur after trauma. The person who has such a bad frame of mind would 

have some problems in their relationships with others, which in turn would 

precipitate their social withdrawal. Some changes in their personality features 

may occur with changes in their beliefs that are deteriorated after the event 
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(APA, 1994). 

The fourth symptom is 'numbing'. This is defined as "diminished 

responsiveness to the external world" (APA, 1994). After the trauma, the 

individual feels detached from his/her environment. S/he does not enjoy the 

activities that s/he used to have pleasure, s/he does not expect anything from 

future. His/her capacity to feel sentiments is decreased. That is, s/he can not 

feel emotions, especially the ones that are related to intimacy and sexuality. 

For example, in 1976, 26 schoolchildren and their bus driver were kidnapped 

near Chowchilla, California, by three gunmen and they were imprisoned in an 

underground cell. The captives escaped unharmed however the 

psychological effects were long lasting. One of these captives, a 12-year-old 

kidnap survivor, stated that he thought that he would die in very young age. 

He explained that he did not think he would be able to marry. Another 

survivor similarly stated that she thought she would die early because 

someone would shoot her (Hodgkinson and Stewart, 1991). Same issue is 

valid for the adults also. A victim who experienced various armed burglaries 

explained his numbness experience as: "It's like I'm on drugs. I feel 

disconnected, as if there is a veil between me and everyone else" 

(Hodgkinson and Stewart, 1991). Numbing is a kind of defense, which 

makes victim allowsthe victim to stay distant to his/her overwhelming 

feelings. In short term, this may be useful. However, as Hodgkinson and 

Stewart (1991) stated numbing " ... may persist and leave the survivor 

emotionally 'living dead"'. 
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If these mentioned symptoms continue for more than one month and 

if they impair the normal functioning of the individual, then the diagnosis of 

Post Traumatic Stress Disorder is considered (APA, 1994). 

Dissociation 

Historical information 

Throughout the history, people attempted to understand what is 

happening to those people who actually have dissociative disorders. In some 

cultures, religious meanings are attached to the symptoms (e.g. possession 

by devil) ($ar and YarglC;, 1997). 

A considerable amount of literature about dissociation and the 

relationship between dissociative symptoms and trauma has accumulated. 

The first person that studied dissociation systematically is considered to be 

Pierre Janet (1889; cited in van der Kolk, McFarlane, and Weisaeth, 1996). 

Although some of his contemporaries also worked on this topic, he was the 

first person to use the word "dissociation". He argued that dissociation is a 

genetic insufficiency in the individuals' psychological functioning which he 

called "Ia misere psychologique" (psychological insufficiency) (Janet, 1889; 

cited in Bremner, Marmar, 1998). According to his explanation, there is a kind 

of mental energy in "normal" individuals, which makes them able to unify all 

mental processes such as sensation, memory, cognition and affect. When 

these operations are unified, they enter under the control of the self. 

Dissociation occurs when the quantity of this energy is insufficient. This 

deficiency disables the personal self to unify these mental operations 

appropriately. Accordingly, during a very traumatic experience, the person 
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with lower mental energy would not be able to combine the memory of this 

experience and the emotions associated to it and dissociation would occur. 

Van der Kolk and van der Hart (1989) have explained Janet's clarification of 

dissociation in their article as "Awareness of emotions, thoughts; actions and 

sensations related to any particular experience is united in a single 

consciousness and is under voluntary controL .. Frightening or novel 

experiences may not fit into existent cognitive schemas; memories of these 

experiences then may be split off from conscious awareness and voluntary 

control, and fragments of unintegrated events may later show up as 

pathological automatism" (van der Kolk, van der Hart, 1989). 

According to Janet (1889; cited in van der Kolk and van der Hart, 

1989), dissociation is very critical in coping with the traumatic experience. 

Thus, it serves as a defense mechanism in protecting the person from the 

trauma (van der Hart and Horst, 1989; cited in Putnam, 1989). When 

dissociation occurs, new domains of consciousness of memories of the 

traumatic experiences are formed and they are called "subconscious fixed 

ideas" which organize all parts of the experience while not letting them into 

conscious awareness (van der Kolk, van der Hart, 1989). Janet considered 

the maladaptive function of this defense when it is used for a long time. In the 

long run, because of the blanks in the memories of the past experiences and 

because of the subconscious fixed ideas' influences on the current 

functioning (by flashbacks, dreams ... etc.), the dissociation causes a 

discontinuity in the life of the individual. The mechanism, which is out of the 

individual's control, becomes pathological and disturbing. 
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Approximately a decade later than Janet's studies, the notion of 

dissociation appeared in Freud's studies on hysteria, although he did not call 

it "dissociation". He called it "the defense hysteria" and explained as: "it 

occurs when the ego (as he called the personal consciousness) actively 

represses memories of the traumatic event to protect itself from experiencing 

the painful affects associated to them" (Breuer and Freud, 1893-1895/1955; 

cited in Bremner, Marmar, 1998). In time, the importance given to this issue 

decreased dramatically. 

Recent information 

After the end of the World War II, a new rise in the studies on 

dissociation began. The traumatic experiences of the soldiers and their 

reactions to those experiences received attention and brought up again the 

discussions about the relationship between trauma and dissociation. Before 

these new studies, dissociation was considered to be a part of some other 

mental disorders (e.g. Conversion, hysteria ... etc.). In the DSM I, the 

dissociation was separated from conversion (Kaya, 1996). It was considered 

to be the amnesic part of the hysteria while conversion was thought to be its 

sensorial part. Then, in DSM II, these two clusters were combined and called 

hysterical neurosis (Kaya, 1996). More recently, dissociation was defined in 

DSM III-R as "a disturbance or alteration in the normally integrative functions 

of identity, memory or consciousness" (APA, 1987). This definition is very 

similar to that of Janet. He was also defending that it was the separation of 

one component of the memory or consciousness from the other. In the last 

edition of DSM (DSM IV) dissociation was defined as the disturbance in the 
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integrity of memory, consciousness, identity and the perception of the 

environment (APA, 1994). 

Van der Kolk followed Janet's studies carefully and in a sense 

continued from his path. He defined dissociation as "a way of organizing 

information" (van der Kolk, 1996). He explained it as the separation of the 

different components of a traumatic experience, which normally come 

together to form the sense of self of the individual (van der Kolk, 1996). It 

serves as a function of protection for the individual. It prevents the person 

from feeling the overwhelming and intensive impacts of the trauma by not 

letting the experience of it come into consciousness. Kilstrom (1990; cited in 

Gershuny and Thayer, 1999) argued that in doing so, the person denies his 

introspective access to some memories. Van der Kolk, like Janet, 

emphasized the disadvantage of long-term usage of dissociation as a 

defense mechanism. He and some other researchers suggested that 

dissociation arrests the individual from experiencing the trauma entirely, 

which in turn makes the person maintain the post traumatic stress disorder 

(van der Kolk, 1996; van der Kolk, van der Hart and Marmar, 1996; Foa and 

Heart- Ikeda, 1996). 

Spiegel was a researcher who had similar opinions about dissociation 

with Janet's. He also argued that dissociation was a kind of defense. The 

person detaches his/her experiences from the feelings that s/he attached to 

these experiences. This process serves as a function of a defense 

mechanism that puts a distance between the traumatic experience and the 

individual, protecting the person from current overwhelming emotional threat. 

He suggested that dissociation is a psychological flight, when physically the 
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individual is unable to escape (Spiegel, 1988; cited in Allen, 1993; Herman, 

1997). In a sense, the person escapes cognitively and emotionally by 

changing his consciousness because physical flight is impossible (Herman, 

1997). According to Spiegel, the individual, when dissociated, "is separating 

mental processes and contents that are normally integrated. S/he is unable 

to think about two or more contents in connection with one another, perhaps 

instead alternating among contradictory experiences" (Spiegel, 1988; cited in 

Allen, 1993). This happens because of the divided or parallel access to 

awareness (Spiegel, 1990; cited in Gershuny and Thayer, 1999). Spiegel 

explained this as "loss of control over one's own state of mind" (Spiegel, 

1988; cited in Allen, 1993). 

Marmar et a!. (1996) and Steinberg (1995; cited in Gershuny and 

Thayer, 1999) described this concept as "fragmentation of the 

consciousness". Some other researchers (Cardena, 1994; cited in Gershuny 

and Thayer, 1999; Classen et ai, 1993) described the concept of dissociation 

similarly in their studies. 

Foa and Heart-Ikeda (1996) defined dissociation in a slightly different 

way, from a different perspective. They explained this phenomenon as the 

avoidance of thoughts or emotions of the person about the traumatic event. 

Continuity versus Discontinuity 

During the new efforts to explain the concept of dissociation, another 

problematic issue emerged "the continuity versus discontinuity of the 

awareness". Janet argued that there was a discontinuity and the dissociation 

was not encountered in "normal" individuals. Some other researchers (Waller 
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et aI., 1996) also agree with him and argue that Janet's model of dissociation 

explains the pathological dissociative symptoms better. In their studies, they 

found out that "there are two types of individuals: persons who experience 

chronic dissociative states and persons who do not" (Waller et aL, 1996). 

Accordingly, people who have chronic dissociative states are considered to 

have the pathological dissociation, the other ones are thought to have non­

pathological dissociations. 

On the other hand, generally, the opposite view is considered to be 

more accurate by many researchers. Prince (1905/1978; cited in Waller et 

aI., 1996) argued that dissociation is a continuous variable and it occurs in a 

spectrum ranging from lower forms to more pathological forms. According to 

the researchers that support this opinion, every individual has a degree of 

dissociative tendency (Waller et aI., 1996; Tutkun, 1998). The highly 

pathological forms of dissociation involve the DSM IV's "dissociative 

disorders" criterion. It is separated into five distinct disorders (APA, 1997): 

1- dissociative amnesia: described as the inability to recall some 

personal experiences and memories. 

2- dissociative fugue: the individual with this disorder travels away from 

his home and is unable to remember his past life. 

3- dissociative identity disorder. The individual has two or more separate 

identities in him/herself. 

4- depersonalization disorder. Individual experiences detachment from 

him/herself. S/he feels as if s/he lives in a dream. Out of body 

experience (watching one's own self and body from outside, like an 

observer) is very common. 
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5- dissociative disorder not otherwise specified: This category includes 

all other dissociative symptoms which do not meet the criteria 

described above. 

The milder forms of dissociation includes (Waller et aI., 1996): 

• Absorption (losing connection with the environment as a result of 

being too much involved in an activity), 

• Derealization/Depersonalization (sense of being out of body and 

watching oneself doing something from outside of the body), 

• Amnesia for dissociative states (having no memory about the activities 

or behaviors done, experience of finding oneself doing something that 

one has no idea about the beginning). 

Because most of the researchers agreed on this view of continuity, the 

measurement tools were developed in order to measure the degrees of 

dissociation in different individuals. The most widely used screening tool in 

research is "Dissociative Experiences Scale" (Bernstein and Putnam, 1986). 

In the studies done with this instrument, three factors that were explained 

above came out (Waller et aI., 1996): 

1- Absorption 

2- Derealization/Depersonalization 

3- Amnesia for dissociative states. 

Relationship between dissociation, trauma and PTSD 

The nature of the relationship between dissociation and PTSD has 

also been studied widely. It has been found that dissociative symptoms are 
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predictors of PTSD (Koopmanet aI., 1994). In their research on firestorm 

disaster victims, Koopman, Classen and Spiegel investigated the predictors 

of post traumatic stress symptoms in the Oakland/Berkeley firestorm 

survivors. They screened the dissociative experiences both right after the 

traumatic event and seven months later. They also examined their 

relationship of these experiences with the Posttraumatic Stress Disorder 

Symptoms. Their research results showed clearly that the dissociative 

symptoms reported immediately after the traumatic experience were 

positively correlated with PTSD even seven months after the event occurred 

(r=O.53, p<O.001). According to their findings, Koopman, Classen and 

Spiegel concluded that dissociative symptoms predict post traumatic stress 

symptoms more strongly than the other variables examined (e.g. anxiety and 

loss of personal autonomy). In another study, Bremner and Brett (1997; cited 

in Gershuny and Thayer, 1999) found that the Vietnam War veterans with 

PTSD have higher levels of dissociation than those without. On the other 

hand, there are some researchers who support that the relationship between 

the dissociation and PTSD is the other way around. Carlier and her 

colleagues (1996) conducted a research with traumatized police officers in 

order to find out the direction of the relationship. At the end, they found out 

that PTSD in the 3rd month was significantly related to dissociative symptoms 

in the 12th month. However, dissociation at the 3rd month was not found to 

have a significant relationship with the PTSD in the 1ih month. Having these 

results, the researchers concluded that PTSD is the predictor of the 

dissociation. The certainty of a relationship between PTSD and dissociation 

is agreed on by the researchers, however its nature is far from being 
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understood. 

Although the relationship between dissociation and trauma is obvious, 

what makes them connected so powerfully is not so well understood. Herman 

(1997) thought "the common denominator of psychological trauma is a 

feeling of intense fear, helplessness, loss of control and threat of 

annihilation". In addition to that, Gershuny and Thayer (1999) theorized that 

the arousal which leads to dissociation may be explained by intense fears, 

especially the fear of death has a great contribution to that issue. Other 

researchers provided data to support this claim. They (Blanchard et ai, 1995; 

cited in Gershuny and Thayer, 1999; Griffin et ai, 1997; cited in Gershuny 

and Thayer, 1999; Rothbaum, Foa et ai, 1992; cited in Gershuny and Thayer, 

1999) found out that "perceived lack of controllability is a predictor of the 

development of PTSD and death salience during and after the trauma relates 

to dissociation and PTSD" (Gershuny and Thayer, 1999). 

The role of exposure severity in dissociation and PTSD 

All these studies emphasize the importance of the intense fear of 

death associated with the traumatic experience in the development of PTSD 

and dissociation. In addition, the role that the severity of exposure plays in 

the development of these two disorders is very critical and is not clear 

enough. In a research, Shore et al. (1986) while studying the psychiatric 

reactions of the disaster survivors found out that there was a pattern of a 

"dose-response" in the victim's reactions. That is, the severity of the 

psychiatric reactions increases when the "dose" of the exposure augments. 

They studied three different groups of people: the highly exposed, the lowly 
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exposed and the control group. They defined the highly exposed people as 

having lost at least $5,000 in their property and a family member or a very 

close relative. The control group was chosen from another city. In their 

results, Shore, Tatum and Vollmer found that there was a significant 

difference in the psychiatric reactions of the three different groups. The 

psychiatric responses that they looked for were depression, generalized 

anxiety and posttraumatic stress disorder. From these findings the authors 

concluded that the individuals who are exposed more severely to the 

traumatic phenomena constitute the "at-risk population" for the psychiatric 

disorders. 

Goenjian and his colleagues (1994) studied the impact of the severity 

of the trauma and PTSD with 1988 Armenia earthquake survivors. They 

compared the reactions of the survivors of the three cities at increasing 

distances from the earthquake epicenter in order to examine the relation of 

the degree of exposure and the severity of posttraumatic reaction. The 

findings revealed that survivors who live in cities closer to the epicenter had 

significantly higher scores and had much greater rates of chronic severe 

posttraumatic stress. In another study, Sounders and Giolas (1991; cited in 

Bremner and Marmar, 1998) while studying with psychologically disturbed 

adolescents found some similar results. Their results were supporting the 

significant positive correlation between the severity of victims' past traumatic 

experience and high levels of current dissociative experiences (Bremner and 

Marmar, 1998). In a different research, Kirby et al (1993; cited in Bremner 

and Marmar, 1998) worked with abuse victims selected from a private 

psychiatric hospital. In this research, the relationship between the 
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dissociative symptoms and different criteria of abuse experience was 

investigated. Similar to those other studies that examined the relationship 

among the level of exposure, PTSD and dissociative symptoms, Kirby and 

his colleagues found out that when the severity of the abuse increased, the 

victims' traumatization increased too. Furthermore, dissociation levels of 

these people augmented. 

Various researchers defined "the level of exposure" in different ways 

and each one studied it in his own way. Another example to this 

phenomenon is encountered in Bremner and Marmar's study (1998). They 

examined the same issue in a slightly different way. They examined both 

physical and sexual abuse victims. The researchers found out that 

participants who experienced both types of abuses simultaneously scored 

higher in the Dissociative Experiences Scale than the ones who experienced 

a single type. In their study, the authors defined the high exposure as being 

exposed to multiple traumatic experiences simultaneously. 

All these studies explored the relationship between dissociation and 

severity of exposure, PTSD and exposure. On the other hand, there is no 

literature available, which unifies these studies and which investigates the 

role that the exposure severity plays in the relationship between the 

dissociative tendencies and PTSD. The lack of research on this subject was 

one of the most important motives behind this present study. 
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The Aim of the Study: 

The izmit earthquake, which was named as "the disaster of the 

century", affected a very large number of people in Turkey. Everybody felt a 

great terror, they lost their sense of life security. They were confronted very 

harshly with the reality of death and losing control over their lives. As a 

consequence of the trauma experienced, many people had symptoms of 

psychiatric illnesses. The severity of the symptoms showed diversity in 

different individuals. What made this difference? Why some people had 

greater number of symptoms than the others? And why some people do not 

have any of these symptoms although they experienced the earthquake more 

severely? These questions were the starting point of this research. The 

literature reviewed about disasters and the psychological illnesses showed 

that, there is a close relationship among the traumatic experiences, 

posttraumatic stress disorder and dissociation. However, research done on 

this topic did not clarify enough the role of the "severity of the traumatic 

experience" factor in this relationship. In this research, we aimed to study this 

factor and its influence on the relationship between PTSD and dissociative 

tendencies. 
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Hypotheses 

In the light of all the research conducted on this topic, it is 

hypothesized in this study that: 

1- The individuals with PTSD diagnosis will have higher dissociative 

tendencies. 

2- The individuals who experienced the earthquake more severly will have 

more dissociative experiences. 

3- The individuals who were more severely exposed to the trauma will have 

more severe PTSD symptoms. 

4- When the dissociative tendencies of the participants are high, their PTSD 

symptom severity will be high regardless of their severity of exposure. 
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METHOD 

Participants 
~ 

The participallts of this research were selected from the survivors of 

izmit earthquake that occurred in August 17, 1999. Four different groups from 

Yalova, izmit, Sanyer and Kuguk Cekmece were selected. These groups 

were distinguished in order to examine the difference that the level of 

exposure would cause. The exposure severity degrees of those places are 

shown in Figure 1. 

When the severity of the earthquake in those different regions are 

compared it is found that the most severe exposure was experienced in izmit 

and Yalova. These places were shown in red symbolizing a destructive 

earthquake. The regions shown with the same color have experienced the 

earthquake in the same level of severity. Accordingly, Yalova and izmit have 

had the same level of exposure. The participants from Kuguk Cekmece did 

not feel the earthquake as strongly as (shown as dark yellow in the Figure 1) 

the first two groups, however their experience was more severe than the 

group included from Sanyer. 

The participants selected from izmit and Yalova were picked from tent 

cities and prefabricated housing neighborhoods. There was a difficulty in 

accessing to the survivors, therefore the participants were chosen by 

haphazard sampling method. The first group was selected from izmit. This 

city was the epicenter of the earthquake. The data were collected from 

women who live in izmit and who experienced the disaster in this city. The 

reason why the women were chosen for the research is because the data 
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collection had to be done during the daytime and this group was the most 

easily accessible cluster of people. The battery was given to 88 women but 

11 questionnaires had to be eliminated (6 of them rejected to fill out the 

battery, 5 of them gave their questionnaires to their husbands). In total, 77 

batteries from izmit were gathered. 

The second group of earthquake survivors was selected from Yalova. 

The same procedure of selection was used. The total number of 

questionnaires distributed was 22 and all of them were received without any 

data loss. 

The other participants of this research were selected from Sanyer and 

Kuc;uk Cekmece; two different regions of Istanbul. The individuals living in 

this city experienced the earthquake also. However the severity and the 

magnitude of the shock was significantly lower than the one experienced in 

the regions near to the epicenter. The two different regions from Istanbul 

were selected because they experienced the disaster in two different levels. 

The participants who live in Kuc;uk Cekmece felt it more severely and their 

loss was much more than the ones in Sanyer (Figure 1). 

Two different neighborhoods were selected from Sanyer. The women 

who accepted to participate in the study were given the battery. The 

procedure was the same as the procedure with the earthquake survivors. 

The rationale of the research was explained, the battery was clarified, their 

questions were answered and they were left alone for 45 minutes to fill out 

the form. Women in this region were highly hesitant in participating in such 

an activity because they were afraid of having trouble with their husbands. As 

a consequence of that, the rejections were very high in this group. The total 
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number of houses chosen from these neighborhoods was 55 however the 

data collected from that region was 38. 

In the last group (Kuguk Cekmece), data gathering was quite different 

from the other groups. The batteries were given to five nurses in the public 

health center of the region selected. The nurses were instructed about the 

administration and the battery. The forms were administered to the women 

who came to the health center for any reason. The total number of data 

collected from this region was 43. 

Instruments 

In the current study a battery was prepared. It included a dissociative 

tendency scale and a posttraumatic stress disorder scale. A questionnaire to 

measure the severity of exposure was added to these scales. Some 

questions about the influence of the media on the subjective experience of 

the trauma and the demographical information were organized together with 

the other scales. 

Dissociative Experiences Scale (Turkish version) (Yarglc, Tutkun and Sar, 

1995): 

In order to screen the dissociative tendencies the Turkish version 

(Yargic, Tutkun, and Sar, 1995) of "dissociative experiences scale" (DES) 

which was originally developed and standardized by Bernstein and Putnam 

(1986) has been utilized. This scale is constituted of 28 self-administered 

questions. The administration takes approximately 10-15 minutes. Some of 

the items were adopted from other dissociation measures, some others were 
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created by some clinical interview tools used, especially from Multiple 

Personality Disorder interviews (Waller, Putnam, and Carlson, 1996). 

Dissociative Experiences Scale measures dissociation as a 

continuous construct. That is, every individual may experience dissociation in 

different levels beginning from non-pathological dissociation to more severe 

ones, the pathological dissociation. The individuals' scores range from 0 to 

100. Higher scores indicate higher dissociative tendencies or more 

pathological dissociation experiences. 

The items were concentrated on three topics: 1- Amnesia, 2-

Derealization/depersonalization and 3- Absorption (Waller, Putnam, and 

Carlson, 1996). 

Two different types of items assess the amnesia factor. The first one is 

about the individual's experiences of no memory on some of his/her complex 

behaviors (e.g. items 6 and 8, in appendix A). 

The second type is about the individual's experience of finding oneself 

engaged in an activity that s/he does not know how s/he became involved in 

(e.g. items 1 and 3, in appendix A). 

Another factor measured by Dissociative Experiences Scale is 

"depersonalization/derealization". That is, the individual's experience of 

feeling detached from his/her body and him/herself. The person, who 

experiences this, feels like living in a movie or in a dream (DSM IV, 1994) 

(e.g. items 12 and 28, in appendix A). 

The third factor assessed by DES is the experience of absorption. 

That is, "the narrowing of attention and a disposition for having episodes of 

single total attention that fully engage one's representational resources" 
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(Bremner, Marmar, 1998). In this situation, the individual is so involved in an 

activity that s/he is detached from his/her surrounding (e.g. items 17 and 18, 

in appendix A). 

In this rese~rch, the Turkish adaptation of DES was used. It was 

translated and adopted by, Yarglg, Tutkun and $ar (1995). Its test-retest 

reliability coefficient was 0.78 (p< 0.001, N=32) (Yarglg, Tutkun, and $ar, 

1995). This version of the scale is found to differentiate successfully a group 

of people with dissociative disorders from the two other groups that it was 

compared with: a group of people with other psychiatric disorders and a 

normal group (without any psychiatric disorder). Its scores were correlated 

with the scores of another dissociation scale (DIS-Q) (r=0.90). (Aydemir and 

K6roglu, 2000). In order to measure the internal consistency, Cronbach alpha 

was computed and it was found to be 0.91 (Yarglg, Tutkun, and $ar, 1995) 

Posttraumatic Stress Diagnostic Scale (Foa, 1995): 

Turkish translation of the Posttraumatic Stress Diagnostic Scale (PDS) 

developed by Edna Foa (1995) was used (Appendix B). By utilizing this 

scale, Posttraumatic Stress Disorder symptoms of the participants and the 

severity of these symptoms were screened. Similar to DES, PDS is a self­

administered scale. It is composed of 49 items. 

The items of PDS were prepared according to the six diagnostic 

criteria of posttraumatic stress disorder in DSM IV (Appendix D). First two 

parts of the scale consist of questions asked about the criterion A. That is, it 

examines if the individual is exposed to a traumatic event in his/her life. 

There is a list of traumatic events, which might be experienced or witnessed. 
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The participants are asked to mark "yes" or "no" according to their 

experiences. There are also some additional questions about the traumatic 

events that were marked as "yes" in the first part. For example it was asked 

how long ago the traumatic event happened, wa~s the individual physically 

injured and during this traumatic event did the individual feel helpless (Foa, 

1995). 

In the third part, the criteria B, C, 0 and E are examined (Appendix C). 

The items 1-5 check the criterion B, the "reexperiencing" symptom of PTSD. 

The items through 6-12 examine the criterion C which is about the 

"avoidance" symptoms of PTSD. The questions 13-17 explore the "arousal" 

symptom indicated in the criterion 0 of DSM IV (appendix C). 

The next criterion, "duration of the symptoms" is assessed by simply 

asking how long these problems took place. The next part of the scale is 

prepared to measure the impact of the problems on the daily functioning. In 

this part, some areas of life are listed and the participants are asked to mark 

if these areas of their lives were affected by the problems that they rated in 

the questionnaire. The whole PDS questionnaire takes approximately 15-20 

minutes to administer. The scores range from 0 to 51. Higher scores signify 

higher number of symptoms and high severity. In the original scale the cut­

offs for the severity ratings were: 

<10 

11 - 20 

21 - 35 

~36 

mild 

moderate 

moderate to severe 

severe 

and the same rating categories were used for the Turkish translation of the 

scale. 
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The Turkish adaptation of this scale was not completed when it was 

used in this study. Therefore, its reliability analysis was carried out after the 

data were gathered. 

Severity of Exposure: 

In order to develop items for measuring the severity of exposure to the 

earthquake, a list of 14 different traumatic experiences about the earthquake 

was prepared. In order to find the appropriate ranking of the severity levels, 

the list was given to 25 university students to put in an order the traumatic 

events according to their severity. They listed these 14 experiences from the 

least painful to the worst. The rankings made by the university students were 

gathered (the dimension formed by this rankings is shown in Appendix D) 

and quantified. First of all, these items were transformed into questions and a 

questionnaire was formed. The items of this questionnaire began from the 

worst situation (loss of a family member) and ends with the relatively mild 

one (property loss) (Appendix E). Then, an item coefficient for each 

experience was derived. For example, the item number 3 was "the death of 

his/her child". 19 out of 25 considered it as the most traumatic situation and 

ranked it as the 14th. The other 6 ranked it as 13th . The item coefficient for 

this experienced was 

(19*14) + (6*13) = 344. 

The participants were given the questionnaire prepared. The scale 

measured how many traumatic experiences they lived. Then, these 

experiences were multiplied with their item coefficients and were added 

together. The number derived from this operation is the participants' 

, ,~ ! 
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exposure level score. The minimum score was 0 and the maximum score 

was 2016. 

Impact of Media: 

In addition to the questionnaire's own items, four questions were 

added in order to ask the impact of media on the survivors (Appendix F). This 

was very important because, after the earthquake, many live shows 

broad casted and shocking pictures were published in the newspapers. All 

these factors were thought to have a negative impact on the individuals. 

Demographic Information: 

All of the scales were put together and an additional page was added for the 

demographic information (age, marital status, education level, socioeconomic 

status) (Appendix G). The distribution of the demographical variables in 

different groups used in the study was summarized in Table 1. 
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TABLE 1 

THE DEMOGRAPHIC CHARACTERISTICS OF THE 

PARTICIPANTS 

YALOVA iZMiT SARIYER KOCOK 

AGES 
CEKMECE 

range 23-53 18-52 17-56 20-60 

mean 34 46 39 47 

MARITAL STATUS 

Married 17 70 36 38 

Divorced 4 4 1 2 

Other 1 3 1 3 

EDUCATION 

Middle school or less 10 54 26 18 

Middle school 2 9 7 3 
graduate 

Highschool graduate 9 12 4 20 

University graduate 1 0 1 1 

Not specified 0 2 0 1 

TOTAL 22 77 38 43 

Procedure 

The data collection began from the earthquake survivors. Some of 

them were living in the tent cities, others were living in the prefabricated 

houses. The battery was distributed to the chosen women in the tents (or the 

prefabricated houses). First of all, they were given information about the aim 

of the research. After having their consent, they were informed about how to 

fill out the battery. Their questions were answered and they were left alone 

for 45 minutes to complete the scales. The ones who could not finish within 
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the 45 minutes were given additional time. For illiterate participants, the 

batteries were administered verbally by the researcher. After collecting the 

data from the earthquake survivors, the data were collected from the two 

groups of participants from Istanbul: Sanyer and Kuguk yekmece. In this 

region, also, the women who accepted to participate in the study were given 

the battery. The procedure in Sanyer was the same as the procedure with 

the earthquake survivors. 

In Kuguk yekmece, the batteries were given to five nurses in the 

public health center of the region selected. The nurses, who were instructed 

about the administration and the battery, managed to collect the data from 

this area. After two weeks, when all forms were filled out, they were taken 

back. 
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RESULTS 

Descriptive Analyses Results 

The descriptive statistics for the variables~ used in the study 

(Dissociative experiences scores, exposure scores, impact of the 

earthquake, PTSD symptom severity and PTSD number of symptoms) were 

presented in Table2. 

Table 2 

Descriptive Statistics 

N Mean St.Oev. 

Dissociative Experiences Scale 
Yalova 21 616,57 520,53 
Izmit 74 672,00 566,96 
Sanyer 37 611,14 513,89 
K. <;ekmece 43 376,35 326,99 
Average 175 579,83 510,55 

Exposure 
Yalova 17 980,35 546,56 
Izmit 57 796,60 376,40 

Sanyer 37 131,11 192,30 

K. <;ekmece 40 47,30 118,14 

Average 151 455,73 493,03 

Influence of the Earthquake 
Yalova 22 3,27 0,77 

Izmit 77 3,45 0,79 

Sanyer 37 2,57 1,26 

K. <;ekmece 43 2,49 0,94 

Average 179 3,02 1,03 

PTSD Symptom Severity 
Yalova 15 26,60 9,25 

Izmit 53 30,13 11,07 

Sanyer 27 16,70 8,82 

K. <;ekmece 31 17,90 13,38 

Average 126 23,83 12,69 

PTSD Number of Symptoms 
Yalova 15 13,13 3,16 

Izmit 53 13,13 3,77 

Sanyer 27 9,56 3,24 

K. <;ekmece 31 9,58 5,16 

Average 126 11,49 4,33 
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The four groups of participants (Yalova, Izmit, Sanyer and Kuguk 

Cekmece) were recoded as two groups: "participants from the earthquake 

region" and "participants from Istanbul". 

The Reliability Analysis of Posttraumatic Stress Diagnostic Scale 

The reliability analysis for the posttraumatic stress diagnostic scale 

was carried out. The results revealed a high reliability with a Cronbach alpha 

.95. 

ANOVA Analyses Results 

When the Dissociative Experiences Scale (DES) scores of the 

participants form the earthquake region were compared with the participants 

Istanbul, a significant difference was found (F(1, 174)=5,21, p<,05). The DES 

scores of the individuals form the earthquake region was significantly higher 

than the ones' from Istanbul. This difference was still significant when it was 

analyzed for the four regions separately (F(3,174)=3,28, p<,05). However, 

the post hoc result showed that the difference observed only Izmit and KOgOk 

Cekmece. The DES scores of the participants from Izmit were found to be 

significantly higher than the ones' from KOgOk C;ekmece (mean difference 

295,6, p<,05). Contrary to what was expected, DES scores from Sanyer 

were higher than the ones' from KOgOk C;ekmece (mean (Sanyer)=611, 1; 

mean (KOgOk Cekmece)=376,3) (F(3,174)=3,28, p<,05). 

A total exposure score was computed for each participant. The 

ANOVA analysis for two groups (earthquake region and Istanbul) and 

exposure scores revealed a significant exposure effect (F(1, 150)=209,22, 
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p<,01). Then, the same analysis was carried out with 4 groups (lzmit, Yalova, 

Sanyer and Kuguk Cekmece) and exposure scores. A significant exposure 

effect was found, also (F(3,150)=73,5, p<.01). The post hoc analysis showed 

that, as expected, the significant differences between these regions were due 

to the differences between the earthquake regions versus Istanbul regions 

(p<.01). 

In order to evaluate the effects of dissociative tendencies on PTSD 

symptom severity, the data were divided into two categories: low DES scores 

(lower than the mean) and high DES scores (higher than the mean). Then, 

ANOVA analysis was carried out. The results showed that when DES scores 

were low, the PTSD symptom severities of the participants were affected by 

the severity of their exposure. That is, in the group with low DES scores, the 

ones who have high exposure levels, have high PTSD symptom severities 

(F(1,44)=5,86, p<,05). Among the low DES category, the mean score of 

PTSD symptom severity for the earthquake region (mean=26) was 

significantly higher than the ones' in Istanbul (mean=15) (F(1 ,78)=23,71, 

p<,01). The same analysis was carried out with four groups and the result 

was still significant (F(3,44)=3,08, p<,05). The Tukey test showed that this 

significance was due to the mean difference between the PTSD symptom 

severities of Izmit and Sanyer (mean difference= 12,38 , p<,01), and Izmit 

and Kuguk Cekmece (mean difference= 12,43, p<,01). Additionally, similar 

analyses were carried out for the high DES score group. Contrary to what 

was expected for this group, an impact of exposure severity on the PTSD 

symptom severity was found (F(1 ,44)=5,86, p<,05). That is, when severely 

exposed to the trauma, the individuals with high DES scores have high PTSD 
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symptom severity. Accordingly, when their exposure levels were low, their 

symptom severities were found to be low, despite their high dissociative 

tendencies. Tukey test showed that the significance of the difference 

between the PTSD symptom severity means of Izmit and Sanyer (mean 

difference=12,24, p<,05) explained the significance between the means of 

earthquake region and Istanbul. 

The relationship among the demographic variables (age, education, 

number of years s/he lives there and number of people living in the house) 

and DES was computed. As a result, no significant relationship was found. 

The income variable was recode as 4 groups: 400 million or above, 400-200 

million, 200-100 million and 100 million and less. ANOVA analysis result with 

DES scores was not significant (F(3,145)=1,68, p=,17). 

Correlational Analyses Results 

Table 3 shows the frequency and percent of PTSD. The correlational 

analysis of PTSD and DES scores yielded a significant and positive 

correlation (r=,259; p<,01). Two different scores were also derived from the 

participants' PDS scores: symptom severity (PTSD ss) and number of 

symptoms (PTSD ns). 
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Table 3 

Frequency and Percent of Respondents with PTSD 

N Frequ~ncy Percent 

YALOVA 22 13,00 59,09 

IZMIT 77 41,00 53,25 

SA RIYER 38 15,00 39,47 

K. 9EKMECE 43 16,00 37,21 

The variable PTSD was separated into three subcategories according 

to the three symptom types that the scale measures: reexperiencing, arousal 

and avoidance. The relationship of these subcategories with other variables 

were also investigated. The correlation analysis of DES with these three 

symptoms revealed that there is significant and positive correlations (Table 

4). 

The correlation between exposure and DES scores was significant 

(Table 4). However, this correlation was very low (r=, 172, p<,05). A 

significant and positive correlation was obtained when exposure and PTSD 

were analyzed (r=,23, p<,05). Similar coefficients were observed when 

exposure was correlated with PTSD subcategories (Table 4). 
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I 

EXPOSURE AROUSAL REEXPER. 
#OF #OF 

SYMPTOM SYMPTOM 
AROUSAL 0,240* 
#OF 
SYMPTOMS 
REEXPER. 0,274** 0,581** 
#OF 
SYMPTOMS 
AVOID. 0,213* 0,603** 0,551** 
#OF 
SYMPTOMS 
PTSD 0,355** 0,715** 0,710** 
SYMPTOM 
SEVERITY 
PTSD 0,302** 0,836** 0,798** 
#OF 
SYMPTOMS 
REEXPER. 0,321** 0,534** 0,802** 
SYMPTOM 
SEVERITY 
AVOID. 0,235* 0,543** 0,531 ** 
SYMPTOM 
SEVERITY 
AROUSAL 0,317** 0,817** 0,570** 
SYMPTOM 
SEVERITY 
PTSD 0,234* 0,593** 0,527** 

DES 0,171 * 0,221 * 0,221 * 
- .. -

** Correlation is significant at the 0,01 level (2-tailed) 

* Correlation is significant at the 0,05 level (2-tailed) 

CORRELATION TABLE 

AVOID. PTSD PTSD REEXPER. AVOID. AROUSAL PTSD 
#OF SYMPTOM #OF SYMPTOM SYMPTOM SYMPTOM 

SYMPTOM SEVERITY SYMPTOM SEVERITY SEVERITY SEVERITY 

0,763** 

0,896** 0,862** 

0,499** 0,864** 0,691 ** 

0,891 ** 0,890** 0,818** 0,637** 

0,548** 0,868** 0,736** 0,686** 0,629** 

0,791 ** 0,672** 0,777** 0,476** 0,721 ** 0,530** 

0,198* 0,331 ** 0,254** 0,322** 0,247** 0,312** 0,259** 
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An item that examined the subjective effect of the earthquake was 

added to the questionnaire. It measured the subjective level of exposure to 

the earthquake (DEPET). When its relationship with exposure and DES were 

investigated, the correlation analysis revealed that DEPET scores were 

significantly and positively correlated with the exposure score (r=,126, p<,01). 

However, its correlation with DES was not significant (p=,09). Additionally, 

significant relationship were found between DEPET and PTSD subcategories 

(Table 5). 

Table 5 

Correlation Tables of PTSD Subsection and the Impact of the Earthquake 

IMPACT OF AROUSAL REEXPERIENCING 
EARTHQUAKE #OF #OF 

SYMPTOMS SYMPTOMS 

AROUSAL # OF SYMPTOMS 0,355 

REEXPERIENCING # OF 

SYMPTOMS 0,357 0,582 

AVOIDANCE #OF SYMPTOMS 0,333 0,603 0,551 

Discriminant Function Analysis Result 

Discriminant function analysis was conducted using location of 

participants, DES and exposure in order to predict PTSD symptom severity. 

The location of participants and DES were found to be significant in 

discriminating (for both of them, p<,01). The prediction of PTSD symptom 

severity was found to be 67,7% accurate. 
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DISCUSSION 

The aim of the present study was to invesJigate the relationship 

between the dissociative tendencies and posttraumatic stress disorder. In 

addition to that, the role of the severity of exposure in this relationship was 

explored. The relationship between the dissociative tendencies and the 

severity of exposure was examined also. 

First, it was hypothesized that the individuals with PTSD diagnosis will 

have higher dissociative tendencies. The results of the study were supporting 

this prediction. A significant and positive correlation between the dissociative 

experiences scale scores and posttraumatic stress diagnostic scale scores of 

the participants were found. 

Secondly, it was hypothesized that the individuals who were severely 

exposed to the earthquake will have higher dissociative experiences. The 

results verified the prediction partially. That is, the Dissociative Experiences 

Scale scores of the participants from the earthquake region were the highest 

among the research population. Then, the participantsfrom Yalova followed 

Izmit's scores. However, contrary to what was expected, the participants from 

Kuc;uk Cekmece have less dissociative experiences scale scores than the 

ones' from Sanyer. 

The third hypothesis, which states that the posttraumatic stress 

disorder symptom severity will increase with the exposure severity, was 

confirmed by parallel findings in the study. The PTSD symptom severity of 

the participants from the earthqua~e region was significantly higher than the 

ones' from Istanbul. 
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The last hypothesis of this study was about the role of the severity of 

exposure in the relationship between the dissociative tendencies and 

posttraumatic stress disorder. It was predicted that when the dissociative 

tendencies of the participants are high, their severity of exposure would not 

affect their PTSD symptom severity. However, if they have lower level of 

dissociative tendencies, their exposure will have an impact on the 

participants' PTSD symptom severity. This hypothesis was not confirmed by 

the findings of the research. 

In the study, a dissociative experiences score was computed. This 

score was expected to be higher in the participants living in the earthquake 

region than the ones living in Istanbul. This prediction was made because, as 

reviewed above, under such a traumatic condition, the people who 

experience more fear would have higher dissociation. The result of other 

research studies results confirms this expectation, too. Starting with Pierre 

Janet, the research studies on dissociation showed that dissociation is a way 

of coping with the traumatic experiences, which cause an extensive 

psychological pain to the victim. In parallel to the outcomes of the studies 

done before (e.g. van der Hart and Horst, 1989; Bremner and Marmar, 1998; 

Foa and Heart-Ikeda, 1996), the results of the present study indicated a 

significant difference between the levels of dissociation experiences of the 

participant in the earthquake region and Istanbul. The levels were 

significantly higher in the earthquake region. However, a more detailed 

analysis revealed rather contradictory outcome. Although the participants 

from Kuyuk Cekmece experienced the disaster more severely, their 

dissociation scores came out lower than the participants from Sanyer. This 
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unexpected outcome could not be stemmed out of a measurement error in 

finding the exposure levels, because they came out to be in concordance 

with the earthquake severity map in Figure 1. The problem may be caused by 

the selection of the sample. The living standards of the participants from 

KUyUk <;ekmece are higher than the ones from Sanyer. The participants 

selected from Sanyer were mostly from very low socioeconomic status. 

These women were already living very traumatic lives before the earthquake. 

Most of them were (and still are) beaten by their husbands; they are always 

under the threat of losing their houses (because they built them without the 

proper permissions). The participants from KUyuk <;ekmece were from a 

higher socioeconomic level. They live in better houses and in better 

conditions than the other group. As it was reviewed in the introduction, the 

accummulation of the traumatic events in peoples' lives may cause higher 

dissociation. That is, when the individual experiences multiple and severe 

trauma, s/he shows higher levels of dissociation (Carlson, Rosser-Hogan, 

1991). These conditions might be a cause of the high dissociative experience 

scores in Sanyer. This explains also the significant relationship between the 

dissociative experience scores and the income level of the Istanbul 

participants. The analysis shows that, just for Istanbul participants, when the 

income level increases, the dissociative experience scores decreases. 

The present study also confirmed the consensus about the 

relationship between the dissociative symptoms and PTSD (Brende, 1987; 

Bremner et ai, 1992; Koopman et. al. 1994; Marmar et ai, 1996, Eriksson and 

Lundin, 1996). That is, if the individuals' dissociative tendencies are high, so 

are their PTSD symptom severities. However, since it is not in the scope of 
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this research, the nature of this relationship was not clarified. The outcome 

did not change, when the analysis was repeated with the subcategories of 

the posttraumatic stress disorder. These subcategories were the disease's 

symptoms: arousal, reexperiencing and avoidance. The relationship between 

the participants' dissociative experience scores and the PTSD symptoms 

was significant. There were not significant differences among the strengths of 

the correlations. That is, dissociative experience scores were approximately 

equally correlated with the three symptoms of the posttraumatic stress 

disorder. 

Goenjian and his colleagues (1994), in their research, found that there 

is a relationship between the degree of exposure to the traumatic experience 

and the severity of the PTSD symptoms. As expected, the findings of the 

present study demonstrated the same association. This relationship was 

confirmed in two ways. First, the correlation between the exposure level 

scores and posttraumatic stress disorder score were analyzed. Then, the 

same correlational analysis was carried out with the subjective exposure 

levels of the participants. In addition to these positive outcomes, the results 

did not change when repeated with PTSD's subcategories. The earthquake 

survivors, who were exposed more severely, showed higher PTDS symptom 

severity. This indicates a relationship between the severity of exposure and 

PTSD severity. Goenjian and his colleagues conceptualized the "severity of 

exposure" slightly differently than the current study. They chose their 

participants from three different cities at increasing distances from the 

epicenter of the earthquake. In the present research this aspect of the 

exposure was controlled. In addition to that, two different aspects were added 
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to better conceptualize it: the loss of a loved one (family member or friend) 

and property. At the end, although the meaning of the concept was narrowed, 

as expected, the same result was achieved. 

The relationship between the severity of exposure and PTSD did not 

get the attention it deserves. That is why there are not many studies on this 

subject. The results of a few studies done on this issue yielded similar 

findings to that of Goenjian and his colleagues' (1994): when the severity of 

exposure increases, the severity of PTSD symptoms of the participants 

increases too (Carlson and Rosser-Hogan, 1991; Nolen-Hoeksema and 

Morrow, 1991; Marmar et. ai, 1996). 

It is established that there is an association between posttraumatic 

stress disorder and exposure. Also, a relationship was found between the 

dissociative tendencies and posttraumatic stress disorder. Does this mean 

that a correlation between dissociative tendencies and severity of exposure? 

If the individual is exposed to a traumatic situation and developed PTSD, 

does this mean that s/he would have high dissociative tendencies? In the 

current study, a correlational relationship between the severity of exposure 

and dissociative experiences was found. That is, as predicted, the individuals 

who were more severely exposed to the earthquake had higher dissociative 

experiences scale scores. Result confirmed the findings of Carlson and 

Rosser-Hogan (1991). They studied with Cambodian refugees and 

concluded that there is a relationship between the amount of the trauma and 

the dissociation. 

For the investigation of relationship among these three variables, a 

separate hypothesis was derived (the fourth hypothesis). It was predicted 
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that the participants' PTSD symptom severity would be affected by their 

exposure severity if they have high dissociative tendencies. The ones with 

lower dissociative tendencies were expected to have the disorder only when 

they were severely exposed to the trauma. When the individual undergoes in 

a traumatic situation, if s/he has high dissociative tendencies, s/he will use 

dissociation as a regular defense. This view was proposed by Pierre Janet 

(1909a, cited in van der Kolk et ai, 1996). He suggested that, even though 

the dissociation becomes malfunctioned and maladaptive, the individual 

continues to use it as a way to cope with the overwhelming traumatic 

situation. This defense remains and the person uses it automatically in 

subsequent stresses. Van der Kolk agreed with Janet and explained the 

process as: 

"People who have earlier learned to use this mode of coping with threat 

seem to be particularly vulnerable to using it again during acute stress ... ln the 

long run, people may adapt to the combination of dissociation and other ways of 

coping with the trauma by developing a wide spectrum of mental disorder." (van 

der Kolk et ai, 1996). 

If this approach is considered to be true, it should be expected that 

people, who have high dissociative tendencies, would learn using 

dissociation as a defense mechanism for the traumatic stress. They will 

utilize it in every stressful situation that they encountered. Using this way of 

coping would end with a psychiatric disorder (Janet, 1909a, cited in van der 

Kolk et ai, 1996). Therefore, these people would be expected to develop 

PTSD, regardless of their exposure severity levels. However, the findings of 

the present study did not confirm this idea. 
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Results showed that, when the dissociative tendencies are low the , 

exposure severity affected the individual's PTSD symptom severity. If s/he is 

highly exposed to the trauma, his/her symptoms of PTSD increased. 

Contrary to what wa~ predicted, when the dissociation level is high, exposure 

severity played an important role in the symptom severity level of the 

participants. The ones, who experienced the earthquake more severely, had 

higher symptom severity. In the light of this study, it is possible to say that, 

the impact of the severity of exposure on the development of posttraumatic 

stress disorder is stronger than the dissociative tendencies'. 

Nevertheless, since no literature is available on this subject, before 

conducting additional research on this issue, it might be too early to reach a 

definite conclusion. Additional\y, because of the limited sample size, the 

results should be interpreted cautiously. 

The Shortcomings of the Study and Suggestion for Further Research 

Though carried out with correct methodology, the current study has 

some shortcomings. First of al\, some problems in choosing the sample 

groups were encountered because of the difficulty in accessing the 

participants. The separate groups could not be matched perfectly and the 

sample size was limited. These problems may have had some effects on the 

outcomes of the study. Therefore, it is suggested that this study should be 

replicated with different populations and with different kinds of traumatic 

experiences. 

The exploration of the relationship among PTSD, Dissociation and 

Severity of Exposure is very new arid the findings are far from being 
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satisfactory. Additional studies with different samples will help to understand 

the nature of their relationship. Also, the cause and effect relation between 

the dissociation and posttraumatic stress disorder is not apparent. It had to 

be clarified by doing additional research on these Issues. 

Some ch~nges in the measurement of the exposure severity would 

bring additional gains to the field. If the subjective and objective perception of 

the severity in exposure scores can be put together, a more reliable result 

would be reached. 
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FIGURE 1: THE MAP SHOWING THE REGIONS THAT THE EARTHQUAKE WAS EXPERIENCED IN THE SAME SEVERITY 

LEVELS (Ozmen, 2000) 
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Bu test gunltik hayatImzda ba~mlzdan geymi~ olabilecek ya~antIlan konu alan 28 
sorudan meydana gelmektedir. Sizde bu ya~antIlann ne slkhkta oldugunu anlamak 
istiyoruz. Yamt verirken, alkol ya da ilay etkisi altmda meydana gel en ya~atIlan 
degerlendirmeye katmaymlz. Lutfen her sOfuda, anlatllan durumun sizdekine ne 
olyude uydugunu 100 uzerinden degerlendiriniz ve uygun olan rakaml i~aret1eyiniz. 

SORULAR 

1. Bazl insanlar, yolculuk yaparken yol boyunca ya da yolun bir bolumiinde neler 
oldugunu hatulamadlklanm birden farkederler. Bu durumun sizde ne slkhkta 
oldugunu yiiz uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

2. Bazl insanlar zaman zaman, birisini dinlerken, soylenenlerin bir kIsmml ya da 
tamamllll duymaml~ olduklanm birden farkederler.Bu dummun sizde ne slkhkta 
oldugunu yiiz uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

3. Bazl insanlar kimi zaman, kendilerini nasll geldiklerini bilmedikleri bir yerde 
bulurlar.Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

4. Bazl insanlar zaman zaman kendilerini, giydiklerini hatulamadlklan elbiseler 
iyinde bulurlar.Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden 
degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

5. Bazl insanlar zaman zaman e~yalan arasmda,satm aldlklanm hatIrlamadlklan yeni 
~eyler bulurlar.Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

6. BaZI insanlar, zaman zaman, yanlarma gelerek ba~ka bir isimle hitabeden ya da 
onceden tam~tlklannda lsrar eden, tanlmadlklan ki~ilerle kar~lla~ular: Bu durumun 
sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek uygun olan rakaml 
i~aret1eyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 
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7. Bazl insanlar, zaman zaman, kendilerinin yanlba~mda duruyor ya da kendilerini 
bir~ey yaparken seyrediyor ve sanki kendi kendilerine kar~ldan bakIyormu~ gibi bir 
his duyarlar. Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 - 80 90 %100 

8. Bazl insanlara, arkada~lanm ya da aile bireylerini, zaman zaman tammadlklannm 
soylendigi olur. Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden 
degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

9. Bazl insanlar, ya~amlanndaki kimi onemli olaylan (ornegin nikah ya da mezuniyet 
tOreni ) hiy hatlrlamadlklanm farkederler. Y a~amlmzdaki bazl onemli olaylan hiy 
hatulamama durumunun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

10. Bazl insanlar zaman zaman, yalan soylemediklerini bildikleri bir konuda, 
ba~kalan tarafmdan, yalan soylemi~ olmakla suylamrlar. Bu durumun sizde ne 
slkhkta oldugunu yiiz uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

11. Bazl insanlar kimi zaman, aynaya baktlklannda kendilerini tamyamazlar. Bu 
durumun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek uygun olan 
rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

12. Bazl insanlar kimi zaman, diger insanlarm, e~yalann ve yevrelerindeki dunyanm 
geryek olmadlgl hissini duyarlar. Bu durumun sizde ne slkhkta oldugunu yUz 
uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

13. BaZl insanlar, kimi zaman vUcutlannm kendilerine ait olmadlgl hissini duyarlar. 
Bu durumun sizde ne slkhkta oldugunu yiiz uzerinden degerlendirerek uygun olan 
rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

14. Bazl insanlar, zaman zaman geymi~teki bir olaYl 0 kadar canh hatularlar ki sanki 
o olaYl yeniden ya~lyor gibi olurlar. Bu durumun sizde ne slkhkta oldugunu yuz 
uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 
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15. Bazl insanlar kimi zaman, oldugunu hatuladlklan ~eylerin, geryekte mi yoksa 
ruyada ml oldugundan emin olamazlar. Bu durumun sizde ne slkhkta oldugunu yuz 
uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

16. BaZl insanlar zaman zaman, bildikleri bir yerde olduklan halde oraYl yabancl 
bulur ve tamyamazlar. Bu durumun sizde ne slkhkta oldugunu yuz uzerinden 
degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

17. Bazl insanlar, televizyon ya da film seyrederken, kimi zaman kendilerini oykuye 
o kadar kaptmrlar ki <;evrelerinde olan bitenin farkma varamazlar. Bu durumun sizde 
ne slkhkta oldugunu yUz uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

18. BaZl insanlar kimi zaman kendilerini, kafalannda kurduklan bir fantazi ya da 
hayale 0 kadar kaptmlar ki, sanki bunlar geryekten ba~lanndan ge<;iyormu~ gibi 
hissederler. Bu durumun sizde ne slkhkta oldugunu yUz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

19. BaZl insanlar, agn hissini duymamaYl zaman zaman ba~arabildiklerini 
farkederler. Bu durumun sizde ne slkhkta oldugunu yUz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

20. Bazl insanlar kimi zaman, gozu dalml~ olarak, hi<; bir ~ey du~unmeden ve 
zamanm geytigini anlamakslzm oturduklanm farkederler.Bu durumun sizde ne 
slkhkta oldugunu yUz uzerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

21. Bazl insanlar, yalmz olduklarmda, zaman zaman sesli olarak kendi kendilerine 
konu~tuklanm farkederler.Bu durumun sizde ne slkhkta oldugunu yUz uzerinden 
degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 
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22. Bazl insanlar kimi zaman iki ayn durumda 0 kadar degi~ik davrandlklanm 
gorurler ki, kendilerini neredeyse iki farkh insanml~ gibi hissettikleli olur. Bu 
durumun sizde ne slkhkta oldugunu yUz iizerinden degerlendirerek uygun olan 
rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 80 90 %100 

23. Bazl insanlar, normalde gUyluk yektikleri bir ~eyi ( orne gin spor Wrleri, i~, sosyal 
ortamlar vb. ) belirli durumlarda son derece kolay ve abcl biyimde yapabildiklerini 
farkederler. Bu durumun sizde ne slkhkta oldugunu yUz uzerinden degerlendirerek 
uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

24. Bazl insanlar, zaman zaman, bir ~eyi yaptIklanm ml yoksa yapmaYl sadece 
aklllanndan geyirmi~ mi olduklanm ( omegin bir mektubu postaya attIgml ml yoksa 
sadece atmaYl dii~iindiigiinii mii) hatulayamazlar. Bu durumun sizde ne slkhkta 
oldugunu yuz iizerinden degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

25. Bazl insanlar kimi zaman, yaptIklanm hatulamadlklan ~eyleri yapml~ olduklanm 
gosteren kamtlar bulurlar. Bu durumun sizde ne slkhkta oldugunu yUz iizerinden 
degerlendirerek uygun olan rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

26. Bazl insanlar, zaman zaman e~yalan arasmda, kendilerinin yapml~ olmasl 
gereken, fakat yaptIklanm hatulamadlklan yazllar, yizimler ve notlar bulurlar. Bu 
durumun sizde ne slkhkta oldugunu yUz uzerinden degerlendirerek uygun olan 
rakaml i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

27. Bazl insanlar, zaman zaman kafalannm iyersinde, belli ~eyleri yapmalanm 
isteyen ya da yaptIklan ~eyler uzerine yorumda bulunan sesler duyarlar. Bu durumun 
sizde ne slkhkta oldugunu yUz uzerinden degerlendirerek uygun olan rakaml 
i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 

28. BaZl insanlar, zaman zaman, diinyaya bir sis perdesi arkasmdan baklyormu~ gibi 
hissederler, oyle ki insanlar ve e~yalar yok uzakta ve belirsiz goriinurler. Bu durumun 
sizde ne slkhkta oldugunu yUz iizerinden degerlendirerek uygun olan rakaml 
i~aretleyiniz. 

%0 10 20 30 40 50 60 70 80 90 %100 
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APPENDIX B: POSTTRAUMATIC STRESS DISORDER DIAGNOSTIC 
SCALE 

59 



1. BOliim 

Biryok insan hayatmm bir doneminde yok stresli ve travmatik bir olay ya~aml~ ya da 

boyle bir olaya ~ahit olmu~tur. A~aglda travmatik olaylann bir listesi var. Liitfen, 

sizin ya~adlgmlz ya da ~Cl:hit oldugunuz nOTUN olaylarl i~aretleyin. 

1) 0 Biiyiik bir kaza, yangm ya da patlama (orne gin fabrika, yiftlik, araba, uyak ya 
da gemi kazasl) 

2) 0 Dogal afet (ornegin biiyiik bir deprem, sel, futma, hortum) 

3) 0 Ailenizden birisinin ya da bir tallldlgmizm cinsel amayh olmayau saldmsl 
(orne gin flziksel saldm, ate~li silah ya da bwakla yaralama, silahla tehdit edilme, 
ya da saldmya ugraYlp soyulma) 

4) 0 Talllmadlgmiz birinin cinsel amayh olmayan saldmsl (orne gin flziksel saldm, 
ate~li silah ya da blyakla yaralama, silahla tehdit edilme, ya da saldmya ugraYlp 
soyulma) 

5) 0 Ailenizden birinin ya da tallldlgmiz birisinin cinsel saldmsl (orne gin tecaviiz ya 
da tecaviiz giri~imi) 

6) 0 Talllmadlgmiz birisinin cinsel saldmsl (orne gin tecaviiz ya da tecaviiz giri~imi) 

7) 0 Askeri yatl~ma ya da sava~ alalll 

8) 0 18 ya~lmzdan once kendinizden en az 5 y~ biiyiik birisiyte cinsel temas 
(ornegin cinsel organlar ya da gogiisler) 

9) 0 Tutuktuluk (hapse girme, sava~ esiri olma, rehin ahnma) 

10) 0 i~kence 

11) 0 Hayati tehlike arz eden bir hastahk 

12) 0 Ba~ka bir travmatik deneyim 

13) eger 12 numarah soruyu i~aretlediyseniz, liitfen travmatik olaYl a~aglda 
belirtiniz. 

I ------------------------------------------------------------------------------------------------------ I 
~-----------------------------------------------------------------------------------------------------

Eger yukandaki maddelerden herhangi bitini i~aretlediyseniz devam edin. Aksi 
takdirde testi burada bitirin. 
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2. Boliim 

14) Eger 1. Boliim'de birden fazla travmatik olay i~aretlediyseniz, a~agldaki listeden 

bunlann i<;inde size en «ok slkmtl verenin hangisi oldugunu i~aret1eyin. 

o Kaza 

o Afet 

o Cinsel olmayan saldm / tamdlglmz biri 

o Cinsel olmayan saldm / bir yabancl 

o Cinsel saldm / tamdlgmlz biri 

o Cinsel saldm / bir yabancl 

o 18 ya~mdan once en az 5 ya~ biiyiik biriyle cinsel temas 

o Tutuklutuk 

o i~kence 

o Hayati tehlike arz eden bir hastahk 

o Diger 

Liitfen, a~agldaki boliime yukanda i~aretlemi~ oldugunuz travmatik olaYl klsaca 

a<;lklaym. 
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A~aglda ~imdi aylklaml~ oldugunuz travmatik olayla ilgili bazl sorular var. 

15)bu olay ne kadar zaman once gen;ekle~ti? (UUfen seyeneklerden sadece bir 

tanesmi i~aretleyin) 

I- I aydan az bir zaman once 

2- 1-3 ayonce 

3- 3-6 ayonce 

4- 6 ay - 3 yll once 

5- 3-5 Yllonce 

6- 5 Ylldan fazla bir sure once 

A~agldaki sorulan cevaplarken Evet iyin "E'''yi Haylr iyin "H"'yi daire iyine aIm. 

Bu travmatik olay slrasmda: 

16) E H Fiziksel yaralanmamz oldu mu? 

17) E H Sizden ba~ka birisi fiziksel olarak yaralandl ml? 

18) E H Hayatmlzm tehlikede oldugunu du~undunuz mu? 

19) E H Sizden ba~ka birisinin hayatmm tehlikede oldugunu 

du~undunuz mil? 

20) E H Kendinizi yaresiz hissettiniz mi? 

21) E H <;ok buyUk bir korku ya~admlz ml? 
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A~aglda insanlarm deprem gibi travmatik bir olayla kaql kar~IYa kaldlktan 
sonra ya~ayabilecekleri problemlerin bir listesi var. Herbirini dikkatlice 
okuyun ve son bir ayl dii~iiniin. ilk olarak GE<;EN A Y bu problemin sizi NE 
SIKLIKT A rahatslZ ettigini en iyi tammlayan cevabl (0-3) se~in. 

o 1 2 3 
Hiybir zaman veya haftada bir/ender haftada 2-4 kerel haftada 5 
kere/hemen 
sadece bir kere olarak zamanm yansl her zaman 

Daha sonra, bu 0-3 61yegini kullanarak geytigimiz ay her bir deneyimin NE KADAR 

rahatslz edici oldugunu belirtiniz. 

o 1 2 3 

hiy rahatslz edici degil <;ok rahatslz edici 

1) Depremle ilgili iiziicii dii~iince ve goriintiilerin elinizde olmadan aklmlZa 

gelmesi: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

haftada birlender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamamn yarlSl her zaman 

2 3 
<;::ok rahatslz edici 

2) Depremle ili~kili kotii riiyalar veya kabuslar gormeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

1 
haftada birlender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
hiy rahatslz edici degil <;::ok rahatslz edici 
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3) Deprem amm tekrar tekrar ya~amamz, deprem oluyormu~ gibi 
davranmamz veya hissetmeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
hiy rahatslz edici degil <::ok rahatslz edici 

4) Depremi hatIrlatan bir~eyle kar~da~tIgmlZda, korku, kJzgmhk, mutsuzluk 
veya su~luluk gibi duygular hissetmeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

1 
haftada birlender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
hiy rahatslz edici degil <::ok rahatslz edici 

5) Depremi hatIrlatan bir~eyle kar~Ila~tIgmlZda, birdenbire ter i'tinde kalmak, 
~arpmtI, solunum sIluntlsl, uyu~ma hissi gibi bedensel rahatslZhklar 
ya~amanlZ: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 

zamanm yansl her zaman 

2 3 
<::ok rahatslz edici 

6) Depremle ilgili hi~bir ~ey konu~mamaya, dinlememeye, dii~iinmemeye, 
hissetmemeye ~aba sarfetmeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
<::ok rahatslz edici 
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7) Depremi hatlrlatan faaliyetlerden, insanlardan veya yerlerden uzak 
durmaya -;ah~mamz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

haftada birlender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamamn yansl her zaman 

2 3 
hiy rahatslz edici degil ~ok rahatslz edici 

8) Deprem slrasmda ve depremi takiben ya~adlklarmlZl hatlrlamakta gii-;liik 
-;ekmeniz: 

Ne slkhkta oluyor? 
0 2 3 

Hiybir zaman veya haftada birlender haftada 2-4 kerel haftada 5 kerelhemen 
sadece bir kere olarak zamamn yansl her zaman 

Ne kadar rahatslz edici? 

0 1 2 3 
hiy rahatslz edici degil ~ok rahatslz edici 

9) Onemli faaliyetlere ilginizin veya katIhmmlZm azalml~ olmaSl: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici de gil 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamamn yansl her zaman 

2 3 
~ok rahatslz edici 

10) Kendinizi -;evrenizdeki insanlardan uzak veya kopuk hissetmeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamamn yansl her zaman 

2 3 
~ok rahatslz edici 
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11) DuygularmlZl kaybetmi~ gibi hissetmeniz: (ornegin aglayamamak, 
sevinememek veya sevgi hissedememek) 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
hiy rahatslz edici degil <::ok rahatslz edici 

12) Gelecekle ilgili plan veya iimitleriniz ger~ekle~meyecekmi~ gibi hissetmeniz 
(ornegin ba~anb bir meslek ya~amma, evlilige, ~ocuklara veya uzun saghkll 
bir ya~ama sahip olamayacakml~smlZ gibi) 

Ne slkhkta oluyor? 
0 2 3 

Hiybir zaman veya haftada birlender haftada 2-4 kerel haftada 5 kere/hemen 
sadece bir kere olarak zamamn yansl her zaman 

Ne kadar rahatslz edici? 

0 1 2 3 
hiy rahatslz edici de gil <::ok rahatslz edici 

13) Uykuya dalmakta gii~liik ~ekmeniz veya dinlendirici bir uyku 
uyuyamamanlZ: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

haftada bir/ender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
<::ok rahatslz edici 

14) <;abuk sinirlenmeniz veya ofkenize hakim olamamanlZ: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

1 
haftada bir/ender 
olarak 

1 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanm yansl her zaman 

2 3 
<::ok rahatslz edici 
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15) Dikkatinizi yogunla~tlrmakta zorlanmamz: (ornegin konu~malarI veya 
televizyonda izlediklerinizi takip edememeniz, okuduklarIm unutmamz ... ) 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

haftada bir/ender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanlll yansl her zaman 

2 3 
his: rahatslz edici degil (:ok rahatslz edici 

16) Her an tetikte olmamz: (ornegin etrafmlZda kimlerin oldugunu, 
bulundugunuz yerin saglam olup olmadlgml kontrol etmeniz ... ) 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 

haftada birlender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanlll yansl her zaman 

2 3 
his: rahatslz edici degil (:ok rahatslz edici 

17) Kolayca iirkmeniz ve tedirginlik hissetmeniz: 

Ne slkhkta oluyor? 
o 

Hiybir zaman veya 
sadece bir kere 

Ne kadar rahatslz edici? 

o 
hiy rahatslz edici degil 

haftada bir/ender 
olarak 

2 3 
haftada 2-4 kerel haftada 5 kere/hemen 
zamanlll yansl her zaman 

2 3 
(:ok rahatslz edici 
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Yukanda degerlendirdiginiz problernler GE<;TiGiMiZ A Y hayatlmzm a~aglda 
belirtilen alanlanndan herhangi birini OLUMSUZ ETKiLEDi ise belirtiniz. Evet iyin 
E'yi, Haylr iyin H'yi i~aretleyiniz. 

1- i~ E H 
2- Ev i~leri ve sorurnluluklan E H 
3- Arkada~ ili~kileri E H 
4- Eglence ve bo~ zaman aktiviteleri E H 
5- Okul E H 
6- Aile ili~kileri E H 
7- Cinsel hayat E H 
8- Hayattan genel olarak tatmin olrna E H 

Sirndi yukanda degerlendirdiginiz problernler hayatmlzl NE KADAR etkiledi, 

belirtiniz. GE<;EN A Y dururnunuzu en iyi tamrnlayan seyenegi daire iyine aIm. 

i. i~irn: 

Deprernin aytlgl problernlerden dolaYl i~irn olurnsuz etkilendi 

o 1 2 3 

hiy biraz 
etkilenrnedi etkilendi 

4 5 

orta 
derecede 
etkilendi 

S. Sosyal Hayatlml Bo~ zaman aktivitelerirn 

6 7 8 

oldukya 
etkilendi 

9 10 

yok 
etkilendi 

(arkada~larla dl~arl ylkma, korn~u/akraba ziyaretleri, hobiler ... ) 

Deprernin aytlgl problernlerden dolaYl sosyal hayatlrn olurnsuz etkilendi 

o 1 

hiy 
etkilenrnedi 

2 3 

biraz 
etkilendi 

4 5 

orta 
derecede 
etkilendi 

A. Aile hayatlml Evdeki sorurnluluklanrn 

6 7 8 

oldukya 
etkilendi 

9 10 

yok 
etkilendi 

(aile fertleri ile ili~kiler, faturalan yatHrna, ev idaresi, ah~veri~, ternizlik ... ) 

Deprernin aytlgl problernlerden dolaYl sorurnluluklanrnl yerine getirmem olurnsuz 

etkilendi 

0 1 2 3 4 5 6 7 8 9 10 

hiy biraz orta oldukya yok 

etkilenrnedi etkilendi derecede etkilendi etkilendi 
etkilendi 
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~imdi, LUTFEN ~U ANDA DEPREM iLE iLGiLi NASIL HiSSETTiGiNizi 

DEGERLENDiRiN : 

Deprem ve somasmdaki olaylan du~undugunlizde, ne kadar uzgun hissediyorsunuz? 

o 10 20 30 40 50 60 70 80 90 100 

Hiy A~1f1 Derecede 

Depremi ve sonuylanm ne kadar kabul etmis durumdaslmz? 

o 10 20 30 40 50 60 70 80 90 100 

Tamamen Hiy 
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APPENDIX C: DSM IV POSTTRAUMATIC STRESS DISORDER 
DIAGNOSTIC CRITERIA 
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DIAGNOSTIC CRITERIA FOR POSTTRAUMATIC STRESS DISORDER 

A. The person has been exposed to a traumatic event in which both of the 

following were present: 

(1) the person experienced, witnessed, or was confronted with an event 

or events that involved actual or threatened death or serious injury, or 

a threat to the physical integrity of self or others. 

(2) The person's response involved intense fear, helplessness, or horror. 

Note: In children, this may be expressed instead by disorganized or 

agitated behavior. 

B. The traumatic event is persistently reexperienced in one (or more)of the 

following ways: 

(1) recurrent and intrusive distressing recollections of the event, including 

images, thoughts, or perceptions. 

Note: In young children, repetitive play may occur in which themes or 

aspects of the trauma are expressed. 

(2) recurrent distressing dreams of the event 

Note: In children there may be frightening dreams without recognizable 

content. 

(3) acting or feeling as if the traumatic event were recurring (includes a 

sense of reliving the experience, illusions, hallucinations, and 

dissociative flashback episodes, including those that occur on 

awakening or even intoxicated). 

Note: In young children, trauma-specific reenactment may occur. 
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(4) intense psychological distress at exposure to internal or external cues 

that symbolize or resemble an aspect of the traumatic event. 

(5) Physiological reactivity on exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event. . 

C. Persistent avoidance of stimuli associated with the trauma and numbing 

of general responsiveness (not present before the trauma), as indicated 

by three (or more) of the following: 

(1) efforts to avoid thoughts, feelings, or conversations associated with 

the trauma. 

(2) efforts to avoid activities, places, or people that arouse recollections 

of the trauma. 

(3) inability to recall an important aspect of the trauma. 

(4) markedly diminished interest or participation in significant activities. 

(5) feeling of detachment or estrangement from others. 

(6) restricted range of affect (e.g., unable to have loving feelings). 

(7) sense of a foreshortened future (e.g., does not expect to have a 

career, marriage, children, or a normal life span). 

D. Persistent symptoms of increased arousal (not present before the 

trauma), as indicated by two (or more) of the following: 

(1) difficulty falling or staying asleep. 

(2) irritability or outbursts of anger 

(3) difficulty concentrating 

(4) hypervigilange 
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(5) exaggerated startle response. 

E. Duration of the disturbance (symptoms in Criteria B,C, and D) is more 

than 1 month. 

F. The disturbance causes clinically significant distress or impairment in 

social, occupational, or other important areas of functioning. 

Specify if: 

Acute: if duration of symptoms is less than 3 months. 

Chronic: if duration of symptoms is 3 months or more. 

Specify if: 

With delayed onset: if onset of symptoms is at least 6 months after 
the stressor. 
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APPENDIX D: THE SEVERITY OF THE EARTHQUAKE DIMENSION 
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ASAGIDAKi OLAYLARIN BiR iNSANIN UZERiNDEKi 

ETKisiNi EN ONEMLiDEN EN AZ ONEMLiYE KADAR 

SIRALA YINIZ. 

1. Evin Ylkllmasl 

2. Evin hasarh olmasl 

3. C;ocugunu kaybetmi~ olmak 

4. E~ini kaybetmi~ olmak 

5. Kendisinin kahcl yara alml~ olmasl 

6. C;ocuklarmm kahcl yara alml~ olmasl 

7. E~inin kahcI yara alml~ olmasl 

8. Ba~ka bir aile bireyinin kahcI yara alml~ olmasl 

9. Kendisinin goyuk altmda kalml~ olmasl 

10. C;ocuklanmn goyuk altmda kalml~ olmasl 

11. E~inin goyuk altmda kalml~ olmasl 

12. Ba~ka bir aile bireyinin goyuk altmda kalml~ olmasl 

13. Yakm bir arkada~l kaybetmi~ olmak 

14. Yakm bir arkada~m goyuk altmda kalml~ olmasl 

2 1 14 12 

(I I I I 

iinemsiz 

9 8 11 

I I I 

10 13 

I I 

5 

I 

7 

I 

6 

I 

4 

I 

3 

I ) 

iinemli 
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APPENDIX E: QUESTIONS TO ASSESS THE SEVERITY OF THE 

EARTHQUAKE 
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Depremde ailenizde can kaybmlz oldu mu? 

o EVET o HAYIR 

CevabmlZ 'evet' ise: Kimi veya kimleri 
kaybettiniz? .................................................... . 

Ailenizde kalIcl yaralanma geyiren fert(veya fertler) var mi? 

o EVET o HAYIR 

Cevabmlz 'evet' ise: Kimlerde kahcl yaralanmalar 
oldu? ............................................. . 

Ailenizden gOyiik altmda kalan kimse oldu mu? 

o OLDU o OLMADI 

Cevabmlz 'oldu' ise: 

KlMKALD!? NE KADAR SORE KALD!? 
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y akm arkada~ yevrenizdeki arkada~lanmzdan kaybmlz var ml? 

o 
yok 

1 
bir yakm arkada~ 

kaybettim 

Goyuk altmda kalan arkada~mlz oldu mu? 

o 
olmadl 

1 
bir arkada~lm 
goyuk altmda 

kaldl 

Depremde eviniz ne kadar zarar gordu? 

o 
hasarslz 

1 
az hasarh 

2 3 
orta hasarh yok hasarh 

Deprem oldugu slfada neredeydiniz, ne yaplyordunuz? 

Deprem oldugunu anladlgmlz anda ne yaptmlz? 

Depremin sizi ne kadar etkiledigini du~unuyorsunuz? 

o 1 3 

2 
birden fazla 

yakm arkada~ 
kaybettim 

2 
birden fazla 

arkada~lm goyuk 
altmda kaldl 

4 
YlkIldl 

hiy 
etkilemedi 

az etkiledi 
2 

oldukya 
etkiledi 

yok etkiledi 
4 

a~lf1 

etkilendim 
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APPENDIX F: FOUR QUESTIONS TO ASSESS THE IMPACT OF MEDIA 

ON THE SURVIVORS 
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Medyada ylkan haber ve goruntiiler depremin sizdeki etkisini 

o 
azalttl 

1 
etkilemedi 

2 
arttudl 

Depremden sonraki 1 hafta iyinde gunde ortalama ne kadar televizyon izlediniz? 

o 
hiy 

seyretmedim 

1 
1-2 saat 

seyrettim 

2 
3-5 saat 

seyrettim 

3 
6-8 saat 

seyrettim 

4 
8 saatten 

fazla 
seyrettim 

Depremden sonraki 1 hafta iyinde ne slkhkta gazetede ylkan haberleri takip ettiniz? 

o 
takip 

etmedim 

1 
sadece 1 gun 

takip ettim 

2 
2-3 goo 

takip ettim 

3 
4-6 gun 

takip ettim 

4 
hergOO 

takip ettim 

Depremden sonraki 1 hafta iyinde gunde ortalama kay gazete okudunuz? 

o 
okumadlm 

1 
1-2 

gazete 

2 
3-4 

gazete 

3 
5-6 

gazete 

4 
7 veya daha 

fazla gazete 
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AdmlZ SoyadmlZ: 

Medeni durumunuz: 0 Bekar 

Ya~mIZ: 

En son bitirdiginiz slmf: 

0- hi<; okumadlm 
1- ilkokul birinci slmf 
2- ilkokul ikinci smlf 
3- ilkokul -uy-unc-u slmf 
4- ilkokul dord-uncU slmf 
5- ilkokul be~inci slmf 
6- orta birinci slmf 
7 - orta ikinci slmf 

E~inizin en son bitirdigi slmf: 

0- hiy okumadlm 
1- ilkokul birinci slmf 
2- ilkokul ikinci slmf 
3- ilkokul Uy-uncU slmf 
4- ilkokul dordUnc-u slmf 
5- ilkokul be~inci slmf 
6- orta birinci slmf 
7 - orta ikinci slmf 

o Evli o Dul o Bo~anml~ 

8- orta Uy-uncU slmf 
9- lise birinci slmf 
10- lise ikinci slmf 
11- lise -uy-uncU slmf 
12- Universite birinci slmf 
13- Universite ikinci slmf 
14- -universite UyUncU slmf 
15- -universite dord-uncU smlf 
16- yUksek lisans 

8- orta -uyUncU slmf 
9- lise birinci slmf 
10- lise ikinci smlf 
11- lise UyUncU slmf 
12- -universite birinci smlf 
13- Universite ikinci slmf 
14- Universite Uy-unc-u slmf 
15- -universite dordUncU smlf 
16- yUksek lisans 

N e kadar zamandlr bu ~ehirde ya~amaktasmlz? ........................................................... . 

Daha once nerede ya~lyordunuz? ................................................................................ . 

Depremden once ya~adlgmlz evinizde kay oda vardl? ............................................... .. 

Depremden once ya~adlgmlz evinizde ka<; ki~i ya~amaktaydl? .................................. . 

Depremden once ya~adlgmlz evinizin ayhk gideri neydi? (taksitler dahil) ................. . 

Depremden once ya~adlgmlz evinize ayda ne kadar para giriyordu? ........................... . 

Depremden once a~agldakilerden hangilerine sahiptiniz? 
buzdolabl televizyon 

_otomatik yama~Ir makinesi elektrik s-up-urgesi 
termosifon kredi kartl 

_bula~lk makinesi _cep telefonu 
fIrm _bilgisayar 
m-uzik seti arab a 

_yama~lr kurutma makinesi 
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