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Souhrn 
 
Cílem předkládané studie je zjistit psychometrické 
charakteristiky české verze dotazníku Adolescent dissociative 
experiences scale (A-DES, česky Škála disociativních zážitků 
pro adolescenty; Armstrong et al., 1997). 653 účastníků 
v neklinickém souboru a 162 účastníků klinického souboru ve 
věku 12 – 20 let vyplnilo české verze dotazníků A-DES a 
SDQ-20 (Somatoform dissociative questionnaire; Nijenhuis et 
al., 1996) a poskytlo další informace týkající se základních 
demografických charakteristik a v klinickém vzorku informace 
o sebepoškozování. Z propouštěcích zpráv pacientů pak byly 
shromážděny údaje o diagnózách, zážitcích násilí v anamnéze 
a o výskytu možných disociativních symptomů.  

Česká verze dotazníku má velmi dobrou vnitřní 
konzistenci, test-retestovou stabilitu a dobrou validitu, ačkoli 
jeho predikční síla je omezená. Skór dotazníku signifikantně 
koreluje s dotazníkem na měření somatoformní disociace, je 
signifikantně vyšší ve skupinách s výskytem sebepoškozování, 
zážitkem násilí, tam, kde byly zaznamenány disociativní 
symptomy, a ve skupině pacientů s polysymptomatickým 
obrazem (tři komorbidní diagnózy, výskyt diferenciální 
diagnózy). Skór A-DES byl signifikantně vyšší ve skupině 
pacientů s diagnózou ADHD, ale ne ve skupině 
s diagnostikovanou disociativní poruchou. Výsledky výzkumu 
podporují interkulturní validitu konceptu disociace a jejích 
klinických souvislostí. Další výzkum týkající se rozdílů v míře 
disociace v různých kulturních prostředích je však nezbytný. 
Autoři studie zdůrazňují důležitost screeningu disociace u 
všech adolescentních pacientů, obzvláště u těch 
s komplexnějšími behaviorálními poruchami.  
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Abstract 
 
The purpose of this study was to find psychometric properties 
of the Czech language version of the Adolescent Dissociative 
Experiences Scale (Armstrong et al., 1997). 653 non-clinical 
participants and 162 adolescent psychiatric inpatients 
completed Czech versions of the A-DES and SDQ-20 
questionnaires (Somatoform dissociative questionnaire; 
Nijenhuis et al., 1996), and provided further information (data 
regarding demographic variables, diagnoses, further 
psychopathology).  

The Czech A-DES has very good internal consistency, 
test-retest reliability and a good validity, though its predictive 
power is limited. The ADES scores significantly correlate with 
the measure of somatoform dissociation, self injurious 
behavior, reported traumatic experiences, a presence of 
clinician-observed dissociative symptoms, and 
polysymptomatic diagnostic picture (three comorbid 
diagnoses, differential diagnosis). A-DES scores were 
significantly higher in ADHD group, but not in a group with a 
diagnosis of a dissociative disorder. The study supports the 
intercultural validity of the concept of the dissociation and its 
clinical correlates; however, further research of the 
intercultural differences is needed. The authors stress the need 
to screen all adolescent psychiatric patients for dissociation, 
especially those who show more complex behavioral 
disturbances. 
 
Keywords: A-DES, dissociation, ADHD, adolescents, 
intercultural 
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1. Introduction 
 
The DSM-IV-TR defines dissociation broadly as “a disruption 
of the usually integrated functions of consciousness, memory, 
identity or perception of the environment” (American 
Psychiatric Association, 2000). Other definitions add stress to 
the personality aspect (van der Hart et al., 2006) or the 
developmental aspect of dissociation (Putnam, 1997). It has 
been convincingly shown that the level of dissociation 
correlates with adversive childhood experiences, specifically 
with sexual or physical abuse (Chu, Dill, 1990), emotional 
neglect and bullying at school (Putnam, 1997), long-term 
separation from parents or other nurturing support (Waters, 
2008), or it may be a reaction to painful medical treatment 
procedures (Diseth, 2006). Pathological dissociative reactions 
develop mostly in conditions of repeated or chronic trauma 
where no potential for help or support is perceived, or no 
escape from the situation is available. Higher levels of 
dissociation correlate with poor treatment outcomes and worse 
prognosis (Putnam, 1997) and with development of further 
mental or personality pathology (Kisiel, Lyons, 2001).  

The Adolescent Dissociative Experiences Scale 
(Armstrong et al, 1997) is a measure for screening psychoform 
dissociation in adolescents. It is a simple, short, easy-to-use 
instrument that has been cross-culturally validated with 
positive results. Except for the U.S, there has been a number of 
studies with the A-DES worldwide from throughout Western 
Europe – Germany, U.K., the Netherlands, Finland, and 
Sweden – to Turkey, Japan (see table 1) or Tai-wan (Chiu, C. 
D., personal communication). Until now, no study in an 
eastern-European country or in Slavic language has been done. 
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2. Aims 
 
The present study investigates the psychometric characteristics 
of the Czech version of the A-DES in clinical and non-clinical 
samples of adolescents. In the non-clinical sample, we 
examined reliability, factor structure and the correlation of the 
scores with basic demographic characteristics. The assessment 
of validity of the A-DES was compromised by the fact that, in 
the Czech Republic, there are generally very few formal 
diagnoses of dissociative disorders among adolescent 
psychiatric patients. Thus, in order to assess the validity, we 
also used a number of other variables that have been shown to 
correlate with dissociation. We hypothesized to find elevated 
A-DES scores in patients with a diagnosis of a dissociative  
disorder, reported abuse, presence of self-harming behaviors 
(Matsumoto et al., 2005), and also in patients where symptoms 
of possible dissociative nature were described in discharge 
reports. 
 
3. Participants and methods 
 
Participants 
 
The normative group consisted of 653 participants (315 
females (48.2%), 338 males (51.8%), mean age=16.1±1.9) 
from 8 different schools in the northern part of the Czech 
Republic. The selection of schools and classes was stratified so 
that all categories and their combinations (gender, age, type of 
school, place of residence) would be covered with enough 
participants to conduct the statistical analyses. 21 parents 
refused to agree with their child’s participation, 12 incomplete 
questionnaires were excluded. The clinical group comprised of 
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a total of 162 adolescent psychiatric inpatients (119 females, 
43 males, mean age=15.3±2.3) from three different clinics in 
Prague (32 parents and one patient refused participation, three 
questionnaires were excluded).  
 
Procedure 
 
Approvals were obtained from the ethical committees of 
participating hospitals and from directors of all participating 
schools. All participants (of all ages) in the study were given 
information on the research both orally and in written form and 
signed an informed consent form. In the clinical sample, 
parents were informed and signed the consent forms at 3 the 
admission, in non-clinical sample the information was sent to 
participants‟ parents and they were asked to reply if they did 
not agree with their child’s participation.  
 In both groups, data regarding age, gender, type of 
school (elementary school, secondary grammar school, 
secondary professional school) and place of residence (city, 
village) were collected from the participants. In the clinical 
group, the data regarding diagnoses, presence of possible 
dissociative symptoms (Putnam, 1997; van der Hart et al., 
2006), and abuse reported by third parties (social services, 
child’s therapist, parents, or school) were collected from 
participants‟ discharge reports. Clinicians and nurses were 
blind to the test scores and they were not instructed to 
specifically notice or ask for any symptoms. Children were 
also personally and tactfully asked by the researchers if any 
kind of self-harming behavior was present in the last six 
months. 
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Questionnaires 
 
The Adolescent Dissociative Experiences Scale (A-DES; 
Armstrong et al., 1997) is a screening self-report scale for 
measuring the frequency of dissociative experiences in 
adolescents. The answers to the 30 items are marked on an 11-
point scale ranging from 0 (never) to 10 (always). The total A-
DES score is the mean of all item scores (range 0 – 10). A 
mean score of 4.0 (Armstrong et al., 1997), respectively 3.7 
(Waters, 2008), is a cut-off for pathological dissociation. The 
A-DES has four theoretically derived subscales: amnesia, 
depersonalization/ derealization, absorption and imaginative 
involvement, and passive influence; nonetheless, most studies 
show that the A-DES has a one-factor structure (Farrington et 
al., 2001; Muris et al., 2003; Nilsson, Svedin, 2006), and the 
subscales are strongly intercorrelated. The A-DES has very 
good internal consistency, test-retest stability, and it has 
proven to be valid across different cultural settings (see tab. 1).  
 
Country Researchers n A-DES score

UK Farrington et al., 2001 768 2.66

Turkey Zoroglu et al., 2002 201 2.43

USA Smith, Carlson, 1996 60 2.24

Japan Yoshizumi et al., in press 2272 2.21

Czech Republic Soukup et al., present study 653 2.02

Germany Resch et al., 1998 634 1.75

The Netherlands Muris et al., 2003 331 1.27

Finland Tolmunen et al, 2007 4019 0.88

Sweden Nilsson, Svedin, 2006 400 0.84

Table 1: A-DES mean scores in non-clinical samples in different countries  
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In most studies, no gender or age differences in the A-DES 
scores (Brunner et al., 2000; Armstrong et al., 1997; Farrington 
et al., 2001; Smith & Carlson, 1996) were reported (cf. 
Yoshizumi et al., in press; Tolmunen et al., 2007). No study 
reported differences regarding the type of school attended or 
place of residence. The A-DES discriminates well between 
patients with dissociative identity disorder (DID)/dissociative 
disorder NOS and other diagnoses (Armstrong et al., 1997; 
Zoroglu et al., 2002), and the scores correlate with a history of 
abuse (Armstrong et al., 1997; Brunner et al., 2000; Kisiel, 
Lyons, 2001) and with suicidal and self-harming behaviors 
(Matsumoto et al., 2005).  

The Somatoform Dissociation Questionnaire (SDQ-20; 
Nijenhuis et al., 1996) is a 20-item self-report questionnaire for 
the measurement of somatoform dissociation. Validation 
studies (Nijenhuis et al, 1996, 1998) show very good ability of 
the scale to differentiate between patients with dissociative 
identity disorder (M=51.8 – 58.7), DDNOS (M=43.0 – 46.3), 
and other disorders. Even though clinical experience shows 
that the SDQ-20 is comprehensible even to children as young 
as 12 years, the limitation of our study is that the SDQ-20 has 
not been validated for children younger than 16 years and there 
are no previous studies correlating the two instruments. 
 
Statistics 
 
To test for reliability and validity of the questionnaire on non-
clinical sample, reliability analysis (Cronbach’s α, Guttmann’s 
split-half, item-total correlation) and factor analysis were 
conducted. Pearson’s r was used to test correlation between the 
A-DES and SDQ-20 scores and the test-retest correlation. 
Since the distribution of the data, especially the mean scores, 
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was far from normal and extreme values were typical, non-
parametric tests were preferred for the data analysis when 
possible: Mann-Whitney U test and Wilcoxon test for group 
comparisons, and Spearman’s ρ for correlation of two 
variables. Parametric general linear model (GLM) was used for 
estimation of the effect sizes (ηp 2 ) of group membership on 
the total scores, and to test more complicated multivariate 
models. Since 50% of the clinical participants had more than 
one diagnosis, two methods were used to analyze the 
interaction between A-DES scores and diagnostic groups: 1) 
the GLM for analysis of the significance  and effect sizes of 
each diagnostic category separately (members of one 
diagnostic group were compared to those, who were not 
members of this group; thus, a patient with two or three 
diagnoses was a member of two or three groups); 2) the 
regression tree method (CHAID analysis) to analyze 
interactions of the A-DES scores and existing diagnostic 
combinations. All tests were 2-tailed, a p value less than 0.05 
was considered statistically significant. All calculations were 
carried out using the software package SPSS, version 16.0. The 
numerical data are stated in the form: mean ± standard 
deviation.  
 
4.  Results 
 
The general linear model (GLM) showed no differences in A-
DES scores in the nonclinical group related to age, gender, 
type of school, or place of residence, or to any of the possible 
combinations. The biggest difference in mean scores was 
between the genders (mean(m)=1.92±1.35; 
mean(f)=2.13±1.37; p=0.062), which became statistically 
significant  when we used the t-test to compare the means 
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(t=2.02, df=651, p=0.043). However, the effect size of the 
difference is very low (ηp

2=0.006). The results also show that 
of the 653 nonclinical participants, 60 (9.2%) had mean A-
DES scores over 4.00, which suggests the presence of 
pathological dissociation; respectively, with regard to cut-off 
scores suggested by the other authors, 73 participants (11.2%) 
scored over 3.70.  

The Czech version of the A-DES proved to have 
excellent internal consistency, the Cronbach’s α coefficient for 
the whole scale in non-clinical sample was 0.92, with the item-
total correlation between 0.314 – 0.632. The Guttman’s split-
half reliability was 0.872. Spearman’s ρ for the 3-week test-
retest reliability (n=39) was 0.835 (p<0.001). The factor 
analysis of the non-clinical data (n=653) yielded 5 actors with 
eigenvalues higher than 1.00 (9.48, 1.69, 1.31, 1.23, 1.14), 
which together account for 49.5% of the variance. Since 
further analysis showed no correlation between these factors 
and theoretically derived factors and since one factor is much 
stronger than the others eigenvalue 9.48, explains 31.6% of the 
variance), it seems most appropriate to say that the A-DES has 
one factor structure, with all items having positive item-total 
correlation.  

The correlation between the A-DES and the SDQ-20 
scores was strong (Spearman’s ρ=0.581, p<0.001). We found 
significant difference in the mean scores between the clinical 
and non-clinical groups, even after controlling for age and 
gender (mean(clinical)=2.62±1.78, mean(nonclinical) 
=2.02±1.36; GLM: p<0.001), but the effect size is very low 
(ηp

2=0.017). 
Symptoms of possible dissociative nature were described 

in discharge reports of 29 (17.9%) clinical participants. We 
encountered following symptoms: auditory hallucinations, 
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excessive daydreaming and retreats to fantasy worlds, feelings 
‘as if without feelings’, somatoform symptoms (e.g. ‘heavy 
limbs’), smile not corresponding with the situation, perplexing 
forgetfulness, passive influence feelings, describing ghosts 
with names, talking about oneself using different name, rapid 
mood swings, depersonalization, and derealization. There was 
a significant difference in A-DES scores between the group 
with and without the symptoms (dissociative symptoms 
reported: n=29, mean=3.44±1.94; dissociative symptoms not 
reported: n=133, mean=2.44±1.70; Wilcoxon p=0.011). Even 
after controlling for age and gender in the GLM model, the 
difference remained significant (p=0.002). No significant 
differences in scores were found with respect to age or gender. 
However, the effect size is very low (ηp

2=0.058).  
In 14 cases (8.6%; 13 girls, 1 boy), an experience of 

some kind of abuse was reported in the discharge reports. The 
mean A-DES score of this group was significantly higher than 
of the group with no reported abuse (reported abuse: n=14, 
mean=4.42±2.18; no reported abuse: n=148, mean=2.49±1.63; 
Wilcoxon p=0.001). The GLM also showed significant 
difference between the groups (p<0.001), the size-effect was 
low (ηp

2=0.096). Self-harming behaviors were reported in a 
total of 57 (35.2%) clinical participants 52 girls, 5 boys). There 
was a significant difference in the A-DES scores between the 
self-harm and no-self-harm groups (self-harm: n=57, 
mean=3.22±1.89; no self-harm: n=103, M=2.36±1.62; 
Wilcoxon p<0.001; GLM p<0.001, ηp

2=0.067). 
To deal with the fact, that half (n=81) of the participants 

had more than one diagnosis, we used the GLM and regression 
tree methods to analyze the interactions between A-DES scores 
and diagnostic groups. The clinical group was split into 10 
diagnostic groups with regard to the lowest counts that allowed 
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meaningful statistical analyses. The overall scores for all the 
diagnostic groups are in the table 2. The GLM model showed 
that of the 10 groups, only the ADHD group (ICD-10 
equivalent hyperkinetic disorders, F90.x) had significantly 
higher scores than any other diagnostic group (n=18, 
mean=3.59±2.42, F=4.59, p=0.034). The dissociative disorders 
group (n=7) did not show any significant difference from the 
other diagnostic group (n=7, mean=2.43±1.38, F=0.16, p=n.s.). 
The regression tree model confirmed the significance of higher 
scores in the ADHD group (especially with comorbid 
personality development disorder (n=2, mean=7.1±2.12, 
F=6.21, p=0.024), but there were only 2 such cases).  
 
Diagnostic group ICD-10 coden Mean SD p 

Attention deficit/hyperactivity 
disorder 

f90.x 19 3.59 2.42 0.034*

Personality development disorder f60.x 38 3.01 1.87 0.187 

Mental bulimia, other eating dis. f50.x 15 3.00 1.77 0.389 

Other anxiety disorders f4x 21 2.95 1.64 0.701 

Depression f3x 23 2.77 1.76 0.944 

Disorder of conduct and emotions, 
other conduct disorders 

f9x 33 2.62 1.68 0.811 

Adjustment disorders f43.x 27 2.50 2.06 0.409 

Dissociative disorders and 
depersonalization 

f44, f48 7 2.43 1.38 0.686 

Mental anorexia f50.0, f50.1 41 2.24 1.45 0.106 

Other disorders (mixed group)  30 2.42 1.39 0.392 

clinical group total  162 2.62 1.78  

* - significant on α=0.05 level 
Table 2: A-DES means and standard deviations in clinical diagnostic 
groups.  
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Striking, though not hypothesized, was the difference between 
groups with and without differential diagnostic questions 
mentioned in the discharge reports (diagnostic uncertainty 
present: n=11, mean=4.32±2.02; not present: n=151, 
mean=2.55±1.68, Wilcoxon p=0.003, GLM: ηp 2 =0.065). 
Also interesting, even though only borderline significant, was 
the elevation of scores in a group of adolescents who had three 
diagnoses in comparison to those with one or two diagnoses 
(3-diagnoses group: n=10, mean=3.64±1.82; 1-or-2- diagnoses 
group: n=152, mean=2.60±1.74, Wilcoxon p=0.061).  
 
5. Discussion 
 
The Czech A-DES is internally consistent instrument with very 
good split-half and 3-week test-retest reliability. The factor 
analysis of the A-DES shows that the scale is strongly 
consistent and measures a unitary, one factor construct. As 
expected, in the sample representative of Czech non-clinical 
adolescent population, we found no clinically significant 
differences in the A-DES scores with respect to age, place of 
residence or type of school attended.  

The mean A-DES score in the non-clinical sample of 
adolescents (n=653) was 2.02, and 9.2% (n=60) of the 
participants had scores higher than 4.0, the cut-off for 
pathological dissociation. By comparison, for example, in the 
Dutch study of Muris et al. (2003) it was only 3.63% of the 
participants; on the other hand, in the study of Yoshizumi et al. 
(in press), almost 15% of non-clinical participants scored over 
4.0. There are also considerable differences in the reported 
mean scores in non-clinical samples in different countries (see 
table 1). It is not clear why such intercultural differences exist. 
Our research shows that the level of dissociation is not 
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significantly influenced by whether or not a child lives in a 
village or in a city, as Nilsson and Svedin (2006) suggested. 
We can speculate that there are culturally based differences in 
the way children are brought up, either with an emphasis on 
being or presenting themselves as self-sufficient and 
independent, thus having a tendency to minimize their 
problems (which would probably lead to lower scores), or with 
a tendency to be more conforming and to avoid „extremes“, 
thus giving rather „moderate answers“(which would lead to 
somewhat higher scores). However, with respect to the 
findings that best predictors for dissociation is an experience of 
a violent trauma, child abuse history, and/or the experience of 
a fearful event (Dalenberg, Palesh, 2004), moderated by affect 
regulation capacities (Briere, 2006), attachment styles 
(Shapiro, Levendosky, 1999), coping strategies (Merill et al., 
2001), or availability of supportive relationships (Putnam, 
1997), we conclude, that the most probable reasons for the 
intercultural differences may lie in the higher levels of stressful 
relational based life events that the children experience, and in 
the weaknesses of children’s coping abilities and lack of 
support in family, community and society.  

The validity of the A-DES is supported by our findings 
that the mean scores of abused adolescents in the clinical 
sample were almost double the scores of those with no 
reported abuse, that levels of dissociation significantly 
correlate with self-harming behaviors (Matsumoto et al., 
2005), and   that there was a significant difference in scores 
between the groups with and without reported dissociative 
symptoms (i.e. correlation between self-experienced and 
observer-perceived dissociation). Also, the high correlation of 
A-DES and SDQ-20 in our study supports the convergent 
validity of the A-DES since the two concepts – psychoform 
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and somatoform dissociation – have been shown to correlate 
(Nijenhuis et al., 1996; Nijenhuis, 2004).  

In the clinical group, we found increased levels of 
dissociation compared to nonclinical sample. We interpret our 
findings as possibly reflecting a presence of a bigger subgroup 
of traumatized individuals in the clinical group as compared to 
the non-clinical group. The A-DES scores did not correlate 
significantly with the diagnosis of a dissociative disorder. The 
possible explanation is that the diagnoses were based on 
conversion (somatoform) symptoms and the A-DES is not 
constructed for measuring of somatoform dissociation. 
However, the criterion related validity of the A-DES, i.e. the 
relationship between valid clinical diagnosis of dissociative 
disorder and A-DES scores, warrants further study.  

Of all the diagnostic groups, the A-DES scores were 
significantly higher in the ADHD group. There may be two 
reasons for this finding: diagnostic similarity of some of the 
cases of dissociative disorders to ADHD, and comorbidity. As 
Stien and Kendall (2003, p.101) write, the psychobiological 
effects of chronic traumatic stress on children include 
difficulty in 10 regulating emotions and level of arousal 
(similar to irritability and impulsivity in ADHD), disruption of 
cognitive capacity similar to learning difficulties in ADHD), 
hyperactivity and attention problems, and relationship 
problems (similar to disinhibition in social relations in 
ADHD). This is in line with findings of Endo et al. (2006), 
who found more frequent comorbidity of ADHD and 
dissociative disorders and concluded that abused children may 
have increased apparent ADHD due to a dissociative disorder. 
Thus, we can speculate that the elevated scores in the group of 
ADHD patients in our sample are due to unrecognized 
dissociative disorder (as a main or comorbid condition).  
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Putnam (1997, p.260) states: „dissociative children and 
adolescents are usually highly symptomatic (...) and have 
usually acquired two or three psychiatric diagnoses“. Our 
study confirms this statement, as we found elevated A-DES 
scores in patients with three diagnoses and significantly higher 
scores in patients with persisting uncertainty about their 
diagnoses. With regard to diagnostic process and treatment, 
this finding supports the notion that such cases warrant closer 
examination of possible dissociative disorders or tendencies, 
since multiple symptoms can often disguise the underlying 
dissociation (Waters, 2008). 
 
6. Conclusion 
 
In this study, we demonstrated psychometric characteristics of 
the Czech A-DES. The strengths of the research are that it 
replicates previous findings in a different cultural setting, does 
not exclude second and third diagnoses, and shows possible 
ways to validate an instrument in conditions where direct 
assessment of its criterion validity is compromised. The 
limitation of the study is that we could not validate the scale in 
a group of adolescents with reliably diagnosed dissociative 
disorder (possibly using a structured interview, which is not 
yet available in Czech language). We suggest that all 
psychiatric patients should be screened for dissociation, 
especially those who are polysymptomatic or who have ADHD 
diagnosis. 
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