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This study investigates the cumulative effects of lifetime traumatization on dream
activities and the extent to which potentially traumatic events, dream variables, and
inhibitory functions can predict the severities of psychopathological symptoms. The
sample consisted of 564 young adults, whose dream experiences, trauma history, ego
functions, and symptom manifestations were assessed using the Dream Intensity
Scale, Dream Motif Scale, Traumatic Experiences Checklist, and Ko’s Mental Health
Questionnaires, respectively. The 2 dream scales profile an individual’s phenomenological experience of dream activities by retrospectively quantifying some typical
dream themes—such as being pursued and encountering a person whom is desired—
and variables indicative of subjective dream intensity, for example, nightmare
frequency, lucid dreaming frequency, and confusion between real and dreamed
events. The overall results suggest that psychopathological symptoms can be predicted positively by emotional trauma, accumulated traumatic experiences, thematic
dream content, and sexual suppression (resistance against activity, material, or
conversation relating to sex) and negatively by repressive defensiveness (denial of
negative attributes) and counterdependence (active resistance against relying on other
people) with impressive effect sizes.
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The episode of recurrent frightening dreams is regarded as a diagnostic marker
for acute stress disorder, posttraumatic stress disorder, and nightmare disorder in
both the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, text
revision (DSM–IV–TR; American Psychiatric Association, 2000) and International
Statistical Classification of Diseases and Related Health Problems, tenth edition,
revised (ICD-10; World Health Organization, 2007). Nevertheless, distressing
dreams are not unique to these three disorders; many other mental disorders
emerge concurrently with intensified nocturnal conscious activities. Mounting
evidence indicates that dream experiences— especially those that are unpleasant—
are positively associated with various psychological symptoms, ranging from
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anxiety (e.g., Blagrove & Fisher, 2009; Gregory & Eley, 2005; Kroth, Jensen, &
Haraldsson, 1997; Yu, 2010a, 2010b, 2012a, 2012b, 2013a, 2013b, 2013c), through to
depressive mood (e.g., Beauchemin & Hays, 1996; Blagrove & Fisher, 2009;
Bjorvatn, Grønli, & Pallesen, 2010; Mancuso et al., 2008; Nejad, Sanatinia, &
Yousofi, 2004; Schredl & Engelhardt, 2001; Yu, 2010a, 2010b, 2012a, 2012b, 2013a,
2013b, 2013c), psychosomatic dissociation (e.g., Agargun et al., 2003; Giesbrecht &
Merckelbach, 2006a; Giesbrecht & Merckelbach, 2006b; Suszek & Kopera, 2005;
Yu, 2010b, 2011c), borderline personality (e.g., Schredl et al., 2012; Semiz et al.,
2008; Yu, 2013a), and psychoticism (e.g., Miró & Martínez, 2005; Stompe et al.,
2003). There is also evidence that dream profiling can be instrumental in discerning
individuals with a strong inclination to borderline personality (Yu, 2013a), conversion
disorder (Yu, 2010b, 2011c), pathological dissociation (Yu, 2010b, 2011c), schizotypal
personality (Yu, 2013a), or obsessive-compulsion (Yu, 2013a). Obsessive– compulsive
distress, for instance, is indicated by dream narratives featuring superego-ego ideal
functioning (Yu, 2013a), whereas conversion disturbance is better signified by symbolism and persecutory themes in dreams (Yu, 2011c).
As with dreaming, although the diagnostic criterion of trauma exposure
applies only to acute stress disorder and posttraumatic stress disorder in the
DSM–IV–TR and ICD-10, traumatic experiences have long been known to play a
part in the development of symptoms pertaining to other forms of psychopathology,
including, but not limited to, borderline personality (e.g., Gaher et al., 2013;
Kaehler, & Freyd, 2012; van Dijke et al., 2013), somatization (e.g., Güleç et al.,
2013; Kuwert et al., 2012; Waldinger et al., 2006), pathological dissociation (e.g.,
Dalenberg & Carlson, 2012; Ross et al., 2008; Ross & Ness, 2010; Xiao et al., 2006),
and schizophrenia-spectrum disorders (e.g., Read & Ross, 2003; Read et al., 2005;
van Winkel et al., 2013). Consistent with this phenomenon, a national survey by
Pietrzak et al. (2011a, 2001b, 2012) provided compelling evidence that posttraumatic stress disorder has high comorbidity rates with anxiety disorders, mood
disorders, borderline personality, narcissistic personality, and schizotypal personality. In a bid to solve the comorbidity issue in diagnosis, Ross (2000) proposed a
model in which chronic trauma is posited as the common contributing factor that
threads many psychiatric disorders together.
There is indeed a triangular relationship between dreaming, psychopathology,
and trauma in that traumatic experiences can increase dream salience and dream
recall frequency (e.g., Cosman, 2013; Hartmann et al., 2001; Helminen & Punamäki,
2008; Najam et al., 2006; Punamäki, 1997; Valli et al., 2006) and can be directly or
metaphorically carried over into the narrative content of dreams (e.g., Cosman,
2013; Gackenbach, Ellerman, & Hall, 2011; Kamphuis et al., 2008; Phelps et al.,
2011; Punamäki, 1998; Valli et al., 2006). Survivors of life-threatening events,
especially war victims, have been a major target population studied by dream
researchers (e.g., Cosman, 2013; Gackenbach et al., 2011; Helminen & Punamäki,
2008; Phelps et al., 2011; Valli et al., 2006). A majority of people, however, have
probably encountered some ordeals at one point or another in life and have
experienced certain symptoms that may not necessarily warrant a clinical diagnosis.
Terminal illness and death—that is, the most severe forms of trauma, according to
Pietrzak et al. (2011a, 2012)—are ipso facto unavoidable. Likewise, traumatization
and its concomitant impacts on dreams can take effect through vicarious conditioning (Davidson et al., 2005; Propper et al., 2007).
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[T]he development of characteristic symptoms following exposure to an extreme traumatic
stressor involving direct personal experience of an event that involves actual or threatened
death or serious injury, or other threat to one’s physical integrity; or witnessing an event that
involves death, injury, or a threat to the physical integrity of another person; or learning
about unexpected or violent death, serious harm, or threat of death or injury experienced by
a family member or other close associate. (American Psychiatric Association, 2000, p. 463)

The examples of trauma illustrated in the DSM–IV–TR are confined to the
physical type. Although sexual assault is included in the DSM-5 (American
Psychiatric Association, 2013), the scope of trauma can be even more broadly
defined to encompass all those psychological sufferings, such as parentification,
humiliation, and emotional neglect. In a similar vein, trauma can be prolonged,
repeated, and exacerbated rather than a one-off episode, and reactions or resilience
to trauma and the amount of support received from others most likely vary across
individuals. Accordingly, although most people may have gone through traumatizing events of various types, with various levels of brutality, not every individual who
experiences a painful event would become psychologically traumatized. Indeed,
some questionnaires, such as Traumatic Experiences Checklist (Nijenhuis, Van der
Hart, & Kruger, 2002), are designed to distinguish between the exposure to
potentially traumatizing events and the degree of the actual psychological traumatization that an individual subjectively experience.
There have thus far been very few, if any, studies attempting to consider the
cumulative effects of lifetime traumatization on dream activities and to predict
pathological inclinations with both the subjective intensities of traumatic and dream
experiences. This study was therefore geared toward investigating the extent to
which traumatic can predict the severities of psychopathological symptoms, taking
dream experiences—that is, the significant correlates of both pathological tendencies and traumatic experiences—into consideration. Inhibition can be broadly
defined as any defense or restriction exercised by the ego to accommodate
intrapsychic conflicts that could possibly lead to neurosis. Repressive defense, for
instance, protects the ego from the awareness of disagreeable attributes and
memories, including dream material derived from wicked ideas and motives.
Inhibition as a form of ego defense or restriction is pivotal in both symptom and
dream formation (see Yu, 2011b, 2011c, 2013b, 2013c, for details). Moreover, from
the psychoanalytic perspective, trauma is a devastating event that disrupts the
normal ego functions and coping mechanisms. Therefore, measures for assessing
ego strength and inhibitions were also included in the prediction models.

METHOD
Participants
The present sample contained 564 young adults, 176 (31.2%) males and 388
(68.8%) females. The mean age was 19.28 (SD ⫽ 1.20, range ⫽ 17–25). Most
participants, who were recruited on university admission days, completed
upper-secondary school in Hong Kong. Participation was voluntary and without
payment.
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Instruments
The Dream Intensity Scale (DIS), Dream Motif Scale (DMS), Traumatic
Experiences Checklist (TEC), and Ko’s Mental Health Questionnaire (KMHQ)
were used to assess participants’ subjective dream intensity, tendencies to dream
particular sets of themes, severity of traumatic experiences, ego functions, and
psychopathological symptoms, respectively. All these questionnaires were administered in Chinese.

DIS
The DIS (Yu, 2012b) comprises 23 items measuring four primary factors for
dream intensity: Dream Quantity, Dream Vividness, Diffusion, and Altered Dream
Episodes. The development and psychometric properties of the DIS are available
in previous reports (Yu, 2008b, 2009b, 2010a, 2012b).

DMS
Yu (2012a) designed the DMS to evaluate the intrinsic predispositions that
modulate the fabrication of dream narratives. It consists of 100 dream themes,
various combinations of which can form 14 scales, each measuring a dream
predisposition. The Persecution scale, for instance, comprises some delusional
themes that are often observed in paranoid schizophrenia, such as being chased or
pursued, some people plotting against you, and encountering a devil in some form.
The development and psychometric properties of the DMS are available in
previous reports (Yu, 2008a, 2009a, 2009c, 2010c, 2012a).

TEC
The TEC (Nijenhuis, Van der Hart, & Kruger, 2002) evaluates 29 types and
three major categories of potentially traumatic events that may happen to both
children and adults: emotional trauma, bodily threat, and sexual trauma (see Table
1). A severity score can be calculated for each type and each category based on four
indicators: (a) presence of the event, (b) age of onset, (c) duration of trauma, and
(d) the degree of impact that the respondent subjectively feels. In addition to these
four indicators, the TEC also inquires about the level of support received for each
traumatic event. In this study, the total number of trauma types and the total
trauma severity score were calculated using all 29 item scores.

KMHQ
The KMHQ (Ko, 1998) is a 300-item questionnaire. Participants rated the
degree to which each statement could apply to them on a 6-point scale, 1 ⫽ not at
all true to 6 ⫽ completely true. The severities of pathological symptoms were
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Table 1. Prevalence of Traumatic Experiences (n ⫽ 564)
TEC categories and types

Frequency

Percentage

Emotional trauma
Emotional neglect
14 Emotional neglect by member of family of origin
15 Emotional neglect by other family member
16 Emotional neglect by nonfamily member
Emotional abuse
17 Emotional abuse by member of family of origin
18 Emotional abuse by other family member
19 Emotional abuse by nonfamily member
Bodily threat
Physical abuse
20 Physical abuse by member of family of origin
21 Physical abuse by other family member
22 Physical abuse by nonfamily member
Other bodily threat items
9 Deliberate threat to life from another person, e.g., during crime
10 Intense pain from illness, medical treatment, etc.
23 Bizarre punishment
Sexual trauma
Sexual harassment
24 Sexual harassment by member of family of origin
25 Sexual harassment by other family member
26 Sexual harassment by nonfamily member
Sexual abuse
27 Sexual abuse by member of family of origin
28 Sexual abuse by other family member
29 Sexual abuse by nonfamily member
Other trauma types
1 Parentification
2 Family problems
3 Loss of a family member in childhood
4 Loss of own child or partner in adulthood
5 Severe bodily injury
6 Threat to life from illness, surgery, accident, torture
7 Divorced parents
8 Own divorce
11 War experience
12 Second generation war victim
13 Witnessing others undergo trauma

197
115
79
20
56
136
101
23
53
232
117
112
4
8

34.9
20.4
14.0
3.5
9.9
24.1
17.9
4.1
9.4
41.1
20.7
19.9
0.7
1.4

14
150
14
50
30
3
2
27
24
0
5
19

2.5
26.6
2.5
8.9
5.3
0.5
0.4
4.8
4.3
0.0
0.9
3.4

95
105
41
13
14
50
74
0
4
23
186

16.8
18.6
7.3
2.3
2.5
8.9
13.1
0.0
0.7
4.1
33.0

assessed by 18 KMHQ scales (see Table 2). The ego functions were measured by
the KMHQ ego strength, impression management (repressive defensiveness),
counterdependence, and sexual suppression scales. High scorers on the ego
strength scale are characterized by their self-confidence, belief in changing one’s
own personality, and ability to solve daily problems and make flexible adjustments.
The impression management scale consists of 12 statements similar to those of the
Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 1960), which is
considered a valid measure of repressive defensiveness (see Yu, 2011b, 2013b, for
details). The counterdependence scale measures the level of active resistance
against relying on other people. Items of the sexual suppression scale are concerned
with sexual attitudes and behaviors, such as lack of sexual desire, resistance against
the opposite sex, and refraining from talking about sex, watching pornographic
movies, or reading books involving sex.

DMS
Delusion
Ego ideal
Grandiosity
Persecution
Paranoia
Erotomania
Appetite-instinct
Sensorimotor excitement
Sex
Fighting
Animal symbolism
Unusual creature
Object relation
Convenient dreaming
KMHQ
Abnormal femininity

DIS
Dream intensity
Dream quantity
Regular dreams
Bad dreams
Dream vividness
Major modalities
Minor modalities
Diffusion
Dream work
Paramnesia
Altered dream episodes
Lucid dreaming
Autosuggestion

.151

.192
.208
.142
.188
.156
.185
.188
.198
.178
.208
.168

.178

.192
.160
.179
.219
.148
.184
.156
.187
.195
.186
.167
.194
.173
.153

.147
.173

.163

.190

.159

Total trauma
severity

.166

Total number
of trauma
types

.174
.193
.145

.159
.176

.205

.162
.158

.154
.188

.258

.171
.174
.155

.160
.163

.150

.141

Emotional
neglect

.182
.155
.170

.170
.151

.152

.143

Emotional
trauma

.179

.157

Emotional
abuse

Bodily
threat

.147

Physical
abuse

Table 2. Spearman Correlation Coefficients of the TEC Scales With the DIS, DMS, and KMHQ Scales (n ⫽ 564)
Sexual
trauma
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.149

Sexual
harassment

314
Yu

Note.

.233
.224
.215
.215
.193
.220
.163
.240
.236
.228
.175
.235
.186
.168

.232
.223
.197
.177
.163
.180
.153
.235
.235
.195
.154
.243
.166
.177

Total trauma
severity

All Benjamini-Hochberg adjusted p values ⬍ .001.

Abnormal masculinity
Psychoticism
Paranoia
Grandiosity
Neuroticism
Depression
Anxiety
Obsessive compulsion
Somatoform features
Antisocial personality
Passive-aggressive personality
Avoidant personality
Schizoid personality
Schizotypal personality
Histrionic personality
Borderline personality
Narcissistic personality

Total number
of trauma
types

.226
.218

.231
.167
.210

.249
.227
.258
.178
.228
.204

.232
.213
.215

Emotional
trauma

.183

.175
.142
.146

.202
.182
.204
.145
.143

Emotional
neglect

Table 2. (continued)

.205
.156
.157
.234

.168

.176
.157
.180
.144
.205
.196

.226
.219
.211

Emotional
abuse

.140
.179

.153
.172
.142

Bodily
threat

.177

.176

.144
.141
.164

.149

Physical
abuse

.170

Sexual
trauma
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.155

Sexual
harassment
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Statistical Strategies
The significance level was set at .001 for single hypothesis testing. The
significance threshold was further adjusted with reference to the BenjaminiHochberg procedure to control false discovery rate in multiple hypothesis testing
(e.g., four upper and eight lower factor scores of the DIS). Pearson 2 and
Mann–Whitney U tests were used to test the differences in the DIS, DMS, and
KMHQ scales between sexes and between participants having experienced potentially traumatizing events and participants without such experiences. The correlations of the number of trauma types and the eight TEC severity scores with 13 DIS,
14 DMS, and 18 KMHQ scores were examined before regression analyses (see
Table 2). The strongest correlate of each KMHQ pathological scale and the remaining
significant correlates, the items of which were not encompassed by the strongest
correlate, were entered into the linear stepwise regression analysis (see Online
Appendix 3). This prevented psychometric overlapping between predictors.

RESULTS
A majority of the sample (81.6%) had experienced at least one of the 29
trauma types listed in the TEC. The average number of trauma types reported by
participants was 2.30 (SD ⫽ 2.085, Range ⫽ 0 –11). Bodily threats were more
common than emotional and sexual traumas (see Table 1). Intense pain caused by
illness or medical treatment was the most prevalent type of trauma. In addition, a
third of the sample had observed other people undergoing a traumatic event. A
significantly larger proportion of women (11.9%) than men (2.3%) had experienced
sexual trauma, Pearson 2 ⫽ 13.9, p ⬍ .001,  ⫽ .157. On the other hand, men
(37.5%) were significantly more likely than women (21.6%) to experience intense
pain, Pearson 2 ⫽ 15.6, p ⬍ .001,  ⫽ ⫺.166. The mean scores for all TEC severity
scales are provided in Online Appendix 1 of the online supplementary materials.
Men scored significantly higher on the DMS fighting scale (z ⫽ 4.950, p ⬍ .001,
Cohen’s d ⫽ 0.460) and the KMHQ psychoticism (z ⫽ 5.080, p ⬍ .001, Cohen’s d ⫽
0.497), schizoid (z ⫽ 5.388, p ⬍ .001, Cohen’s d ⫽ 0.517), and antisocial personality
scales (z ⫽ 4.742, p ⬍ .001, Cohen’s d ⫽ 0.491) than did women. A sex difference
was also found in seven other KMHQ scales (see Online Appendix 2 of the online
supplementary materials). Participants who had experienced emotional trauma
scored significantly higher on seven dream scales and most KMHQ scales, the effect
sizes for the KMHQ abnormal femininity (z ⫽ 5.785, p ⬍ .001, Cohen’s d ⫽ 0.542)
and anxiety (z ⫽ 5.648, p ⬍ .001, Cohen’s d ⫽ 0.525) scales being the largest (see
Online Appendix 2 of the online supplementary materials). By contrast, only the
psychoticism (z ⫽ 3.388, p ⬍ .001, Cohen’s d ⫽ 0.304) and antisocial personality
scales (z ⫽ 3.510, p ⬍ .001, Cohen’s d ⫽ 0.311) showed a significant difference
between participants with bodily threat and participants without bodily threat
across all dream and KHMQ scales. Participants who had been sexually harassed
exhibited a significantly higher score on the DMS grandiosity (z ⫽ 3.518, p ⬍ .001,
Cohen’s d ⫽ 0.621) and KHMQ histrionic personality (z ⫽ 3.678, p ⬍ .001, Cohen’s
d ⫽ 0.789) scales than did participants without the similar trauma.
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Table 2 shows the significant correlations of the TEC scales with dream and
KMHQ scales. The total number of trauma types, the total trauma severity score,
and the emotional trauma severity score were positively correlated with almost all
DMS and KMHQ pathological scales. Overall, the dream scale scores were more
sensitive to the variation in scores on the emotional neglect scale than to that on the
emotional abuse scale. The TEC bodily threat and physical abuse scores were
significantly correlated with some KMHQ pathological traits, such as abnormal
masculinity and antisocial personality, but not with any dream scales. The KMHQ
ego strength showed a positive association with the total level of support received
during or after traumas, rs ⫽ 0.155, p ⬍ .001. The TEC sexual abuse score did not
significantly vary with any dream or KMHQ scales.
The regression models for predicting 16 categories of psychopathological
symptoms are summarized in Online Appendix 3. Because KMHQ grandiosity and
passive-aggressive personality were not significant correlated with any TEC scales,
no regression analysis was conducted for these two pathological traits. All 16
regression analyses factored KMHQ inhibition and DMS scales into the solutions.
The effect sizes for the variance explained by the obsessive-compulsion model and
the schizotypal personality model were medium (Cohen’s f 2 ⬎ 0.15). The Cohen’s
f 2 value for all remaining regression models far exceeded the 0.35 level, indicating
a very large effect size.
The model for abnormal femininity was formed by only four factors—the
KHMQ counterdependence, KMHQ sexual suppression, TEC emotional trauma,
and DMS persecution— but could account for 63.4% of variance. These four
factors, together with the KHMQ repressive defensiveness and TEC total trauma
severity, constituted some common predictors included in the 16 regression models.
Repressive defensiveness and counterdependence functioned as negative predictors in the models, sexual suppression being directly proportional to almost all
pathological tendencies, except antisocial, histrionic, and narcissistic personalities.
Notwithstanding their positive association with sexual suppression, somatoform
features, depression, and psychoticism were significantly predicted by higher scores
on the DMS sex scale. The ego strength and counterdependence scores were
correlated positively with the repressive defensiveness score (rs ⫽ 0.435, p ⬍ .001;
rs ⫽ 346, p ⬍ .001), and inversely with the sexual suppression score (rs ⫽ ⫺0.307,
p ⬍ .001, rs ⫽ ⫺0.244, p ⬍ .001).

DISCUSSION
A common criticism about the application of retrospective scales in quantifying dream variables is that the recall of dream activities can be distorted in ways
that are determined by psychological factors. It can be argued, furthermore, that
the relationship between dream experiences and pathological tendencies is mediated by personality traits. A prominent example of these probable mediators is
neuroticism, which has been repeatedly demonstrated to have associations with
both dream variables and pathological tendencies.
Nonetheless, three caveats should be highlighted. First, some aspects and
episodes of nocturnal mentation—such as the incidence of dreaming specific
categories of themes and exerting control over dream content—are not easily
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captured by dream samples collected by a nightly log within a fixed period of time.
Accordingly, the extent to which a few diary dream narratives can represent a
person’s characteristics of nocturnal mentation is questionable. Perhaps,
questionnaires—the widely accepted approach to personality assessment—more
effectively serve the purpose of profiling dream experiences as a trait of consciousness. Second, subjective intensities of dream experiences contribute additional
variance to the models for identifying psychopathological tendencies even with
critical personality factors that are known to be correlated with both dream
variables and psychopathological tendencies being taken into account (Yu, 2010b,
2011c, 2013a). In other words, those factors such as neuroticism and defense
mechanisms act as moderators rather than mediators in the relationship between
dream experiences and psychopathological tendencies.
Last, but not least, whether an objective event would be reported as sexual
harassment, emotional abuse, or other traumas, which is indeed similarly influenced
by personality, pathology, demographics, and “response bias,” such as losing
memory of abuse and motivations for malingering, is just as subjective as the
retrospective measures of dream activities. For instance, men and victims who have
been more severely maltreated are more likely to report subjective forgetting of
child sexual abuse (Ghetti et al., 2006). Likewise, it has been demonstrated that the
concordance between parents and affected children on reports of exposure to
trauma, impact of trauma, and posttraumatic stress symptoms is low (Stover, Hahn,
Im, & Berkowitz, 2010).
More than 80% of participants in the current sample experienced at least one
type of probable traumatization. The total number of trauma types and the global
trauma severity score were found to be positively correlated with almost all DMS
and KMHQ pathological scales, suggesting that repeated or chronic exposure to
potentially traumatic events can have cumulative effects on dream and mental
experiences. Although bodily threats are more common than emotional and sexual
traumas, both dream and pathological variables are more sensitive to emotional
traumatization than to physical traumatization. It seems that the mechanisms of
dreaming are predisposed to processing affective rather than corporeal memories;
instead of physical threats per se, perhaps it is their concomitant emotive turmoil
that alters dream experiences and mental conditions. This coincides with the theory
that affect regulation is the inherent function of dreaming (e.g., Cartwright, Baehr,
Kirkby, Pandi-Perumal, & Kabat, 2003; Cartwright, Luten, Young, Mercer, &
Bears, 1998; Kramer, 1993; Kramer & Brik, 2002; Yu, 2001, 2003, 2007). Given the
small coefficient values, however, the significant correlations between the TEC and
dream scales should be interpreted with caution although this result is not
unexpected in that traumatization is merely one of the many factors that modulate
the phenomenological experience of dreaming.
Because traumatization has significant impacts on both pathological tendencies
and dream characteristics, it can be argued that any change in dream experiences
is an epiphenomenon that occurs alongside but independently of the primary
symptoms. For that reason, it is of theoretical importance to test whether dream
parameters still hold predictive values when a person’s previous history of
traumatic experiences being factored into the regression models for predicting
pathological tendencies. The study presented here demonstrates that dream
variables, especially the thematic content of dreams, serve as significant indicators
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of all categories of pathological symptoms even after controlling the history of
traumatization, the level of support received, and some important ego factors. The
effect sizes were impressive in that the regression models comprising trauma,
dream, and ego function scales could explain up to 63% of variance in scores on a
pathological scale. There seem to be some common predictors shared by different
pathological inclinations—that is, the severity of purely emotional trauma, the
cumulative severity of all previous potentially traumatic experiences, persecutory
and sexual dream themes, repressive defensiveness, counterdependence, and sexual
suppression.
Antisocial, histrionic, and narcissistic personalities are distinguished by their
unrestrained sexual desire in both dream and waking life. With the exception of
these three pathological traits, all other categories of symptom manifestations were
found to vary positively with sexual suppression and negatively with repressive
defensiveness and counterdependence. Accordingly, the inhibitory function can
undergo a splitting process whereby the ego gives up safeguarding its integrity and
autonomy on the one hand, while on the other hand, denies its sexual impulses,
which paradoxically rebound during dreaming. Erotic and persecutory dreams,
however, are not unique to people suffering from salient symptoms. Many items
that make up the DMS scales are indeed typical themes dreamed by ordinary
people (Yu, 2008a, 2009a, 2009c, 2010c, 2011a, 2012a). Although all human beings
share the same basic needs, the extent to which these needs can be gratified varies
across people and time. Unusually high occurrence of certain themes in dreams may
underscore the significance of what the sick are deprived of.

CONCLUSION
Perhaps, recurrent trauma puts a person on a downward spiral toward
psychopathology. The more traumatizing events people subjectively experience,
the less support they perceive, and the more they are likely to experience
symptoms. As a result, the ego is debilitated and is rendered more susceptible to
next potential trauma. At night, this emotional turbulence continues to ripple
through the metaphoric milieu of dreaming.
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