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BODY IMAGE IN RESPONDENTS WITH AND WITHOUT

PRIOR OUT-OF-BODY-EXPERIENCES

Abstract

Many people report having had a experience in which they felt as if their phenomenal self
was separated in cartesian space from their physical body. Despite the commonality of this
experience for a significant proportion of the population, mainstream psychology has
largely overlooked these out-of-body experiences (OBEs). In particular, although the body
is an implicit aspect of this phenomenon, to date the relationship between bodily experience
and the occurence of OBEs has been a negelected area of research. In the present study we
theorised that the daily bodily experiences of people with a prior OBE and those without
this experience would differ along a number of dimensions. In order to test this theory a
questionnaire study was conducted. Of 243 respondents, 62 reported at least one prior
OBE. Six scales on different aspects of bodily experience were administered. Respondents
reporting a previous OBE were found to score significantly higher on measures of
somatoform dissociation (p<.001), self-consciousness (p=.035), body dissatisfaction (p=.001),
and lower on a measure of confidence in their physical self-presentation (p=.02) than
respondents without a previous OBE. There were no significant differences between these
groups concerning physical self-efficacy or perceived physical ability, objectified body

consciousness, or social physique anxiety.




Introduction

The Out-of-Body Experience (OBE), in which the person who has an OBE has an experience in
which the self and their body are phenomenologically separated, has been a topic of concern in
the psychological sciences for well over 100 years (Alvarado, 1992). Alvarado (1992) notes that
the key features of an OBE often include a sensation of floating, seeing one’s own physical body
from outside, and an experience of travel to a place remote from one’s actual physical-body
location. Despite the commonality of this experience for a significant proportion of the
population, mainstream psychology has largely overlooked these out-of-body experiences
(OBEs). In particular, while the body is an implicit aspect of out-of-body experiences, as a
particular topic of interest it is generally overlooked in the research literature. Three important
exceptions to this are the psychological theories of OBEs advanced by Palmer (1978) and
Blackmore (1984), and a recent study (in which a third theory of the OBE is advanced) by Irwin

(2000) into the somatosensory experience of OBE experients.

Palmer (1978) presented a psychological theory of the OBE that centred on the body image of the
experient. He argued that a reduction of proprioceptive information from the body resulted in
changes to the ‘body concept’ which (in some instances) in turn ‘triggered’ the OBE. Drawing on
Freudian theory, Palmer argued that the person’s change in body concept threatened their self-
concept or sense of individual identity. As a result of this threat unconscious processes are
activated in an attempt to re-establish the person’s sense of individual identity. An example given
by Palmer (1978) is one of “deathbed experiences” in which he argued that an OBE is more
likely to occur when the experient first has had a prolonged confinement to bed in a weakened

condition (which is likely to encourage changes in body image) and (whether he/she accepts it




intellectually or not) they have a psychological set of death which involves the separation of the
soul from the body. With the re-establishment of the normal body concept the OBE ends. It is
important to note that Palmer views changes in the body image as necessary but not sufficient for
an OBE to occur; it is the Freudian ‘primary process’ attempt at reintegration which, according to

Palmer, in some cases results in an OBE.

A second psychological theory of OBEs is that provided by Blackmore (1984), who proposed a
cognitive explanation for the occurrence and phenomenology of OBEs. She argued that one of
the key functions of the brain is the construction of models of the self within the environment.
These may be short-term models (such as those created through perception) or long-term models
(such as those formed through memory) and each may influence the other. One of these models
that Blackmore (1984, p.203) identifies is that of the body image, which she states is the sum of

“somatosensory information, visual, and other sensory input and memory.”

Rather than modeling what is ‘really’ there, Blackmore (1984) points out that we ‘build’ models
of reality. Moreover, we are continually engaged in multiple model making processes: a model of
the activity we are currently engaged in, a model of a remembered event, a model of an imagined
state of affairs, and so on. Central to Blackmore’s theory is the proposal that at any given time
only one model is taken to represent ‘reality’. For most people at most times this ‘reality’ model
will be taken to be that which is most complex, stable and coherent. This mode! would usually be
that generated in most part through sensory input. However, at times sensory input may be
reduced, as in sensory isolation experiments, resulting in impoverished sensory models. This may
result in an over reliance on information from memory in order to achieve stability. Therefore for

an OBE to occur at least two things are needed: the failure of the somatosensory input-controlled




model, and the substitution of an imagery-based one built-up from memory. The required
incapacitation of the input model leads Blackmore (1984) to argue that her theory explains why
such experiences as sensory deprivation, relaxation, illness, and certain drugs frequently occasion

OBEs.

Blackmore (1984) herself outlines the similarity between her approach and that of Palmer (1978),
insomuch that both posit that OBEs occur as the result of a change in the body concept. Therefore
Palmer (1978) and Blackmore (1984) would seem to have a shared understanding of what “body
image” actually is, and that this relates to a particular sensorially obtained and cognitively
represented conceptualisation: Palmer sees the proprioceptively derived body concept as being
suppressed during the occurrence on an OBE, while Blackmore sees the loss of body image based
on a sensory input model of the self in the environment as beginning a chain of events which

result in an OBE.

While the above two psychological theories have a strong emphasis on the role of body image in
the occurrence of OBEs, other research has paid little attention to the experience of the body in
relation to OBEs. However, one recent exception to this is a study by Irwin (2000) who has
examined the experience of somatic symptoms and OBEs. Drawing upon the work of Nijenhuis
and colleagues (e.g. Nijenhuis, Spinhoven, van Dyke, van der Hart and Vanderlinden, 1996) into
dissociative states, Irwin argues that OBEs are in part the result of somatoform dissociation in
which there can be a ‘deficit symptom’ such as numbness in a part of the body, or ‘positive
symptom’ in which psychosomatic pain or tics are experienced. Irwin’s rationale for studying
somatoform dissociation in OBEs is that “at a phenomenological level the OBE appears to entail

a dissociation between sensory processing of somatic (somaesthetic and kinaesthetic) events and




the sense of self or identity” (Irwin, 2000). In his study involving 113 psychology students, with
an OBE incidence rate of 38.9%, Irwin (2000) administered the Somatoform Dissociation
Questionnaire. This was found to be the only predictor variable (from a logistic regression
analysis which included participants’ data for dissociative experiences, absorption, gender and
age) able to independently discriminate between people with and without a prior OBE, as well as

the only independent variable which contributed significantly in predicting OBE frequency.

Irwin (2000) provides a third theory for the occurrence of the OBE, namely that it is the result of
the convergence of a number of dissociative factors. This includes high levels of “absorption’ (a
psychological state in which the person is in a high state of engrossment in experience), as well
as a simultaneous occurrence of dissociation from somatic input. This theory includes a
reformulation of Irwin’s earlier theory (1985) based upon his findings that people with prior
OBEs exhibit a high capacity for psychological absorption, while people with high levels of
psychological absorption were more susceptible to experimentally induced OBEs. These changes
are posited to undermine the socially conditioned assumption that the body is the container of the
self, and as a result to promote the feeling that the person’s consciousness is no fonger in the
spatial confines of the body. In turn, this abstract perception of a disembodied self is cognitively
processed “into a passive, generalized somaesthetic image of a static floating self” (Irwin, 2000)
and into an experience of an OBE. Through the process of synesthesia, and providing the
experient has a basic visuospatial ability, the somaesthetic image may be translated into a visual
image. Irwin (2000) argues that strong absorption during the above state is responsible for the

experienced realism of the OBE.




Again, there are similarities between Irwin’s (2000) OBE theory and those of Palmer (1978} and
Blackmore (1984). A breakdown between sensory input and experience of this input is central to
all three theories (although the nature of this ‘breakdown’ is different in Irwin’s theory). We
believe that Irwin’s (2000) findings are indicative of a new line of inquiry in relation to OBEs.
While both Palmer and Blackmore concur that a change in body image precipitates the
occurrence of an OBE, Irwin’s findings are suggestive of pre-existing, possibly long-term
differences between the bodily experiences of people who have (or who are likely to have) OBEs
and those who have not (and are unlikely to do so in the future). Prior research has found that
people who report having had an OBE are more likely to have had muitiple rather than single
OBEs (Alvarado, 1986). Alvarado and Zingrane (1999) found 65% of their sample were multiple
OBE experients. Neither Palmer’s nor Blackmore’s theories attempt to explain why some people
are more prone to OBEs than others. In contrast, Irwin’s (2000) empirical work suggests some
people with certain bodily experience are more likely to have an OBE. Furthermore, rather than
OBEs occurring only in the absence or reduction of sensory information, the association between
somatoform dissociation (which includes items that measure ‘positive symptoms’ or the
amplification (rather than just the reduction or absence) of some sensory experiences, such as
pain) indicates that the relationship between bodily experience and OBEs is more complex than

that outlined in Palmer’s (1978) and Blackmore’s (1984) theories.

We have previously argued (REFERENCE OMMITTED FOR REVIEWING PURPOSES) that
OBEs are more likely to occur in people who usually have a weak sense of embodiment,
characterised by a generalised dissociation between their self and body which can be measured
on a number of body experience dimensions. To clarify this further, we believe that Palmer’s and

Blackmore’s theories posit body image change or disturbance as an immediate precursor to the




occurrence of OBEs rather than as a qualitative difference in the everyday bodily experience of
people who do and do not have OBEs. This is not to challenge the central premise of these
theories, namely that a ‘change’ in body image precipitates OBEs, but rather to complement these
theories by suggesting that out-of-body experients have pre-existing differences in their body
experience than non-experients, and that these pre-existing differences are possibly exacerbated

in the moments in which an OBE occurs.

We would add to our argument here that although the theories of Palmer, Blackmore and Irwin
(including the latter’s empirical work described earlier), are informative exceptions to the lack of
consideration given to bodily experience in the OBE research literature, they have a very narrow
focus on perceptual aspects of this experience. For instance, Palmer’s and Blackmore’s theories
posit changes in the ‘body concept’ or ‘body image’ where these terms would seem to refer to
conscious or unconscious changes in the sensorial topography of the body, such as might occur
with a lack of somatosensory input. Irwin’s study goes a little further in that it considers not just a
lack of sensory input (negative symptoms) but amplified sensory inputs (such as pain, or
‘positive’ symptoms). What is over looked in these studies is other ways of experiencing the

body.

Outside of parapsychology, body image studies can be divided into research areas which address
person’s perceptual experience of their bodies (such as body size estimation, and sometimes
referred to as the ‘body percept’), their own subjective feelings towards their bodies (such as
weight and body shape satisfaction, and sometimes referred to as the ‘body concept’) (Slade et al,

1990), and their beliefs about others’ responses to their bodies (e.g. Hart et al, 1989). While these




approaches differ in significant ways they share a concern with elaborating the relationship

between the body and the self.

‘Perceptual’ body image research has explored people’s accuracy in reporting their body size
(e.g. Cappon and Banks, 1968), shape and weight in relation to their actual proportions (Cash et
al, 1991; Slade, 1994); sensations or the lack of sensations from the body (Nijenhuis et al, 1996),
as well as a person’s general perception of their body boundaries (Murray and Gordon, 2001).

A second area of body image research concentrates upon person’s evaluation of their bodies and
its relationship to feelings of self-worth (Cash and Green, 1986). One early study in this regard is
that of Secord and Jourard (1953) who introduced the term ‘body cathexis’ to separate people’s
subjective feelings about their bodies from their objective physical characteristics (Hart et al,
1989). This includes attitudes and beliefs about bodily appearance. This research commonly asks
participants to evaluate their level of satisfaction with different bodily parts or properties (e.g.
Secord and Jourard, 1953; Franzoi and Shields, 1984; Slade, Dewey, Newton, Brodie and

Kiemle, 1990).

Another, less-well researched area of self-evaluated body experience is that of perceived physical
competence, or peoples’ feelings of confidence in demonstrating these skills in the company of
others (Ryckman et al, 1982; Wylie, 1974). For example some people might be expected to feel
more physically competent (such as athletes and people who engage in other physically
demanding sports) while others might be expected to feel less competent (perhaps as the result of
physical disability or chronic illness). As such, peoples’ perceptions of their degree of physical
competency might be expected to impact upon the relationship between their selves and their

bodies.




The tendency by some people to perceive their bodies in an objectified manner has also been an
area of research. McKinley and Hyde (1996) note how this tendency is most common in females,
who have their embodiment partly shaped through a culture that objectifies the female physical
form. The experience of the body as an object and the beliefs which support this experience are
referred to by McKinley and Hyde (1996, p.183) as ‘objectified body consciousness’: “Women’s
relationship to their bodies becomes that of object and external onlooker: they exist as objects to
themselves.” Although McKinley and Hyde (1996) were particularly interested in female
embodiment as a consequence of socialisation, we would theorise that objectified body
consciousness would be a feature of people with a prior experience of an OBE (or who might

experience one in the future).

The demonstrated relationship in the research literature between a person’s negative evaluation of
their body and low self-esteem (see Grogan, 1996 for a review) is the result of discomfort
experienced because of a discrepancy between their actual (or perceived) bodily state and their
preferred ideal state. We would characterise this phenomenon as one form of dissociation
between the body and the self; one in which the body becomes objectified. Although research is
lacking in the area of peoples’ perceived physical competency and its relationship to the
embodied self, we would hypothesise a similar dissociation between the self and body would
occur for people who express low levels of such physical competency. It is such psychological
distance between peoples’ sense of self and their bodies that we hypothesise provides the
psychological background to OBEs.

Increasingly, body image research is beginning to address the beliefs that people have about how

other people will evaluate their bodies. This comes from recognition that satisfaction with one’s




appearance is highly influenced by social interaction. Hart et al. (1987), for instance, note that
while many people think that others view their bodies favourably or are not concerned with
others’ responses to their bodies, others may be “chronically concerned” with how others
evaluate their bodies. This may because their bodies are objectively unattractive or because they
hold an unrealistically negative perception of their bodies. As a result they will tend to stay away
from occasions and events (such as swimming in public) during which their bodies would be

open to the (possible) evaluation of others.

Therefore, as with peoples’ own affective responses, how they perceive others’ perceptions of
their bodies can be expected to have an impact upon their sense of embodied self. Such
perceptions may be anticipatory, such as the person who avoids public displays of their physique
due to an expected negative evaluation (whether expressed or not) by others. These concerns can
be expected to lead to similar experiences to those resulting from a person’s own negative
evaluation of their bodies. That is, there is a discrepancy between the person’s (perceived) bodily
reality and a socially acceptable body. Again, we would argue that such discrepancy leads to a

form of body-self dissociation, which in turn makes the occurrence of an OBE more likely.

Given that the phenomenological description of the OBE includes that of a dissociation, or
separation, of the physical body and the self, we postulate that the person who experiences an
OBE has a different relationship between their physical body and sense of self than do people
without such experiences. We further postulate that the nature of this experience is a generalised
dissociation (as compared with non-OBE experients) between their self and body that can be
assessed on a number of levels: perceptual, affective and social. The present study, therefore, has

a concern with the variety of body experiences that people have in relation to their reporting
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having had an out-of-body experience (we leave aside here any discussion of whether OBE
experiences represent genuine OBE abilities). Several measures are employed in order to
compare these experiences in an OBE and non-OBE sample. A number of hypotheses are made
concerning the body experiences of those respondents reporting OBEs compared to those who do

not:

1. They will experience higher levels of dissociation between their perceptual body and self.
2. They will have heightened self-awareness or self-consciousness.

3. They will have a reduced belief in their physical ability and in providing an acceptable
physical self-presentation.

4. They will be more dissatisfied with their bodies.

5. They will have an objectified view of their bodies.

6. They will be more anxious at the prospect of having their physique evaluated by others.

11



Methods

Participants

A total of 243 participants (171 females, 72 males) completed a web-survey regarding “body
experience”, Of these, 62 respondents reported a previous OBE (45 females, 17 males, with a
mean age of 29 years, SD = 10.9). All OBE respondents completed a question concerning how
many OBEs they had had, although not everyone provided a precise figure. However, 79% of
respondents reported having had two or more OBEs (52% reported 3 or more, 42% 4 or more,
39% 5 or more, 28% 6 or more, 22% 7 or more, 19% 8 or more, and 17% 10 or more). The non-
OBE sample consisted of 181 participants (126 females, 55 males, with a mean age of 29 years,

SD = 10.7).

Materials

Respondents completed a questionnaire comprised of 7 validated scales and one item for

assessing whether they had had a previous OBE. In the following we detail each of these

questionnaire components in the order they were presented.

Measures

Somatoform Dissociation Questionnaire (SDQ-20): The SDQ-20 is a 20-item instrument

designed to measure ‘somatoform dissociation’ or the degree to which the person experiences

negative (e.g. losses of perceptions and control over functions) or positive (e.g. localized pain)
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perceptual or somatic symptoms indicative of dissociative disorder (Nijenhuis et al, 1996).
Responses are made to 20 statements (e.g. “It sometimes happens that it is as if my body, or part
of it, has disappeared”) on a 5-point Likert scale (from ‘not applicable’ (1) to ‘highly applicable’
(5)) with the possible range of possible scores being 20-100. This scale is employed in the present
study as an indication of respondents’ perceptual body image. It was hypothesised that
respondents with a prior OBE would score significantly higher on this scale than respondents

without a prior OBE.

Self-Consciousness Scale (S-CS): The S-CS was constructed by Fenigstein, Scheier and Buss
(1975) to assess individual differences in self-consciousness. In their construction of the scale the
following behaviours were considered to constitute the area of self-consciousness: a
preoccupation with past, present and future behaviour; sensitivity to inner feelings; recognition of
one’s positive and negative attributes; introspective behaviour; a tendency to picture one’s
physical appearance and presentation; and concern over the appraisal of others. The scale has
three sub-scales: public self-consciousness (7- items), private self-consciousness (10-items) and
social anxiety (6-items). The first of these refers to attending to one’s inner thoughts and feelings
(e.g. ‘I reflect about myself a lot’), the second to one’s awareness of their self as a social object
(e.g. ‘I’'m self-conscious of the way I look’), and the third to discomfort experienced in the
presence of others (e.g. ‘Large groups make me nervous’). Therefore the full scale consists of 23
items (e.g. “I’m always trying to figure myself out”) to which participants respond on a 5-point
Likert scale (‘extremely uncharacteristic’ (0) to ‘extremely characteristic’ (4)). The range of
possible scores for the complete scale and its sub-scales are (in order) 0-92, 0-28, 0-40, and 0-24.
[t was hypothesised that respondents with a prior OBE would score significantly higher on this

scale and its subscales than respondents without a prior OBE.
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Physical Self-Efficacy Scale (PS-ES): The PS-ES is a 22-item scale which assesses the degree to
which respondents have a sense of physical self-efficacy (Ryckman, Robbins, Thornton and
Cantrell, 1982). The scale has two subscales: Perceived Physical Ability (10-items, e.g. ‘I am not
agile and graceful’) and Physical Seif-Presentation (12-items, e.g. ‘Sometimes 1 feel
uncomfortable shaking hands because my hands are clammy’). High scores on the former are
taken to indicate higher perceived physical ability, while high scores on the latter indicate greater
confidence in the presentation of physical skills. Responses are made to 22 statements (e.g. “I
find that I am not accident prone™) on a 6-point Likert scale (*strongly agree’ (1) to ‘strongly
disagree’ {6)). The range of possible scores for the complete scale and its sub-scales are (in order)
22-132, 10-60, and 12-72. It was hypothesised that respondents with a prior OBE would score

significantly lower on this scale and its subscales than respondents without a prior OBE.

Body Satisfaction Scale (BSS): The BSS was developed by Slade, Dewey, Newton, Brodie and

Kiemle (1990) to measure satisfaction/dissatisfaction with body parts. The scale consists of 16
named body parts (e.g. “Legs”) to which the respondent is asked to indicate on a 7-point Likert
scale (“very satisfied’ (1) to ‘very unsatisfied’ (7)) their degree of satisfaction with each. Three
sub-scales are derived from this. The first is a ‘general’ scale which includes all items, the second
a ‘head’ scale including most items relating to the face (7 items, e.g. ‘jaw’), and the third a ‘body’
scale including those items relating to body parts (7 items, e.g. ‘chest”). The scale was employed
in the present study as a measure of respondents’ affective responses to their own bodies. The
range of possible scores for the complete scale and its sub-scales are (in order) 16-112, 7-49, 7-

49. Tt was hypothesised that respondents with a prior OBE would score significantly higher on

this scale and its subscales than respondents without a prior OBE.
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Objectified Body Consciousness Scale (OBCS): The OBCS is a measure of objectified body
consciousness developed by McKinley and Hyde (1996). The original scale is comprised of three
sub-scales (8 items each): surveillance (viewing the body as an outside observer); body shame
(feeling shame when the body does not conform); and appearance control beliefs. High scores on
the Surveillance scale indicates the person watches their body frequently and thinks of their body
in terms of how it looks rather than how it feels (e.g. ‘I think more about how my body feels than
how my body looks’). High scores on the Body Shame scale indicate that the person believes
they are a ‘bad person’ if they do not fulfill cultural expectations for their body (e.g. ‘I feel
ashamed of myself when I haven’t made the effort to look my best’). Finally, high scores on the
Control Beliefs scale indicate that the person believes they are able to control their weight and
appearance if they work hard enough (in contrast to low scorers who would believe that weight
and appearance are controlled by factors such as heredity) (e.g. ‘I really don’t think I have much
control over how my body looks’. The present study makes use of only the first two of these sub-
scales. Participants responded to 16 statements (e.g. “I think more about how my body feels than
how it looks™) on a 5-point Likert scale (‘strongly agree’ (1) to ‘strongly disagree’ (5). The range
of possible scores for the each of these sub-scales is 8-40. It was hypothesised that respondents
with a prior OBE would score significantly higher on these subscales than respondents without a

prior OBE.

Social Physique Anxiety Scale (SPAS): The SPAS is a 12-item self-report measure of the degree
to which people become anxious at the prospect or presence of their physique being observed or
evaluated by others (Hart, Leary and Rejeski, 1989). Respondents indicate the degree to which
each statement (e.g. “It would make me uncomfortable to know others were evaluating my

physique/figure”) is characteristic of them on a 5-point Likert scale (‘not at all’ (1) to ‘extremely
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characteristic’ (5)). This scale was employed in the present study as it has a focus on how people
feel others evaluate their personal appearance, and as such emphasises the social dimension of
body image. The range of possible scores for the scale is 12-60. It was hypothesised that
respondents with a prior OBE would score significantly higher on this scale than respondents

without a prior OBE.

Belief in the Paranormal Scale (BPS): The BPS is an 8-item measure designed to assess
respondents’ level of belief in paranormal phenomena (Musch and Ehrenberg, 2002). Responses
are made to eight statements (e.g. “1 remember an event that [ can only explain as a case of
telepathy”) on a 6-point Likert-scale (‘total disagreement’ (1) to ‘total agreement’ (6)). The range

of possible scores on the scale is 8-48.

Item for Assessing the Oceurrence of Qut-Of-Body Experiences: In order to ascertain whether

participants had experienced an out-of-body experience, respondents were provided with the

following statement from Palmer (1979) and asked fo indicate ‘yes’ or ‘no’: “Have you ever had
an experience in which you felt that ‘you’ were ‘outside of” or ‘away from’ your physical body;
that is, the feeling that your consciousness, mind, or centre of awareness was at a different place

than your physical body? (If in doubt, please answer ‘no’).”

Procedure

The survey was advertised using three methods; poster advertisements at the academic institution

of the first author (CM), e-mail advertisements to students and staff, and a website advertisement

16



on the institutions virtual magazine (available in-house only). People were then free to respond in

their own time by visiting the address of the web page provided in the advertisements.

The first page that they visited provided a brief outline of the study along with contact details for
one of the authors (CM) and two questions concerning personal details (asking their gender and
age). By using a button at the bottom of this page they were then taken to a new page presenting
them with the first of the eight scales. Upon completion of each of the eight scales they moved to
the next stage of the survey by using the button at the bottom of the page. Before proceeding to
the next stage their submission was validated in order to ensure that valid responses had been
provided (typically checking that the respondent had provided responses to all the items in the
scale). If the validation failed they were presented with the page as they had submitted it, but with
a message stating that there were errors in their submission, and the items requiring attention
were highlighted. The software used for presenting these materials (written by JF) monitored the
stage that participants had reached in the survey and prevented participants from returning to

pages to make changes once they had provided a valid submission for that page.

Following the eight scales, the final page before the completion of the survey asked three
questions relating to whether they had ever experienced being ‘outside of” or ‘away from’ their
body, and if so the frequency of these occurrences and whether they had felt either close to death
or that they had died. They were also asked, whether they would like to be involved in future
research, whether they would like to receive a copy of the findings, and, if appropriate, to provide

contact information. Following submission of this form they were thanked for their participation.
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Results

Respondents’ mean scores for each measure are shown in Table 1. Those respondents reporting a
previous out-of-body experience scored higher on The Somatoform Dissociation Questionnaire
(SDQ-20) (M=35.14, compared to 26.15), the Self-Consciousness Scale (S-CS) (M=55.04,
compared to 50.69), the Social Physique Anxiety Scale (SPAS) (M=37.32, compared to 35.98),
and on the Belief in the Paranormal Scale (BPS) (M=33.77, compared to 24.8). They also scored
lower on the Physical Self-Efficacy Scale (PS-ES) (M=78.02, compared to 81.80). Scores on the
two sub-scales of the Objectified Body Consciousness Scale (OBCS) were similar (for
Surveiliance the OBE sample had mean of 22.29, compared to 22.68, and for Body Shame they

had a mean of 27.56 compared to 27.5).

[INSERT TABLE 1 ABOUT HERE]

The results of ANOVA significance tests are shown in Table 2. Respondents reporting a previous
OBE were found to score significantly higher on The Somatoform Dissociation Questionnaire
(F(1, 241) = 40.61, p<.001), the Self-Consciousness Scale (F(1, 241) = 4.48, p=.035) and its
Private Self-consciousness subscale (F(1, 241) = 9.18, p=.003), the Body Satisfaction Scale (F(1,
241) = 11.45, p=.001) and both its Head (F(1, 241) = 12.43, p=.001) and Body (F(I, 241}=5.3,
p=.022) subscales, and the Belief in the Paranormal Scale (F(1, 241) = 56.71, p<.001) than
respondents without a previous OBE. OBE respondents also scored significantly lower on the
Physical Self-presentation subscale of the Physical Seif-efficacy Scale (F(1, 241) = 5.46, p=.02).

There were no significant differences between these groups on the complete Physical Self-
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Efficacy Scale or its Perceived Physical Ability subscale, the Surveillance or Body Shame sub-

scales of the Objectified Body Consciousness Scale, or the Social Physique Anxiety Scale.

[INSERT TABLE 2 ABOUT HERE]

Discussion

As predicted, respondents reporting a previous out-ofy-body experience (OBE) were found to
experience higher levels of dissociation between their perceptual body and self, to have a
heightened self-awareness or self-consciousness, to be more dissatisfied with their bodies, and to
have lower confidence in the presentation of their physical skitls. However, the hypotheses that
they would have a reduced belief in their physical ability, an objectified view of their bodies, and

be more anxious at the prospect of having their physique evaluated by others were not supported.

The first of these findings is in agreement with Irwin’s (2000) study, in which scores of
somatoform dissociation (using the same scale employed in the present study) were found to
independently discriminate between people with and without a prior OBE, as well as the only
independent variable which contributed significantly in predicting OBE frequency. Irwin’s own
rationale for studying somatoform dissociation in OBEs was due to the apparent
phenomenological separation of perceptual experience and the person’s sense of self or identity
which occurs during an OBE. As discussed earlier, on one level this would also appear to support
the psychological theories of OBEs advanced by Palmer (1978) and Blackmore (1984) in which

the loss of somatosensory information from the body precipitates an OBE. However, the scale
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used in the present study also included items which referred to amplified somatosensory

experiences which are more difficult to explain by reference to these theories alone.

The heightened self-consciousness found in the OBE sample was expected due to the theorised
dissociation between the self and body that this sample was expected to have. In their
development of the Self-consciousness Scale, Fenigstein et al. (1975) suggested people who
scored high on this measure would be better able to take part in meditation. Whereas people
without this psychological and phenomenological separation of self and body were expected to
have a stronger sense of embodiment, the OBE sample was expected to have a weak sense of
embodiment in part characterised by an increased focus on the private or inner self, Indeed, when
analyses were carried out on the sub-scales of the Self-Consciousness Scale, namely the Private
Self-Consciousness, Public Self-Consciousness and Social Anxiety sub-scales, only the first of
these remained statistically significant, that is the OBE group was higher in Private Self-
Consciousness (although the mean for the OBE group was higher on all three measures). That no
differences were found on the Public Self-Consciousness sub-scale is surprising given that OBE
participants scored significantly lower than non-OBE participants on their level of confidence in
the presentation of physical skills. However, it should be borne in mind that the reduced number

of items that each of the sub-scales has, compared to the full scale, may in part explain this.

The higher levels of body dissatisfaction in the OBE sample had been expected and were a
feature which we theorised characterised a general dissociation between body and self by OBE
experients. However, we had also expected that lower levels of physical self-efficacy would

characterise people with a weak sense of embodiment, and hence people with previous OBEs, as
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well as expecting higher levels of social physique anxiety. However, there was no support for any

differences between these groups on either of these measures.

The finding that there are no differences between the groups with regards to having an objectified
view of their bodies or at the prospect of having their physique evaluated by others are surprising,
particularly given the differences between the groups on levels of body dissatisfaction. However,
as stated earlier, there were also no differences between the groups on the Public Self-
consciousness and Social Anxiety sub-scales on the Self-consciousness Scale, suggesting that as
well as having no differences in social anxiety in relation to their physique, these groups did not

differ in regards to public self-consciousness and social anxiety in general.

The findings within this paper in part support our earlier argument (REFERENCE OMMITTED
FOR REVIEWING PURPOSES) for a broader theorisation and empirical exploration of body
experience in relation to the occurrence of OBEs. Our findings suggest that people with a
previous OBE have higher levels of somatosensory dissociation, self-awareness or private self-
consciousness, and body dissatisfaction, as well as lower confidence in the presentation of
physical skils, although a social dimension to these bodily experiences does not receive support.
These findings do lend support to the theory that there are pre-existing differences in the body
experiences of those people who do and do not have OBEs, which are not accounted for in
current psychological theories. (In the present study, as in previous work, OBE respondents
tended to have had multiple OBEs with only 21% reporting having had only one). We would
argue that it is the exacerbation of these pre-existing differences which results in an OBE,

although further research is required to support this contention.
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Table 1. Mean Scores (and Standard Deviations) by Respondents on Questionnaire Scales

Measure Non-OBE Group OBE Group
(n=181) (n=62)

The Somatoform Dissociation Questionnaire 26.15(7.24) 35.14 (14.43)
(SDQ-20)

Body Satisfaction Scale 47.73 (15.74) 56.53 (22.44)
Head 19.34 (7.69) 23.74 (10.51)
Body 23.44 (8.52) 26.53 (10.61)
Self-Consciousness Scale (S-CS) 50.70 (13.91) 55.04 (14.16)
Private Self-consciousness 21.69 (6.71) 24.71 (6.99)
Public Self-consciousness 16.85 (6.21) 17.60 (6.28)
Social Anxiety 12.16 (5.70) 12.74 (6.06)

Physical Self-Efficacy Scale (PS-ES)

81.80 (14.70)

78.02 (13.51)

Perceived Physical Ability 35.14 (9.33) 34.37 (6.78)
Physical Self-Presentation 46.66 (8.53) 43.65 (9.40)
Objectified Body Consciousness Scale (OBCS)

Surveillance 22.68 (6.49) 22.29 (7.11)
Body Shame 27.50(7.14) 27.56 (7.26)
Social Physique Anxiety Scale (SPAS) 35.98 (8.69) 37.32 (9.83)
Belief in the Paranormal Scale (BPS) 24.40 (8.44) 33.77 (847
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Table 2. Results of ANOVA Significance Tests on Experimental Measures

Measure Sum of df | Mean F Sig.

Somatoform Dissociation Between 3732.745 1 3732.745 40.61 | <.001
Within 22153.362 241 | 91.923
Total 25886.107 242

Self-Consciousness Scale Between 874.767 1 874.767 448 |.035
Within 47057.142 241 | 195.258
Total 47931.909 242

Private Self-consciousness Between 422.472 1 422.472 9.18 |.003
Within 11085.824 241 [ 45.999
Total 11508.296 242

Public Self-consciousness Between 25.697 1 25.697 .66 416
Within 9339.892 241 | 38.755
Total 9365.588 242

Social Anxiety Between 15.627 1 15.627 46 496
Within 8096.225 241 [ 33.594
Total 8111.852 242

Physical Self-Efficacy Scale | Between 659.662 1 659.662 3.18 | .076
Within 50060.420 241 | 207.720
Total 50720.082 242,

Perceived Physical Ability Between 27.179 1 27.179 35 552
Within 18470.015 240 [ 76.639
Total 18497.193 241

Physical Self-Presentation Between 419.044 1 419.044 5.46 |.020
Within 18496.956 240 | 76.639
Total 18916.000 241

Body Satisfaction Scale Between 3578.682 1 3578.682 11.45 | .001
Within 75305.170 241 [ 312.470
Total 78883.852 242

Head Between 896.066 1 896.066 12.43 | .001
Within 17366.313 241 | 72.059
Total 18262.379 242

Body Between 437.997 1 437.997 5.30 |.022
Within 24781.769 241 | 102.829
Total 25419.193 242

Objectified Body-

Consciousness Scale
Within 10648.189 241 | 44.183
Total 10655.185 242
Between 176 1 176 00 953

Surveillance Within 12396.491 [ 241]51.438
Total 12396.667 242
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Social Physical Anxiety Between §3.503 1 83.503 1.03 | 311
Within 19509.460 241 | 80.952

Scale Total 19592.963 242

Belief in the Paranormal Between 4050.535 1 4050.535 56.71 | <.001
Within 17214.585 2411 71.430

Scale Total 21265.119 242
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