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[~]Abstract

Abstract: Dissociative identity disorder (DID) is a complex, posttraumatic, developmental
disorder for which we now, after four decades of research, have an authoritative research
base, but a number of misconceptualizations and myths about the disorder remain,
compromising both patient care and research. This article examines the empirical literature
pertaining to recurrently expressed beliefs regarding DID: (1) belief that DID is a fad, (2)
belief that DID is primarily diagnosed in North America by DID experts who overdiagnose the
disorder, (3) belief that DID is rare, (4) belief that DID is an iatrogenic, rather than trauma-
based, disorder, (5) belief that DID is the same entity as borderline personality disorder, and
(6) belief that DID treatment is harmful to patients. The absence of research to substantiate
these beliefs, as well as the existence of a body of research that refutes them, confirms their
mythical status. Clinicians who accept these myths as facts are unlikely to carefully assess for
dissociation. Accurate diagnoses are critical for appropriate treatment planning. If DID is not
targeted in treatment, it does not appear to resolve. The myths we have highlighted may also
impede research about DID. The cost of ignorance about DID is high not only for individual
patients but for the whole support system in which they reside. Empirically derived
knowledge about DID has replaced outdated myths. Vigorous dissemination of the knowledge
base about this complex disorder is warranted.

Dissociative identity disorder (DID) is defined in the fifth edition of theDID is a complex, posttraumatic developmental disorder.>> DSM-5
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) as anspecifically locates the dissociative disorders chapter after the chapter
identity disruption indicated by the presence of two or more distincton trauma- and stressor-related disorders, thereby acknowledging the
personality states (experienced as possession in some cultures), withrelationship of the dissociative disorders to psychological trauma. The
discontinuity in sense of self and agency, and with variations in affect,core features of DID are usually accompanied by a mixture of
behavior, consciousness, memory, perception, cognition, or sensory-psychiatric symptoms that, rather than dissociative symptoms, are
motor functioning. Individuals with DID experience recurrent gaps intypically the patient’s presenting complaint.># As is common among
autobiographical memory. The signs and symptoms of DID may beindividuals with complex, posttraumatic developmental disorders, DID
observed by others or reported by the individual. DSM-5 stipulatespatients may suffer from symptoms associated with mood, anxiety,
that symptoms cause significant distress and are not attributable topersonality, eating, functional somatic, and substance use disorders, as
accepted cultural or religious practices. Conditions similar to DID butye]] a5 psychosis, among others.3~8 DID can be overlooked due to both
With' .less-than-marked symptoms ((.e.g.., sgbthreshold DID) arethis polysymptomatic profile and patients’ tendency to be ashamed
classified among “other specified dissociative disorders.” and avoidant about revealing their dissociative symptoms and history
of childhood trauma (the latter of which is strongly implicated in the
etiology of DID).%~*4

Multiple personality states® have been described by renownedCurrent debates about the validity and etiology of DID echo early
theorists, including Pierre Janet, Sigmund Freud, Alfred Binet,debates about hysteria and also other trauma-based phenomena such
William James, Benjamin Rush, Morton Prince, Boris Sidis, Enricoas dissociative amnesia. Historically, trauma has stirred debate within
Morselli, and Sandor Ferenczi.*5~2° The first published cases are thoseand outside the mental health field; periods of interest in trauma have
of Jeanne Fery,2% reported in 1586, and a case of “exchangedbeen followed by disinterest and disavowal of its prevalence and

personality” that dates to Eberhardt Gmelin’s account of 1791.2* Manyimpa_Ct~6'2.3'24 The previous lack of systematic evidence about the
of the individuals considered hysterics in the nineteenth century wouldrelationship between trauma and clinical symptomatology contributed
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today be diagnosed with dissociative disorders. Early debates focusedto misconceptions about trauma-related problems (such as attributing

upon whether hysteria should be conceptualized as a somatoformthese symptoms to psychosis). The absence of systematic

condition, a condition of altered states of consciousness, or a conditiondocumentation of the extent of child abuse further inhibited efforts to

rooted entirely in suggestion.1622 identify and define the complex syndromes that were closely associated
with it.®

Additionally, a broadening of the range of conditions subsumed by aSocial, scientific, and political influences have since converged to
diagnosis of schizophrenia moved the etiological focus from traumafacilitate increased awareness of dissociation. These diverse influences
and dissociation to a variant of genetic illness/brain pathology.include the resurgence of recognition of the impact of traumatic
Rosenbaum?® documented that as the concept of schizophrenia beganexperiences, feminist documentation of the effects of incest and of
to gain ascendency among clinicians, the concept of DID marked]yViOleIl(!e toward women and children, continued scientific interest in
decreased—a change that likely occurred because schizophrenia andthe effects of combat, and the increasing adoption of psychotherapy
DID have some similar symptoms.®2® Yet, early writers oninto medicine and psychiatry.'®2° The increased awareness of trauma
psych()ses/schizophrenia (e.g., Kahlbaum, Kraepe]in’ Bleuler, Meyer,and dissociation led to the inclusion in DSM-III of posttraumatic stress
Jung, Schneider, and Bateson) reference cases of “psychosis” thatdisorder (PTSD), dissociative disorders (with DID referred to as
closely resemble, or are seemingly typical of, DID.2” Bleuler referencesmultiple personality disorder), and somatoform disorders, and to the
many such cases, including some in which “the ‘other’ personality isdiscarding of hysteria.3° Concurrently, traumatized and dissociative
marked by the use of different speech and voice ... Thus we have herepatients with severe symptoms (e.g., suicidality, impulsivity, self-
two different personalities operating side by side, each one fullymutilation) gained greater attention as psychiatry began to treat more
attentive. However, they are probably never completely separated fromsevere psychiatric conditions with psychotherapy, and as some acutely
each other since one may communicate with both.”28(P 147) destabilized DID patients required psychiatric hospitalization.3* These
developments facilitated a climate in which researchers and clinicians
could consider how a traumatized child or adult might psychologically
defend himself or herself against abuse, betrayal, and violence.
Additionally, the concepts of identity, alongside identity crisis, identity
confusion, and identity disorder, were introduced to psychiatry and
psychology, thereby emphasizing the links between childhood, society,
and epigenetic development.32:33

In this climate of renewed receptivity to the study of trauma and itsNotwithstanding the upsurge in authoritative research on DID, several
impact, research in dissociation and DID has expanded rapidly in thenotions have been repeatedly circulated about this disorder that are
40 years spanning 1975 to 2015.'%3% Researchers have foundinconsistent with the accumulated findings on it. We argue here that
dissociation and dissociative disorders around the world.3:12:35-45 Forthese notions are misconceptions or myths. We have chosen to limit
example, in a sample of 25,018 individuals from 16 countries, 14.4% ofour focus to examining myths about DID, rather than dissociative
the individuals with PTSD showed high levels of dissociativedisorders or dissociation in general. Careful reviews about broader
symptoms.3> This research led to the inclusion of a dissociative!SSU€S related to dissociation and DID have recently been

subtype of PTSD in DSM-5." Recent reviews indicate an expanding andqulis'hed'll,7 %9 The purpose of this article is t.O examine some
important evidence base for this subtype, 1436/46 misconceptions about DID in the context of the considerable empirical

literature that has developed about this disorder. We will examine the
following notions, which we will show are myths:

1. belief that DID is a “fad” 2. belief that DID is primarily diagnosed in North America by DID
experts who overdiagnose the disorder

3. belief that DID is rare 4. belief that DID is an iatrogenic disorder rather than a trauma-based
disorder

5. belief that DID is the same entity as borderline personality disorder 6. belief that DID treatment is harmful to patients

MYTH 1: DID IS A FAD

Some authors opine that DID is a “fad that has died.”5°~52 A “fad” isTo determine whether research about DID has declined (which would
widely understood to describe “something (such as an interest orpossibly support the suggestion that the diagnosis is a dying fad), we
fashion) that is very popular for a short time.”>® As we noted above,searched PsycInfo and MEDLINE using the terms “multiple
DID cases have been described in the literature for hundreds of years.Personality disorder” or “dissociative identity disorder” in the title for
Since the 1980 publication of DSM-IIL3° DID has been described,te Period 2000-14. Our search yielded 1339 hits for the 15-year
accepted, and included in four different editions of the DSM. FormalPeriod- This high number of publications speaks to the level of
recognition as a disorder for over three decades contradicts the notionProfessional interest that DID continues to attract.

of DID as a fad. Recent reviews attest that a solid and growing evidence base for DID

exists across a range of research areas:

1. DID patients can be reliably and validly diagnosed with structured2. DID patients are consistently identified in outpatient, inpatient, and
and semistructured interviews, including the Structured Clinicalcommunity samples around the world.*2-37-45

Interview for Dissociative Disorders—Revised (SCID-D-R)** and
Dissociative Disorders Interview Schedule (DDIS)>>/%¢ (reviewed in:
Dorahy et al. [2014]).*# DID can also be diagnosed in clinical settings
where structured interviews may not be available or practical to use.>”

3. DID patients can be differentiated from other psychiatric patients,
healthy controls, and DID simulators in neurophysiological and
*psychological research.58-63

4. DID patients usually benefit from psychotherapy that addresses
trauma and dissociation in accordance with expert consensus
guidelines.64-66

An expanding body of research examines the neurobiology,
phenomenology, prevalence, assessment, personality structure,
cognitive patterns, and treatment of DID. This research provides
evidence of DID’s content, criterion, and construct validity.*#5% The
claim that DID is a “fad that has died” is not supported by an
examination of the body of research about this disorder.

MYTH 2: DID 1S PRIMARILY DIAGNOSED IN NORTH AMERICA BY DID EXPERTS WHO OVERDIAGNOSE THE DISORDER
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Some authors contend that DID is primarily a North American
phenomenon, that it is diagnosed almost entirely by DID experts, and
that it is overdiagnosed.’%/67-69 Paris0(P 1076) opines that “most
clinical and research reports about this clinical picture [i.e., DID] have
come from a small number of centers, mostly in the United States that
specialize in dissociative disorders.” As we show below, the empirical
literature indicates not only that DID is diagnosed around the world
and by clinicians with varying degrees of experience with the disorder,
but that DID is actually underdiagnosed rather than overdiagnosed.

Belief That DID Is Primarily Diagnosed in North America

According to some authors, DID is primarily diagnosed in NorthFirst, our results show that DID is found in prevalence studies around
America.?%527° We investigated this notion in three ways: bythe world whenever researchers conduct systematic assessments using
examining the countries in which prevalence studies of DID have beenvalidated interviews. Table 1 lists the 14 studies that have utilized
conducted; by inspecting the countries from which DID participantsstructured or semistructured diagnostic interviews for dissociative
were recruited in an international treatment-outcome study of DID;disorders to assess the prevalence of DID.8° These studies have been
and by conducting a systematic search of published research toconducted in seven countries: Canada, Germany, Israel, the
determine the countries where DID has been most studied. Netherlands, Switzerland, Turkey, and the United States.3”~
39,44,45,71-79

Table 1

Second, in addition to the prevalence studies, a recent prospectiveThird, we conducted a systematic search of published, peer-reviewed
study assessed the treatment outcome of 232 DID patients fromDID studies. Using the search terms “dissociative identity disorder”
around the world. The participants lived in Argentina, Australia,and “multiple personality disorder,” we conducted a literature review
Belgium, Brazil, Canada, Germany, Israel, the Netherlands, Newfor the period 2005-13 via MEDLINE, PsycInfo, and the Journal of
Zealand, Norway, Singapore, Slovakia, South Africa, Sweden, Taiwan,Trauma and Dissociation. This search yielded 340 articles. We
and the United States.®! That is, the participants came from everyselected empirical research studies in which DID or multiple
continent except Antarctica. personality disorder had been diagnosed in patients. We recorded
authors’ countries and institutions, and whether structured interviews
were used to diagnose DID. Over this nine-year period, 70 studies
included DID patients. Significantly, these studies were conducted by
authors from 48 institutions in 16 countries. In 28 (40%) of studies,
structured interviews (SCID-D or DDIS) were administered to
diagnose DID.

In summary, all three methods contradicted the claim that DID is
diagnosed primarily in North America.

Belief That DID Is Primarily Diagnosed by DID experts

Lynn and colleagues®®(P 5°) argue that “most DID diagnoses derive
from a small number of therapy specialists in DID.” Other critics voice
similar concerns.>%82:83 Research does not substantiate this claim.
For example, 292 therapists participated in the prospective treatment-
outcome study of DID conducted by Brand and colleagues.®* The
majority of therapists were not DID experts. Similarly, a national
random sample of experienced U.S. clinicians found that 11% of
patients treated in the community for borderline personality disorder
(BPD) also met criteria for comorbid DID.®4 None of the therapists
were DID experts. In an Australian study of 250 clinicians from several
mental health disciplines, 52% had diagnosed a patient with DID.8>
These studies show that DID is diagnosed by clinicians around the
world with varying degrees of expertise in DID.

Belief That DID Is Overdiagnosed

A related myth is that DID is overdiagnosed. Studies show, however,Studies that examine dissociative disorders in general, rather than
that most individuals who meet criteria for DID have been treated infocusing on DID, find that this group of patients are often not treated
the mental health system for 6-12 years before they are correctlydespite high symptomatology and poor functioning. A random sample
diagnosed with DID.##6-8° Studies conducted in Australia, China, andof adolescents and young adults in the Netherlands showed that youth
Turkey have found that DID patients are common]ywith dissociative disorders had the highest level of functional
misdiagnosed.”®8%9° For example, in a study of consecutiveimpairment of any disorder studied but the lowest rates (2.3%) of

admissions to an outpatient university clinic in Turkey, 2.0% of 15oreferral for mental health treatment.’? Those with dissociative
patients were diagnosed with DID using structured interviewsdisorders in a nationally representative sample of German adolescents
confirmed by clinical interview.”# Although 12.0% were assessed toald young adults were highly impaired, yet only 16% had sought
have one of the dissociative disorders, only 5% of the dissociativepsychiatric treatment.®® These findings point to the conclusion that
patients had been diagnosed previously with any dissociative disorder.dissociative disorder patients are underrecognized and undertreated,
Likewise, although 29% of the patients from an urban U.S. hospital-rather than being overdiagnosed.

based, outpatient psychiatric clinic were diagnosed via structured‘Nh

interviews with dissociative disorders, only 5% had a diagnoses of 1y 18 DID so often undgr.d iagnosed apd u.nd.ertre.a ted? Lack of
L . - . . 37 bt training, coupled with skepticism, about dissociative disorders seems
dissociative disorders in their medical records.®” Similar results have

been found i ive admissi Swi . . .~ “to contribute to the underrecognition and delayed diagnosis. Only 5%
een found in consecutive admissions to a Swiss university outpatient ¢ parto Rican psychologists surveyed reported being knowledgeable

clinic®® and consecutive admissions to a state psychiatric hospital in,put DID, and the majority (73%) had received little or no training
the United States?> when patients were systematically assessed with
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structured diagnostic interviews for dissociative disorders. Thisabout DID.?# Clinicians’ skepticism, about DID increased as their
pattern is also found in nonclinical samples. Although 18.3% of womenknowledge about it decreased. Among U.S. clinicians who reviewed a
in a representative community sample in Turkey met criteria forvignette of an individual presenting with the symptoms of DID, only
having a dissociative disorder at some point in their lives, only one-65 49 of the clinicians accurately diagnosed DID.°% Clinicians
third of the dissociative disorders group had received any type o misdiagnosed the patient as most frequently suffering from PTSD
psychiatric treatment.”® The authors concluded, “The majority 0f(14_3%), followed by schizophrenia (9.9%) and major depression
dissociative disorders cases in the community remain unrecognized(6.6%). Significantly, the age, professional degree, and years of
and unserved.””&(P 175) experience of the clinician were not associated with accurate diagnosis.
Accurate diagnoses were most often made by clinicians who had
previously treated a DID patient and who were not skeptical about the
disorder. It is concerning that clinicians were equally confident in their
diagnoses, regardless of their accuracy. A study in Northern Ireland
found a similar link between a lack of training about DID and
misdiagnosis by clinicians.®® Psychologists more accurately detected
DID than did psychiatrists (41% vs. 7%, respectively). Australian
researchers found that misdiagnosis was often associated with lack of
training about DID and with skepticism regarding the diagnosis.®>
They concluded, “Clinician skepticism may be a major factor in under-
diagnosis as diagnosis requires [dissociative disorders] first being
considered in the differential. Displays of skepticism by clinicians, by
discouraging openness in patients, already embarrassed by their
symptoms, may also contribute to the problem.”&5(P 944)

In short, far from being overdiagnosed, studies consistently document
that DID is underrecognized. When systematic research is conducted,
DID is found around the world by both experts and nonexperts.
Ignorance and skepticism about the disorder seem to contribute to
DID being an underrecognized disorder.

MYTH 3: DID IS RARE

Many authors, including those of psychology textbooks, argue that DIDStudies using rigorous methodology, including consecutive clinical
is rare.”%°7-99 The prevalence rates found in psychiatric inpatients,admissions and structured clinical interviews, find DID in 0.4%-6.0%
psychiatric outpatients, the general population, and a specializedof clinical samples (see Table 1). Studies assessing groups with
inpatient unit for substance dependence suggest otherwise (see Tableparticularly high exposure to trauma or cultural oppression show the
1). DID is found in approximately 1.1%-1.5% of representativehighest rates. For example, 6% of consecutive admissions in a highly
community samples. Specifically, in a representative sample of 658traumatized, U.S. inner city sample were diagnosed with DID using the
individuals from New York State, 1.5% met criteria for DID whenDDIS.37 By contrast, only 2.0% of consecutive psychiatric inpatients
assessed with SCID-D questions.”” Similarly, a large study ofreceived a diagnosis of DID via the SCID-D in the Netherlands.®® The
community women in Turkey (n = 628) found 1.1% of the women haddifference in prevalence may partially stem from the very high rates of
DID.78 trauma exposure and oppression in the U.S. inner-city, primarily
minority sample.

Possession states are a cultural variation of DID that has been found in
Asian countries, including China, India, Iran, Singapore, and Turkey,
and also elsewhere, including Puerto Rico and Uganda.*6:100-102 por
example, in a general population sample of Turkish women, 2.1% of
the participants reported an experience of possession.*°2 Two of the 13
women who reported an experience of possession had DID when
assessed with the DDIS. Western fundamentalist groups have also
characterized DID individuals as possessed.'®? Such findings are
inconsistent with the claim that DID is rare.

MYTH 4: DID IS AN IATROGENIC DISORDER RATHER THAN A TRAUMA-BASED DISORDER

One of the most frequently repeated myths is that DID is iatrogenicallyA recent and thorough challenge to this myth comes from Dalenberg
created. Proponents of this view argue that various influences—and colleagues.*®“° They conducted a review of almost 1500 studies to
including suggestibility, a tendency to fantasize, therapists who usedetermine whether there was more empirical support for the trauma
leading questions and procedures, and media portrayals of DID—leadmodel of dissociation—that is, that antecedent trauma causes
some vulnerable individuals to believe they have thedissociation, including dissociative disorders—or for the fantasy model
disorder.52:69/83,103-107  Trayma researchers have repeatedlyof dissociation. According to the latter (also known as the iatrogenic or
challenged this myth.48:49:108-111 gpace Jimitations require that wesociocognitive model), highly suggestible individuals enact DID
provide only a brief overview of this claim. following exposure to social influences that cause them to believe that
they have the disorder. Thus, according to the fantasy model
proponents, DID is not a valid disorder; rather, it is iatrogenically
induced in fantasy-prone individuals by therapists and other sources of
influence.

Dalenberg and colleagues*®4° concluded from their review and aDespite the concerns of fantasy model theorists that DID is
series of meta-analyses that little evidence supports the fantasy modeliatrogenically created, no study in any clinical population supports the
of dissociation. Specifically, the effect sizes of the trauma-dissociationfantasy model of dissociation. A single study conducted in a “normal”
relationship were strong among individuals with dissociativesample of college students showed that students could simulate
disorders, and especially DID (i.e., .54 between child sexual abuse andDID.**? That study, by Spanos and colleagues, documents that
dissociation, and .52 between physical abuse and dissociation). Thestudents can engage in identity enactments when asked to behave as if
correlations between trauma and dissociation were as strong in studiesthey had DID. Nevertheless, the students did not actually begin to
that used objectively verified abuse as in those relying on self-reportedbelieve that they had DID, and they did not develop the wide range of
abuse. These findings strongly contradict the fantasy model hypothesissevere, chronic, and disabling symptoms displayed by DID patients.?
that DID individuals fantasize their abuse. Dissociation predicted only

1%—3% of the variance in suggestibility, thereby disproving the fantasyThe study by Spanos and colleagues®*“ was limited by the lack of a
model’s notion that dissociative individuals are highly suggestible. DID control group. Several recent controlled studies have found that
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DID simulators can be reliably distinguished from DID patients on a
variety of well-validated and frequently used psychological personality
tests (e.g., Minnesota Multiphasic Personality Inventory—2),**3114
forensic measures (e.g., Structured Interview of Reported
Symptoms),®1:115:116 apnd neurophysiological measures, including
brain imaging, blood pressure, and heart rate.

Two additional lines of research challenge the iatrogenesis theory ofThe second line of research challenging the iatrogenesis theory of DID
DID: first, prevalence research conducted in cultures where DID is notdocuments the existence of dissociation and severe trauma in
well known, and second, evidence of chronic childhood abuse andchildhood records of adults with DID. Researchers have found
dissociation in childhood among adults diagnosed with DID. Threedocumented evidence of dissociative symptoms in childhood and
classic studies have been conducted in cultures where DID wasadolescence in individuals who were not assessed or treated for DID
virtually unknown when the research was conducted. Researchersuntil later in life (thus reducing the risk that these symptoms could
using structured interviews found DID in patients in China, despite thehave been suggested).11'13'119 Numerous studies have also found
absence of DID in the Chinese psychiatric diagnostic manual.**” Thedocumentation of severe child abuse in adult patients diagnosed with
Chinese study and also two conducted in central-eastern Turkey in thepID,10:13,120,121 For example, in their review of the clinical records of
1990s”#18_where public information about DID was absent—i2 convicted murderers diagnosed with DID, Lewis and colleagues'?
contradict the iatrogenesis thesis. In one of the Turkish studies,'*® afound objective documentation of child abuse (e.g., child protection
representative sample of women from the general population (n = 994)agency reports, police reports) in 11 of the 12, and long-standing,
was evaluated in three stages: participants completed a self-reportmarked dissociation in all of them. Further, Lewis and colleagues!'(P
measure of dissociation; two groups of participants, with high versus1709) poteq that “contrary to the popular belief that probing questions
low scores, were administered the DDIS by a researcher blind toy]| either instill false memories or encourage lying, especially in
scores; and the two groups were then given clinical examinations (alsogjsgociative patients, of our 12 subjects, not one produced false
blind to scores). The researchers were able to identify four cases of nemories or lied after inquiries regarding maltreatment. On the
DID, all of whom reported childhood abuse or neglect. contrary, our subjects either denied or minimized their early
experiences. We had to rely for the most part on objective records and
on interviews with family and friends to discover that major abuse had
occurred.” Notably, these inmates had already been sentenced; they
were all unaware of having met diagnostic criteria for DID; and they
made no effort to use the diagnosis or their trauma histories to benefit
their legal cases.

Similarly, Swica and colleagues'® found documentation of early signsPerhaps the “iatrogenesis myth” exists because inappropriate
of dissociation in childhood records in all of the six men imprisonedtherapeutic interventions can exacerbate symptoms if used with DID
for murder who were assessed and diagnosed with DID duringpatients. The expert consensus DID treatment guidelines warn that
participation in a research study. During their trials, the men were allinappropriate interventions may worsen DID symptoms, although few
unaware of having DID. And since their sentencing had alreadyclinicians report using such interventions.®%:*22 No research evidence
occurred, they had nothing to gain from DID being diagnosed whilesuggests that inappropriate treatment creates DID. The only study to
participating in the study. Their signs and symptoms of earlydate examining deterioration of symptoms among DID patients found
dissociation included hearing voices (100%), having vivid imaginarythat only a small minority (1.1%) worsened over more than one time-
companions (100%), amnesia (50%), and trance states (34%).point in treatment and that deterioration was associated with
Furthermore, evidence of severe childhood abuse has been found inrevictimization or stressors in the patients’ lives rather than with the
medical, school, police, and child welfare records in 58%-100% of DIDtherapy they received.'?® This rate of deterioration of symptoms
cases.'1/13/121 These studies indicate that dissociative symptoms andcompares favorably with those for other psychiatric disorders.

a history of severe childhood trauma are present long before DID is

suspected or diagnosed.

MYTH 5: DID IS THE SAME ENTITY AS BORDERLINE PERSONALITY DISORDER

Some authors suggest that the symptoms of DID represent a severe orOne of the difficulties in differentiating BPD from DID has been the

overly imaginative presentation of BPD.124 The research describedpoor definition of the dissociation criterion of BPD in the DSM’s

below, however, indicates that while DID and BPD can frequently bevarious editions. In DSM-5 this ninth criterion of BPD is “transient,

diagnosed in the same individual, they appear to be discretestress-related paranoid ideation or severe dissociative symptoms.”*

disorders.125:126 The narrative text in DSM-5 defines dissociative symptoms in BPD
(“e.g., depersonalization”) as “generally of insufficient severity or
duration to warrant an additional diagnosis.” DSM-5 does not clarify
that when additional types of dissociation are found in patients who
meet the criteria for BPD—especially amnesia or identity alteration
that are severe and not transient (i.e., amnesia or identity alteration
that form an enduring feature of the patient’s presentation)—the
additional diagnosis of a dissociative disorder should be considered,
and that additional diagnostic assessment is recommended.

On the surface, BPD and DID appear to have similar psychologicalBPD and DID can also be differentiated on the Rorschach inkblot test.
profiles and symptoms.}24127 Abrupt mood swings, identitySixty-seven DID patients, compared to 40 BPD patients, showed
disturbance, impulsive risk-taking behaviors, self-harm, and suicidegreater self-reflective capacity, introspection, ability to modulate
attempts are common in both disorders. Indeed, early comparativeemotion, social interest, accurate perception, logical thinking, and
studies found few differences on clinical comorbidity, history, orability to see others as potentially collaborative.>® A pilot Rorschach
psychometric testing using the Minnesota Multiphasic Personalitystudy found that compared to BPD patients, DID patients had more
Inventory and the Millon Clinical Multiaxial Inventory.!?#127traumatic intrusions, greater internalization, and a tendency to engage
However, recent clinical observational studies, as well as systematicin complex contemplation about the significance of events.*?° The DID
studies using structured interview data, have distinguished DID fromgroup consistently used a thinking-based problem-solving approach,
BPD.5128 Brand and Loewenstein®® review the clinical symptomsrather than the vacillating approach characterized by shifting back and
and psychosocial variables that distinguish DID from BPD: clinically,forth between emotion-based and thinking-based coping that has been
individuals with BPD show vacillating, less modulated emotions thatdocumented among the BPD patients.'?° These personality differences
shift according to external precipitants.>® In addition, individuals withlikely enable DID patients to develop a therapeutic relationship more
BPD can generally recall their actions across different emotions and doeasily than many BPD patients.

not feel that those actions are alien or so uncharacteristic as to beWith regard to the frequent comorbidity between DID and BPD,

. 59,128 e . .
dlsavowfed}.l . By.contrast,hliildlgduals W.lth dl.)ID havilamnesm lf,orstudies assessing for both disorders have found that approximately
some of their experiences while they are in dissociated personality, o "of BpD patients endorse symptoms suggesting possible

states, and they also experience a marked discontinuity in their sensegissociated personality states (e.g., disremembered actions, finding
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of self or sense of agency.! Thus, the dissociated activity and intrusionobjects that they do not remember acquiring)*2® and that 10%—24% of
of personality states into the individual’s consciousness may bepatients who meet criteria for BPD also meet criteria for
experienced as separate or different from the self that they identifyDID.75:126,130,131 [ jlewise, a national random sample of experienced
with or feel they can control. Accordingly, using SCID-D structuredU.S. clinicians found that 11% of patients treated in the community for
interview data, Boon and Draijer’?® demonstrated that amnesia,BPD met criteria for comorbid DID,®* and structured interview studies
identity confusion, and identity alteration were significantly morehave found that 31%—73% of DID subjects meet criteria for comorbid
severe in individuals with DID than in cluster B personality disordergpp 12,72,132 Thus, about 30% or more of patients with DID do not
patients, most of whom had BPD. However, DID and BPD patients didpeet full diagnostic criteria for BPD. In blind comparisons between
not differ on the severity of depersonalization and derealization. Both;,o,-BPD controls and college students who were interviewed for all
groups had experienced trauma, although the DID group had muchgjgsociative disorders after screening positive for BPD, BPD comorbid
more severe and earlier trauma exposure. with dissociative disorder was more common than was BPD alone (n =
58 vs. n = 22, respectively).*3 It is important to note that despite its
prevalence in patients with DID, BPD is not the most common
personality disorder that is comorbid with DID. More common among
individuals with DID are avoidant (76%—96%) and self-defeating (a
proposed category in the appendix of DSM-III-R; 68%-94%)
personality disorders, followed by BPD (53%—89%).132:133

When the comorbidity between BPD and DID is evaluated specifically,In the future, the neurobiology of BPD and DID might assist in their
the patients with comorbid BPD and DID appear to be more severelycomparison. Preliminary imaging research in BPD suggests the
impaired than individuals with either disorder alone. For example, theprefrontal cortex may fail to inhibit excessive amygdala activation.*3®
participants who had both disorders reported the highest level ofBy contrast, two patterns of activation that correspond to different
amnesia and had the most severe overall dissociation scores.'3®personality states have been found in DID patients: neutral states are
Similarly, individuals who meet criteria for both disorders have moreassociated with overmodulation of affect and show corticolimbic
psychiatric comorbidity and trauma exposure than individuals whoinhibition, whereas trauma-related states are associated with
meet criteria for only one,*3* and they also report higher scores ofundermodulation of affect and activation of the amygdala on positron
dissociative amnesia.13° emission tomography.®? Similarly, recent fMRI studies in DID found
that the neutral states demonstrate emotional underactivation and that
the trauma-related states demonstrate emotional
overactivation.*37138 Perhaps BPD might be thought of as resembling
the trauma-related state of DID with amygdala activation, whereas the
dissociative pattern found in the neutral state in DID appears to be
different from what is found in BPD.'3° Additional research
comparing these disorders is needed to further explore the early
findings of neurobiological similarities and differences.

What remains open for debate is whether a personality disorderYet to be studied is the possibility that several overlapping etiological
diagnosis may be given to DID patients, because attribution of apathways—including trauma,**4! attachment disruption,42-144 and
clinical phenomenon to a personality disorder is not indicated if it iSgenetics!45-149—may contribute to the overlap in symptomatology
re}ate.d to another disorc.ler—ir.l .this inst:flnce, DID. Hence,.the DSM'5between BPD and DID. In order to clarify which variables increase risk
criteria for BPD may be insufficient to diagnose a personality disorderfor one or both developmental outcomes, research that carefully
because DID is not excluded. In this regard, some DID researchersgereens for both DID and BPD is needed. The apparent
have concluded that unmanaged trauma symptoms—includingshenomenological overlap between the two psychopathologies does
dissociation—may account for the high comorbidity of BPD in DIDpot create an insurmountable obstacle for research, because distinct
patients.”®*3* For example, one study found that only a small groupinfluences may be parsed out via statistical analysis.?3515° Screening
of DID patients still met BPD criteria after their trauma symptomsfo; hoth disorders would prevent BPD and DID from constituting
were stabilized.*® Resolution of this debate may hinge on whethermutually confounding factors in research specifically about one or the
patients diagnosed with BPD are conceptualized as having a severeyier 150
personality disorder rather than a trauma-based disorder that involves
dissociation as a central symptom. The benefit of accurately diagnosing (1) BPD without DID, (2) DID
without BPD, and (3) comorbid DID BPD is that treatment can be
individualized to meet patients’ needs. A diagnosis of BPD without
DID can lead clinicians to use empirically supported treatment for
BPD. By contrast, the treatment of DID is different from the treatment
of BPD and comprises three phases: stabilization, trauma processing,
and integration (discussed below).6¢ Given the severity of illness found
in individuals with comorbid BPD/DID, clinicians should emphasize
skills acquisition and stabilization of trauma-related symptoms in an
extended stabilization phase. Early detection of comorbid DID and
BPD alerts the therapist to avoid trauma-processing work until the
stabilization phase is complete. The trauma-processing phase should
be approached cautiously in highly dissociative individuals, and only
after they have developed the capacity both to contain intrusive trauma
material and to use grounding techniques to manage dissociation.

In summary, DID and BPD appear to be separate, albeit frequently
comorbid and overlapping, disorders that can be differentiated on
validated structured and semistructured interviews, as well as on the
Rorschach test. While the symptoms of DID and BPD overlap,
preliminary indications are that the neurobiology of each is different. It
is also possible that differences between DID and BPD may emerge
regarding the respective etiological roles of trauma, attachment
disruption, and genetics.

MYTH 6: DID TREATMENT IS HARMFUL TO PATIENTS

Some critics claim that DID treatment is harmful.52-69:151-153 ThjisBefore reviewing the empirical literature, we will present an overview
claim is inconsistent with empirical literature that documentsof the DID treatment model. The first DID treatment guidelines were
improvements in the symptoms and functioning of DID patients whendeveloped in 1994, with revisions in 1997, 2005, and 2011. The current
trauma treatment consistent with the expert consensus guidelines isstandard of care for DID treatment is described in the International
provided.55:66 Society for the Study of Trauma and Dissociation’s Treatment
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Guidelines for Dissociative Identity Disorder in Adults.’¢ The DID
experts who wrote the guidelines recommend a tri-phasic, trauma-
focused psychotherapy. In the first stage, clinicians focus on safety
issues, symptom stabilization, and establishment of a therapeutic
alliance. Failure to stabilize the patient or a premature focus on
detailed exploration of traumatic memories usually results in
deterioration in functioning and a diminished sense of safety. In the
second stage of treatment, following the ability to regulate affect and
manage their symptoms, patients begin processing, grieving, and
resolving trauma. In the third and final stage of treatment, patients
integrate dissociated self-states and become more socially engaged.

Early case series and inpatient treatment studies demonstrate thatCrucial to discussion of whether DID treatment is harmful is the
treatment for DID is helpful, rather than harmful, across a wide rangeimportance of dissociation-focused therapy. A study of consecutive
of clinical outcome measures.®4140/154-158 A meta-analysis of eightadmissions to a Norwegian inpatient trauma program found that
treatment outcome studies for any dissociative disorder yieldeddissociation does not substantially improve if amnesia and dissociated
moderate to strong within-patient effect sizes for dissociative disorderself-states are not directly addressed.*®* The study, by Jepsen and
treatment.®# While the authors noted methodological weaknesses,colleagues, compared two groups of women who had experienced
current treatment studies show improved methodology over the earlierchildhood sexual abuse—one without, and one with, a dissociative
studies. One of the ]argest prospective treatment studies is thedisorder (DID or dissociative disorder not otherwise specified). None
Treatment of Patients with Dissociative Disorders (TOP DD) study,of the dissociative disorder patients had been diagnosed or treated for
conducted by Brand and colleagues.'5® The TOP DD study used a? dissociative disorder, and dissociative disorder was not the focus of
naturalistic design to collect data from 230 DID patients (as well as sothe inpatient treatment. Thus, the methods of this study reduce the
patients with dissociative disorder not otherwise specified) and theirPPSSIb}ht,y of therapist suggestion. ‘Al‘thoug'h both groups had some
treating clinicians. Patient and clinician reports indicate that, over godissociative symptoms, the dissociative disorder group was more
months of treatment, patients showed decreases in dissociative,Severely symptomatic. Both groups showed improvements in
posttraumatic, and depressive symptomatology, as well as decreases inSymptoms, althougl} the‘ effect sizes for change in dissociation were
hospitalizations, self-harm, drug use, and physical pain. CliniciansSmaller for the dissociative disorder group than for the non-
reported that patient functioning increased significantly over time, asdissociative d1§order group (4 = .25 and .69, respect}ve_ly). As a result
did their social, volunteer, and academic involvement. Secondaryof these findings, the hospital developed a specialized treatment
analyses also demonstrated that patients with a stronger therapeuticProgram, currently being evaluated, for dissociative disorder patients

alliance evidenced significantly greater decreases in dissociative,(Jepsen E, personal communication, June 2013).

; 160
PTSD, and general distress symptoms. Large, diverse samples, standardized assessments, and longitudinal

designs with lengthy follow-ups were utilized in the studies by Brand
and colleagues'®® and Jepsen and colleagues.'®* However, neither
study used untreated control groups or randomization. Additionally,
Brand and colleagues’ TOP DD study*®° had a high attrition rate over
30 months (approximately 50%), whereas Jepsen and colleagues®®*
had an impressive 3% patient attrition rate during a 12-month follow-
up.

DID experts uniformly support the importance of recognizing andBrand and colleagues*” reviewed the evidence used to support claims
working with dissociated self-states.®® Clinicians in the TOP DD studyof the alleged harmfulness of DID treatment. They did not find a single
reported frequently working with self- states.!??2 While it is notpeer-reviewed study showing that treatment consistent with DID
possible to conclude that working with self-states caused the decline inexpert consensus guidelines harms patients. In fact, those who argue
symptoms, these improvements occurred during treatment thatthat DID treatment is harmful cite little of the actual DID treatment
involved specific work with dissociated self-states. This finding ofliterature; instead, they cite theoretical and opinion pieces.>6%/151~
consistent improvement is another line of research that challenges the53 In their review—from 2014—Brand and colleagues*’ concluded
conjecture that working with self-states harms DID patients.5%:152 that claims about the alleged harmfulness of DID treatment are based
on non-peer-reviewed publications, misrepresentations of the data,
autobiographical accounts written by patients, and misunderstandings
about DID treatment and the phenomenology of DID.

In short, claims about the harmfulness of DID treatment lack empirical
support. Rather, the evidence that treatment results in remediation of
dissociation is sufficiently strong that critics have recently conceded
that increases in dissociative symptoms do not result from DID
psychotherapy.’® To the same effect, in a 2014 article in
Psychological Bulletin, Dalenberg and colleagues*® responded to
critics, noting that treatment consistent with the expert consensus
guidelines benefits and stabilizes patients.

THE COST OF MYTHS AND IGNORANCE ABOUT DID

As we have shown, current research indicates that while approximatelyDelay in recognition and adequate treatment of DID likely prolongs the
1% of the general population suffers from DID, the disorder remainssuffering and disability of DID patients. Younger DID patients appear
undertreated and underrecognized. The average DID patient spendsto respond more rapidly to treatment than do older adults,*®7 which
years in the mental health system before being correctlysuggests that years of misdirected treatment exact a high personal cost
diagnosed.*7%72%76:79 These patients have high rates of suicidal andfrom patients.*®6 Needless to say, if clinicians do not recognize the
self-destructive behavior, experience significant disability, and oftendisorder, they cannot provide treatment consistent with expert
require expensive and restrictive treatments such as inpatient andguidelines for DID.

partial hospitalization.®4:162:163 Studies of treatment costs for DID . . .

show dramatic reductions in overall cost of treatment, along withThe myths we have dispelled also have substantllal economic costs for
reductions in utilization of more restrictive levels of care, after thethe health care system and, more broadly, for society. For example, the

correct diagnosis of DID is made and appropriate treatment jsmyths may deter clinicians and researchers from seeking trai.ning in
initiated, 164-166 the assessment and treatment of DID, thereby compounding the

problems of misunderstanding, lack of recognition, and inappropriate
treatment, as we have discussed. The misconception that DID is a rare
or iatrogenic disorder may lead to the conclusion that this disorder is
one on which resources should not be expended (whereas we have
shown the opposite to be the case). In combination, these myths may
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discourage scholars from pursuing research about DID and also inhibit
funding for such research, which exacerbates, in turn, the lack of
understanding about, and the currently inadequate clinical services
for, DID.

CONCLUSION

An enduring interest in DID is apparent in the solid and expandingOur findings have a number of clinical and research implications.
research base about the disorder. DID is a legitimate and distinctClinicians who accept as facts the myths explored above are unlikely to
psychiatric disorder that is recognizable worldwide and can be reliablycarefully assess for dissociation. Accurate diagnoses are critical for
identified in multiple settings by appropriately trained researchers andappropriate treatment planning. If DID is not targeted in treatment, it
clinicians. The research shows that DID is a trauma-based disorderdoes not appear to resolve.*6'*68 The myths we have highlighted may
that generally responds well to treatment consistent with DIDalso impede research about DID. The cost of ignorance about DID is
treatment guidelines. high not only for individual patients, but for the whole support system
in which they live (e.g., loved ones, health systems, and society).
Empirically derived knowledge about DID has replaced outdated
myths, and for this reason vigorous dissemination of the knowledge
base about this complex disorder is warranted.

Declaration of interest

The authors report no conflicts of interest. The authors alone are
responsible for the content and writing of the article.

REFERENCES

1. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed.
Arlington, VA: APA, 2013.

2. Putnam FW. Dissociation in children and adolescents: a developmental perspective. New York:
Guilford, 1997.

3. Simeon D, Loewenstein RJ. Dissociative disorders. In: Sadock BJ, Sadock VA, Ruiz P, eds. Kaplan and
Sadock’s comprehensive textbook of psychiatry. gth ed. Philadelphia: Lippincott Williams & Wilkens,
2009;1965—2026.

4. Putnam FW, Guroff JJ, Silberman EK, Barban L, Post RM. The clinical phenomenology of multiple
personality disorder: review of 100 recent cases. J Clin Psychiatry 1986;47:285-93.

5. Sar V. The many faces of dissociation: opportunities for innovative research in psychiatry. Clin
Psychopharmacol Neurosci 2014;12:171—9.

6. Herman JL. Trauma and recovery. New York: Basic, 1992.

7. Rodewald F, Wilhelm-G68ling C, Emrich HM, Reddemann L, Gast U. Axis-I comorbidity in female
patients with dissociative identity disorder and dissociative identity disorder not otherwise specified. J
Nerv Ment Dis 2011;199:122—-31.

8. Ross CA, Miller SD, Reagor P, Bjornson L, Fraser GA, Anderson G. Schneiderian symptoms in
multiple personality disorder and schizophrenia. Compr Psychiatry 1990;31:111—8.

9. Ellason JW, Ross CA, Fuchs DL. Lifetime Axis I and II comorbidity and childhood trauma history in
dissociative identity disorder. Psychiatry 1996;59:255—66.

10. Kluft RP. The confirmation and disconfirmation of memories of abuse in DID patients: a naturalistic
clinical study. Dissociation 1995;8:253—8.

11. Lewis DO, Yeager CA, Swica Y, Pincus JH, Lewis M. Objective documentation of child abuse and
dissociation in 12 murderers with dissociative identity disorder. Am J Psychiatry 1997;154:1703—10.

12. Middleton W, Butler J. Dissociative identity disorder: an Australian series. Aust N Z J Psychiatry
1998;32:794—-804.

13. Swica Y, Lewis DO, Lewis M. Child abuse and dissociative identity disorder/multiple personality
disorder: the documentation of childhood maltreatment and the corroboration of symptoms. Child
Adolesc Psychiatr Clin N Am 1996;5:431—47.

14. Dorahy MJ, Brand BL, Sar V, et al. Dissociative identity disorder: an empirical overview. Aust N Z J
Psychiatry 2014;48:402-17.

15. Carlson ET. The history of multiple personality in the United States: I. The beginnings. Am J
Psychiatry 1981;138:666—8.

16. Ellenberger HF. The discovery of the unconscious: the history and evolution of dynamic psychiatry.
New York: Basic, 1970.

17. Loewenstein RJ. Anna O: reformulation as a case of multiple personality disorder. In: Goodwin JM,
ed. Rediscovering childhood trauma: historical casebook and clinical applications. Washington, DC:
American Psychiatric Press, 1993;139—67.

18. van der Hart O, Dorahy MJ. History of the concept of dissociation. In: Dell PF, O’Neil JA eds.


http://journals.lww.com/hrpjournal/Fulltext/2016/07000/Separating_Fact_from_Fiction___An_Empirical.2.aspx#P261

Dissociation and the dissociative disorders: DSM-V and beyond. New York: Routledge, 2009:3—26.

19. Sidis B, Goodhart SP. Multiple personality: an experimental investigation into the nature of human
individuality. New York: D. Appleton, 1905.

20. van der Hart O, Lierens R, Goodwin J. Jeanne Fery. A sixteenth-century case of dissociative identity
disorder. J Psychohist 1996;24:18-35.

21. Gmelin E. Materialen fiir die Anthropologie. Tiibingen, Germany: Cotta, 1791.
22, Guillain G. J-M. Charcot, 1825-1893: his life—his work. New York: Hoeber, 1959.

23. Herman JL. Complex PTSD: a syndrome in survivors of prolonged and repeated trauma. In: Everly
GS Jr, Lating JM, eds. Psychotraumatology: key papers and core concepts in post-traumatic stress. New
York: Plenum, 1995;87-100.

24. Chu JA. Rebuilding shattered lives: treating complex PTSD and dissociative disorders 2nd ed.
Hoboken, NJ: Wiley, 2011.

25. Rosenbaum M. The role of the term schizophrenia in the decline of diagnoses of multiple personality.
Arch Gen Psychiatry 1980;37:1383-5.

26. Kluft RP. First-rank symptoms as a diagnostic clue to multiple personality disorder. Am J Psychiatry
1987;144:293-8.

27. Ross C. Dissociation in classical texts on schizophrenia. Psychosis 2014;6:342—54.

28. Bleuler E. Dementia praecox or the group of schizophrenias. Oxford: International Universities,
1950.

29. Dorahy MJ, van der Hart O, Middleton W. The history of early life trauma and abuse from the 1850s
to the current time: how the past influences the present. In: Lanius R, Vermetten E, Pain C eds. The
hidden epidemic: the impact of early life trauma on health and disease. New York: Cambridge University
Press, 2010;3—-12.

30. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 3rd ed.
Washington, DC: APA, 1980.

31. Tutkun H, Yargic LI, Sar V. Dissociative identity disorder presenting as hysterical psychosis.
Dissociation 1996;9:244—52.

32. Erikson EH. Childhood and society. New York: Norton, 1964.

33. Sar V. The scope of dissociative disorders: an international perspective. Psychiatr Clin North Am
2006;29:227—44.

34. Dalenberg C, Loewenstein R, Spiegel D, et al. Scientific study of the dissociative disorders.
Psychother Psychosom 2007;76:400-1.

35. Stein DJ, Koenen KC, Friedman MJ, et al. Dissociation in posttraumatic stress disorder: evidence
from the World Mental Health Surveys. Biol Psychiatry 2013;73:302—-12.

36. Brand BL, Lanius R, Vermetten E, Loewenstein RJ, Spiegel D. Where are we going? An update on
assessment, treatment, and neurobiological research in dissociative disorders as we move toward the
DSM-5. J Trauma Dissociation 2012;13:9—31.

37. Foote B, Smolin Y, Kaplan M, Legatt ME, Lipschitz D. Prevalence of dissociative disorders in
psychiatric outpatients. Am J Psychiatry 2006;163:623—9.

38. Friedl MC, Draijer N. Dissociative disorders in Dutch psychiatric inpatients. Am J Psychiatry
2000;157:1012—-3.

39. Gast U, Rodewald F, Nickel V, Emrich HM. Prevalence of dissociative disorders among psychiatric
inpatients in a German university clinic. J Nerv Ment Dis 2001;189:249—57.

40. Horen SA, Leichner PP, Lawson JS. Prevalence of dissociative symptoms and disorders in an adult
psychiatric inpatient population in Canada. Can J Psychiatry 1995;40:185—91.

41. Latz TT, Kramer SI, Hughes DL. Multiple personality disorder among female inpatients in a state
hospital. Am J Psychiatry 1995;152:1343-8.

42. Lewis-Fernandez R, Martinez-Taboas A, Sar V, Patel S, Boatin A. The cross-cultural assessment of
dissociation. In: Wilson JP, So-Kum Tang CC, eds. Cross-cultural assessment of psychological trauma
and PTSD. New York: Springer, 2007;279—317.

43. Lussier RG, Steiner J, Grey A, Hansen C. Prevalence of dissociative disorders in an acute care day
hospital population. Psychiatr Serv 1997;48:244—6.

44. Ross CA, Anderson G, Fleisher WP, Norton GR. The frequency of multiple personality disorder
among psychiatric inpatients. Am J Psychiatry 1991;148:1717—20.

45. Saxe GN, Van der Kolk BA, Berkowitz R, et al. Dissociative disorders in psychiatric inpatients. Am J
Psychiatry 1993;150:1037—42.



46. Spiegel D, Loewenstein RJ, Lewis-Fernandez R, et al. Dissociative disorders in DSM-5. Depress
Anxiety 2011;28:E17—45.

47. Brand BL, Loewenstein RJ, Spiegel D. Dispelling myths about dissociative identity disorder
treatment: an empirically based approach. Psychiatry 2014;77:169—89.

48. Dalenberg CJ, Brand BL, Gleaves DH, et al. Evaluation of the evidence for the trauma and fantasy
models of dissociation. Psychol Bull 2012;138:550—-88.

49. Dalenberg CJ, Brand BL, Loewenstein RJ, et al. Reality versus fantasy: reply to Lynn et al. (2014).
Psychol Bull 2014;140:911—20.

50. Paris J. The rise and fall of dissociative identity disorder. J Nerv Ment Dis 2012;200:1076—9.

51. Pope HG Jr, Barry S, Bodkin A, Hudson JI. Tracking scientific interest in the dissociative disorders: a
study of scientific publication output 1984—2003. Psychother Psychosom 2006;75:19—24.

52. McHugh P. Do fads ever die? J Nerv Ment Dis 2013;201:357—-8.
53. http://www.merriam-webster.com/dictionary/fad

54. Steinberg M. Structured Clinical Interview for DSM-IV Dissociative Disorders (SCID-D). Rev. ed.
Washington, DC: American Psychiatric Press, 1994.

55. Gleaves DH, May MC, Cardefia E. An examination of the diagnostic validity of dissociative identity
disorder. Clin Psychol Rev 2001;21:577-608.

56. Ross CA, Heber S, Norton GR, Anderson D. The Dissociative Disorders Interview Schedule: a
structured interview. Dissociation 1989;2:169—89.

57. Loewenstein RJ. An office mental status examination for complex chronic dissociative symptoms and
multiple personality disorder. Psychiatr Clin North Am 1991;14:567-604.

58. Brand BL, Armstrong JG, Loewenstein RJ, McNary SW. Personality differences on the Rorschach of
dissociative identity disorder, borderline personality disorder, and psychotic inpatients. Psychol Trauma
2009;1:188-205.

59. Brand B, Loewenstein RJ. Dissociative disorders: an overview of assessment, phenomenology and
treatment. Psychiatr Times 2010 (Oct);27:62—9.

60. Brand BL, Chasson GS. Distinguishing simulated from genuine dissociative identity disorder on the
MMPI-2. Psychol Trauma 2015;7:93—-101.

61. Brand BL, Tursich M, Tzall D, Loewenstein RJ. Utility of the SIRS-2 in distinguishing genuine from
simulated dissociative identity disorder. Psychol Trauma 2014;6:308-17.

62. Reinders AA, Nijenhuis ER, Quak J, et al. Psychobiological characteristics of dissociative identity
disorder: a symptom provocation study. Biol Psychiatry 2006;60:730—40.

63. Reinders AATS, Willemsen ATM, Vos HPJ, den Boer JA, Nijenhuis ERS. Fact or factitious? A
psychobiological study of authentic and simulated dissociative identity states. PLoS One 2012;7:€39279.

64. Brand BL, Classen CC, McNary SW, Zaveri P. A review of dissociative disorders treatment studies. J
Nerv Ment Dis 2009;197:646—54.

65. Brand BL, Myrick AC, Loewenstein RJ, et al. A survey of practices and recommended treatment
interventions among expert therapists treating patients with dissociative identity disorder and
dissociative disorder not otherwise specified. Psychol Trauma 2012;4:490—-500.

66. International Society for the Study of Trauma and Dissociation. Guidelines for treating dissociative
identity disorder in adults, third revision: summary version. J Trauma Dissociation 2011;12:188—212.

67. Adityanjee Raju GS, Khandelwal SK. Current status of multiple personality disorder in India. Am J
Psychiatry 1989;146:1607-10.

68. Lynn SJ, Fassler O, Knox JA, Lilienfeld SO. Dissociation and dissociative identity disorder:
treatment guidelines and cautions. In: Fisher JE, O’'Donohue WT, eds. Practitioner’s guide to evidence-
based psychotherapy. New York: Springer, 2006.

69. Lynn SJ, Lilienfeld SO, Merckelbach H, Giesbrecht T, van der Kloet D. Dissociation and dissociative
disorders: challenging conventional wisdom. Curr Dir Psychol Sci 2012;21:48-53.

70. Spanos NP. Multiple identity enactments and multiple personality disorder: a sociocognitive
perspective. Psychol Bull 1994;116:143-65.

71. Modestin J, Ebner G, Junghan M, Erni T. Dissociative experiences and dissociative disorders in acute
psychiatric inpatients. Compr Psychiatry 1996;37:355—61.

72. Tutkun H, Sar V, Yargic LI, Ozpulat T, Yanik M, Kiziltan E. Frequency of dissociative disorders
among psychiatric inpatients in a Turkish university clinic. Am J Psychiatry 1998;155:800—5.

73. Ginzburg K, Somer E, Tamarkin G, Kramer L. Clandestine psychopathology: unrecognized
dissociative disorders in inpatient psychiatry. J Nerv Ment Dis 2010;198:378—81.


http://www.merriam-webster.com/dictionary/fad

74. Sar V, Tutkun H, Alyanak B, Bakim B, Baral I. Frequency of dissociative disorders among psychiatric
outpatients in Turkey. Compr Psychiatry 2000;41:216—22.

75. Sar V, Kundakei T, Kiziltan E, et al. The Axis-I dissociative disorder comorbidity of borderline
personality disorder among psychiatric outpatients. J Trauma Dissociation 2003;4:119—36.

76. Ross CA. Epidemiology of multiple personality disorder and dissociation. Psychiatr Clin North Am
1991;14:503-17.

77. Johnson JG, Cohen P, Kasen S, Brook JS. Dissociative disorders among adults in the community,
impaired functioning, and Axis I and II comorbidity. J Psychiatr Res 2006;40:131—40.

78. Sar V, Akyiiz G, Dogan O. Prevalence of dissociative disorders among women in the general
population. Psychiatry Res 2007;149:169—76.

79. Tamar-Gurol D, Sar V, Karadag F, Evren C, Karagoz M. Childhood emotional abuse, dissociation,
and suicidality among patients with drug dependency in Turkey. Psychiatry Clin Neurosci 2008;62:540—
7.

80. Sar V. Epidemiology of dissociative disorders: an overview. Epidemiol Res Int 2011;2011:404538.

81. Brand B, Classen C, Lanins R, et al. A naturalistic study of dissociative identity disorder and
dissociative disorder not otherwise specified patients treated by community clinicians. Psychol Trauma
2000;1:153—71.

82. Boysen GA, VanBergen A. A review of published research on adult dissociative identity disorder:
2000-2010. J Nerv Ment Dis 2013;201:5—11.

83. Lilienfeld SO, Kirsch I, Sarbin TR, et al. Dissociative identity disorder and the sociocognitive model:
recalling the lessons of the past. Psychol Bull 1999;125:507-23.

84. Conklin CZ, Westen D. Borderline personality disorder in clinical practice. Am J Psychiatry
2005;162:867-75.

85. Leonard D, Brann S, Tiller J. Dissociative disorders: pathways to diagnosis, clinician attitudes and
their impact. Aust N Z J Psychiatry 2005;39:940—6.

86. Loewenstein RJ, Putnam FW. The clinical phenomenology of males with MPD: a report of 21 cases.
Dissociation 1990;3:135—43.

87. Martinez-Taboas A. Multiple personality in Puerto Rico: analysis of fifteen cases. Dissociation
1991;4:189—92.

88. Ross CA, Miller SD, Reagor P, Bjornson L, Fraser GA, Anderson G. Structured interview data on 102
cases of multiple personality disorder from four centers. Am J Psychiatry 1990;147:596—601.

89. Middleton W. Dissociative disorders: a personal ‘work in progress.” Australas Psychiatry
2004;12:245-52.

90. Xiao Z, Yan H, Wang Z, et al. Trauma and dissociation in China. Am J Psychiatry 2006;163:1388-91.

91. Mueller C, Moergeli H, Assaloni H, Schneider R, Rufer M. Dissociative disorders among chronic and
severely impaired psychiatric outpatients. Psychopathology 2007;40:470-1.

92. Ferdinand RF, van der Reijden M, Verhulst FC, Nienhuis FJ, Giel R. Assessment of the prevalence of
psychiatric disorder in young adults. Br J Psychiatry 1995;166:480-8.

93. Lieb R, Pfister H, Mastaler M, Wittchen H-U. Somatoform syndromes and disorders in a
representative population sample of adolescents and young adults: prevalence, comorbidity and
impairments. Acta Psychiatr Scand 2000;101:194—208.

94. Mendez N, Martinez-Taboas A, Pedrosa O. Experiences, beliefs and attitudes of Puerto Rican
psychologists toward dissociative identity disorder. Cienc Conducta 2000;15:69—84.

95. Perniciaro LA. The influence of skepticism and clinical experience on the detection of dissociative
identity disorder by mental health clinicians. Newton, MA: Massachusetts School of Professional
Psychology, 2014.

96. Dorahy MJ, Lewis CA, Mulholland C. The detection of dissociative identity disorder by Northern
Irish clinical psychologists and psychiatrists: a clinical vignettes study. J Trauma Dissociation
2005;6:39—50.

97. Beidel D, Bulik C, Stanley M. Abnormal psychology. 3rd ed. Upper Saddle River, NJ: Pearson
Education, 2014.

98. Butcher J, Mineka S, Hooley J. Abnormal psychology. 15th ed. Upper Saddle River, NJ: Pearson
Education, 2013.

99. Oltmanns T, Emery R. Abnormal psychology. 7th ed. Upper Saddle River, NJ: Pearson Education,
2012.

100. Cardefia E, van Duijl M, Weiner LA, Terhune DB. Possession/trance phenomena. In: Dell PF,
O’Neil JA, eds. Dissociation and the dissociative disorders: DSM-V and beyond. New York: Routledge,
2009;171—81.



101. Ross CA. Possession experiences in dissociative identity disorder: a preliminary study. J Trauma
Dissociation 2011;12:393—400.

102. Sar V, Alioglu F, Akyiiz G. Experiences of possession and paranormal phenomena among women in
the general population: are they related to traumatic stress and dissociation? J Trauma Dissociation
2014;15:303—18.

103. Kihlstrom JR. Dissociative disorders. Annu Rev Clin Psychol 2005;1:227-53.

104. Lynn SJ, Lilienfeld SO, Merckelbach H, et al. The trauma model of dissociation: inconvenient truths
and stubborn fictions. Comment on Dalenberg et al. (2012). Psychol Bull 2014;140:896—910.

105. McHugh P. Resolved: multiple personality disorder is an individually and socially created artifact:
affirmative. J Am Acad Child Adolesc Psychiatry 1995;34:957—9.

106. Piper A, Merskey H. The persistence of folly: a critical examination of dissociative identity disorder.
Part I. The excesses of an improbable concept. Can J Psychiatry 2004;49:592—600.

107. Spanos NP, Burgess C. Hypnosis and multiple personality disorder: a sociocognitive perspective. In:
Lynn SJ, Rhue JW, eds. Dissociation: clinical and theoretical perspectives. New York: Guilford,
1994;136-55.

108. Brown D, Frischholz EJ, Scheflin AW. Iatrogenic dissociative identity disorder—an evaluation of
the scientific evidence. J Psychiatry Law 1999;27:549—637.

109. Gleaves DH. The sociocognitive model of dissociative identity disorder: a reexamination of the
evidence. Psychol Bull 1996;120:42-59.

110. Gleaves DH, Hernandez E, Warner MS. The etiology of dissociative identity disorder: reply to Gee,
Allen and Powell (2003). Prof Psychol Res Pr 2003;34:116—8.

111. Kihlstrom JF, Glisky ML, Angiulo MJ. Dissociative tendencies and dissociative disorders. J Abnorm
Psychol 1994;103:117—24.

112. Spanos NP, Weekes JR, Menary E, Bertrand LD. Hypnotic interview and age regression procedures
in the elicitation of multiple personality symptoms: a simulation study. Psychiatry 1086;49:298—311.

113. Butcher JN, Graham JR, Ben-Porath YS, Tellegen A, Dahlstrom WG. Manual for the administration
and scoring of the MMPI-2. Minneapolis: Minnesota University Press, 2001.

114. Brand BL, Chasson GS, Polermo CA, Donato FM, Rhodes KP, Voorhees EF. Truth is in the details: a
comparison of MMPI-2 item endorsements by patients with dissociative identity disorder patients
versus simulators. J Am Acad Psychiatry Law (forthcoming) .

115. Rogers R, Sewell KW, Gillard ND. Structured Interview of Reported Symptoms-2 (SIRS-2) and
professional manual. Lutz, FL: Psychological Assessment Resources, 2010.

116. Brand BL, McNary SW, Loewenstein RJ, Kolos AC, Barr SR. Assessment of genuine and simulated
dissociative identity disorder on the structured interview of reported symptoms. J Trauma Dissociation
2006;7:63—85.

117. Yu J, Ross CA, Keyes BB, et al. Dissociative disorders among Chinese inpatients diagnosed with
schizophrenia. J Trauma Dissociation 2010;11:358-72.

118. Akyiiz G, Dogan O, Sar V, Yargic LI, Tutkun H. Frequency of dissociative identity disorder in the
general population in Turkey. Compr Psychiatry 1999;40:151—9.

119. Gleaves DH, Hernandez E, Warner MS. Corroborating premorbid dissociative symptomatology in
dissociative identity disorder. Prof Psychol Res Pr 1999;30:341—5.

120. Chu JA, Frey LM, Ganzel BL, Matthews JA. Memories of childhood abuse: dissociation, amnesia,
and corroboration. Am J Psychiatry 1999;156:749—55.

121. Coons PM. Confirmation of childhood abuse in child and adolescent cases of multiple personality
disorder and dissociative disorder not otherwise specified. J Nerv Ment Dis 1994;182:461—4.

122. Myrick AC, Chasson GS, Lanius R, Leventhal B, Brand BL. Treatment of complex dissociative
disorders: a comparison of interventions reported by community therapists versus those recommended
by experts. J Trauma Dissociation 2015;16:51—67.

123. Myrick AC, Brand BL, Putnam FW. For better or worse: the role of revictimization and stress in the
course of treatment for dissociative disorders. J Trauma Dissociation 2013;14:375—89.

124. Lauer J, Black DW, Keen P. Multiple personality disorder and borderline personality disorder:
distinct entities of variations on a common theme? Ann Clin Psychiatry 1993;5:129—34.

125. Dell P, Laddis A. Is borderline personality disorder a dissociative disorder? Paper presented at the
European Society for Trauma and Dissociation conference, Belfast, April 2010.

126. Korzekwa MI, Dell PF, Links PS, Thabane L, Fougere P. Dissociation in borderline personality
disorder: a detailed look. J Trauma Dissociation 2009;10:346—67.

127. Kemp K, Gilbertson AD, Torem MS. The differential diagnosis of multiple personality disorder from



borderline personality disorder. Dissociation 1988;1:41—6.

128. Boon S, Draijer N. The differentiation of patients with MPD or DDNOS from patients with a cluster
B personality disorder. Dissociation 1993;6:126—35.

129. Hall TJ. Rorschach indices of dissociation across multiple diagnostic groups. Ann Arbor, MI:
ProQuest Dissertations, 2002.

130. Sar V, Akyuz G, Kugu N, Ozturk E, Ertem-Vehid H. Axis I dissociative disorder comorbidity in
borderline personality disorder and reports of childhood trauma. J Clin Psychiatry 2006;67:1583—-90.

131. Ross CA. Borderline. personality disorder and dissociation. J Trauma Dissociation 2007;8:71—80.

132. Dell PF. Axis II pathology in outpatients with dissociative identity disorder. J Nerv Ment Dis
1998;186:352—6.

133. Ellason JW, Ross CA, Fuchs DL. Assessment of dissociative identity disorder with the Millon
Clinical Multiaxial Inventory—II. Psychol Rep 1995;76:895—-905.

134. Ross CA, Ferrell L, Schroeder E. Co-occurrence of dissociative identity disorder and borderline
personality disorder. J Trauma Dissociation 2014;15:79—90.

135. Sar V, Alioglu F, Akyuz G, Karabulut S. Dissociative amnesia in dissociative disorders and
borderline personality disorder: self-rating assessment in a college population. J Trauma Dissociation
2014;15:477-93.

136. Schmahl C, Bremner JD. Neuroimaging in borderline personality disorder. J Psychiatr Res
2006;40:419—27.

137. Schlumpf YR, Nijenhuis ERS, Chalavi S, et al. Dissociative part-dependent biopsychosocial
reactions to backward masked angry and neutral faces: an fMRI study of dissociative identity disorder.
Neuroimage Clin 2013;3:54—64.

138. Schlumpf YR, Reinders AA, Nijenhuis ER, Luechinger R, van Osch MJ, Jancke L. Dissociative part-
dependent resting-state activity in dissociative identity disorder: a controlled fMRI perfusion study.
PLoS One 2014;9:€98795.

139. Sar V, Unal SN, Ozturk E. Frontal and occipital perfusion changes in dissociative identity disorder.
Psychiatry Res 2007;156:217—23.

140. Ellason JW, Ross CA. Two-year follow-up of inpatients with dissociative identity disorder. Am J
Psychiatry 1997;154:832—9.

141. Battle CL, Shea MT, Johnson DM, et al. Childhood maltreatment associated with adult personality
disorders: findings from the collaborative longitudinal personality disorders study. J Pers Disord
2004;18:193—211.

142. Classen CC, Pain C, Field NP, Woods P. Posttraumatic personality disorder: a reformulation of
complex posttraumatic stress disorder and borderline personality disorder. Psychiatr Clin North Am
2006;29:87-112.

143. Harari D, Bakermans-Kranenburg MJ, van Ijzendoorn MJ. Attachment, disorganization, and
dissociation. In: Vermetten E, Dorahy M, Spiegel D, eds. Traumatic dissociation: neurobiology and
treatment. Washington, DC: American Psychiatric Publishing, 2007;31-54.

144. Levy KN. The implications of attachment theory and research for understanding borderline
personality disorder. Dev Psychopathol 2005;17:959—86.

145. Becker-Blease KA, Deater-Deckard K, Eley T, Freyd JJ, Stevenson J, Plomin R. A genetic analysis of
individual differences in dissociative behaviors in childhood and adolescence. J Child Psychol Psychiatry
2004;45:522—32.

146. Jang KL, Paris J, Zweig-Frank H, Livesley WJ. Twin study of dissociative experience. J Nerv Ment
Dis 1998;186:345—-51.

147. Torgersen S, Lygren S, @ien PA, et al. A twin study of personality disorders. Compr Psychiatry
2000;41:416—25.

148. Waller NG, Ross CA. The prevalence and biometric structure of pathological dissociation in the
general population: taxometric and behavior genetic findings. J Abnorm Psychol 1997;106:499—510.

149. Zanarini MC, Frankenburg FR, Yong L, et al. Borderline psychopathology in the first-degree
relatives of borderline and Axis I comparison probands. J Pers Disord 2004;18:449—7.

150. Sar V, Ross C. Dissociative disorders as a confounding factor in psychiatric research. Psychiatr Clin
North Am 2006;29:129.

151. Gee T, Allen K, Powell RA. Questioning premorbid dissociative symptomatology in dissociative
identity disorder: comment on Gleaves, Hernandez and Warner (1999). Prof Psychol Res Pr
2003;34:114—6.

152. Lilienfeld SO. Psychological treatments that cause harm. Perspect Psychol Sci 2007;2:53-70.

153. Lambert K, Lilienfeld SO. Brain stains. Sci Am Mind 2007;18:46.



154. Ellason JW, Ross CA. Millon Clinical Multiaxial Inventory—II. Follow-up of patients with
dissociative identity disorder. Psychol Rep 1996;78:707-16.

155. Kluft RP. Treatment of multiple personality disorder. A study of 33 cases. Psychiatr Clin North Am
1984;7:9—29.

156. Ross CA, Haley C. Acute stabilization and three-month follow-up in a trauma program. J Trauma
Dissociation 2004;5:103—12.

157. Coons PM, Bowman ES. Ten-year follow-up study of patients with dissociative identity disorder. J
Trauma Dissociation 2001;2:73—89.

158. Coons PM. Treatment progress in 20 patients with multiple personality disorder. J Nerv Ment Dis
1986;174:715—21.

159. Brand BL, McNary SW, Myrick AC, et al. A longitudinal naturalistic study of patients with
dissociative disorders treated by community clinicians. Psychol Trauma 2013;5:301-8.

160. Cronin E, Brand BL, Mattanah JF. The impact of the therapeutic alliance on treatment outcome in
patients with dissociative disorders. Eur J Psychotraumatology 2014;5:1—9.

161. Jepsen EKK, Langeland W, Sexton H, Heir T. Inpatient treatment for early sexually abused adults: a
naturalistic 12-month follow-up study. Psychol Trauma 2014;6:142—51.

162. Foote B, Smolin Y, Neft DI, Lipschitz D. Dissociative disorders and suicidality in psychiatric
outpatients. J Nerv Ment Dis 2008;196:29—36.

163. Mueller-Pfeiffer C, Rufibach K, Perron N, et al. Global functioning and disability in dissociative
disorders. Psychiatry Res 2012;200:475-81.

164. Loewenstein RJ. Diagnosis, epidemiology, clinical course, treatment, and cost effectiveness of
treatment for dissociative disorders and MPD: report submitted to the Clinton Administration Task
Force on Health Care Financing Reform. Dissociation 1994;7:3—11.

165. Ross CA, Dua V. Psychiatric health care costs of multiple personality disorder. Am J Psychother
1993;47:103—12.

166. Lloyd M. How investing in therapeutic services provides a clinical cost saving in the long term. 2011.
At http://www.hsj.co.uk/1-september-2011/1200418.issue

167. Myrick AC, Brand BL, McNary SW, et al. An exploration of young adults’ progress in treatment for
dissociative disorder. J Trauma Dissociation 2012;13:582-95.

168. Kluft RP. The older female patient with a complex chronic dissociative disorder. J Women Aging
2007;19:119—37.
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dissociated self-states, parts, and alters. Cited Here...
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