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LEARNING OBJECTIVES

. Describe core dissociative symptoms and experiences
|dentify risk factors for dissociative disorders

Identify patterns of dissociative symptoms associated with {59 dissociative
disorders based on MHBO scores and response patterns

Interpret MID-60 results in the context of overlapping clinical features and common
comorbid diagnoses, and naiissociative experiences that may inflate screening scores

. Apply MID-60 findings to support clinical formulation, differential interpretation, and
decisions about further dissociatidacused assessment

All images courtesy of unless otherwise stated
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WHAT IS DISSOCIATION?

A Dissociation is when a person experiences a
disconnection from their memories, feelings, actions,
thoughts, body and/or identity

A Dissociative Disorders are characterized by a disruption
of and/or discontinuity in the normal integration of
consciousness, memory, identity, emotion, perception, body
representation, motor control, antbehavior

DSM5-TR (APA, 2022)



DISSOCIATION IS A
STRATEGY THAT
ENABLES THE PERSON T
ENDURE THROUGH
TRAUMATIC AND
STRESSFUL EVENTS TH/

WOULD OTHERWISE
OVERWHELM THEIR
CAPACITY TO COPE.
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1.  Amnesia or memory problems involving difficulty recalling
personal information

2. Depersonalization or a sense of detachment of disconnection
from oneds sel f. A common feeling
depersonalization is feeling I|Iike

3.  Derealization or a sense of disconnection from familiar people
or oneds surroundings

4, Identity confusion or i nner struggle about or
= AVA= 4 =A% and identity
DISSOCIATIVE 5.  Identity alteration or a sense of acting like a different person
SYMPTOMS A Some individuals may have one or several of the symptoms of
dissociation.

A A person with Dissociative Identity Disorder has all of these
symptoms

(Steinberg, 1994; Steinberg & Schnall, 2001)




SIX REASONS WHY IT IS
IMPORTANT TO IDENTIFY
DISSOCIATION




1. DISSOCIATIVE DISORDER$
ARE COMMON

International studies indicate 10% of
the general population and 11% of
university students will meet the
criteria for a dissociative disorder in
their lifetime.

Kate, M-A., Hopwood,T., & Jamieson, G.A. (2020).The
prevalence and antecedents of dissociative disorders and
dissociative experiences in college populations: A meta
analysis of 98 studie®urnal of Trauma & Dissociatiqi,)21
1823.
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2. DISSOCIATIVE DISORDERS ARE FREQUENTLY
OVERLOOKED

A Although dissociative symptoms are commelimicians often do not

routinely assess for or consider them, so they are frequently misdiagnosed
or overlooked.

A This diagnostic blind spot is compounded by the fact that many dissociative
individualsstruggle to notice or describe their internal experiences .
They may also hide their symptoms due to shame and fear.

A Those with complex dissociative disorders like dissociative identity disorder
have, on average, spento 10 years in the mental health system
beforebeing diagnosed.



3. DISSOCIATION IS TRANSDIAGNOSTIC:
OUR RESEARCH

Risk of clinically significant dissociation (MID60 >21) in mental health conditions:
A 9.3 fold risk for obsessive compulsive symptoms (Slattery et al., 2025)

A 5.9 fold risk for physiological anxiety (Hill et al., 2025)

A 4.4 fold risk for depression (Kate et al., under review)

A 3.0 fold risk for disordered eating: 2.7 females; 14.0 males (Hennah, 2024)

A 2.6 fold risk forgeneralise@nxiety (Hill et al., 2025)

A 2.2 fold risk for body dysmorphia symptoms in females, 1.6 in males (Brenner et
al., manuscript in preparation)

In neurodivergent presentations:

A 4.4 for high autistic traits, whiatises to 12.6 fold when compared to low
autistic traits, rather than below clinical threshold (Reuben et al., under review)

A 10.3 for combinedDHD symptoms (hyperactive & inattentive), 4.3 for
inattentive, and 2.9 fanyperactivempulsive presentations (Watson, 2025)



5. THE MENTAL
HEALTH AND WELL
BEING OF CLIENTS

ARN
DISSOCIATION IS
UNLIKELY TO
IMPROVE UNLESS
THE DISSOCIATION
IS ADDRESSED

A Research shows that individuals with higher levels of dissociation
oftenrespond less effectively to CBT and havéiigher
dropout rates |, likely because dissociation interferes with
cognitive restructuring and emotional integratidlgitre et
al.,2012; Lanius et ak014; van der Kolk014).

A In exposure therapy, dissociation impairs emotional
learning and extinction processes that are central to
therapeutic success (Ebreriemer et al.2009; van der Kolk2014;
Verdi et al.2023).

A Traumainformed or phasébased treatments that explicitly
acknowledge dissociation offer more appropriate pacing, emotion
regulation, and safety for these clients (Brand e28il.3).

A Recognition that dissociation can undermine the
effectiveness of standard CBT and exposure therapies
contributed to the introduction of the dissociative
subtype of PTSD and Complex PTSD into diagnostic
systems, along with the recommendation for sequenced, phase
oriented treatment approache<{oitre et al.,2012; Lanius et
al.,2014; van der Kolk014).

Hill, S., Kate, M. A., Hegarty, D. L., & Buchanan, B. (2025). Exploring the complex relationship between anxiety and
dissociation in a clinical population.  Australian Psychologist 60(6), 509z7525.
https://doi.org/10.1080/00050067.2025.2567676



STANDARD TREATMENT PROTOCOLS
AND DISSOCIATION: EMDR

To date, | have received 12 years of feedback from clinicians regarding the use of
EMDR, and these responses have shaped the format of training and the cautions
covered in this bookBYy far, the greatest number of reported difficulties and

stories of clinical problems and potential harm through the improper use

of EMDR have involved clients with dissociative disorders .On the other

hand, trained clinicians report that the proper application of EMDR greatly
accelerates and eases treatment of this population (see Fine & Berkowitz,
2001;Lazrove& Fine, 1996; Paulsen, 1995; Twombly, 2000). Therefore, | will review
particular issues regarding these clients to emphasize their importaliocelinician
should use EMDR with a client suffering from dissociative disorder unless

he is educated and experienced in working with this population and has

been trained in the use of the cognitive interweave .The potential for harm
with this type of client is great if EMDR is used inappropriately or

injudiciously.

Shapiro, Francine (20148ye Movement Desensitization and Reprocessing (EMDR): Basic
Principles, Protocols, and Proce@urksrd Publication.



6. INDIVIDUALS WITH DISSOCIATIVE DISORDERS ARE AT HIGH RI$K
OF SUICIDE, SEL-HARM, MENTAL DISTRESS AND IMPAIRED DAILY
FUNCTIONING

A Failure to identify dissociation has serious clinical consequences. Many
individuals endure years of ineffective or inappropriate treatment, repeated
hospitalisationselfharm, suicide attempts, and beimgslabelledis
otreateneingt ant 6 before receiving an accur at
(Loewenstein2018).

A Data drawn from 696 adults completing the Multidimensional Inventory of
Dissociation screening version (M) and the WHO Disability Assessment
Schedule (WHODAS 2.0) via tHéovoPsyclplatform found:

0 Dissociation explained 32% of variance in overall disability.

0 Participants above the clinical enfff for dissociation were 5.6 times more
likely to report moderateto-severe functional impairment.

Hurley, P., Gillies, J., Kate-M, Hegarty, D. L., & Buchanan, B. (2025, Novembebissociation as a Predictor of Disability: Global and DomdPdsteegbsesentation)].
International Society for the Study of Trauma and DissociatieanBual Australasian Conference,Wellington, New Zealand
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CLINICAL
DISSOCIATION IS
STRONGLY LINKED
TO SEVERE AND

REPEATED
CHILDHOOD ABUSE

Abuse types Clinical dissociation occurs almost only in people with childhood abuse
histories, especially sexual abuse.

Aror women, the highest risk comes frolifethreateningnd survivathreatening
abuse: choking, smothering, severe physical injury, deprivation of food/basic need
and threats of abandonment.

AChoking/smothering alone gives ~8Dx higher odds of a DD; when combined
with sexual abuse the odds rise to over Q0

0Doseo0 o DD gobps g/m@cally reporteagnanyforms of abuse (6+ types of
physical and emotional maltreatment) and hundreds to thousands of physical/sexual
episodes across childhood.

Maving 06 types of physical or emot.i
increased DD odds roughly 18x compared with lower exposure.

Gender differences

Women: dissociation predicted by severe physical, emotional, and sexual abuse,
starting earlier (around & years) and involving more perpetrators.

Men: dissociation predicted mainly by sexual abuse and early emotional abuse
(especially threats of abandonment or sexual violation); physical abuse did not
distinguishdissociatorsdrom controls.

Kate, M-A., Jamieson, G., & Middleton,W. (2021). Childhood sexual, emotional, and physical abuse as predictors of
dissociation in adulthoodournal of Child Sexual Abu¢g),353976. https://doi.org/10.1080/10538712.2021.1955789



PARENTOCHILD DYNAMICS ARE AS
IMPORTANT AS TRAUMA IN PREDICTING
DISSOCIATION

A Emotional safety and comfort -seeking: The strongest single predictor in women was:
oWhen | am hurt, unwel | | or upset | do not f ee
It r u $20.5fdldhinerease in odds of clinical dissociation).

A Gendered pattern of caregiving:  In women, lack of emotional safety, comfort, and maternal
care were most predictive. In men, the highest risks were lack of care from father when huart (11
fold) and lack of parental support for independencdd@). Maternal care was not significant for
men (but the sample size for males was small).

A Not just more 0bad Theclibicaltgroupdad simildrty bigh éxpaosure to
negative parenting as University group with high dissociation but significantly fewer positive
experiences (warmth, consistency, fairness, feeling valued).

A A word of caution: In our data, clinical dissociation almost always occurred in the context of
childhood abuse; paredthild dynamics do not replace trauma as an explanation but describe the
kind of family environment that both increases the risk of abuse within the family and leaves
children less protected and more vulnerable to abuse from outside it.

Kate, M-A., Jamieson, G., & Middleton, W. (2023). Pax@nld dynamics as predictors of dissociation
in adulthood European Journal of Trauma & Dissocidfipnl 00312.
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The parental role and responseg
to childhood trauma iIs crucial

The risk of a clinical dissociation is impacted significantly by the parental
role in, or reaction to, abusive experiences. In females:

A Thereisa4¥ ol d risk if the motherds rol
positive or neutral).

A Thereisad ol d ri sk if the father ds r ol
positive or neutral).

AConfirms Profess orbetth@litraumthesry Fr ey d 0 ¢

Kate (2018)The prevalence of dissociation and Dissociative Disorders, and traumahitdl parent
dynamics as etiological factors: Implications for the validity of the Trauma Model and Fantasy Model
of dissociatiqidoctoral dissertation, University of New England, Armidale, Australia).



Dissocilation IS an attachment
strategy

Longitudinal studies demonstrate disorganized attachment predicts dissociation.

Di ssociation resolves the childds ofright
between two incompatible behaviors: wanting to seek care, comfort and protection

fLor_n ]Eheir caregiver, and wanting to avoid proximity as the caregiver is the source of

their fear.

whi ch

Disorganised attachment is not always precipitated by overt abuse and may occur
when the parent fails to respond adequat e
the child without adequate parental regulation of fearful affect

(LyonsRuth, 2003; Main & Hesse, 1990; Ogawa et al., 997).

achmen

Dissociative individuals have an insecure attachment style

Dissociative individuals generally want to have a close and loving relationship, but are
deeply being afraid to of being hurt. (Fearful attachment) This is heightened by
paradoxical feelings in those with severe dissociation who wish to avoid relationships
completely (Profound mistrust).

(Kate, 2018)




DISSOCIATIVE
DISORDERS

A Dissociative Identity Disorder (DID)
A Other Specified Dissociation Disorder
A Dissociative Amnesia

A Depersonalization/Derealization
Disorder

A Unspecified Dissociation Disorder



ICD-11 DIAGNOSES

World Health
Organization

A Dissociative neurological symptom disorder
A Dissociative amnesia

A Trance disorder

A Possession trance disorder

A Dissociative identity disorder

A Partial dissociative identity disorder

A Depersonalizatiomerealization disorder

A Other specified dissociative disorders

A Dissociative disorders, unspecified



DISSOCIATIVE AMNESIA

A Dissociative amnesia (DA) is characterized by an inability
to recall autobiographical information that may be localised
to an event or period of time, to a specific aspect of an
event, or generalised to identity and life history. The holes

In memory are too extensive to be explained by ordinary
forgetfulness.

A A more severe subtype of amnediague, involves
purposeful travel or bewildered wandering with loss of
identity. Fugue is rare even among people with Dissociative
Amnesia, but is commonly seen in individuals with
Dissociative Identity Disorder



Dissociative Amnesia

Diagnostic Criteria (F44.0)

A, An inability to recall important autobiographical information, usually of a traumatic or stressful nature, that is inconsistent

with ordinary forgetting.

Note: Dissociative ammesia most often consists of localized or selective amnesia for a specific event or events; or

generalized amnesia for identity and life history.

B. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of
functioning.

C. The disturbance is not attributable to the physiological effects of a substance (e.g., alcohol or other drug of abuse, a
medication) or a neurological or other medical condition (e.g., partial complex seizures, transient global amneszia, sequelae of

a closed head injury/traumatic brain injury, other neurological condition).

D. The disturbance is not better explained by dissociative identity disorder Jposttraumatic stress disorder Jacute stress disorder,

somatic symptom disorder, or major or mild neurocognitive disorder.




DEPERSONALIZATION/DEREALIZATION DISORDE|R

Individuals with this diagnosis can have depersonalization, derealization, or both.

A Depersonalization: Experiences of unreality, detachment, or being an outside
observer with respect to oneo6s thoughts, f
perceptual alterations, distorted sense of time, unreal or absent self, emotional and/or
physical numbing).

A Derealization: Experiences of unreality or detachment with respect to surroundings
(e.g., Individuals or objects are experienced as unreal, dreamlike, foggy, lifeless, or visually
distorted).




EXPERIENCES OF DEPERSONALIZATION
AND DEREALIZATION

The individual may feel subjectively detached

Afrom their entire being: 0l am no one

A from aspects of the self, including:

A feelings, e.daypoemotionality 61 know | have feeling
t hemo

Athoughts, e.g., OMy thoughts dondt f

cottono

A whole body or body parts, or sensations, e.g., touch, proprioception,
hunger, thirst, libido (APA, 2022).

A memories, including difficulty vividly recalling autobiographical memories
and oowningo6 them as personal and er

DSM5-TR / ICD-11 (6B66).



EXPERIENCES OF DEPERSONALIZATION
AND DEREALIZATION

Individuals may also experience:

A extreme rumination or obsessional preoccupation, e.g., constantly
obsessing about whether they really exist, or checking their
perceptions to determine whether they appear real

ACatastrophic cognitions, e.g
irreversible brain damage

A altered sense of time, such as the subjective experience of time
slowing down or speeding up.
A physiologicahyporeactivityto emotional stimuli

These are often accompanied by vague somatic symptoms, such as
head fullness, tingling, or lightheadedness.

DSM5-TR/ICD-11

goi ng



A Onset of DepersonalizaticDerealization Disorder
can occur in childhood but more typically has its
onset in midadolescence, with a mean age at onset
of approximately 16 years of age. Onset after 25
years of age is very rare.

A Episodes of depersonalization and derealization in
TRAUMA IS NOT DepersonalizatiofDerealization Disorder may be

NECESSARY FOR associated with adverse life events or interpersonal
DEPERSONALIZATION conflicts.
& DEREALIZATION

A depersonalization/derealization symptoms are
strongly associated with acute traumatic events
including motor vehicle accidents and other forms of
life-threatening danger (Loewenstein, 2018).

A Drug usee.g MDMA and Ketamine




PTSD AND DISSOCIATIVE AMNESIA

D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning or worsening after the

traumatic event(s) occurred, as evidenced by two (or more) of the following:

1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative amnesia and not to

other factors such as head injury, alcohol, or drugs).

Not all psvchopathology that occurs in individuals exposed to an extreme stressor should necessarily be attributed to PTSD. The PTSD
diagnosis requires that trauma exposure precede the onset or exacerbation of pertinent symptoms. If the symptom response pattern to
the extreme stressor meets criteria for another mental disorder, these diagnoses should be given instead of, or in addition to, PTSD.
Other diagnoses and conditions are excluded if they are better explained by PTSD (e.g., symptoms of panic disorder that occur only
after exposure to traumatic reminders). If severe, symptom response patterns to the extreme stressor that meet criteria for another

mental disorder may warrant a separate diagnosis (e.g., dissociative amnesia) in addition to PTSD.




PTSD dissociative subtype

Specify whether:

With dissociative symptoms: The individual’s symptoms meet the criteria for posttraumatic stress disorder, and in

addition, in response to the stressor, the individual experiences persistent or recurrent symptoms of either of the following:

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and as if one were an outside
observer of, one’s mental processes or body (e.g., feeling as though one were in a dream; feeling a sense of unreality of

self or body or of time moving slowly).

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., the world around the individual

is experienced as unreal, dreamlike, distant, or distorted).

Note: To use this subtype, the dissociative symptoms must not be attributable to the physiclogical effects of a

substance (e.g., blackouts, behavior during alcohol intoxication) or another medical condition (e.g., complex partial

selzures).



DISSOCIATIVE IDENTITY
DISORDER (DID)

A DID, previously known as Multiple Personality Disorder,
requires that a person have at least two separate
personalities or alter§i different modes of being, thinking,
feeling and acting that exist independently of one another
and that emerge at different times. Each determines the
personds nature and activiti e

A The primary alter may be totally unaware that any other
alter exists and may have no memory of what those other
alters do and experience when they are in control.
Recurrent episodes of amnesia are a requirement for
diagnosis.

Artwork by an unidentified patient, shared with permission via Belmont Private Hospital
Trauma and Dissociation Unit.




DISSOCIATIVE IDENTITY DISORDER

A The overtness or covertness of these personality states varies as a
function of psychological motivation, current level of stress, cultural
context, internal conflicts and dynamics, and emotional resilience, among
other factors.

A Sustained periods of identity confusion/alteration may occur when
psychosocial pressures are severe and/or prolonged.

A Most individuals with nopossessiotiorm dissociative identity disorder
do not overtly display, or only subtly display, their discontinuity of
identity, and only a minority present to clinical attention with discernible
alternation of identities.

A The elaboration of dissociative personality states with different names,
wardrobes, hairstyles, handwritings, accents, and so forth, occurs in only a
minority of individuals with the nepossessiofiorm dissociative identity
disorder and is not essential to diagnosis(Loewenstein 2018).

A In those cases where alternate personality states cannot be directly
observed, the presence of distinct personality states can be identified by
sudden alterations or discontinui
sense of agency (Criterion A), and recurrent dissociative amnesias
(Criterion B).

APA, 2022

ti



Other Specified Dissociative Disorder

; : s : S, s (F44.89)
This category applies to presentations in which symptoms characteristic of a dissociative disorder that cause clinically

significant distress or impairment in social, occupational, or other important areas of functioning predominate but do not meet the
full criteria for any of the disorders in the dissociative disorders diagnostic class. The other specified dissociative disorder category
is used in situations in which the clinician chooses to communicate the specific reason that the presentation does not meet the
criteria for any specific dissociative disorder. This is done by recording “other specified dissociative disorder” followed by the
specific reason (e.g., “dissociative trance”).

Examples of presentations that can be specified using the “other specified” designation include the following:

1. Chronic and recurrent syndromes of mixed dissociative symptoms: This category includes identity disturbance
associated with less-than-marked discontinuities in sense of self and agency, or alterations of identity or episodes of
possession in an individual who reports no dissociative amnesia.

ey,

2. Identity disturbance due to prolonged and intense coercive persuasion: Individuals who have been subjected to
intense coercive persuasion (e.g., brainwashing, thought reform, indoctrination while captive, torture, long-term political
imprisonment, recruitment by sects/cults or by terror organizations) may present with prolonged changes in, or conscious
questioning of, their identity.

3. Acute dissociative reactions to stressful events: This categorv is for acute, transient conditions that typically last less
than 1 month, and sometimes only a few hours or days. These conditions are characterized by constriction of consciousness;
depersonalization; derealization; perceptual disturbances (e.g., time slowing, macropsia); microamnesias; transient stupor;
and/or alterations in sensory-motor functioning (e.g., analgesia, paralysis).

4. Dissociative trance: This condition is characterized by an acute narrowing or complete loss of awareness of immediate
surroundings that manifests as profound unresponsiveness or insensitivity to environmental stimuli. The unresponsiveness
may be accompanied by minor stereotyped behaviors (e.g., finger movements) of which the individual is unaware and/or that
he or she cannot control, as well as transient paralysis or loss of consciousness. The dissociative trance is not a normal part of
a broadly accepted collective cultural or religious practice.

DSMb5-TR states: Examples include identity disturbances
associated with lesthanrmarked discontinuities in sense of
self and agency, alterations of identity, or episodes of
possession in the absence of a historyepfsodesof
dissociative amnesia

People with subclinical DID will often have amnesia for
traumatic events and often sections of childhood and
autobiographic memory.



PARTIAL DID

A Dissociative intrusions may be cognitive (intruding thoughts), affective (intruding
affects such as fear, anger, or shame), perceptual (e.g., intruding voices fleeting visual
perceptions, sensations such as being touched), motor (e.g., involuntary movements
of an arm), orbehaviourale.g., an action that lacks a sense of agency or
ownership).These experiences are experienced as interfering with the functioning
of the dominant personality state and dggically aversive .

A The nonrdominant personality statedo not recurrently take executive
control of the individual 0stotle@xtientchato us n ¢
they perform in specific aspects of daily life (e.g., parenting, work). However, there
may beoccasional, limited and transient episodes in which a distinct
personality state assumes executive control to engage in circumsdrédeiours
(e.g.,in response to extreme emotional states or during episodes etfaeti or
the reenactment of traumatic memories).

A The dissociative intrusions attributed to n@ominant personality states are
experienced internally and may not be obvious to observers.

A Individuals oftemio not experience amnesia during episodes of dissociative
intrusions . If amnesia does occur, it is usually brief and restricted to extreme
emotional states or episodes of sékhrm.



Differentiating Partial DID from DID

Partial DID (OSDD1) is three times as common as
DID.

In partial DID, one personality state is dominant and
functions in daily life.

Like DID, there are amnestic barriers between parts

These different personality states may have their
own pattern of experiencing, perceiving, conceiving,
and relating to self, the body, and the environment.

There are intrusions by one or more personality
states.

However, unlike people with DID, in partial DID, the
ot her personality states
executive control in dalily life.




Differentiating Partial DID from DID

|
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A An analogy: The personality statesRsrtial DIDare like ghosts,
existing in the past.The personalities do not have a solid enough
form to actively navigate daily life in present time. However, if
you suspend the personality back into the past via trauma
processing in therapy, or they experience traumas that invoke
the past, then they may seem more embodied for the duration
t he

past and present blend tog
presentation appearing like DID in therapy, when it is not.

The person does not have int@lter amnesia for recent events
indaily lifee . g. , waking up /
situation or place they have no recollection about.
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HOW COMMON ARE DDS?

PREVALENCE IN THE GENERAL POPULATION USINEG
STRUCTURED CLINICAL INTERVIEWS

A 1.3% Depersonalization / Derealization Disorder
A 3.6% Dissociative Amnesia

A 3.2% Dissociative Disorder Not Otherwise Specified (now OSDD
and Partial DID)

A 1.2% Dissociative Identity Disorder
A 9.9% Any Dissociative Disorder

Rates are similar in males and females (rates for gender diverse
individuals is currently unknown)

Figures represent average rate found in studies conduct&airada (Ross et al., 1989)JSA

(Johnson, Cohen, Kasen, & Brook, 2006), Turkey (AkpoEan t g Yargi¢ & Tutkun, 1999t g r
Akylz, & D&an, 2007)Netherlands (Ferdinand, van der Reijden, Verhulst, Nienhuis, & Giel, 1995)
andlran (Mohammadi et al., 2005); and in ti& with Bebbington& colleagues (1981; 1997)
focussing oepesonalization



MID VS MIB60

MID MID-60

AOriginal instrument developed by Paul ~ ADerived from the 5 most predictive

Dell, MD Il tems from the MI D
A218 items A 60 items
A Diagnostic A Screener
AVvalidity scales, including BPD, psychosis, ANo validity scales

rare symptoms ADissociative disorders screened for:
ADissociative disorder diagnoses DID, OSDD-1, dissociative amnesia,

assessed: DID, OSBD plus PTSD depersonalization/ derealization

disorder



THE DISSOCIATIVE EXPERIENCES SCALE (DES
IS POOR AT DETECTING MILDER DISSOCIATIVE
DISORDERS

A Content gaps: DESII has weak content validity, does not assess dissociative amnesia, and has
only one item relevant to OSDEL (Wainipitaponget al., 2025; Kate et al., 2020).

A Skewed toward DID : Stronger correlations with DID features than with depersonalization
or amnesia on the DDIS (Murphy, 1994; Ryan, 1988).

ARecommended c Coredlfidertif@sall PID, but misses 96% of dissociative
amnesia and 75% of depersonalization cases vs-BGtuctured clinical interview (Nilsen et
al., 2000).

A Lower cutoffs still miss cases : Cutoff of 20 misses 25% of dissociative disorders (Foote et
al., 2006).

A Very low cutoff ( & lofe)flagsnormality: Needed for detection (Muell@feiffer et al., 2013)
but sits within the student norm (M = 16.6) and is dominated by normative absorption (Kate
et al., 2020; Carlson & Putnam, 1993).
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SCREENING WITH THE MI

In this next part of the workshop, we will:

A ldentify dissociative symptom patterns across a range of mental health and
neurodiverse presentations using data from the M

A Differentiate between dissociative symptoms and overlapping experiences that
may appear similar.

A Apply clinical insights from composite client profiles to enhance case
formulation and improve recognition of comorbid dissociative symptoms.



Multidimensional Inventory of Dissociationd@@&m version
(MID-60) is:

A a selfreport screening tool to measure dissociative
symptoms and experiences

Abased on Pa witemdeghostids t he 218
Multidimensional Inventory of Dissociation (MID) and
includes the most predictive five factors from each of the
MI D6s 12 scales. Seven subsc
dissociative symptoms, and five subscales measure
symptoms that frequently coccur with dissociative
disorders.

A a peer reviewed instrument with excellent internal
reliability, and content and convergent validity.

Kate, M-A., Jamieson, G. Mprahy M.J., Middleton, W. (2020). Measuring dissociative
symptoms and experiences in an Australian college sample using a short version of the
Multidimensional Inventory of Dissociatidlournal of Trauma & Dissociali@mnl10.1080/
15299732.2020.1792024.



DISSOCIATIVE DISORDER SPECIFIC
SUBSCALES

Screening for dissociative identity disorder (DID)

A Amnesia for recent events covers experiences where someone might suddenly find
themselves in a situation without understanding how they got there, including periods of
fugue or lost time. These instances, which can be deeply unsettling for the individual, involve
suddenly becoming aware in confusing circumstances with no memory of the recent past.

Screening for DID and other specified dissociative disorder type 1 (OSDD -1/ Partial DID)

A Subjective awareness of self -states refers to a person's understanding that there are
aspects of their mind acting independently, feeling as if these parts are not truly a part of
their self-identity, essentially experiencing them as "not me".

A Angry intrusions are sudden and strong feellngs of anger that unexpectedly enter a person’s
GRUT IOWNG DWRUT R2RT ec¢c 0 WRYt WHYUY #RYe2t W6 13! W6 ¢ 2 IWHIIIIU

separate from their usual sense of self.

A Persecutory intrusions refer to negative, harmful thoughts or voices that forcefully enter a
person's mind, often criticizing, insulting, or belittling them in a harsh and demeaning way.



Screening for depersonalization derealization disorder

A Derealization/depersonalization describe feelings of distance, disconnection, unfamiliarity, and
unreality with regard to both self and world.

Screening for dissociative amnesia

A Circumscribed loss of remote autobiographical memory involves difficulties in remembering one's own
past experiences and having some awareness about these memory gaps. It can cover amnesia for
particular time frames, significant events, or extensive parts of childhood.

A Distress about Severe Memory Problems involves significant difficulties in remembering things, such as
forgetting a recent conversation or not being able to recall what happened earlier in the same day.

A Severe memory problems nay be attributed to alters and intrusions (DID/OSDR), depersonalization,
hyperarousal /hypoarousal (including trance), inattention, including ADHD, traumatic brain injury or
other organic causes, and if related to personal interactions, social anxiety / shame.

Note:

1 Individuals with DID and OSDEL nearly always neet clinical cut-off scores for depersonalization and
derealization disorder and dissociative amnesia, and these scales may be elevated in individuals with
PTSD dissociative subtype



DISSOCIATIONRELATED SUBSCALES

Screening for PTSD

A Flashbacks assesses the occurrence, frequency, and emotional harm of flasfibsattden, intense
re-experiences of past events or memories related to trauma, as if they are happening in the
presenfi and how much they disrupt everyday life.

Screening for Functional Neurological Symptom Disorder (Conversion Disorder)

A Body Symptoms refers to the experience of dissociative symptoms affecting one's physical sense (
self,’including blindness, deafness, and paralysis. This concept mirrors somatoform dissociation, whegé
psychological distress manifests as physical symptoms without a medical cause.

A Psychogenic seizures consist of a stan@lone item measurinﬁ_ if and to what degree an individual
has experienced sycho%enlc repileptic seizures (PNES), which are seizures stemming from
8sy%holog|cal factors rather than a neurological condition, as no medical cause can be identified by

octors.




General subscales

1. Self-confusion refers to the deep and ongoing uncertainty about one's own identity
that arises from chronic or intense dissociative experiences and symptoms. However,
this sense of confusion about oneself isn't solely associated with dissociation; there
are many other factors that could lead someone might feel confused about
themselves.

2. Trance involves periods where an individual does not react to the outside world and is
deeply focused on their own internal experience. This can include focussing on
traumatic events, engaging in enjoyable daydreams, or experiencing a state of total
emptiness.

Dell, P. F., & Lawson, D. (2009). An Empirical Delineation of the Domain of Pathological Dissociation. In P. F. Dell &IN&il (Eds.),
Dissociation and the dissociative disorders: DSM/ and beyond (pp. 66#692). Taylor & Francis.
https://doi.org/10.1521/psyc.2010.73.3.288

Kate, M-A., Jamieson, G.Dorahy, M. J., & Middleton, W. (2021). Measuring Dissociative Symptoms and Experiences in an Australian
College Sample Using a Short Version of the Multidimensional Inventory of Dissociation. Journal of Trauma & Dissociation3R265-
287. https://doi.org/10.1080/15299732.2020.1792024



CASE STUDY: LAURA

The case study of Laura is a composite of 30 women receiving treatment (both
inpatient and outpatient) for a complex dissociative disorder.

oLaurao is 45 years ol d women. She
by her father, brother, and uncle, and community members of the religious
organization her family belonged to. Laura experienced frequent physical
violence from both parents. Her mother never showed any affection, and
although her father was intensely abusive, he would occasionally be kind

to her. Although always daydreaming, Laura did quite well academically at
school.

She married young and had three kids, but her husband Len was violent

and controlling, although she found it accept Len was like that. He said
0Oshe gave as good as she goto but s
about. Now her kids are older, sheorks in a childcare center and tells

you she has a sixth sense knowing which children are at risk.

Laura admits to you she is drinking too much and taking Valium regularly

to quite her onoisy headdé and to de
at forgetting what sheds done and e
kids say she acts like different people and they sometimes make up crazy
stories about her. It baffles her why they say these things as it hurtful not

funny. She wishes they would be more supportive.




Assessment powered by

NovoPsych

Multidimensional Inventory of Dissociation 60-item version (MID-60)

Client Name | Laura Winters Date administered | 28 Feb 2026

Date of birth {age) | 1 Jan 1979 (47) Time taken | 2 min 59s
Assessor | Dr Mary-Anne Kate

Probable Profile Classification

] ] Subscales at
Classification Clinical Cutoff

MID-60 Total Mean Score Over Time

Dissociative Identity Disorder (DID) 12 of 12

This individual has indicated risk of salf-harm or suicide. It is recommended to follow suicide risk assessment protocols to determine the nature,

saverity, and immediacy of the risk.

MID-60 Total Score

s Community Clinical

(gﬂoag) Percentile Percentile

Descriptor

57 99.93 50 High dissociative symptoms




Assessment powarad by

NovoPsych

Client Name | Laura Winters

Interpretation

The Multidimensional Inventory of Dissociation 60-item version (MID-60) was administered on
28 February 2026. The client obtained a total mean score of 57, which falls in the "High
dissociative symptoms' range (at the 99.93rd percentile of the community population). Based on

the pattern of responses and subscale elevations, the probable profile classification is
Dissociative ldentity Disorder (DID).

Risk of Self-Harm or Suicide

The respondent indicated risk of self-harm or suicide based upon the following items:

- 22. Hearing a voice in your head that wants you to hurt yourself (Response: 5/10)

- 44. Hearing a voice in your head that wants you to die (Response: 6/10)

- 58. There were times when you "woke up" and found pills or a razor blade (or something else
to hurt yourself with) in your hand (Response: 3/10)

It is recommended to follow suicide risk assessment protocols to determine the nature, severity,
and immediacy of the risk.




Subscales Contributing to Probable Profile Classification

The probable profile classification of Dissociative Identity Disorder (DID) is based upon the
pattern of responses and subscale elevations. There were 4 subscales contributing to this
classification that exceeded their respective clinical cutoffs. See below for details.

DID/OSDD-1: Persecutory intrusions (Score: 62, Cutoff: 18, ltems at clinical threshold: 5/5)
The client experiences persecutory intrusions in the form of critical, hostile internal voices that
forcefully enter their mind and harshly criticise, belittle, or censor them. Voices that command
self-harm or express a wish for the client to be dead are flagged for clinical attention. In
particular, the client endorsed the following items:

- 56. Hearing a voice in your head that tells you to "shut up” (Response: 7/10)

- 59. Hearing a voice in your head that calls you no good, worthless, or a failure (Response:
7/10)

- 37. Hearing a voice in your head that calls you names (e.g., wimp, stupid, whore, siut, bitch,
etc.) (Response: 6/10)

DID/OSDD-1: Subjective awareness of alter personalities (Score: 66, Cutoff: 20, Items at
clinical threshold: 5/5)

The client reports awareness of distinct self-states or “parts” that feel as if they act
independently and are “not me." This may include hearing child voices internally, sensing other
people inside who can speak or take control, or experiencing themselves as having multiple
personalities. In particular, the client endorsed the following items:

- 36. Feeling that you have multiple personalities (Response: 7/10)

- 39. Having other people (or parts) inside you who have their own names (Response: 7/10)

- 57. Having another part inside that has different memories, behaviors, and feelings than you do
(Response: 7/10)




DID/OSDD-1: Angry intrusions (Score: 58, Cutoff: 18, ltems at clinical threshold: 5/5)

The client experiences sudden, strong intrusions of anger that feel outside their control, as if an
angry part “takes over” their speech and behaviour and feels separate from their usual sense of
self. During these episodes, they may or do things they would not ordinarily do. In particular, the
client endorsed the following items:

- 46. Feeling as if there is something inside you that takes control of your behaviour and speech
(Response: 7/10)

- 28. Words just flowing from your mouth as if they were not in your control (Response: 6/10)

- 35. When you are angry, doing or saying things that you don't remember (after you calm down)
(Response: 6/10)

DID: Amnesia (for recent events) (Score: 30, Cutoff: 10, ltems at clinical threshold: 4/4)

The client reports episodes of suddenly finding themselves in a situation without knowing how
they got there, reflecting periods of fugue or “lost time.” In particular, the client endorsed the
following items:

- 42. Discovering that you have changed your appearance (e.g., cut your hair, or changed your
hairstyle, or changed what you are wearing, or put on cosmetics, etc.) with no memory of having
done so (Response: 3/10)

- 45. Suddenly finding yourself somewhere odd af home (e.g., inside the closet, under a bed,
curled up on the floor, etc.) with no knowledge of how you got there (Response: 3/10)

- 48. Suddenly finding yourself somewhere (e.q., at the beach, at work, in a nightclub, in your
car, etc.) with no memory of how you got there (Response: 3/10)



Top 3 Additional Clinically Significant Symptom Domains
3 additional subscales exceeded their respective clinical cutoffs. See below for details.

General: Trance (Score: 45, Cutoff: 11.7, ltems at clinical threshold: 6/6)

The client frequently enters prolonged trance states characterised by markedly reduced
awareness of their surroundings and disconnection from present reality. During these episodes,
they may be intensely focused on internal experience, which may range from focusing on
traumatic events, engaging in enjoyable daydreams, to experiencing a state of total emptiness.
In particular, the client endorsed the following items:

- 32. Drifting into france without even realising that it is happening (Response: 6/10)

- 41. Going into trance several days in a row (Response: 6/10)

- 51. Having difficulty staying out of trance (Response: 5/10)

PTSD: Flashbacks (Score: 56, Cutoff: 16, Items at clinical threshold: 5/5)

The client experiences frequent intrusive re-experiencing of traumatic memories with vivid
sensory detail (sights, sounds, smells). These flashbacks are so immersive that they may lose
contact with present reality, and the intensity can be debilitating enough to interfere with daily
functioning. In particular, the client endorsed the following items:

- 31. Bad memories coming info your mind and you can't get rid of them (Response: 8/10)

- 4. Reliving a traumatic event so vividly that you fotally lose contact with where you actually are
(that is, you think that you are "back there and then") (Response: 6/10)

- 40. Reliving a past trauma so vividly that you see it, hear it, smell i, etc (Response: 6/10)

Depersonalisation/Derealisation (Score: 60, Cutoff: 20, Items at clinical threshold: 8/8)

The client frequently experiences a sense of distance, disconnection, unfamiliarity, and unreality
with regard to themselves, others, or their surroundings. This may include feeling detached from
their body or emotions, perceiving the world as foggy or distant. In particular, the client endorsed
the following items:

- 9. Things around you feeling unreal (Response: 7/10)

- 25. Feeling as if you were looking at the world through a fog so that people and objects felt far
away or unclear (Response: 7/10)

- 53. Your body suddenly feeling as if it isn't really yours (Response: 7/10)



Dissociative Identity Disorder

Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Amnesia (for recent events) 30 Yes 4 of 4
DID and OSDD-1
Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Awareness of alter personalities 66 Yes 50f5
Angry intrusions 58 Yes 50f 5
Persecutory intrusions 62 Yes 50f5
Depersonalisation / Derealisation Disorder
Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Depersonalisation / Derealisation 60 Yes Bof8
Dissociative Amnesia
Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Distress about memory problems 66.7 Yes 6 of 6
Loss of autobiographical memory 76 Yes 50f5
Post-Traumatic Stress Disorder
Mean Score In Clinical ltems in
(0-100}) Range? Clinical Range
Flashbacks 56 Yes 50f5
Conversion Disorder
Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Body symptoms 225 Yes 4 of 4
Pseudo-Seizures 10 Yes 1 of 1
General Subscales
Mean Score In Clinical ltems in
(0-100) Range? Clinical Range
Trance 45 Yes 6 of 6




Client Name | Laura Winters

Results (cont.)

Self-Confusion

78.3 Yes

6 of 6

Amnesis
Alter Personalities
Angry Intrusions

F'EFSEGIJ':I:IF}' Intrusions

MID-60 Subscale
Mean Scores

Depersonalisation | Derealisation

Distress about Memory Problems

Loss of Autnbiographical Memory

Flashbacks

Body Symptoms
MNon-epileptic Seizures
Trance

Self-Confusion

Mean Score (0-100)

100




Client Responses

DID: Amnesia (for recent events)

10 -
Meve 1 2

r=10

Discovering that you have changed your appearance (e.g., cut your
42 | hair, or changed your hairstyle, or changed what you are wearing, 0 1 2
of put on cosmetics, etc.) with no memory of having done so

floor, etc.) with no knowledge of how you got there

Suddenly finding yourself somewhere (e.q., at the
48 | beach, at work, in a nightclub, in your car, etc.) withno| 0 1 2
memory of how you got there

There were times when you “woke up® and found pills
58 | or a razor blade (or something else to hurt yourself 0 1 2
with) in your hand

3
Suddenly finding yourself somewhere odd at home
45 | (e.g., inside the closet, under a bed, curled up on the 0 1 2 4 5 6 T 8 9 10

DID/OSDD-1: Awareness of alter personalities

10-
Neve| v | 2 | 3| a5 |6 | 7| 8| 9 |Awa
r-0
V5
3 | Hearing the voice of a child in your head 0 1 2 3 4 5 |®| 7 8 9 10
36 | Feeling that you have multiple personalities 0 1 2 3 4 5 6 |®| 8 9 10

19 Having other people (or parts) inside you who have 0 1 2 3 4 5 6 I@I 8 g 10

their cwn names

49 Feeling that there is another person inside who can 0 1 2 3 4 5 I@I 7 8 g 10

come out and speak if it wanis

memoaries, behaviors, and feelings than you do

57 | Having another part inside that has different 0 1 2 3 4 5 6 |®| 8 9 10




DID/OSDD-1: Angry intrusions

10-
Neve 5 |6 | 7| s Alwa
kS
Words just flowing from your mouth as if they were
28 | notin your control 0 5 | | 7 8 10
Words come out of your mouth, but you didn't say
& them; you don't know where those words came from 0 I@' 6 7 8 10
When you are angry, doing or saying things that you
35 don't remember (after you calm down) 0 5 | | 7 8 10
Feeling as if there is something inside you that takes
- control of your behaviour and speech 0 5 6 I@' 8 10
Having a very angry part that "comes out” and says
80 | and does things that you would never do or say 0 | | 6 7 8 10
DID/OSDD-1: Persecutory intrusions
10-
heve 5 |6 | 7| s Alwa
kS
Hearing a voice in your head that wants you to hurt
22 | vourseif 0 @l 6 7 8 10
Hearing a voice in your head that calls you names
3 (e.g.. wimp, stupid, whore, slut, bitch, etc_) 0 s I@' 7 8 10
44 | Hearing a voice in your head that wants you to die 0 5 I®I T B 10
56 E:ﬂannvg a voice in your head that tells you to "shut 0 5 6 I@I 8 10
Hearing a voice in your head that calls you no good,
e worthless, or a failure 0 5 6 | | 8 10




Depersonalisation/Derealisation

10 -
Nl e |2 3|45 |6 | 7|8 |9 |Awa
ys
Having an emotion (g.g., fear, sadness, anger,
2 happiness) that doesn't feel like it is "yours™ 0 1 2 3 4 5 ® 7 8 9 10
Being told of things that you had recently done. but
7 | with absclutely no memory of having done those 0 1 2 3 4 5 @ T B8 9 10
things
9 | Things around you feeling unreal 0 1 2 3 4 5 6 I@ 8 9 10
Feeling that other people, objects, or the world
e around you are not real 0 1 2 3 4 5 @ 7 8 9 10
Feeling as if you were looking at the world through a
45 fog so that people and objects felt far away or unclear 0 1 2 3 4 5 6 I@ 8 9 10
Totally forgetting how to do something that you know
47 | very well how to do (e.g., how to drive, how to read, 0 1 2 3 4 @I [ 7 8 9 10
how to use the computer, how to play the piano, etc.)
"Coming to” and finding that you have done something
50 | you don't remember doing (e.g., smashed something, | 0 1 2 3 @ 5 [ 7 B 9 10
cut yourself, cleaned the whole house, eic.)
53 | Your body suddenly feeling as if it isn't really yours 0 1 2 3 4 5 6 |® 8 9 10
Dissociative Amnesia: Distress about memory problems
10 -
Newel 1 | 2 | 3| 4[5 |6 |7 |89 |Awa
¥
1 | Forgetting what you did earlier in the day 0 1 2 3 4 5 6 |® 8 9 | 10
Mot remembering what you ate at your last meal-or
8 even whether you ate 0 1 2 3 4 @l 6 7 8 9 10
20 | Immediately forgetting what other people tell you 0 1 2 3 4 5 6 ) I 9 10
38 | Poor memory causing serous difficulty for you 0 1 2 3 4 5 [ I@ B 9 10
43 | Being bothered or upset by how much you forget 0 1 2 3 4 5 [ 7 I 9 10
52 | Suddenly not knowing how to do your job 0 1 2 3 4 ®| 6 7 8 9 10
Dissociative Amnesia: Loss of autobiographical memory
10 -
Nl 1| 2| 3| a|s| 6| 7| 8|9 |Awa
¥s

16 :;: gememhering large parts of your childhood after 0 1 2 3 4 5 6 7 | 9 10




Client Responses (cont.)

10 -
Nevel 1 | 2 | 3| a| 5|6 |7 |89 [Aw
ys
19 | Feeling that pieces of your past are missing 0 1 2 3 4 5 6 T || 9 10
Feeling that important things happened to you earlier
24 in your life, but you cannot remember them 0 1 2 3 4 5 6 7 | | 9 10
29 | Feeling that there are large gaps in your memory 0 1 2 3 4 5 6 7 II 9 10
34 | Being able to remember very little of your past 0 1 2 3 4 5 |®| 7 8 9 10
PTSD: Flashbacks
10 -
Nevel 4 | 2 | 3| a |5 |6 | 7|8 ]| 9 |awa
r-0 ys
Reliving a traumatic event so vividly that you totally
4 | lose contact with where you actually are (that is, you 0 1 2 3 4 5 | | 7 8 9 10
think that yvou are "back there and then")

Being so bothered by flashbacks that it was hard to
L] get out of bed and face the day 0 1 2 3 4 I@' 6 7 8 8 10

31 Bad memories coming into your mind and you can't 0 1 2 3 4 5 6 7

get rid of them 10

it, smell it, etc

40 Reliving a past trauma so vividly that you see it, hear 0 1 2 3 4 5 I@I 7 8 9 10

54 Being bothered by flashbacks for several days in a 0 1 2 @ 4 5 6 7 8 9 10

o

Conversion Disorder: Body symptoms

10 -

— 3| 4|5 | 6| 7| 8] 9 |Awa

r-0

Having difficulty swallowing (for no known medical 0 1
reason)

Mot being able to see for a while (as if you are blind)
10 : 0
for no known medical reason

medical reason)

18 Mot being able to hear for a while (as if you are deaf) 0 1
{for mo known medical reason)

2
2
2
14 | Being paralysed or unable to move (for no known 0 1 @ 3 4 5 6 T B8 g 10
O,




Conversion Disorder: Pseudo-Seizures

10-
Nl 1 |2 | 3| 4| s |6 | 7| 8|9 |Amwa
Vs
35 II-IE:::;iSE seizures for which your doctor can find no 0 @ 2 3 4 5 6 7 8 9 10
General: Trance
10-
Nl 1 |2 | 3| 4|5 |6 | 7| 8|9 |Awa
s
Having difficulty walking (for no known medical
21 | reason) 0 1 @ 3 4 5 B 7 B 8 | 10
Going into trance so much (or for so long) that it
27 | interferes with your daily activities and responsibilites| 0 1 2 3 @l 5 6 T 8 9 10
30 | Going into trance for hours 0 1 2 3 @l 5 6 T 8 8 | 10
Dnfting into trance without even realising that it is
32 |4 appening 0 1 2 3 4 5 I®l 7 8 8 | 10
41 | Going into trance several days in a row 0 1 2 3 4 5 |®| 7 8 9 | 10
51 | Having difficulty staying out of trance 0 1 2 3 4 |®| (] 7 8 9 10

General: Self-Confusion

10 -
Ml 1 | 2| 3| 45|86 |7 |89 [awa
ys
Having trance-like episodes where you stare off into
6 | space and lose awareness of what is going onaround | 0 1 2 3 4 5 6 I®l 8 8 | 10
you
Feeling very detached from your behaviour as you
L "go through the motions” of daily life 0 1 2 3 4 5 6 7 II 9 10
12 | Feeling uncertain about who you really are 0 1 2 3 d 5 6 7 II 9 10
17 | Feeling disconnected from everything around you 0 1 2 3 4 5 (] T || 9 10
23 | Feeling very confused about who you really are 0 1 2 3 4 5 6 T || 8 | 10
55 | Being confused or puzzled by your emotions 0 1 2 3 4 5 (] 7 || 8 | 10




COMPARING
LAURA WITH
CLINICAL CUT OFF
SCORES

—| aura (DID) Clinical cut off




LAURAOS
DISSOCIATION
RELATED SCORES

Flashbacks

Trance Self-confusion Body Symptoms

- Clinical cut off ==|_aura (DID)

Seizures
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Complex Dissochative Disorder

PTSD / Mild Dissociative Disorder

MID-60 Median Scores by Gender and Age Group
(No reporting where n < 10)

Gender and Total Sample Size
—o— Female (n=7255)
—e— Male (n=2460)
—&— Non-binary/Other (n=290.0)

18-20 21-24

25-29 30-34 35-44 45-54 55-64 65-74 75-84

Age Group



COMPARING ADULT CAURA) AND ADOLECENT (ELLA)
COMPOSITES

16-YEAROL D OELLAGO IS A COMPOSI TE OF 297 ABWMPEGRMGE NT F
CONSISTENT WITH DID
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COMPARING ADULT CAURA) AND ADOLECENT (ELLA)
COMPOSITES

Flashbacks

Trance

Clinical cut off

Self-confusion Body Symptoms

Ella =——Laura (DID)

Seizures



MENTAL HEALTH ISSUES ASSOCIATED WITH
DISSOCIATIVE IDENTITY DISORDER

72%attempt suicide

and 2% of those
clinically diagnosed

complete suicide

Half of people
diagnosed DID have :
drug and/or alcohol

addiction

90% also haveqgst-
traumatic stress
disorder

96% have a history o
significanself-harm

31% to 73% of also
haveborderline
personality disorder

35% have either
anorexia or bulimia
nervosa

More than 90% suffe
from major
depression

Brand et al., 2016;
Foote, Smolin, Neft, &
Lipschitz, 2008;
Middleton & Butler,
1998:; Ross et al., 199



| THINK MY CLIENT HAS A
DISSOCIATIVE DISORDER: WHAT NEXT]?

You can conduct a structured diagnostic assessment
A Dissociative Disorders Interview Schedule, DSM 5 version (DDIS; Ross)

A Structured Clinical Interview for DSM 5 Dissociative Disorders (SCID D;
Steinberg)

A 218item MID-60

Consider seeking supervision rather than referring on. We need more clinicians able
to work with dissociation.

Follow established treatment guidelines:
A International Society for the Study of Trauma and Dissociation (ISSTD)
A Blue Knot Foundation



DISTINGUISHING DID FROM OTHER
PRESENTATIONS AND DIAGNOSES

Dissociative

Identity Condition

(Falsepositive)

J

Ego States and

/

opart s|a

Partial DID
OSDD-1

Falsenegative
DID




DISSOCIATIVE IDENTITY CONDITION

In recent years, clinicians have seen a trend in which people, most oftermiléetinials, selfiagnose DID but do not meehe
diagnostic criteria for DID. Here are some common features reported by clinicians worldwide fordasseve DID, that has
been described as Dissociative Identity Condition:

A often havetrauma histories and may experience milder dissociative symptoms and experiences. Dissociative
experiences may not cause clinically significant distress or impairment

perceive that DID accounts for their conflicting needs, impulses or behaviors, their feelingsaafréaion and difficulties
recognizing personal emotions, needs or interests.

are generallyable to present their history chronologically , even when they are highly distressed or appear to present
an alter personality and a@mfortable disclosing information about experiences of their trauma

the self (e.g., when they hear voices or have difficulties controlling emotions).

may exaggerate scores on self -report questionnaires to receive the diagnosis, but clinical interviews do not confirm
their reported symptom severity.

A
A
A Whereas people with DID generally experience intefrsernalized shame about the intrusions of dissociative parts of
A
A

delved deeply into dissociation, which may be evident withheésry use of clinical terminology about dissociation as
well wording that i s more common in online spaces, e

(Christensen, 2022; Gauld et al., 2022edinghager2022; Pietkiewicz et al., 2021, Rondel et al., 282%er et al., 2024)




DISSOCIATIVE IDENTITY CONDITION

A often advocate strongly for a DID diagnosis and may become disappointed or angry when it is not given, whereas it
often takes many years for a person with DID to come to terms with their DID diagnosis and the trauma that caused it.

A often have elaborately developed inner world with relationships rich in detail whléparts of the system seem to
have knowledge and access, as well as awareness to where they do not have access and why. They are likely to have
hi gh number of 0 fextendive and detailed backstoses fiom mdviaswi videp games.

oftenfind development of the inner world and relationships between parts enjoyable and soothing ,Which is
distinguished from those with dissociative disorders, who are generally phobic of both their internal world and interactig
with other parts.

The dynamics between the alters are different : alters may have homes, families, jobs, pets, friends, or even babies i
the internal world, without any of it being related to any specific trauma in their history. Sometimes those families, frien
employers, babies, or even pets, become new alters.

may be better explained hyaladaptive daydreaming , that involves an extensive addictisempulsive immersion in
vivid fantasy featuring complex scenarios, often accompanied by stereotypical movements while listening to evocative
music.

(Binet, 2024; Christensen, 2022; Gauld et al., 2@&dinghager2023; Greene et al., 202Blaltiganet al., 2023; Mufoz et al., 2024; Pierorazio et al., 2023, 2024; Pietkiewicz et al., 2021; Porter €
al., 2024Ribaryet al., 2017; Rondel et al., 2025; Salter et al., 2025; Soffdek & Somer, 2023)




ARE THE PARTS
DESCRIBED
BROADLY
CONSISTENT WITH
DID?

Persecutor
Alter
Personality

Reversible
Alter
Personality

Potent
Female Alter
Personality

Talented Alter

Personality Oztiirk (2022) also
explains 50% have
opposite sex alters and
for females, the male
alter is responsible for

physical protection

Gay/Lesbian
Alter
Personality

Suicidal-
Depressive
Alter
Personality

A" Messenger
Alter

Leader (Guide)
Wise) Alter
Personality

AV

Figure 1. Host and Alter Personalities in the Trauma Based Alliance Model Therapy



AWORD OF CAUTION

A client could have many features consistent with Dissociative Identity Condition and
still have a dissociative disorder, including DID.

A The characteristics of Dissociative Identity Condition are indicators that a clinician
should seek further information from their client about the nature of their
dissociative experiences.

A People with DID are often highly fantasy prone and existing structural dissociation
may provide a scaffold for neinaumagenigarts to emerge

A Immersion in online worlds may also cause or contribute to dissociation (Oztirk,
2022D).




EGO STATES VS. DISSOCIATIVE STATES

An ego state 60as an organized syst.
elements are bound together by some common principle, and which is
separated from other such states byaundary that is more or less

permeable € when t he b o urigidandimpesneadble ¢ o me

we term it a dissociated ego state, which in its extreme form may become
the alter of a multiple personality

(Watkins & Watkins, 1997, pp 287)




EGO STATES

Ego states are personality energies that are born of
interaction with the environment and often arise from the
need to solve problems or me
has its own relatively enduring affects, body sensations,
thoughts, memories, fantasies, and behaviors. Each ego state
has its own wishes, dreams, and needs.

Ego states relate to one another much as family members
would. Although they are separated from one another, they
engage in the transmission of information, ongoing
communication, role assignments (including leadership
roles), cooperative ventures, and the sharing of goals and
purposes. As in families, there may be subgroupings and
alliances as well as hostilities and conflict.

(Frederick, 2005, p. 352).



The Differentiation-Dissociation Continuum

Ego States

Normal : Borderline Multiple
Well-Adjusted P Multiple Personality
Adaptive Differentiation Defensive Pathological Dissociation

Source: Ego States: Theory and Therapy (Watkins & Watkins, 1997)

se positive dissociative i dentity di sor
| fi ed unintegrated ego states which evol
a,

Pietkiewicz I. J.,B a (Eb-Niowak, A.,Tomalski R., & Boon, S. (2021). Revisiting Fatf®sitive and Imitated Dissociative Identity Disordemntiers of Psychology, 1537929.


https://doi.org/10.3389/fpsyg.2021.637929

PARTS IN
INTERNAL

FAMILY
SYSTEMS

Managers: Highly protective strategic and interested in
controlling the environment to keep things safe by
avoiding situations that might trigger the exile.

Exiles: parts that have been exploited, rejected or
abandoned in external relationships. Frozen in the past
and left behind. Managers banish.

Firefighters: stifle, anesthetize or distract from the
feelings of the exiles. Firefighters fight the flames of the
exiled emotions. Reactive impulsive and unthinking.

Firefighter techniques include numbing activities like
seltharm, binge eating, drug or alcohol abuse
dissociation and sexual risk taking.

Schwartz, R. C., & Sweezy, M. (2020). Internal family systems therapy (2nd ed.). The
Guilford Press.



INTERNAL
FAMILY

SYSTEMS

The oaltersd of cl i
but their inner systems are more polarized
and disconnected. This is because horrible
childhood abuse causes vigilant protectors
who rely onamnestic barriers , which
block the usual web on inner relationships

(p.21).

Schwartz, R. C., & Sweezy, M. (2020). Internal family
systems therapy (2nd ed.). The Guilford Press
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IS IT DID? IS THERE EVIDENCE OF CURRENT OR PREVIOUS
AMNESTIC BARRIERS BETWEEN SOME, OR ALL, PARTS OF TH
PERSON?




FALSENEGATIVE DISSOCIATIVE
DISORDERS

People with a dissociative disorder may meéliset hat ot her peoj
have dissociative symptoms, for example they may believe most people, if
not everyone:

A has voices in their head
A has difficulty remembering their childhoods
A have problems with their memory.

This is often reinforced by common expressions of everyday experiences,
oToday | _dondot know whet her om Ar t |
sieved, oO0a Ilittle voice in my head s

me t hat feel s éo

Thisnormalisationmay lead to underecognition and undereporting of
symptoms

It is common to fear disclosing voices for fear of being seen as crazy and
being institutionalised.




FALSENEGATIVE DID

It is common to fear disclosing voices for fear of being seen as crazy
and being institutionalized.

| wasndt goi ng t ©hepsgchidtristtadkem | h
me if | had filled out the Dissociative Experiences Scale before
and | said | had. She asked if | was truthful. | said no.When asked

me why, | said o0l dono6t want to
not about schizophrenia, can you please fill it out and be

honesto6. | did and she came bac
compl eted shocked and said ot hat

to explain what it [dissociative identity disorder] was and she
asked how many people | have here. | was still confused and
di dnot know what she was tal kin

Kylie @ Inpatient with DID
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PEOPLE WITH DISSOCIATIVE DISORDER
LACK AWARENESS ABOUT THE EXTENT O
WHAT IS BURIED




CASE STUDY: SEBASTIAN

The case study of Sebastian is a compositééainales aged from 18 to 24
experiencing flashbacks. MED scores range between 21 and 31.

Sebastian is 22 is an electrician and an aspiring musician. He lives in a small flat with

his girlfriend and enjoys an active social life. Sebastian was recently assaulted by a
bouncer at a nightclub resulting in a broken jaw and a dislocated shoulder. He had

been drinking with friends and the assault had been unprovoked. Sebastian is having
recurring nightmares about being attackeo
from his mind. Sebastian's girlfriend heard about EMDR and thought that might help

his ruminations and sleeplessness.

Sebastian grew up with his parents and three sisters. He has maintained a close bond
with his mother and sisters. However, his dad was a difficult man prone to angry
outbursts.When he was home, the whole family were walking on eggshells not to
upset him. Sebastian experienced physical abuse during his childhood from his father
and also witnessed his father's violent behavior towards his mother. As a teenager, his
attempts to protect his mother sometimes exacerbated the situation, leaving him
feeling helpless. At 17, his father had a stroke which, while it has not changed his
belligerent nature, has ended his physical aggression.



