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LEARNING OBJECTIVES

1. Describe core dissociative symptoms and experiences 

2. Identify risk factors for dissociative disorders 

3. Identify patterns of dissociative symptoms associated with DSM-5-TR dissociative 

disorders based on MID-60 scores and response patterns

4. Interpret MID-60 results in the context of overlapping clinical features and common 

comorbid diagnoses, and non-dissociative experiences that may inflate screening scores

5. Apply MID-60 findings to support clinical formulation, differential interpretation, and 

decisions about further dissociation-focused assessment
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WHAT IS DISSOCIATION?

ÅDissociation  is when a person experiences a 

disconnection from their memories, feelings, actions, 

thoughts, body and/or identity

ÅDissociative Disorders are characterized by a disruption 

of and/or discontinuity in the normal integration of 

consciousness,  memory, identity, emotion, perception, body 

representation, motor control, and behavior. 

     DSM-5-TR (APA, 2022)



DISSOCIATION IS A 
STRATEGY THAT 

ENABLES THE PERSON TO 
ENDURE THROUGH 

TRAUMATIC AND 
STRESSFUL EVENTS THAT 

WOULD OTHERWISE 
OVERWHELM THEIR 
CAPACITY TO COPE. 



òDISSOCIATION PROVIDES THE ILLUSION 
THAT EVERYTHING IS OKAYó

-  C O L I N  RO S S , 2 0 2 2



FIVE KEY 
DISSOCIATIVE 

SYMPTOMS

1. Amnesia or memory problems involving difficulty recalling 
personal information

2. Depersonalization  or a sense of detachment of disconnection 
from oneõs self.  A common feeling associated with 
depersonalization is feeling like a stranger to oneõs self.

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

4. Identity confusion or inner struggle about oneõs sense of self 
and identity

5. Identity alteration or a sense of acting like a different person

Å Some individuals may have one or several of the symptoms of 
dissociation. 

Å 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 DISORDERS 
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 studies. Journal of Trauma & Dissociation, 21(1), 

1ð23. https://doi.org/10.1080/15299732.2019.1647915

Clinical prevalence tables from:

Loewenstein R. J. (2018). Dissociation debates: everything you 

know is wrong.Dialogues in clinical neuroscience,20(3), 229ð

242. https://doi.org/10.31887/DCNS.2018.20.3/rloewenstein

https://doi.org/10.1080/15299732.2019.1647915


2. DISSOCIATIVE DISORDERS ARE FREQUENTLY 
OVERLOOKED

Å Although dissociative symptoms are common, clinicians often do not 

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

or overlooked. 

Å This diagnostic blind spot is compounded by the fact that many dissociative 

individuals struggle to notice or describe their internal experiences . 

They may also hide their symptoms due to shame and fear. 

Å Those with complex dissociative disorders like dissociative identity disorder 

have, on average, spent7 to 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:

Å9.3 fold risk for obsessive compulsive symptoms (Slattery et al., 2025)

Å5.9 fold risk for physiological anxiety (Hill et al., 2025)

Å4.4 fold risk for depression (Kate et al., under review)

Å3.0 fold risk for disordered eating: 2.7 females; 14.0 males (Hennah, 2024)

Å2.6 fold risk for generalised anxiety (Hill et al., 2025)

Å2.2 fold risk for body dysmorphia symptoms in females, 1.6 in males (Brenner et 

al., manuscript in preparation)

In neurodivergent presentations: 

Å4.4 for high autistic traits, whichrises to 12.6 fold when compared to low 

autistic traits, rather than below clinical threshold (Reuben et al., under review) 

Å10.3 for combinedADHD symptoms (hyperactive & inattentive), 4.3 for 

inattentive, and 2.9 forhyperactive-impulsive presentations (Watson, 2025) 



5 . T HE  ME NTAL  
HE ALT H AND WE LL-
BE ING  OF  C L IE NT S 

WITH 
DISSOC IATION IS  

U NL IKE LY  TO 
IMPROVE U NLE SS 

T HE  D ISSOC IAT ION 
IS  ADDR E SSED

ÅResearch shows that individuals with higher levels of dissociation 
often respond less effectively to CBT  and have higher 
dropout rates , likely because dissociation interferes with 
cognitive restructuring and emotional integration (Cloitre et 
al.,2012; Lanius et al.,2014; van der Kolk,2014). 

ÅIn exposure therapy, dissociation impairs emotional 
learning and extinction processes  that are central to 
therapeutic success (Ebner-Priemer et al.,2009; van der Kolk,2014; 
Verdi et al.,2023). 

ÅTrauma-informed or phase-based treatments that explicitly 
acknowledge dissociation offer more appropriate pacing, emotional 
regulation, and safety for these clients (Brand et al.,2013).

Å 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 approaches (Cloitre et al.,2012; Lanius et 
al.,2014; van der Kolk,2014). 

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), 509ɀ525. 
https://doi.org/10.1080/00050067.2025.2567676



STANDARD TREATMENT PROTOCOLS 
AND DISSOCIATION: EMDR 

To date, I 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 book. By 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, I will review 
particular issues regarding these clients to emphasize their importance. No clinician 
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 (2014). Eye Movement Desensitization and Reprocessing (EMDR): Basic 
Principles, Protocols, and Procedures. Guilford Publication. 



6 . IND IV IDUALS WIT H D ISSOC IAT IVE D ISOR DERS AR E  AT  H IG H R ISK  
OF  SU IC IDE , SE LF-HARM, ME NTAL  D IST R ESS AND IMPAIR E D DAILY  

FU NC TIONING  

ÅFailure to identify dissociation has serious clinical consequences. Many 

individuals endure years of ineffective or inappropriate treatment, repeated 

hospitalisations, self-harm, suicide attempts, and being mislabelled as 

òtreatment-resistantó before receiving an accurate diagnosis 

(Loewenstein,2018).

ÅData drawn from 696 adults completing the Multidimensional Inventory of 

Dissociation screening version (MID-60) and the WHO Disability Assessment 

Schedule (WHODAS 2.0) via the NovoPsych platform found: 

o Dissociation explained 32% of variance in overall disability. 

o Participants above the clinical cut-off for dissociation were 5.6 times more 

likely to report moderate-to-severe functional impairment.

Hurley, P., Gillies, J., Kate, M.-A., Hegarty, D. L., & Buchanan, B. (2025, November 1). Dissociation as a Predictor of Disability: Global and Domain Effects [Poster presentation]. 

International Society for the Study of Trauma and Dissociation Bi-annual Australasian Conference, Wellington, New Zealand



THE ORIGINS OF DISSOCIATIVE RESPONSES 



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.

ÅFor women, the highest risk comes from life-threatening and survival-threatening 
abuse: choking, smothering, severe physical injury, deprivation of food/basic needs, 
and threats of abandonment.

ÅChoking/smothering alone gives ~20ð30× higher odds of a DD; when combined 
with sexual abuse the odds rise to over 100×. 

òDoseó of abuse DD groups typically reported many forms of abuse (6+ types of 
physical and emotional maltreatment) and hundreds to thousands of physical/sexual 
episodes across childhood.

ÅHaving Ó6 types of physical or emotional abuse or Ó50 sexual abuse episodes 
increased DD odds roughly 14ð18× compared with lower exposure. 

Gender differences

Women:  dissociation predicted by severe physical, emotional, and sexual abuse, 
starting earlier (around 4ð6 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 
distinguish dissociators from controls.

Kate, M.-A., Jamieson, G., & Middleton, W. (2021). Childhood sexual, emotional, and physical abuse as predictors of 
dissociation in adulthood. Journal of Child Sexual Abuse, 30(8), 953ð976. https://doi.org/10.1080/10538712.2021.1955789



PARENTðCHILD DYNAMICS ARE AS 
IMPORTANT AS TRAUMA IN PREDICTING 

DISSOCIATION

Å Emotional safety and comfort -seeking: The strongest single predictor in women was: 
òWhen I am hurt, unwell, or upset I do not feel comfortable seeking comfort from another person, even if 
I trust themó (20.5-fold increase in odds of clinical dissociation).

Å 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 hurt (11-
fold) and lack of parental support for independence (9-fold). Maternal care was not significant for 
men (but the sample size for males was small).

Å Not just more òbad,ó but less ògoodó: The clinical group had similarly high exposure to 
negative parenting as University group with high dissociation but significantly fewer positive 
experiences (warmth, consistency, fairness, feeling valued).

Å A word of caution: In our data, clinical dissociation almost always occurred in the context of 
childhood abuse; parentðchild 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). Parent-child dynamics as predictors of dissociation 
in adulthood. European Journal of Trauma & Dissociation, 7(1), 100312.



The parental role and response 
to childhood trauma is crucial

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

Å There is a 45-fold risk if the motherõs role or reaction was negative (vs 
positive or neutral).  

Å There is a 3-fold risk if the fatherõs role or reaction was negative (vs. 
positive or neutral). 

ÅConfirms Professor Jennifer Freydõs (1996) betrayal trauma theory 

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



Dissociation is an attachment 
strategy

Longitudinal studies demonstrate disorganized attachment predicts dissociation. 
Dissociation resolves the childõs òfright without solutionó in which the child is torn 
between two incompatible behaviors: wanting to seek care, comfort and protection 
from their caregiver, and wanting to avoid proximity as the caregiver is the source of 
their fear. 

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

(Lyons-Ruth, 2003; Main & Hesse, 1990; Ogawa et al., 997). 

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

ÅDissociative Identity Disorder (DID)

ÅOther Specified Dissociation Disorder

ÅDissociative Amnesia

ÅDepersonalization/Derealization 

Disorder

ÅUnspecified Dissociation Disorder



ICD-11 DIAGNOSES
ÅDissociative neurological symptom disorder  

ÅDissociative amnesia 

ÅTrance disorder 

ÅPossession trance disorder 

ÅDissociative identity disorder  

ÅPartial dissociative identity disorder 

ÅDepersonalization-derealization disorder  

ÅOther specified dissociative disorders  

ÅDissociative disorders, unspecified  



DISSOCIATIVE AMNESIA 

ÅDissociative 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.

ÅA more severe subtype of amnesia, fugue, 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





DEPERSONALIZATION/DEREALIZATION DISORDER

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

ÅDepersonalization: Experiences of unreality, detachment, or being an outside 
observer with respect to oneõs thoughts, feelings, sensations, body, or actions (e.g., 
perceptual alterations, distorted sense of time, unreal or absent self, emotional and/or 
physical numbing).

ÅDerealization: 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

Åfrom their entire being: òI am no oneó, òI have no selfó

Å from aspects of the self, including:

Å feelings, e.g., hypoemotionality: òI know I have feelings, but I donõt feel 
themó

Åthoughts, e.g., òMy thoughts donõt feel like my own,ó òhead filled with 
cottonó

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

Å memories, including difficulty vividly recalling autobiographical memories 
and òowningó them as personal and emotional

DSM-5-TR / ICD-11 (6B66).



EXPERIENCES OF DEPERSONALIZATION 
AND DEREALIZATION

Individuals may also experience:

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

ÅCatastrophic cognitions, e.g., frequent fears of ôgoing crazyõ and/or 
irreversible brain damage

Åaltered sense of time, such as the subjective experience of time 
slowing down or speeding up.

Åphysiological hyporeactivity to emotional stimuli 

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

DSM-5-TR / ICD-11



T R AU M A I S  N OT  
N E C E S S A RY  F O R  

D E P E R S O NA L I Z AT I O N 
&  D E R E A L IZ AT I ON

ÅOnset of Depersonalization-Derealization Disorder 
can occur in childhood but more typically has its 
onset in mid-adolescence, with a mean age at onset 
of approximately 16 years of age. Onset after 25 
years of age is very rare.

ÅEpisodes of depersonalization and derealization in 
Depersonalization-Derealization Disorder may be 
associated with adverse life events or interpersonal 
conflicts.

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

ÅDrug use, e.g,MDMA and Ketamine



PTSD AND DISSOCIATIVE AMNESIA



PTSD dissociative subtype



DISSOCIATIVE IDENTITY 
DISORDER (DID)

ÅDID, previously known as Multiple Personality Disorder, 

requires that a person have at least two separate 

personalities or alters ñ different modes of being, thinking, 

feeling and acting that exist independently of one another 

and that emerge at different times. Each determines the 

personõs nature and activities when it is in command. 

ÅThe 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

ÅThe 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. 

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

ÅMost individuals with non-possession-form 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. 

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

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

       APA, 2022



DSM-5-TR states: Examples include identity disturbances 

associated with less-than-marked discontinuities in sense of 

self and agency, alterations of identity, or episodes of 

possession in the absence of a history of episodes of 

dissociative amnesia

People with subclinical DID will often have amnesia for 

traumatic events and often sections of childhood and 

autobiographic memory. 



PARTIAL DID

ÅDissociative 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), or behavioural (e.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 are typically aversive .

ÅThe non-dominant personality states do not recurrently take executive 
control of the individualõs consciousness and functioning to the extent that 
they perform in specific aspects of daily life (e.g., parenting, work). However, there 
may be occasional, limited and transient episodes in which a distinct 
personality state assumes executive control to engage in circumscribed behaviours 
(e.g., in response to extreme emotional states or during episodes of self-harm or 
the reenactment of traumatic memories).

ÅThe dissociative intrusions attributed to non-dominant personality states are 
experienced internally and may not be obvious to observers.

Å Individuals often do 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 self-harm.



Differentiating Partial DID from DID

Å Partial DID (OSDD-1) is three times as common as 
DID.

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

Å Like DID, there are amnestic barriers between parts

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

Å There are intrusions by one or more personality 
states.

Å However, unlike people with DID, in partial DID, the 
other personality states donõt step in and take 
executive control in daily life.



Differentiating Partial DID from DID

Å An analogy: The personality states of Partial DID are 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 
the past and present blend together. This can lead to the clientõs 
presentation appearing like DID in therapy, when it is not. 

Å The person does not have inter-alter amnesia for recent events 
in daily life, e.g., waking up / or òcoming toó find themselves in a 
situation or place they have no recollection about.



HOW COMMON  ARE DDS ?  

PREVALENCE IN  T HE GENERAL POPULATION USING 
ST RU CTURED C L IN IC AL  INT E RVIEWS

Å1.3%  Depersonalization / Derealization Disorder 

Å3.6%  Dissociative Amnesia

Å3.2%  Dissociative Disorder Not Otherwise Specified (now OSDD 
and Partial DID)

Å1.2%  Dissociative Identity Disorder  

Å9.9%  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 conducted in Canada (Ross et al., 1989), USA  
(Johnson, Cohen, Kasen, & Brook, 2006), Turkey (Akyüz, DoỆan, ŧar, Yargiç, & Tutkun, 1999; ŧar, 
Akyüz, & DoƐan, 2007); Netherlands (Ferdinand, van der Reijden, Verhulst, Nienhuis, & Giel, 1995) 
and Iran (Mohammadi et al., 2005); and in the UK with Bebbington & colleagues (1981; 1997) 
focussing on Depesonalization 



MID VS MID-60

MID

ÅOriginal instrument developed by Paul 

Dell, MD

Å218 items

ÅDiagnostic

ÅValidity scales, including BPD, psychosis, 

rare symptoms

ÅDissociative disorder diagnoses 

assessed: DID, OSDD-1 plus PTSD

MID-60

ÅDerived from the 5 most predictive  

items from the MIDõs 12 factors

Å60 items

ÅScreener

ÅNo validity scales

ÅDissociative disorders screened for: 

DID, OSDD-1, dissociative amnesia, 

depersonalization/ derealization 

disorder



THE DISSOCIATIVE EXPERIENCES SCALE (DES-II) 
IS POOR AT DETECTING MILDER DISSOCIATIVE 

DISORDERS

ÅContent gaps: DES-II has weak content validity, does not assess dissociative amnesia, and has 
only one item relevant to OSDD-1 (Wainipitapong et al., 2025; Kate et al., 2020).

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

ÅRecommended cutoff (Ó30): Correctly identifies all DID, but misses 96% of dissociative 
amnesia and 75% of depersonalization cases vs SCID-D structured clinical interview (Nilsen et 
al., 2000).

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

ÅVery low cutoff (å12) overflags normality: Needed for detection (Mueller-Pfeiffer 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).



SCREENING WITH THE MID-60 

In this next part of the workshop,  we will: 

Å Identify dissociative symptom patterns across a range of mental health and 

neurodiverse presentations using data from the MID-60.

ÅDifferentiate between dissociative symptoms and overlapping experiences that 

may appear similar. 

ÅApply clinical insights from composite client profiles to enhance case 

formulation and improve recognition of comorbid dissociative symptoms. 



MID-60

Multidimensional Inventory of Dissociation 60ðitem version 
(MID-60) is:

Åa self-report screening tool to measure dissociative 
symptoms and experiences

Åbased on Paul Dellõs the 218-item diagnostic 
Multidimensional Inventory of Dissociation (MID) and 
includes the most predictive five factors from each of the 
MIDõs 12 scales. Seven subscales specifically measure 
dissociative symptoms, and five subscales measure 
symptoms that frequently co-occur with dissociative 
disorders.

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

Kate, M.-A., Jamieson, G. A., Dorahy, M.J., Middleton, W. (2020). Measuring dissociative 
symptoms and experiences in an Australian college sample using a short version of the 
Multidimensional Inventory of Dissociation. Journal of Trauma & Dissociation. doi: 10.1080/ 
15299732.2020.1792024.



DISSOCIATIVE DISORDER SPECIFIC 
SUBSCALES

Screening for dissociative identity disorder (DID)

ÅAmnesia 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)

ÅSubjective 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".

ÅAngry intrusions  are sudden and strong feelings of anger that unexpectedly enter a person's 
ůŔŰĬЮШÑőĲШŔŰĬŔƻŔĬƨċũШŔƚШĦŸŰƚĦŔŸƨƚШƣőĲǃШőċƻĲШĤĲĲŰШљƣċťĲŰШŸƻĲƖњШĤǃШċŰШċŰŊƖǃШƓċƖƣШƣőċƣШŉĲĲũƚШ
separate from their usual sense of self.

ÅPersecutory 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 

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

Screening for dissociative amnesia 

ÅCircumscribed 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.

ÅDistress 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.

Å Severe memory problems may be attributed to alters and intrusions (DID/OSDD-1), 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: 

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



DISSOCIATION-RELATED SUBSCALES

Screening for PTSD

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

Screening for Functional Neurological Symptom Disorder (Conversion Disorder) 

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

ÅPsychogenic seizures  consist of a stand-alone item measuring if and to what degree an individual 
has experienced psychogenic non-epileptic seizures (PNES), which are seizures stemming from 
psychological factors rather than a neurological condition, as no medical cause can be identified by 
doctors. 



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 & J. A. O'Neil (Eds.), 
Dissociation and the dissociative disorders: DSM-V and beyond (pp. 667-692). 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 & Dissociation, 22(3), 265-
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 
in-patient and outpatient) for a complex dissociative disorder.  

òLauraó is 45 years old women. She was sexually abused from a young age 
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 
òshe gave as good as she gotó but she didnõt know what he was talking 
about. Now her kids are older, she works in a child-care 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 ònoisy headó and to deal with her shame and embarrassment 
at forgetting what sheõs done and even the people she knows. Her teenage 
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.
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MENTAL HEALTH ISSUES ASSOCIATED WITH 
DISSOCIATIVE IDENTITY DISORDER

72% attempt suicide 
and 2% of those 

clinically diagnosed 
complete suicide

96% have a history of 
significant self-harm

90% also have post-
traumatic stress 

disorder

More than 90% suffer 
from major 
depression 

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

addiction

35% have either 
anorexia or bulimia 

nervosa

31% to 73% of also 
have borderline 

personality disorder

Brand et al., 2016; 
Foote, Smolin, Neft, & 

Lipschitz, 2008; 
Middleton & Butler, 

1998; Ross et al., 1990



I THINK MY CLIENT HAS A 
DISSOCIATIVE DISORDER: WHAT NEXT?

You can conduct a structured diagnostic assessment

ÅDissociative Disorders Interview Schedule, DSM 5 version (DDIS; Ross)

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

Å218-item MID-60

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

Follow established treatment guidelines:

ÅInternational Society for the Study of Trauma and Dissociation (ISSTD)

ÅBlue Knot Foundation



DISTINGUISHING DID FROM OTHER 
PRESENTATIONS AND DIAGNOSES

Dissociative 
Identity Condition

(False-positive)

Ego States and 
òpartsó

Partial DID

OSDD-1

False-negative 
DID



DISSOCIATIVE IDENTITY CONDITION

In recent years,  clinicians have seen a trend in which people, most often post-millennials, self-diagnose DID but do not meet the 
diagnostic criteria for DID.  Here are some common features reported by clinicians worldwide for false-positive DID, that has 
been described as Dissociative Identity Condition:

Å often have trauma histories and may experience milder dissociative symptoms and experiences. Dissociative 
experiences may not cause clinically significant distress or impairment 

Å perceive that DID accounts for their conflicting needs, impulses or behaviors, their feelings of self-confusion and difficulties 
recognizing personal emotions, needs or interests.

Å are generally able to present their history chronologically , even when they are highly distressed or appear to present 
an alter personality and are comfortable disclosing information about experiences of their trauma .  

ÅWhereas people with  DID generally experience intense internalized shame  about the intrusions of dissociative parts of 
the self  (e.g., when they hear voices or have difficulties controlling emotions).

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

Å delved deeply into dissociation, which may be evident with use heavy use of  clinical terminology about dissociation as 
well wording that is more common in online spaces, e.g.,  òpluralsó, òsystemsó, òfrontingó and òhead matesó. 

(Christensen, 2022; Gauld et al., 2022; Giedinghagen, 2022; Pietkiewicz et al., 2021, Rondel et al., 2025;Salter et al., 2024)



DISSOCIATIVE IDENTITY CONDITION

Å 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.

Å often have elaborately developed inner world with relationships rich in detail where all parts 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 a 
high number of òfictiveó alters, including extensive and detailed backstories from movies or video games. 

Å often find 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 interaction 
with other parts. 

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

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

(Binet, 2024; Christensen, 2022; Gauld et al., 2022; Giedinghagen, 2023; Greene et al., 2023; Haltigan et al., 2023; Muñoz et al., 2024; Pierorazio et al., 2023, 2024; Pietkiewicz et al., 2021; Porter et 
al., 2024; Ribáry et al., 2017; Rondel et al., 2025; Salter et al., 2025; Soffer-Dudek & Somer, 2023)



ARE THE PARTS 
DESCRIBED 
BROADLY 

CONSISTENT WITH 
DID?



A WORD OF CAUTION

A client could have many features consistent with Dissociative Identity Condition and 

still have a dissociative disorder, including DID. 

ÅThe characteristics of Dissociative Identity Condition are indicators that a clinician 

should seek further information from their client about the nature of their 

dissociative experiences. 

ÅPeople with DID are often highly fantasy prone and existing structural dissociation 

may provide a scaffold for non-traumagenic parts to emerge

ÅImmersion in online worlds may also cause or contribute to dissociation (Öztürk, 

2022b). 



EGO STATES VS. DISSOCIATIVE STATES 

An ego state ôôas an organized system of behavior and experience whose 
elements are bound together by some common principle, and which is 
separated from other such states by a boundary that is more or less 
permeable é when the boundaries become rigid and impermeable , 
we term it a dissociated ego state, which in its extreme form may become 
the alter of a multiple personalityõõ.

(Watkins & Watkins, 1997, pp 25-27)



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 meet conflicts é Each ego state 

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). 



ñIn false positive dissociative identity disorder the inner characters described by the client 
personified unintegrated ego states which evoked conflicting feelingsò

Pietkiewicz, I. J., BaŒbura-Nowak, A., Tomalski, R., & Boon, S. (2021). Revisiting False-Positive and Imitated Dissociative Identity Disorder. Frontiers of Psychology, 12, 637929. 
https://doi.org/10.3389/fpsyg.2021.637929 

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 

self-harm, 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 òaltersó of clients with DID are parts, 

but their inner systems are more polarized 

and disconnected. This is because horrible 

childhood abuse causes vigilant protectors 

who rely on amnestic 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



IS IT DID? IS THERE EVIDENCE OF CURRENT OR PREVIOUS 
AMNESTIC BARRIERS BETWEEN SOME, OR ALL, PARTS OF THE 

PERSON?



FALSE-NEGATIVE DISSOCIATIVE 
DISORDERS

People with a dissociative disorder may not realise that other people donõt 
have dissociative symptoms, for example they may believe most people, if 
not everyone:

Å has voices in their head

Å has difficulty remembering their childhoods

Å have problems with their memory. 

This is often reinforced by common expressions of everyday experiences, 
òToday I donõt know whether Iõm Arthur or Marthaó, òIõve got a mind like a 
sieveó, òa little voice in my head said: just do itó, òbut then thereõs a part of 
me that feels éó

This normalisation may lead to under-recognition and under-reporting of 
symptoms

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



FALSE-NEGATIVE DID

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

I wasnõt going to tell them I had voices. The psychiatrist asked 
me if I had filled out the Dissociative Experiences Scale before 
and I said I had. She asked if I was truthful. I said no. When asked 
me why, I said òI donõt want to have schizophreniaó. She said òits 
not about schizophrenia, can you please fill it out and be 
honestó. I did and she came back to my bed and looked 
completed shocked and said òthatõs pathologicaló. Then she tried 
to explain what it  [dissociative identity disorder] was and she 
asked how many people I have here. I was still confused and 
didnõt know what she was talking about.

Kylie ð Inpatient with DID 



PEOPLE WITH DISSOCIATIVE DISORDERS 
LACK AWARENESS ABOUT THE EXTENT OF 

WHAT IS BURIED

V

s



CASE STUDY: SEBASTIAN

The case study of Sebastian is a composite of 36 males aged from 18 to 24 
experiencing flashbacks. MID-60 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 attacked and canõt push memories of the assault 
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. 


