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The Diagnostic and Statistical Manual of Mental Disorders 

The fifth edition of the American Psychiatric Association’s Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5) characterizes all dissociative disorders as disruptions in 

the normal integration of consciousness, memory, identity, emotion, perception, body 

representation, motor control, and behavior (American Psychiatric Association [APA], 2013). 

The DSM-5 recognizes trauma, usually in childhood, as the etiology for most dissociative 

disorders, however, there is still much controversy over the exact etiology for Dissociative 

Identity Disorder (DID).  

Dissociative Identity Disorder, most simply, is the presence of two or more distinct 

personalities. Each of these distinct personalities has a unique set of memories, behaviors, 

thoughts, and emotions. More often than not, one personality, called the host, is present more 

frequently than the others. The alteration from one personality to another is known as switching 

and usually happens suddenly. The switch is usually generated by stressful situations but can 

also be brought on through hypnosis (Comer, 2015).  

 The diagnosis of DID consists of five criteria: the first being that the individual suffering 

must have two or more distinct personality states. The second criterion is that recurrent gaps in 

the recall of everyday events, personal information, and traumatic events must be present. The 

third criterion entails that the symptoms result in distress or impair functioning in the individual. 

The fourth criterion stresses that the disturbance to the individual is not a normal part of ones’ 

culture. The fifth, and final, criterion states that the symptoms are not attributed to the 

physiological effects of a substance abuse or medical condition (APA, 2013). 

 Dissociative Identity Disorder is most commonly associated with extreme instances of 

trauma or abuse in early childhood, though an exact etiology has not been found. During the 
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abuse, or traumatic event, dissociation is used as a defense mechanism. According to the DSM-5, 

children do not tend to switch identities as adults do but rather they report problems with 

memory, attachment and concentration (APA, 2013). Adolescents present symptoms, which are 

generally diagnosed as other mental disorders such as borderline personality disorder (APA, 

2013). Adults tend to suffer from gaps in memory, headaches, and self-harm (APA, 2013). 

History of Dissociative Identity Disorder 

Throughout history and across many cultures, generations have been confronted with 

individuals claiming to have multiple personalities (Pica, 1999).  Many ancient cultures 

explained this as a spiritual condition of possession by a demonic spirit (Braude, 1991). The first 

known case of DID dates back to 1811 with a depiction by physician Samuel Mitchel. However, 

it was not until the late 1800’s that Pierre Janet began to make connections between past 

traumatic childhood events and present ability to function through his encounter with an 

extraordinary patient by the name of Lucie. Janet is given credit as the first to use the term 

“dissociation” to describe the split in consciousness and is one of three major theorists in the 

field of this unique disorder (Hart, 1989).  Another major theorist is Morton Prince and his 

correlation between psychological and physiological aspects of DID and hysteria. The third and 

final major theorist in this field is Boris Sidis who provided the psychology of suggestion, which 

took a biological approach (Hart, 1989). 

In the late 1950’s social awareness of dissociative disorders was created by the release of 

the film “The Three Faces of Eve”. In 1968 “multiple personality disorder” was defined in the 

American Psychiatric Association’s second edition of the Diagnostic and Statistical Manual of 

Mental Disorders as a hysterical neurosis. Later in the 1970’s, the book-turned-movie “Sybil” 

had a major contribution on the public’s perception of the disorder.  In the 1970’s alone, it is 
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estimated that more cases of this disorder were reported than in all of history (Elzinga, 1998).  

As more and more cases of DID were reported, there was also an increase in the number of 

personalities, or alters, that were reported in each case. In 1944 the average number of alters was 

two, while the average in 1997 was fifteen (Elzinga, 1998).  

In the 1980’s Recovered Memory Therapy (RMT) was introduced and provided a method 

for therapists to aid patients in recovering images of childhood abuse. It was in association with 

RMT that Canadian psychiatrist Lawrence Pazder and his patient, Michelle, were able to uncover 

the satanic ritual abuse that Michelle had endured during her early childhood (Sinason, 2011). 

The pair went on to co-write the best selling book Michelle Remembers, depicting the satanic 

ritual abuse and repression (Sinason, 2011).  

More recently there has been a rise in the social awareness of dissociation in popular 

media. In the 2009 movie Precious dissociation is depicted as protection against the recall of past 

sexual abuse. Again, in the Emmy award winning series, The United States of Tara, life for an 

individual diagnosed with DID is demonstrated.  

Controversy and the Sociocognitive Model 

With the diagnosis of DID arises a great deal of controversy pertaining to the legitimacy 

of the disorder and the function of its symptoms. Many professionals in the mental health field 

are skeptical of the legitimacy of the diagnosis of this disorder. It has been advocated that the 

disorder is an “iatrogenic phenomenon,” inferring that therapists have the ability to suggest 

symptoms onto vulnerable patients (Merskey, 1992).  

The sociocognitive model of DID claims that this disorder is not a valid psychiatric 

disorder but rather it is the production of psychotherapy and media (Gleaves, 1996). This model 

emphasizes the role of the environment in the “shifting” of personalities. Simplistically, this 
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model implies that the vulnerability of individuals predisposes them to obtaining DID. This 

model, however, does not eliminate the possibility of childhood trauma; it simply suggests that 

the abuse causes vulnerability to environmental influences (Pekala, 2001).  

Extreme Childhood Abuse and Dissociative Identity Disorder 

Contrary to the sociocognitive model of DID, it is argued that this disorder is both a 

chronic and posttraumatic dissociative disorder depicted by recurrent disturbances of identity and 

memory (Sar, 2004). In a survey consisting of 100 patients undergoing treatment for DID, it was 

found that more than 90 percent had suffered early childhood abuse (Kluft, 1985).   

Events in early childhood impact personality and behavior through adulthood. Pica 

(1999) suggests that the time between the ages of eighteen months and four to five years old 

represents a time of vulnerability (Pica, 1999). Further, Fink (1988) proposes that the first six 

months of life are important in the development of the core self. The core self offers the basic 

context for comparison of life experiences and allows the individual to experience self as a single 

being. Disruptions to the core self may result in the inability to control ones body, the inability to 

tolerate intense emotions and may lead to gaps in memory (Fink, 1988).  Fink (1988) suggests 

that the development of DID relies on traumatic events in childhood which allow for the creation 

of an alter personality (Fink, 1988).   

One specific form of childhood abuse that is seen in the diagnosis of DID is satanic ritual 

abuse. This specific abuse is characterized as the repetitive and systematic sexual, physical, and 

psychological abuse of children as part of satanic worship (Van Benschoten, 1990). Reports of 

this abuse first began to surface in the early 1980s and continue to be reported (Precin, 2011). 

The largest population of Americans diagnosed with DID have reported have been exposed to 

satanic ritual abuse (Sinason, 2002). In fact, between seven Ohio therapists, 20 out of 42 patients 
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suffering from DID describe a trauma of satanic abuse (Van Benschoten, 1990). Similar data has 

been found across the United States as well as findings in England, Germany, Canada and 

France.  

Much like the theories of Pica and Fink, the psychodynamic approach theorizes that 

childhood events affect adult personality and functioning. The psychodynamic approach consists 

of four basic assumptions. The first basic assumption is the idea that unconscious processes 

determine our behavior. The second basic assumption states that two drives, sex and aggression, 

motivate our behavior; the third basic assumption states that childhood experiences determine 

adult personality. The fourth basic assumption is that our personality consists of three parts: the 

id, the ego and the superego. It is also important to note that the psychodynamic approach 

recognizes that everyone uses defense mechanisms, the most common being repression (Comer, 

2015).  

Repression is an attempt to repel one’s desires and impulses by repressing, or subduing, 

the desire from consciousness to the unconscious. When looking at repression and the 

development of DID it is important to understand that individuals tend to repress memories that 

are anxiety provoking. Extreme abuse or intense traumatic events both provoke anxiety and 

therefore tend to be repressed. 

The psychodynamic approach suggests that dissociative identity disorder is a result of a 

lifetime of excessive repression (Comer, 2015).  Instead of facing reality individuals with this 

disorder will leave their body and watch from afar as someone else deals with the anxiety. These 

individuals develop alters to protect the host, or primary personality, from suffering.   

Treatment of Dissociative Identity Disorder 
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 Treatment for dissociative identity disorder can be difficult and relies greatly on the level 

of the individual’s ego strength. Ego strength describes one’s ability to maintain their identity 

and sense of self, especially when exposed to intense emotion or distress. Individuals suffering 

low ego strength tend to view reality as overwhelming. Low ego strength individuals may avoid 

their reality through wishful thinking, substance abuse or fantasies. On the other hand, high ego 

strength is used to describe individuals that feel comfortable with their reality and feel as though 

they can handle distress. The level of ego strength largely predicts the likelihood of the 

individual responding to psychotherapy (Barron, 1953).  

 Psychotherapy is the most commonly used form of treatment for DID. The first step for 

therapists is to guide patients to fully recognize the disorder. Many patients do not want to 

recognize the disorder and the process can be difficult and emotional (Kluft, 2000). It is 

extremely important to develop a sense of trust between therapist and patient in order to speak 

openly and honestly (Kluft. 2000). The therapist must attempt to create a strong bond with the 

host personality as well as with each alter personality (Comer, 2015). The main focus at this step 

is to educate the patient on the disorder, this may include the therapist introducing alters to each 

other.  

 The second step in psychotherapy is to help the patient recover lost memories. To recover 

these memories therapist rely on three primary forms of therapy: psychodynamic therapy, 

hypnotherapy, or drug treatment. Many of the memories from the patient’s childhood are 

traumatic and painful to recall which makes it difficult for the therapist to help bring these 

memories to consciousness (Kluft, 2000). Psychodynamic therapy help patients search their 

unconscious and attempt to bring the repressed memories back to consciousness. In 

hypnotherapy therapists hypnotize patients and then guide them to recall the neglected 
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memories. Hypnotic states often reveal memories of satanic ritual abuse, more so than in the 

other two techniques (Sinason, 2002). Many therapists are hesitant to accept the intense 

memories of satanic abuse while under hypnosis due to the distortion and elaboration of memory 

(Sinason, 2002). Lastly, drug treatment involves the use of Amytal or Pentothal, which allow 

patients to fully relax and recall anxiety-provoking memories (Comer, 2015). 

 The third and final step in psychotherapy is the integration of the subpersonalities, or 

alters. Ego strength plays a major role in this final step. If the patient presents a weak ego then 

the course of action for the therapist is supportive, meaning they will help the patient adapt to 

their disorder as well as help them to limit the time each alter has in charge. On the other hand, if 

the ego is strong then the course of action is to integrate the personalities until there is only one 

personality left. It can be very frightening for the patient to partake in this integration, due to the 

loss, both real and symbolic (Precin, 2011). Many patients experience this integration as anxiety 

provoking and view it as a death. Once full integration is achieved therapy is still needed to help 

the patient maintain the complete personality (Comer, 2015). 

Conclusion 

Dissociative identity disorder is a rare mental disorder characterized by the presence of 

two or more distinct personalities in one individual. The occurrence of the disorder dates back to 

ancient cultures but research on it is still relatively new. Development of this disorder generally 

originates during childhood in association with childhood abuse, most commonly satanic ritual 

abuse. The diagnosis of DID requires the patient meet five criteria: the individual must have two 

or more distinct personality states: there are recurrent gaps in the recall of everyday events, 

traumatic events must be present; the symptoms result in distress or impaired functioning in the 

individual; the disturbance to the individual is not a normal part of their culture; and the 
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symptoms are not attributed to the physiological effects of a substance abuse or medical 

condition.  

Various models hold different approaches on the development of DID. The 

psychodynamic approach believes that DID originates as an attempt to repel one’s desires and 

impulses by repressing the desire from consciousness to the unconscious. Whereas the 

sociocognitive model implies that the vulnerability of individuals predisposes them to 

developing DID. Many patients suffering from this disorder tend to seek therapy due to gaps in 

their memory and do not realize that they have the disorder. It is common for patients to resist 

the recognition of the disorder; the process can be difficult and emotional. With this in mind, it is 

vital that a strong bond be developed between the therapist and all of the patient’s alters for 

treatment to be effective.  

The most common treatment for DID is psychotherapy in which the therapist guides the 

patient to recognize the disorder then helps them recover lost memories. This is accomplished 

either by using psychodynamic therapy where the patient searches and brings their repressed 

memories back to consciousness, through hypnotherapy in which the patient is hypnotized and 

the therapist guides him or her to recall neglected memories, or by drug therapy where 

medication is used to fully relax the patient and help them recall difficult memories. With the 

aforementioned treatments, DID can be managed and the goal of integrating the alters into one 

can be obtained. Although DID is becoming more readily recognized and treatable, further 

research is needed to better understand the disorder. 
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