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It has been claimed that the progress of psychiatry has lagged behind that of other medical disciplines over the last few decades.
This may suggest the need for innovative thinking and research in psychiatry, which should consider neglected areas as topics
of interest in light of the potential progress which might be made in this regard. This review is concerned with one such field
of psychiatry: dissociation and dissociative disorders. Dissociation is the ultimate form of human response to chronic developmental stress, because patients with dissociative disorders report the highest frequency of childhood abuse and/or neglect
among all psychiatric disorders. The cardinal feature of dissociation is a disruption in one or more mental functions. Dissociative
amnesia, depersonalization, derealization, identity confusion, and identity alterations are core phenomena of dissociative psychopathology which constitute a single dimension characterized by a spectrum of severity. While dissociative identity disorder (DID)
is the most pervasive condition of all dissociative disorders, partial representations of this spectrum may be diagnosed as dissociative amnesia (with or without fugue), depersonalization disorder, and other specified dissociative disorders such as subthreshold DID, dissociative trance disorder, acute dissociative disorders, and identity disturbances due to exposure to oppression.
In addition to constituting disorders in their own right, dissociation may accompany almost every psychiatric disorder and operate
as a confounding factor in general psychiatry, including neurobiological and psycho-pharmacological research. While an anti-dissociative drug does not yet exist, appropriate psychotherapy leads to considerable improvement for many patients with
dissociative disorders.
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INTRODUCTION

chiatric disorders.
Since the second half of the 20th century, psychiatry has
been moving toward an atheoretical paradigm which is
now questioned by proponents of a neurodevelopmentally
oriented psychiatry. This atheoretical approach has influenced the third edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III) of the American
Pychiatric Association1) as well as its updated versions.
While the overall perspective and preferred strategies
clearly influence the development of a discipline, it may
be premature to claim a negative balance in pros and cons
of the atheoretical understanding of diagnosis and classification in psychiatry. For example, the contemporary period is seeing a revival of interest in psychotraumatology
and dissociative disorders which remained suppressed
from scientific consciousness throughout the earlier part
of the 20th century.
While European psychiatry has an impressive history
of psychotraumatology in the 19th century, North
America has been the origin of both this revival and the
painful backlash movement of the 1990s which resisted
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2)

this growing scientific and social awareness. The latter is
now counterbalanced by growing international research
on epidemiological, descriptive and clinical aspects of the
3)
subject . While this revival of interest has led to firm establishment of a new science of psychotraumatology and
dissociative disorders, studies in this field still remain
marginal in number despite their highly creative and
promising nature.4)
Trauma and dissociation are phenomena at the crossroads of neurobiology and psychology; individual and society; psycho-pharmacotherapy and psychotherapy. The
neurobiology of trauma and dissociative disorders is one
of several areas of potential research interest in psychotraumatology. In contrast to several other psychiatric disorders, there is as yet no specific drug treatment for
post-traumatic and dissociative disorders. This is a unique
spectrum of conditions which presents challenges to mental health delivery systems, and to psychiatry and medicine in particular.
In addition to constituting disorders in their own right,
dissociation may accompany almost every psychiatric
disorder and may influence their phenomenology as well
as response to treatment.5) This phenomenon leads to a
unique challenge as a confounding factor in psychiatric
research. At the same time, and subject to this factor being
taken into account, the same phenomenon may pave the
way for a new evidence base. This is particularly important for treatment studies based on psychotherapy or
drug treatment. As considered with respect to post-traumatic stress disorder (PTSD) in DSM-5, dissociative subtypes of major psychiatric disorders such as schizophrenic
and depressive disorders would provide excellent models
for future research.6-8)
One particular challenge for clinicians and researchers
is the fragmentary nature of dissociation and dissociative
disorders.9) This interferes with proper diagnosis and assessment of them in general psychiatry. This paper addresses this very subject of “many faces of dissociation”.
The most pervasive dissociative condition, i.e., dissociative identity disorder (DID), is taken as the pivot of
this spectrum which covers all dissociative phenomena.
Its subthreshold form (type I of other specified dissociative disorders in DSM-5) also belongs to the spectrum targeted in this paper because it differs from DID in
severity only.

WHAT IS DISSOCIATION?
The central feature of dissociation is disruption to one

6)

or more mental functions. Such disruption may affect not
only consciousness, memory, and/or identity, but also
thinking, emotions, sensorimotor functioning, and/or
behavior. Five phenomena constitute the primary clinical
components of dissociative psychopathology: amnesia,
depersonalisation, derealisation, identity confusion, and
identity alteration. They are usually accompanied by secondary symptoms of dissociation which may have positive (e.g., hallucinations, Schneiderian experiences) or
negative (e.g., somatosensory deficits) character.
All dissociative disorders are either complete or partial
representations of a single dimension of dissociation. DID
is the most pervasive form among them, covering all spectrum of dissociative symptoms. Partial conditions are dissociative amnesia (may or may not be accompanied by fugue), depersonalisation disorder, and other specified dissociative disorders. The latter section covers categories
such as “subthreshold” DID, identity disorders in response to oppressive procedures, acute dissociative disorders, and dissociative trance disorder which are at least
as prevalent as the specific dissociative disorders.10)

PSYCHOLOGICAL AETIOLOGY
There is a close relationship between PTSD and DID,
because identity alterations may be considered as an elaborated version of trauma-related mental intrusions and
avoidance. In DID, traumatic memories are decontextualized11) and processed to retain internal and external balance, which leads to formation of alter personality states
each with a sense self and agency, personal history, and a
mission.12) This elaboration is based on trauma-related
cognitions, compensatory structures, and emotions assigned to these structures or distinct personality states.
Also included is possible striving for a mental status sufficient to maintain daily life in a somewhat coherent manner, despite the presence of intrapsychic conflicts which
easily lead to crisis states and temporary loss of control.
While PTSD may be related to a single traumatic experience of either childhood or adulthood, DID usually relates to chronic developmental traumatization in childhood (＜10 years of age).13) Ninety percent of all patients
with DID report at least one form of childhood abuse
and/or neglect (i.e., incest and other types of sexual abuse,
physical and emotional abuse, physical and emotional ne14)
glect). Some of the patients have amnesia for a period of
childhood, which may lead to underreporting. There are
also “apparently normal” families with covert dysfunctionality (e.g., pseudomutuality, double-bind, marital
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schism, insecure attachment, high expressed emotion and
other types of affect dysregulation).15) Dissociative disorders can be conceptualized as a syndrome oriented at
self-protection in response to threat, in contrast to selfregulation which is the primary modus of functioning if
living in a safe environment.16) Hence, dissociation is part
17)
of all trauma-related conditions.

CLINICAL APPEARANCES OF DISSOCIATION
Unlike other psychiatric disorders such as depression or
schizophrenia, dissociative disorders are not conceived as
a unitary phenomenon in the community. Although laymen are familiar with various types of dissociation (e.g.,
estrangement, trance states, multiple personalities, experience of possession), it is almost impossible for the suffering individual to recognize all these phenomena as having a common ground. Hence, most patients with a dissociative disorder claim only a subgroup of their symptoms which predominate their current status. Somewhat
surprisingly, many clinicians are also unable to diagnose
dissociative disorders, due to omission of this knowledge
in general psychiatric training. Dissociation may manifest
in both chronic and acute conditions. It is necessary to be
aware; however, that any seemingly acute condition may
be superimposed on a chronic one. In fact, chronic dissociative conditions may have a fluctuating course over
years.
Dissociative depression: Most patients suffering from
chronic dissociation report chronic depression leading to
double depression; i.e., disthymic disorder with repetitive
major depressive episodes. The latter usually marks periods of crisis triggered by internal or external stressors
throughout the life course of the dissociative patient. In
contrast to a primary depressive disorder, this condition is
usually “treatment resistant” (i.e., it does not respond to
antidepressant pharmacotherapy while the depressive
symptoms disappear instantly upon integration in psychotherapy). Sar8) has proposed the term “dissociative depression” to describe this different pathogenesis, course, and
treatment response than that for the primary depressive
disorder.
Trauma-related dissociative depression tends to have
earlier age of onset than primary depression.18,19) Many
dissociative patients report onset of their depressive mood
and even suicidal tendencies early in childhood. Women
with dissociative depression report cognitive symptoms
(such as thoughts of worthlessness and guilt and diminished concentration and indecisiveness), suicidal ideas

and attempts, experiences of possession, and appetite and
weight changes more frequently than do those with a primary depression.18) In a study on a group of women with
fibromyalgia or rheumatoid arthritis, there was a relationship between dissociative depression and post-traumatic
anger.20) In an epidemiological study on a female population, those with dissociative depression reported childhood sexual abuse and neglect more frequently than the
remaining participants.18)
Affect dysregulation: Trauma-related affect dysregulation and/or switching between alter personalities with distinct mood states may resemble cyclothymia or bipolar
21,22)
(II) mood disorder.
This can be differentiated from bipolar mood disorder by the abrupt nature of mood
changes, which can happen several times in a day and may
last very briefly (even minutes). Unlike those with a bipolar mood disorder, these patients perceive their distinct
mood states as estranged; i.e., their sense of self and agency is affected by the changes into distinct personality
states. Many patients with dissociative disorders are erroneously diagnosed as having bipolar mood disorder or cyclothymic disorder due to the mood fluctuations related to
post-traumatic affect dysregulation. In fact, these alterations do not respond to mood stabilizers but may recover
in integrative psychotherapy.
“Borderline personality” features: Many patients with a
chronic dissociative disorder resemble borderline personality disorder (BPD) at the surface. Among subjects who
fit the DSM-IV BPD criteria, 64.0-72.5% have a DSM-IV
dissociative disorder in a descriptive evaluation.23,24) This
observation says little about the true nature of this phenomenological overlap (i.e., whether these subjects have
BPD or dissociative disorder or both). In fact, DSM-IV
BPD criteria describe interpersonal aspects of dissociation, and successfully catch many subjects who have
dissociative disorder.25) Hence, the DSM-IV criteria are
insufficient to make a personality disorder diagnosis as
they do not exclude a chronic dissociative disorder. In fact,
making any diagnosis of personality disorder in a patient
with a chronic dissociative disorder such as DID is
contentious.
Experiences of possession: Being under the control or
influence of an external entity is the core feature of an experience of possession. Unlike a distinct personality state,
such an entity is perceived to have an origin in the external
world and can also possess other individuals. There is a
significant relationship between possession, childhood
psychological trauma, dissociation, and paranormal expe26,27)
riences in the community.
Although certain types pos-
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session phenomena may be normative in a community,
they are not limited to “exotic” cultures.28) As stated in the
DSM-5 diagnostic criteria, the distinct personality states
in DID may be perceived as an experience of possession in
certain cultures.6) As possession phenomena are also associated with traumatic experiences in adulthood, they may
27)
be part of the dissociative subtype of PTSD which is described in DSM-5 as characterized by depersonalization
and derealization in addition to the symptoms of PTSD.6)
Functional neurological (conversion) symptoms: In the
general community, 26.5% of women who report having
experienced at least one conversion symptom in their life
29)
have a dissociative disorder as well. This figure is between 30.1-50.0% among psychiatric inpatients of both
genders.30,31) When accompanied by a dissociative disorder, patients with a conversion symptom have more psychiatric comorbidity, childhood trauma history, suicide attempts, and non-suicidal self-injury.30) Functional somatic
symptoms distinguish dissociative disorders from other
psychiatric disorders.32) With their acute and seemingly
life-threatening nature, conversion symptoms mark an
acute crisis period superimposed on the chronic course of
dissociative disorder in these patients. The predominance
of somatic symptoms such as non-epileptic seizure constitutes a medical emergency. This necessarily leads to admission in neurological or emergency departments (rather
than in psychiatric units) which may contribute to delayed
awareness of the broader spectrum of dissociative symptomatology unless a consultation and follow-up is considered in this direction.
Acute dissociative disorders (with ot without psychotic
features): Dissociative conditions may constitute acute
and transient response to stressful life events as well as interpersonal problems. Such reactions may be as mild as a
transient state of stupor; however, they may reach the severity of an acute psychosis. In Latin culture, such a mild
and acute dissociative disorder is known as “ataque de
nervios”.33,34) Palpitations, fainting, shaking, and depersonalization are common during these episodes which
may also be associated with a conversion symptom such
as non-epileptic seizure. On the other hand, an acute dissociative disorder with psychotic features resembles a de35,36)
lirium, mania or schizophrenic disorder.
Both mild
and severe types of acute dissociative disorders may represent a crisis condition superimposed on an underlying
chronic dissociative disorder such as DID. Dissociative
crises of patients with DID consist of trauma-related flashback experiences, non-suicidal self-injury, “revolving
door crisis” of the alter personalities competing for con-

35-37)

Hence, emergency psychiatric
trol, and/or amnesia.
wards are one of the settings with high prevalence of dissociative disorders.10,38) A similarly high prevalence has
been recorded among adolescent psychiatric outpatients
who constitute the age group most prone to dissociation
and identity fragmentation.39) These acute crises may
serve as a “diagnostic window” for patients who have DID
who may have only subtle symptoms between these acute
decompensation periods.
Repetitive suicide attempts and/or non-suicidal selfinjury: Several studies have shown a relationship between
childhood trauma, suicidality, and non-suicidal self
40,41)
injury.
The majority of patients with DID has suicidal
ideas; suicide attempts are not rare. The prevalence of
completed suicide is around 1-2%.42) Some patients call
for help just before or after an attempt, because some of
the alter personality states (e.g., child personality) may resist such an action. Alternatively, one alter personality
may insist on an “internal homicide” which may end in a
completed suicide occasionally. Many patients with DID
inflict self-injuries, mostly during a dissociative crisis.
The patient may suffer from depersonalization during the
crisis episode or remain amnesic to it.
Dissociative amnesia with fugue: Most cases involving
dissociative fugue have an underlying chronic dissociative disorder such as DID. Thus, only a minority of
fugue cases get a solitary diagnosis of dissociative
43)
fugue. Fot others, dissociative fugue may be a “diagnostic window” for DID.
Schizo-dissociative disorder: Ross7) proposed a dissociative subtype of schizophrenia which has been demonstrated by subsequent studies as well.44) These patients
have symptoms of DID and schizophrenia concurrently.44)
They also report childhood traumas, BPD criteria and general psychiatric comorbidity more frequently than patients
with non-dissociative schizophrenia. Interestingly, two
types of dissociative schizophrenia may be identified
which differ in their childhood trauma histories. The two
subgroups did not differ in emotional neglect reports.
However, while those who predominantly had a childhood emotional abuse history tended to have more symptoms of DID and more positive symptoms of schizophrenia than the remaining patients, the subgroup with
highest childhood sexual and physical abuse and physical
neglect scores tended to have more general psychiatric co44)
morbidity, BPD criteria,and somatic complaints. First
of all, the overlap between schizophrenia and DID is important for differential diagnosis. It also inspires future
studies on schizophrenia in the context of neurobiology,
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drug treatment, and psychotherapy. Although not yet confirmed by any empirical research study, these patients
seem to respond to anti-psychotic drug treatment and psychotherapeutic interventions less positively than expected. As such, they constitute a challenge to general
psychiatry as well as an important research target.
Substance abuse: Dissociatiative disorders were seen
in 17.2 % of a large inpatient group seeking treatment for
substance abuse.45) Patients with a dissociative disorder
utilize more substances in a number of types, drop out
from treatment more frequently, have shorter remission
duration, and tend to be younger. Dissociative symptoms
started before substance use in the majority of cases
(64.9%) and usually in adolescence. Suicide attempts,
childhood emotional abuse, and female gender predict
dissociative disorder among substance users. The prevalence of dissociative disorders increased to 26.0% when
probands with only alcohol dependency were excluded.46)
These findings are alarming, because they demonstrate
the importance of recognition of dissociative disorders for
prevention and succesful treatment of substance dependency among adolescents and young adults.
Other: In addition to non-specific forms of headache
usually triggered by personality switchings, many patients with dissociative disorder suffer from genuine
migrain. Both child and adult forms of the attention deficit
hyperactivity disorder (ADHD) may resemble a dis39)
sociative disorder and comorbidity is possible. Among
adolescents in particular, motor uneasiness and affect dysregulation due to dissociative disorder may resemble
ADHD. Some dissociative patients have comorbid obsessive compulsive disorder. According to one study,
15.8% of patients with obsessive compulsive disorder
47)
(OCD) had DES scores of 30.0 or above. Significant
positive correlations were found between DES scores and
emotional, sexual, physical abuse and physical neglect
scores. Among children, instructions of a persecutory alter personality may resemble an OCD at the surface unless
the patient is able to report the connection to dissociative
symptoms. Among patients with DID, personality switching (e.g., to child or opposite-gender personalities) or
flashback experiences may occur during a sexual relation48)
ship, e.g., such a condition may mimic vaginismus.

NEUROBIOLOGICAL AETIOLOGY
Imaging and neurophysiological studies have shown
discrete areas of interest in understanding DID.49)
However, the changes in these areas may occur in con-

nection to each other. For example, bilaterally increased
perfusion in medial and superior frontal regions and occipital areas were accompanied by orbito-(inferior) frontal
50)
hypoperfusion in one such study. Studies using other
modalities of neurobiological assessment are rather
scarce.51) Those combining diverse types of assessment
including cognitive variables remain an important task
and opportunity for the future.49) Overall, trait measures of
dissociation (patterns enduring throughout “switching”
between personality states) should be handled separately
from state measures (those representing the switching
process itself as well as the differences between personality states).
However, trait findings cannot be considered as specific to dissociation unless comparison groups composed not
only of healthy individuals and simulators but also those
with other psychiatric disorders are utilized because dissociative patients usually suffer from diverse syndromes
such as anxiety, depression, obsessive-compulsive phenomena, and PTSD concurrently.52) Such findings may be
helpful in differentiation of genuine cases from simulation
(which is also important in forensic evaluations). On the
other hand, a follow-up study using the same methodology on patients before and after psychotherapeutic treatment would be of great interest to demonstrate eventual
neurobiological effects of psychotherapy.
Trait measures
One of the most specific hypotheses about the neurobiology of DID has been devoted to hypofunction of the
53)
orbitofrontal region in the brain. The orbitofrontal lobe
has been proposed to be affected by developmental trauma
in early life.54) Consistent with this hypothesis, DID patients exhibited bilateral orbitofrontal hypoperfusion in
comparison with normal controls in two single photon
emission computerized tomography (SPECT) studies
conducted when the patients were in their “host”
identities.50,55) Multiple scannings in a subgroup of these
individuals when they were controlled by an alternate personality state did not reveal any differences. Hence, orbitofrontal hypofunction seems to be a trait measure.55)
Studies using magnetic resonance imaging (MRI),
functional MRI (fMRI) and positron emission tomography (PET) provided data about cortico-limbic region49)
which was originally formulated in studies on PTSD.56) In
a structural MRI study, DID patients had smaller hippocampi and amygdalae than normal controls.57) In accordance with this, another study on individuals with DID
found reduced volumes in the parahippocampal gyrus and
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strong correlations between reduction of parahippocampal volume and severity of dissociation.58)
DID can be differentiated from temporal lobe epilepsy
59)
by structured psychiatric interviews. However, the temporal region of the brain has traditionally been associated
with experiences of depersonalization and derealization,
as well as with fugue states and automatisms seen in psycho-motor epilepsy.60) Thus, while DID cannot simply be
considered as a type of temporal lobe epilepsy, studies of
this region may lead to important informations about dissociative phenomena. Nevertheless, electroencephalography (EEG), quantitative EEG (QEEG), and SPECT
49)
studies provide data about temporal region in DID. In
one SPECT study on 15 patients with DID, the “host”
identity showed increased perfusion in the left (dominant
hemisphere) lateral temporal region compared to healthy
controls.55) However, this lateralisation was not replicated
in a follow-up study.50) A single-case SPECT study61)
demonstrated increased activation in the left temporal
lobe in four assessed identities of a DID patient.
“Switching” and inter-identity changes
In a QEEG study,62) there were differences between
identity states on beta activity in the frontal and temporal
regions. In a patient with DID, increased frontal QEEG
delta activity has been reported in a hypnotically-induced
personality state.63) A QEEG study64) on a patient with
DID demonstrated left temporal and posterior-temporal-occipital changes in the theta and beta-2 frequencies in
four of 11 personality states. One study65) demonstrated
that the average alpha coherence on QEEG was lower for
alter personality states than for host personality state in
five DID patients in temporal, frontal, parietal and central
regions.
Unlike in a preliminary study using SPECT,55) in those
using PET and fMRI, significant differences have been
found between different personality states in DID patients66-68) and perfusion before and during switching between personality states in a patient.69) In the PET studies,
when compared to an “apparently normal” personality
state, an “emotional” personality state showed increased
cerebral blood flow in the amygdala, insular cortex, and
somatosensory areas in the parietal cortex and the basal
ganglia, as well as in the occipital and frontal regions, and
anterior cingulate.66,67) In a subsequent PET study, healthy
controls simulating distinct personality states were unable
to reproduce the same network patterns as the DID
patients.70)
69)
In a single case fMRI study bilateral hippocampal in-

hibition, right parahippocampal and medial temporal inhibition, and inhibition in small regions of the substantia
nigra and globus pallidus were seen during the switching
to another personality state, as well as right hippocampal
activation when the participant was returning to the original identity. Further fMRI studies71,72) demonstrate activation of the primary sensory and motor cortices, frontal and
prefrontal regions, and nucleus accumbens during switching.
Electrophysiological differences between personality
states have also been found in a DID patient, who after 15
years of diagnosed cortical blindness, gradually regained
73)
sight during psychotherapeutic treatment. Absent visual
evoked potentials (VEP) in the blind personality state in
contrast to the normal VEP in the seeing personality state
were demonstrated in this study. The authors proposed a
top-down modulation of activity in the primary visual
pathway, possibly at the level of the thalamus or the primary visual cortex.

TREATMENT
Dissociation and dissociative disorders can be treated
succesfully because they originate from a mechanism
which is not pathological per se. Hence, dissociation and
dissociative disorders are reversible subject to appropriate
treatment. Dissociative patients who are not treated appropriately become highly complicated, manifesting one of
the most difficult-to-treat psychiatric conditions.74) Unaware of the true nature of their suffering, many patients try
to “repair” themselves while struggling with their dissociative experiences beginning from their childhood on.
However, without appropriate intervention, this usually
leads to further complexity over years. Untreated cases do
not integrate spontaneously.75,76) Dissociative disorders
render the subject vulnerable to abuse. It is a tragical example that many patients abused by therapists sexually
have a dissociative disorder which leaves them unprotected. This situation of revictimization has been called
77)
“sitting duck syndrome”.
The classical treatment approach - phase-oriented trauma therapy - is described in the most recently updated version of the International Society for the Study of Trauma
and Dissociation (ISSTD) Treatment Guidelines.78) Basically, this approach consists of three phases: stabilization,
trauma-work, and integration. Unlike in PTSD (and in addition to the relatively direct trauma-resolution) psychotherapy for DID requires consideration of solutions for the
complex system of alter personality states to make their
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existence unnecessary. This means addressing intrapsychic conflicts, defences, trauma-related cognitive distortions, compensations, scenarios, and distorted or deficient memories which contribute to the persistence of alter
personality structures. Relational aspects of treatment are
also important. Maintenance of a therapeutic alliance is
particularly important, and is shown to be a significant
predictor for positive development79) among various types
of intervention.80) This may be especially valid for cultures which emphasize an interpersonal understanding of
self, and may even influence the development of positive
relationships and empathy between alter personality states
81)
which operate like an internal family system.
There is no specific drug treatment for dissociative
disorders. However, pharmacotherapy is often used in an
attempt to alleviate comorbidity and distressing symptoms. This aspect of drug treatment should be explained to
the patient early in treatment. The search for pharmacological agents with specifically “anti-dissociative” properties remains a task for the future. While this suggestion
may seem implausible for an environment-related disorder which is sensitive to psychotherapy, future work and
findings may also reveal it to be applicable.
Acknowledgments
The author would like to thank to Pam Stavropoulos,
PhD for her help in editing this manuscript.
■

REFERENCES
1. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 4th ed. Washington, DC:
American Psychiatric Press;1994.
2. Dalenberg C, Loewenstein R, Spiegel D, Brewin C, Lanius
R, Frankel S, et al. Scientific study of the dissociative
disorders. Psychother Psychosom 2007;76:400-401.
3. Sar V. The scope of dissociative disorders: an international
perspective. Psychiatr Clin North Am 2006;29:227-244.
4. Sar V, Ross CA. A research agenda for the dissociative
disorder field. In: Dell PF, O'Neil JA, editors. Dissociation
and the dissociative disorders: DSM-V and beyond. New
York:Routledge;2009. p.693-708.
5. Sar V, Ross C. Dissociative disorders as a confounding
factor in psychiatric research. Psychiatr Clin North Am
2006;29:129-144.
6. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC:
American Psychiatric Press;2013.
7. Ross CA. Schizophrenia: innovations in diagnosis and
treatment. Birmingham, NY:Haworth Press;2004.
8. Sar V. Dissociative depression: a common cause of treatment resistance. In: Renner W, editor. Female Turkish
migrants with recurrent depression. Innsbruck:Studia;2011.
p.112-124.
9. Kluft RP. Clinical presentations of multiple personality
disorder. Psychiatr Clin North Am 1991;14:605-629.
10. Sar V. Epidemiology of dissociative disorders: an overview.

Epidemiol Res Int 2011;2011:404538.
11. Brewin CR. A cognitive neuroscience account of posttraumatic stress disorder and its treatment. Behav Res Ther
2001;39:373-393.
12. Sar V, Öztürk E. What is trauma and dissociation? J
Trauma Practice 2006;4:7-20.
13. Nijenhuis ER, Spinhoven P, van Dyck R, van der Hart O,
Vanderlinden J. Degree of somatoform and psychological
dissociation in dissociative disorder is correlated with
reported trauma. J Trauma Stress 1998;11:711-730.
14. Spiegel D, Loewenstein RJ, Lewis-Fernández R, Sar V,
Simeon D, Vermetten E, et al. Dissociative disorders in
DSM-5. Depress Anxiety 2011;28:824-852.
15. Öztürk E, Sar V. The "Apparently normal" family: a
contemporary agent of transgenerational trauma and dissociation. J Trauma Practice 2005;4:287-303.
16. Ford J. Dissociation in complex posttraumatic stress disorder or disorders of extreme stress not otherwise specified.
In: Dell PF, O’Neil JA, editors. Dissociation and dissociative disorders. DSM-V and beyond. New York:Routledge;
2009. p.471-483.
17. Sar V. Developmental trauma, complex PTSD, and the
current proposal of DSM-5. Eur J Psychotraumatol 2011;2.
doi: 10.3402/ejpt.v2i0.5622.
18. Sar V, Akyüz G, Oztürk E, Alioğlu F. Dissociative depression among women in the community. J Trauma
Dissociation 2013;14:423-438.
19. Bülbül F, Çakır Ü, Ülkü C, Üre İ, Karabatak O, Alpak G.
Childhood trauma in recurrent and first episode depression.
Anatolian J Psychiatry 2013;14:93-99.
20. Kilic O, Sar V, Taycan O, Aksoy-Poyraz C, Erol TC, Tecer
O, et al. Dissociative depression among women with fibromyalgia or rheumatoid arthritis. J Trauma Dissociation
2013. [Epub ahead of print]
21. van der Kolk BA, Pelcovitz D, Roth S, Mandel FS,
McFarlane A, Herman JL. Dissociation, somatization, and
affect dysregulation: the complexity of adaptation of trauma.
Am J Psychiatry 1996;153(7 Suppl):83-93.
22. Steinberg M. Structured Clinical Interview for DSM-IV
Dissociative Disorders-Revised (SCID-D-R). Washington,
DC:American Psychiatric Press;1994.
23. Sar V, Kundakci T, Kiziltan E, Yargic IL, Tutkun H, Bakim
B, et al. The Axis-I dissociative disorder comorbidity of
borderline personality disorder among psychiatric outpatients. J Trauma Dissociation 2003;4:119-136.
24. Sar V, Akyuz G, Kugu N, Ozturk E, Ertem-Vehid H. Axis
I dissociative disorder comorbidity in borderline personality disorder and reports of childhood trauma. J Clin
Psychiatry 2006;67:1583-1590.
25. Meares R. A dissociation model of borderline personality
disorder. New York:Norton;2012.
26. Ross CA, Joshi S. Paranormal experiences in the general
population. J Nerv Ment Dis 1992;180:357-361; discussion
362-368.
27. Sar V, Alioğlu F, Akyüz G. Experiences of possession and
paranormal phenomena among women in the general
population: Are they related to traumatic stress and
dissociation? J Trauma Dissociation 2013. [Epub ahead of
print]
28. Ross CA. Possession experiences in dissociative identity
disorder: a preliminary study. J Trauma Dissociation
2011;12:393-400.
29. Sar V, Akyüz G, Dogan O, Oztürk E. The prevalence of
conversion symptoms in women from a general Turkish
population. Psychosomatics 2009;50:50-58.

178 V. Şar
30. Sar V, Akyüz G, Kundakçi T, Kiziltan E, Dogan O.
Childhood trauma, dissociation, and psychiatric comorbidity in patients with conversion disorder. Am J Psychiatry
2004;161:2271-2276.
31. Tezcan E, Atmaca M, Kuloglu M, Gecici O, Buyukbayram
A, Tutkun H. Dissociative disorders in Turkish inpatients
with conversion disorder. Compr Psychiatry 2003;44:324330.
32. Şar V, Kundakçı T, Kızıltan E, Bakım B, Bozkurt O.
Differentiating dissociative disorders from other diagnostic
groups through somatoform dissociation in Turkey. J
Trauma Dissociation 2000;1:67-80.
33. Martinez-Taboas A, Lewis-Fernandez R, Sar V, Agrawal
AL. Cultural aspects of psychogenic non-epileptic seizures.
In: Schachter SC, La France C, editors. Gates and Rowan's
nonepileptic seizures. 3rd ed. New York:Cambridge University Press;2010. p.127-137.
34. Lewis-Fernandez R, Martinez-Taboas A, Sar V, Patel S,
Boatin A. The cross-cultural assessment of dissociation. In:
Wilson JP, So-kum Tang CC, editors. Cross-cultural assessment of psychological trauma and PTSD. New York:
Springer;2007. p.289-318.
35. Sar V, Öztürk E. Psychotic symptoms in complex dissociative disorders. In: Moskowitz A, Schaefer I, Dorahy M,
editors. Psychosis, trauma and dissociation: emerging
perspectives on severe psychopathology. New York:Wiley
Press;2008. p.165-175.
36. Sar V, Öztürk E. Psychotic presentations of dissociative
identity disorder. In: Dell PF, O’Neil JA, editors. Dissociation and dissociative disorders: DSM-V and beyond. New
York:Routledge;2009. p.535-545.
37. Tutkun H, Yargic LI, Sar V. Dissociative identity disorder
presenting as hysterical psychosis. Dissociation 1996;9:
244-252.
38. Sar V, Koyuncu A, Ozturk E, Yargic LI, Kundakci T, Yazici
A, et al. Dissociative disorders in the psychiatric emergency
ward. Gen Hosp Psychiatry 2007;29:45-50.
39. Sar V, Onder C, Kilincaslan A, Zoroglu SS, Alyanak B.
Dissociative identity disorder among adolescents: Prevalence in a university psychiatric outpatient unit. J Trauma
Dissociation 2013. [Epub ahead of print]
40. Akyuz G, Sar V, Kugu N, Doğan O. Reported childhood
trauma, attempted suicide and self-mutilative behavior
among women in the general population. Eur Psychiatry
2005;20:268-273.
41. Zoroglu SS, Tuzun U, Sar V, Tutkun H, Savaçs HA, Ozturk
M, et al. Suicide attempt and self-mutilation among Turkish
high school students in relation with abuse, neglect and
dissociation. Psychiatry Clin Neurosci 2003;57:119-126.
42. Kluft RP. Six completed suicides in dissociative identity
disorder patients: clinical observations. Dissociation 1995;
8:104-111.
43. Sar V, Akyüz G, Doğan O. Prevalence of dissociative
disorders among women in the general population. Psychiatry Res 2007;149:169-176.
44. Sar V, Taycan O, Bolat N, Ozmen M, Duran A, Oztürk E,
et al. Childhood trauma and dissociation in schizophrenia.
Psychopathology 2010;43:33-40.
45. Karadag F, Sar V, Tamar-Gurol D, Evren C, Karagoz M,
Erkiran M. Dissociative disorders among inpatients with
drug or alcohol dependency. J Clin Psychiatry 2005;66:
1247-1253.
46. Tamar-Gurol D, Sar V, Karadag F, Evren C, Karagoz M.
Childhood emotional abuse, dissociation, and suicidality
among patients with drug dependency in Turkey. Psychiatry

Clin Neurosci 2008;62:540-547.
47. Lochner C, Seedat S, Hemmings SM, Kinnear CJ, Corfield
VA, Niehaus DJ, et al. Dissociative experiences in obsessive-compulsive disorder and trichotillomania: clinical and
genetic findings. Compr Psychiatry 2004;45:384-391.
48. Kuşkonmaz E, Şar V, Kundakçı T. Treatment of a case with
dissociative identity disorder presenting as vaginismus.
Anatolian J Psychiatry 2000;1:48-57.
49. Dorahy MJ, Brand BL, Sar V, Krüger C, Stavropoulos P,
Martínez-Taboas A, et al. Dissociative identity disorder: an
empirical overview. Austr N Z J 2014; 48:402-417.
50. Sar V, Unal SN, Ozturk E. Frontal and occipital perfusion
changes in dissociative identity disorder. Psychiatry Res
2007;156:217-223.
51. Dale KY, Flaten MA, Elden A, Holte A. Dissociative
identity disorder and prepulse inhibition of the acoustic
startle reflex. Neuropsychiatr Dis Treat 2008;4:653-662.
52. Ellason JW, Ross CA, Sainton K, Mayran LW. Axis I and
II comorbidity and childhood trauma history in chemical
dependency. Bull Menninger Clin 1996;60:39-51.
53. Forrest KA. Toward an etiology of dissociative identity
disorder: a neurodevelopmental approach. Conscious Cogn
2001;10:259-293.
54. Shore AN. The experience-dependent maturation of a
regulatory system in the orbital-prefrontal cortex and the
origin of developmental psychopathology. In: Shore AN,
editor. Affect dysregulation and disorders of the self. New
York:Norton;2003. p.5-35.
55. Sar V, Unal SN, Kiziltan E, Kundakci T, Ozturk E. HMPAO
SPECT study of regional cerebral blood flow in dissociative
identity disorder. J Trauma Dissociation 2001;2:5-25.
56. Lanius RA, Bluhm R, Lanius U, Pain C. A review of
neuroimaging studies in PTSD: heterogeneity of response to
symptom provocation. J Psychiatr Res 2006;40:709-729.
57. Vermetten E, Schmahl C, Lindner S, Loewenstein RJ,
Bremner JD. Hippocampal and amygdalar volumes in
dissociative identity disorder. Am J Psychiatry 2006;163:
630-636.
58. Ehling T, Nijenhuis ER, Krikke AP. Volume of discrete
brain structures in complex dissociative disorders: preliminary findings. Prog Brain Res 2008;167:307-310.
59. Yargiç LI, Sar V, Tutkun H, Alyanak B. Comparison of
dissociative identity disorder with other diagnostic groups
using a structured interview in Turkey. Compr Psychiatry
1998;39:345-351.
60. Mesulam MM. Dissociative states with abnormal temporal
lobe EEG. Multiple personality and the illusion of possession. Arch Neurol 1981;38:176-181.
61. Saxe GN, Vasile RG, Hill TC, Bloomingdale K, Van Der
Kolk BA. SPECT imaging and multiple personality
disorder. J Nerv Ment Dis 1992;180:662-663.
62. Lapointe AR, Crayton JW, DeVito R, Fichtner CG, Konopka
LM. Similar or disparate brain patterns? The intra-personal
EEG variability of three women with multiple personality
disorder. Clin EEG Neurosci 2006;37:235-242.
63. Cocker KI, Edwards GA, Anderson JW, Meares RA.
Electrophysiological changes under hypnosis in multiple
personality disorder: A two-case exploratory study. Austr J
Clin Exp Hypn 1994:22:165-176.
64. Hughes JR, Kuhlman DT, Fichtner CG, Gruenfeld MJ. Brain
mapping in a case of multiple personality. Clin Electroencephalogr 1990;21:200-209.
65. Hopper A, Ciorciari J, Johnson G, Spensley J, Sergejew A,
Stough C. EEG coherence and dissociative identity disorder.
J Trauma Dissociation 2002;3:75-88.

The Many Faces of Dissociation 179
66. Reinders AA, Nijenhuis ER, Paans AM, Korf J, Willemsen
AT, den Boer JA. One brain, two selves. Neuroimage
2003;20:2119-2125.
67. Reinders AA, Nijenhuis ER, Quak J, Korf J, Haaksma J,
Paans AM, et al. Psychobiological characteristics of dissociative identity disorder: A symptom provocation study. Biol
Psychiatry 2006;60:730-740.
68. Schlumpf YR, Nijenhuis ER, Chalavi S, Weder EV,
Zimmermann E, Luechinger R, et al. Dissociative partdependent biopsychosocial reactions to backward masked
angry and neutral faces: An fMRI study of dissociative
identity disorder. Neuroimage Clin 2013;3:54-64.
69. Tsai GE, Condie D, Wu MT, Chang IW. Functional
magnetic resonance imaging of personality switches in a
woman with dissociative identity disorder. Harv Rev
Psychiatry 1999;7:119-122.
70. Reinders AA, Willemsen AT, Vos HP, den Boer JA,
Nijenhuis ER. Fact or factitious? A psychobiological study
of authentic and simulated dissociative identity states. PLoS
One 2012;7:e39279.
71. Savoy RL, Frederick BB, Keuroghlian AS, Wolk PC.
Voluntary switching between identities in dissociative identity disorder: A functional MRI case study. Cogn Neurosci
2012;3:112-119.
72. Wolk PC, Savoy RL, Frederick BB. The neural correlates
of vertical splitting in a single case study. Neuropsychoanalysis 2012;14:157-163.
73. Waldvogel B, Ullrich A, Strasburger H. Sighted and blind
in one person: a case report and conclusions on the
psychoneurobiology of vision. Nervenarzt 2007;78:13031309.

74. Kluft RP. The difficult-to-treat patient with dissociative
disorder. In: Dewan MJ, Pies RW, editors. The difficultto-treat psychiatric patient. Washington, DC:American
Psychiatric Publishing;2001. p.209-242.
75. Kluft RP. The older female patient with a complex chronic
dissociative disorder. J Women Aging 2007;19:119-137.
76. Kluft RP. The natural history of multiple personality
disorder. In: Kluft RP, editor. Childhood antecedents of
multiple personality. Washington, DC:American Psychiatric Press;1985. p.197-238.
77. Kluft RP. Treating the patient who has been sexually
exploited by a previous therapist. Psychiatr Clin North Am
1989;12:483-500.
78. Chu JA, Dell PF, Van der Hart O, Cardeña E, Barach PM,
Somer E, et al; International Society for the Study of
Trauma and Dissociation. Guidelines for treating dissociative identity disorder in adults, third revision. J Trauma
Dissociation 2011;12:115-187.
79. Cronin E, Brand BL, Mattanah JF. The impact of the
therapeutic alliance on treatment outcome in patients with
dissociative disorders. Eur J Psychotraumatol 2014;5. doi:
10.3402/ejpt.v5.22676.
80. Brand BL, Myrick AC, Loewenstein RJ, Classen CC, Lanius
R, McNary SW, et al. A survey of practices and recommended treatment interventions among expert therapists treating patients with dissociative identity disorder and
dissociative disorder not otherwise specified. Psychological
Trauma: Theory, Research, Practice, and Policy 2012;4:
490-500.
81. Schwartz RC. Internal family systems therapy. New York:
Guilford Press;1995.

