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Purpose: The prevalence of dissociative identity disorder (DID) is 1%. However, the diagnosis can be made less frequently. This rate 
is similar to that of schizophrenia, and it is a public health problem that should receive attention. In the wake of the research results and 
clinical experiences, it was determined that DID diagnosis was challenging. Despite prevalence rates being similar to those seen in 
schizophrenia, DID remains under-researched. This study aims to determine the sociodemographic features, complaints, aetiological 
traumas, comorbid psychiatric disorders, and previous psychiatric applications of patients who had DID diagnosis, as well as to 
increase the awareness and recognisability of DID.
Patients and Methods: Seventy patients who were diagnosed with DID based on the DSM 5 criteria and admitted to the outpatient 
clinic of the Department of Psychiatry Harran University Faculty of Medicine agreed to participate in this study. Patients filled out 
dissociative experiences scale, dissociation scale, and sociodemographic data form.
Results: Of the 70 patients, 47 (67.14%) were female, and 23 (32.85%) were male. The mean age was 26.5 ± 9.63, the age range was 
18–62. It was the first psychiatric application for 34 (48.57%) patients. Of the 70 patients, 27 (38.57%) had four or more applications. 
Only 17 patients (24.28%) had the sole diagnosis of DID, while 47 patients (67.14%) had comorbid depressive symptoms. Regarding 
the first complaints, 35 patients (50.00%) had dissociative symptoms; 49 patients (70.00%) had depressive symptoms. As for the 
trauma types, 45 patients (64.28%) had histories of physical abuse, while 34 patients (48.57%) had histories of chronic neglect.
Conclusion: The symptoms of DID can be related to many psychiatric disorders. DID patients can be classified under many different 
symptom groups. Treatments for symptoms fail when the diagnosis of DID is neglected. Patients are generally misdiagnosed, as 
determined in this study and in previous studies. Dissociative symptoms should be checked regularly during psychiatric interviews to 
prevent misdiagnosis.
Keywords: dissociative disorders, dissociation, psychiatry, demographics

Introduction
According to DSM-IV, dissociation is defined as the breaking of integrated functions such as memory, consciousness, 
identity, or environmental perception.1 Under the DSM-5 classification system, dissociative (disintegration) disorders are 
identified as dissociative identity disorder (DID), dissociative amnesia, depersonalisation, derealisation, other specified 
dissociative disorder, and undefined dissociative disorder.2

Children cannot protect themselves against physical and sexual aggression. These psychological traumas usually 
occur in the environment in which they live, inflicted by the people closest to them. Therefore, they neither stay away 
from and fight against that environment nor accept their experiences. In these circumstances, as an automatic and 
primitive psycho-biological defence mechanism, dissociation helps keep away the negative physical and mental effects of 
experienced trauma. In this way, dissociation functions against physical and psychological pain. When children are 
exposed to ongoing trauma, this defence mechanism is used pathologically or extremely. As a result, dissociative 
disorders occur.3,4 Only 3% of the diagnosed patients are under 12 years old, and 8% are aged between 12 and 19.5 
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There are many advantages of early detection and accurate diagnosis. One advantage is that this disorder can be treated 
more easily during childhood, when it has an extremely high success rate. Another advantage is that children can be 
protected against trauma by noticing the traumatic environment where they live.6 Early treatment can help prevent 
suicide attempts and self-mutilation behaviours.7

When the betrayal trauma theory is examined, it is seen that this theory suggests that betrayal and non-betrayal 
traumas are different in terms of their nature and effects. Betrayal theory suggests that dissociation is stronger than 
trauma that is not related to betrayal. When we reviewed the literature, one study found that childhood betrayal trauma 
was more strongly associated with dissolution-related symptoms than childhood trauma without betrayal. Symptoms of 
dissociative amnesia and identity dissociation have been associated with cross-cultural childhood betrayal trauma.8

Known since 1800s, DID is a psychiatric disorder that is highly recognisable under the category of dissociative 
disorders and accompanied by memory and identity disorders.9 Research indicates that dissociative disorders are 
observed in 12–13.8% of the psychiatric patient population.10,11 However, DID is found in 1% of the general 
population.12 DID has an estimated lifetime prevalence of around 1.5%.13 This rate is similar to that of schizophrenia, 
and it is a public health problem that should receive attention.12 Although prevalence rates are similar to those seen in 
schizophrenia, not enough research has been done on DID.14 In the wake of the research results and clinical experiences, 
it was determined that DID diagnosis was challenging.15 DID symptoms can conflict with those of other disorders, and 
DID can rarely be seen without another disorder.16

Dissociative Disorders are characterized as a disruption of normal consciousness/memory/identity and behavior.17 In 
addition to these symptoms, “dissociative amnesia”, that is, deficiency to remember personal information, depersonalisa-
tion/derealisation, “absorption”/imaginary escape is present in DID.2 Patients with DID often show with symptoms of 
amnesia and dissociation.17

The combination of insufficient training in recognising trauma-related dissociation, limited getting to accurate 
scientific information about DID, symptom similarities with other disorders (such as borderline personality disorder, 
schizophrenia, and bipolar disorder), and the aetiology debate has caused a deficiency when considering a diagnosis of 
DID. This leads to under- and misdiagnosis of the disorder, inhibiting effective treatment.13

No formal, evidence-based treatment guidelines are available for DID.18 Individual psychodynamic psychotherapy is 
the most widely used treatment approach for DID.19 DID treatment is preferentially applied in sequenced stages or 
phases. In general, his treatment includes three phases. In the first phase safety and symptom stabilization are achieved. 
In the second phase traumatic memories are confronted and processed. In the third phase identity integration and 
rehabilitation is carried out. The main aim of this treatment is to bring about an increased degree of co-consciousness, 
communication, and integrated functioning among the different parts, facilitating the processing of compartmentalized 
traumatic memories. In the second and third phases of therapy, the integration of separate identities is achieved.20

With this study, we aimed to increase awareness and identifiability of DID by presenting demographic features, 
complaints on admission to the clinic, trauma related to aetiology, comorbid psychiatric diagnoses, and past psychiatric 
histories of patients with DID.

Materials and Methods
Participants
In totally, 70 patients (47 females or 67.14% and 23 males or 32.85%) were, diagnosed with DID in accordance with the 
DSM-5 diagnosis criteria and subsequently admitted to the Psychiatry Outpatient Clinic, Psychiatry Department Faculty 
of Medicine, Harran University between March 2015 and March 2016, agreed to participate in the study. Patients were 
asked to fill in the Dissociative Experiences Scale (DES), Dissociation Scale (DIS-Q), and socio-demographic data form. 
After patients who agreed to participate in the research were given detailed information, their informed consent was 
obtained. This study was approved by Harran University Ethical Committee, Commission of Clinical Ethical Committee 
on 10.06.2016 with protocol number 74059997.050.01.04/127. The approval obtained from the Harran University Ethics 
Committee, Commission of Clinical Ethical Committee included the competence of the participants suitable for the 
provision of informed consent. The study was conducted in accordance with the revised Helsinki declaration criteria.
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Statistical Analysis
In this study, statistical analyses were performed with IBM SPSS Statistics 20. In addition to the descriptive statistical 
methods (frequency distributions, mean; and standard deviation) used in the data evaluation, the chi-square test was used 
to compare pairwise groups. The results were evaluated at the significance level of p < 0.05.

Questionnaires
Sociodemographic Data Form: Patients were asked about their age, gender, marital status, educational status, job status, 
and place of residence and were filled out by patients. In addition, the demographic form included questions about 
psychiatric history and family history.

DES: Developed by Bernstein and Putnam, DES is a 28-item self-report scale that measures the frequency of 
various dissociative experiences. DES score above 30 being suggestive of a possible dissociative disorder.21 The 
validity and reliability of the scale in Turkey were demonstrated by Hakim et al. In a validity and reliability study 
whose participants were university students in their late teens, internal consistency (Cronbach’ s alpha = 0.91) and 
test–retest correlation (r = 0.78) were found to be high in terms of reliability of the scale.22

DIS-Q: Developed by Johan Vanderlinden in Belgium, DIS-Q is a valid and reliable measurement tool used for 
detecting dissociative disorders. It consists of 63 items. The mean DIS-Q scores were 3.5 for DID.23 The validity and 
reliability of the Turkish translation of the scale have been demonstrated.24

Results
The study’s subjects were 70 DID patients, comprising 47 (67.14%) females and 23 (32.85%) males. Their average age 
was 26.5 ± 9.63 (age range = 18–62). The participants’ socio-demographic characteristics are summarised in Table 1.

When we looked at the number of patient visits to the psychiatry clinic, 34 patients (48.57%) were first-time visitors. 
Twenty-seven patients (38.57%) had four or more visits. In our study, the average number of visits to a psychiatrist per 
patient was 2.3, and the average number of psychiatric diagnoses (apart from DID) was 2.8. When we looked at past 

Table 1 Socio-Demographic Characteristics

Variable n %

Gender

Female 47 67.14

Male 23 32.85

Education Background

Illiterate 12 17.14

Primary School 20 28.57

Secondary School 18 25.71

High School 14 20

College-University 6 8.57

Marital Status

Single 34 48.57

Married 31 44.28

Divorced 5 7.14

(Continued)
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psychiatric diagnoses for patients who were previously referred to the psychiatry clinic, 36 patients (51.42%) were 
diagnosed with depressive disorder, 35 (50.00%) were diagnosed with anxiety disorder, 30 (42.85%) were diagnosed 
with psychotic disorder, and only 4 (5.71%) were diagnosed with dissociative disorder. The patients’ examination results, 
when compared with accompanying psychiatric diagnoses, showed that 17 (24.28%) only had DID. There were 47 
patients (67.14%) who had additional diagnoses of depressive disorder, 21 patients (30%) were additionally diagnosed 
with conversion disorder and 14 patients (20%) were additionally diagnosed with anxiety disorder. Fewer numbers of 
patients had personality disorders, substance use disorder, and post-traumatic stress disorder. When we looked at the 
family backgrounds of the patients, there were 43 patients (61.42%) with no pathology, 10 patients (14.28%) with mood 
disorders, 6 patients (8.57%) with psychotic disorders, 4 patients (5.71%) with conversion disorder, and fewer patients 
with dissociative disorder and substance use disorder. These statistics are shown in Table 2.

Table 1 (Continued). 

Variable n %

Employment Status

Housewives 36 51.42

Employed 12 17.14

Unemployed 22 31.42

Living Place

City Center 55 78.57

County 11 15.71

Village 4 5.71

Table 2 Psychiatric History

Items n %

Presence of any psychiatric disorders

Depressive Disorder 47 67.14

Conversion Disorder 21 30

Anxiety Disorder 14 20

Personality Disorder 8 11.42

Substance Use Disorder 4 5.71

Post-Traumatic Stress Disorder 1 1.42

No Psychiatric Disorder 17 24.28

Number of visits to psychiatry clinic

1 34 48.57

2 7 10

3 2 2.85

4 and more 27 38.57

(Continued)
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DES and DIS-Q scales were applied to the patients participating in this study. The mean DES score was 52.75±10.3 
(minimum = 27.1, maximum = 75), and mean DIS-Q score was 3.28 ± 0.5 (minimum = 1.7, maximum = 4.2).

When the complaints of patients (70 in total) related to their admission to the clinic were examined, the following 
were detected: dissociative symptoms in 35 patients (50%), depressive symptoms in 49 patients (70%), anxiety 
symptoms in 28 patients (40%), and self-mutilation behaviours in 21 patients (30%). The complaints presented upon 
admission are summarised in Table 3. When the patients’ symptoms were handled separately in accordance with gender, 
no significant result was obtained. The information is summarised in Table 4.

Table 2 (Continued). 

Items n %

The past of psychiatric diagnosis

Depressive Disorder 36 51.42

Anxiety Disorder 35 50

Psychotic Disorder 30 42.85

Dissociative Disorder 4 5.71

Psychopathology in family

Mood Disorder 10 14.28

Psychotic Disorder 6 8.57

Conversion Disorder 4 5.71

Other 7 10

Table 3 Complaints of the Admission

Items n %

Dissociative symptoms 35 50

Amnesia 35 50

Absent-mindedness 35 50

Audio-visual hallucinations 28 40

Depression symptoms 49 70

Low mood, displeasure 49 70

Death/suicide thoughts-attempt 30 42.85

Anxiety 48 68.57

Insomnia 5 7.14

Somatic symptoms 28 40

Headache 20 28.57

Fainting 16 22.85

Other somatic complaints 8 11.42

(Continued)
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When we examined numbers of alter identities emerging during the treatments of the patients, 34 patients (48.57%) 
had 1 alter, 21 patients (30%) had 2 alters, 6 patients (8.57%) had 3 alters, 2 patients (2.85%) had 4 alters, and 7 patients 
(10%) had 5 and more alters. The statistics are shown in Table 5.

Table 3 (Continued). 

Items n %

Schneider symptoms 30 42.85

Voice commenting on behaviors 21 30

Behaviors directed by others 24 34.28

Delusions which were not in accordance with reality 3 4.28

Anxiety symptoms 21 30

Irritability 12 17.14

Fear, worry 11 15.71

Self-mutilation behavior 21 30

Table 4 Distribution of Complaints of the Admission in Accordance with Gender

Items Female 
(n)

Female 
(%)

Male (n) Male (%) p-value

Dissociative symptoms 1.000

Yes 24 34.28 11 15.71

No 23 32.85 12 17.14

Depression symptoms 0.739

Yes 34 48.57 15 21.42

No 13 18.57 8 11.42

Somatic symptoms 0.161

Yes 22 31.42 6 8.57

No 25 35.71 17 24.28

Schneider symptoms 0.741

Yes 19 27.14 11 15.71

No 28 40 12 17.14

Anxiety symptoms 0.183

Yes 17 24.28 4 5.71

No 30 42.85 19 27.14

Self-mutilation 
behavior

1.000

Yes 14 20 7 10

No 33 47.14 16 22.85
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When patients were asked about their traumas, we learned that most of them emerged during childhood, but some 
occurred during later periods of their lives. Two patients reported that they did not experience trauma. The trauma types 
are summarised in Table 6.

Discussion
In our study, 95.71% of our patients (n:67) had a DES score of 30 and above; 85.71% (n:60) had a DIS score of 3 or 
above. These scales can be used for screening, and patients who obtain higher scores can have a dissociative disorder, but 
these do not have any diagnostic characteristics.24,25

The literature showed that patients with DID received an average of three different diagnoses before being diagnosed 
with DID.26–31 A recent study found that from the time of seeking treatment for symptoms to the correct diagnosis of 
DID, individuals on average had four other previous diagnoses, received inadequate pharmacological treatment, visited 
few hospitals, and ultimately spent many years in mental health care.13 In our study, patients received an average of 2.8 
diagnoses until diagnosed with DID, which supports the findings reported in the literature. Additionally, the average 
number of visits to psychiatry clinic per patient was found to be 2.3 in our study. Similar to the results of many previous 
studies, the most common diagnosis was depressive disorder.32,33 Very few patients are diagnosed with DID as the first 
diagnosis. Patients with DID can be diagnosed with schizophrenia. In various studies, this situation is observed at 
different rates.27–29,34 In addition, a study found that dissociative symptoms and disorders are common in patients 
clinically diagnosed with schizophrenia spectrum disease. Again in this study, in patients with schizophrenia spectrum 
disorder with accompanying dissociative disorder; psychotic symptoms were found to be higher than those without 
dissociative disorder.35 Based on data obtained from existing research and from our study, it is understood that 
dissociative disorders could often be confused with psychotic disorders. The presence of Schneider’s symptoms causes 
confusion. However, the absence of negative symptoms and the clinician’s experience allow discrimination.

Table 6 Trauma Type

Trauma Type n %

Sexual abuse 29 41.42

Physical abuse 45 64.28

Emotional abuse 29 41.42

Chronic negligence 34 48.57

Death of a relative 12 17.14

Experiencing incident 2 2.85

No trauma 2 2.85

Table 5 Alter Numbers

Alter Numbers n %

1 34 48.57

2 21 30

3 6 8.57

4 2 2.85

5 and more 7 10
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As a result of the studies, it was detected that 88–98% of the subjects with DID diagnoses were female.27–30,32,36 

There is a common belief that most males with dissociative disorders are recorded in the judiciary system by committing 
crimes, not in the psychiatric system for treatment; therefore, they cannot be identified.11 A couple of studies have 
supported this belief.26,37 In our study, the percentage of women diagnosed with DID was found to be higher than that of 
men but lower than the statistics for female patients reported in the literature. Due to the reasons mentioned above, the 
DID percentage of men diagnosed with DID may have been higher than those found in other studies.

Intense and prolonged trauma can lead to a chronic dysphoric mood, self-harming behaviour, suicide attempts, and 
the development of depression.38,39 In our study, a high rate of comorbidity with depressive disorder was obtained, 
a result consistent with those reported in the literature.6,39,40 The prevalence of comorbidity between dissociative disorder 
and anxiety disorder was found to be similar to the result of a previous study.41 Previous studies and our study have 
shown that in fact, a purely dissociative disorder is rare. It is generally accompanied by other disorders.33 In light of these 
results, it can be stated that comorbid diseases are the most important reason for the difficulties in diagnosing DID.

It is observed that the most common symptom of DID patients is amnesia.27–29,39,42 This symptom is found to be less 
prevalent in our patients, and we think that this is due to the fact that when patients presented their complaints upon 
admission, they were not directly asked whether they experienced amnesia. It has been observed that the vast majority of 
our patients present with auditory and visual hallucinations. Unlike schizophrenia cases, the voices are interpreted as 
coming from within DID cases.43 Alter personalities are usually responsible for these voices.

Patients with DID come with increased rates of non-suicidal self-injurious behavior and suicide attempts.17 Suicide 
attempts in these patients were more frequent than those in other patient groups.31 The percentage of people presenting 
with self-mutilation behaviour was found to be compatible with the findings reported in the literature.39,40 Many studies 
indicated that DID patients more frequently experienced Schneider’s primary schizophrenia symptoms than schizophre-
nia patients.16,44–47 In our study, we found a high percentage of patients presenting with Schneider’s symptoms. While 
patients with schizophrenia develop delusions to explain these experiences, DID patients do not develop delusions. 
Schneider’s symptoms were not manifested as primary thinking disorder in DID patients but as a pathological way of 
life.32

In DID patients, the average alter numbers were between 7 and 15.28–30 Usually, only two or three of the alter 
personalities were apparent during diagnoses. Others could be detected during treatments.48 In our study, the average 
alter numbers were determined to be 2.3. This number was less than the ones reported in the literature because the 
patients were treated in the clinic and their alter numbers were detected there, but the treatment course was not reflected 
in the study.

Among psychiatric disorders, dissociative disorder is the most relevant disorder in the group with childhood 
trauma.12,41 Similar rates were found in other studies.28,32,49 Some studies have found a higher rate of sexual abuse 
reported by the participants than in our study.28,32,44,49 The rate in our case was low, most probably because of the shame 
experienced in disclosing these matters in Turkish society and the consequent social oppression due to this disclosure. 
Other reasons could be the limited time spent with patients in the clinic and the absence of a relationship of trust between 
the psychiatrist and the patient that could have facilitated a discussion about private matters. Negligence means the lack/ 
absence of a relationship between a child and a parent. Considering the previous studies and ours, the rate of neglect is 
undeniable.28,30,49,50 This result highlights the importance of the concept of neglect.

Limitations
There are some limitations to our study. The main limitation is that our study focused on a single clinic, with a relatively 
low number of patients. DDIS and SCID scales could not be applied due to outpatient evaluation and time constraints. 
This is one of the important limitations of the study. Since the study consisted of outpatient clinic interviews, the patients 
could not be followed up. For this reason, we think that there may be a deficiency in the determination of the patients’ 
traumas and the number of alters. Additionally, these symptoms may be insufficient to generalize the disease since the 
patients’ complaints are taken as the basis.
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Conclusion
Those who do not fully understand the issue of DID may associate the symptoms with many diagnoses. It may be 
overlooked that the signs refer to a single case. DID patients can be classified under many different symptom groups. 
Thus, there is a high probability of missing the correct diagnosis. However, with early diagnosis and treatment, a patient 
can be protected from trauma and treated more easily. Since DID patients do not present with very distinctive dissociative 
symptoms, DID patients can be misdiagnosed or underdiagnosed. Therefore, we think that in clinical interviews, patients 
should be routinely questioned about dissociative symptoms. These patients can be diagnosed correctly through screening 
tests and structured clinical interviews. After making the correct diagnosis, the treatment of the patient is possible. 
However, our study shows that DID is not well known in Turkey. There is a need for more broad-based studies in which 
the symptoms of DID are examined in more detail and sociocultural characteristics are also discussed.

Disclosure
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