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SUMMARY

This review examines whether the diagnosis of dis-
sociative identity disorder (DID) could be used to
support a defence of ‘not guilty by reason of insan-
ity’ (NGRI, or the insanity defence). The problem is
that DID has doubtful validity and can easily bemal-
ingered. However, the diagnosis is listed in stand-
ard psychiatric manuals. If accepted as valid, DID
would have problematic forensic implications.
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History of the DID diagnosis
Janet (1924) coined the term ‘dissociation’, describ-
ing a state in which parts of the personality are sepa-
rated into inaccessible compartments. Prince (1906)
popularised the concept by writing a book describ-
ing a clinical case of multiple personalities, each of
which seemed to have a separate existence.
Decades later, Thigpen & Cleckley (1954) described
a very similar case, and the story was later turned
into a Hollywood movie, The Three Faces of Eve.
Yet while dissociative phenomena are dramatic,
the diagnosis was long considered to be a rarity.
The publication of another best-selling book (also

made into a movie), Sibyl (Schreiber 1973), triggered
an epidemic of diagnoses of multiple personality in
several countries, particularly the USA. Some
claimed that these cases are surprisingly common,
albeit undiagnosed, in clinical settings (Kluft 1985)
and that community prevalence could be as high as
1% (Ross 1991). Moreover, it has been claimed that

the main cause of this disorder is severe childhood
abuse (Putnam 1989). It should be noted that this
diagnostic epidemic occurred at a time when profes-
sionals and members of the general public had
serious concerns about unreported childhood abuse
and its putative sequelae.
Sibyl played an important role in popularising these

ideas, both among clinicians and the general public. It
was a dramatic story, with villains and a heroine. We
nowknow that thebookwasanalmost complete fraud
(Rieber 2006). The name of the woman whom
Schreiber wrote about was Shirley Ardell Mason,
and Nathan (2011) has published detailed research
on her life. Mason had had years of treatment but
had never previously presented with dissociative
symptoms. Her psychiatrist encouraged the explor-
ation of multiple personalities and insisted that
Mason must have been abused as a child. Yet Mason
came from a reasonably normal family and had
never been abused. Transcripts of her therapy ses-
sions clearly show that this narrative was imposed
on Mason, who may have been willing to go along
with it because of her relationship with her therapist.

Dissociative identity disorder and its critics
The term ‘multiple personality disorder’ has been
replaced by ‘dissociative identity disorder’ (DID) in
DSM-5 (American Psychiatric Association 2013)
and this is also the label used in ICD-10 (World
Health Organization 1992). Between 1970 and
1979 only 39 articles on MEDLINE concerned mul-
tiple personality or DID. Between 1980 and 1989
the number of new articles cited was 212, rising to
391 between 1990 and 1999. It has since levelled
off, with 179 articles between 2000 and 2009, and
197 between 2010 and 2018.
DID has always had its critics. Many clinicians say

they have never seen a case. Moreover, observers
have been impressed by the sudden increase in the
identification of a once-uncommon disorder, and
most clinical and research reports came from a
small number of centres in the USA that specialise
in dissociative disorders (McHugh 2008). These set-
tings offer extended and costly in-patient treatment
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to reintegrate the various ‘alters’ into which person-
ality has putatively fragmented (Putnam 1989).
However, the diagnosis of DID often leads to a
series of ‘therapeutic’ procedures that exaggerated
the very symptoms that characterise the syndrome
(Piper 2004a, 2004b).

DID as an artefact of therapy
Critics of the DID diagnosis have argued that the
most parsimonious explanation for the phenomena
associated with DID is that they develop in patients
who are suggestible, fantasy-prone and willing to
play a role, and who are treated by therapists who
are convinced about the reality and ubiquity of this
diagnosis (Lilienfeld 2007). Thus, the clinical
picture that emerges depends on a folie à deux
between therapist and patient. This is what Spanos
(1996) referred to as ‘role-playing’, both in hypnotic
states and in therapy.
This is not to deny the reality of dissociation as a

symptom. Research shows that the capacity for dis-
sociation is determined not only by the environment,
but is a trait that is partially heritable (Jang 1998).
This suggests that dissociative symptoms would be
better understood using an interactive stress–diath-
esis model, in which adverse experiences amplify
temperamental vulnerabilities.
But the creation of dissociative disorders by

means of psychotherapy is a different phenomenon.
Some patients are highly vulnerable to suggestion
from therapists, and DID is most likely an artefact
of specific techniques. Thus, therapists may insist
that patients must have been abused during child-
hood. Moreover, dissociative symptoms receive
strong reinforcement. This scenario creates the
drama of the disorder. As a result, DID is only
common in treatment settings that encourage and
reward these symptoms (McHugh 2008).

The malleability of memory
The therapeuticmethodsdeveloped for the evaluation
and treatment of dissociative disorders are based on
an incorrect theory of human memory (McNally
2003, 2012).Memories of the past are rarely factually
accurate, but tell old stories in new ways, recreating
and reinterpreting the past in light of the present.
Few can recall childhood experiences with accuracy,
and hardly anyone can remember events before the
age of 3. And it is not difficult to convince some
patients that they have repressed memories of child-
hood abuse (Loftus 1994; Pope 1995).
Thus, the memories of patients diagnosed with

DID are narratives, but need to be supported by
other narratives. For example, Sibyl’s therapist did
not take the trouble to find out what other family
members thought of her story, or whether there

was any solid evidence of childhood abuse (Nathan
2011). The effects of therapist suggestion on produ-
cing false memories has been documented in the lit-
erature (Moritz 2015; Rozental 2016). This is
especially the case for dissociative symptoms
(Merckelbach 2017).
The use of hypnosis in treatment, and the false

memories it can create, is a particularly worrying
element. Hypnotic trance is, at least in some ways,
a form of socially determined role-play (Spanos
1996; Lilienfeld 1999). The clinical features of DID
may therefore depend on role-playing, so that
patients provide memories of trauma on demand.
Moreover, the number of ‘alters’ has a troubling ten-
dency to increase over time, most likely due to a wish
to keep therapists interested (Piper 2004a). But
while most clinicians never make a DID diagnosis
and do not seriously believe in it, a small group of
supporters have kept the idea alive.

Memory wars
The concept of repressed and recovered memories
has been challenged over and over again. One of
its leading critics has been Elizabeth Loftus, whose
research showed how easy it is to implant a false
memory (Loftus 1994). One of the most significant
critics today is Harvard’s Richard McNally (2003,
2012). McNally has conducted extensive research
showing that people with recovered memories
score high on fantasy proneness and exhibit a ten-
dency to develop memory illusions.
False memories are based on these mechanisms,

and not on repression of trauma. The key observation
is that falsememories of childhood traumaare entirely
unlike post-traumatic stress disorder, inwhichpainful
memories are not forgotten but return to conscious
thought all too frequently. McNally’s colleague
Susan Clancy (2005) has shown that the same
mechanisms drive false memories of alien abduction.
Unfortunately, the controversy is not over. While

mainstream psychology is clear that repression and
recovered memory are dubious concepts, many
countries have small groups of clinicians who
promote these ideas. The vast majority of DID sup-
porters are clinicians who have never conducted any
research. But they have found support from those
who dissent from received opinion. For example,
an article supporting the validity of recovered
memory was published in the prestigious journal
Psychological Bulletin (Dalenberg 2012). This pub-
lication was quickly followed by a rebuttal, written
by leading experts in memory, refuting its argu-
ments one by one (Lynn 2012). Another supporter
from the mainstream linked to the dissociation and
trauma movement is the British psychologist Chris
Brewin (2012), who continues to insist that those
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who deny that these phenomena exist do not under-
stand the mechanisms of human memory.

Dissociative disorders in diagnostic
manuals
Early editions of the DSM (e.g. American
Psychiatric Association 1968) described dissocia-
tive disorders as a subtype of ‘hysterical neurosis’.
But with the demise of the terms ‘hysteria’ and
‘neurosis’, these disorders became diagnostic
orphans that either had to be eliminated or
grouped separately. Unfortunately, the political
process of preparing a new manual usually means
that those who have written most about disorders
outside the mainstream become considered to
be experts. This is what happened when multiple
personality disorder was included in DSM-III
(American Psychiatric Association 1980) in a
separate chapter on dissociative disorders. The diag-
nostic criteria were written by David Spiegel of
Stanford University. He is a staunch supporter
of DID (Spiegel 1994, 2011) and went on to chair
the same committee for DSM-IV (American
Psychiatric Association 1994) as well as DSM-5
(American Psychiatric Association 2013). Although
there is little controversy about depersonalisation
as a separate syndrome, DID is much more
problematic.
Thus, institutional psychiatry has played an

important role in legitimising DID. John Nemiah
(1998), long-time editor of the American Journal
of Psychiatry, was a supporter. Today the DSM,
the most widely used system of classification, con-
tinues to legitimise dissociative disorders and, con-
sidering its recent revision, will do so for years to
come. Those who oppose the diagnosis have to
hope that the construct will eventually wither from
disinterest. Yet what keeps DID alive is that the
diagnosis is in the manual and has to be discussed
in every textbook, with chapters written by true
believers.
Although most of the interest in DID comes from

the USA, the World Health Organization’s classifi-
cation manual ICD-10 has followed the DSM
approach, and continues to do so in the latest revi-
sion (ICD-11: World Health Organization 2018).

Why does DID survive as a diagnosis?
There are several reasons for continued controversy.
One is the assumption that adults who have clearly
been traumatised in childhood might be disbelieved,
leading to further traumatisation. Moreover, we feel
great sympathy for those who have suffered trauma.
Finally, the controversy has become linked to femin-
ist issues, with doubters running the risk of being
accused of not believing abused women.

Most people who have been abused in childhood
suffer from painful recollections, as one sees in
post-traumatic stress disorder (McNally 2012). In
contrast, ‘recovered memories’ of childhood sexual
abuse are not reliable and can be created by sugges-
tion (Loftus 1994). Unfortunately, our sympathy for
suffering allows patients claiming to have DID to
become attached to a role that allows them to
blame others for their problems. It may also be rele-
vant that clinics for DID in the USA have sometimes
brought in millions of dollars in fees for expensive
treatments. Finally, since few physicians or clinical
psychologists have ever seen a case of DID, the
editors of diagnostic manuals have given decision
over to those who claim to have seen hundreds of
cases and who declare themselves to be experts.
The best way to understand DID is as a medical

fad (Paris 2012, 2013). Fads are novel ideas that ini-
tially earn great attention and then disappear from
view, a pattern that has been described as ‘emerging,
surging, and purging’ (Best 2006). DID is only one
of many fads that have afflicted psychiatry over the
past century (Shorter 1997).

Harmful treatment
Another serious concern is that the treatment of DID
may be counterproductive (Lilienfeld 2007). This is
an issue that needs further consideration by all
therapists (Rozental 2016), and one to which sup-
porters of the DID diagnosis have not paid sufficient
attention.
There have been no randomised controlled trials

of therapy based on the DID diagnosis, only case
reports. Lengthy and expensive treatments that are
not evidence-based also tend to produce a backlash.
Many critics have viewed the treatment methods
used by DID enthusiasts as regressive and harmful
(Piper 2004b). One review paper by a group that
supports the validity of DID (Brand 2009) sum-
marised a series of trials in which dissociative symp-
toms were reduced with therapy. However, all
samples were small and the research designs were
pre–post, not randomised controlled trials.

The validity of the DID diagnosis
Like most diagnoses in psychiatry, DID is based on
clinical features, not on proven mechanisms. This is
a significant problem for a disorder that could be
almost entirely the result of suggestion. One of the
central ideas behind DID, the repression and/or dis-
sociation of traumatic memories, has never been
accepted by memory researchers (Schachter 2008).
As is well known, recollections of childhood events
in adults are not necessarily reliable (McNally
2003). By and large, memories are reconfigured
and reprocessed whenever recalled, and can be
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greatly modified by suggestion (Loftus 1994). But
there are patients who can be convinced by thera-
pists that childhood abuse has been forgotten and
that memories of these experiences can be recovered.

Psychological assessment instruments
Another issue is whether DID can be measured
using psychometric scales and semi-structured inter-
views. The Dissociative Experiences Scale (DES;
Bernstein-Carlson 1993) is a 28-item self-report
questionnaire often used in research, but its items
describe common experiences, not a mental disorder
with dramatic symptoms. The Structured Clinical
Interview for DSM-IV Dissociative Disorders
(SCID-D; Steinberg 1997) was designed to be
closer to the DID construct, but there is no gold
standard by which its value can be established. In
short, invalid diagnostic constructs cannot be vali-
dated by measuring symptoms that are non-specific.

Biological markers
In contemporary psychiatry, many clinicians and
researchers hope to support the validity of mental
disorder through biological markers. The currently
popular technology for measuring brain activity is
functional magnetic resonance imaging (fMRI).
A brain imaging study of patients with DID diagno-
ses conducted by Schlumpf et al (2014) reported dif-
ferences in resting state at several sites in the brain
that were not found in a control group. The
authors claimed that their findings were inconsistent
with the idea that DID is caused by suggestion. This
conclusion was quite unjustified. Almost every cog-
nitive, emotional or behavioural variation is asso-
ciated with some change in the patterns one can
observe on neuroimaging (Raz 2012). Reinders
et al (2012) published a paper describing differences
on fMRI in patients diagnosed with DID compared
with a group that only simulated dissociation. But
as in most imaging research, the sample was small.
Moreover, one cannot assume that what one sees
on fMRI is necessarily more valid than clinical
observation.

‘Alters’, ‘recovered memories’ and the creation of
a cult
Dissociative symptoms are seen in several mental
disorders but the idea that personality can split
into ‘alters’ that take on an independent existence
is inconsistent with research in cognitive psychology
(Kihlstrom 2005; Lynn 2012). These phenomena
are only seen in patients who have been coached,
or in defendants who have little recourse to a
medical excuse for their behaviour (Lynn 2012).
Another question is whether the stories of child-

hood trauma told by patients with DID can be

verified independently or are more likely to be fabri-
cations. That was clearly the case with ‘Sibyl’.
Patihis & Pendergrast (2019) conducted a large-
scale survey showing that most ‘recovered memories’
are responses to specific interventions by therapists
who strongly believe in the concept.
This is not to say that patients with pathological

dissociation do not have some kind of mental dis-
order (Kihlstrom 2005). But as Shorter (1994) has
shown, psychopathology can take many forms,
depending on cues from the social environment. As
pointed out by Hacking (1995), DID is only one of
several historically documented ways of expressing
distress in a dramatic way. In each era, there have
been patients who find a different way to do so
that engages the interest of the medical profession
(Shorter 1997). This is why ‘hysterical’ symptoms,
which were more common in the 19th century,
have become rare.
Unfortunately, it is possible to found a cult within

the boundaries of organised medicine. That is what
happened with DID. Its proponents are deeply com-
mitted to their cause and are not seriously interested
in supporting claims with data. This is why main-
stream psychology ignores DID and why papers on
the subject have to be published in specialised
journals.
The most important of these is the Journal of

Trauma & Dissociation, sponsored by the
International Society for the Study of Trauma and
Dissociation (ISSTD), launched in 2000. The
Society has also sponsored a treatment guideline
for DID (International Society for the Study of
Trauma and Dissociation 2011) which reflects its
point of view.

DID in forensic settings
There is very little in the literature onDID in forensic
settings. And what has been published fails to
meet scientific standards. Conclusions depend on
whether one believes that DID is a ‘real’ mental dis-
order (Brand 2017a, 2017b) or an invalid fad
(Merckelbach 2018).
An edited book on this subject, first published in

2008 but recently re-released (Sachs 2018), offers
15 chapters, written by psychotherapists working
in the UK, all of whom are strong believers in DID.
Their approach to the subject focuses not on empir-
ical data, but on emotion-laden appeals to ‘believe
the patient’. There is one chapter on criminal
responsibility by a group of lawyers (Farmer 2018)
that adds little to the debate.
It is difficult to find any empirical research in this

area. A large textbook, with a wide range of authors
taking multiple perspectives (Dell 2009), did not
discuss the forensic implications of DID. Other
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reviews of the subject (Frankel 2006; Bourget 2017)
fail to consider the question of the validity of DID in
a way that could define the problem for the courts.
By and large, the reason that DID has been rejected
as an insanity defence is that abnormal states of con-
sciousness do not correspond to a mental disorder
that would meet criteria in the M’Naghten Rules,
i.e. defendants did not know the nature or quality
of their actions or, if they did know, they did not
know that what they were doing was wrong
(Farrell 2011). For example, being under the
effects of substances is not generally accepted as a
defence against a criminal charge.

DID and the insanity defence in case law
While rarely successful, a defence of ‘not guilty by
reason of insanity’ (NGRI, or the so-called insanity
defence) has occasionally, mostly in the USA, been
invoked for defendants with DID in criminal cases
(Farrell 2011). The assumption would be that, if
a crime has been committed when an individual
is under the influence of an ‘alter’, then a mental
disorder has interfered with culpability. The
American experience with this defence goes back
several decades, but cases are now less frequent.
An early example was State vMilligan (1978). But

since the defendant was a serial rapist, the decision
to accept his insanity defence created a backlash
and was not considered a precedent. In a murder
case, State v Darnall (1980) and in a drink driving
case, State v Grimsley (1982), two other murder
cases, State v Jones (1988) and State v Greene
(1998), as well as another rape case, State v
Lockhart (2000), DID-based insanity defences
were rejected. In the most recent case, Orndorff v
Commonwealth (2010), the defence was unsuccess-
ful (Nakic 2012). Years before, Orne et al (1984)
described a notorious case of a murderer who admit-
ted to having malingered DID.
There does not appear to be any case law in the

UK for DID as a basis for an insanity defence.
This could reflect cultural differences between the
UK and USA. (I would suggest that British profes-
sionals are less susceptible to fads.) There have
been two unsuccessful insanity defences in
Australia, one for a series of frauds (re Gleeson
2007) and one for a murder (re Wigginton 1990).

Why DID-based insanity defences rarely work
Dissociative states are usually related to states of
mind at the time of a crime, rather than showing a
chronic course such as one would expect in a
severe mental disorder (Webermann 2017). No
doubt the emotional state that occurs when crimes
are committed can affect memory, but it is doubtful

that complete amnesia can occur or that ‘alters’ are
responsible.
Finally, dissociation is easy to fabricate, and there

is a worrisome overlap between malingered symp-
toms and dissociative phenomena (Merckelbach
2017). Moreover, when DID has been used as an
insanity defence, the accused often has no other
defence. This is only one example of the thorny pro-
blems associated with assessing witness testimony in
criminal cases (Radcliffe 2016).
Allowing pseudo-science into the courtroom is

definitely something to avoid. Fortunately, juries
have been sceptical, showing that common sense
can trump the mask of ‘expertise’.

Conclusions
It was only when patients who had been harmed
by the methods used to treat DID started
going to court that the days of the DID fad were
numbered. One prominent proponent in
Chicago, Bennett Braun, ended up losing his
medical licence for exploiting and damaging a
patient over many years of ‘treatment’ (Grinfeld
1999).
The decline of interest in DID also reflects a scep-

ticism that is a backlash against faddish concepts
and practices. Furthermore, we live in an era of
evidence-based practice: the recommended treat-
ment for DID has never been shown to be successful.
Finally, loss of interest in DID is also linked to psy-
chiatry’s change of paradigm. Neither the theory
behind the diagnosis, derived from the ideas of
Janet and Freud in the late 19th century, nor the
methods of treatment are consistent with the
current preference for biological theories and
pharmacological interventions. But as long as
there is a minority who have a cultish belief in DID
and repressed memories, the problem will not go
away.
Unfortunately, as long as dissociative disorders

comprise a separate chapter in diagnostic manuals,
every textbook of psychiatry is forced to devote a
chapter of its own to the subject. In my own depart-
ment, there is only one person who believes in DID,
but he is the one asked to teach the subject to
students.
One can only hope that, with time and with attri-

tion of its supporters, the concept of DID will be
consigned to history. At that point, its false
image of scientific respectability will be under-
stood and it will not be used as a defence in crim-
inal cases.
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MCQs
Select the single best option for each question stem

1 The research evidence for the validity of DID
is:

a relatively strong
b somewhat strong
c somewhat weak
d very weak
e untested.

2 The use of DID for an insanity defence has
been generally:

a successful most of the time
b unsuccessful most of the time
c successful at least half of the time
d not presented to courts
e unsuccessful half of the time.

3 Human memory after trauma most often
leads to:

a painful intrusive thoughts
b repression of the event
c dissociation
d symptoms of PTSD
e amnesia.

4 The case of ‘Sibyl’ shows that:
a childhood trauma can cause DID
b psychotherapy can produce false memories
c repression of trauma can last for many years
d hypnosis is a valuable tool for treating

dissociation
e memories can be recovered intact.

5 Treatment of dissociative disorders tends:
a to be highly successful
b to be brief
c to increase false memories
d to focus on current functioning
e to successfully recover childhood memories.
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