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Why the Di ag nos tic Cri te ria
for Dissociative Iden tity Dis or der

Should Be Changed

Paul F. Dell, PhD

ABSTRACT. This pa per ex am ines the psy chi at ric di ag no sis of dissociative
iden tity dis or der (DID) in light of the de vel op ments in psy chi at ric clas si -
fi ca tion that have guided the last four re vi sions of the Di ag nos tic and
Sta tis ti cal Man ual for Men tal Dis or ders (DSM) (Amer i can Psy chi at ric
As so ci a tion, 1980, 1987, 1994, 2000). The au thor ar gues that mul ti ple
per son al ity’s pas sage from DSM-III, through DSM-III-R, to its cur rent
form as DID in DSM-IV-TR has left the di ag no sis out of step with the
state of the art of psy chi at ric clas si fi ca tion. Ten dis ad van tages of the Di ag -
nos tic and Sta tis ti cal Man ual of Men tal Dis or ders, Fourth Edi tion- Text
Re vi sion (DSM-IV-TR) cri te ria for DID are iden ti fied. The DSM-IV-TR 
cri te ria for DID: (1) are out of step with the state of the art of psy chi at ric
clas si fi ca tion; (2) are not based on taxometric anal y sis of the symp toms
of DID; (3) in cor rectly im ply that DID is a closed con cept; (4) have poor
con tent va lid ity; (5) throw away im por tant in for ma tion; (6) dis cour age
tax o nomic re search; (7) have poor re li abil ity and cause fre quent mis -
diagnoses; (8) are not “user-friendly”; (9) are un nec es sar ily con tro ver -
sial; and (10) along with pre vi ous ver sions of the DSM, have pro duced
an artifactually low base-rate of DID for the past 20 years. In an ef fort to
rem edy these dis ad van tages, a re li able, user-friendly, polythetic set of
di ag nos tic cri te ria for “Ma jor Dissociative Dis or der” is pro posed for
DSM-V. Using these polythetic cri te ria, the dissociative dis or ders (pres -
ently con cep tu al ized as Dissociative Am ne sia, Dissociative Fugue, DID, 
De per son al iza tion Dis or der, and Dissociative Dis or der Not Oth er wise
Spec ified) can be re struc tured into an eas ily un der stood and more re li -
able set of di ag nos tic en ti ties. This al ter nate nosology of the dissociative
dis or ders con sists of Sim ple Dissociative Dis or der (with at least three
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sub types), Gen er al ized Dissociative Dis or der, Ma jor Dissociative Dis -
or der (with two sub types), and Dissociative Dis or der Not Oth er wise
Spec ified.  [Ar ti cle cop ies avail able for a fee from The Haworth Doc u ment
 Delivery Ser vice: 1-800-342-9678. E-mail ad dress: <getinfo@haworthpressinc.
com> Website: <http://www.HaworthPress.com>  2001 by The Haworth Press ,
Inc. All rights re served.]

KEYWORDS.  Dis so ci a tion, dissociative iden tity dis or der, tax on omy,
psy chi at ric clas si fi ca tion, nosology, re li abil ity, va lid ity, di ag no sis

The pri mary im pe tus for the de vel op ment of DSM-III was the un re li -
abil ity of psy chi at ric di ag no ses. Build ing on ear lier lit er a ture that had
doc u mented the ex tent and sources of di ag nos tic un re li abil ity (Kendell,
1975; Kreitman, 1961; Ward, Beck, Mendelson, Mock, & Erbaugh,
1962; Zigler & Phil lips, 1961), Spitzer and col leagues con cluded that
the larg est source of di ag nos tic un re li abil ity was cri te rion vari ance
(Spitzer, Endicott, & Robins, 1975a; Spitzer, Endicott, & Robins, 1978; 
Spitzer & Fleiss, 1974; Spitzer, Wil liams, & Skodol, 1980). Cri te rion
vari ance oc curs when cli ni cians use dif fer ent di ag nos tic cri te ria. The
ar chi tects of DSM-III pro posed to re duce di ag nos tic un re li abil ity by
cre at ing stan dard ized di ag nos tic cri te ria for each di ag no sis in the DSM.
These new cri te ria were to be (1) com posed of well-de fined, un am big u -
ous clin i cal phe nom ena, and (2) char ac ter ized by spe cific in clu sion and
ex clu sion cri te ria (Spitzer et al., 1975a). This out look gen er ated a
two-pronged ap proach to re duc ing the un re li abil ity of psy chi at ric di ag -
no ses: criterial and instrumentational (Blashfield, 1984; Spitzer & Fleiss,
1974).

The criterial  ap proach is rep re sented by DSM-III, DSM-III-R, DSM-IV,
and DSM-IV-TR–and ear lier, by the Wash ing ton Uni ver sity Cri te ria
(Feigner et al., 1972; Wood ruff, Goodwin, & Guze, 1974) and the Re -
search Di ag nos tic Cri te ria (Spitzer, Endicott, & Robins, 1975b; Spitzer
et al., 1978). These criterial sys tems of di ag nos tic clas si fi ca tion have
sought to rig or ously de fine each psy chi at ric di ag no sis. The instru -
mentational  ap proach (to re duc ing di ag nos tic un re li abil ity) is rep re -
sented by semistructured in ter views such as the Pres ent State Ex am i na tion
(Wing, Coo per, & Sar to rius, 1974), the Sched ule for Af fec tive Dis or -
ders and Schizo phre nia (Endicott & Spitzer, 1978), the Di ag nos tic In -
ter view Sched ule (Robins, Helzer, Croughan, & Ratcliff, 1981), the
Struc tured Clin i cal In ter view for DSM-III-R Dis or ders (Spitzer, Wil -
liams, Gib bon, & First, 1992), the Com pos ite In ter na tional Di ag nos tic
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In ter view (Robins et al., 1988), and so on. Suc ces sive re fine ments of
the di ag nos tic cri te ria in the DSM and con com i tant im prove ments in
semistructured in ter views have brought about a much-de sired in crease
in di ag nos tic re li abil ity (Grove, 1987; Hyler, Wil liams, & Spitzer,
1982; Robins & Helzer, 1986; Siever & Klar, 1986).

THE DIAGNOSTIC RELIABILITY OF DID

DID has not been lifted by the ris ing tide of di ag nos tic re li abil ity; the
ev ery day re li abil ity of the di ag no sis of DID is abys mal. It is true that,
when used by trained re search ers and cli ni cians, the Struc tured Clin i cal
In ter view for DSM-IV Dissociative Dis or ders-Re vised (SCID-D-R) and
the Dissociative Dis or ders In ter view Sched ule (DDIS) have ex cel lent re -
li abil ity for the di ag no sis of DID (Boon & Draijer, 1991, 1993b; Ross et
al., 1989; Ross, 1995; Steinberg, 1995; Steinberg, Cicchetti, Bu chanan,
Hall, & Rounsaville, 1993; Steinberg, Rounsaville, & Cicchetti , 1990).
There is lit tle ev i dence, how ever, that the di ag no sis of DID is re li able
when it is made (or not made) by the av er age cli ni cian who uses (only)
DSM-IV or DSM-IV-TR.

Four ver sions of the DSM (i.e., III, III-R, IV, IV-TR) have de scribed
DID as con sist ing of “dis tinct per son al i ties,” “per son al ity states,” or
“iden ti ties” that “take con trol,” “take full con trol,” or “de ter mine . . . the 
in di vid ual’s be hav ior.” These phrases and con cepts in volve a high level 
of in fer ence that in vites ex ten sive in ter pre ta tion vari ance. This be ing
so, the DSM-IV/IV-TR cri te ria for DID are un likely to el e vate its di ag -
nos tic re li abil ity be yond that of the no to ri ously un re li able DSM-II
(Pfohl & Andreasen, 1978; Spitzer et al., 1975a).

In con trast, the DDIS and the SCID-D-R in quire about doz ens of
dissociative phe nom ena that char ac ter ize se verely dissociative pa tients. 
The re li abil ity of DID would in crease sub stan tially if its di ag nos tic cri -
te ria were con structed from the dissociative signs and symp toms that
were iden ti fied over a de cade ago (Braun, 1988; Coons, Bow man &
Milstein, 1988; Frank lin, 1990; Kluft, 1985, 1987; Loewenstein, 1991;
Putnam, 1989; Ross, 1989), and that are con tained in the DDIS and the
SCID-D-R. In DSM-IV-TR, some of these dissociative signs and symp -
toms (e.g., de per son al iza tion, derealization, trance) are not even listed
un der “As so ci ated Fea tures and Dis or ders.”

In fair ness to the di ag nos tic cri te ria in DSM-IV/IV-TR, it must be ac -
knowl edged that there are at least four cli ni cian-based sources of di ag -
nos tic vari abil ity that con trib ute to the di ag nos tic un re li abil ity of DID.
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First, many cli ni cians fail to use the DSM di ag nos tic cri te ria (Jampala,
Sierles, & Tay lor, 1986; Jampala, Sierles, & Tay lor, 1988; Lipkowitz & 
Idupuganti, 1985; Lipton & Si mon, 1985). Sec ond, di ag no ses can be
skewed by the cli ni cian’s fail ure to make per ti nent di ag nos tic in qui ries
(Kreitman, 1961; Livesley, 1985b; Spitzer, Skodol, Wil liams, Gib bon,
& Kass, 1982). Fail ure to make per ti nent di ag nos tic in qui ries gen er ates
in for ma tion vari ance (be tween dif fer ent in ter view ers), which has been
iden ti fied as a ma jor source of di ag nos tic un re li abil ity (Kreitman, 1961; 
Livesley, 1985b; Spitzer et al., 1982). Re searchers have re peat edly
noted that many di ag nos ti cians do not in quire about dissociative symp -
toms (Brauer, Har row, & Tucker, 1970; Kluft, 1991; Putnam, 1989;
Ross, 1989; Steinberg, 1995). Dissociative di ag no ses will not be made
by di ag nos ti cians who do not in quire about dissociative symp toms–but
may be made by cli ni cians who do in quire about dissociative phe nom ena.

Third, re li abil ity is greater among cli ni cians with com mon train ing
(Blashfield, 1984; Blashfield & Draguns, 1976; Carey & Gottesman,
1978; Ellis & Mellsop, 1990; Kendell, 1975; Spitzer et al., 1978;
Spitzer et al., 1982). There is good rea son to be lieve that there are im -
por tant dif fer ences in train ing about DID among skep tics and “be liev -
ers” of DID. Fourth, di ag nos tic dis agree ments among cli ni cians are not
ran dom; they are sys tem atic (Andreasen, 1979; Blashfield, 1984; Carey &
Gottesman, 1978; Helzer & Coryell, 1983; Sandifer, Pettus, & Quade,
1964; Sanson-Fisher & Mar tin, 1981). Cli ni cians sys tem at i cally dif fer
in their as sess ments of the same clin i cal pre sen ta tion. Such ob ser va -
tion/in ter pre ta tion vari ance (Spitzer, Wil liams, & Skodol, 1979)  can be
seen in cli ni cians’ per sonal in cli na tions to di ag nose sub stance abuse,
bor der line per son al ity dis or der, DID, etc.

MONOTHETIC CLASSES

Monothetic clas si fi ca tion is based on a sim ple con cep tual strat egy; it
or ga nizes data ac cord ing to (what are con sid ered to be) the pre dom i nant 
or com pel ling fea tures of the mem bers of the class (Corning, 1986). By
do ing this, a monothetic cat e gory seeks to spec ify the nec es sary and
suf fi cient es sence of a tax o nomic group (Sneath, 1962; Sneath & Sokal, 
1973). For ex am ple, a monothetic class of birds might be based on the
es sen tial char ac ter is tic of hav ing wings. Sim i larly, a monothetic class
of mam mals might be based on the es sen tial char ac ter is tic of bear ing
their young. Finally, a monothetic class of DID might be par tially based
on the es sen tial char ac ter is tic of hav ing al ter per son al i ties. The ideal
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monothetic class is a class that is de fined by a sin gle char ac ter is tic–a
char ac ter is tic that is pathognomonic of that class and no other (e.g., the
class of uni cel lu lar or gan isms or the class of nonconducting met als).
This ideal is quite rare in the real world (Bailey, 1973).

In a monothetic class, ev ery de fin ing fea ture is es sen tial . Each mem -
ber of a monothetic class must pos sess all of the class’s de fin ing char ac -
ter is tics. Thus, if a “bird” does not have wings, it can not be clas si fied as
a bird. Sim i larly, if a “mam mal” does not bear its young, it can not be
clas si fied as a mam mal. Finally, ac cord ing to DSM-IV/IV-TR (but not
DSM-III or DSM-III-R), if a per son with al ter per son al i ties does not
have am ne sia, then that per son can not be clas si fied as hav ing DID.

THE DISADVANTAGES OF MONOTHETIC CLASSES

Re searchers and the o re ti cians in phi los o phy, bi ol ogy, bot any, psy -
chol ogy, and psy chi at ric clas si fi ca tion have con cluded that monothetic
cat e go ries have four dis ad van tages. First, Na ture is sel dom monothetic.
Monothetic clas si fi ca tion is a poor fit for the het er o ge ne ity that is per -
sis tently re vealed by em pir i cal in ves ti ga tion. As Bailey (1973) noted,
“If we in sist on monotheticism, it will be a mir a cle if all em pir i cal spec i -
mens fall into one of a few types, be cause the em pir i cal world is sim ply
too di verse and too im per fect” (p. 22, em pha sis added). For ex am ple,
there are birds that do not have wings and there are mam mals that do not 
bear their young.

Sec ond, monothetic cat e go ries “throw away” in for ma tion. They pay
at ten tion to only a few com pel ling fea tures (i.e., the es sen tial de fin ing
char ac ter is tics of the class). In do ing so, monothetic cat e go ries may fail
to iden tify other im por tant fea tures of the cat e gory. For ex am ple, if
birds are de fined in terms of hav ing wings, are other im por tant fea tures
of birds be ing ig nored (e.g., abil ity to fly, hav ing a beak, hav ing feath -
ers, hav ing a par tic u lar type of foot, be ing warm-blooded, be ing a ver te -
brate, etc.)?

Third, monothetic classes are not founded upon taxometric anal y sis
of the fea tures of the class. Monothetic classes at tempt to cap ture a nat -
u ral taxon via ra tio nal  (as op posed to em pir i cal) spec i fi ca tion of the
taxon’s nec es sary and suf fi cient char ac ter is tics. Herein of ten lies a
prob lem. The ra tio nal spec i fi ca tion of the de fin ing char ac ter is tics of a
par tic u lar class may prove to be in spired and sat is fy ingly ac cu rate. On
the other hand, the ra tio nally se lected, de fin ing char ac ter is tics may be
off tar get (Feinstein, 1977). For ex am ple, not all birds have wings; not
all mam mals bear their young. As Sneath and Sokal (1973) have noted,
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“The dis ad van tage of monothetic groups is that they do not yield “nat u -
ral” taxa, ex cept by a lucky choice of the char ac ter[istic] used for the di -
vi sion” (p. 21) of that class from other classes.

Fourth, monothetic cat e go ries in her ently pose the risk of se ri ous
misclassification. For ex am ple, if a par tic u lar “mam mal” does not bear
its young, then it must  be clas si fied as some thing else. Sim i larly, if a
par tic u lar “bird” does not have wings, then it must  be clas si fied as
some thing else (Sneath & Sokal, 1973):

Any monothetic sys tem will al ways carry the risk of se ri ous
misclassification if we wish to make nat u ral phenetic groups [i.e.,
groups based on the shared sim i lar ity of their mem bers]. This is
be cause an or gan ism that hap pens to be ab er rant in the char ac -
ter[istic] used to make the pri mary di vi sion [e.g., a “bird” that does 
not have wings] will in ev i ta bly be moved to a taxon away from the 
re quired po si tion, even if it is iden ti cal with its nat u ral con ge ners
in ev ery other char ac ter[istic].  (p. 21, em pha sis added)

Thus, for ex am ple, if a dissociative pa tient does not have al ter per son -
al i ties (or if the al ter per son al i ties are pres ent, but not de tected), the pa -
tient will be di ag nosed as some thing other than DID–even if the pa tient is
iden ti cal with its nat u ral con ge ners (i.e., other DID pa tients) in ev ery
other char ac ter is tic (e.g., de pres sion, mood swings, am ne sia, fugues,
de per son al iza tion, derealization, au di tory hal lu ci na tions, Schnei d erian
first-rank symp toms, trances, flash backs, panic at tacks, his tory of sex -
ual and phys i cal abuse, somatoform symp toms, sui cide at tempts, night -
mares, se vere head aches, in som nia, mul ti ple prior di ag no ses, lengthy
his tory of un suc cess ful treat ment, etc.).

POLYTHETIC CLASSES

In re sponse to the dis ad van tages of clas si cal monothetic cat e go ries
(and the per sis tently fuzzy na ture of bi o log i cal taxa), Beckner (1959)
drew upon his read ing of Wittgenstein (1953) to make a dis tinc tion be -
tween what have come to be called monothetic and polythetic classes
(Sneath, 1962). As was ex em pli fied above, monothetic classes have (a) a
small set of nec es sary and suf fi cient fea tures–all of which must be si -
mul ta neously co-pres ent in each mem ber of the class, (b) dis tinct
bound aries, and (c) ho mo ge ne ity of mem ber ship. In con trast, polythetic
classes have (a) a large num ber of fea tures–none of which are ei ther
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nec es sary or suf fi cient,  (b) fuzzy bound aries, and (c) het er o ge neous
mem bers that share a fam ily re sem blance.

Sokal (1966) claims that monothetic clas si fi ca tion be longs mostly to
“the early days” (p. 107) of an area of in ves ti ga tion. The pur pose of
polythetic clas si fi ca tion “is to avoid com mit ting one self to a nec es sar ily 
ar bi trary de lim i ta tion of a class be fore a the o ret i cally ad e quate def i ni -
tion can be found” (Beckner, 1959, p. 25) (see the sec ond dis ad van tage
in the pre ced ing sec tion). The large num ber of fea tures that is typ i cal of
polythetic classes is also cru cial. The more fea tures that a class is based
upon, the more pre dic tive that class will be–both of ex ter nal cor re lates
of the class and other in ter nal fea tures of the class (Sneath & Sokal,
1973; Sokal, 1966).

The DSM-IV/IV-TR di ag nos tic cri te ria for bor der line per son al ity
dis or der (BPD) pro vide an ex cel lent (and fa mil iar) ex am ple of a poly -
thetic class. The class of in di vid u als with BPD has (a) a large num ber of
fea tures (i.e., nine di ag nos tic cri te ria), (b) fuzzy bound aries, and (c) a
het er o ge neous mem ber ship. To be di ag nosed as hav ing BPD, an in di -
vid ual must man i fest five of the nine di ag nos tic cri te ria. Since any five
of the nine char ac ter is tics is suf fi cient, the class has fuzzy bound aries
(i.e., dif fer ent BPD pa tients have dif fer ent sub sets of the nine di ag nos tic 
cri te ria). More over, DSM-IV/IV-TR bor der line pa tients are nec es sar ily 
het er o ge neous (i.e., they em body many dif fer ent com bi na tions of five
out of nine). Nev er the less, de spite their het er o ge ne ity, bor der line in di -
vid u als are sim i lar to one an other. They share a fam ily re sem blance.

On the other hand, if BPD were a monothetic di ag no sis, then each in -
di vid ual with BPD must pos sess all nine of the di ag nos tic cri te ria.
These monothetic bor der lines would be quite ho mo ge neous and the
class of such in di vid u als would have dis tinct bound aries–as de fined by
the si mul ta neous co-pres ence of all nine di ag nos tic cri te ria. It should be
ap par ent that this class of monothetic bor der lines (with nine out nine
cri te ria) is nec es sar ily much smaller than DSM-IV/IV-TR’s class of
polythetic bor der lines (with five out of nine cri te ria).

THE DISADVANTAGES
OF MONOTHETIC PSYCHIATRIC DIAGNOSES

Monothetic clas si fi ca tion is par tic u larly ill-suited to psy chi at ric nos -
ology. First, clas si cal monothetic cat e go ries over sim plify the con cep -
tual de scrip tion of the mem bers of a di ag nos tic class (Widiger &
Fran ces, 1985). Psy chi at ric di ag no ses sel dom lend them selves to brief,
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pre cise spec i fi ca tion. As Spiegel (1990) noted, “our pris tine clas si fi ca -
tions rarely work in na ture” (p. 214). Thus, Kendell (1975) has ar gued
that “the de fin ing char ac ter is tics of psy chi at ric ill nesses are gen er ally
both polythetic and in ex act” (p. 25).

Sec ond, as Blashfield (1986) has noted, monothetic di ag no ses are
poorly for mu lated and rarely used:

Gen erally the cat e go ries that are given monothetic def i ni tions are
those that have poorly for mu lated di ag nos tic cri te ria (e.g., “de per -
son al iza tion dis or der”) and/or those cat e go ries that are rarely used
in ap plied clin i cal prac tice (e.g., “py ro ma nia”). (p. 374)

Third, monothetic di ag no ses tend to dis cour age re search about the
es sen tial fea tures of the di ag no sis. A monothetic di ag no sis pre sumes to
al ready know the es sen tial char ac ter is tics of the dis or der. Monothetic
di ag nos tic cri te ria (by stip u la tion) have a 100% true-pos i tive hit rate.
The in ter nal con sis tency of monothetic cri te ria is 1.0 (by stip u la tion).
Ac cord ingly, there is no rea son to eval u ate the in ter nal con sis tency or
the di ag nos tic ef fi ciency (Meehl & Rosen, 1955) of a set of monothetic
cri te ria–un less one is pro pos ing an al ter nate set of cri te ria.

Fourth, monothetic clas si fi ca tion is better suited to re search than clin i -
cal prac tice. To ob tain a pure di ag nos tic group, re search ers of ten use a
monothetic di ag nos tic strat egy in or der to avoid false-positives. This
strat egy gen er ates a high num ber of false-neg a tives (i.e., missed di ag no -
ses) (Spitzer, Endicott & Robins, 1978; Widiger, Fran ces, Spitzer, &
Wil liams, 1988). This is use ful for rig or ous re search, but not for clin i cal 
prac tice.

Fifth, a psy chi at ric syn drome is a clus ter of symp toms that point to an 
un der ly ing dis ease en tity. This la tent en tity (i.e., the dis ease) may or
may not gen er ate a sharply cir cum scribed syn drome of signs and symp -
toms. Many dis eases gen er ate a syn drome with some what fuzzy bound -
aries. Thus, the clas si cal/monothetic com mit ment to sharp bound aries
en tails what Meehl (1995) would call “mix ing the in di ca tors with the la -
tent taxon they in di cate” (p. 268).

The het er o ge ne ity of pa tients within di ag nos tic classes is also due to
the fact that the DSM is a de scrip tive/syn drom ic nosology, rather than
an eti o log i cal or pathogenetic nosology. Be cause lit tle is known about
the la tent dis ease en tity (Meehl, 1979; Meehl, 1992; Young, 1983) or its 
core fea tures (Miller & John son-Laird, 1976; Morey & McNamara,
1987; Smith & Medin, 1981; Widiger & Fran ces, 1987) (which med i -
cine seeks to char ac ter ize in terms of eti ol ogy and pathogenetic pro -
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cesses), the DSM has had to set tle for “sec ond best”: the in di rect
be hav ioral man i fes ta tions of the un der ly ing en tity. As Widiger and
Fran ces (1987) have stated, “Be cause the core fea tures [of the la tent en -
tity] are only in ferred or un re li ably as sessed, one must rely on the re li -
able but in di rect be hav ioral man i fes ta tions to iden tify peo ple who have
the dis or der” (p. 286). Polythetic di ag nos tic cri te ria are of ten the most
re li able way to de lin eate a dis or der’s be hav ioral man i fes ta tions.

Sixth, a monothetic di ag nos tic class im plies a closed con cept  (i.e., a
com pletely un der stood men tal dis or der) whose es sen tial fea tures have
been as cer tained (Meehl, 1977; Meehl, 1986). Psy chi at ric di ag nos tic
con cepts, how ever, are open be cause we do not yet know their eti ol ogy
and de fin ing pathophysiology. In deed, in the ab sence of true taxometric 
re search, we can not even claim to know the sta tis ti cally typ i cal “phe no -
type” of the dis or der. No won der Millon (1991) said that monothetic
taxa have “con trib uted a share of con fu sion to the ory, re search, and
prac tice” (p. 255).

Most di ag no ses in DSM-IV/IV-TR are now polythetic rather than
monothetic. Some di ag no ses, how ever, are a mix ture of the two. For ex -
am ple, posttraumatic stress dis or der (PTSD) has three clin i cal cri te ria
(i.e., re-ex pe ri enc ing, avoid ance/numb ing, and hyperarousal). Be cause
all three cri te ria must be co-pres ent, PTSD is monothetic. Each of these
cri te ria, how ever, is de fined polythetically. That is, a PTSD pa tient
must have one of the five re-ex pe ri enc ing symp toms, three of the seven
avoid ance/numb ing symp toms, and two of the five hyperarousal symp -
toms. Not one of the 17 symp toms of PTSD is re quired. So, at the level
of cri te ria, PTSD is monothetic; but at the level of the 17 symp toms,
PTSD is polythetic.

Finally, DSM-IV/IV-TR con tains a few, pure, monothetic classes.
DID is one of them.

THE MONOTHETIC CONCEPT OF DID

DID has three clin i cal cri te ria: iden ti ties, switch ing, and am ne sia.
Each cri te rion is re quired; all must be si mul ta neously co-pres ent. An ar -
gu ment can be made, how ever, that the DSM char ac ter izes DID via a
sin gle di ag nos tic cri te rion–the pres ence of an al ter per son al ity: “The es -
sen tial fea ture of Dissociative Iden tity Dis or der is the pres ence of two
or more dis tinct iden ti ties or per son al ity states . . . that re cur rently take
con trol of be hav ior . . .” (Amer i can Psy chi at ric As so ci a tion, 2000,
p. 526). For pur poses of clar ity, DSM-IV/IV-TR has operationalized al -
ters in terms of three com po nent el e ments: iden ti ties, switch ing, and
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am ne sia. Thus, DSM-IV/IV-TR has de fined DID via a sin gle, path -
ognomonic cri te rion: al ters (Dell, 1994).

When treat ing their first few DID cases, ther a pists typ i cally fo cus too 
much at ten tion on the al ters. This fo cus tends to dis tract from what is
fun da men tal–the pa tients’ per va sive dissociative/posttraumatic dis tress 
and maladaptation. Has some thing sim i lar oc curred in psy chi a try’s
view of DID? Have the com pel ling phe nom ena of al ters dis tracted us
from the ma trix of dissociative and posttraumatic symp toms in which
al ters are em bed ded? Ac cord ing to four edi tions of the DSM, that
dissociative/posttraumatic ma trix is not an es sen tial part of DID. Or,
giv ing it the ben e fit of the doubt, the DSM does not iden tify the ma trix
of dissociative and posttraumatic symp toms as rel e vant to the di ag no sis
of DID.

WHY THE DIAGNOSTIC CRITERIA FOR DID
SHOULD BE CHANGED

Given the above un der stand ing of the dis ad van tages of monothetic
classes, there are at least ten rea sons why the di ag nos tic cri te ria of DID
should be changed.

1. The DSM-IV/IV-TR monothetic cri te ria for DID lag far be hind the
pres ent state of the art of psy chi at ric clas si fi ca tion.

Monothetic cat e go ries have a poor track re cord in sci ence and have
many dis ad van tages (Medin & Smith, 1984; Rosch & Mervis, 1975). In
rec og ni tion of the dis ad van tages of monothetic clas si fi ca tion, and the
cor re spond ing ad van tages of polythetic clas si fi ca tion (Can tor et al.,
1980; Clarkin, Widiger, Fran ces, Hurt, & Gilmore, 1983; Fran ces,
1982; Fran ces & Widiger, 1986; Livesley, 1985a; Widiger, 1982; Wid -
iger & Fran ces, 1985), the DSM has be come largely polythetic. DID
should avail it self of the many ad van tages that ac com pany poly thetic
cri te ria (e.g., in creased di ag nos tic re li abil ity, greater “user- friend li ness,”
closer fit to the real world).

2. The DSM-IV/IV-TR di ag nos tic cri te ria for DID are not based on
taxometric anal y sis of the symp toms of DID.

Like most DSM-III di ag no ses, the di ag nos tic cri te ria for DID (i.e.,
al ters and switch ing) were not based on taxometric re search; they were
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based on ex pert opin ion (Fran ces, Widiger & Pincus, 1989; Spitzer,
1991; Spitzer & Wil liams, 1989; Widiger, Fran ces, Pincus, Da vis &
First, 1991) that al ters con sti tute the es sen tial fea ture of DID. The prob -
lem, how ever, is not whether in di vid u als with DID have al ters. The
prob lem is whether the pres ence of al ters con sti tutes an ad e quate, com -
plete, and taxometrically-founded char ac ter iza tion of DID.

The tax o nomic ques tion is, “What clus ter of symp toms con sti tutes
DID?” There is no pub lished taxometric re search on this ques tion. This
is not to say that there is a lack of re search about the clin i cal pre sen ta tion
of DID pa tients. There is a sub stan tial body of ex cel lent clin i cal/de scrip -
tive re search about DID (for ex am ple, Bliss, 1980, 1986; Boon & Draijer, 
1991, 1993a, 1993b; Coons, Bow man & Milstein, 1988; Ellason & Ross,
1995; Kluft, 1985b, 1987; Nijenhuis, 1999; Nijenhuis, Spinhoven, Van
Dyck, Van der Hart, & Vanderlinden, 1996; Putnam, Guroff, Silberman,
Barban & Post, 1986; Ross, An der son, Fra ser, Reagor, Bjornson &
Miller, 1992; Ross, Miller, Reagor, Bjornson, Fra ser & An der son,
1990a, 1990b; Ross, Norton & Wozney, 1989; Ôar, Yargic & Tutkun,
1996; Schultz, Braun & Kluft, 1989; Steinberg, Rounsaville & Ciccheti ,
1990). This kind of re search has pro vided an em pir i cal foun da tion for
the ra tio nal, monothetic def i ni tion of DID that is found in DSM-IV/
IV-TR (i.e., al ters plus am ne sia) (Cardeña & Spiegel, 1996). Thus far,
how ever, no re searcher has used taxometric anal y sis to in ves ti gate or
de ter mine the (in ter nally con sis tent) symp tom-struc ture of DID.

3. The monothetic for mu la tion of DID im plies (in cor rectly) that DID
is a closed con cept .

A closed con cept is a con cept that is con sid ered to be fully un der -
stood (Meehl, 1977, 1986). A monothetic for mu la tion spec i fies the nec -
es sary and jointly suf fi cient fea tures of a dis or der. Do we re ally have a
ba sis for as sert ing the nec es sary and jointly suf fi cient fea tures of DID?

4. The DSM-IV di ag nos tic cri te ria for DID have poor con tent va lid ity.

When ap plied to di ag nos tic cri te ria, “con tent va lid ity re fers to the ex -
tent that the [di ag nos tic] cri te ria of a dis or der rep re sent the do main of
symp toms as so ci ated with that dis or der” (Blashfield & Livesley, 1991,
p. 266). The DSM-IV cri te ria for DID (i.e., iden ti ties, switch ing, am ne -
sia) do not ad e quately rep re sent the do main of symp toms as so ci ated
with DID. Cli ni cians who are fa mil iar with the dis or der’s poly symp -
tomatic clin i cal pre sen ta tion have uni ver sally com posed lon ger lists of
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symp toms than iden ti ties, switch ing, and am ne sia (e.g., Bliss, 1986;
Boon & Draijer, 1993b; Braun, 1988; Coons, Bow man & Milstein,
1988; Fra ser, 1994; Horevitz, 1994; Kluft, 1985a, 1987; 1999; Loe -
w enstein,  1991; Loewenstein, Hornstein & Farber, 1988; Putnam, 1989;
1993; 1997; Ross, 1989; Steinberg, 1995). And some have di rectly ar -
gued in fa vor of in creas ing the con tent va lid ity of the di ag nos tic cri te -
ria: “[T]he di ag nos tic cri te ria for dissociative iden tity dis or der should
re flect its polysymptomatic na ture by the in clu sion of af fec tive, post -
traumatic, and somatoform symp toms in ad di tion to dissociative symp -
toms” (Coons & Chu, 2000, p. 1180; Nakdimen, 1992).

5. The monothetic con cept of DID ‘throws away’ in for ma tion.

Monothetic DID (i.e., al ters-switch ing-am ne sia) is sur rounded by a
pen um bra of ad di tional symp toms that (the DSM im plies) are ir rel e vant 
to the di ag no sis of DID: de per son al iza tion, derealization, trance, psy -
chotic-like fea tures (i.e., au di tory hal lu ci na tions and other first-rank
symp toms), flash backs, head aches, con ver sion symp toms, de pres sion,
mood swings, sui cide at tempts, panic at tacks, self-mu ti la tion, sub -
stance abuse, im pul sive be hav ior, night mares, dis trust, posttraumatic
transferences, eat ing-dis or dered symp toms, shame, guilt, anx i ety, dif fi -
cul ties in af fect reg u la tion, dis tur bances in in ter per sonal re la tions, hope -
less ness,  and per son al ity-dis or dered pat terns of be hav ior. As noted,
de per son al iza tion, derealization and trance are not even listed in
DSM-IV-TR as “as so ci ated fea tures” of DID. We do not yet know that
al ters-switch ing-am ne sia is the only core symp tom of DID.

6. The monothetic con cept of DID has dis cour aged tax o nomic
and taxometric re search.

Four es sen tial tax o nomic is sues have not been ad dressed. First,
“Which symp toms are part  of DID?” and con versely, “Which symp -
toms are not  part of DID–but, in stead, be long to other, comorbid dis or -
ders (e.g., PTSD, ma jor de pres sion, bor der line per son al ity dis or der,
etc.)?” This is not a how-many-an gels-can-dance-on-the head-of-a-pin
ques tion that is of in ter est only to ob ses sive-com pul sives and ideo log i -
cal zeal ots. This is sue is fun da men tal to an un der stand ing of se vere
dissociative dis or der and com plex PTSD (Herman, 1992). Sec ond, to
im prove con tent va lid ity, the di ag nos tic cri te ria for DID should be re -
vised to cover the com plete symp tom-do main of DID. Third, in ter nal
con sis tency anal y ses must dem on strate that the re vised di ag nos tic cri te -
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ria of DID have struc tural va lid ity (i.e., em pir i cally con sti tute a uni tary
con cept). Fourth, op er at ing char ac ter is tics (i.e., sen si tiv ity, spec i fic ity,
pos i tive pre dic tive power, neg a tive pre dic tive power) of the re vised di -
ag nos tic cri te ria for DID must be eval u ated and re ported in the lit er a ture 
(Baldessarini, Finklestein, & Arana, 1983; Fran ces, Widiger, & Pincus,
1989; Meehl & Rosen, 1955; Swets, Dawes & Monahan, 2000). In large 
part, these tax o nomic is sues have been ig nored be cause the dissociative
dis or ders field has not chal lenged (or even eval u ated) the DSM’s
monothetic con cept of DID.

7. DSM-IV/IV-TR’s monothetic def i ni tion of DID causes fre quent
misdiagnosis of pa tients.

Misdiagnosis and poor di ag nos tic re li abil ity are char ac ter is tic dis ad -
van tages of monothetic classes (Eysenck, 1986; Fran ces et al., 1994;
Livesley, 1985b; Sneath & Sokal, 1973; Widiger & Fran ces, 1985;
Widiger et al., 1988; Wittgenstein, 1953). Like a chain that is only as
strong as its weak est link, a monothetic di ag nos tic cat e gory is only as
re li able as its most un re li able cri te rion (Fran ces, Pincus, Widiger, Da -
vis, & First, 1994; Widiger & Fran ces, 1985). In the case of DID, the
‘weak est link’ is Cri te rion A: “The pres ence of two or more dis tinct
iden ti ties or per son al ity states (each with its own rel a tively en dur ing
pat tern of per ceiv ing, re lat ing to, and think ing about the en vi ron ment
and self)” (Amer i can Psy chi at ric As so ci a tion, 2000, p. 529). Ab sent
train ing and pre vi ous clin i cal ex pe ri ence with DID, the av er age cli ni -
cian will find Cri te rion A to be al most un in ter pret able (and will use the
cri te rion in an un re li able fash ion). Ev i dence that sup ports the un re li -
abil ity and lack of “user-friend li ness” of the DSM’s monothetic cri te ria
for DID is pro vided be low in para graphs 8 and 10.

Given their polysymptomatic pen um bra, undiagnosed DID pa tients
will likely be given a di ag no sis that is quite dis tant from the dissociative
dis or ders sec tion of the DSM. Spe cifically, DID pa tients have pre vi ously
re ceived di ag no ses of de pres sion (Bliss, 1980; Boon & Draijer, 1993a;
Coons, Bow man & Milstein, 1988; Putnam et al., 1986; Ross et al., 1989,
1990; Sar, Yargic & Tutkun, 1996), per son al ity dis or der (Bliss, 1980;
Boon & Draijer, 1993a; Putnam et al., 1986; Ross et al., 1989), schizo -
phre nia or other psy chotic dis or der (Bliss, 1980; Boon & Draijer,
1993a; Coons, Bow man & Milstein, 1988; Putnam et al., 1986; Ross et
al., 1989, 1990; Sar, Yargic & Tutkun, 1996), anx i ety dis or der (Ross et
al., 1989; Sar, Yargic & Tutkun, 1996), bi po lar dis or der (Coons, Bow -
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man & Milstein, 1988; Putnam et al., 1986; Ross et al., 1990; Sar,
Yargic & Tutkun, 1996), and somatization dis or der (Ross et al., 1989).

On the other hand, a rig or ous study of the life time pres ence of other
dis or ders in a large co hort of DID pa tients found that DID pa tients did,
in deed, meet the DSM cri te ria for mood dis or der (98%), anx i ety dis -
or der (91%), psy chotic dis or der (74%), sub stance abuse/de pend ency
(65%), somatization dis or der (41%), and bor der line per son al ity dis or -
der (56%) (Ellason, Ross & Fuchs, 1996). Ac cord ingly, “it [still] re -
mains un cer tain to what ex tent these di ag nos tic cri te ria are be ing
sat is fied by phe nom ena that are part of the DID it self and to what ex tent
they rep re sent other in de pend ent di ag no ses that are truly co-oc cur ring”
(Kluft, 1999, p. 11).

8. The DSM-IV/IV-TR cri te ria for DID are not “user-friendly.”

The DSM-IV/IV-TR cri te ria for DID are pro foundly un friendly to
the av er age cli ni cian. Cri te ria A, B, and C (es pe cially Cri te rion A) for
DID are so ab stract as to be al most in de ci pher able, and hence, sub stan -
tially un us able. This con ten tion is prob a bly best sup ported by the fact
that ex perts on DID rou tinely have found it nec es sary to pro vide other
di ag nos tic signs and symp toms in their writ ings about how to di ag nose
DID (Boon & Draijer, 1993b; Kluft, 1985a, 1999; Loewenstein, 1991;
Putnam, 1989, 1993, 1997; Ross, 1989, 1997; Spira, 1996; Steinberg,
1995). As Ross (1997) has noted, for ex am ple, “It is the sec ond ary fea -
tures of DID [rather than the DSM di ag nos tic cri te ria] that are most
valu able to the cli ni cian” (p. 101). Finally, Putnam (1997) has ex -
pressed “strong res er va tions about the di ag nos tic cri te ria spec i fied by
the DSM for MPD/DID” (p. 94). Putnam ar gues in fa vor of “[m]ore
strin gent, better operationalized cri te ria . . . ” (p. 94).

9. The DSM cri te ria for DID have ex ac er bated the con tro ver sial
sta tus of DID.

DID has been a flashpoint for con tro versy. To de fine DID solely in
terms of al ters is the tax o nomic-po lit i cal equiv a lent of “lead ing with
your chin” in the box ing ring. It in vites at tack. This is poor strat egy in
the box ing ring and it is poor strat egy in the ideo log i cal-po lit i cal con tro -
versy that has em broiled DID dur ing the last four edi tions of the DSM.

Ad mit tedly, the DSM di ag nos tic cri te ria are not the sole cause of the
con tro versy about DID. They prob a bly are not even a ma jor cause of the 
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con tro versy. Still, my con ten tion is that the clin i cal en tity (i.e., DID) is
more com pletely (and more ac cu rately) por trayed by a broad ar ray of
dissociative symp toms–of which the vis i ble pres ence of al ters is but
one. Why al low the de bate about the le git i macy of DID to fo cus solely
on al ters when the clin i cal en tity is so much broader than that? For ex -
am ple, SCID-D re search has uni ver sally shown DID to be char ac ter ized 
by de per son al iza tion, derealization, and iden tity con fu sion. Sim i larly,
Kluft (1987) and DDIS re search have uni ver sally shown DID to be
char ac ter ized by cer tain first-rank symp toms (i.e., voices ar gu ing; voices
com ment ing; made feel ings; made thoughts; made ac tions; thoughts
taken away). Why keep ar gu ing about al ters? Why not paint the com -
plete clin i cal pic ture of DID in the DSM-V di ag nos tic cri te ria? DID is
much more than al ters.

10. The DSM (III, III-R, IV, and IV-TR) monothetic def i ni tion of DID
has cre ated an artifactually low in ci dence of DID in daily clin i cal
prac tice.

Monothetic di ag nos tic cri te ria pro duce a high rate of false-neg a tive
di ag no ses (Widiger et al., 1988) and an artifactually low base-rate of the 
dis or der (Clark, Wat son, & Reynolds, 1995). Ac cord ingly, it should be
un der stood that the DSM’s monothetic def i ni tion of DID has nec es sar -
ily pro duced a high num ber of false-neg a tive di ag no ses of DID and an
artifactually low base-rate of DID in the gen eral clin i cal pop u la tion for
the last 20 years. There are no data that in con test ably show that the
DSM di ag nos tic cri te ria have re duced the prev a lence of DID, but cer -
tain find ings are con gru ent with this con ten tion. For ex am ple, eleven
care ful stud ies of the prev a lence of DID in clin i cal pop u la tions have re -
ported prevalences that range from 4% to 18.6% (for a sum mary of
these find ings, see Kluft, 1999). Even the low est re ported prev a lence
(i.e., 4%) is much higher than the fre quency with which DID is di ag -
nosed in rou tine clin i cal prac tice. Sec ond, four stud ies have shown that
DID pa tients spend 6.7 to 8.2 years in the men tal health sys tem be fore
their DID is rec og nized (Boon & Draijer, 1993a; Coons, Bow man &
Milstein, 1988; Putnam et al., 1986; Ross, Norton & Wozney, 1989).
Thus, dur ing the past 20 years, the DSM di ag nos tic cri te ria for DID
have not led to the di ag no sis of the thou sands of DID pa tients in the
men tal health sys tem who con tinue to go un rec og nized.
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A POLYTHETIC CONCEPT
OF “MAJOR DISSOCIATIVE DISORDER” FOR DSM-V

The dissociative symp toms of in di vid u als with DID (i.e., am ne sia,
de per son al iza tion, derealization, iden tity con fu sion, iden tity al ter ation,
trance, voices, Schneiderian first-rank symp toms, dissociative flash -
backs, somatoform flash backs, somatoform dis so ci a tion, etc.) have
never been ad e quately rep re sented in the DSM cri te ria for DID. As such 
there is prima fa cie ev i dence that the DSM cri te ria for DID are overly
sparse, un der-rep re sen ta tive, and skewed in the di rec tion of al ters. Ma -
jor Dissociative Dis or der (MDD) (Ta ble 1) is a polythetic pro posal for
DSM-V that re flects the en tire range dissociative symp toms that plague
the daily func tion ing of in di vid u als with DID.

The cur rent DSM-IV/IV-TR cri te ria for DID pro vide lit tle help to in -
ex pe ri enced cli ni cians. Ac cord ingly, many gen u ine DID cases go un -
rec og nized and re ceive di ag no ses of de pres sion, anx i ety, per son al ity
dis or der, psy cho sis, bi po lar dis or der, or somatization dis or der–but not a 
dissociative dis or der. Pa tient care would be better served by di ag nos tic
cri te ria that re sult in the di ag no sis of a dissociative dis or der when ever
the di ag no sis of DID is missed.

In DSM-IV-TR, the most ac cu rate di ag no sis of a misdiagnosed DID
pa tient is Dissociative Dis or der Not Oth er wise Spec ified (DDNOS), Cat -
e gory 1: “Clin i cal pre sen ta tions sim i lar to Dissociative Iden tity Dis or der
that fail to meet full cri te ria for this dis or der” (p. 532). Yet, a di ag no sis of
DDNOS would al most never be as signed by a cli ni cian who does not spe -
cial ize in the dissociative dis or ders. In con trast to DSM-IV/IV-TR, the
di ag nos tic cri te ria for MDD may en sure an ap pro pri ate dissociative di -
ag no sis when the di ag no sis of DID (i.e., Ma jor Dissociative Dis or der,
With Fully Dis so ci ated Self-States) (see Ta ble 1) is missed. Un der this
pro posal, a missed di ag no sis of DID/MDD would re sult in a di ag no sis
of Ma jor Dissociative Dis or der, With Partially Dis so ci ated Self-States
(ex plained be low; see Ta ble 3).

It is es sen tial that di ag nos tic cri te ria be “user-friendly,” con sis tent
with the ob ser va tion of Fran ces, First & Ross (1995) who re ported that
the big gest changes in DSM-IV were “de signed to make the sys tem
more user-friendly” (p. 2). The DSM-IV/IV-TR di ag nos tic cri te ria for
DID (Ta ble 2) are any thing but user-friendly. In con trast, the cri te ria for 
Ma jor Dissociative Dis or der are dissociative signs and symp toms that
are rou tinely used by cli ni cians who are knowl edge able about DID.
These pro posed cri te ria are not only eas ier to use, but they are sub stan -
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TABLE 1. Di ag nos tic Cri te ria for Ma jor Dissociative Dis or der

A. Per va sive Dissociative Func tioning, as in di cated by four or more of the fol low ing:
 (1) Mem ory Prob lems: Sig nif i cant gaps in mem ory for one or more of the

fol low ing: on’es child hood, one’s past, the day be fore, re cent events,
sig nif i cant life events, etc.

(2) De per son al iza tion: Per sis tent or re cur rent odd ex pe ri ences of one’s self ,
one’s mind, or one’s body, such as feel ing un real, be ing a de tached ob server 
of one self, or feel ing dis tant, changed, es tranged, or dis con nected from one’s 
self, one’s mind, or one’s body.

(3) Derealization: Per sis tent or re cur rent ex pe ri ences of the ex ter nal world so
that it seems strange, un real, dis tant, un fa mil iar, or changed.

(4) Dissociative and/or Somatoform Flash backs: One or more ep i sodes,
in clud ing those that oc cur upon awak en ing. Dissociative flash backs are
in di cated by a sense of re liv ing the trau matic ex pe ri ence, with con com i tant
com plete loss of con tact with the pres ent  time, place, sit u a tion, and per sons
pres ent. Loss of con tact is in di cated by ei ther (a) be ing nonresponsive to
ef forts to gain his or her at ten tion, or (b) re spond ing to pres ent cir cum stances 
and per sons as if they were part of the trauma be ing re lived. Somatoform
flash backs are in di cated by phys i cal re-ex pe ri enc ing of body sen sa tions from 
a past trau matic event.

(5) Somatoform Dis so ci a tion (i.e., con ver sion symp toms): So matic or
neu ro log i cal symp toms with out phys i cal ba sis. Any com bi na tion of three or
more symp toms from among the ex am ples listed for a, b, c, and d:
(a) Mo tor symp toms (e.g., pa ral y sis, dif fi culty walk ing, dif fi culty speak ing,

dif fi culty swal low ing, dif fi culty uri nat ing, stiff ness).
(b) Sen sory def i cits and al ter ations (e.g., blind ness, deaf ness, loss of body

sen sa tion, tun nel vi sion, au di tory dis tanc ing, macropsia, al ter ations of
taste, smell, etc.).

(c) Neu ro log i cal symp toms (e.g., sei zures, dif fi culty un der stand ing speech)
pain, es pe cially gen i tal pain.

(5) Trance: Re cur rent ep i sodes of star ing into space, think ing about noth ing, and 
be ing un aware of what is go ing on in one’s sur round ings. 

B. Ev i dence of the Partially Dis so ci ated In flu ence of An other Self-State, as in di cated
by six or more of the fol low ing:
(1) Child Voices: Hear ing the voice of one or more chil dren (usu ally ex pe ri enced

as be ing lo cated in the head) that speak, cry, or yell.
(2) In ter nal Di a logue or In ter nal Strug gle: Hear ing voices (usu ally ex pe ri enced

as be ing lo cated in the head) that con verse, ar gue, or strug gle with one
an other (or with the per son).

(3) Persecutory Voices: Hear ing a voice (usu ally ex pe ri enced as be ing lo cated in 
the head) that threat ens, seeks to harm, or calls the per son names.

(4) Partially Dis so ci ated Speech: Hear ing self talk ing, but feel ing that he/she is
not the one speak ing or choos ing the words.

(5) Partially Dis so ci ated Thoughts: Ex pe ri encing thoughts as be ing im posed on
him/her, or “com ing out of no where,” or in trud ing. In cludes thoughts that are
“taken away.”

(6) Partially Dis so ci ated Emo tions: Ex pe ri encing feel ings or moods as “com ing
out of no where,” or be ing im posed on him/her. In cludes emo tions that
sud denly go away.
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TABLE 1 (con tin ued)

 (7) Partially Dis so ci ated Be hav ior: Ex pe ri encing one’s ac tions as not be ing in
one’s con trol, as be ing im posed on one, or as be ing car ried out by some one
other than the self. In cludes dis tinct changes in hand writ ing.

 (8) Tem po rarily Dis so ci ated Knowl edge and/or Skills: Sud den changes in
ca pa bil i ties or abil ity to func tion (e.g., for get ting how to drive, for get ting how
to use the com puter, for get ting how to do one’s job, for get ting how to read,
etc.), and/or for get ting one’s age, ad dress, or name.

 (9) Dis con certing Ex pe ri ences of Self-Al ter ation: Re cur rent ex pe ri ences of
feel ing like, or act ing like a dif fer ent per son (e.g., a young child; a per son of a 
dif fer ent gen der; a per son with dif fer ent at ti tudes or val ues, etc.).

(10) Puz zle ment About One self: Be ing puz zled or con fused about one self (due to
re cur rent self-dis crep ant, in tru sive shifts of thought, at ti tude, emo tion, abil ity,
be hav ior, and self-ef fi cacy).

(11) Pres ence of a Partially Dis so ci ated Self-State: En coun tering a par tially
dis so ci ated self-state that claims (or ap pears) to be some one other than
the per son be ing in ter viewed. A par tially dis so ci ated self-state is in di cated
by the per son’s (a) co-con scious aware ness of the ac tiv i ties of the self-state;
(b) re mem ber ing what the self-state said and did; and (c) ex pe ri enc ing the
self-state as “other.”

C. Ev i dence of the Fully Dis so ci ated Ac tions of An other Self-State, as in di cated by
ei ther  (1) or (2): 
 (1) Re cur rent Am ne sia for One’s Be hav ior, as in di cated by mul ti ple in ci dents of

both of the fol low ing:
(a) Stark Dis con ti nu ities of Time:

(1) Loss of Time as in di cated by hav ing a com plete “blank” for two or
more hours.

(2) “Com ing to” in the midst of do ing some thing that the per son was
un aware of do ing (e.g., driv ing the car, spank ing the chil dren, do ing
the dishes, etc.).

(3) Fugue: Sud den, un ex pected travel from one place to an other, with out 
a de ci sion to do so, and with out mem ory of trav el ing from Point A to
Point B.

(b) Disremembered Be hav ior: 
(1) Com pletely disremembered be hav ior that was re ported by a

trust wor thy ob server.
(2) Find ing ob jects among one’s pos ses sions that one must have

pur chased, but with no mem ory of hav ing done so.
(3) Find ing words or draw ings that one must have writ ten or drawn, but

with no mem ory of hav ing done so.
(4) Find ing ev i dence of re cent be hav ior (e.g., com ple tion of a task,

wear ing dif fer ent clothes, hav ing eaten a meal), but with no mem ory
of hav ing done so.

(5) “Dis covering” that he/she has at tempted sui cide or com mit ted an act
of self-in jury (i.e., with no mem ory of hav ing done so).

2. Pres ence of a Fully Dis so ci ated Self-State: En coun tering a fully dis so ci ated
self-state that claims (or ap pears) to be some one other than the per son be ing 
in ter viewed. A fully dis so ci ated self-state is in di cated by the in di vid ual’s
sub se quent lack of mem ory of the cli ni cian’s en coun ter with the self-state.
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tially more help ful and in for ma tive for cli ni cians who have rel a tively
lit tle ex pe ri ence with dissociative pa tients.

The con tro versy that has swirled around the di ag no sis of DID has
been ex ac er bated by cri te ria that fo cus pri mar ily (solely?) on al ters. Pe -
rusal of the DSM-IV/IV-TR cri te ria (Ta ble 2) sug gests (to me) that DID 
is por trayed as an al ter dis or der, rather than a dissociative dis or der. For
ex am ple, DSM-IV/IV-TR’s Cri te rion A (Ta ble 2) is a def i ni tion of what 
an al ter is,  rather than the signs and symp toms by which DID may be

Paul F. Dell 25

TABLE 2. DSM-IV In clu sion Cri te ria for Dissociative Iden tity Dis or der

A. The pres ence of two or more dis tinct iden ti ties or per son al ity states (each with its
own rel a tively en dur ing pat tern of per ceiv ing, re lat ing to, and think ing about the
en vi ron ment and self).

B. At least two of these iden ti ties or per son al ity states re cur rently take con trol of the
per son’s be hav ior.

C. In abil ity to re call im por tant per sonal in for ma tion that is too ex ten sive to be
ex plained by or di nary for get ful ness.

TABLE 3. An Al ter nate Nosology of the Dissociative Dis or ders

Pro posed Nosology Cor re sponding DSM-IV Cat e go ries
1. Sim ple Dissociative Dis or der

Cri te ria:  Any of Cri te rion A or C1a3 (a
sin gle ep i sode of fugue); but no more than
two from Cri te rion A, or a sin gle ep i sode of
fugue plus one from Cri te rion A.

Dissociative Am ne sia
De per son al iza tion Dis or der
Dissociative Fugue
DDNOS 2: Derealization

2. Gen er al ized Dissociative Dis or der
Cri te ria: Cri te rion A.

No com pa ra ble dis or der

3. Ma jor Dissociative Dis or der, With Partially
Dis so ci ated Self-States
Cri te ria: Cri te ria A and B.

DDNOS 1: “al most DID”

4. Ma jor Dissociative Dis or der, With Fully
Dis so ci ated Self-States
Cri te ria: Cri te ria A, B and C.

DID

5. Dissociative Dis or ders, Not Oth er wise
Spec ified To In clude:

(a) States of dis so ci a tion that oc cur
sec ond ary to co er cive per sua sion,

(b) Loss of con scious ness, stu por, or coma 
not at trib ut able to a gen eral med i cal
con di tion,

(c) Ganser syn drome.

DDNOS 3, 5, and 6. Same as 5(a),
5(b), and 5(c) in the pro posed
nosology.
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diagnosed. In con trast, MDD-With Fully Dis so ci ated Self-States (MDD-
 Full)  un am big u ously por trays a dissociative dis or der rather than an al -
ter dis or der.

Finally, be cause MDD-Full is based on the full range of dissociative
symp toms that oc cur in DID, it is pos si ble to di ag nose MDD-Full be fore
un am big u ous con tact with al ters has been es tab lished. Whereas such a
di ag no sis would be pre cip i tous and ill-con ceived un der DSM-IV/IV-TR, 
I pre dict that taxometric anal y sis of the in ter nal con sis tency and di ag -
nos tic ef fi ciency of the cri te ria for MDD-Full will prove that such a di -
ag no sis (i.e., di ag nos ing MDD-Full prior to meet ing an al ter) can be
both sound and fully jus ti fied.

A RESTRUCTURED NOSOLOGY
OF THE DISSOCIATIVE DISORDERS

The cri te ria for MDD can also be used to re struc ture the DSM-IV/
IV-TR nosology of the dissociative dis or ders (see Ta ble 3).

Sim ple Dissociative Dis or der has three pri mary sub types: (1) DSM-IV/
IV-TR’s Dissociative Am ne sia, (2) DSM-IV/IV-TR’s Dissociative Fugue,
and (3) DSM-IV/IV-TR’s De per son al iza tion Dis or der (i.e., Sim ple
Dissociative Dis or der, Am ne sia; Sim ple Dissociative Dis or der, Fugue;
and Sim ple Dissociative Dis or der, De per son al iza tion). Sim ple Dis -
sociative Dis or der also in cludes other un com pli cated (i.e., sin gle-or
dou ble-symp tom) dissociative pre sen ta tions.

This pro posal for a di ag nos tic en tity of Sim ple Dissociative Dis or der
re quires more ex ten sive dis cus sion that is be yond the scope of this pa -
per. For now, a brief state ment of its ra tio nale must suf fice. The ma jor
pur pose of Sim ple Dissociative Dis or der is to ac knowl edge, from a
nosologic per spec tive, the sim plic ity of sin gle-symp tom or dou ble-
 symp tom (e.g., de per son al iza tion with derealization) dissociative pre -
sen ta tions, as op posed to the com plex ity of multi-symp tom dissociative 
pre sen ta tions. It should be noted that this pro posal does not change the
di ag nos tic cri te ria for am ne sia, fugue, and de per son al iza tion. Rather, it
recategorizes these dissociative dis or ders un der the or ga niz ing ru bric of 
Sim ple Dissociative Dis or der.

Gen er al ized Dissociative Dis or der fills a gap in the dissociative dis -
or ders that are listed in DSM-IV/IV-TR. Gen er al ized Dissociative Dis -
or der re fers to in di vid u als who have four or more dissociative symp toms, 
but have nei ther al ters (i.e., Cri te rion C) nor symp tom-pro duc ing ego
states (i.e., Cri te rion B). Gen er al ized Dissociative Dis or der would
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prob a bly be a comorbid dis or der for some in di vid u als with PTSD. Spe -
cifically, there is a sub set of PTSD pa tients who re port sev eral dissociative
symp toms (e.g., Cri te rion A1: am ne sia for part of the trauma; Cri te rion
A4: dissociative flash backs; Cri te rion A5: somatoform flash backs; Cri -
te rion A2: de per son al iza tion; and Cri te rion A3: derealization) (Bremner
et al., 1992; Bremner, Steinberg, Southwick, John son, & Charney,
1993; Bremner & Brett, 1997; Curtis, 2000; Spiegel & Cardeña, 1991;
Putnam, 1997; Putnam et al., 1996; Steinberg, 1995). At pres ent, lit tle is 
known about these dissociative PTSD pa tients. Study of these PTSD
pa tients would prob a bly pro duce some im por tant find ings about the in -
ter face be tween dis so ci a tion and other PTSD symp toms.

Ma jor Dissociative Dis or der, With Partially Dis so ci ated Self-States
(MDD-Par tial) is “al most-DID.” It may be the first or sec ond most com -
mon dissociative dis or der (Chu, 1996, 1998; Fra ser, 1994; Ross, 1989,
1997). Oth ers, how ever, con sider dissociative am ne sia to be the most
com mon dissociative dis or der (Coons & Milstein, 1992; Nemiah, 1985; 
Steinberg, 1995). (See also Mezzich, Fabrega, Coffman & Haley, 1989; 
Saxena & Prasad, 1989; and Saxe, van der Kolk, Berkowitz, Chinman,
Hall, Lieberg & Schwartz, 1993.) MDD-Par tial (i.e., Cri te rion A plus
Cri te rion B) is sim i lar to, but not  iden ti cal with, DSM-IV/IV-TR’s
DDNOS, Cat e gory 1 (“Clin i cal pre sen ta tions sim i lar to Dissociative
Iden tity Dis or der that fail to meet full cri te ria for this dis or der”; Amer i -
can Psy chi at ric As so ci a tion 2000, p. 532). While both DDNOS-1 and
MDD-Par tial man i fest the phe nom ena of Cri te rion B (see Ta ble 1),
MDD-Par tial also man i fests sig nif i cant dissociative phe nom ena from
Cri te rion A (see Ta ble 1) (whereas DDNOS-1 does not–and can not by
the DSM-IV/IV-TR rules for NOS di ag no ses).

MDD-Par tial is most sim i lar to (a) Ross’ “mul ti ple per son al ity dis or -
der, par tial form” (Ross, An der son, Fra ser, Reagor, Bjornson & Miller,
1992, p. 89) and (b) the form of DDNOS that Coons (1992), fol low ing
Watkins and Watkins (1979), has termed “ego state dis or der.” (p. 188).
Re search on in di vid u als with this type of DDNOS (Coons, 1992; Ross
et al. 1992; Steinberg, 1995) in di cates that am ne sia is pres ent, al beit less 
than oc curs in DID (and less than is re quired by Cri te rion C for
MMD-Full). In ad di tion, Ross et al. (1992) and Saxe et al. (1994) re port
the pres ence of ex ten sive somatoform dissociative symp toms, and
Steinberg (1995) re ports the pres ence of per va sive de per son al iza tion,
derealization, and iden tity con fu sion. Pub li ca tions on the phe nom en ol -
ogy of DDNOS are si lent about the pres ence or ab sence of dis soc -
iative/somatoform flash backs or trance (both of which are pre dicted by
Cri te rion A of MDD) (Coons, 1992; Ross et al., 1992; Steinberg, 1995).
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Note that by re quir ing Cri te rion B for the di ag no sis of MDD-Full, the 
re vised nosology forces the cli ni cian to con sider the di ag no sis of MDD-
 Par tial  when ever a pa tient is eval u ated for MDD-Full. Thus, when a pa -
tient re ports sev eral Cri te rion A and Cri te rion B dissociative ex pe ri -
ences, but has in suf fi cient am ne sia to meet Cri te rion C, the di ag no sis of
MDD-Par tial is al ready made. In short, the di ag nos tic cri te ria (A, B, and 
C) eas ily lead the cli ni cian to di ag nose a dissociative dis or der when it is
war ranted. Looked at dif fer ently, MDD-Par tial el e vates (and slightly
re de fines) DSM-IV/IV-TR’s DDNOS-1 from a sub type of a dissociative
dis or der that is Not Oth er wise Spec ified to a sub type of a spec i fied
dissociative dis or der (i.e., Ma jor Dissociative Dis or der). El e va tion of
the nosological sta tus of “par tial forms of mul ti ple per son al ity dis or -
der” (Ross, 1985, p. 933) has pre vi ously been pro posed by Ross (1985)
and French (1986).

Cri te rion C adds to Cri te ria A and B the clas sic amnestic symp toms
that alert a cli ni cian to the pos si ble pres ence of DID. The ques tion of
whether the di ag nos tic cri te ria for DID should in clude am ne sia (DSM-IV/
IV-TR) or should not in clude am ne sia (DSM-III and DSM-III-R) is re -
solved within the di ag nos tic cri te ria of MDD. Spe cifically, the am biv a -
lence about am ne sia (see Kluft, Steinberg, & Spitzer, 1988) is em bod ied
in the dif fer ence be tween MDD-Full (with Cri te rion C am ne sia) and
MDD-Par tial (with in suf fi cient am ne sia to meet Cri te rion C). Ac cord -
ingly, the di ag nos tic cri te ria for MDD will quickly al low re search to de -
ter mine whether the pres ence or ab sence of Cri te rion C am ne sia makes
a gen u ine dif fer ence in the pre dic tive and con cur rent va lid ity (i.e., the
ex ter nal cor re lates) of MDD-Full as com pared to that of MDD-Par tial.

Ca veat

This pro posal for a di ag no sis of Ma jor Dissociative Dis or der has four 
claims to re spect abil ity. First, it is in formed by a close read ing of the lit -
er a ture on psy chi at ric di ag no sis and the tax o nomic is sues that drove the
last four re vi sions of the DSM. Sec ond, there is am ple ev i dence in the
em pir i cal lit er a ture that the cri te ria for Ma jor Dissociative Dis or der are
char ac ter is tic of in di vid u als with DID. Third, the cri te ria for Ma jor
Dissociative are those that are rou tinely used in clin i cal di ag no sis of
DID and in the SCID-D-R and DDIS. Fourth, the pro posed polythetic
cri te ria eas ily lend them selves to em pir i cal eval u a tion and in ves ti ga -
tion. Aside from that, how ever, Ma jor Dissociative Dis or der is just one
cli ni cian’s ra tio nal-in tu itive ideas about how DID (and the rest of the
dissociative dis or ders) might better be con cep tu al ized. As such, this
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pro posal has no greater em pir i cal stand ing than do the pres ent cri te ria
for DID in DSM-IV/IV-TR. The cri te ria for Ma jor Dissociative Dis or -
der (and Gen er al ized Dissociative Dis or der) must be em pir i cally eval u -
ated for di ag nos tic ef fi ciency and in ter nal con sis tency.
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