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The goal of this study was to investigate the dissociative phenomenology of
dissociative identity disorder (DID). The Multidimensional Inventory of Dissociation
(MID) was administered to 34 patients with DID, 23 patients with dissociative
disorder not otherwise specified (DDNOS), 52 patients with mixed psychiatric
disorders, and 58 normal individuals. DID patients obtained significantly higher
scores than the other three groups on 27 dissociation-related variables. DDNOS
patients had significantly higher scores than normals and mixed psychiatric patients
on 17 and 15 dissociation-related variables, respectively. The findings of the present
study are virtually identical to a large body of replicated findings about the disso-
ciative phenomenology of DID. This broad range of dissociation-related phenomena,
which routinely occurs in individuals with DID, is largely absent from the DSM-
IV-TR account of DID. Factor analysis of the 11 dimensions of dissociation that are
measured by the MID extracted only one factor that accounted for 85% of the
variance. It was concluded that dissociation is a unifactorial taxon or natural type
that has different aspects or epiphenomena (i.e., amnesia, depersonalization, voices,
trance, etc.).

—J Nerv Ment Dis 190:10–15, 2002

The Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition, Text Revision (DSM-IV-
TR; American Psychiatric Association, 2000) por-
trays dissociative identity disorder (DID) by means
of two dissociative phenomena: a) amnesia (criteri-
on C), and b) the presence of alter personalities
(criteria A and B). DSM-IV-TR also notes that DID
patients may manifest flashbacks, voices, and con-
version symptoms. Thus, DSM-IV-TR identifies a to-
tal of five dissociation-related phenomena that oc-
cur in individuals with DID: amnesia and alters
(which are the DSM-IV-TR diagnostic criteria for
DID), and flashbacks, voices, and conversion symp-
toms (which are cited in the accompanying text
regarding DID).

The empirical literature has provided robust evi-
dence of at least 21 dissociation-related symptoms
in DID patients: 1) memory problems; 2) deperson-
alization; 3) derealization; 4) trance; 5) flashbacks;
6) child voices; 7) persecutory voices; 8) voices com-
menting on one’s actions; 9) voices arguing or con-
versing; passive influence experiences such as the
Schneiderian first-rank symptoms of 10) “made”
feelings, 11) “made” thoughts, 12) “made” actions,

13) influences playing on the body, 14) thought inser-
tion, and 15) thought withdrawal; 16) somatoform/
conversion symptoms; 17) identity confusion; 18) dis-
concerting experiences of self-alteration; 19) time loss;
20) fugues; and 21) finding evidence of one’s behavior
for which one has no memory (Bliss, 1986; Boon and
Draijer, 1991, 1993a, 1993b; Coons et al., 1988; Ellason
and Ross, 1995; Kluft, 1985, 1987; Nijenhuis, 1999;
Nijenhuis et al., 1996; Putnam et al., 1986; Ross et al.,
1989, 1990a, 1990b, 1992; Sar et al., 1996; Schultz,
Braun and Kluft, 1989; Steinberg et al., 1990).

Of the above 21 symptoms, 10 receive no mention
whatsoever in DSM-IV-TR’s account of DID: deper-
sonalization, derealization, trance, identity confu-
sion, “made” feelings, “made” thoughts, “made” im-
pulses, influences playing on the body, thought
insertion, and thought withdrawal. The 11 remaining
symptoms are either directly specified by, or can be
inferred from, the five clinical phenomena that DSM-
IV-TR does accord to DID: 1) identities (i.e., “the
presence of two or more distinct identities . . . [that]
recurrently take control,” p. 529); 2) amnesia (i.e.,
“inability to recall important personal information
that is too extensive to be explained by ordinary
forgetfulness,” p. 529); 3) flashbacks; 4) conversion
symptoms; and 5) voices (which are misleadingly
exemplified solely in term of command hallucina-
tions: “voices giving instructions,” p. 527).

In short, the 21 clinical phenomena of DID, which
are well-replicated in the research literature, seem
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to be incompletely embraced by DSM-IV-TR. Per-
haps nowhere is this “disconnect” between DSM-
IV-TR and the research findings about DID more
evident than in the DSM’s treatment of research
based on the Structured Clinical Interview for
DSM-IV Dissociative Disorders (SCID-D; Steinberg
et al., 1990). The SCID-D assesses amnesia, identity
alteration, depersonalization, derealization, and
identity confusion (Steinberg, 1994). Over 50 publi-
cations have reported the presence of these five
SCID-D symptoms in DID patients (Steinberg, 2001).
Yet, three of these 50-times-verified phenomena of
DID go unmentioned in the DSM-IV-TR account of
DID (i.e., depersonalization, derealization, and iden-
tity confusion).

The development of a psychometrically robust set
of scales for assessing dissociation provided an op-
portunity to shed additional light on this matter.

Methods

Subjects and Procedures

Research participants were divided into four
groups: normal (i.e., nonclinical) adults (N � 58),
mixed psychiatric outpatients without a dissociative
disorder (N � 52), outpatients with DDNOS (N �
23), and outpatients with DID (N � 34). All diag-
noses were clinical diagnoses. The 34 DID cases met
NIMH research criteria for DID (Loewenstein and
Putnam, 1990). Demographic data on the research
participants are contained in Table 1. The primary
diagnoses for the 52 members of the mixed psychi-
atric group were: posttraumatic stress disorder (N �
7), acute stress disorder (N � 1), major depression
(N � 10), bipolar disorder (N � 6), bipolar II (N �
1), dysthymic disorder (N � 9), adjustment disorder
(N � 6), pain disorder (N � 2), generalized anxiety
disorder (N � 1), obsessive-compulsive disorder
(N � 1), axis II disorder (N � 3), and unknown (N �

5). Written informed consent was obtained from all
research participants.

Multidimensional Inventory of Dissociation (MID)

The MID 3.0 is a 247-item self-report instrument
with an 11-point Likert scale (0 to 10) that measures
11 dimensions of dissociation: memory problems,
depersonalization, derealization, flashbacks, so-
matoform dissociation, trance, identity confusion,
voices, passive influence, self-alteration, and amne-
sia (Dell, 2000, 2001a). Scores on the MID range
from 0 to 100. The MID has excellent internal con-
sistency (i.e., Cronbach alpha coefficients for the 11
scales range from .96 to .97); convergent validity
(i.e., the MID correlates .94 with the Dissociative
Experiences Scale); and construct validity (i.e., the
MID correlates .45 with effects of physical abuse and
.54 with effects of sexual abuse; Dell, 2001a).

Sixteen MID 3.0 subscales assess phenomena that
the clinical and/or empirical literature has reported
to occur frequently in severely dissociative individ-
uals: 1) child voices, 2) internal struggle, 3) perse-
cutory voices, 4) partially dissociated speech, 5)
partially dissociated thoughts, 6) partially dissoci-
ated emotions, 7) partially dissociated actions, 8)
temporarily dissociated knowledge, 9) disconcerting
experiences of self-alteration, 10) self-puzzlement,
11) time loss, 12) “coming to” in the midst of inex-
plicable circumstances, 13) fugues, 14) being told of
recent forgotten behavior, 15) finding inexplicable
objects among one’s possessions, and 16) finding
evidence of previously unknown things that one has
done. Cronbach alpha coefficients for these sub-
scales range from .77 to .96. Additional data on a
revised version of the instrument (i.e., MID 5.0) are
contained in Dell.2

Dissociative Experiences Scale (DES)

The DES is a 28-item, self-report questionnaire
that quantifies dissociative experience (Bernstein
and Putnam, 1986). The DES-II has an 11-point Likert
scale that ranges from 0 to 100 in increments of 10.
The Cronbach alpha coefficient of the DES is .96.
Dissociative disorder patients (mean � 47.6) differ
significantly from nondissociative controls (mean �
12.0) on the DES (Van Izjendoorn and Schuengel,
1996). The DES has been used in over 250 published
studies (Carlson, 1997).

Three hypotheses were advanced. First, DID pa-
tients were predicted to obtain higher scores on the

2 Dell PF (in preparation) The Multidimensional Inventory of
Dissociation (MID): A comprehensive self-report measure of
pathological dissociation.

TABLE 1
Mean Age, Mean Education, Gender, and Race of Normal

Participants, Mixed Psychiatric Patients, Patients with

Dissociative Disorder not Otherwise Specified (DDNOS), and

Patients with Dissociative Identity Disorder (DID)

Demographic
Variable

Normal
(N � 58)

Mixed
(N � 52)

DDNOS
(N � 23)

DID
(N � 34)

Age 49.4 44.3 41.9 40.5
Education 16.5 14.3 16.3 14.9
Gender

Male 28% (16) 27% (14) 17% (4) 9% (3)
Female 72% (42) 73% (38) 83% (19) 91% (31)

Race
Caucasian 97% (56) 98% (51) 96% (22) 97% (33)
Afro-American 3% (2) 2% (1) 4% (1) 3% (1)
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27 dissociation-related variables than each of the
other three groups (i.e., normals, mixed psychiatric
patients, and patients with DDNOS). Second,
DDNOS patients were predicted to obtain higher
scores than both normals and mixed psychiatric
patients on some, but not all, of the 27 dissociation-
related variables. Specifically, it was predicted that
DDNOS would not differ from normals and mixed
psychiatric patients on the seven scales that mea-
sured amnesia. Third, it was predicted that there
would be no significant differences on any dissoci-
ation-related variable between normals and mixed
psychiatric patients.

Data Analysis

Analysis of variance was used to test for signifi-
cant differences on each variable. The Scheffé test
was used to test pair-wise differences between
groups. By using the Bonferroni correction factor
for 54 tests, the significance level was set at p �
.0014. Principal components factor analysis was
used to examine the factorial structure of the 11
dimensions of dissociation.

Results

Mean MID scores were highly similar to mean
DES scores (Table 2); the two instruments were
highly correlated (r � .94). All three hypotheses
were supported. First, DID patients obtained higher
scores than each of the other three groups on all 27
dissociation-related variables. Second, normals and
mixed psychiatric patients did not differ from one
another on any of these variables. Third, DDNOS
patients obtained higher scores than normals and
mixed psychiatric patients on some (i.e., 15) of the
27 dissociation-related variables (Table 3). As pre-
dicted, DDNOS patients did not differ from normals
or mixed psychiatric patients on any of the seven
scales that measure amnesia. DDNOS patients dif-

fered from normals (but not mixed psychiatric pa-
tients) on somatoform dissociation and partially dis-
sociated actions (Table 3).

Principal components factor analysis of subjects’
scores on the 11 dimensions of dissociation was able
to extract only one factor, which accounted for 85%
of the variance. Thus, the 11 dimensions of dissoci-
ation that are measured by the MID 3.0 (i.e., memory
problems, depersonalization, derealization, flash-
backs, somatoform dissociation, trance, identity
confusion, voices, passive influence, self-alteration,
and amnesia) are embraced by a single factor: dis-
sociation.

Discussion

The DES scores of the four groups are similar to
previously reported DES scores of normals, mixed
psychiatric patients, DDNOS patients, and DID pa-
tients (Van Izjendoorn and Schuengel, 1996). MID
scores, which are based on a metric that is identical
to that of the DES, are highly similar to the DES
scores for these same groups (Table 2).

DID patients in the present study obtained signif-
icantly higher scores than each of these other
groups on the 27 dissociation-related variables of
the MID 3.0. DDNOS patients obtained higher scores
than both normals and mixed psychiatric patients on
17 MID variables and 15 MID variables, respectively.
In keeping with the empirical literature, DDNOS
patients did not differ from normals or mixed psy-
chiatric patients on the presence of amnesia.

These robust findings were expected because the
dissociation-related variables of the MID were cho-
sen on the basis of previously replicated research
about DID (Dell, 2001b, 2001a; Dell2). Specifically,
the MID was developed for two reasons: a) to pro-
vide a reliable and valid measure of the dissociation-
related variables that have repeatedly been found to
characterize DID, and b) to test a revised concept of
DID (Dell, 2001a, 2001b) that is based upon those
same variables.

The findings of this study have at least two impli-
cations for the concept of dissociation. First, indi-
viduals who have a major dissociative disorder (i.e.,
DID or DDNOS) do not just manifest more dissoci-
ation than other individuals. Persons with DID or
DDNOS manifest dissociation that is several orders
of magnitude greater. The size of this difference is
consistent with the contention of Waller et al. (1997)
that pathological dissociation is a taxon rather than
a continuum. Said differently, dissociative individu-
als do not simply have more dissociation than do
nondissociative individuals. Dissociative individuals

TABLE 2
Mean Scores on the Multidimensional Inventory of

Dissociation (MID) and the Dissociative Experiences Scale

(DES) of Normal Participants, Mixed Psychiatric Patients,

Patients with Dissociative Disorder not Otherwise Specified

(DDNOS), and Patients with Dissociative Identity Disorder

(DID)

Instrument
Normal

(N � 58)
Mixed

(N � 52)
DDNOS

(N � 23)
DID

(N � 34)

MID
Mean 2.25 4.70 20.89 47.96
SD (2.43) (4.01) (7.94) (18.44)

DES
Mean 3.78 5.53 18.39 46.15
SD (3.86) (4.53) (8.59) (21.23)
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have a different kind or type of dissociation (i.e.,
pathological dissociation; Waller et al., 1997) that is
not experienced by nondissociative persons.

Second, the unifactorial structure of the MID’s 11
dimensions of dissociation (and the unifactorial
structure of the 28 items of the DES; see Waller,
1996) may say something very important about the
concept of pathological dissociation. Specifically,
the unifactorial structure of amnesia, depersonaliza-
tion, trance, derealization, voices, and so on sug-
gests that these phenomena are not different kinds
of dissociation; instead, they would seem to be dif-
ferent aspects or epiphenomena of a unitary natural
phenomenon or taxon: dissociation. Bremner and
colleagues have said something very similar. Noting
that “[t]here are important interrelationships be-
tween individual symptoms of dissociation,” Brem-
ner and colleagues concluded that “individual symp-
toms of dissociation do not have validity as separate
constructs” (Bremner et al., 1998, p. 378).

If dissociation is, indeed, unifactorial, then every
person who is a member of the pathological disso-

ciative taxon (i.e., persons who have a dissociative
disorder) may, at different times, experience any of
the aspects or epiphenomena of dissociation. Thus,
at different times, a person with dissociative amne-
sia may experience some depersonalization, dereal-
ization, voices, and so on. Similarly, a person with
depersonalization disorder may, at different times,
experience some derealization, trance, flashbacks,
identity alteration, and so on. Conversely, individu-
als who have the strongest or purest form of patho-
logical dissociation (i.e., DID) may a) experience
most of the aspects or epiphenomena of dissociation
most of the time, and b) simultaneously experience
all of the epiphenomena of dissociation some of the
time. The findings of the present study are consis-
tent with this idea.

The methodological limitations of the present
study are threefold. First, the participants in this
study received clinical diagnoses rather than rigor-
ous research diagnoses by means of such instru-
ments as the SCID-D, the Dissociative Disorders
Interview Schedule (DDIS; Ross, 1997; Ross et al.,

TABLE 3
Comparison of Normal Individuals, Mixed Psychiatric Patients, Patients with Dissociative Identity Disorder (DID), and

Patients with Dissociative Disorder not Otherwise Specified (DDNOS) on 27 Dissociation-Related Variables

Dissociation Variable

Normals
(N � 58)

Mixed
(N � 52)

DDNOS
(N � 23)

DID
(N � 34)

F
(df � 3, 168) pMean SD Mean SD Mean SD Mean SD

Memory problems 6.8 9.8 15.6 18.9 39.1 18.7 63.6 23.3 84.1 .000000a,b,c

Depersonalization 1.8 2.6 2.9 2.8 23.8 13.5 49.6 20.7 185.6 .000000a,b,c

Derealization 2.5 3.1 3.3 4.4 20.4 13.3 45.2 19.7 151.6 .000000a,b,c

Flashbacks 1.7 4.0 5.9 8.4 28.1 22.5 55.2 31.3 86.1 .000000a,b,c

Somatoform 0.8 1.8 2.5 5.0 13.9 13.9 38.5 24.6 79.7 .000000a,c,d

Trance 2.5 2.8 4.9 6.2 22.6 11.5 49.7 21.7 152.6 .000000a,b,c

Identity confusion 5.4 6.9 11.1 12.5 46.4 15.3 68.9 21.4 188.2 .000000a,b,c

Voices 1.3 4.0 1.2 2.4 19.3 15.1 55.0 28.9 129.9 .000000a,b,c

Passive influence 3.0 3.8 7.1 7.8 26.3 15.2 54.5 19.1 177.3 .000000a,b,c

Self-alteration 0.6 1.3 1.7 2.8 14.6 7.9 47.1 23.6 155.2 .000000a,b,c

Amnesia 1.1 2.0 2.0 3.0 5.6 2.9 40.8 24.5 111.0 .000000a,c

Child voices 0.4 1.7 0.1 0.6 14.0 14.4 51.2 33.7 92.1 .000000a,c

Internal struggle 2.1 6.9 3.2 5.4 29.5 17.6 61.9 28.6 143.9 .000000a,b,c

Persecutory voices 0.8 4.0 1.4 4.3 19.7 18.3 54.2 30.8 105.9 .000000a,b,c

Dissociated speech 3.4 7.9 3.2 7.4 21.8 21.5 55.7 24.7 115.5 .000000a,b,c

Dissoc thoughts 2.2 3.9 5.5 6.6 24.8 17.7 55.5 24.9 134.9 .000000a,b,c

Dissoc emotions 5.2 7.3 14.1 18.8 46.6 22.6 66.8 21.8 107.7 .000000a,b,c

Dissoc actions 0.9 2.5 3.7 6.8 16.3 16.5 56.3 23.3 164.0 .000000a,c,d

Dissoc knowledge 2.0 3.6 3.5 7.4 11.6 14.6 37.9 21.1 79.9 .000000a,c

Self-alteration 0.8 1.6 1.9 3.3 16.9 8.0 43.0 22.4 139.4 .000000a,b,c

Self-puzzlement 6.2 7.5 12.2 11.6 47.5 19.8 67.4 22.3 160.2 .000000a,b,c

Time loss 1.4 4.1 2.6 6.8 10.4 9.6 54.5 27.6 133.5 .000000a,c

Coming to 1.4 3.1 2.0 4.5 6.2 6.9 37.5 28.2 66.3 .000000a,c

Fugues 0.7 1.7 0.7 1.9 3.5 4.4 36.9 25.7 87.2 .000000a,c

Disremembered 0.9 1.4 1.3 2.3 2.5 2.3 16.4 10.7 81.3 .000000a,c

Finding objects 0.4 1.7 1.6 8.4 1.2 2.2 36.1 30.2 53.9 .000000a,c

Finding evidence 0.6 2.3 1.4 4.0 4.1 5.3 33.4 25.5 67.1 .000000a,c

a DID patients significantly higher than normal and mixed psychiatric patients (p � .0014).
b DDNOS patients significantly higher than normal and mixed psychiatric patients (p � .0014).
c DID patients significantly higher than DDNOS patients (p � .0014).
d DDNOS patients significantly higher than normal individuals (p � .0014).
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1989), and the Structured Clinical Interview for
DSM-IV Diagnoses (SCID; First et al., 1997; Spitzer et
al., 1992). This methodological shortcoming is miti-
gated by the fact that the current results mirror
those of many previous studies that did use the
SCID-D, DDIS, and/or the SCID. Second, the demo-
graphic characteristics (especially age and gender)
of the four groups in this study are not comparable.
Research on dissociation (Van Izjendoorn and
Schuengel, 1996) suggests that differences in age
and gender across groups may have slightly in-
creased the size of the differences that were found
in this study between dissociative and nondissocia-
tive groups. Still, the present findings are consistent
with a great deal of previous research. Third, the
MID is a relatively new instrument that does not yet
stand upon an accumulated body of research with
the instrument (as do the DES and the SCID-D). On
the other hand, the items and variables that com-
prise the MID are directly drawn from a large body
of research about dissociation and DID (Dell, 2001b;
Dell2).

Finally, there is an important conceptual issue
that may limit the meaning of the present results.
DID has been a controversial diagnostic entity. As
Gleaves has noted, some critics of the concept of
DID have argued that these patients have a profound
response bias that leads them to endorse any and all
kinds of psychopathology (Gleaves et al., 2000). If
this critique is accurate, then the present study (and
the large body of prior research that it replicates) is
substantially meaningless—except as a demonstra-
tion of how many symptoms DID patients will en-
dorse.

This sweeping indictment of DID cannot be ad-
dressed in depth here. Suffice it to say that the five
validity scales of the MID 5.0 (which measure defen-
siveness, neurotic suffering, the tendency to endorse
rare and unlikely symptoms, attention-seeking, and
factitious behavior; Dell2) provide data that are per-
tinent to this issue. The Neurotic Suffering Scale
indicates that most DID patients manifest high neg-
ative affectivity, a psychological amplifier of emo-
tional pain and distress (Watson and Clark, 1984).
Negative affectivity virtually ensures that DID pa-
tients’ distress (from dissociation/PTSD/somatic re-
living) will be accompanied by anxiety, depression,
and suicidality. Still, this is not the same as what
some critics seem to claim—namely, that DID pa-
tients indiscriminately endorse any and all kinds of
psychopathology. The validity scales of the MID 5.0
indicate that DID patients do not indiscriminately
endorse all kinds of symptoms.

Conclusions

Dell (2001b) proposed a revised concept of DID
that he called “major dissociative disorder.” He or-
ganized the previously replicated findings about DID
into three diagnostic criteria: a) pervasive dissocia-

tion (i.e., memory problems, depersonalization, de-
realization, flashbacks, somatoform dissociation,
and trance); b) partially dissociated manifesta-

tions of an alter personality (i.e., child voices; in-
ternal struggle; persecutory voices; partially dissoci-
ated speech, thoughts, emotions, impulses, and
actions; temporarily dissociated knowledge/skills;
disconcerting experiences of self-alteration; and
self-puzzlement); and c) fully dissociated manifes-

tations of an alter personality (i.e., time loss, “com-
ing to,” fugues, being told of forgotten behavior,
finding unexplainable objects among one’s posses-
sions, and finding evidence of one’s previous un-
known actions).

The present study provides support for Dell’s re-
vised concept of DID (i.e., major dissociative disor-
der). Namely, DID patients significantly differ from
other diagnostic groups (i.e., DDNOS, mixed psychi-
atric patients, and normal persons) on the 27 disso-
ciation-related variables that a) have repeatedly
been found to characterize DID, b) comprise the
three diagnostic criteria for major dissociative dis-
order, and c) are reliably and validly measured by
the MID.

Factor analysis of the MID’s 11 dimensions of
dissociation extracted only one factor that ac-
counted for 85% of the variance. It was concluded
that dissociation is a unifactorial taxon or natural
type that has different aspects or epiphenomena
(i.e., amnesia, depersonalization, voices, somato-
form dissociation, trance, etc.).

This interpretation—that dissociation is a unifac-
torial taxon with multiple epiphenomena—suggests
that individuals with DID should experience a very
wide range of dissociative phenomena. Both the
present study and the empirical literature on DID
support this contention; DSM-IV-TR does not. In
addition to a) amnesia and b) the presence of alters,
which are emphasized in the DSM-IV-TR portrayal of
DID, research on DID has repeatedly reported that
DID patients manifest memory problems; deperson-
alization; derealization; identity confusion; trance;
ego-alien, passive influence experiences such as the
Schneiderian first-rank symptoms of “made” feel-
ings, “made” impulses, “made” actions, influences
playing on the body, thought insertion, and thought
withdrawal; child voices; persecutory voices; voices
commenting; voices arguing or conversing; somato-
form/conversion symptoms; time loss; fugues; find-
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ing evidence of one’s previously unknown actions;
and flashbacks. Remarkably few of these latter phe-
nomena are clearly enumerated in DSM-IV-TR as
routine (or even common) occurrences in DID. Nev-
ertheless, the present findings and the extant body
of research on DID suggest that the above dissocia-
tive phenomena are just that: routine dissociative
phenomena of DID.
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