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ABSTRACT

Although the connection between abuse in childhood and later devel-
opment of multiple personality disorder is increasingly well-docu-
mented, few studies exist of dissociative identity disorder (DID) patients
drawn from a subpopulation at high risk for child abuse, namely
individualswith disabilities. This paper presents the diagnostic assess-
ment of DID in an adolescent who is blind, using the Structural
Clinical Interview for DSM-IV Dissociative Disorders (SCID-D), an
extensively field-tested semi-structured interview for the detection of
dissociative symptoms and disorders. The case studyincludes a descrip-
tion and analysis of the patient’s SCID-D interview and its findings,
with emphasis on the similarity of the patient’s symptoms to those
reported by adult patients without disabilities who suffer from DID.
The article concludes with remarks about the need for furtherresearch
regarding the prevalence of dissociative disorders in a) the adoles-
cent population; and b) the population of individuals with physi-
cal or developmental disabilities. In addition, new studies utilizing
the SCID-D should facilitate systematic investigation of dissociative
symptoms and disorders in the adolescent population.

INTRODUCTION

Dissociative identity disorder (DID) isdescribed in DSM-
[V as the existence of two or more distinct identities that
assume control of a person’s behavior and thought. It is the
most severe of the dissociative disorders (syndromes involv-
ing disturbance in the integrative functions of memory, iden-
tity or consciousness (American Psychiatric Association, 1994).

DID developsinresponse tosevere recurrent childhood trau-
ma, including (but not restricted to) emotional, physical,
and/or sexual abuse (Chu & Dill, 1990; Fine, 1990; Frischholz,
1985; Kluft, 1985a; Kluft, 1990a; Putnam, 1985; Spiegel,
1991; Wilbur, 1984a). In the past ten years, studies have esti-
mated the prevalence of DID to range from 1%-10% of the
psychiatric population (Bliss & Jeppsen, 1985; Kluft, 1991;
Putnam, Guroff, Silberman, Barban, & Post., 1986; Ross,
Norton & Wozney, 1989). Misdiagnosis of DID is a frequent
occurrence, due to diagnostic confusion with other psychi-
atricdisorders, including mood, psychotic, anxiety, substance
abuse, eating and personality disorders (Coons, 1984; Kluft,
1991; Putnam etal., 1986; Rosenbaum, 1980; Ross & Norton,
1988; Steinberg, in press; Torem, 1986). Patients with DID
spend an average of 6.8 to seven years in therapy before
receiving the correct diagnosis and implementation of
appropriate treatment (Coons, Bowman, & Milstein, 1988;
Putnam et al., 1986).

Children with learning problems, physical handicaps,
or chronicillnesses may be atincreased risk of abuse or neglect
due to the increased emotional and financial stress on the
parents, their own non-compliance and acting out, their phys-
ical dependence on caretakers, and their frequentresidence
ininstitutional settings (Fontana, 1992; Garbarino, Guttman,
& Seeley, 1986; Sullivan, Brookhausen, Scanton, Knutson,
& Schulte, 1991; Whittaker, 1987). Abuse and neglect are
common sources of physical and psychological injury to dis-
abled individuals; rates of prevalence have been estimated
as highas50% (Ammerman, Van Hasselt, Hersen, McGonigle,
et al., 1989; Sullivan et al., 1991). Deaf children have been
found to have rates of 24% for physical abuse and up to 50%
forsexual abuse (Sullivan, Scanlan, & LaBarre, 1986; Sullivan,
Vernon, & Scanlan, 1987). Equally high rates of abuse have
also been noted for the blind (Elonen & Swarensteyn, 1975).
Fewstudies, however, have investigated the incidence of abuse
among individuals who are blind or deaf.

Given this increased risk of trauma, individuals with dis-
abilities are subsequently at increased risk of developing dis-
sociative symptoms and disorders. To begin with, the loss or
absence of one or more of the bodily senses is itself a factor
in the construction of dissociative defenses; previous stud-
ies have noted the development of dissociative symptoms in
response to sensory deprivation (Reed & Sedman, 1964;
Roberts, 1960; Trueman, 1984b). Other factors which place
disabled children at higher risk of abuse include impaired
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communication skills, separation from the protection of the
home, and conditioned compliance with authority figures
(Sullivan et al., 1991; Sullivan, Vernon, & Scanlan, 1987).

Itisalso likely that misdiagnosis of individuals with phys-
ical handicaps and disabilities who have suffered abuse is
even more prevalent because of this population’s greater
dependence on caretakers, the difficulty of separating them
from “known and trusted” abusers, and the unwillingness of
schools and institutions to take full responsibility for inci-
dents ol abuse (Sullivan et al., 1991; Sullivan, Vernon, &
Scanlan, 1987). Specific interviewing strategies are there-
fore essential in order to identify the presence and severity
of dissociative disorders among individuals with disabilities.

The recentdevelopment of effective screening (Bernstein
& Putnam, 1986; Riley, 1988; Sanders, 1986) and diagnos-
tic tools hasimproved the accuracy of detection of this group
of disorders (Ross, etal., 1989; Steinberg, 1994a). The Structured
Clinical Intervtew for DSM-IV Dissociative Diserders (SCID-D)
(Steinberg, 1994a) is particularlyuseful to clinicians because
it systematically assesses the severity as well as the presence
of post-traumatic dissociative symptoms and disorders in
patients with all psychiatric disorders. Until this time, there
have been no reports of the use of diagnostic interviews in
the detection of dissociative disorders in adolescents.

To date, there have been few reports published con-
cerning dissociative symptoms in patients with disabilities.

One published case study involved a pre-lingually deaf

patient with dissociative identity disorder (DID) (Bowman
& Coons, 1990). Cases of DID have also been reported in
sighted individuals in which one or more alter personali-
ties were blind or deaf (Wall, 1991). In addition, the exis-
tence of DID in individuals with developmental disabilities
has also been described in the literature (Lindsley, 1989),
However, to dalte, no case studies have been reported of indi-
viduals with multiple personality disorder who are blind.
The present case report discusses a patient who is blind
and has been diagnosed with DID, using the Structured Clinical
Interview for DSM-IV Dissociative Disorders (SCID-D) (Steinberg,
1993h). We will describe the systematic assessment of the
five dissociative symptoms leading to the diagnosis of a dis-
sociative disorder, as evaluated by the SCID-D. Diagnostic and
treatment implications of this case study will be discussed.

Instrument:The Structured Clinical Interview for DSMAV
Dissociative Disorders (SCID-D)

The SCID-D is a semi-structured clinical interview that
comprehensively evaluates the presence and severity of 5
core dissociative symptoms: amnesia, depersonalization,
derealization, identity confusion, and identityalteration; and
diagnoses the dissociative disorders, based on DSM-/V diag-
nostic criteria. The SCID-D has been extensively field-tested
in over 500 patients, and several investigators have report-
ed good-to-excellent reliability and validity for its detection
and assessment of dissociative symptoms and disorders
{Boon & Draijer, 1991; Goft, Olin, Jenike, Paer, & Buttolph,
1992; Steinberg, Cicchetti, Buchanan, Hall, & Rounsaville,
1989-1992; Steinberg etal., 1989-1993; Steinberg, Rounsaville,
& Cicchetti, 1990). The Interviewer’s Guide to the SCID-D
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(Steinberg, 1994b) provides guidelines for the administra-
tion, scoring and interpretation of the SCID-D. The Severity
Rating Definitions, described in the Inierviewer’s Guide, pro-
vide operationalized criteria for evaluating and rating the
sever I[} l}l cac |1 0[ the five dissociative 5)n1pl()nlb.

CASE STUDY

Melissaisan 18-year-old Caucasian female who hasbeen
in treatment for one vear with one of the authors (A.S.),
who practices supportive-expressive and psychodynamic psy-
chotherapy. Melissa 1s congenitally blind and attends a res-
idential school for the blind in a large Eastern metropoli-
tan area. During her first vear of treatment. she was active
in student activities and competitive sports, including swim-
ming and goal ball (a team sport similar to soccer, but with
an auditory stimulus for students who are blind).

Melissa was referred for treatment by her school coun-
selor for the evaluation of her report of internal experiences
of being strangled and smothered, as well as intermittent
feelings of being struck or raped. She reported olfactorv sen-
sations as well, but could not identify the smells more pre-
cisely. She reported occasionally hearing moans and cries.
The most pervasive and overwhelming sensory experiences
occurred when she was in the shower: during such moments,
she reported feeling shaky, flushed and fearful.

The etiology of Melissa's blindness was retrolental fibro-
plasia, bilateral congenital cataracts. and detached retinas.
She had a history of pulmonary insufficiency of prematuri-
ty, and a several-year history of ringing tinnitus and inter-
mittent balance difficulties. Her intractable tinnitus had cre-
ated difficulties with mobility (e.g., in street crossings) and
independent living skills,

COURSE OF THERAPY

After the initiation of therapy, Melissa announced that
she would notreturn home during the school holidays because
herfeelings of being strangled, smothered and thrown across
the room were particularly severe in the home setting. She
began to report being teased and taunted about her blind-
ness by her brother and other family members. Because cry-
ing as a response to pain was not tolerated in the home set-
ting, Melissa stated that she never cried when frightened or
hurt.

In spite of her misgivings, Melissa did return home for
a holiday break, and reported that she experienced feelings
of being choked, hit on the head with a brick, punched in
the back, and being chased. She also reported smelling blood,
and felt that someone had taken a knife to her throat in the
shower. Despite these unsettling experiences, Melissa’s per-
formance in school was outstanding. and her general level
of functioning exemplary. Alter thisvisit, she began to explore
pastinteractions with her mother with the therapist: “When
I think [ am going to get hit, my Mom says, “‘What's the mal—
ter, you think I'm gonna hit you?" I guess my face shows it.”
The experience of being struck, withoutvisual warning, elicit-

edan anticipatory “freeze " response when the patient sensed
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an impending slap or punch, which she demonstrated for
the therapist. By contrast, Melissa described her first expe-
riences in the residential school as surprisingly pleasant. “1
remember when I started school, I couldn’t believe how nice
people could be! I guess I have never known anyone else
like my Mom.,” She remarked that “if you were to observe
me at home and at school, it is really like two different peo-
ple...” She acknowledged the existential pain of her expe-
rience of family life: “If there are any other teenagers deal-
ing with this, I just don’t think that they would be alive
anymore...”

Due to a scheduling mishap, Melissa came unaccom-
panied to the waiting room and awaited the therapist’sarrival
for one hour. After the session began, it became clear that
she was angryabout the unexpected delay, and enacted what
appeared to be a personal drama involving several charac-
ters. The patient utilized three different voices, each with
its own distinct intonation and accent. She reported that
when bored or angry, she would construct and play out a
script in her head, or assign a friend to participate in the
enactment.

Melissa’s history of traumatic events continued to unfold.
She recalled that when she cried (as a child), a hand would
be placed over her mouth and she would be admonished to
stop crying, with the additional warning, “or I'll give you
something to cry about.” Her punishments included stand-
ing in a corner for extended periods of time, and being
struck by her mother. She remembered an episode in which
hotgrease was “splashed on me accidentally.” In recentyears,
the most dreaded event of each visit home was a ritual weigh-
ing, accompanied by verbal scolding for any weight gain,
with resultant deep humiliation. During home visits, Melissa
was also restricted from visiting her father, who lived a short
distance from her mother’s home. Given this combination
of humiliations and prohibitions, Melissa compared going
home to being imprisoned.

Three monthsinto treatment, Melissa began to describe
experiences of identity confusion. She opened one session
by remarking, “I don’t know who I am. There is one part
that’s good, another that’s bad. All together, I think there
are 4 or b parts.” During the same session, she recalled past
bed-wetting experiences and their consequences: “If I wet
the bed, [my mother]’d do, like what you do with a dog —
she’d rub my nose in it and then she’d put me in a cold
shower.” Melissa then observed, “This might have been one
of those memories that was there all the time. Come to think
of it, maybe that’s why I get weird feelings in the shower
sometimes.” She recalled her earlier use of dollsand an imag-
inary friend for self-comforting and companionship. Her
doll would typically console her by telling her that “Things
will be all right.” The patientalso began to speak of an enemy
within, and expressed distress over différent personalities
that emerged unpredictably and affected her friendships in
school. At this point in the treatment, Melissa announced
that she could no longer tolerate returning home. She
approached the school principal, requesting asylum and pro-
ILe(.‘t_i()n from hermother’srage regarding herrefusal toreturn

10me.

Melissa did return home for anothervisit, with an appoint-
ment to meet with a child protective services worker to doc-
ument her history. She reported her past experiences to the
caseworker, who offered her 24-hour (telephone) access to
crisis assistance should she feel unsafe. In the absence of
recent physical abuse, Melissa felt that she would be safe.
However, her meeting with the protective services caseworker
precipitated a family crisis. Melissa’s mother phoned the
treating psychiatristand acknowledged that some of her daugh-
ter’s experiences might have been related to memories of
her ex-spouse intoxicated and “on a rampage.” She admit-
ted that he had attempted to choke her as well as Melissa
on several occasions. The mother requested a joint therapy
session with her daughter, and during this session, report-
ed that she had large memory gaps related to her years of
marriage to Melissa’s father.

SCID-D EVALUATION

Due to Melissa’s history of abusive events and symptoms
ofidentity confusion, a comprehensive evaluation of her dis-
sociative symptoms was performed using the SCID-D inter-
view in order to rule out the presence of a dissociative dis-
order. The diagnostic interview was discussed with Melissa
and with her consent was audiotaped. The completion of
Melissa’s SCID-D interview required five weekly sessions con-
sisting of 50 minutes each session, as ample opportunity was
allowed for Melissa to elaborate on the questions on the
SCID-D and responseswhich were relevant to treatment issues
were also explored. Scoring and interpretation of the SCID-
Dwas performed according to the guidelines of the Interviewer’s
Guide to the SCID-D (Steinberg, 1994b).

SCID-D Amnesia History

Amnesia, as evaluated on the SCID-D, is the inability to
recall one’s past or other personal information. Clinically
significantexamples of amnesiainclude failure to recall years
of one’s life or the inability to remember one’s name, age,
or address. Patients suffering from dissociative disorders are
often amnestic for segments of their past thatincluded emo-
tional, physical or sexual abuse. As adults, these patients can
become amnestic for hours, days or years of their life. In
addition, they may be amnestic for their amnesia, i.e. unable
to remember episodes or periods of forgetfulness.

The first SCID-D question on amnesia asks about mem-
ory gaps. The following is an excerpt of Melissa’s replies dur-
ing this section of the interview:

Interviewer: Have you ever felt as if there were large-
gaps in your memory?

Subject: Yes.
Interviewer: What was that experience like?
Subject: That was strange, I would say, ‘cause it’s like

you can remember things for awhile and they just kind
of stay back in your memory, back in your head, and
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then something brings them out....

Interviewer: Have there ever been hours or days that
seemed to be missing that you couldn’t account for?

Subject: ..Sometimes.
Interviewer: How often does that occur?

Subject: Not often at all. [t occurred over the summer,
though.

Interviewer: How many times over the summer?
Subject: | would say lots.

In addition to being amnestic for segments of her past,
Melissa also endorsed having day-to-day difficulty with her
memory:

I: Has there ever been a time when you had difficul-
ty remembering daily activites?

S: A couple of times. Like when I would talk about
my schedule to a friend. I would be like, “What
[class] do I have? What do I have? What do T have?”
Oh, man. Like I'd be afraid that I was going to for-
get one of my classes and go to the wrong one.

Melissa acknowledged extensive gaps in her memory; more-
over, her episodes ofamnesiainterfered with her social func-
tioning and caused her significant distress. She added that
her friends “stay away from me sometimes”.

SCID-D Depersonalization History

Depersonalization is characterized by adetachment from
one's sell or body, and is often described as feeling unreal.
Manifestations include feeling that one’s life is like a movie,
feeling like a robot, feeling dead or invisible, and feeling
like an observer of one’s life. Melissa endorsed several man-
ifestations of depersonalization, including frequent feelings
that her body was foreign to her, which were related to a
negative body-image, as well as frequent episodes of feeling
unreal. She also endorsed daily episodes of feeling like a
stranger to herself, and frequent episodes of feeling as if she
were fading away, as described below:

I: Haveyouever had the feeling thatyouwere astranger
to yourself?

S: Yes. Very much so. I don't even know who [ am
sometimes,

I: What's that experience like?
S: It's like when people ask me, “Tell me something

aboutyourself.” You know, you say your name, your
age,and where you're from, and that'sit... I change

somuch thatl don’tremember wholam, youknow,
what I was like before, or maybe I don’t even know
who [ was at all. Maybe before, I wasn't myself.

o
e

How often does that happen?

S: Every day.

—
1

Have you ever felt that you were fading away?
S: Yeah.
I: What's that experience like?

S: It's kind of like you're melting away, like if some-
body poured some water on sugar, and it would,
vou know, dissolve.

A common manifestation of depersonalization described
by patients during SCID-D interviews is a splitting of the self
between an observerand a participator. In thisform of deper-
sonalization, one part of the self is experienced as taking
part in the activities of life and another part is experienced
aswatching, or observing the actions of the first part. Patients
with dissociative disorders sometimes spontaneously elabo-
rate on identity confusion and/or alteration when describ-
ing this split. In this case, Melissa described daily episodes
offeelinglike an observer of her participant self. Her descrip-
tion included spontaneous elaboration on verbal abuse as
well as subtle clues to identity alteration:

I: Have you ever felt that you were going through the
motions of living but that the real you was far away
from what was happening to your

o

Uh huh. I'felt that way at home, before, when I get
yelled at about all these things. I never felt mysell.

I: Can you say more about that experience?

w

I was always quiet and I was certainly not talkative
like I am at school, and I didn’t do much but stay
in my room and read and listen to music. Atschool,
I’'mwith friendsalotand I hang out. Istick to myself
sometimes. And I'm involved in school activities.

I: How often does that feeling of going through the
motions of living with the real you is far away hap-
pen?

W

That happens to me a lot, even when ['m here.
Some days | feel like a zombie, like I'm not even
alive.

Associated features of depersonalization, such as per-
ceptual distortionsand mood changes, are often experienced
in conjunction with this symptom. Melissa endorsed feeling
that her arms and legs were changing in size, which occurred
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in conjunction with her mother’s criticism of her weight.
She said that almost every day. she felt her behavior and her
emotions were not under her control. She described rapid
shifts between moods of violent “snapping-out” and sad,
depressed moods that she felt were “not her.” Additionally,
she mentioned daily episodes of hearing herself talking, but
feeling that she was not the person choosing the words. This
associated feature of depersonalization, namely lack of con-
trol over one’s own behavior, emotions or speech, may be a
manifestation of the presence of alter personalities in cases
of DID. The host personality may passively observe, while a
dissociated identity state assumes control of the mind and /or
body. Up until this point in the interview, Melissa has been
providing possible indications of this, with her comment
that she experienced auditory hallucinations in conjunction
with her altered speech patterns. The presence of alternate
identities consistent with dissociated thought and speech
will be assessed later in the interview.

In sum, Melissa endorsed several different formsof deper-
sonalization, which were recurrentand persistent. These symp-
toms interfere with her work and school (e.g., when she day-
dreams) and with her friendships (e.g., when others report
being afraid of her, avoiding her, or regarding her as
“strange”). These episodes of depersonalization were not
associated with drugs, alcohol, or medical illness. Therefore,
her depersonalization was rated as severe, due to the frequency,
distress, and dysfunction associated with this dissociative symp-
tom.

SCID-D Derealization History

Derealization, like depersonalization, isaform of detach-
ment from full consciousness. During episodes of dereal-
ization, the person becomes detached from normal aware-
ness of the environment, such as a sense of the familiar with
respect to friends, family members, or one's home.
Derealization is commonly associated with flashbacks, expe-
riences in which the person may withdraw from currentreal-
ity and relive a traumatic memory.

Melissa endorsed repeated experiences of derealization,
including occasional episodes of feeling that other people
were unreal or that they were disappearing:

I: Have you ever felt as if familiar surroundings or
people you knew were unfamiliar or unreal?

S: Yes. When I feel thatway, it only lastsabouta minute
or two, but sometimes I don’t know where I am.
You get this odd feeling like you’re somewhere and
you shouldn’t be. And sometimes you think it’s all
astory, like the people are just there, and you don’t
know if they're really real people.

Melissa also endorsed other manifestations of dereal-
ization, including occasional feelings that her friends were
strange or foreign, or feeling puzzled as to what was real and
what was unreal in her surroundings. With regard to the lat-
ter, the patient related her episodes of derealization to her
concurrent depersonalization symptoms. The intercorrela-

tion of dissociative symptoms often occurs in patients with
dissociative disorders. Melissa stated that these experiences
interfered with her schoolwork, because they would disrupt
her concentration, causing her to go “blank.” They occurred
in the absence of alcohol or drug consumption, or medical
illness. And due to the recurrent nature of her derealiza-
tion, she received a rating of ‘severe.’

SCID-D Identity Confusion History

The symptom of identity confusion, as defined in the
Interviewer’s Guide to the SCID-D, involves subjective experi-
ences of uncertainty, puzzlementor conflict regarding one’s
identity. Patients with dissociative disorders often describe
identity confusion as an inner struggle or battle regarding
their sense of self. This subjective sense of confusion in dis-
sociative disturbances is quite different from developmental
identity issues of normal adolescence, As one patientin the
SCID-D field study put it, “[My identity confusion] is this feel-
ing of being split, like you're not part of your hand...when
you go through adolescence and you have an identity crisis,
you know you're a whole person — you're just trying to put
your values and your sense of self in place. But thisis a feel-
ing of being split, of not being whole.” (SCID-D interview,
unpublished transcript). Melissa endorsed daily experiences
ofinner struggle thatwere clearly dissociative in nature rather
than developmental:

I: Have you ever felt as if there was a struggle going
on inside of you as to who you rea].ly arer

e

Yes. I always feel that way. I mean I don’t know who
I'am right now because I change so much....I don’t
know what myself is or who myself is. Sometimes I
don’t even know if I even exist or why I'm here.
Feelings like that, or how did I get here?

I: Can you describe the struggle?

4

: It’s like an argument inside. “Well, you're this per-
son.” ‘No, that’s not yourself, you're that person’.
‘Well, I think you're not. Maybe you're this per-
son’. I mean, it’s like you don’t really know who
you are.

I: And this struggle occurs how often?
S: That happens every day.

The experience of identity confusion often makes it dif-
ficult for Melissa to relate to other people. She reported that
her homework would often be interrupted by the repeated
thought “Who am I?” Additionally, spontaneous elaborations
of answers to questions in the depersonalization section of
the SCID-D revealed that Melissa experiences identity con-
fusion in conjunction with her depersonalization (“I don’t
know what myself is.”). The high frequency, degree of sub-

Jjective distress, and dysfunction associated with her identi-

ty confusion indicates a rating of ‘severe.’
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SCID-D Identity Alteration History

Identity alteration is defined by the SCID-D as objective
behavior that indicates the assumption of a different iden-
tity or identities. This is exemplified by the subject’s self-ref-
erence with different names, acting like a different person,
age regression; and a variety of indirect measures such as
(ce(lh'td\lmm friendsand family, or finding unfamiliar objects
in one’s posse ssion.

Melissa endorsed daily episodes of feeling and acting
like achild, which were associated with extreme mood changes.
She also reported daily episodes of behavioral alteration that
were apparent to her as well as to others who were affected
by them:

I: Have you ever been told that you seem like a com-
pletely different person?

S: Yes, and that haunts me. I remember one night...I
asked [my friend], was she scared ol me. And she
said, well, she wasn’t, but she was scared for me
because I'm not the same person. And, she says,
sometimes she’s afraid to say things to me because
she doesn’t know how I'm going to act. And then
she brings up an example which was thatone minute
if she teases me, I would laugh, and then the next
minute she would tease me and I would go off the
deep end.”

One of the cardinal symptoms of identity alteration that
occurs in patients with multiple personality disorder is the
use of different names to refer to oneself. Although other
symptoms of identity alteration, such as feeling like a child,
can occur across a spectrum of severity, the use of different
names (other than nicknames or aliases) is typically a sign
of severe identity alteration. Patients with dissociative dis-
orders may assign names to identities that exist within them,
and with whom they have internal dialogues. In patients with
DID, these identities assume temporary control of the per-
son’s consciousness and behavior, during which he or she
may appropriate the name for him or herself, and be amnes-
tic for these transitions at a later time. Melissa described fre-
quent episodes of calling herself by different names, and
described in some detail the different names that she used:

I: Have you ever referred to vourself or been told by
others that you referred to vourself by different
names?

w

Yeah. I've named different people in me. Have you
ever heard of these things called “Garbage Pail Kids?"

Well, that’s where I got my names. I mean, maybe
thev're notreal Garbage Pail Kids’ names, but that's
where [ got those names, like, Freaky Freddy,
Funny Frank, Depressed Doris, and Weird Wanda...

I: Do you know how many names there are?

S: I would say six or seven,

Melissa emphasized that the entities within her existed
before she gave them names. She reported using these names
often, and acknowledged that other people sometimes call
her by these names — an unportant indirect measure of
identity alteration:

—_—
e

Have other people referred 1o you by different names?

S: Well, [my friend] June would sometimes refer to
me as Freaky Freddy, cause she'd be like, “*Oh, shut
up, Freaky Flul(l\ And then she'd say, “Oh, why
don't you go somewhere.” Or “Shut up!” like that.

Another indirect measure of identity alteration is find-
ing items (at home) that one does not remember purchas-
ing or otherwise acquiring, This may be called an “envi-
ronmental cue,” in that it provides feedback about the
emergence and behavior of an alternate personality.
Attentiveness to such environmental cuesis a important part
of diagnosis, since patients that are amnestic for the activi-
ties of alter personalities may be aware of unexplained items
in their possession, and puulcd asto how theywere acquired.
Melissa noted that she has sometimes found personal belong-
ings in places where she did not remember putting them,
and was perplexed as to how they got there. Melissa also
endorsed experiences of a kind of possession, stating that
when she had *bad™ thoughts, she felt like she was possessed
by Satan. This occurred “tons of times.” It was clear from
her responses that these episodes of identity alteration were
frequent, and associated with dysphor manddwluncuun (e.g..
her friend admitted to being uneasy about Melissa’s unpre-
dictability). Thus, she receives a rating of ‘severe’ for iden-
tity alteration.

Additional information on identity confusion and alter-
ation was further assessed by exploring associated features
of identity alteration, such as rapid mood changes, tluctua-
tionsin ability, and internal dialogues. Melissa endorsed daily
episodes of rapid mood changes:

I: Have your moods ever changed rapidly, without
any reason?

S: That happens, like everyday...It'slike everyminute,
I won’t know how I'll act. One minute, I'll act
depressed. and the next minute, (livelyvoice) “Oh, ‘
hi, how are vou?"” And the next minute, (low, gruff
voice) “Oh yeah,” like angry.

Melissa also ltporl{‘d ongoing internal dialogues; she
described one episode in which someone told her that she
was talking to herself. She reports talking to herself silently
as well as aloud, and she experienced these conversations
as both similar to voices and similar to thoughts. These dia-
logues occurred every day.

Thus far, Melissa had given responses indicating a rat-
m;.,uf severe' forall five of the dissociative symptoms assessed
in the SCID-D. She endorsed severe amnesia, depersonaliza-
tion, derealization, identity confusion, and identity alteration. |
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Melissa's endorsed symptoms of identity alteration were fur-
ther explored by administration of selected follow-up sec-
tions of the SCID-D, in order to determine the distinctiveness
of the personalities she has named, and to assess whether
or not these identities take control over her behavior and
|lmught's.

I: Earlier you mentioned that you have feltas if there
was a struggle occurring as to who you really
are...Does it ever feel as if the struggle controls the
way that you act or the way that you talk?

S: Yes. Very much.

I: Tell me more about that.

®

: Well, I feel that the struggle is just so much in con-
trol that I don’treally have time to think aboutwhat
actually to do or say, or sometimes maybe how the
other person feels, if I say or do a certain thing. It's
kind of like the struggle influences me, or some-
body or something, to do or say something I don't
wanlt to say.

I: Canyou give me an example that it influenced you
to say something or do something that you didn’t
want to do?

w

All right. For instance, last week, when my friend
and I were kind of arguing. At breakfast time, I said
something...When I said that at breakfast time, it
just slipped out, it’s like I didn’t even have time to
think about, should I wait and let her explain after
breakfast, or should I just say it. It just came out too
fast. It was like a ball being rolled back and forth,
and I was the ball.

Thus her symptoms of identity confusion are associat-
cd with a feeling of loss of control of her speech and a feel-
ing that "someone or something” is influencing her behav-
10r,

Fach follow-up section allows the interviewer to exam-
ine underlying symptoms of identity alteration within the
context of previously endorsed symptoms. The interviewer
inquires about any signs of identity alteration that accom-
pany these other endorsed symptoms. In this case, the inter-
viewer asks if there are names associated with the identity
confusion:

I: Do you have names for the different sides of the
struggle?

S: ...The depressed one is Depressed Doris, and the
weird one is Weird Wanda, and the angry one is
Angry Andy. The happy one is Happy Hank and the
normal one is Normal Nancy. And there’s a lot of
other ones that I named...

I: How would you describe Angry Andy?

S: I'd describe Angry Andy like a monster. Like big,
muscular, always angry, strong, and kind of like a
giant, like “Don’t get in my way!”

I: Is there an age associated with Angry Andy?

S: Iwould say he’sin hisfifties...IHe hasgray hair...Normal
Nancy is just kind of like me. She’s somebody who
looks like me and is probably in her twenties. Happy
Hank is lively and he’s a handsome man...tall and
thin. He's probably in his early teens, like 15 or 14.
Oh, Depressed Doris, oh gosh, she’slike an old lady,
shriveled up, like frail, and she’s thin, small and is
always depressed. She’s probably in her nineties.

Clinicians should note thatitis not unusual for DID patients
in any age bracket to endorse the presence of alter person-
alitieswhoare “older” than theyare. In some instances, alters
who represent ages that the patient has not yet attained may
represent aspects of the abusive parents or other hurtful
authority figures. This is especially likely to be the case if
theyare ‘persecutor” alters, i.c., alterswho sabotage the patient’s
life and typically try to undermine therapy (Putnam, 1989).
In other instances, older alters may represent the patient’s
internalized ideal of a good parent or a wise teacher. The
negative characteristics of Melissa’s older alters—anger and
depression — suggest that they may be introjects of dys-
functional family members. Like many patients with multi-
ple personality disorder, Melissa’s identity confusion often
results from her interactions with the numerous named enti-
ties within her. She went on to report having dialogues with
Depressed Doris, in which they would share their feelings
and memories. She added that Doris’s depression was con-
tagious. Melissa mentioned that she had constant, ongoing
dialogues with “Freddy,” but that she rarely had conversa-
tions with Andy — usually only when she was very angry.

In addition to the administration of follow-up sections,
observation of intra-interview cues of dissociation are an impor-
tant part of the diagnostic process. The interviewer noted
the presence of intra-interview dialogues occurring during
this follow-up section on identity confusion. Melissa men-
tioned that “Freddy” had been co-conscious with her dur-
ing the interview:

Freddy’s small, but strong. He's about my age, 18. He
likes to be with me a lot during the day. He’s like my
bodyguard...He’s the one I talk to when we're in trou-
ble. As a matter of fact, he’s in here right now.

Freddy’s function was described as that of the “internal
self-helper,” or ISH, which is often personified in patients
with DID (Allison, 1974; Putnam, 1989). Melissa added that
she has known Freddy for several months, and that he first
appeared to soothe her when she was feeling depressed and
upset about her abusive home environment.
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I: How long have you known Freddy?

4

I've known Freddy for about, let’s see, for half a
year.

I: When did he come into your life?

0

He came in, | would say, some time in early 1990.
Oh gee. [ can’t even think.

I: Do you remember what was happening when he
came in?

A

: I guess I was really depressed and I was down about
things that went on at home, you know, I was tired
of being picked on all the time. And then, it’s real-
ly weird because all of a sudden I felt this sense of
peace come over me. And then Freddy comes. At
first he scared me, but then it was like I had this
safe feeling.

This quote supports previous observations thatalter per-
sonalities develop to help victims of abuse cope with trau-
matic experiences. Freddy emerged several times during the
interview, such as during the follow-up on different names,
when Freddy recounted abusive memories from Melissa’s
childhood. F reddyisa llnlqlle personality because, although
Melissa is blind, Freddy is described as being sighted and
able to help Melissa plzu.' goal ball, a game similar to soccer,
but with auditory cues for players who are blind:

I: Ishe [Freddy] blind, by the way? Does he read Brailler

§: No, he reads print...Sometimes I think Freddy tells
me where the goal ball is, 1 think that’s why I've
been able to block all these balls the way I've been
blocking them,

During the follow-up section on different names, Freddy
talked with the interviewer for several minutes. During this
time, Melissa was also co-conscious and the two had a ver-
bal conversation outloud. Atone point Angry Andy emerged
and the subject verbalized a physical struggle between Andy
and Freddy, alternating between different voices:

S: Whoa. They're fighting.

.
g

Who's fighting?

S: Freddyand Andy. (pause) [Andy’svoice:] “Getout
of here.” [Freddy's voice] “Noj; you get out of here,
vou big idiot.” [Freddy's voice:] “Well, you get out
of here. Stop scaring her.” [Andy’s voice:] *No!".
[Melissa's voice:] “Oh, gosh. Now Freddy’s got a
bloodylip...(laughs) now Angry Andy’s crying (teas-
ing laugh) Go Freddy go! Go Freddy go! Yeah!
Ooooh. He's jumping right on him. All right. Iwish
I had a goal ball here. 1 would just take him, and
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beat him with it."

This episode reflects a common manifestation of iden-
tity contusion in patients with DID, in which the conflicting
sides of the struggle are personified and may actually be per-
ceived as individuals who are engaged in physical combat.
The internal struggle may be a behavioral memory of vio-
lent experiences of an abusive past

Later in the interview, Melissa mentioned a personality
named “Childish Chris,” who was five years old and from
Bulgaria. The presence of younger altersiscommon in patients
with DID, who experience age regression when taking on
the persona of the younger alter:

I: Who's the youngest part of you?

S: Oh, that’s Childish Chris. She's only about five.

-
11

: Can you say any more about her?

S: She’s interesting. Oh, here she comes, too. Gee,
speak of the devil. She’sreally interesting. She’s like
small and thin, and she’s got this real long hair.
She's— Oh letme see. Whatkind of person, where's
she from? She's Bulgarian...[changes to high voice
and foreign accent] I came over from Bulgariawhen
I was three and [Melissa’s voice:] She has to think
abouthowshe’ssaying things, ‘cause she'sonly been
over here for two years. [Chris’ voice:] I like to be
childish. I like to be totally off the wall and some-
times I get really crazy,

Amnesia for events or experiences associated with
episodes when an altered identity emerges is common in
individuals with multiple personality disorder. The existence
of inter-personality amnesia is such a distinctive character-
istic of DID that it has its own diagnostic criteria in the DSM-
IV DID diagnosis. Melissa said that the parts within her had
different memories, and that they remembered events cor-
responding to the mood associated with the personality. Such
linking of separate memories with separate affect supports
state-dependent theories of DID development (Braun, 1988;
Ludwig, 1966; Putnam, 1989; Swanson & Kinsbourne, 1979;
van der Kolk & van der Hart, 1989).

I: Does each side of the struggle have different mem-
ories?

S: Sometimes thev do.

How are they different?

S: Well, some of the memories, like the depressed side
of it, has when my mother was talking to me about
my weight...when I'm at home and my mom vells
at me about my weight and constantly puts me on
the scale — that keeps coming back...The sad side
of it, I guess, was when my grandfather died, when
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my great-grandmother died, when mymom and dad
divorced, the fact thatI don’tsee mydad very much.
The happy side is just remembering the good times
when [ was at my other school...and my friends and
I would hang out and we would do different things
like be silly and go places together.

...Do they know different things about your back-
ground?

S: To tell you the truth, I think they do, but I think
there are some things they know that I don’t know.

Differentiation between moderate and severe identity
alteration through the assessment of the degree of similar-
ity of the patient’s identity states can be accomplished by
asking whether the personalities seem to have different mem-
ories, skills, or abilities. In addition to endorsing separate
memories for the personalities, Melissa felt that the differ-
ent parts of her controlled the way she acts. She associated
her mood changes with the actions of the personalities, and
said that the personalities caused her to feel, say or do dif-
ferent things:

I: Do they have different skills, the different parts of
you?

S: I'would say they do. Like the depressed one has the
skill of making other people depressed. And the
happy part just has the skill of respecting people.
And the angry part just has the skill of letting off
steam.

Once the five symptoms have been assessed and the fol-
low-up sections have been administered, it is possible to rule
outadiagnosis of dissociative disorder based on DSM-IV. The
reader is referred to Figure 1, “SCID-D Differential Diagnosis
Decision Tree,” for a visual summary of the process of dif-
ferential diagnosis.

Summary of Dissociative Symptoms and Diagnosis of
Dissociative Disorder

Melissa reported experiencing all five of the dissocia-
tive symptoms: amnesia, depersonalization, derealization,
identity confusion, and identity alteration. Based on the fre-
quency of occurrence, and the degree of dysfunction and
distress caused by her symptoms, she was given the highest
rating — ‘severe’ — for all five symptoms, according to the
Severity Rating Definitions of the Interviewer’s Guide to the SCID-
D (Steinberg, 1994b). Based on Melissa’s responses, she meets
DSM-IV criterion A for DID; specifically, she endorses sever-
al identities with relatively distinct and complex personali-
ty characteristics (American Psychiatric Association, 1994).
She mentioned different names and skills associated with
the personalities. In responses to questions regarding iden-
ity alteration, Melissa reports being called by the names she
has given to her internal personalities, feelings of posses-
sion, and frequent experiences of severe mood changes asso-

ciated with identity switching. Finally, in the SCID-D’s follow-
upsections, the interviewer observed several episodes of intra-
interview identity alteration. For instance, Melissa assumed
the identities of Angry Andy, Freaky Freddy, and Childish
Chris. Therefore, itis concluded that these identities “recur-
rently take control of the person’s behavior” (DSM-IV DID
criterion B) (American Psychiatric Association , 1994, p. 487).
Melissa also satisfies DSM-/V DID Criterion C, “Inability to
recall important personal information that is too extensive
to be explained by ordinary forgetfulness” (American
Psychiatric Association, 1994, p. 487) due to her positive
endorsements in the amnesia section and her spontaneous
elaborations in the depersonalization section (“I don’t
rememberwholIam?). Finally, DSM-1V Criterion D states that
the disturbance is “not due to the direct effects of a sub-
stance (e.g., blackouts or chaotic behavior during Alcohol
Intoxication) or a general medical condition (e.g., complex
partial seizures)” (American Psychiatric Association, 1994,
p.487).In this case, the subject does not use alcohol or drugs
and has notreported a coexisting medical condition. Because
the subject meets all four DSM-1V criteria for multiple per-
sonality disorder, she was given a diagnosis of Dissociative
Identity Disorder.

COURSE OF TREATMENT FOLLOWING
THE SCID-D EVALUATION

Following elucidation of her altered personality states
in the SCID-Dinterview, the dissociative symptomswere explored
further with Melissa. She reported that she found the pro-
cess of the interview extremely helpful in helping her to
bring forth inner experiences previously hidden and never
articulated. Melissa came to subsequent sessions reporting
that she had not seen a specific alter, Freddy, for some time.
She wondered if he or she had left permanently, and
expressed both sadness regarding the loss of a companion
and satisfaction regarding the increasing coherence of her
life. Her somatic, tactile, olfactory, and auditory hallucina-
tions ceased temporarily, reappeared at the end of the school
vear and stopped again after an alternative plan to return-
ing home was established. Before her departure, she
announced “No oneisaround except Angry Andyand Freddy,
and I say, hey, Angry Andy, I've got a nice present for you...
and it’s called happiness. Man, this is fun telling him off.”

For this patient, the SCID-D was useful not only as a diag-
nostic tool, but also enhancing the therapeutic process in
elucidating her dissociative symptomatology, revealing pre-
viously unexplored material, Follow-up sessions following
the administration of the instrument are often helpful in
patient education. In this case, explaining to Melissa the
nature and prognosis of her symptomswas the first step toward
heracceptance of heralternate personalities. Thus, the SCID-
Dinterviewwas clearlyan instrument of change for thisyoung
woman, fostering a greater degree of cooperation among
her alters which is a precondition for eventual integration.
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FIGURE 1
SCID-D Decision Tree lor the Dissociative Disorders
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SUMMARY

This case study has demonstrated that the systematic
assessment of dissociative symptoms using the SCID-D allowed
for the diagnosis of DID in an adolescent who is blind. In
fact, her descriptions of the five specific dissociative symp-
toms were virtually identical to those given by adult patients
withoutvisual handicaps who suffer from DID (see Steinberg
et al,, 1993). Remarkably vivid and even visual descriptions
of heralternate personalities, including their hair color, were
given by this patient. The efficacy of the SCID-D in the eval-
uation of dissociative symptoms and detection of the disso-
ciative disorders in individuals who are blind is particularly
important, given that the incidence of dissociative disorders
and their antecedent traumatic history among individuals
with disabilities is unknown.

Because the SCID-Dis a clinician-administered interview,
itcan be useful in assessing patientswho are visually impaired
for histories of dissociative symptomsand disorders. Screening
for these symptoms should be included in the diagnostic
assessment of all patients with reported or suspected histo-
ries of trauma. As individuals with disabilities are likely to
have an elevated risk of trauma and dissociation histories,
routine assessment of these factors is essential. The system-
atic assessment of dissociative symptoms using a structured
interview such as the SCID-D can accurately detect the pres-
ence and severity of dissociative disorders in individuals with
disabilities, and facilitate referral to appropriate treatment.
The clinical psychiatric screening of sub-populations such
as patients who are deaf requires the development of diag-
nostic tools that are adapted for and validated in a visually
accessible language such as American Sign Language. Further
research is needed to systematically assess histories of trau-
ma and dissociative symptoms and disorders among indi-
viduals with disabilities. W
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