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Commentary
Few mental health professionals receive systematic training in the 

assessment and treatment of trauma related psychological problems, 
and even fewer about traumatized individuals who have dissociative 
reactions [1,2]. Information on childhood maltreatment and related 
topics such as dissociation is missing, inaccurate, or inconsistently 
presented in many current psychology textbooks [3-5], so students 
are often taught information about trauma and dissociation that is 
not evidence-based.  The lack of accurate knowledge and training 
about trauma can have a negative impact on clinical practice. Many 
clinicians do not ask about trauma exposure and even when they do, 
many do not recognize the link between early traumatization and later 
psychopathology. One study found that 64% of patients reported they 
had experienced childhood sexual, physical, or emotional abuse, but 
only 20% had been asked about childhood abuse by mental health 
clinicians [6]. While 69% of the patients who had experienced childhood 
maltreatment believed there was a connection between maltreatment 
and their psychiatric symptom(s), only 17% of clinicians recognized 
this connection [7]. Without trauma-informed treatment, traumatized 
clients may not respond optimally and they may even be re-traumatized 
by the mental health system if they are labeled as “treatment resistant” 
because the treatment does not address the core issue of trauma; some 
may be misunderstood as fabricating or exaggerating their trauma 
history or symptoms. Furthermore, clinicians who are not trained in 
managing their own reactions to working with trauma survivors may 
be at heightened risk for vicarious traumatization [1]. 

The more traumas an individual has experienced, the greater the 
resulting symptom complexity exhibited is, including the greater the 
risk for dissociative symptoms [8]. Dissociation is “a disruption and/
or discontinuity in the normal integration of consciousness, memory, 
identity, emotion, perception, body representation, motor control, and 
behavior” [9]. In particular, there is a lack of training and considerable 
misinformation about dissociative reactions to trauma [5,10,11]. Due 
to their lack of training and knowledge about dissociation, trainees and 
clinicians tend to overlook and/or misdiagnose dissociative reactions, 
leading many dissociative individuals to not get treatment. One study of 
youth found that those with dissociative disorders (DD) had the highest 
impairment of any of the disorders studied yet the lowest level (2.3%) 
of referral for mental health treatment [12]. A nationally representative 
sample of German youth and young adults found that those with DD 
were quite impaired, yet only 16% had ever received mental health 
treatment [13]. These studies demonstrate the importance of clinicians 
learning about assessing and treating dissociative reactions.

Dissociative symptoms can occur in the course of almost any 
psychiatric disorders, including mood disorders, anxiety disorders, 
psychotic disorders, and personality disorders. The Diagnostic 
and Statistical Manual of Mental Disorders ([DSM-5]; American 
Psychiatric Association [9]) now recognizes a dissociative subtype of 
post-traumatic stress disorder (PTSD), and dissociation are part of the 
criteria for acute stress disorder, borderline personality disorder, and 
panic disorder. The DSM-5 lists five dissociative disorders: dissociative 
identity disorder, dissociative amnesia (which also includes dissociative 
fugue), depersonalization/derealization disorder, other specified 
dissociative disorder (OSDD; formerly DDNOS), and unspecified 
dissociative disorder. 

The most chronic DD, DID and DDNOS, are almost always 
comorbid with other disorders, which complicates both the clinical 
picture and differential diagnosis [14-17]. Patients with DID and 
DDNOS meet criteria for an average of 5-8 comorbid axis 1 diagnoses, 
with 75% meeting criteria for at least five [16,17]. In comparison, 
patients with mood or anxiety disorders met criteria for an average of 
0-2 comorbid axis 1 disorders and patients with PTSD met criteria for 
an average of 4 comorbid axis 1 disorders [17].

The majority of patients with DID (up to 85%) do not manifest 
dramatic switching among dissociative self-states [18]. Rather, 
dissociative symptoms tend to be embedded in a mixture of mood, 
anxiety, somatoform, and trauma-related symptoms [14-17]. PTSD 
and treatment resistant depression are almost ubiquitous in the 
population. If clinicians are not aware of subtle clues in the history and 
mental status, dissociative symptoms can easily be overlooked due to 
more readily visible psychopathology. For example, reports of hearing 
voices are often assumed to mean the patient has a psychotic disorder, 
although the majority of patients with DID report hearing the voices of 
their dissociated self-states [19].

The treatment of severe, chronic DD requires a trauma-informed, 
staged approach to treatment that typically involves long-term 
psychotherapy and medications [20]. Space constraints limit this 
discussion but detailed descriptions are available [20-24]. Treatment 
that is consistent with expert guidelines for DD treatment is associated 
with improved functioning and symptomatology (International Society 
for the Study of Trauma and Dissociation) [20]. For example, Ellason 
and Ross [25] found that DID patients who remained in treatment 
showed significant improvements in depression, dissociation, PTSD 
and somatoform symptoms. A longitudinal, naturalistic study of 280 
DID/DDNOS patients and their clinicians found that patients showed 
decreases in dissociation, PTSD, depression, distress, drug use, physical 
pain, self-harm, and hospitalizations, as well as improvements in 
adaptive behaviors such as socializing, attending school or volunteering 
during 30 months of treatment [14,26]. Therapists’ ratings indicated 
improved daily function and decreased suicide attempts. A stronger 
alliance predicted decreased symptoms of PTSD and depression, as 
well as improved functioning and decreased general distress [21].

Among inpatients who received trauma treatment for childhood 
sexual abuse, dissociation was the only significant predictor of poor 
outcome at discharge [27]. Jepsen and colleagues [28] found that the 
trauma patients who did not have a DD had less severe symptoms than 
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did the DD group before, during and after treatment. Although both 
groups demonstrated improvement in dissociative and other symptoms, 
DD patients were much more dysfunctional initially, took longer to 
show symptom improvement, and remained more symptomatic. Their 
amnesia and identity fragmentation did not improve; however, the 
trauma treatment they received did not specifically address dissociated 
self-states. The authors concluded that DD patients seem to require 
therapy that specifically addresses DD symptoms. 

In summary, it is critical that clinicians are trained in the assessment 
and treatment of trauma-related reactions, and in particular, 
dissociative reactions. If dissociation and DD are not recognized, many 
of these patients will not be referred to psychotherapy, and even if 
they are referred, they are unlikely to optimally respond to treatment 
until the role of trauma in creating and maintaining their distress is 
addressed.
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