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(Goldberg, 2014; Gomez, 2014; Korn & Leeds, 2002; 
Leeds & Mosquera, 2014; Madere, 2014; Ross, 2014). 
Whether or not the standard protocol for EMDR is 
sufficient for treatment of  DID has not been prov-
en or disproven by randomized controlled trials. 
However, the consensus of  opinion is that, at least for 
history and preparation, modifications are required 
(Fine & Berkowitz, 2001; Forgash & Copeley, 2008; 
Gomez, 2012; Gonzalez & Mosquera, 2012; Leeds & 
Mosquera, 2014; Paulsen, 1995, 2008, 2009; Twombly, 
2000; Young, 1994). Work may need to be done on 
system stabilization, grounding, interpersonality 
communication and cooperation, co-consciousness, 
and orientation of  alter personalities to the body and 
the present, for example.

Although there is a clinical literature on EMDR 
for complex dissociative disorders, as yet, there is 
no validated standard protocol for these disorders. 
Questions to be addressed in developing such a proto-
col include are fractionation techniques (Kluft, 2013) 
required for selection of  targets and preparation for 
desensitization, should there be direct and/or indi-
rect communication with alter personalities during 
preparation and desensitization, and what treatment 
techniques should be imported from the DID litera-
ture? The unanswered question is whether a modified 
EMDR protocol is required for DID: if  so, once vali-
dated by controlled trials, this protocol could then 
itself  become a standard protocol for DID.

I n 10 studies conducted in 6 countries, dissociative 
identity disorder (DID) affected 3.9% of  1,529 
general adult psychiatric inpatients (Ross, Duffy, 

& Ellason, 2002). These were individuals who had not 
received a prior diagnosis of  DID, had never received 
treatment for it, and did not claim to have it. The 
procedure in these studies, which were conducted 
in Canada, the United States, Turkey, Norway, Swit-
zerland, and Germany, was to screen inpatients with 
the Dissociative Experiences Scale (DES; Bernstein & 
Putnam, 1986) and then interview high scorers with 
one of  two structured interviews: the Dissociative 
Disorders Interview Schedule (DDIS; Ross, 1997; Ross 
& Halpern, 2009) or the Structured Clinical Interview 
for Diagnostic and Statistical Manual of  Mental Disorders 
(4th ed.; DSM-IV) Dissociative Disorders (SCID-D; 
Steinberg, 1995). Based on this epidemiology, DID 
should be part of  the differential diagnosis for many 
psychiatric patients, including patients being assessed 
for eye movement desensitization and reprocessing 
(EMDR) as emphasized by Shapiro (1995, 2001).

Recent literature has addressed the need to assess 
for DID and other complex dissociative disorders 
in EMDR practices (Fine et al., 2001; Gomez, 2012; 
Gonzalez & Mosquera, 2012; Paulsen, 2009; Ross, 
2012). The current level of  interest in complex 
trauma, dissociation, and EMDR is reflected in the 
number of  presentations on the topic at the most 
recent EMDR Internation Association conference 
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Disorders (5th ed.; DSM-5; American Psychiatric 
Association, 2013). The DSM-5 criteria are included 
in the DDIS (Ross, 1997; Ross & Halpern, 2009) as 
follows:

XIV. Dissociative Identity Disorder

 127.  Have you ever felt like there are two or more 
distinct personality states within yourself, 
which may be described in some cultures as 
an experience of  possession? The personal-
ity states result in disruption in your sense of  
self  accompanied by disruptions in feeling, 
behavior, consciousness, memory, percep-
tion, thinking, or sensation.

 Yes 5 1 No 5 2 Unsure 5 3 [  ]

 128.  Have you experienced inability to recall 
important personal information or traumatic 
events that is too extensive to be explained by 
ordinary forgetfulness?

 Yes 5 1 No 5 2 Unsure 5 3 [  ]

 129.  Have the symptoms caused significant dis-
tress or impairment in your social, occupa-
tional, or other areas of  functioning?

 Yes 5 1 No 5 2 Unsure 5 3 [  ]

 130.  Is the problem with different identities or 
personalities because of  substance abuse 
(e.g., alcohol blackouts) or a general medical 
condition?

 Yes 5 1 No 5 2 Unsure 5 3 [  ]

When to Suspect Dissociative 
Identity Disorder

Although DID is more frequently diagnosed in 
women, studies show that the female–male ratio 
of  undiagnosed DID is no greater than 2:1 (Dorahy 
et al., 2014; Ross, 1997; Ross et al., 2002); therefore, 
gender is not in and of  itself  a significant risk factor. 
A typical presentation for previously undiagnosed 
DID is provided in Table 2 and in the following case 
history.

Case Example

The following case history from Current Psychiatry 
(Francois, Agakar, & Kotbi, 2012) contains many of  
the elements of  previously undiagnosed DID:

Ms. T., age 20, is brought to the emergency 
room (ER) by her father because she refuses to 
eat and drink, is unable to function at home, lies 

Given the aforementioned considerations, when 
should DID be suspected and how can it be diagnosed? 
This article provides answers to those two questions. 
Recent literature on disagreements about the validity 
and reliability of  DID are not the focus here (Boysen 
& vanBergen, 2013a, 2013b; Brand & Loewenstein, 
2014; Brand, Loewenstein, & Spiegel, 2013a, 2013b, 
2014; Dalenberg et al., 2012; Dorahy et al., 2014; 
Lynn et al., 2012; Martínez-Taboas, Dorahy, Sar, 
Middleton, & Krüger, 2013; Paris, 2012, 2013; Ross, 
2013; see Table 1). For guidelines and standards of  
care on treatment of  DID, the reader is referred to 
several sources (Brand & Loewenstein, 2014; Chu 
et al., 2004; Ross, 1997; Silberg et al., 2011).

Concerning DID: (a) its diagnosis should be based 
on preexisting symptoms, derived from direct history 
and, when possible, collateral history; (b) factitious 
disorder and malingering should be considered in 
forensic contexts and anytime there is potential sec-
ondary gain; (c) the symptoms of  DID, including the 
existence of  alter personalities, are symptoms of  a 
mental disorder, not literal facts about the person; and 
(d) having DID does not automatically absolve a per-
son of  moral, personal, ethical, or legal responsibility 
for his actions.

DSM-5 Diagnostic Criteria for Dissociative 
Identity Disorder

DID is included in the dissociative disorders sec-
tion of  Diagnostic and Statistical Manual of  Mental 

TABLE 1. Common Misconceptions About Dissociative 
Identity Disorder (DID)

The Myth The Fact

Rare Undiagnosed DID affected  
3.9% of  1,529 psychiatric 
 inpatients in six studies in  
10 countries.

Always iatrogenic Can be diagnosed based on preex-
isting symptoms

Cannot be reliably 
diagnosed

Reliability is good—kappa values 
greater than .70.

Diagnosis leads to 
deterioration.

An uncontrolled, prospective 
treatment outcome literature 
demonstrates a good prognosis 
in many cases.

No specified treatment 
or standard of  care.

Treatment is well described in 
many sources.
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age 7. At age 9, after her mother died from 
breast cancer, Ms. T. and her siblings were 
moved to foster care, where she was physically 
abused by the staff. She remained in foster care 
until age 18.

Ms. T.’s father said his daughter had been 
hospitalized several times for episodes char-
acterized by pelvic thrusting, stuttering, and 
pseudosleep . . .

We also considered conversion disorder and 
dissociative disorder . . .

The diagnosis of  pseudoseizures made by the au-
thors in this case is technically correct but does not 
account for the full clinical picture. Although a disso-
ciative disorder was considered, there is no evidence 
that DID was ruled out systematically. It would be in-
teresting to interview Ms. T. with the DES (Bernstein 
& Putnam, 1986), a widely used self-report measure, 
and the DDIS (Ross, 1997; Ross & Halpern, 2009) and 
then to have her assessed by a clinician skilled in the 
diagnosis of  DID. Both the DES and the DDIS are 
public domain documents with established reliability 
and validity (Ross, 1997; Ross & Halpern, 2009). Both 
measures are included in the American Psychiatric 
Association’s Handbook of  Psychiatric Measures (Rush, 
First, & Blacke, 2007).

Rather than simply being pseudoseizures, Ms. T.’s 
epileptic-like episodes could well have been abreac-
tions of  childhood rapes by a child alter personality. 
DID would account for the sudden changes of  
behavioral state, the crying and talking in a childish 
voice, and the pseudosleep. The sexual abuse history 
would account for the pelvic thrusting component of  
the pseudoseizures. How could Francois et al. (2012) 
have pursued the diagnosis of  DID in Ms. T. during a 
clinical interview?

How to Diagnose Dissociative 
Identity Disorder

The procedure and approach for diagnosing DID are 
the same as for any other mental disorder. DID can 
be suspected but cannot be diagnosed in someone 
who is floridly psychotic with a severe thought dis-
order, intoxicated, delirious, uncooperative, mute, or 
otherwise unable to participate in a psychiatric inter-
view. Assessment includes all the standard elements 
of  a psychiatric evaluation including collateral history 
and mental status examination. However, additional 
questions are required that are not part of  most clini-
cal practices (see Table 3).

in bed all day, and does not attend to her activi-
ties of  daily living (ADLs).

In the ER, she initially is uncooperative and 
mute and then suddenly becomes agitated 
and has a seizure-like episode characterized 
by jerking of  her trunk followed by random, 
asymmetrical movements of  her legs and 
arms, closing both eyes, weeping, foaming at 
the mouth, moaning, and marked unrespon-
siveness. The episode lasts for more than 5 
minutes.

In the psychiatric unit, Ms. T. initially is ir-
ritable and disorganized with poor oral intake 
and regressed behavior; she often is found 
in the fetal position, crying, and talking in a 
childish manner.

Her outpatient psychiatrist describes a his-
tory of  physical and sexual abuse starting at 

TABLE 2. When to Suspect Dissociative 
Identity Disorder

Trauma A reported history of  extensive, severe 
childhood trauma

Does not have to be corroborated

Does not have to include sexual abuse

BPD Prior diagnosis of  BPD

Criteria for BPD currently met or 
subthreshold

Comorbid depression and PTSD are also 
common.

Voices Auditory hallucinations—usually chronic

Voices may have known names and ages.

Voices often meet DSM-IV Criterion A for 
schizophrenia.

Blank spells Discrete periods of  missing time lasting 
minutes, hours, or days not because 
of  drugs, alcohol, or a known medical 
condition

Switching Sudden changes of  behavioral state

Prior  
diagnoses

History of  extensive contact with the 
mental health system

Numerous prior diagnoses—often includ-
ing BPD, bipolar disorder, schizophrenia, 
schizoaffective disorder, PTSD, substance 
abuse

Note. BPD 5 borderline personality disorder; PTSD 5 post-
traumatic stress disorder; DSM-IV 5 Diagnostic and Statistical 
Manual of  Mental Disorders (4th ed.).
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As in any interview, one begins with open-ended 
questions and narrows down to more closed-ended 
questions. People with DID rarely volunteer their 
symptoms. There may be prolonged periods of  
remission during which the alter personalities have 
been quiescent or dormant, and therefore none of  
the symptoms in Table 3 have been present. Usually, 
however, this is not the case when the person is in 
crisis and has presented to the mental health system.

If  one assumes the existence of  other “people” 
inside who take control of  the body, plus the pres-
ence of  amnesia, the symptoms in Table 3 follow 
logically. There is often extensive amnesia for child-
hood, for example, inability to remember anything 
before age 13 years, or amnesia for a specified time 
period such as age 8–12 years when a stepfather was 
living in the home. In other cases, the childhood am-
nesia is patchy and more difficult to distinguish from 
normal forgetting. The hallmark of  DID, however, is 
ongoing discrete blank spells in the absence of  drugs 
or alcohol. In marginal cases, this may be hard to dif-
ferentiate from normal forgetting or zoning out, but 
in most cases, it is not.

Two studies (Putnam, Guroff, Silberman, Barban, 
& Post, 1989; Ross, Norton, & Wozney, 1989) dem-
onstrated that, in the 1980s, multiple personality 
patients spent an average of  just under 7 years in 
the mental health system prior to their dissociative 
disorder being diagnosed. There is no evidence that 
this delay has been shortened since then, despite 
the emergence of  a substantial literature on DID 
in the ensuing 25 years. Although some DID cases 
may be difficult to diagnose, the bulk of  the delay 
is likely because of  failing to take an adequate and 
specific history.

When the necessary questions are asked, DID 
can often be diagnosed in a single assessment. 
Like any disorder, however, the diagnosis can take 
time in some cases and may require the formation 
of  a treatment alliance. Usually, in such cases, a 
provisional DSM-5 diagnosis of  unspecified disso-
ciative disorder can be made (American Psychiatric 
Association, 2013). Specific questions about “other 
people inside” should be reserved for late in the in-
terview, after the other symptoms in Table 3 have 
been explored.

TABLE 3. How to Diagnose Dissociative Identity Disorder

Open-ended Any problems with your memory?

Blank spells Periods of  missing time—lasting minutes, hours, or days

Abrupt onset and offset

Recurrent

No drugs or alcohol

Coming out of  blank spells Coming to in a different location; don’t know how you got there

Disremembered events People tell you about things you’ve done that you don’t remember—describe you 
behaving very differently.

Strangers knowing you People you don’t recognize seem to know you—may call you by a different name.

Objects missing/present Objects are either missing or present that you cannot account for—not minor 
forgetting—for example, find recently purchased clothes in your closet in a style you 
would never wear.

Different handwriting Find writing in a different script you do not remember doing: may be childish, angry, 
talking about you

Voices Hear voices—may speak to you or to each other; may be more than one; may have 
known ages, names, or genders

Other “people” Does it feel like there may be another person or persons inside? If  so, do they ever take 
control of  your body?

Collateral history Family/friends may report sudden changes of  behavior with amnesia, may know parts 
by name, may corroborate trauma history, or report that they were abused by the 
same perpetrators.
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should contain modifications of  the existing standard 
protocol, awaits the outcome of  controlled studies. 
Whatever the protocol, however, a systematic as-
sessment for previously undiagnosed DID will be 
required. Guidelines for the clinical assessment of  
DID are presented in this article and in other sources 
referenced herein; supplementation of  the clinical in-
terview with the DES and DDIS is recommended.

References

American Psychiatric Association. (2013). Diagnostic and sta-
tistical manual of  mental disorders (5th ed.). Washington, 
DC: Author.

Bernstein, E. M., & Putnam, F. W. (1986). Development, 
reliability and validity of  a dissociation scale. Journal of  
Nervous and Mental Disease, 174, 727–735.

Boysen, G. A., & VanBergen, A. (2013a). A review of  dis-
sociative identity disorder research: Response to critics. 
Journal of  Nervous and Mental Disease, 201, 440–443.

Boysen, G. A., & VanBergen, A. (2013b). A review of  pub-
lished research on adult dissociative identity disorder: 
2000–2010. Journal of  Nervous and Mental Disease, 201, 
5–11.

Brand, B. L., & Loewenstein, R. J. (2014). Does phasic 
trauma treatment make patients with dissociative 
identity disorder treatment more dissociative? Journal of  
Trauma & Dissociation. 15, 52–65.

Brand, B. L., Loewenstein, R. J., & Spiegel, D. (2013a). Dis-
information about dissociation: Dr. Joel Paris’s notions 
about dissociative identity disorder. Journal of  Nervous 
and Mental Disease, 201, 354–356.

Brand, B. L., Loewenstein, R. J., & Spiegel, D. (2013b). 
Patients with DID are found and researched more 
widely than Boysen and VanBergen recognized. Journal 
of  Nervous and Mental Disease, 201, 440.

Brand, B. L., Loewenstein, R. J., & Spiegel, D. (2014). Dispel-
ling myths about dissociative identity disorder treatment: 
An empirically based approach. Psychiatry, 77, 169–89.

Chu, J., Dell, P. F., Van der Hart, O., Cardena, E., Barach, 
P. M., Somer, E., . . . Twombly, J. (2011). Guidelines 
for treating dissociative identity disorder in adults, third 
revision. Journal of  Trauma & Dissociation, 12, 115–187.

Dalenberg, C. J., Brand, B. L., Gleaves, D. H., Dorahy, M. 
J., Loewenstein, R. J., Cardeña, E., . . . Spiegel, D. (2012). 
Evaluation of  the evidence for the trauma and fantasy 
models of  dissociation. Psychological Bulletin, 138, 550–588.

Dorahy, M. J., Brand, B. L., Sar, V., Krüger, C., Stavropoulos, 
P., Martínez-Taboas, A., . . . Middleton, W. (2014). Disso-
ciative identity disorder: An empirical review. Australia 
and New Zealand Journal of  Psychiatry, 48, 402–417.

Fine, C. G., & Berkowitz, A. S. (2001). The wreathing pro-
tocol: The imbrication of  hypnosis and EMDR in the 
treatment of  dissociative identity disorder and other 

Many DID symptoms exist on a continuum. 
The symptoms of  DID can be difficult to differen-
tiate from normal or from less severe dissociative 
disorders on initial assessment. However, when a 
person describes voices with known names, ages, 
and genders talking inside her head, coming out of  
2-day–long blank spells in unfamiliar locations (such 
as in bed with a stranger), severe childhood trauma, 
and a feeling that there are other people inside, the 
likelihood of  DID is high.

There is no mystery as to why many clinicians 
do not see cases of  DID. They do not ask about the 
symptoms or consider DID in their differential diag-
noses. Systematic inquiry as outlined in this article, 
or use of  the DES and DDIS, should readily identify 
cases of  DID in samples of  100 psychiatric inpatients 
in most facilities. Similarly, undiagnosed cases of  
DID should not be hard to find in EMDR practices. 
These will be patients who have never received the 
diagnosis, have never received treatment for it, and 
are not claiming to have it. This is a testable scien-
tific hypothesis that has already been replicated in six 
different countries (Ross et al., 2002). Previously un-
diagnosed DID can be expected among individuals 
being assessed for EMDR because they commonly 
have trauma histories.

Generally, DID is likely to be diagnosed more eas-
ily in an emergency department or inpatient setting 
because the individual is in crisis, destabilized, less 
organized, less grounded, and more likely to have 
had florid symptoms in the immediate past. Also, the 
containment, support, and structure of  the inpatient 
setting make the risk of  disclosing symptoms easier to 
take. In an outpatient setting, such as an EMDR prac-
tice, however, it is likely that cases will take longer to 
diagnose. Outpatients are, in general, more stable, 
more organized, and more functional; therefore, they 
are less likely to be experiencing blank spells, voices, 
and the other symptoms of  DID. It may take longer 
to make the diagnosis because the DID personality 
system is more quiescent or shut down. In addition, 
more time may be required to build a sufficient 
therapeutic alliance for the person to take the risk of  
disclosing symptoms. Regardless of  the setting, how-
ever, the same clinical interview, supplemented by 
the DES and DDIS is an effective way to evaluate an 
individual for DID or another chronic, complex dis-
sociative disorder.

In conclusion, if  randomized, controlled trials 
of  EMDR for DID are to be conducted in the fu-
ture, a standard protocol will be required. Whether 
the standard EMDR protocol for treatment of  DID 



Journal of EMDR Practice and Research, Volume 9, Number 2, 2015 119
When to Suspect and How to Diagnose Dissociative Identity Disorder

Paris, J. (2012). The rise and fall of  dissociative identity 
disorder. Journal of  Nervous and Mental Disease, 200, 
1076–1079.

Paris, J. (2013). Response to dissociative identity disorder 
letters from Martínez-Taboas et al. and Brand et al. Jour-
nal of  Nervous and Mental Disease, 201, 356–357.

Paulsen, S. (1995). Eye movement desensitization and re-
processing: Its cautious use in the dissociative disorders. 
Dissociation, 8, 32–44.

Paulsen, S. (2008). Treating dissociative identity disor-
der with EMDR, ego state therapy, and adjunct ap-
proaches. In C. Fogash & M. Copeley (Eds.), Healing 
the heart of  trauma and dissociation with EMDR and ego 
state therapy (pp. 141–180). New York, NY: Springer 
Publishing.

Paulsen. S. (2009). Looking through the eyes of  trauma and 
dissociation. An illustrated guide for EMDR therapists and 
clients. Charleston, SC: BookSurge.

Putnam, F. W., Guroff, J. J., Silberman, E. K., Barban, L., & 
Post, R. M. (1989). The clinical phenomenology of  mul-
tiple personality disorder: Review of  100 recent cases. 
Journal of  Clinical Psychiatry, 45, 172–175.

Ross, C. A. (1997). Dissociative identity disorder: Diagno-
sis, clinical features, and treatment of  multiple personality 
(2nd ed.). New York, NY: John Wiley.

Ross. C. A. (2012). EMDR is based on a trauma-dissociation 
model of  mental disorders. Revista Iberoamericana de 
Psicotraumatologia y Disociacion, 3, 1–17.

Ross, C. A. (2013). Commentary: The rise and persistence 
of  dissociative identity disorder. Journal of  Trauma & 
Dissociation, 14, 584–588.

Ross, C. A. (2014, September). How to diagnose dissociative 
disorders. Paper presented at the 20th EMDR Interna-
tional Association Annual Conference, Denver, CO.

Ross, C. A., Duffy, C. M. M., & Ellason, J. W. (2002). Preva-
lence, reliability, and validity of  dissociative disorders in 
an inpatient setting. Journal of  Trauma & Dissociation, 3, 
7–17.

Ross, C. A., & Halpern, N. (2009). Trauma model therapy:  
A treatment approach for trauma, dissociation, and complex 
comorbidity. Richardson, TX: Manitou Communications.

Ross, C. A., Norton, G. R., & Wozney, K. (1989). Multiple 
personality disorder: An analysis of  236 cases. Canadian 
Journal of  Psychiatry, 34, 413–418.

Rush, A. J., First, M. B., & Blacke, D. (2007). Handbook of  
psychiatric measures (2nd ed.). Washington, DC: Ameri-
can Psychiatric Publishing.

Shapiro, F. (1995). Eye movement desensitization and repro-
cessing (EMDR): Basic principles, protocols, and procedures. 
New York, NY: Guilford Press.

Shapiro, F. (2001). Eye movement desensitization and repro-
cessing (EMDR): Basic principles, protocols, and procedures 
(2nd ed.). New York, NY: Guilford Press.

Silberg, J., Waters, F., Nemzer, E., McIntee, J., Wieland, S., 
Grimminck, E., . . . Emsond, E. (2004). Guidelines for 
the evaluation and treatment of  dissociative  symptoms 

 dissociative responses. American Journal of  Clinical Hyp-
nosis, 43, 275–290.

Fine, C. G., Paulsen, S., Rouanzoin, C., Luber, M., Puk, G., 
& Young, W. (2001). A general guide to the use of  EMDR 
in the dissociative disorders. In F. Shapiro (Ed.), Eye 
movement desensitization and reprocessing (EMDR): Basic 
principles, practices and procedures (2nd ed., pp. 365–369). 
New York, NY: Guilford Press.

Forgash, C., & Copeley, M. (2008). Healing the heart of  
trauma and dissociation with EMDR and ego state therapy. 
New York, NY: Springer Publishing.

Francois, S., Agakar, S., & Kotbi, N. (2012). Epilepsy or 
something else? Current Psychiatry, 11, 46–50.

Goldberg, A. (2014, September). Relational affect regulation 
for complex trauma survivors. Paper presented at the 20th 
EMDR Internation Association Annual Conference, 
Denver, CO.

Gomez, A. M. (2012). EMDR therapy and adjunct approaches 
with children: Complex trauma, attachment, and dissocia-
tion. New York, NY: Springer Publishing.

Gomez, A. M. (2014, September). There and back again: The 
intricate and fascinating journey of  helping children with 
complex trauma using EMDR therapy. Paper presented at 
the 20th EMDR International Association Annual Con-
ference, Denver, CO.

Gonzalez, A., & Mosquera, D. (2012). EMDR and dissocia-
tion: The progressive approach. Madrid, Spain: Ediciones 
Pléyades, S. A.

Kluft, R. P. (2013). Shelter from the storm: Processing the 
traumatic memories of  DID/DDNOS patients with the 
fractionated abreaction technique. North Charlestown, SC: 
CreateSpace Independent Publishing Platform.

Korn, D. L., & Leeds, A. M. (2002). Preliminary evidence 
of  efficacy for EMDR resource development and instal-
lation in the stabilization phase of  treatment of  com-
plex posttraumatic stress disorder. Journal of  Clinical 
Psychology, 58, 1465–1487.

Leeds, A., & Mosquera, D. (2014, September). History tak-
ing and preparation for EMDR therapy in complex trauma. 
Paper presented at the 20th EMDR International Asso-
ciation Annual Conference, Denver, CO.

Lynn S. J., Lilienfeld, S. O., Merckelbach, H., Giesbrecht, 
T., McNally, R. J., Loftus, E. F., . . . Malaktaris, A. 
(2014). The trauma model of  dissociation: Incon-
venient truths and stubborn fictions. Comment on 
Dalenberg et al. (2012). Psychological Bulletin, 140, 
896–910.

Madere, J. (2014, September). Comparing ACES & DES 
scores: Implications for assessment of  diverse populations. 
Paper presented at the 20th EMDR International Asso-
ciation Annual Conference, Denver, CO.

Martínez-Taboas, A., Dorahy, M., Sar, V., Middleton, W., & 
Krüger, C. (2013). Growing not dwindling: International 
research on the worldwide phenomenon of  dissocia-
tive disorders. Journal of  Nervous and Mental Disease, 201, 
353–354.



120 Journal of EMDR Practice and Research, Volume 9, Number 2, 2015
 Jarero et al.

Young, W. C. (1994). EMDR treatment of  phobic symp-
toms in multiple personality disorder. Dissociation, 7, 
129–133.

Correspondence regarding this article should be directed to 
Colin A. Ross, MD, President, The Colin A. Ross Institute 
for Psychological Trauma, 1701 Gateway #349, Richardson, 
TX 75080. E-mail: rossinst@rossinst.com

in children and adolescents. Journal of  Trauma & 
Dissociation, 5, 119–150.

Steinberg, M. (1995). Handbook for the assessment of  dis-
sociation: A clinical guide. Washington, DC: American 
Psychiatric Press.

Twombly, J. H. (2000). Incorporating EMDR and EMDR 
adaptations into the treatment of  clients with dissocia-
tive identity disorder. Journal of  Trauma and Dissociation, 
1, 61–81.



Reproduced with permission of the copyright owner. Further reproduction prohibited without
permission.


	ADM_82697_20150102_00005.pdf
	EMDR00090002_p114
	EMDR00090002_p115
	EMDR00090002_p116
	EMDR00090002_p117
	EMDR00090002_p118
	EMDR00090002_p119
	EMDR00090002_p120


