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ABSTRACT 

 

This exploratory study examines how current management of Dissociative Identity 

Disorder (DID) is implemented across Australia both in the private and public sector 

and whether there are any gaps in the management of DID in Australia.  Using a 

qualitative approach, professionals were given the opportunity to respond to these 

important questions, resulting in large gaps acknowledged in the management of DID. 

These gaps were in areas such as organisational support, training and research, and 

a lack of acknowledgement and diagnosis of DID. An autoethnographical approach 

was used to present the researcher’s lived professional experience relating to the 

research topic. This study subsequently identified that therapeutic treatment of 

patients varied considerably and was informed by the management style and 

environment of the professional, and whether they worked in the private or public 

health sector.  

 

Analysis shed light on the differences between the public and private sectors regarding 

the way professionals have access to current training concerning DID and proactive 

treatment for their patients. This brings to the fore one of the main reoccurring results 

of this study: that some professionals refuse to acknowledge DID and diagnose it, 

whilst others embrace it in order to treat their patients effectively. Overall, this study 

demonstrates a reluctance by some professionals to acknowledge and diagnose DID. 

These findings have implications for further research, training and improved 

management of DID.  
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CHAPTER 1 

 

INTRODUCTION  

  

1.1 Introduction 

This first chapter introduces relevant information pertaining to the research topic, 

which includes the researcher’s background and interest in exploring the management 

of Dissociative Identity Disorder (DID) in Australia. For the purpose of this dissertation 

the management of DID refers to the research participants’ backgrounds and their 

understanding, knowledge, duration of therapy and the organisational support 

available to diagnose and work with people experiencing DID. The researcher was 

interested in assessing the management of DID by professionals in the trauma field of 

practice and whether there were any gaps in the current management of such patients. 

This chapter therefore presents information relating to the research scope and 

purpose. The historical background of DID, child sexual abuse (CSA) and past 

scientific studies of DID are presented alongside different types of child abuse and 

literature relating to Developmental Trauma Disorder (DTD). The content of each 

chapter as it relates to the dissertation is documented in the last section of this chapter.  

 

1.2 Researcher’s Professional Experience  

The researcher’s professional education that informs and supports her area of work 

includes Bachelor of Social Work, Master in Child Protection Investigation, Master in 

Child & Adolescent Welfare, Graduate Diploma of Child Protection Investigation and 

Associate Diploma of Social Science (child studies). Each of these areas of study has 
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provided an invaluable framework from which the researcher’s practice is informed. 

The researcher’s interest in exploring the current management of DID in Australia 

stems from working for more than 19 years in the trauma field of practice with 

approximately 2000 survivors of CSA, recent sexual assault victims and children who 

have experienced CSA. As a social worker, the researcher worked part-time from 

2010 until 2015 in both a government sexual assault service and private practice. In 

2016, she moved into full-time private practice and has been working as an Accredited 

Mental Health provider and Victims Services Counsellor. In both these roles, the 

researcher has worked therapeutically with survivors of early developmental trauma; 

children who have experienced CSA; patients who have been diagnosed with DID; 

patients who experience general mental health issues, such as anxiety and 

depression; adults who have experienced domestic violence and children who have 

witnessed domestic violence and anyone subjected to or witnessing a crime.  

 

During these years, the researcher has worked with survivors presenting with early 

developmental trauma, posttraumatic stress disorder (PTSD), complex PTSD and 

symptoms of dissociation. Some patients presented to therapy with a diagnosis of DID, 

whilst the researcher had to refer others to a psychiatrist for assessment. Over the 

years, the researcher has worked with seven female patients diagnosed with DID by 

a psychiatrist. She found that during her early years of practice it was quite difficult to 

find psychiatrists specialising in assessing and diagnosing DID. However, in more 

recent years this has not been the case, even though the researcher has come across 

several psychiatrists who are not willing to acknowledge or diagnose DID. Throughout 

the researcher’s career she has observed other patients who have displayed 

dissociative symptoms and may have benefited from a psychiatric assessment.  
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Consequently, the researcher found that incestuous or ritual abuse was the primary 

trauma experienced by her patients diagnosed with DID. In at least two cases, 

incestuous or ritual abuse occurred from age six months and during the initial stages 

of therapy; both these patients reported that they were still experiencing incestuous 

and ritual abuse. In treating these patients, the researcher found several therapeutic 

approaches useful. For example, trauma-informed care and trauma-informed 

cognitive behavioural therapy (TF-CBT) have been incredibly useful and overtime 

have assisted patients to move towards healing, and improvement and empowerment 

in their ability to function. Furthermore, the researcher has utilised other therapeutic 

approaches such as cognitive behavioural therapy (CBT), dialectical behaviour 

therapy (DBT), narrative therapy, grief and loss therapy, psychosocial therapy and 

psycho-educational therapy. As such, the researcher acknowledges that working 

therapeutically with patients diagnosed with DID is complex, long term and 

challenging, nevertheless she has found it tremendously rewarding.  

 

Over the years, the researcher has observed a lack of acknowledgement of DID as a 

psychiatric disorder by some professionals, which has impacted upon the 

management of patients diagnosed with DID in Australia. Therefore, this research 

project will conduct an exploratory study to determine how well DID is currently 

managed by seeking opinions of professionals working with patients diagnosed with 

DID concerning what they consider to be the current gaps in the management of DID 

in Australia. The concepts of management focused on in this research project are: the 

level of understanding of DID as a psychiatric disorder, the level of understanding of 

the link between DID and early developmental trauma and what therapeutic 

approaches professionals are using and finding beneficial. Service availability and 
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appropriate therapeutic treatments are other concepts of management focused on in 

this exploratory study. As part of the management of DID, the research project also 

explores the professional background of those working with patients diagnosed with 

DID, their work location, the profile of their patients (age and gender), timeframes of 

therapy and the level of success achieved. Moreover, the role of social workers in this 

field of practice is examined alongside that of psychiatrists, psychologists and mental 

health nurses.  

 

Through this research, the concept of management is focused on a limited process of 

DID management. For appropriate management of DID to occur, the professional 

needs to have a good understanding of the impact of early developmental trauma and 

how early traumatic events can result in the development of DID. Further to this, 

professionals need to be well trained on the impact of early developmental trauma and 

how such early trauma can impact upon early brain development. Sharing of 

knowledge and a commitment to ongoing research in the trauma field of practice, can 

thus encourage an integrated approach by all professional disciplines in the 

management of patients diagnosed with DID.  

 

In addition, the lack of acknowledgement of DID discredits the impact of early 

developmental trauma, dismisses the patient’s trauma experience and reduces their 

access to an accurate psychiatric assessment and diagnosis according to the criteria 

for DID in the Diagnostic and Statistical Manual V (DSM-V) (American Psychiatric 

Association, 2013). Without a diagnosis, the patient is not afforded appropriate 

therapeutic treatment and they are unable to improve their psychological wellbeing 
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and functioning. Given that this can often be the case, the researcher is interested in 

exploring the current management of DID in Australia and assessing whether any gaps 

exist in the management of DID and what needs to be improved to ensure that 

appropriate acknowledgement, assessment, diagnosis and therapeutic treatment is 

available.  

 

1.3 The Research Project  

The diagnosis of DID (formerly known as Multiple Personality Disorder) has historically 

been somewhat controversial within the field of psychiatry. For example, it has slipped 

in and out of favour within psychiatry resulting in ongoing debate regarding the validity 

of the disorder, confusion around the symptomatology and what constitutes DID. The 

literature suggests that 1 per cent of the general population and 5 - 20 per cent of the 

patients presenting to psychiatric hospitals or mental health units may have a 

dissociative disorder (Brand, Sar, Stavropoulos, Kruger, Korzekwa, Martinez-Taboas, 

& Middleton, 2016; Rich, 2005; Middleton, 2011; Ross, Anderson, Fleisher, & Norton, 

1991). Often patients present with symptoms that are similar to other mental health 

disorders such as depression, Post Traumatic Stress Disorder PTSD, complex PTSD, 

schizophrenia, Bi-polar and Borderline Personality Disorder (BPD). Given the 

controversial nature of the diagnosis of DID, patients can be misdiagnosed with other 

disorders seven or more years before an accurate diagnosis of DID is made and the 

patient begins to seek appropriate therapeutic treatment (Brand et al., 2016; Middleton 

& Butler, 1998; Middleton, 2011). 
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The lack of willingness to acknowledge the existence of DID can result in patients not 

receiving the appropriate diagnosis, treatment and validation of their early 

developmental trauma. When this is the case, patients are left to struggle with the 

symptoms associated with experiencing early developmental trauma and at times, the 

accompanying DID. From a historical perspective, there is ongoing debate within the 

psychiatric field and mental health sector relating to the relationship between trauma 

and clinical symptomatology, and how it contributes to misconceptions about trauma-

related issues, such as DID. The diagnosis of DID has thus moved in and out of favour 

for many decades. More recently however, there has been an increase in literature 

about the link between early developmental trauma and possible development of DID 

as a trauma related coping mechanism (Brand et al., 2016; Fisher, 2001; Gillig, 2009; 

Herman, 1992; van der Kolk, 1998, 2012;). Given the lack of acknowledgement of DID 

in some professions, this disorder is not always diagnosed; therefore, there is a lack 

of appropriate treatment for patients.   

 

This dissertation has approached the research topic from a medical model perspective 

given that most knowledge about DID comes from the medical profession and 

psychiatry. This is not to say that the research and subsequent data are not applicable 

to other professions.  Moreover, the management of patients diagnosed with DID is 

undertaken across several different professional groups. For instance, social workers, 

psychologists and mental health nurses. Thus, the aim of this research is to explore 

how these different professional groups manage patients diagnosed with DID, their 

opinions and understanding of the diagnosis of DID and what they consider to be the 

gaps in the management of DID in Australia.  



17 | P a g e  
 

1.4 History and Definition of Dissociative Identity Disorder 

DID is not a new concept; it was formerly referred to as Multiple Personality Disorder 

(MPD). Since the late 1700s, a number of cases of DID have been documented in the 

literature. For example, in 1791 there was a documented case of a 20-year-old woman 

who presented with two different personalities. One personality presented as a French 

woman and the other as a German woman. However, only one of the personalities 

was aware of the other personality (Healthy Place, 2017). Several studies were 

undertaken relating to DID during 1880 to 1920 and again in 1944. After 1944, there 

was an increase in the number of reported cases of DID. However, this was also the 

time when psychiatrists began to diagnose patients with schizophrenia rather than DID 

(Healthy Place, 2017; Middleton, 2013; Ross & Halpern, 2009).  

 

It was not until the 1970s that there was another surge in reported cases of DID. This 

surge occurred after the book ‘Sybil” was published in 1978, which resulted in more 

reported cases than at any other time since the 1800s’ (Healthy Place, 2017; Ross & 

Halpern, 2009). Although there was some question about the validity of Sybil’s story, 

nevertheless the upsurge of DID cases reported after the book was published is well 

documented. Between the years 1991 and 1997, the number of DID cases reported 

also increased significantly, and what was noticeable during this time was that DID 

patients were reporting not only two different personalities, but up to fifteen (Healthy 

Place, 2017; Ross & Halpern, 2009).  

 

The inclusion of DID in the Diagnostic and Statistical Manual (DSM) is evident in its 

first edition in 1952. In the 1952 DSM-I, dissociative disorders were considered 
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psychoneurotic disorders, whilst in the DSM-II of 1968, DID was considered to be 

hysterical neurosis and defined as an alternation between consciousness and identity 

(Healthy Place, 2017; Ross & Halpern, 2009). It was not until 1980 and the publication 

of the DSM III that a separate section for dissociative disorders was included and a 

crucial feature of dissociation was defined as an interference in the normally 

integrative functions of identity, memory or consciousness of the person (Healthy 

Place, 2017). In the DSM-IV-TR MPD was altered to DID and the specific criterion of 

amnesia was included in its description (American Psychiatric Association, 2000).  

 

Even though there have been documented cases of DID in the literature since the 

1700s, the acknowledgement of the existence of DID has been controversial at 

different times over the last few centuries. In some professions, the validity of the 

diagnosis of DID is still debated, even though it has been represented in DSM editions 

in some form or other since 1952. Although, the current DSM-V recognises DID as a 

psychiatric disorder, some psychiatrists are still not willing to recognise or diagnose 

DID (Middleton, 2011, 2013b; Rich, 2005).  

 

Nonetheless, the DSM-IV-TR and the DSM-V manuals state that DID occurs when a 

person exhibits distinct, separate identity states; these identities take turns controlling 

the body, amnesia occurs between the different identities and it cannot be explained 

by imaginary companions, alcohol blackouts or medical conditions (American 

Psychiatric Association, , 2013). Furthermore, according to the DSM-IV-TR and DSM-

V, there are five different dissociative disorders: dissociative amnesia, dissociative 

fugue, depersonalization disorder, dissociative identity disorder and dissociative 
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disorder not otherwise specified. Thus, dissociation exists along a continuum from mild 

dissociation such as daydreaming, highway hypnosis, and loss of time reading a book 

or watching a movie, to that of complex, chronic dissociation of consciousness 

(American Psychiatric Association, 2013). 

 

Dissociation, once considered a rare and mysterious psychiatric phenomenon, is now 

believed to be a common effect of early, severe, chronic and prolonged physical and 

sexual trauma. The psychological response of dissociation can be viewed in several 

different ways. For instance, as a disruption of the normal integrative processes of 

consciousness, perception, memory, feelings, behaviour and the identity of self; a 

disconnection of self from one’s self and the ultimate failure of being able to remain in 

the here and now without dissociating. Dissociation provides the child with a means of 

distraction, denial and self-delusion, a time warp where the child creates multiple and 

contradictory versions of the self (Calof, 1996; Fisher, 2001; Gillig, 2009; Hirakata, 

2009; Middleton, 2011; Rich, 2005; Ross & Halpern, 2009; van der Hart, Nijenhuis, & 

Steele, 2005). Each of these authors acknowledges the child’s lack of connection with 

the self, others and the world around them when the child is in a dissociative state and 

actively escaping the psychological horror of the abuse and the abusive environment.  

 

Dissociation is therefore a way of compartmentalizing traumatic experiences, where 

the elements of the experience are fragmented and stored separately within the brain. 

Fisher (2001) refers to dissociation as the disruption of the normal integration of 

experience. The compartmentalizing of traumatic experiences at a very young age can 

result in the creation of DID, where the memories of the trauma are held by two or 
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more personality states that have partial or predominated psychological functioning 

(Waseem & Pataki, 2012). By utilizing dissociation as a coping mechanism, the child 

fragments the traumatic memories into pieces that are held by different dissociative 

parts and the memory of the abuse remains outside of the child’s consciousness. This 

fragmentation of the memories provides the child with relief from the horror of the CSA 

they are experiencing as each experience is compartmentalised with each dissociative 

part (Fisher, 2001; Middleton, 2011; Ross & Halpern, 2009; Treating Abuse Today, 

1995). Not being able to dissociate, the child would not be able to psychologically 

survive the reality of what they are experiencing.  

 

1.5 Past Scientific Studies into Dissociative Identity Disorder 

Over the years, several studies have specifically explored the scientific interest relating 

to DID. In 2006 for example, researchers studied the annual output of publications 

relating to dissociative amnesia and DID between the years 1984 and 2003 and what 

was circulating at the time within the psychiatry field. What these researchers noticed 

was that during these years there was a lot of controversy surrounding both 

dissociative amnesia and DID, even though both disorders were widely encountered 

by those working with trauma victims (Pope Jr, Barry, Bodkin, & Hudson, 2006). 

Furthermore, they reported that patients were underdiagnosed by many psychiatrists 

who did not consider either disorder to be valid. It was even suggested at the time that 

dissociative amnesia was a “piece of psychiatric folklore devoid of convincing empirical 

support” (Pope Jr. et al., 2006, p.20). The results also showed that there was a sharp 

rise in published literature on dissociative amnesia and DID, peaking around 1997 but 

then rapidly declining until 2003. To validate their findings, these researchers 
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compared three other well established and less controversial conditions, anorexia 

nervosa, alcohol abuse and schizophrenia; findings showed that interest and 

publications relating to these three psychiatric conditions did not decline but remained 

relatively constant throughout the years 1984-2003 (Pope Jr. et al., 2006).  

 

Another study was that of Ross et al. (1991) into the frequency of DID amongst 

psychiatric inpatients. Participants were 23 inpatients admitted to different University 

psychiatric hospitals. This study involved the use of the Dissociative Disorders 

Interview Schedule (DDIS), where 62% of the inpatients were interviewed, with around 

30% scoring high enough to be further interviewed. The results showed that 3.3% to 

5.4% of the inpatients were found to have DID (Ross et al., 1991). This study also 

found that interviewing patients, rather than using a rating instrument, was a better 

way of assessing patients for DID. In 1998, Rifkin, Ghisalbert, Dimatou and Jina (1998) 

repeated Ross et al.’s (1991) study by randomly selecting 100 women aged between 

16 and50 years who had recently spent time in a psychiatric hospital. Here, two 

clinicians interviewed 63% of these women using the Structured Clinical Interview 

Diagnosis (SCID) according to the DSM-IV DID. The outcome of this study suggested 

that there was a 1% occurrence of DID diagnosed in psychiatric inpatient units and 

that DID was rarely found amongst random groups of female psychiatric inpatients. 

Rifkin et al.’s (1998) study thus produced different results to those of Ross et al.’s 

(1991).  One reason for this difference may be due to the rapid decline in interest in 

DID towards the end of the 1990s’. Nevertheless, one similarity between Ross et al.’s 

(1991) and Rifkin et al.’s (1998) study is that both considered it difficult to determine 

or diagnose DID through the use of a rating instrument; it was better to use a SCID 

diagnostic tool to interview the patients.  
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During the years 1991 to 1998 Saxe, van der Kolk, Berkowitz, Chinman, Hall, Lieberg 

and Schwartz (1993) and Latz, Kramer and Hughes (1995) undertook studies using 

the DDIS and Dissociative Experience Scale (DES). Saxe et al. (1993) found that 3.6% 

of those interviewed were diagnosed with DID, whereas Latz et al.’s (1995) study of 

176 patients found that 21 patients (12%) of those interviewed using both diagnostic 

tools had DID. This early research regarding DID brought a mixture of results yet 

highlighted that using the DDIS and DES provided a more thorough assessment 

during a period when there was a rise in the acknowledgement and scientific interest 

in DID and a willingness to acknowledge the disorder.  

 

During the 1900s, the validity of DID as a psychiatric disorder was questioned.  At this 

time, DID had attained official status and inclusion in the DSM-IV despite ongoing 

controversy surrounding the disorder. In 1999, one study examined the attitudes of 

board-certified American psychiatrists towards the inclusion of DID in the DSM-IV 

(Pope Jr, Oliva, James, Hudson, Bodkin, & Gruber, 1999). This study involved a one-

page questionnaire mailed to a random sample of 367 board-certified American 

psychiatrists. There was a resounding response to this, with 301 psychiatrists 

responding, an 82% response rate (Pope Jr. et al., 1999). The results of this 

questionnaire showed one third of the psychiatrists agreed that dissociative amnesia 

and DID should be included in the DSM-IV and two thirds thought these disorders 

should be only a proposed diagnosis (Pope Jr. et al., 1999). Even though there was 

strong scientific evidence for both disorders, the overall results of this study 

demonstrated that there was little consensus relating to the diagnostic status or 

scientific validity of dissociative amnesia and DID amongst the majority of board-

certified American psychiatrists at the time.  



23 | P a g e  
 

With the rise, peak and decline of scientific interest in dissociative amnesia and DID 

during the 1900s to the early 2000s, research into DID resurfaced in the mid-2000s. 

In 2006, Foote, Smolin, Kaplan, Legatt and Lipschitz researched the prevalence of 

dissociate disorders in psychiatric outpatients. This study involved 231 eligible 

patients, 84 men and 147 women aged between 18 and65 years, completing a DES 

relating to their self-measurement of dissociation and a Traumatic Experience 

Questionnaire relating to their trauma history. Only 82 of the 231 patients were 

interviewed using the DDIS. Findings showed no significant difference in the self-

reported measure of trauma and dissociation of the 82 patients interviewed compared 

with the 149 patients not interviewed. However, 24 of the 82 patients interviewed were 

diagnosed with a dissociative disorder and five were diagnosed with DID. What was 

significant here is that patients with a dissociative disorder reported that they had a 

history of childhood trauma, physical and/or CSA (Foote et al., 2006). At this time, 

there was a growing understanding of an “association between early childhood trauma 

and adult dissociative psychopathology and high prevalence of dissociative disorders 

in clinical populations, with most of those disorders being previously undiagnosed” 

(Foote, et al., 2006, p.627).  

 

In 2016, Brand and colleagues wrote a thought-provoking article, reviewing six 

historically held myths relating to the validity of DID. These six myths included: 

(1) belief that DID is a fad, (2) belief that DID is primarily diagnosed in North 

America, (3) belief that DID is rare, (4) belief that DID is an iatrogenic, rather 

than trauma-based, disorder, (5) belief that DID is the same entity as Borderline 
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Personality Disorder, and (6) belief that DID treatment is harmful to patients 

(Brand et al., 2006, p.1)  

These authors noted that if professionals believe these myths, they are less likely to 

assess patients for symptoms of dissociation. When patient’s dissociative symptoms 

are not considered and there is little acknowledgement of the relationship between the 

patient’s childhood trauma and dissociative presentation, the patient will not be 

afforded an accurate diagnosis or provided with appropriate treatment. These authors 

also reported a rapid expansion in worldwide research into dissociation and DID 

between 1975 and 2015 (Brand et al., 2016). However, even though there has been 

a significant amount of research during the last 40 years, these authors acknowledged 

that DID remains a debatable psychiatric disorder among some professionals today.  

 

To separate fact from fiction, these authors examined empirical literature relating to 

each myth. Addressing the myth that DID is a fad, Brand et al. (2016) highlight that 

there is a growing evidence base that shows DID exists. For instance, research 

suggests that through reliable and valid diagnosis using SCID and DDIS diagnostic 

tools, DID has been recognized in outpatient, inpatient and community settings 

worldwide and is acknowledged as a psychiatric disorder through neurophysiological 

and psychological research.  

 

According to Brand et al. (2016), the second myth, the belief that DID is primarily 

diagnosed in North America by DID experts, has been contradicted by many 

international studies in countries such as Canada, UK, USA, China, New Zealand, 

Turkey, and Australia. An example of a relevant study conducted in Australia 
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demonstrated that 250 professionals from different professional backgrounds working 

in mental health had diagnosed patients with DID (Brand et al., 2016). Furthermore, 

they reported that DID is often diagnosed by different international professionals who 

have experience and expertise working with DID.  

 

Another myth is that there is a belief that DID is over diagnosed. This belief is disputed 

by Brand et al. (2016), who reported it can take 6-8 years for a correct diagnosis of 

DID. From their study, Brand et al. (2016) concluded that, “…the majority of 

dissociative disorders cases in the community remain unrecognised and unserved” 

(p.6).  DID being undiagnosed can be in part due to the lack of appropriate training 

and acknowledgement of DID in some professions. Brand et al. (2016) also suggest 

that the age, professional background and how many years’ experience a professional 

has, does not necessarily mean they will make an accurate diagnose of DID. 

Nonetheless, they suggest that previous experience of treating DID often meant 

professionals would be able to identify DID symptomatology in other patients.  

 

DID has often been considered as rare. However, many studies, worldwide, contradict 

this belief. For instance, the study undertaken by Ross et al. (1991) found 3.3 % - 5.4% 

of inpatients had DID. Saxe et al.’s (1993) study found 3.6% of patients had DID, and 

many authors note that 1-5% of the general population may have DID (Brand et al., 

2016; Kluft, 2006; Ross & Halpern, 2009; Slogar, 2011; Slater, Dorahy, & Middleton, 

2017). If we consider that DID has been documented in one form other another since 

the 15th century, it is clear that DID is not a new concept.  
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Furthermore, there is a belief that DID is an iatrogenic rather than a trauma-based 

disorder. This point of view proposes that DID occurs through “…suggestibility, a 

tendency to fantasize, therapists who use leading questions and procedures and 

media portrayals of DID” (Brand et al., 2016, p.7). This myth has been challenged on 

several levels. Firstly, a review was conducted of 1500 studies to assess the empirical 

support, that dissociation is a disorder caused by early childhood trauma and not 

created by suggestibility, fantasizing or the media occurred (Brand et al., 2016). 

Indeed, Brand et al.’s (2016) review found that adults diagnosed with DID had severe 

childhood trauma backgrounds and that “…dissociative symptoms and a history of 

severe childhood trauma are present long before DID is suspected or diagnosed” (p.9). 

They also found that there was no empirical evidence that inappropriate therapeutic 

treatment caused DID.  

 

Many psychiatrists believe that DID is the same entity as BPD. At first glance, DID and 

BPD have a similar psychological profile and symptomatology. However, according to 

Brand et al. (2016), “…recent clinical observational studies, as well as systematic 

studies using structured interview data, have distinguished DID from BPD” (p.9). BPD 

was more of a vacillating, less controlled emotional reaction to change according to 

external circumstances, whereas an individual with DID will have a dissociative or 

amnesia experience whilst they are in an altered personality state and will feel that the 

experience is separate from what the ‘host self’ experiences (Brand et al., 2016). For 

those who have been diagnosed with DID, amnesia, identity confusion and identity 

alteration are considerably more severe than for patients diagnosed with BPD. 

According to Brand et al. (2016), patients with BPD and DID have all experienced 

trauma. However, the DID patient has been subjected to earlier and more severe 
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childhood trauma and they experience “…more traumatic intrusions, greater 

internalizations and a tendency to engage in complex contemplation about the 

significant events” (Brand et al., 2016, p.10). Furthermore, it is important to note that 

BPD is not the most common personality disorder that exists simultaneously alongside 

DID, even though at times the DID patient is diagnosed with a personality disorder 

rather than a trauma-based disorder where dissociation is the central feature (Brand 

et al., 2016). It thus appears that DID and BPD are separate, although frequently 

considered as co-occurring and overlapping disorders; there are some indicators that 

the neurobiology of each disorder is different.  

 

There is a claim by some professionals that DID treatment is harmful to the patient. 

Yet, there is no empirical evidence that supports this notion. Brand et al. (2016) 

propose following the International Society for the Study of Trauma and Dissociation 

(ISSTD) guidelines for the treatment of DID patients to reduce their symptoms and 

improve their ability to function. The ISSTD’s guidelines recommend a three-phase 

trauma-focused psychotherapy approach: (1) a focus on safety, stabilising and 

reducing the symptoms; (2) working through the trauma memoires; (3) identity 

integration and rehabilitation (Brand et al., 2016). Another study where DID treatment 

produced excellent results was that of the Treatment of Patients with Dissociative 

Disorders (TOP DD) conducted by Brand and colleagues (2016). The outcome of this 

study suggested that there was a decrease in dissociation, PTSD, depression, 

hospitalisations, self-harm, drug use, physical pain, and an increase in the patients’ 

day-to-day functioning. The observed improvement was in part due to a solid 

therapeutic alliance (Brand et al., 2016). Brand et al. (2016) also found that there was 

no study or evidence to suggest that:  
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…treatment consistent with DID expert consensus guidelines was harmful for 

patients… [and]that claims about the alleged harmfulness of DID treatment are 

based on non-peer-reviewed publications, misrepresentations of data, 

autobiographical accounts written by patients, and misunderstanding about DID 

treatment and the phenomenology of DID (p.13)  

 

The overall outcome of Brand et al.’s (2016) study is that guidelines for the treatment 

of DID patients are beneficial for patients’ psychological wellbeing and that there can 

be a dramatic reduction in the overall cost of treatment, where there is a reduction in 

the need for hospitalisation.  

 

The aim of this research is to explore the management of DID in Australia. It is not to 

argue the validity or otherwise of DID. This research is thus focused on gathering 

current data from professionals from psychiatry, social work, psychology and mental 

health nursing backgrounds on their management of DID patients. The researcher will 

use a qualitative and autoethnographical research, approach. Through the use of a 

survey the researcher can elicit relevant information from participants relating to their 

management of patients diagnosed with DID. Complementing the survey, the 

researcher will conduct semi-structured interviews with participants from each 

professional background. The purpose of the interviews is to gather in-depth and direct 

practice information from those professionals who are currently working with DID 

patients. Using an autoethnographical research approach and critical reflection, the 

researcher can provide valuable insight relating to the management of DID patients 

from her lived professional experience compared to that of the participants.  
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1.6 Historical Background of Child Sexual Abuse 

Child sexual abuse (CSA) has been a somewhat hidden phenomenon up until the last 

few decades, even though it has been occurring for many centuries (Breckenridge & 

Carmody, 1992; McDermott, n.d.; Renvoize, 1993; van der Kolk & van der Hart, 1999; 

Wright, 2009). The early therapeutic work undertaken by Sigmund Freud at the 

beginning of the 1900s highlighted a startling number of female patients who disclosed 

incestuous abuse perpetrated by their fathers. Freud found his female patients’ 

disclosures of incestuous abuse so disturbing that, through his Seduction Theory, he 

wrote about the hysteria he was observing in their presentations (Breckenridge & 

Carmody, 1992; McDermott, n.d.). Freud’s Seduction Theory proposed that the 

neurotic symptoms he was observing in his female patients were linked to their early 

trauma, that of CSA (Ahbel-Rappe, 2004; Gary, 2012; carloSakka, 2012). However, in 

1905 Freud retracted his Seduction Theory because his female patients were 

disclosing incestuous abuse perpetrated by so called respectable male family 

members from the upper level of society. Freud was so challenged by what his female 

patients were disclosing that he went as far as to suggest that their stories of incest 

were their own incestuous fantasies (Ahbel-Rappe, 2004; Breckenridge & Carmody, 

1992; carloSakka, 2012; Gary, 2012; Herman, 1981; Phelan, 1995; Terry & Tallon, 

2007). Freud’s retraction of his Seduction Theory and denial of the prevalence of 

incest led to society considering incest to be an extremely rare occurrence. 

Consequently, it has taken many decades for incestuous abuse and CSA to be 

validated as a serious societal problem.  

 

However, the reality of CSA could not be put to rest by Freud’s denial of incestuous 

abuse. Sexual abuse of children is a long-standing problem in society and there has 
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been a cycle of discovery and suppression of incest and CSA over the decades 

(Breckenridge & Carmody, 1992; Herman, 1981; McDermott, n.d.;  Terry & Tallon, 

2007). For example, in 1970, the feminist movement brought the issues of CSA and 

rape into the public arena and began highlighting the prevalence of the sexual 

oppression against women and children in society (Herman, 1981). Even as late as 

the 1980’s, Herman (1981) found that cases of CSA were being suppressed as the 

content of the abuse was considered too threatening to expose it to the general public. 

Middleton (2011) highlights that as late as the 1980s, psychiatry in the western world 

was still quoting incest as rare, and that there was only one in a million cases 

occurring. Even though there had been decades of research into incestuous abuse, 

mental health professionals at the time were still dismissing that incest and CSA were 

occurring in society. These professionals struggled with the reality of incestuous abuse 

and were unable to comprehend that the creation of DID could be a result of early, 

severe, chronic and prolonged CSA. Professionals working in the mental health field 

considered the existence of DID to be extremely rare, if not non-existent. At the time, 

many mental health professionals considered the disclosure of incest and CSA was 

an “… artefact of clients’ suggestibility and therapist gullibility…” (Middleton, 2011, 

p.18). Their lack of acknowledgement and acceptance of CSA and DID has been 

problematic for many survivors seeking therapeutic support over many decades.  

 

It has only been since the late 1980’s and in more recent times that CSA has been in 

the public arena and identified as a serious social problem. We are now more aware 

that CSA is a common phenomenon experienced by around 1 in 3-4 females and 1 in 

5-7 males, and that 85% of the perpetrators are male and known to child (Breckenridge 

& Carmody, 1992; Hirakata, 2009; McDermott, n.d.). Even though we are more aware 
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of the occurrence of CSA today, as recently as March 2013 John Laws’ radio 

broadcast called into question the validly of CSA, when he openly questioned and 

blamed a female caller for the CSA perpetrated upon her as a six-year-old child by five 

male members of her family; her father, brothers and uncle (see The Telegraph, 2013). 

Here, John Laws made comments and asked the female caller, “...how old were you 

when the abuse began...?”. The female caller stated, “...it began at age six and 

continued until I was 16”. To this, Laws then replied, “My God they were having a good 

time with you...” and “Was it in any way your fault?”. The female caller then replied, 

“No, I don’t think so”. Laws then stated, “...You weren’t provocative?”. The female 

caller replied, “I was a little girl, I don’t think so John, no I was just a little girl”. Further 

in the newspaper article, when the female caller breaks down, Laws asks her, “Are 

you unattractive?”. To which the female caller states, “I don’t think so. I think I’m all 

right”, to which John Laws then replies, “You sound all right.”. Laws’ attitude 

demonstrates a lack of willingness to acknowledge that incestuous abuse occurs and 

whenever it is disclosed the blame is projected onto the survivor who was a cognitively 

immature child at the time of the CSA, rather than the intrafamilial male perpetrators. 

This type of ignorance, even in 2013, still demonstrates a societal lack of willingness 

by some to accept the reality and serious consequences of CSA. 

  

In contrast to the inappropriate response to CSA by John Laws’ in March 2013, two 

months later the Royal Commission into Institutional Responses to Child Sexual 

Abuse began in Australia. The Royal Commission was established following 

allegations of CSA in institutions in Australia by the then Prime Minister Julia Gillard. 

During the five years that the Royal Commission operated, the prevalence of CSA in 

institutions across Australia was uncovered. The Royal Commission examined the 
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prevalence of child abuse in educational settings, state run institutions, sporting 

groups, youth groups and religious organisations that had occurred for many decades 

(Royal Commission Report, 2017). The Commissioners assigned to the Royal 

Commission travelled across Australia to conduct private sessions with survivors who 

had experienced abuse in an institution. Survivors were able to relate their stories of 

abuse in a safe and supportive environment. Unlike the woman John Laws spoke to, 

these survivors were listened to, respected, believed and supported through all 

aspects of the process.  

 

The response to the Royal Commission’s examination of CSA in institutions produced 

a cascade of survivors from all walks of life. According to the data gathered by the 

Royal Commission and represented in their Final Report, there was a wide range of 

survivors that came forward from across Australia. The Final Report showed that the 

age range of these survivors was from 7 to 93 years old, with an average age of 52 

years (Royal Commission Report, 2017). When considering the age range of those 

who came forward, it is very clear that CSA has been occurring for at least the last 

100 years or more and has been mostly hidden, unreported and often not believed. 

The overall psychological impact on those who came forward is unclear, however, the 

likelihood of dissociation being a psychological impact is highly possible.  

 

Taking into consideration that CSA in the past was considered rare and even non-

existent, the outcome of the Royal Commission’s Final Report has gone a long way in 

demystifying this belief and acknowledging the reality of the occurrence of CSA in 

Australian society. The figures presented in the Royal Commission’s Final Report are 
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staggering and acknowledge that CSA has never been a rare occurrence in our 

society. This reality is completely different to the attitude of John Laws and his 

behaviour in the radio broadcast documented in the Telegraph in March 2013, two 

months before the Royal Commission began. Even though the Royal Commission’s 

investigation into CSA was only focused on institutionalised CSA, we are aware that 

CSA also occurs within the home and other environments. The prevalence of CSA 

occurring within the home environment has yet to be investigated worldwide.  

 

1.7 Definitions of Child Sexual Abuse 

CSA can involve many different criminal offences such as incest, rape, indecent 

assault and aggravated sexual assault. Corby (2004) defines CSA as:  

 

...forcing or enticing a child or young person to take part in sexual activities, 

whether or not the child is aware of what is happening. The activities may 

involve physical contact, including penetrative (rape or buggery) and non-

penetrative acts (p.77). 

 

CSA can involve non-penetrative acts where the perpetrator exposes the child to 

pornographic material such as books, videos or inappropriate media material online. 

The perpetrator will engage in fondling and/or touching the child and will persuade the 

child to fondle and/or touch them (Corby, 2004). Briggs (1995) provides a 

comprehensive definition of CSA, relating it to the perpetrator’s grooming tactics and 

manipulative behaviour:  
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CSA is where an adult or someone in a position of trust or power uses that 

position to emotionally manipulate, coerce through threat or inducement or use 

physical force to involve the child in sexual activity [and CSA is] 

...exhibitionism...provocation or suggestive sexual behaviour through to genital 

fondling, oral sexual acts, anal or vaginal penetration of the victims’ body by 

any part of the offender’s body, or any object used by the offender (p.1)  

 

CSA can also involve physical, psychological and verbal communication between a 

child and an adult, which is of a biologically mature sexual nature well outside of the 

child’s cognitive understanding. These types of sexual abuse involve intercourse, that 

of vaginal or anal penetration by a penis, object or digital penetration; the perpetrator 

exposing their genitals and voyeurism; the perpetrator paying undue and inappropriate 

attention to the physical changes in the child’s body or forcing the child to look at 

pornographic material or having them witness inappropriate sexual behaviour (Simkin 

& Klaus, 2005). Simkin and Klaus (2005) refer to verbal sexual abuse as a process 

whereby the perpetrator engages in “... erotic talk or innuendo, accusations of ‘sexy,’ 

‘loose,’ or ‘whore-like,’ behaviour...” (p.4). Each of these definitions provide us with a 

variety of descriptions of the criminal act of CSA and the way the perpetrator utilises 

the child’s lack of maturity to sexually abuse them. Each definition describes the 

inappropriate child/adult relationship, where the perpetrator uses their psychological 

power and authority to manipulate the child to engage in developmentally 

inappropriate activities.  
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1.8 Definitions of Other Types of Child Abuse 

There are many different forms of child abuse that children can be subjected to during 

their early developmental years. Research has identified that children can be 

subjected to CSA, physical, emotional, ritual abuse and neglect. Each of these distinct 

types of abuse can play an active role in traumatising children to varying degrees and 

have a profound impact upon early brain development and the psychological wellbeing 

of the child. Child abuse can also have a profound impact upon the child’s sense of 

the world and, in some cases where the abuse is severe, chronic and ongoing from 

the ages of 0 – 6 years, the child may develop DID as a coping mechanism to deal 

with what they are experiencing (Coates, 2010; Herman, 1992; Middleton, 2011; Perry, 

Pollard, Blakely, Baker, & Vigilante, 1995). Even though CSA has been identified as 

the predominate type of abuse in the creation of DID, severe physical, emotional, ritual 

abuse and neglect can also play a significant role in the development of DID.  

 

It is therefore important to consider the diverse types of child abuse and whether they 

play an active role in the development of DID. Physical abuse can be defined as a 

non-accidental physical act perpetrated upon a child by their primary caregiver or 

another adult figure. Physical abuse can include actions such as hitting, beating, 

kicking, biting and slapping the child, and any other forms of physical punishment that 

may harm the child. However, in situations where the physical abuse is much more 

severe, the harm to the child may include cigarette burns, bruising and broken bones. 

Physical abuse is at the severe end of the spectrum; it is often ongoing, unpredictable 

and very traumatising for the child and can result in the child experiencing an extreme 

level of fear. It is at this end of the spectrum where physical abuse is severe and 
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ongoing that the child may find it necessary to dissociate as way of removing 

themselves from the horrific physical abuse they are experiencing (Bass & Davis, 

1993; Blueknot General Information, 2018; Bromfield, 2005; Corby, 2004; Croft, 2016). 

Literature documents that physical abuse is often accompanied by other types of 

abuse, such as sexual, emotional, ritual abuse and neglect. When any combination of 

such abuses occur simultaneously, the child will experience a cascade of emotions 

and intense fear (Bass & Davis, 1993; Blueknot General Information, 2018; Bromfield, 

2005; Corby, 2004; Croft, 2016). The child may struggle to deal with the level of 

emotion and fear they are experiencing and use dissociation as a way of removing 

themselves psychologically from what is occurring.  

 

Physical abuse can have a detrimental impact upon the child’s psychological 

wellbeing. A child who is experiencing ongoing and repeated physical abuse will have 

physical signs of the abuse evident on their body. For instance, bruising, cigarette 

burns and possibly broken bones. However, where severe and repeated physical 

abuse is occurring, there is a serious psychological impact that cannot be seen in the 

same way as the physical signs of abuse (Bass & Davis, 1993; Blueknot General 

Information, 2018; Bromfield, 2005; Corby, 2004; Croft, 2016; Herman, 1992; Perry et 

al., 1997; Ross & Halpern, 2009). The psychological impact of physical abuse affects 

the child’s self-esteem, self-worth and self-confidence and can significantly affect them 

during childhood and their ability to deal with stressful situations throughout their life. 

Often the child will become depressed, angry and unable to regulate their emotional 

reactions. As a result of the physical abuse, their behaviour can become aggressive 

towards others or they may become very withdrawn. Where physical abuse is severe, 

prolonged and ongoing the psychological impact can be profound for the child, 
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impacting their early brain development, formation of identity, their sense of self and 

their view of the world around them.  

 

Apart from physical abuse, children can be subjected to emotional abuse. Emotional 

abuse is considered the most common form of abuse that children experience and is 

the least reported. Emotional abuse has no physical signs, but the psychological harm 

that occurs can be quite significant. It can involve the child being rejected, shouted at, 

intimated, insulted, humiliated, isolated, and continuously being told that they are 

stupid, worthless and will make nothing of their life (Bass & Davis, 1993; Blueknot 

General Information, 2018; Corby, 2004; Ross & Halpern, 2009). This type of abuse 

can have a life-long impact on the child at all levels of their psychosocial and 

psychological development, and have an impact on them throughout their adult life.  

As such, ongoing and repeated emotional abuse can alter the psychological 

development of the child and result in them experiencing low self-esteem, low self-

worth and a lack of self-confidence. The child may become withdrawn, depressed, 

aggressive and find it hard to regulate their emotional reactions. Emotional abuse can 

impact the child during childhood, adolescence and well into adulthood. When 

emotional abuse is coupled with physical and sexual abuse, it can have a significant 

impact upon the child’s early brain development, their ability to achieve their 

developmental milestones, the development of their personality and identity and their 

perception of the world around them (Bass & Davis, 1993; Bromfield, 2005; Blueknot 

General Information, 2018; Croft, 2016; Perry et al., 1997; Ross & Halpern, 2009). 

When physical, sexual and emotional abuse is ongoing and severe the child may 
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develop DID as a coping mechanism to psychologically survive and escape the reality 

of what is occurring.  

 

Alongside physical, emotional and CSA, is neglect. Neglect of a child can be 

categorised as a lack of supervision, physical and emotional neglect and 

abandonment by the primary caregiver. Neglect in the form of parental abandonment 

can alter the way the child copes, their level of trust, how they interact with others and 

the development of adult relationships later in life. Neglect can also be defined as a 

failure to provide adequate food, shelter, clothing, medical care, parental love, 

appropriate supervision and failure to ensure they attend school. When the child 

experiences neglect, they may develop anxiety, become withdrawn, fearful, overly 

affectionate with strangers and needy, remain immature for their age and have 

difficulty regulating their reactions and emotions in stressful situations. Where severe 

and ongoing abuse is occurring for a child, neglect is central and at the forefront of 

what the child is experiencing. When a child is experiencing physical, sexual, 

emotional abuse and neglect simultaneously, they are subjected to an extremely high 

level of developmental trauma that is outside of their cognitive understanding and their 

ability to cope (Broadbent & Bentley, 1997; Corby, 2004; Herman, 1992; Middleton, 

2011; Ross & Halpern, 2009; Scott, 2014). When they are subjected to severe and 

ongoing abuse during their critical years of brain development, the trauma will 

inevitably impact and alter the normal progression of brain development in areas such 

as cognitive, emotional, social and personality development.  
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At the extreme end of the child abuse spectrum is ritual abuse, which can be 

characterised as a repeating extreme, sadistic form of abuse of both children and non-

consenting adults. A cult is a group of people who have unusual religious, spiritual or 

philosophical beliefs or interests. Ritual abuse refers to the systematic and organised 

sexual, physical, emotional and spiritual abuse of a child (Bass & Davis, 1993; Briggs 

& O’Neill, 2006; Herman, 1992; Mesrobian, 2016; RA Information Site, 2018). It can 

involve different forms of abuse such as physical beatings and the use of 

electroshocks, sexual abuse and emotional abuse in the form of trickery, deception 

and blaming the child. The child may also be subjected to spiritual abuse in the form 

of reversing the concept of good and evil, reversing morality and removing the child’s 

ability to have freedom of thought. Spiritual abuse can be conditioning and can alter 

the child’s perception of the world around them. The perpetrators of ritual abuse can 

be men and women from all levels of society and can often be the child’s own parents, 

who may have previously been initiated into a cult themselves as children.  Thus, 

membership of a cult can often be intergenerational, and this is how ritual abuse is 

kept well-hidden from society and authorities (Briggs & O’Neill, 2006; Herman, 1992; 

Mesrobian, 2016; RA Information Site, 2018).  

 

 Children often experience ritual abuse from a very young age. When this is the case, 

the severe and unbelievable trauma they experience can have a significant impact 

upon early brain development, identity formation, and the conditioning of the child and 

this type of abuse is incredibly life altering (Bass & Davis, 1993; Briggs & O’Neill, 2006; 

Herman, 1992; Ross & Halpern, 2009; Rich, 2005). The consequence of severe and 

ongoing ritual abuse from a young age inevitably means that the child will have a high 

probability of developing DID as a coping mechanism. Where DID is created, the 
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memories of the ritual abuse will be held by the different dissociative parts of the self, 

rather than remaining in the child’s consciousness (Bass & Davis, 1993; Briggs & 

O’Neill, 2006; Herman, 1992; Ross & Halpern, 2009; Rich, 2005). The child would not 

be able to survive psychologically if they did not dissociate when the ritual abuse was 

occurring. According to Briggs and O’Neill (2006), dissociation is “…one of the most 

common defence mechanisms used by ritual abuse survivors” (p.25). The child’s 

ability to quarantine the traumatic memories of ritual abuse allows them to continue to 

function without the traumatic memoires flooding into their consciousness. 

Dissociating from the traumatic memories means that during childhood the child will 

not remember the abuse under normal circumstances. The child will only remember 

the ritual abuse when they are subjected to ritual abuse again (Bass & Davis, 1993; 

Briggs & O’Neill, 2006; Rich, 2005; Ross & Halpern, 2009). When a child is subjected 

to ongoing ritual abuse throughout childhood, dissociation allows the child to function 

‘normally’ in all other aspects of their life.  

 

Thus, when a child dissociates, they can psychologically remove themselves from the 

trauma they are experiencing and remain psychologically intact. Herman (1992) 

reported that “…traumatic events generally involve threats to life or bodily integrity, or 

a close personal encounter with violence and death” (p.33). Confronted with this type 

of horrific abuse, the only way for the child to remain psychologically functional is to 

dissociate and use DID as a coping mechanism. It is not until adulthood that the coping 

mechanism of DID starts to break down and the patient’s psychological 

symptomatology of the trauma begins to surface (Herman, 1992; Middleton, 2011, 

2013b, Ross & Halpern, 2009). Some of the psychological symptoms that can surface 

during adulthood include: panic attacks, anxiety, flashbacks, depression, suicidal 
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thoughts and attempts, terror, guilt, shame, ongoing nightmares, self-mutilation, 

hypervigilance and insomnia; and many survivors experience complex PTSD 

symptoms (Coates, 2010; Herman, 1992; Kluft, 2006; Rich, 2005; van der Hart et al., 

2005; van der Kolk & van der Hart, 1999). These psychological symptoms are often 

what the survivor is experiencing when they present to a mental health service seeking 

support.  

 

1.9 History and Definition of Developmental Trauma Disorder 

Understanding of Developmental Trauma Disorder (DTD) is relevant to child abuse 

and the creation of DID. Early developmental trauma can significantly impact the 

child’s early brain development, overall psychological development and their 

wellbeing. The term DTD is a somewhat controversial and new concept in the mental 

health field;  a disorder developed by Dr. Bessel van der Kolk and other professionals 

to deal with the psychological needs of children and adolescents who have been 

subjected to a history of traumatic events throughout their childhood (Brenmess & 

Polzin, 2014; DeAngelis, 2007; GP Speaks, 2014; Kilrain, 2017; Teague, 2013; van 

der Kolk, 2012). Dr. Bessel van der Kolk and other professionals have carried out 

extensive research and advocate for this new diagnosis to be included in the previous 

Diagnostic and Statistical Manual IV (DSM-IV) and the recent Diagnostic and 

Statistical Manual V (DSM V). Currently, children who have experienced 

developmental trauma are diagnosed with one or more of the following: PTSD, 

depression, attention deficit hyperactivity disorder, oppositional defiant disorder, 

reactive attachment disorder, separation anxiety disorder, bipolar disorder, 

dissociative disorders and personality disorders. Dr. van der Kolk and others believe 
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that these disorders do not encapsulate the true impact of developmental trauma and 

that DTD is “distinct from these disorders…although often co-existing with many of 

them” (Brenmess & Polzin, 2014, p.144). Dr. van der Kolk and other advocators 

believe that DTD better explains the impacts of traumatic events children experience, 

than other disorders.  

 

Dr. van der Kolk and other advocators consider that DTD best encapsulates a group 

of diagnoses that children display after experiencing childhood trauma, fitting more 

adequately with children than PTSD (Brenmess & Polzin, 2014; DeAngelis, 2007; GP 

Speaks, 2014; Kilrain, 2017; Teague, 2013; van der Kolk, 2012). As Kilrain (2017) 

explains: “…victims of childhood trauma exhibit many symptoms of PTSD, including 

dissociation, guilt and hopelessness, but the diagnostic criteria of PTSD do not 

accurately include all the important indicators of DTD” (p.2). 

 

A decade earlier, DeAngelis (2007) made a similar point: 

 

While PTSD is a good definition for acute trauma in adults, it doesn’t apply well 

to children… [as their] brains are still developing, trauma has a much more 

pervasive and long-range influence on their self-concept, on their sense of the 

world and on their ability to regulate themselves” (p.33)  

 

Therefore, DTD better describes the disruption caused by early developmental trauma 

and how early developmental trauma can impact all aspects of a child’s life. DTD 
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describes the disruption developmental trauma can have on the child’s developmental 

milestones and validates that complex trauma can have a cumulative effect upon early 

brain development, biological and cognitive processes, along with the child’s inability 

to regulate their emotional reactions (DeAngelis, 2007; Herman, 1992; Kilrain, 2017; 

Middleton, 2011; Ross & Halpern, 2009; Teague, 2013; van der Kolk, 2012). 

Therefore, if the child is subjected to ongoing, chronic and repeated trauma during 

early childhood, DTD supports the notion that the child may develop a dissociative 

disorder to deal with what they are experiencing.  

 

Those who are advocating for the inclusion of DTD in the DSM IV and later the DSM 

V recommend the following criteria: that a child needs to have been exposed to 

prolonged and adverse events for at least one year during their childhood and have 

an affective and physiological dysregulation, where they are not able to emotionally 

regulate or tolerate fear, anger or shame; that the child is not able to maintain attention, 

learn or cope with stress; and that they have an impaired sense of identity and find it 

difficult to interact with others. The child also needs to display at least one symptom 

that is consistent with two of the PTSD clusters, i.e. re-experiencing symptoms 

(flashbacks, bad dreams or frightening thoughts), avoidance symptoms (staying away 

from triggering places or events, depression, loss of interest in activities), or 

hyperarousal symptoms (easily startled, feeling on edge, anxiety insomnia, feeling 

anger) and that they have displayed these symptoms for a period of six months or 

more (Bremner et al., 2005; Coates, 2010; Herman, 1992; Middleton & Butler, 1998; 

Teicher, 2002; Teicher, Andersen, Polcari, Anderson, Navalta, & Kim, 2003; van der 

Kolk & van der Hart, 1999). Also, the child’s level of functioning needs to be impaired 

in two or more areas. For instance, their schooling, home life, how they relate to their 
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peers, their physical health, whether they can secure and hold down a job and whether 

they have any involvement with the legal system (DeAngelis, 2007; Schmid, 

Petermann, & Fegert, 2013; van der Kolk, 2012; Wylie, 2013).  

 

From a child development perspective, the criteria for DTD outlines a solid framework 

for acknowledging the impact of developmental trauma and the possible psychological 

symptomatology that can occur. Advocates for DTD believe that this disorder would 

better fit the symptoms and behaviours children display than that of PTSD, given that 

PTSD symptoms are associated with past childhood trauma, rather than the 

developmental reactions and responses that children present with. Dr. van der Kolk 

(2012) and other supporters of DTD have proposed that appropriate 

acknowledgement, assessment and therapeutic treatments should be available for 

children who have experienced early developmental trauma. However, the 

controversy that surrounds this new concept has meant that its inclusion in the DSM-

IV and DSM V was rejected (Schmid et al., 2013; Weinholds, 2012; Wylie, 2013).  

 

There were several reasons that DTD was not included in either DSM-IV or DSM V. 

Firstly, the DSM committee felt they were overwhelmed with too much irrelevant data 

relating to DTD. Secondly, the DSM subcommittee’s executive director, Matthew 

Friedman reported that:  

…the consensus is that it is unlikely that Developmental Trauma Disorder can 

be included in the main part of DSM-5 in its present form because of the current 

lack of evidence in support of the diagnosis and the lack of prospective testing 

of your proposed diagnostic criteria (Wylie, 2013, p.2)  
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The DSM subcommittee therefore suggested that more information and more 

longitudinal studies should be undertaken, citing that DTD is not a static but rather a 

dynamic condition that is likely to change over time (Schmid et al., 2013; Wylie, 2013). 

Those advocating for the inclusion of DTD in the recent DSM V however, argued that 

this disorder does not yet exist and that further research suggested by the DSM 

subcommittee would take considerable funding to achieve. Further to the difficulties 

faced by Dr. van der Kolk and other advocators is the reluctance of some psychiatrists 

to acknowledge the validity of DTD as a disorder, preferring PTSD to explain trauma 

symptomatology for both children and adults. According to Dr. van der Kolk, the 

inclusion of DTD in the next DSM edition is work in progress and, as reported by Dr. 

van der Kolk, “we’re still going ahead full throttle, I feel very optimistic” (Wylie, 2013, 

p.2).  

 

Nonetheless, the implication of early developmental trauma is not being recognised 

during childhood, and the child is not being afforded developmentally appropriate 

therapeutic treatment. The impact of developmental trauma on early brain 

development, the formation of identity and the psychological impact of the trauma, are 

not currently viewed as a developmental response. On the contrary, the child’s 

response is viewed as a symptom of PTSD, which is an adult diagnosis for past 

childhood trauma. If the child is diagnosed with PTSD, they are not necessarily 

provided with age appropriate therapeutic treatment. This has been highlighted by 

those advocating for DTD to be included in the DSM V, in which they suggest the 

diagnosis of PTSD does not fit the symptomatology that children present (Schmid et 

al., 2013; van der Kolk, 2012; Weinholds, 2012; Wylie, 2013). The lack of appropriate 

therapeutic treatment when the patient is a child can inevitability impact their 
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psychological wellbeing as children and well into their adulthood. The lack of age 

appropriate therapeutic treatment as a child may result in them having ongoing 

involvement with mental health services throughout their adulthood.  

 

1.10 Organisation of the Dissertation 

This dissertation is organised into seven different chapters comprising the introduction; 

the literature review and theories; research methods; the participants’ backgrounds, 

opinions about and interaction with their patients diagnosed with DID; the 

management of DID; level of service provision and training; the summary, discussion, 

recommendations and conclusion. A reference list and appendices containing a 

glossary, abbreviations list and relevant research documentation completes the 

organisation of the dissertation. The following is an outline of what is presented in each 

chapter.  

 

Chapter 1 introduced the purpose of this research. The historical background of CSA, 

DTD and DID were discussed, along with past scientific studies relating to the history 

of DID. Definitions were provided for CSA and other forms of child abuse, DTD and 

DID and the organisation of this thesis is outlined at the end of this chapter.  

 

Throughout Chapter 2, relevant literature relating to the research topic is presented. 

Early brain development and the impact trauma can have upon early brain 

development is examined. Conditioning theory is reviewed to provide a framework for 

explaining the psychological response to trauma, the conditioning that occurs and the 
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possibility of developing DID as a coping mechanism. Incestuous abuse is examined 

as to why this type of childhood abuse can result in the creation of DID as a coping 

strategy during childhood and can be also used by the survivor during times of stress 

and further trauma in adulthood. Literature is presented relating to who perpetrators 

are, the impact their identity can have on the formalisation of DID and why the identity 

of the perpetrator can result in the need for the child to use dissociation to sustain their 

psychological existence. The impact of DID as an adult is also examined, along with 

the long-term psychopathology of developmental trauma. The long-term 

psychopathology of PTSD, complex PTSD and DID are discussed to highlight the 

continuing impact childhood trauma can have on the survivor as an adult. In the last 

section, consideration of the current acknowledgement, assessment and management 

of DID in Australia is explored. An examination of the different types of approaches 

that are commonly used when therapeutically working with patients diagnosed with 

DID is discussed alongside a review of past management of DID. Even though there 

are several other therapeutic approaches mentioned, a definition has not been 

provided for each of them. The therapeutic methods described in this dissertation are 

the ones that were identified as most beneficial for working with patients diagnosed 

with DID by the participants. Relevant social work theories will be presented to explain 

the concepts, propositions and systems that can affect the individual’s interaction with 

their family, their environment and society. The current management of DID and what 

implications it has for social workers working with patients diagnosed with DID are also 

discussed.  

 

In Chapter 3, the researcher explains her professional interest in the research topic, 

her professional experience working with patients diagnosed with DID, what types of 
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therapeutic approaches are used and her observations concerning the management 

of DID in Australia. The qualitative and autoethnographical approaches used in this 

research are explained, and the reasons for choosing these in terms of their value and 

the role they play in eliciting different kinds of data are discussed. The research 

objective, instrument design, data collection and analysis are also discussed here, 

alongside how the researcher sampled the participants and the reasons behind this. 

Ethical consideration and a description of the ethical steps taken in this research are 

also presented in this chapter.  

 

Chapter 4 presents the results of the first half of the survey and the researcher’s lived 

professional experience, relevant to the research questions. Data presented here will 

relate to participants’ professional backgrounds, gender, age, work environments and 

work locations. Discussion relating to the most common types of abuse experienced 

by patients and the effects of developmental trauma on brain development are covered 

in this chapter. Patients’ gender, what age they were when they first entered therapy 

are presented here. The age at which the patient disclosed their abuse or if the abuse 

was not disclosed, will also be discussed. The average time and success participants 

have experienced working with their patients will be presented here, as well as how 

committed patients have been to their therapy. Where relevant, the researcher will 

make comment on professional observations relating to the research questions.  

 

Chapter 5 presents the results of the second half of the survey and specifically focuses 

on presenting the data analysis relating to the therapeutic management of patients 

diagnosed with DID, the level of professional training, organisational support for 
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ongoing training and research, and the lack of service provision for patients diagnosed 

with DID. Where relevant, results will be compared with the literature on the same or 

similar topics. Where there has not been any past or relevant research on a specific 

area, the researcher will present the findings of the research and offer professional 

comment.  

 

Chapter 6 will present data from the interviews. The interviewees’ professional 

opinions of the concept of DID as a psychiatric disorder will be discussed, along with 

their understanding of the link between developmental trauma and the creation of DID. 

Also discussed in this chapter will be interviewees’ opinions on the effects of trauma 

on early brain development, what they consider to be the gaps in service provision, 

training and management of DID.  

 

Chapter 7 discusses the overall results and any new findings relevant to the research. 

The discussion will summarise the findings from the three research approaches, noting 

similarities and whether the results are consistent with current literature. Participants’ 

points of view will be encapsulated and supplemented by the researcher’s lived 

professional experience. This chapter will also highlight any gaps that have been 

identified by participants and what they consider to be lacking in the management of 

DID in Australia today. Throughout this chapter where gaps have been identified, 

recommendations for further research, management and practice will be proposed 

with a view to facilitate change and improve the management of DID across different 

professional sectors in Australia.  

 



50 | P a g e  
 

In summary, this chapter presented the definitions and historical background of CSA, 

other types of child abuse, DTD, DID and past scientific studies into DID. The final 

section covered the organisation of the dissertation in terms of chapters and core 

content.  
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CHAPTER 2 

 
LITERATURE REVIEW AND THEORY 

 

2.1 Introduction  

This chapter reviews literature relating to the effects of trauma on early brain 

development and the link with DID. The impact of developmental trauma is explained, 

including how it impacts identity formation and the possibility of developing DID. The 

implications of incestuous abuse, the identity of the perpetrator and why there is such 

a strong link between incestuous abuse and DID are also presented. The 

consequences of early developmental trauma are then explained in adult 

psychopathology of PTSD, complex PTSD and DID. The current management of DID 

in Australia will be presented. Consideration of the level of understanding and 

assessment of DID and what the current difficulties in assessing DID are as a 

psychiatric disorder will be highlighted. Different social work theories will be presented 

as a way of explaining human behaviour and what impact early developmental trauma 

can have on the individual, the family and the community. Implications for social work 

practice will be discussed.  

 

2.2 Early Brain Development 

The first few years of life are a critical time for brain development. This sensitive period 

of brain development can determine who we are and how we will function in the world. 

By the time a child is three years of age their brain is around 90 percent of the size of 

an adult brain (Perry et al., 1995; National Clearinghouse Child Abuse & Neglect 
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Information, 2001). It is during the years of early brain development that the brain’s 

‘plasticity’ allows the child to create, strengthen and discard synapses and neuronal 

pathways in response to what they experience and are subjected to in their 

environment. Even though we are genetically predisposed, the way we interact with 

our environment and the experiences we have will play a significant role in determining 

how our brain develops and the person we will become (Becker-Weidman, 2005; 

Coates, 2010; National Clearinghouse Child Abuse & Neglect Information, 2001; 

Ounce of Prevention Fund, 1996; Perry et al., 1995).  

 

The plasticity of the brain during early brain development is both an advantage and 

disadvantage. Early brain plasticity can allow for limitless learning and, at the same 

time, places the child in a vulnerable position during the most sensitive period of brain 

development (Shonkoff & Phillips, 2000; Perry et al., 1995). The forming of synapses 

during early brain development occurs at such a rapid rate that the child’s ability to 

learn during the first few years of life is unprecedented and will not be repeated during 

their life time. Given that synapses and neuronal pathways are developed during early 

brain development, it is essential that every opportunity is available for the child to 

repeatedly activate these pathways; otherwise the opportunity for these pathways to 

develop will be lost (Greenough, Black, & Wallace, 1987; National Clearinghouse Child 

Abuse & Neglect Information, 2001; Perry et al., 1995; Shore, 1997). The development 

of synapses and neuronal pathways allows the child to progress through each 

developmental stage and master what is required for functional and normal responses 

to life challenges. Perry et al. (1995) inform us that: “While experiences may alter and 

change the functioning of an adult, experience literally provides the organizing 

framework for an infant and child” (p.278). What they are suggesting here is that 
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negative early experiences can have a detrimental impact on the way synapses and 

the neuronal pathway are developed in a child’s brain.  

 

2.3 Effects of Trauma on Early Brain Development  

Childhood trauma can have a significant impact on the child’s emotional, cognitive, 

behavioural, social, and physical development. As human beings, we are most 

vulnerable to the effects of trauma in infancy and childhood, during the period of critical 

brain development. If a child experiences high levels of emotional distress or trauma 

during their early developmental years of 0-6 years, there can be a profound effect on 

the development of their cerebral cortex, hippocampus and limbic systems. The cortex 

system is responsible for attachment and our emotional development, whereas the 

hippocampus and limbic systems regulate our abstract cognition and complex 

language (Becker-Weidman, 2005; Coates, 2010; Gillig, 2009; Herman 1992; 

Middleton, 2011; van der Kolk, 1997). Severe trauma can disrupt the experience-

dependent neurochemical signals during brain development, causing significant 

neuropsychiatric symptomatology (Coates, 2010; Perry et al., 1995; van der Kolk & 

van der Hart, 1999). These neuropsychiatric symptoms can have a lifelong impact that 

may not be reversable and “…dramatically alters the child’s trajectory into and 

throughout adult life” (Perry et al., 1995, p.273). Literature thus informs us that trauma 

can have a profound and long-lasting effect on the developmental structure of the brain 

and the psychological functioning of the individual. Trauma can compromise the 

biological, neurological and psychological development of the child and continue to 

have an impact on them throughout their life.  
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Early traumatic experiences affect and disrupt the organizing framework that creates 

memories. Memories are made up of motor, cognitive and emotional components, 

which help us to navigate our world and adapt to our environment. Van der Kolk (1998) 

explains that, “…the memory systems are central organizing apparatus of the mind, 

which categorizes and integrates all aspects of experience and automatically 

integrates them into ever enlarging and flexible meaning schemes” (p.426). Research 

informs us that early traumatic experiences can create memories that may adversely 

affect the way we perceive and understand our world (Herman, 1992; McGregor, 2000; 

National Clearinghouse Child Abuse & Neglect Information, 2001; Perry et al., 1995; 

Perry, 1999). As a result of experiencing trauma during early brain development, there 

can be disruption to the neurochemical signals in the brain. This disruption in early 

brain development may result in the child developing a neuronal response of either 

hyperarousal or dissociation to cope with the overwhelming effects of the trauma 

(Herman, 1992; McGregor, 2000; Middleton, 2011; National Clearinghouse Child 

Abuse & Neglect Information, 2001; Perry et al., 1995; Perry, 1999; van der Kolk & 

van der Hart, 1999). The neuronal response of hyperarousal or dissociation can 

become a conditioned response that the child will utilise to manage trauma they are 

subjected to and any further trauma or stress they experience throughout their life.  

 

Children that experience physical and sexual abuse are continuously in a cycle of 

channelling their ‘brain resources’ to deal with and survive the trauma, rather than 

attending to normal developmental tasks of learning and engaging in their 

environment. When a child is subjected to chronic and ongoing trauma, they may 

experience hyperarousal or dissociation as a way of coping with the trauma (Coates, 

2010; National Clearinghouse Child Abuse & Neglect Information, 2001; Perry et al., 



55 | P a g e  
 

1995; van der Kolk & van der Hart, 1999). Literature highlights that traumatic 

experiences are outside of a child’s cognitive understanding. The child will elicit a fear 

response of either, ‘fight, flight or freeze’, in order to survive the abuse, they are 

experiencing. When children are subjected to chronic and ongoing CSA, they will 

continue to activate a fear response whenever they feel threatened. Where chronic 

and prolonged CSA is occurring, the continuing activation of a fear response interferes 

with the child’s ability to develop physically, cognitively, emotionally, socially and 

psychologically during early childhood (Coates, 2010; Herman, 1992; McGregor, 

2000; Middleton, 2011; Perry et al., 1995; Perry, 1999; Sikorski, 2007; van der Kolk & 

van der Hart, 1999). The child can often be in a state of ‘fight, flight or freeze’ even 

though they are no longer in the traumatic event. Experiences that are similar or have 

elicited a triggered response will cause the child to experience fear in the form of a 

‘fight, flight or freeze’ response.  

 

The fear response can also affect the child’s perception of and how they interact within 

their environment. The child’s brain can be permanently programmed through their 

early exposure to trauma to react in a particular way to any event that is similar, 

threatening or a reminder of the earlier trauma they experienced, even though the 

current event is not necessarily the same. Research has identified that chronic 

stimulation of the ‘brain’s ‘fear response’ will continuously activate the region of the 

brain associated with anxiety and fear, resulting in the child constantly being in a state 

of hypervigilance, hyperarousal or dissociation (Coates, 2010; Herman, 1992; 

McGregor, 2000; Middleton, 2011; National Clearinghouse Child Abuse & Neglect 

Information, 2001; Perry et al., 1995; Perry, 1999; van der Kolk & van der Hart, 1999). 

Constantly being in the physiological state of hypervigilance, hyperarousal or 
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dissociation does not allow the child to meet their developmental milestones and they 

can develop a perception that the world is an unsafe and frightening place. Given that 

the perpetrator of the CSA is usually a major attachment figure, the child may develop 

negative core beliefs about themselves. For instance, ‘I am not good enough’, ‘I am 

not loveable’, ‘I am not capable’, ‘people are cruel and cannot be trusted’. These 

negative core beliefs can profoundly affect their capacity to establish and sustain 

relationships later in their adult life and to function without using a dissociative 

response when they feel threatened.  

 

Negative core schemas conditioned as a child can continue to impact the survivor as 

an adult. For instance, experiencing CSA as a child can impact intimacy in 

relationships later in life. The adult survivor may continue to be triggered by a 

conditioned stimulus that is associated with the initial trauma, such as a particular 

piece of music that was playing at the time of the abuse, smells, the sound of footsteps 

on a wooden floor or the sight of someone who has similar features to those of the 

perpetrator. These negative conditioned stimuli can result in the child being in a state 

of hyperarousal or dissociation, and as an adult, they may use the same conditioned 

response when triggered (Coates, 2010; Perry et al., 1995; Perry, 1999; van der Kolk 

& van der Hart, 1999). This triggered response may then appear as the 

neuropsychiatric disorder PTSD later in life until the person is able to understand what 

is occurring and develop strategies to manage the triggering that occurs.  

 

To understand the effects of early developmental trauma on the brain, functional 

magnetic resonance imaging (fMRI) can be used to medically observe whether there 
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is a change in the brain chemistry when memory is being re-experienced. The use of 

fMRI to understand the impact of early developmental trauma has been around since 

the early 1990’s, as presented by participant 19. The use of positron emission 

tomography (PET) and (fMRI) can provide us with a better understanding of how 

trauma can impact the brain. Bessel van der Kolk (2015) writes about the use of PET 

and fMRI in detecting the chemical changes that occur in a person’s brain when they 

are triggered and re-experience a traumatic memory. PET and fMRIs scan the 

person’s activated limbic system, in particular the amygdala and the cortex, and can 

indicate a level of heightened activation. Interestingly, when the memory is being re-

experienced, the right hemisphere is activated whilst the left side of the brain is 

deactivated (Hughes & Shin, 2011; van der Kolk, 2015). In relation to DID, Krause-

Utz, Frost, Winter and Elzinga (2017) highlight that when using neuroimaging with 

patients who are diagnosed with DID and/or those experiencing PTSD are triggered 

or re-experience a traumatic memory, there is a reduction in the size of the amygdala, 

hippocampus and parahippocampus, and there is a heightened release of the stress 

hormone cortisol.  

 

The use of neuroimaging to acknowledge the impact of early developmental trauma, 

the impact of trauma on the brain and the creation of trauma-related psychiatric 

disorders such as DID and BPD, is perhaps still a work in progress. Bremner (2007) 

writes that trauma-related disorders appear to share common abnormalities in specific 

areas in the brain, and through PET and fMRI scans the impact of the trauma can be 

observed. In Figure 1 below, the fMRI scans demonstrate the difference between two 

patients, one who is experiencing PTSD (right) and who is not (left).  
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 Left        Right 

Figure 1. Hippocampal volume on fMRI in PTSD. Smaller hippocampal volume in a 
representative patient with PTSD (right) relative to a non-PTSD subject (left). By 
Bremner (2007) 
  
 

As can be seen in Figure 1 above, the picture on the right has a smaller volume of 

hippocampus, reflective of the patients experiencing PTSD, whereas the picture on 

the left is reflective of the patient who is not experiencing PTSD and has a normal 

volume of hippocampus (Bremner, 2007). These scans suggest that eliciting an early 

trauma-related memory can be identified through scanning the brain after the memory 

has been triggered and re-experienced. The future implications of this emerging 

technology within psychiatry may have the potential to assist with the validation of 

survivors’ symptoms and future diagnosis of DID.  
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2.4 Conditioning Theory – How the Brain Responds Psychologically 
to Traumatic Events  

 

Conditioning theory is an effective way of explaining a survivor’s psychological 

response to their experience of CSA. Petrovich Pavlov (1848-1936) developed the 

theory of classical conditioning, which explains the reason that we continue to respond 

to a conditioned stimulus (Kaplan, 1986; Pervin & John, 2001; Prochaska & Norcross, 

2007; Raine & Venables, 1981). Kaplan (1986) describes classical conditioning as 

“...the pairing of a neutral stimulus with a stimulus that elicits a particular response 

until the stimulus that was originally neutral elicits the response” (p.149). Literature 

suggests that the neutral stimulus can be an ordinary, everyday occurrence or 

behaviour. For example, if we apply the theory of classical conditioning to CSA, the 

neutral stimulus may be the sound of approaching footsteps coming down the hallway; 

the turning of the doorknob; a smell; or the sound of a particular piece of music. All 

these neutral stimuli may be everyday commonalities. However, when the neutral 

stimulus is paired with a stimulus that is associated with a negative response, like 

during CSA, the child may respond with fear, confusion, regression, hyperarousal or 

dissociation (Herman, 1992; Kaplan, 1986; Pervin & John, 2001; Prochaska & 

Norcross, 2007; van der Kolk, 1997). Kaplan (1986) suggests that if the traumatic 

event is severe enough, it may only take one or two pairings for the conditioning 

response to occur. McGregor (2000) explains that the child’s fear response is 

“...maladaptive emotional, behavioural and cognitive difficulties that are rooted in the 

original adaptive response to the trauma” (p.61). In other words, the neutral stimulus 

takes on the negative impact of the event and will then condition the child to react in a 

negative way even when another event occurs, which is the same or similar. This can 



60 | P a g e  
 

be the case when the child feels fear in a previous situation where they would not have 

an emotional response, but now the situation will elicit a fear response.  

 

The conditioned response that the child will now experience is directly linked to the 

behaviour and grooming tactics of the perpetrator and the immaturity of the child. Many 

authors suggest that CSA has a profound effect upon the child’s psychological 

development and developmental stages (Fisher, 2001; Herman, 1992; McGregor, 

2000: Middleton, 2011; Pervin & John, 2001; Prochaska & Norcross, 2007; Raine & 

Venables, 1981; van der Kolk, 1997). McGregor (2000) informs us that “...childhood is 

a critical period when the child is developing physiologically, psychologically and 

socially” (p.59). Early childhood is a time when the child is developing a sense of self, 

developing coping and interpersonal skills, and the child’s self-worth is developed 

through their interaction with their environment and others around them. Experiencing 

CSA can have a profound impact on the way that the child experiences the world and 

their engagement with people around them. McGregor (2000) emphasises that a 

young child’s brain “...is most ‘plastic’ receptive and vulnerable to environmental 

experiences...The sensitive brain of a young child or infant is much more 

impressionable to experiences than a mature brain. Although experiences alter an 

adult’s behaviour, experience literally shapes a child” (p.59-60). In other words, what 

the child experiences during their formative years can condition them into a particular 

way of perceiving and viewing their world and the way they will respond to different 

situations throughout their life.  

 



61 | P a g e  
 

The conditioned response of dissociation has a strong correlation to the child’s age, 

gender and the degree of trauma they experience. McGregor (2000) reports that if a 

child is traumatised very young, they may experience a high level of sensory 

stimulation at a critical period of brain development and either experience 

hyperarousal or dissociation. The age of the child when the trauma occurs, their 

gender and the severity of the trauma will determine whether their response will be 

hyperarousal or dissociation. When children utilise dissociation, they can remove 

themselves from the traumatic experience and dissociate what is occurring from their 

consciousness (Herman, 1992; McGregor, 2000; van der Kolk, 1997). Knowledge of 

CSA occurring will often remain outside the child’s consciousness until later in life 

when their dissociative defence starts to breakdown and the CSA resurfaces into their 

consciousness as an adult in the form of flashbacks, memories and nightmares 

(Herman, 1992; van der Kolk, 1997).  

 

Fear is a strong emotional response that children feel when they have been subjected 

to horrific CSA. CSA is a physical assault upon their mind and body, often leaving the 

child feeling traumatised. The perpetrator’s behaviour can elicit a variety of responses 

such as fear, confusion, and shame; and the perpetrator invests time in shifting the 

blame of the CSA onto the child by making threats, using manipulation and intimidation 

(Herman, 1992; McGregor, 2000, Raine & Venables, 1981; Sarson & MacDonald, 

2002; Sikorski, 2007; van der Kolk, 1997). The perpetrator’s size alone will intimidate 

and frighten the child. The child’s age can have a significant impact upon the level of 

conditioning that will occur and whether they will create a dissociative disorder. For 

example, if the child is 0-6 years of age, it will be much easier for the perpetrator to 

distort the child’s sense of reality and elicit a fear response, than if the child is older 
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and experiencing CSA for the first time. The perpetrator may even go so far as to 

normalise the CSA, given that the child is too young to have any conceptual 

understanding of sexuality and awareness that what is occurring is wrong.  

 

The psychosocial development theory developed by Eric Erikson (1968) can further 

explain the child’s conditioning response. Herman (1992) suggests that there is a link 

between CSA and the negative psychosocial consequences that this type of trauma 

can have on the developmental stages of children aged 0-11 years. When early 

development trauma has affected each psychosocial stage there will be a need for 

each stage to be understood and worked on during the therapeutic process. Eric 

Erikson’s psychosocial developmental stages of early child development are trust vs 

mistrust, birth-1 year; autonomy vs doubt (shame) 2-3 years; initiative vs guilt 4-5 

years and industry vs inferiority 6-11 years (Herman, 1992; Kaplan, 1986; Nixon & 

Aldwinckle, 2005; Nixon & Gould, 2003). Survivors of CSA struggle to deal with 

psychological feelings of mistrust, doubt (shame), guilt and inferiority (low self-esteem 

and self-worth). These feelings correlate with Erikson’s psychosocial developmental 

stages (Herman, 1992; McGregor, 2000; Sikorski, 2007). Given these psychosocial 

developmental stages, the severity of the CSA and the age of the child at the time of 

the abuse will play a significant role in determining whether the child will dissociate or 

use hyperarousal as a way of coping with the trauma they are experiencing. Herman 

(1992) informs us that trauma can violate the “...individual’s autonomy at all levels of 

their basic body integrity...” (p.52). When the child’s basic integrity is violated, the child 

may end up feeling shame, guilt and helplessness. The child may internalize these 

feelings and carry them into adulthood. If this is the case the child will be conditioned 

into silence through the conditioned response of dissociation.  
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2.5 Identity Formation 

Identity formation is an essential part of human development. Erik Erikson, during the 

1960’s, developed his psychoanalytic theory of psychosocial development. Erikson 

considered that the ego part of the personality plays a powerful role in the development 

a person’s identity and allows the person over time to have mastery over their 

environment and build their sense of self (Burger, 2008). Erikson proposed that the 

ego’s role is to develop and maintain one’s sense of identity. According to Erikson’s 

theory of psychosocial development, identity formation is comprised of eight states, 

beginning at birth and continuing throughout life (Burger, 2008; Kaplan, 1986; McLeod, 

2017; Pervin & John, 2001; Weiten, 2001). Erikson’s psychoanalytic theory proposed 

that the formation of identity occurs in a predetermined order and each stage builds 

upon the previous stage. Erikson’s theory emphasised the conflict of culture and 

society, how it impacts the child’s sense of self, and that each stage of psychosocial 

development is instrumental in the formation of the child’s identity (Burger, 2008; 

Kaplan, 1986; McLeod, 2017; Pervin & John, 2001; Weiten, 2001). Erik Erikson’s 

psychoanalytic theory of psychosocial development has eight very distinctive stages. 

The first five stages occur from age 0 – 18 years and the last three stages from 18 – 

65 years plus (see Table 1 below).  
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Table 1 

The Eight Stages of Erik Erikson’s Psychosocial Development Theory  

Trust vs. Mistrust  0 to 18 months 

Autonomy vs. Shame 18 months to 3 years 

Initiative vs. Guilt 3 – 5 years 

Industry vs. Inferiority 5 – 12 years  

Identity vs. Role Confusion 12 – 18 years 

Intimacy vs. Isolation 18 -40 years  

Generativity vs. Stagnation 40 – 65 years  

Ego Integrity vs. Despair  65 years plus 

  
Note.  Information sourced from McLeod (2017); Kaplan (1986); Pervin and John (2001); Weiten (2001); 
Burger (2008). 
  

 

As can be seen in Table 1 above, the first three stages of psychosocial development 

begin the process of identity formation, coinciding with the crucial time of early brain 

development. At no other time during the person’s life will they move through so many 

psychosocial developmental stages in such quick succession. The first three 

psychosocial developmental stages are crucial for the child to develop a sense of 

safety in the world, move towards autonomy and develop skills and abilities to become 

independent whilst still receiving their parent’s support (Burger, 2008; Kaplan, 1986; 

McLeod, 2017; Pervin & John, 2001; Weiten, 2001). When a child’s basic needs are 

not met during their first year of life, “a pattern of estrangement and withdrawal, trusting 

neither themselves nor other people” (Burger, 2008, p.112) may be established. 

During the next two stages of psychosocial development, that of autonomy vs. shame 

and initiative vs. guilt, if the child does not develop the positive side of these stages, 
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they may carry the feeling of shame and guilt into their adolescent and adult years 

(Burger, 2008; Kaplan, 1986; McLeod, 2017; Pervin & John, 2001; Weiten, 2001).  

 

Erikson’s psychoanalytic theory emphasises that events that occur early in life can 

have a negative or positive impact on the child’s early psychosocial development and 

continue to have an impact on them later in life. Erikson proposes that crises of a 

psychosocial nature during childhood allow the child to develop their personality, 

strengthen their character and develop the necessary skills to resolve and deal with 

future crises (Burger, 2008; Kaplan, 1986; McLeod, 2017; Pervin & John, 2001; 

Weiten, 2001). However, if the early psychosocial stages are not achieved the child’s 

ability to successfully move through each psychosocial stage can adversely affect their 

sense of self, the way they view themselves and their identity formation. For instance, 

this may be the case if a child experiences CSA between the ages of 0–12 years. Early 

developmental trauma can have a profound impact on the child’s ability to move 

through the early stages of psychosocial development. As a result of CSA, the child 

may develop feelings of mistrust, shame, guilt and inferiority; and the development of 

their identity may be adversely affected, resulting in them experiencing low self-

esteem/worth/confidence, a loss of hope and struggling to build a healthy and 

balanced identity.  

 

The fifth stage of psychosocial development occurs during adolescence between the 

ages of 12-18 years. Erikson considers that adolescence is a crucial time of 

psychosocial development because it prepares the young person to move from 

childhood into adulthood. This period in the young person’s life brings about a lot of 
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rapid changes and could be considered the most challenging and difficult time in their 

life (Burger, 2008; Kaplan, 1986; McLeod, 2017; Pervin & John, 2001; Weiten, 2001). 

The transition from childhood to adulthood brings with it several challenges and at 

times feelings of confusion. During adolescence the young person is confronted with 

developing a sense of self. Not only is the young person confronted with the questions: 

who am I, what are my values and beliefs, what will be my future?; they are trying to 

work out where they fit in and are beginning to develop relationships with the opposite 

sex (Burger, 2008; Kaplan, 1986; McLeod, 2017; Pervin & John, 2001; Weiten, 2001). 

This stage of psychosocial development can be very challenging and dependent upon 

successful movement through the earlier stages of psychosocial development, if not 

the young person may struggle and become confused about who they are in the world.  

 

This struggle in identity formation can occur when the young person has been 

subjected to early developmental trauma, in particular CSA. If the child is subjected to 

early developmental trauma they may not move through the early stages of 

psychosocial development in a positive way. When this is the case, the child may 

struggle to develop a good sense of identity during their childhood and struggle even 

more during their adolescence when the formation of their identity is paramount as 

they move from childhood into adulthood.  
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2.6 Dissociative Response to Trauma – Child Sexual Abuse 

Dissociation is a response that very young children may use to deal with and 

psychologically survive early, severe, chronic and prolonged CSA. The literature 

suggests that dissociation is a response that female children use more than male 

children to escape the horror of being subjected to early developmental trauma such 

as CSA. Male children are more likely to become hyperaroused in their response to 

trauma, than to dissociate. The psychological response of dissociation can include 

freezing, going numb, non-reactiveness and psychologically removing oneself from 

the trauma that is occurring. A dissociative response allows the child to remove 

themselves from their consciousness and permits them to go ‘internally’ (Fisher, 2001; 

Herman, 1992, Middleton, 2011; Perry et al., 1995; Rich, 2005; Ross & Halpern, 2009; 

van der Kolk, 1997). Perry et al. (1995) explain dissociation as “…simply disengaging 

from stimuli in the external world and attending to an ‘internal’ world” (p.283). In other 

words, the external world is too threatening for a child who is being chronically sexually 

or physically abused, therefore the child dissociates from what is occurring in the 

present and moves into their internal world. Further to this, Perry et al. (1995) inform 

us that if a child dissociates during a traumatic event and remains dissociated 

throughout the sexual abuse, “…the child will internalize a sensitized neurobiology 

related to dissociation, predisposing to the development of dissociative disorders” 

(p.287). The more chronic and prolonged the CSA is, the more likely that a child under 

the age of six years may develop DID as a way of coping with the ongoing trauma.  

 

Dissociation creates a disconnection from reality and allows the children to escape the 

physical and emotional horror of CSA. Traumatic events such as CSA call into 
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question the meaning and reality of basic human relationships and not only affect the 

psychological development of the child, but also their attachment to family, the 

community and their feeling of safety in the world (Herman, 1992; Middleton, 2011; 

Perry et al., 1995). Given that this is the case, it is not surprising that the child uses 

dissociation as a way of coping with confusion, fear, and the horror of the CSA that 

they experience. When a child dissociates frequently because of early, severe, chronic 

and prolonged trauma, “…elements of their true emotional, behavioural, cognitive and 

social potential are diminished – some percentage of capacity is lost, a piece of the 

child is lost forever” (Herman, 1992, p.289). This means that the loss of the child’s 

developmental capacity can have a profound effect on their developmental milestones, 

early brain development and their psychological well-being.  

 

The intensity and duration of the trauma may contribute to whether the child will 

develop a dissociative disorder. When the child is subjected to early, severe, chronic 

and prolonged CSA perpetrated by a family member and the environment is constantly 

unsafe, the child may adapt by utilising dissociation to escape the abuse. Gillig (2009) 

proposes that: “Severe child abuse, a disorganized and disoriented attachment style, 

and the absence of social and familial support seem to precede the development of 

DID” (p.26). This would be particularly true when the perpetrator is a family figure, 

such as a father, grandfather, brother, uncle or step-father and in rare cases a mother, 

grandmother, aunt, sister or step-mother. Middleton (2011) supports the notion that 

DID develops because of chronic, inescapable trauma in childhood perpetrated by a 

major attachment figure and that the child will dissociate during the abuse to escape 

the overwhelming fear and terror associated with the CSA. The dissociation of the 

memories into different dissociative parts allows the child to remain in a destructive 
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attachment relationship with the perpetrator, whilst at the same time functioning within 

the family environment and external environment (Gillig, 2009; Middleton, 2011; 

Middleton, Cromer, & Freyd, 2005; van der Kolk & van der Hart, 1999). The 

dissociative response ensures that the CSA remains outside of the child’s 

consciousness and is often not disclosed during childhood.  

 

2.7 Incestuous Abuse and Dissociative Identity Disorder  

One form of CSA that impacts significantly on the development of dissociation and 

DID is that of incestuous sexual abuse. Middleton (2011) writes of the 

psychopathology of dissociation and how severe and chronic sexual trauma can 

interfere with the child’s normal cognitive and psychological development. Indeed, 

Middleton (2011), through his clinical work and observation of patients diagnosed with 

DID, observed that incestuous abuse is often the consequence of early, severe, 

chronic and prolonged CSA. According to Middleton (2011) when incestuous abuse 

occurs from a very young age and it is chronic and prolonged in duration, the likelihood 

of DID developing is extremely high. Further to this, Middleton (2013a) highlights that 

“…individuals who have experienced severe and prolonged incest into adulthood may 

well have a severe dissociative disorder…” (p.194). In other words, the ongoing 

degree of traumatization that survivors experience requires them to continue to utilise 

dissociation as a way of coping with the incestuous abuse that they are still being 

subjected to as an adult. This may mean that the adult survivor will create new 

dissociative parts in extremely stressful situations or if they continue to be sexually 

assaulted during adulthood.  
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The intrafamilial perpetrator’s ongoing access to the child plays a significant role in the 

child developing DID. The creation of DID ensures that the dissociative parts of the 

child remain compliant and the incestuous abuse remains outside of the child’s 

conscious awareness during childhood and well into their adulthood. The perpetrator 

of incestuous abuse will utilise a combination of conditioning, fear and shame to 

ensure compliance and silence. So strong is the early conditioning and fear response 

to the trauma that the child will utilise dissociation as a way of coping with the horror 

and disbelief of what they are experiencing. Dissociating the CSA perpetrated by an 

intrafamilial member is psychologically safer than attending to the reality of the abuse, 

who the perpetrator is and the overwhelming psychological feelings associated with 

the abuse (Gillig, 2009; Herman, 1992; Middleton et al., 2005; Middleton, 2011; Ross 

& Halpern, 2009; van der Kolk & van der Hart, 1999). Incestuous abuse is a serious 

betrayal of trust between a parental figure or immediate family member and a child. 

Betrayal trauma theory acknowledges that the relationship between the abuser 

(intrafamilial attachment figure or immediate family member) and the child can result 

in the memories of the trauma being dissociated to such an extent that the creation of 

DID may occur (Gillig, 2009; Herman, 1992; Middleton et al., 2005 ; Middleton, 2011; 

Ross & Halpern, 2009; van der Kolk & van der Hart, 1999). Freyd (1994) further 

proposes that the degree to which a negative event represents a betrayal of trust can 

influence the way the child processes or remembers the event. It is acknowledged in 

the literature that there seems to be a higher level of dissociation and amnesia for 

survivors of incestuous abuse. Incestuous abuse is the ultimate betrayal of trust given 

that the perpetrators are intrafamilial members, i.e. father, grandfather, brother, 

cousin, uncle or brother, mother, grandmother, aunt or sister.  
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Dissociation allows the child to block out the memories of the abuse from their 

consciousness in order to promote their psychological survival and be able to remain 

attached to the intrafamilial figure. Research has identified that incestuous abuse is 

more likely to be forgotten than non-incestuous abuse, but incestuous abuse can 

impact more psychologically on the survivor throughout their life. Gannon, Gilchrist 

and Wade (2007) support this notion stating that victims of incestuous abuse 

“…experience more adverse physical and psychological effects, which are believed to 

be more pervasive and long-lasting than those experienced by victims of extra-familial 

abuse (p.10). Therefore, it stands that the identity of the perpetrator and their ongoing 

access to the child are major causal factors that can impact the survivor’s 

psychological wellbeing in the longer term and often throughout their life (Edwards et 

al., 2012; Middleton et al., 2005).  

 

The child’s ability to dissociate and compartmentalize traumatic memories allows them 

to survive the assault on their developing identity and sense of self in the world. The 

child utilises dissociation as a way of creating alterative personalities or ego states to 

distance themselves from the terror, confusion and shame of the CSA. Fisher (2001) 

informs us that the ability to dissociate “…allows for the separate but simultaneous 

awareness that what is happening is wrong, while keeping intact their idealization of 

and loyalty to the adults who mistreat them” (p.2). This is particularly the case when 

the perpetrator of the CSA is an immediate family member. The compartmentalizing 

of the traumatic memories and creation of altered personalities or different parts 

means that the child can function in their ‘host’ personality state without traumatic 

memories intruding into their consciousness (Fisher, 2001; Gillig, 2009; Middleton, 

2011; Herman 1992; van der Kolk & van der Hart, 1999). In other words, dissociation 
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allows for the child to separate themselves from the traumatic memories, so that the 

‘host’ personality can function without being overwhelmed emotionally with the true 

reality of the abuse. Fisher (2001) describes the creation of DID as, “Instead of 

developing a SELF, the child develops a system of SELVES” (p.5) to adapt to an 

unsafe, unpredictable and abusive environment.  

 

2.8 Can we Profile who the Perpetrators Are? 

The literature suggests that perpetrators come from all walks of life; from every socio-

economic level within society. However, literature does inform us that perpetrators fall 

into two different categories, that of intrafamilial or extrafamilial perpetrators. An 

intrafamilial perpetrator sexually abuses children within the family, whereas the 

extrafamilial perpetrator will sexually abuse children outside of the family. Research 

confirms that in intrafamilial CSA, approximately 85% of perpetrators are known to the 

child and are often a male family member. For instance, he may be a father, step-

father, grandfather, uncle, brother, step-brother or male cousin. However, there are 

some occasions when the perpetrator is a female family member, such as a mother, 

grandmother, aunt, sister, step-mother, step-sister or female cousin. On the other 

hand, extrafamilial perpetrators are people outside of the family, such as family friends, 

neighbours or peers, sport coaches, teachers, doctors, church leaders (Briggs, 1995; 

Department of Justice, 2006; Gannon et al., 2007; Herman, 1992; James, 1996; 

McVeigh, 2003; Renvoize, 1993; Smallbone & Wortley, 2001; Victims of Crime 

Assistance League, 2007).  
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It is difficult to profile the characteristics of either type of perpetrator. James (1996) 

corroborates this dilemma reporting that: “It is simply not possible to describe concisely 

and accurately the behavioural traits and characteristics of offenders” (p.3). Research 

informs us that the identity of the perpetrator can significantly impact the child’s ability 

to disclose, particularly where the perpetrator is in a position of power or authority or 

is the child’s primary caregiver or family member. The child is often threatened and 

will feel that they will not be believed if they disclose the abuse (Briggs, 1995; 

Department of Justice, 2007; Gannon et al., 2007; Herman, 1992; James, 1996; 

McVeigh, 2003; Smallbone & Wortley, 2001; Victims of Crime Assistance League, 

2007). Historically, society has been reluctant to acknowledge that CSA happens 

within the family environment and this, even today, can contribute to the silencing of 

the child.  

 

2.9 Identity of the Perpetrator and Dissociative Identity Disorder  

The identity of the perpetrator can have a significant impact on the creation of DID for 

children who experience early, severe, chronic and prolonged CSA. This is particularly 

relevant in the case of incestuous abuse where the family member has ongoing access 

to the child. Their close familial bond sets up a dynamic of confusion and disbelief, 

where the child is torn between their love for the perpetrator and fear of upsetting and 

hurting their mother or father if the CSA is discovered. The ease of access to the child 

means that the perpetrator can violate the child’s personal space and desensitize the 

child to their sexual advances. Given the child’s lack of maturity and understanding of 

what constitutes an appropriate child/adult relationship, the perpetrator can set up a 

dynamic of abuse that, in some cases, continues well into the child’s adult life. The 
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child’s dissociative response can, in some cases, ensure the CSA is kept from the 

non-offending parent, the mother in most cases (Daniel, Wassell, & Gilligan, 1999; 

Herman, 1992; McGregor, 2000; Middleton, 2011; Phelan, 1995; Wright, 2009). When 

the perpetrator is a family member, in particular the father, the mother may not be 

aware that the CSA is occurring. Summit (1983) reports that when the mother is not 

aware, she can become part of the, “…incestuous triangle…” and is “…confronted with 

a mind-splitting dilemma analogous to that of the child. Either the child is bad and 

deserving of punishment, or the father is bad and unfairly punitive. One of them is lying 

and unworthy of trust” (p.165). At the point that the mother discovers the CSA is 

occurring, she can either believe the child and take appropriate action or deny the 

abuse, reject the child, and protect and side with the perpetrator.  

 

2.10 Early Age Child Sexual Abuse and Development of DID  

 

One of the determining factors that can increase the likelihood of a child developing 

DID is experiencing early, severe, chronic and prolonged CSA between the ages of 0 

and 6 years. Given that the incestuous abuse is perpetrated by an immediate family 

member, the causal effect of early abuse can result in the child utilising dissociation to 

cope with the identity of the perpetrator. The child’s age and level of maturity does not 

afford them the opportunity to escape the horror of the abuse or be able to disclose it. 

Children are powerless to prevent or stop the ongoing incestuous abuse, therefore the 

use of dissociation allows them to escape the reality of what is occurring, the emotional 

impact and ensures a sense of safety within an abusive environment (Gannon et al., 

2007; Fisher, 2001; Freyd, 1994, 1996; McGregor, 2000; Phelan, 1995; van der Kolk, 

1996). Herman (1992) informs us that “…a secure sense of connection with caring 
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people is the foundation of personality development. When the child is subjected to 

CSA, this connection is shattered and the child’s basic sense of self is distorted and 

damaged” (p.56). Dissociation allows the child to maintain a sense of connection and 

normalcy in an unsafe, unpredictable and abusive environment. The literature 

acknowledges that incestuous abuse causes more psychological damage and has a 

far-reaching impact than non-incestuous abuse (Gannon et al., 2007; Fisher, 2001; 

Freyd, 1994, 1996; McGregor, 2000; Phelan, 1995; van der Kolk, 1996). This is often 

the case when we consider that incestuous abuse is the ultimate betrayal of trust 

between a child and one or more major attachment figures whose role is to protect the 

child. Instead, the child is subjected to chronic and prolonged CSA, which can 

precipitate the development of DID.  

 

Traumatic events can shape the neuronal pathways in a child’s developing brain. 

Literature informs us that severe trauma can disrupt the neurochemical signals during 

early brain development, causing a significant neuropsychiatric disruption (Coates, 

2010; Perry et al., 1995; van der Kolk & van der Hart, 1999). This being the case, the 

creation of DID as a young child to survive the horror of the chronic and prolonged 

CSA and to distance themselves from the reality of what they are experiencing is quite 

palpable. For the child to sustain their psychological and perhaps physical existence 

in an extremely abusive environment, the child has very few options to escape what 

is occurring. Therefore, the evaluability of creating DID in the situation is ‘quite clever’ 

and very adaptive to ensure their psychological survival.  
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2.11 Impact of Dissociative Identity Disorder on the Adult 

Dissociation can be a useful coping mechanism for the child to utilise during their 

childhood when they are experiencing early, severe, chronic and prolonged CSA. The 

development of DID provides protection from the reality of the abuse, whilst at the 

same time providing the child with a psychological barrier that allows them to function 

adequately during childhood. However, the child’s psychological response of 

dissociation and the creation of DID can have long term ramifications during 

adolescence and adulthood. The disruption of the child’s normal integrative process 

of consciousness, perception, memory, feelings, behaviour and the identity of self may 

impact their ability as an adult to function in a world where developmental concepts 

are required to attend to adult tasks (Calof, 1996; Fisher, 2001; Gillig, 2009; Hirakata, 

2009; Middleton, 2011; Rich, 2005; Ross & Halpern, 2009; van der Hart et al., 2005). 

The once useful coping mechanism of dissociation begins to collapse during late 

adolescence and adulthood when the dissociative parts are vying for the opportunity 

to either move forward and engage in activities relating to their developmental abilities, 

whilst at the same time other dissociative parts are developmentally and 

psychologically stuck in the overwhelming trauma-related feelings, vulnerabilities and 

sensations of their childhood abuse (Fisher, 2001; Middleton & Butler, 1998: van der 

Kolk & van der Hart, 1999). It is often not until the child reaches late adolescence and 

adulthood that the dissociative coping mechanism of childhood begins to break down 

and the adult survivor starts to have flashbacks, memories and nightmares of the CSA. 

The memories of the CSA have to this point been held at bay by the dissociative parts 

of themselves.  
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Even though dissociation is a useful coping mechanism during childhood, it can 

become problematic during late adolescence and adulthood. The demands and 

stressors of late adolescence and adulthood often trigger the compartmentalized 

memories of the trauma into the survivor’s consciousness. When these memories 

begin to surface, the survivor may begin to present to mental health services with 

numerous psychological symptoms relating to the early trauma they have 

experienced. The survivor may present with symptoms consistent with those of PTSD, 

complex PTSD, depression, anxiety, schizophrenia, Bi-polar, BPD, self-harming 

behaviours, low self-esteem and low self-worth, suicidal ideation, attempted suicides, 

somatic issues, chronic difficulty sleeping, psychotic and repressive behaviour. Up 

until now, the dissociative disorder has ensured that the CSA memories are 

fragmented and compartmentalized outside of the survivor’s consciousness 

(Middleton, 2011; Ross & Halpern, 2009; van der Kolk & van der Hart, 1999). With so 

many competing mental health symptoms, the survivor’s dissociative disorder may not 

be recognized during their initial presentation to mental health services. Middleton 

(2011) and Middleton and Butler (1998) inform us that patients can often go 

misdiagnosed for up to seven or possibly more years, before a diagnosis of DID and 

appropriate therapeutic intervention is sought. What is interesting is that often survivor 

themselves are not aware that they dissociate or that they created dissociative parts 

of themselves as a child to cope with the trauma they experienced. This may be one 

reason that it is initially difficult to diagnose patients with DID.  
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2.12 Psychopathology of Trauma – PTSD, Complex PTSD, DID 

Dissociative symptomatology can be similar to and often mistaken for a range of other 

mental health conditions. Survivors of trauma can present with a range of other mental 

health conditions, which sit alongside their dissociative symptoms. Middleton (2011) 

proposes that the lack of an initial diagnosis of DID, is in part, due to the patient 

presenting with a number of other mental health symptoms. For instance, they may 

present with symptoms consistent with Bi-polar, schizophrenia, BPD and PTSD or 

complex PTSD. Some of these mental health conditions can have similar features to 

that of dissociation. For instance, PTSD, complex PTSD and BPD are disorders that 

have some similarities in symptoms to those of DID. PTSD affects around 15 per cent 

of traumatized individuals and is commonly diagnosed in those who have experienced 

CSA and more often diagnosed in women than men (Bremner, Vermetten, Schmahl, 

Vaccarino, Vythilingam, Afzal, Grillen, & Charney, 2005). The development of PTSD 

is a response to fear and enduring vigilance for and sensitivity to environmental 

triggers relating to past traumatic events experienced during one’s life (Bremner et al., 

2005; Herman, 1992; Middleton & Butler, 1998; van der Kolk & van der Hart, 1999).  

  

Given the degree of fear associated with experiencing CSA, the survivor may develop 

a chronic psychobiological deregulation to any environmental triggers. Environmental 

triggers can relate to seeing the perpetrator again, hearing a piece of music that was 

played at the time of the abuse, experiencing a smell that is associated with the abuse 

or seeing a car similar to the perpetrators. Each of these triggers can result in the 

survivor being triggered and experiencing a PTSD response of not being able to 

regulate the emotional reaction. According to van der Kolk (1997), survivors diagnosed 
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with PTSD are unable to properly integrate traumatic memories and remain fixated on 

the past. The developmental level that the survivor was in at the time of the abuse can 

affect the nature and extent of the psychological disruption that may occur (Bremner 

et al., 2005; Molnar, Buka, & Kessler, 2001; van der Kolk, 1997). Van der Kolk (1997) 

informs us that the biology of PTSD can result in a profound and persistent alteration 

in the physiological reaction and secretion of the stress hormone of survivors who are 

diagnosed with PTSD. As a direct response to the trauma, there will be an alteration 

in the chemicals within the survivor’s brain. This chemical change and secretion of 

hormones increases survivors’ fear conditioned paradigm and results in them 

experiencing fear, anxiety and an inability to function when they are triggered in the 

here and now.  

 

Often survivors of chronic CSA will develop complex PTSD as a response to early, 

severe, chronic and prolonged CSA. Early CSA results in the survivor constantly 

experiencing a state of hyperarousal long after the CSA has ceased. This being the 

case, the survivor may still regularly experience intrusive thoughts and images and be 

reactive to a host of reminders of the original abuse. According to van der Kolk (1997), 

survivors diagnosed with “…PTSD suffer from a loss of stimulus discrimination” (p.20). 

This means that survivors cannot discriminate between the stimulus of the original 

abuse and the ‘here and now’ event. The survivor’s psychological response to the 

stimuli results in a permanent neuronal change in their ability to learn, habituate and 

discriminate between incoming stimuli long after the original abuse has ceased (Briere 

& Jordan, 2009; Sar, 2011; van der Kolk, 1997). When a survivor is triggered, they are 

locked into reliving and responding to the original abuse, even though it is not occurring 

in the present. Their ability to regulate their reaction to their internal and external stimuli 
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is compromised and they are not able to deal with what is occurring. Instead the 

survivor shuts down, as they are unable to attend to the non-traumatic stimuli without 

a PTSD reaction (Bremner et al., 2005; Herman, 1992; Middleton & Butler, 1998; van 

der Kolk, 1997; van der Hart et al., 2005). Van der Hart et al. (2005) explain that 

complex PTSD can involve a more complex way of shutting down, that of splitting off 

into another personality and separating the trauma from their consciousness, i.e. a 

dissociative response.  

 

The development of DID means that different personalities will relate to different 

triggers by utilising a complex PTSD response, whilst the ‘host’ personality or other 

personalities may be unaware of the occurrence of the CSA or only have limited 

knowledge of some aspects of the CSA (Middleton & Butler, 1998; Sar, 2011; van der 

Hart et al., 2005, Middleton, 2011). This, in reality, means that different personalities 

have been created to attend to different roles, and are not necessarily knowledgeable 

about any aspects of, or only have limited knowledge of some of the CSA that has 

occurred. The separation of parts internally has the effect of maintaining a barrier 

between the dissociative parts that were created during the childhood abuse. It is often 

through therapeutic intervention that the dissociative parts begin to connect and 

become aware of each other and the different episodes of CSA that have occurred 

(Middleton, 2011; Middleton & Butler, 1998; Ross & Halpern, 2009).  
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2.13 Identifying Psychopathology of Dissociative Identity Disorder 

There are strong similarities in the psychological response and long-term symptoms 

survivors may present to mental health services. The crossover of symptoms of 

dissociation and complex PTSD may impact significantly on the mental health 

professionals’ ability to accurately diagnose whether a patient has a dissociative 

disorder of DID or complex PTSD. This is particularly the case when considering 

whether dissociation is an individual disorder or a central feature of complex PTSD. 

There is much confusion regarding the nature of dissociation and the similarities 

between complex PTSD and the features of dissociative disorder such as DID (Sar, 

2011; van der Hart et al., 2005). Van der Hart et al. (2005) provide us with the 

explanation that “...traumatization essentially involves a degree of dissociative division 

of the personality that likely occurs along the lines of innate action systems of daily life 

and defence – what has been called structural dissociation of the personality” (p.4). 

The complex PTSD response can reflect symptoms that are very similar to both 

complex PTSD and dissociation. Research has identified that traumatic events can 

elicit a dissociative response resulting in either a PTSD, complex PTSD or a 

dissociative disorder (Sar, 2011; van der Hart et al., 2005). Patients can present with 

varying degrees of dissociation that are symptoms of complex PTSD but may not 

necessarily be DID. The similarity in symptoms can be problematic for the accurate 

diagnosis of DID.  

 

Thus, identifying and assessing whether a patient has a dissociative disorder requires 

mental health professionals to have a sound understanding of the consequences and 

psychological effects of early, severe, chronic and prolonged developmental trauma, 
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such as CSA. When an individual experiences early and severe stress in the form of 

chronic and prolonged CSA, a cascade of neurobiological events can cause enduring 

changes in their brain development (Coates 2010; Teicher, 2002; Teicher et al., 2003). 

The biopsychosocial model informs us that the neurobiological changes that occur in 

our brain are linked to biological, psychological and social factors that impact the 

development of good health or illness (Coates, 2010). The biopsychosocial model 

examines how biological, psychological and social factors can affect the individual and 

how early traumatic events can affect the person’s health and wellbeing later in life. 

The biopsychosocial model acknowledges that neurobiological disruption can occur 

from experiencing trauma during early brain development, and can play a significant 

role in developing varying psychiatric disorders, one of them being DID (Coates 2010; 

Teicher, 2002; Teicheret al., 2003). Figure 2 below demonstrates how each aspect of 

the biopsychosocial model interlinks and the impact each aspect can have on a 

person’s health.  

 

 

 

 

 

 

 

Figure 2. An example of the biopsychosocial model. From: 
https://www.bing.com/images/search?q=biopsychosocial&id) 
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It is essential that mental health professionals understand that “...dissociation involves 

a sudden and temporary alternation in consciousness, identity or behaviour”, resulting 

from experiencing traumatic events early in life (McAllister, Higson, McIntosh, O’Leary, 

Hargreaves, Murrell, Lovell, Kearney, Sammon, Woelder, Adams, Davies-Cotter, 

Wilson, & O’Brien, 2001, p.20). A sound knowledge of the impact of early 

developmental trauma, in particular CSA, and its link to the creation of DID, is essential 

for the assessment and management of DID. With such knowledge, the mental health 

professional will be able to consider the possibility of the patient having a dissociative 

disorder.  

 

If the correct diagnosis of DID is not made, a patient will constantly move in and out of 

the mental health system without improvement in their psychological wellbeing. The 

complexities involved in assessing and treating a patient with a dissociative disorder, 

such as DID, is compounded when the patient is misdiagnosed for a considerable 

length of time and the patient does not obtain the necessary therapeutic intervention 

(Ross & Halpern, 2009; Middleton, 2011; van der Kolk & van der Hart, 1999). The 

controversy surrounding a diagnosis of DID has meant that professionals have been 

reluctant to accept the diagnosis of DID. When this is the case, patients are only 

treated for the underlying mental health symptoms of depression, anxiety, self-harming 

behaviours, suicide ideation, PTSD or complex PTSD and symptoms consistent with 

BPD. Middleton and Butler (1998) propose that “...DID is a more covert than overt 

condition” (p.795), which can make it quite difficult to diagnose. What is written in the 

literature acknowledges that many of the symptoms of DID are similar to other mental 

health conditions and herein lies perhaps the difficulty in being able to make an 

accurate diagnosis. For an accurate diagnosis, it is extremely important that a 
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thorough childhood history is recorded with the focus on assessing whether any 

developmental trauma has occurred, at what age the trauma first began and whether 

it was severe, chronic and ongoing throughout childhood. The more information that 

is gathered relating to the patient’s early life, the better the mental health professional 

will be able to assess whether the patient could have a dissociative disorder, that of 

DID. With an open mind to the possibility of DID, further assessment can occur.  

 

Literature on DID provides us with several factors that mental health professionals 

need to consider when assessing whether a patient fits the criteria for DID. Middleton 

and Butler (1998) propose that mental health professionals need to assess whether a 

patient regularly presents to the mental health unit, has frequent and long stays, 

experiences unexplained abdominal pain or pseudo-seizures, different dissociative 

states, is frequently suicidal, has previously attracted numerous mental health 

diagnoses and has responded extremely poorly to any type of traditional therapeutic 

intervention. These factors can alert the mental health professional to the possibility 

that the patient may have a dissociative disorder and further assessment may be 

required. Thus, for an accurate diagnosis of DID to be made, the mental health 

professional needs to be knowledgeable of the impact of early developmental trauma, 

complex PTSD and dissociation. This knowledge will assist them to be more open 

minded that DID exists, and a diagnosis of DID may explain the symptoms the patient 

is presenting.  

 

Middleton reports that the recognition of DID and the willingness to treat patients for 

the disorder is somewhat limited through our mental health services in Australia. 
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Middleton (2011, 2013b) acknowledges that there is a reluctance for mainstream 

health services to provide the necessary psychiatric treatment for patients with DID 

who present a history of early, severe, chronic and prolonged CSA. There is limited 

funding and service provision available for therapeutic intervention for patients 

presenting with chronic traumatisation (Middleton, 2011, 2013b). Mental health 

services are directed to manage presentation of suicidal and other mental health 

disorders that require immediate attention. However, this short-term intervention does 

not address and resolve the underlying psychiatric problem experienced by many who 

present to a mental health service with chronic traumatisation.  

 

Initially when patients present to a mental health service, they may not disclose that 

they have a history of CSA. This lack of disclosure can definitively limit the mental 

health professionals’ opportunity to make an accurate diagnosis of DID. The reason 

that a survivor does not disclose their CSA history can be associated with early 

conditioning, the shifting of the blame onto the child, the child’s feeling of shame and 

the covert and overt threats of the perpetrator, and either spoken (overt) or covert 

(unspoken) threats. These will ensure that the survivor remains silent and does not 

disclose their CSA history well into adolescence or adulthood (Middleton, 2011, 2013a; 

Wright, 2009). This is particularly the case with incestuous abuse. So strong has been 

the conditioning and threats that survivors of incestuous abuse will not disclose and 

the truth of the CSA may remain undisclosed or only partially disclosed during any 

presentation to a mental health service (Middleton, 2011; Phelan, 1995; van der Kolk 

& van der Hart, 1999; Wright, 2009). Even stronger reasons to remain silent are the 

identity of the perpetrator, the incestuous abuse is still occurring, and the years of 
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grooming have preceded their presentation. The years of grooming will be an 

extremely powerful reason to remain silent about the sexual exploitation still occurring.  

 

2.14 Understanding and Assessment of Dissociative Identity 
Disorder 

 

The diagnosis of DID has not been as commonly acknowledged in Australian mental 

health services as it is in America and other countries. According to Middleton and 

Butler (1998), it has only been in the last twenty years that specific literature relating 

to DID started to appear in Australian psychiatric journals and there has been an 

acknowledgement of the impact of early, severe, chronic and prolonged CSA. It is 

important for professionals to understand that survivors of CSA come from a diverse 

range of backgrounds. Middleton and Butler (1998) highlight that many survivor 

“...came from families whose parameters differed markedly from community averages” 

(p.796). In other words, there is no set cultural, societal or educational background for 

survivors.  

 

Assessing patients that present to professionals and mental health services can often 

be a complex process that requires a sound knowledge base regarding the impact of 

developmental trauma upon the individual’s psychological development and their level 

of functioning. Middleton (2011) proposes that those working in the trauma field are 

not recognising the reality of early, severe, chronic and prolonged CSA and the 

ongoing consequences such abuse can have on the individual throughout their life. 

Middleton (2011) further states that “...in reality we are dealing with an adult whose 

childhood abuse never ended, whose mindset incorporates the attachment wishes of 
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a child entwined with the self-directed and despair of an adult” (p.43). This impacts the 

professionals’ ability to be able to make an accurate diagnosis of DID and leads to 

confusion in understanding the symptomatology that the patient displays upon 

presentation.  

 

When survivors of CSA attend a mental health service, the professional may be 

confronted with a cascade of mental health symptoms. When mental health 

professionals have sound training relating to a wide range of mental health conditions, 

including DID, they will be more open to assess the symptoms that patients present 

and consider the possibility of DID. Middleton and Butler (1998) propose that “Severe 

dissociative disorder could explain many of the diagnostic conundrums so frequently 

seen in mental health services” (p.802). When patients do not respond to standard 

therapeutic treatment and continue to be misdiagnosed, their presentations to the 

mental health services can be seen as a ‘revolving door’ conundrum. When the patient 

is not correctly diagnosed, they are not afforded the necessary therapeutic intervention 

to deal with the traumatisation they have experienced (Middleton & Butler, 1998). It is 

therefore important to have a sound understanding of the psychological symptoms 

that are indicative of trauma when working in the mental health field.  

 

2.15 Management of Dissociative Identity Disorder  

In the mid-2000s, Dr. Richard P. Kluft, a clinical professor of psychiatry practising in 

the USA, wrote a great deal about DID, the diagnosis of DID and the effective 

treatments for DID patients. Dr. Kluft (2006) considers DID as a “…delivery and 

maintenance system for achieving an intrapsychic multiple reality disorder” (p.634) 
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that helps the patient to live a somewhat normal life, when what is happening around 

them is not normal. Dr. Kluft (2006) reported that diagnosing and managing a DID 

patient is a lengthy process and often the patient has not been diagnosed:  

 

…the average patient with DID who has been in the mental healthcare system 

for an average of 6-8 years and has received more than three other diagnoses, 

reflecting either a misdiagnosis or comorbidities, before receiving an accurate 

diagnosis of DID (p.635).  

 

This timeframe in diagnosing DID has been experienced by other professionals 

working in the trauma and dissociation field, for instance social workers, psychologists 

and even the patient themselves.   

 

In his article, Dr. Kluft (2006) also discussed the subtle nature of DID, in that patients 

are adept at concealing their condition and there may be limited times when there are 

“…windows of diagnosability…” (p.636) when the patient’s dissociation is more overt. 

Dr. Kluft (2006) further reports that DID is frequently viewed with both fascination and 

suspicion by those working within the mental health sector. With the longstanding 

controversy surrounding the epidemiology, aetiology, phenomenology, treatment and 

diagnosis of DID, many barriers can impact on the diagnosis of DID, and play a role in 

the lack of acknowledgement and diagnosis of DID within psychiatry. Dr. Kluft (2006) 

therefore suggests that the barriers to diagnosing DID include the clinicians’ lack of 

knowledge, belief that DID is rare, that it is an iatrogenic condition (an illness caused 

by medical examination or treatment) or a factitious (artificially created or developed) 
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or attention-seeking disorder. Other barriers that Dr. Kluft proposed are that clinicians 

do not consider DID as a mental health disorder and are reluctant to acknowledge or 

diagnose DID. Dr. Kluft (2006) went as far as to state that some clinicians find it difficult 

to treat DID patients and are fearful of dealing with the patients’ abuse history.  

 

The development of DID appears in patients who have experienced early, severe, 

chronic and prolonged developmental trauma. These patients usually present with a 

diverse range of comorbid PTSD symptomatology and can often display phenomena 

associated with BPD (Kluft, 2006). The presentation of a diverse range of comorbid 

symptomatology can be confronting and challenging for clinicians to manage. 

According to Dr. Kluft (2006), “…a diagnosis will be made most expeditiously by the 

clinician who includes the consideration of DID in every patient he or she encounters, 

but who is not driven by a passion to find it everywhere” (p.638). This statement 

suggests that having an open mind is an essential part of the assessment process 

when working with patients who present a wide range of comorbid symptomatology 

and have a history of early developmental trauma where CSA and severe physical 

abuse has occurred.  

 

Indeed, for many decades, the treatment of DID patients has been rife with controversy 

around which therapy is most effective. However, in 2011, the ISSTD created some 

parameters for the treatment of DID (Allman, 2013; Hunter, 2016; Brand, Loewenstein, 

& Spregel, 2014). These treatment parameters took into consideration the opinions of 

experts working with DID patients, existing and relevant scientific evidence and current 

clinical practice relating to safety and the effective therapeutic treatment of adult 
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patients with DID (Allman, 2013; Brand et al., 2014; Hunter, 2016; Ross & Halpern, 

2009; Salter, Dorahy, & Middleton, 2017). The ISSTD suggests treatment parameters 

using a three phase-oriented treatment approach that focuses on safety, stabilization, 

working with the trauma and integration and rehabilitation. Patients’ safety is attended 

to first, before the therapist works directly and in-depth with the patient’s trauma history 

and in the last phase there is a focus on integrating the different parts (Allman, 2013; 

Brand et al., 2014; Hunter, 2016; Ross & Halpern, 2009). As well as the three-phase 

approach recommended by the ISSTD, Allman (2013) proposes two other therapeutic 

approaches that can be useful in the treatment of adult DID patients, the attachment-

based approach and hypnotherapy. 

  

Other therapies recommended for DID patients are psychodynamic oriented 

psychotherapy, cognitive behavioural therapy (CBT), internal family system therapy 

(IFS), eye movement desensitization and reprocessing (EMDR), dialectical behaviour 

therapy (DBT), trauma-focused cognitive behaviour therapy (TF-CBT), narrative 

therapy and psychoeducation (Brand et al., 2014; Foote and Van Orden, 2016; Hunter, 

2016; Kreidler, Zupancic, Bell, & Longo, 2000). Kreidler et al. (2000) even recommend 

the use of Erikson’s psychosocial theory, as it offers a schema for understanding the 

stages of treatment of dissociation and aspects of the healing process that can be 

addressed.  

 

DBT for example, has a therapy focus on the patient being more able to problem-solve 

rather than being reactive to stressful situations. It can be effective in treating 

emotional dysregulation, reducing self-harming behaviour and suicidal ideation, 
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reducing hospital admissions and the patient is more likely to engage in therapy (Cory, 

2013; Foote & Van Orden, 2016; Gilliland & James, 1998; Palmer, 2000; Prochaska 

& Norcross, 2007). Indeed, Foote and Van Orden (2016) found in their study that, 

where behavioural and safety issues are addressed first and trauma work is 

undertaken second, there is a reduction in the patient’s symptomatology and an 

improvement in their overall functioning. Incorporated in DBT is the use of 

mindfulness, working with the patient’s interpersonal way of responding and teaching 

them the skills of assertiveness, distress tolerance and how better to manage their 

emotional regulation (Grohol, 2018: Prochaska & Norcross, 2007).  

 

Psychotherapy is a widely practised therapeutic treatment focusing on addressing 

specific issues, working towards making life changes and improving the patient’s 

mental health and psychological wellbeing. It aims at restructuring the patient’s 

personality/self and encouraging them to develop insight and awareness about what 

is occurring, their reactions and what impact their behaviour or feelings are having on 

their psychological wellbeing (Cory, 2009, 2013,; Eder, 2018; Herkov, 2018; 

Psychotherapy and Counselling Federation of Australia, 2018; Palmer, 2000; 

Prochaska & Norcross, 2007; Ross & Halpern, 2009). Psychotherapy involves ‘talk 

therapy’, whereby the therapist and the patient deal with psychological issues using 

communication and the establishment of a safe and trusting therapeutic relationship 

(Cory, 2009, 2013; Eder, 2018; Herkov, 2018; Palmer, 2000; Ross & Halpern, 2009).  

 

CBT as a therapeutic approach can assist the patient to understand their behaviour, 

the way they think and react to stressful situations. It is a useful therapeutic approach 
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to address personal issues, anxiety, depression, insomnia and relationship issues, and 

encourages the person to become more aware of what they are thinking, how they 

respond and how their behaviour is linked to past and current patterns (Cory, 2009, 

2013; Dillmann, 2011; Martin, 2018; Micallef-Trigona, 2018; Palmer, 2000; Prochaska 

& Norcross, 2007). This therapeutic approach can be used with patients diagnosed 

with DID and their dissociative parts to help them to understand their feelings, 

thoughts, reactions and alter or change their overt behaviours, attitudes and beliefs.  

 

EMDR is a therapeutic approach that is used by professionals who are well trained in 

this type of treatment. It has been designated as a therapy that can assist people to 

deal with the emotional impact of traumatic life events. EMDR works by accessing the 

traumatic memory, processing the distress associated with that memory and reducing 

the psychological response the person is having to that memory (EMDR Institute, 

2018; Prochaska & Norcross, 2007; Rich, 2005). Professionals utilising EMDR in their 

therapeutic work believe that this type of therapy can help their patient deal with the 

impact of the psychological trauma they have experienced through an eight-phase 

treatment schedule. Rich (2005) acknowledges that the use of this therapeutic 

technique requires a high level of training and skill and may not be an appropriate 

therapeutic technique to use with every patient. This is particularly the case when 

working with DID patients. Furthermore, Rich (2005) claims that using EMDR with DID 

patients requires the therapist to evaluate a patient’s level of dissociation to assess 

whether it is high enough to contraindicate the use of EMDR. In other words, patients 

who are diagnosed with DID and dissociate a lot, may not find EMDR an effective 

treatment.  
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TF-CBT is a components-based psychosocial therapy that includes elements of 

cognitive-behavioural, attachment, humanistic, empowerment and family therapy 

approaches. This therapy was developed originally to be used with children, 

adolescents and non-offending parents when there had been a disclosure of CSA and 

the family was in the crisis phase. The concepts of TF-CBT include the use of 

exposure-based exercises, working with the person to develop life skills, providing 

them with psychoeducation relating to the dynamics of CSA, working with them to 

develop strategies to deal with the stress and preventing any further relapses and 

ongoing exposure to traumatic events (Cohen, 2007; Ellis & Betancourt, 2007; Pollio 

& Deblinger, 2013; Nursey & Phelps, 2016; Psychology Today, 2018; The National 

Child Traumatic Stress Network, 2018). TF-CBT can be adapted for use with survivors 

of CSA who have been diagnosed with PTSD and DID to provide them with the 

opportunity to confront their trauma, and develop an understanding of what has 

occurred and what impact the CSA is having on their life.  

 

Many professionals providing trauma-based counselling will also utilise narrative 

therapy. According to Prochaska and Norcross (2007), those professionals who use 

narrative therapy believe that “… the past can be changed by constructing new 

narratives or stories” (p.460). In other words, by reconstructing or creating a new 

narrative or story about an event, the person can change their view of what is 

happening, what they are feeling and how they can manage the same or similar events 

differently in the future (Prochaska & Norcross, 2007; The Dulwich Centre, 2018). 

Utilising this therapeutic approach with patients will allow them to talk about what they 

have experienced, construct new understanding of the dynamics of what has occurred 
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and be able to place the responsibility of the CSA back where it belongs with the 

perpetrator.  

 

The therapeutic approaches of psychotherapy, CBT, EMDR, trauma-focused therapy 

and TF-CBT, narrative therapy and DBT are thus considered some of the most 

common therapeutic approaches for the treatment of childhood trauma, PTSD, 

complex PTSD and DID. Much has been written in the literature regarding the value 

of each of these therapeutic approaches and their application in trauma-based 

therapeutic work (Cory, 2013; Gilliland & James, 1998; Kluft, 2006; Nursey & Phelps, 

2016; Palmer, 2000; Pollio & Deblinger, 2013; Prochaska & Norcross, 2007; The 

Dulwich Centre, 2018). Each of these therapies are useful for working therapeutically 

with the impact of developmental trauma and assisting the DID patient to better 

manage their psychological symptoms, as well as better equipping them to make 

positive changes that can improve their psychological wellbeing.  

 

2.16 Social Work Theories – Application for Understanding and 
Working with Trauma and DID 

 

Social work in general can be defined as a “…practice-based profession…that 

promotes social change and development, the empowerment and liberation of 

people…engages people and structures to address life challenges and enhance 

wellbeing” (Australian Association of Social Workers, 2013, p.4). Considering this 

definition, social work theories are applicable across a wide range of areas and provide 

a framework that informs professional practice. Social work theories thus provide us 
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with an explanation and a set of ideas that explain our interactions with family, others 

and our environment and how each impacts our overall development throughout life. 

Each of these theories is supported by evidence acquired through scientific methods 

and evidence-based research (Engard, 2017; Healy, 2014; Hutchison, 2003; Walsh, 

2013). As a social worker, one needs to consider the micro, mezzo and macro levels 

and how each level can impact on the individual and/or family, the community and 

society. When working at a micro level with an individual, it is important to gain a good 

understanding of what they have experienced and how their experience has impacted 

on them from a developmental, family and social perspective. The individual and the 

family are intrinsically connected; therefore, what occurs within the family can affect 

the individual and the family. What occurs for the individual and the family can also 

affect the mezzo level where groups and institutions may become involved, for 

instance, therapists, family orientated services, family and community services, allied 

health professionals, mental health, the justice system and doctors. The individual’s 

issue may even affect the macro level, whereby social workers at this level of practice 

may be involved in large scale research, considering the societal needs to improve 

services and interventions to deal with specific and identified needs.  

 

Social work theories collectively can help us to understand human behaviour, the 

impact of family interactions and the community. Social work theories explain how the 

environment can affect the development of cognition through learning and 

engagement with our environment; how inner and external forces impact our emotional 

and psychosocial development and allow us to understand spiritual and religious 

development. Social work theories can also highlight the process of social exchange 

and how sociocultural and historical contexts can shape individuals and often influence 
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the shaping of the self. These theories expose how power and structure inequalities 

affect people’s lives and the processes involved in individuals and groups gaining 

power, access to resources and having control over their lives (Allen, Pease, & 

Briskman, 2003; Cloninger, 2000; Engard, 2017, 2013; Healy, 2014; Hutchison, 2003; 

Walsh, 2013). All the concepts included in social work theories provide us with a good 

understanding of human behaviour, development and the influence that families and 

the social environment can have upon the individual.  

 

 Although all the above social work theories explain the dynamics behind human 

behaviour and development, three specific social work theories, systems theory, 

psychodynamic and psychosocial developmental theory, are applied in this research 

to provide an excellent way of understanding the impact of human behaviour on the 

individual in relation to DID.  These three theories are at the heart of the research 

ideology exploring consequences of human behaviour upon the individual’s early brain 

development, their cognition, social and emotional development, as well as the impact 

such behaviour can have across the individual’s lifespan (Allen et al., 2003; Cloninger, 

2000; Engard, 2017; Healy, 2014; Hutchison, 2003; Payne, 2005; Walsh, 2013).  

 

For example, systems theory considers what influence the family system can have on 

the individual, the way they develop and the influence the family has on the individual 

given that they function as an emotional unit. Walsh (2013) describes systems theory 

as:  
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…a comprehensive conceptual framework for understanding how emotional 

ties within families of origin (including extended family members) influence the 

lives of individuals in ways they often fail to appreciate and may tend to 

minimize …in which all elements of the system simultaneously are influenced 

by and influence each other” (p.115).  

 

When applying systems theory to the research, particularly early developmental 

trauma and that of CSA, a number of factors stand out. If the perpetrator of the CSA 

is a primary carer, the psychological impact can be significant for the child. Human 

interaction within the family environment can have a negative impact on all aspects of 

the child’s development, and this impact can continue throughout their lifespan. 

Theories involving families have a focus on the interrelationship of elements in nature, 

which encompasses physics, chemistry, biology and social relationships (Allen et al., 

2003; Cloninger, 2000; Engard, 2017; Healy, 2014; Hutchison, 2003; Payne, 2005; 

Walsh, 2013). Other systems that can affect the individual are environmental factors, 

for instance the influence of their friends who they associate with at school, their 

economic status in society and what they experience within their home environment. 

Systems theory takes into consideration these influences when working with the 

individual and through this knowledge, it is more able to use interventions that will 

assist the individual to deal with their issues, as well as providing support to the whole 

family system. Without this understanding, the impact of the trauma on the individual 

and the family reduces the opportunity for sustainable healing.  
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When considering social work theories applicable in therapeutic work with patients 

diagnosed with DID, the ‘psy’ discursive approach provides a framework to understand 

the therapeutic process that is required. Indeed, ‘psy’ discourse can define the way in 

which theories for practice can be applied to social work practice in two ways, it can 

“…clash with social work theories for practice…” and can also inform “…our theories 

for practice” (Healy, 2014, p.6). ‘Psy’ discourse relates to heterogeneous ideas that 

stem from other professional groups such as psychiatry, psychology and other 

behavioural science disciplines. It focuses on dealing with the psychological and/or 

physiological level of the person, through the use of psychoanalytic theories. For 

instance, one psychoanalytic theory popular in social work is Erik Erikson’s 

psychosocial theory. This theory has a substantial body of empirical evidence relating 

to the understanding of the person in terms of their environment (Healy, 2014). Here, 

eight stages explain the positive and negative consequences of psychosocial 

development on the individual in relationship to their environment (Allen et al., 2003; 

Hutchison, 2003; Walsh, 2013). The use of the ‘psy’ discursive approach provides 

understanding in relationship to: 

 

…human development, humans’ adaption to change, interpersonal 

relationships, psychological trauma, mental health, the assessment and 

amelioration of risk, and more recently in relation to debates about the 

contribution of neuroscience to understanding issues such as harm, addiction 

treatment and individual resilience” (Healy, 2014, p.67).  
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Through the understanding of neuroscience and the use of psychodynamic 

approaches, social workers are thus able to provide medium to long-term 

psychotherapeutic treatment (Healy, 2014). This is important for social workers 

working therapeutically with patients diagnosed with DID, where the therapeutic 

process is long-term in duration. Mental health accredited social workers are limited in 

the therapeutic treatment they can provide patients with during early developmental 

trauma. This is due to limits set on the amount of sessions funded by Medicare, in 

which only ten sessions per calendar year are allocated. However, for social workers 

accredited to provide victims services counselling, they are able to provide long-term 

counselling for patients who have experienced early developmental trauma.  

 

The ‘psy’ discursive approach acknowledges the value of psychodynamic theories and 

how these theories can guide the therapeutic treatment of patients. Psychodynamic 

theories are central concepts for the therapeutic treatment of patients and “…attest to 

their relevance to the humanistic ethos of contemporary social work…” practice 

(Healy, 2014, p.71). However, there are those who believe that the ‘psy’ discursive 

approach in its use of CBT as the main dominant treatment model misses “…broader 

structural and cultural contexts…” (Healy, 2014, p.72). This point of view may be 

relevant if the focus is only on using CBT. However, there are many different 

therapeutic approaches used by social workers and other professionals in the 

therapeutic treatment of patients who have been diagnosed with DID, for instance, 

narrative therapy, EMDR, trauma-informed CBT, psychotherapy and DBT.  
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Psychodynamic theory considers and includes classical psychodynamic theory, ego-

psychology, object-relations theory and self-psychology to understand individual 

behaviour. All these psychodynamic theories highlight the significance of the stages 

of psychosocial development and unconscious mental processes on human behaviour 

(Walsh, 2013). Research focuses on the main concepts of this theory; that of the 

unconscious and conscious mental reactions motivating the way human beings 

behave. From the psychodynamic perspective of ego-psychology, the concepts of the 

id, ego and the superego explain how the development of these three states can be 

central to the way we react and behave: the id with its innate drive to seek pleasure 

and avoid pain, the ego protecting the individual from becoming overwhelmed and the 

superego representing the conscience and internal value system; these three 

concepts thus play a role in the way the individual behaves (Allen et al., 2003; Engard, 

2017; Healy, 2014; Hutchison, 2003; Payne, 2005; Walsh, 2013). For instance, if the 

unconscious mind, that of the id and the superego, is in constant conflict with the ego, 

the individual will experience anxiety and may struggle to develop coping strategies to 

deal with the anxiety (Engard, 2017). When a patient is diagnosed with DID, this can 

be heightened through extra conflict occurring between the different dissociative parts 

of the self.  

 

Psychosocial developmental theory proposed by Erik Erikson in the 1960’s focuses 

on the way individuals are affected by, and their response to their social environment. 

From a social work perspective psychosocial developmental theory can explain the 

sequential stages of psychosocial development that an individual goes through and 

how internal and external forces can either impact negatively or positively on the 

individual’s identity formation and their sense of self (Allen et al., 2003; Engard, 2017; 



101 | P a g e  
 

Hutchison, 2003; Payne, 2005; Walsh, 2013). This, in particular, informs the 

foundation of early development of DID and the dissociative parts of the self. In the 

case of CSA, the psychodynamic concepts of ego-psychology, the id, the ego and the 

superego can relate to the use of dissociation as a way of avoiding the pain, protecting 

the individual from becoming overwhelmed and using dissociation as a way of 

escaping the psychological impact of the trauma. This has been shown more so in 

practice, rather than been explained through social work theory. Nevertheless, 

research in this area is lacking in social work, yet professional practice embodies this 

knowledge through years of working with patients diagnosed with DID and 

professional anecdotal knowledge in applying this theory. In other words, through the 

lived professional experience of the professional, this social work theory is applied as 

part of their social work practice. 

 

Psychosocial development is arguably the best theory to explain the psychological 

consequences of early developmental trauma, that of CSA, on the survivor. The 

consequences of CSA can be represented in the negative aspects of early 

psychosocial development; for instance, the survivor of CSA will inevitably develop 

mistrust, shame, guilt, inferiority (low self-esteem, worth, confidence), and during 

adolescence they will struggle to develop a sense of identity, instead experiencing role 

confusion. As a result of early developmental trauma, that of CSA, the individual may 

have issues developing healthy relationships during adolescence and adulthood, as 

well as having issues with intimacy. The negative aspects of early psychosocial 

development are often, if not always, an impact that social workers are dealing with 

therapeutically with patients who have experienced early developmental trauma. This 

is also seen through practical application in therapy, rather than thoroughly explained 
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in social work theory and research. The application of practice is more anecdotal in 

nature in the sphere of social work; the professional being the source of this 

knowledge.  

 

Moreover, there is no research evidence to support set standards in social work 

practice for dealing specifically with patients diagnosed with DID. There are however, 

general social work standards. Yet, these standards deal with the overall expectations 

of social workers in general practice (Australian Association of Social Workers, 2013).  

It is acknowledged here that social work theory and practice only comes into its own 

when the social worker applies relevant social work theories when working with 

patients diagnosed with DID. How social workers working with patients diagnosed with 

DID have been founded not on copious amounts of theory and research, but by 

general practice, utilising a range of concepts that are related to social work practice 

also used by other professional groups.  

 

A good example of psychosocial theory can be used to explain the impact that early 

developmental trauma has had on the patient, how the trauma has disrupted the 

patient’s normal progression through the psychosocial stages of development and the 

reason they are struggling psychologically with so many negative feelings about 

themselves. For instance, the patient may experience low self-

esteem/worth/confidence, feelings of guilt, shame, blame and mistrust in the self and 

others. The patient may also struggle with self-image, their identity, who they are and 

where they fit in. These feelings are negative consequences in Erik Erikson’s eight 
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stages of psychosocial theory and demonstrate the impact abuse can have on the 

patient during their early developmental years.  

 

2.17 Conclusion  

This literature review provided a broad range of evidence relating to early 

developmental trauma, the impact of trauma on the developing brain, the 

psychopathology of trauma and the significant impact that incestuous abuse can have 

on the individual. Without the willingness to acknowledge that early development 

trauma has a significant impact on early brain development and the structure of the 

brain, we may continue to deny the possibility that a child will develop DID as a coping 

mechanism. One therefore has to ask the question, is it our denial of early, severe, 

chronic and prolonged CSA that is preventing us from acknowledging the validity of 

DID?  

 

Much of the literature reviewed has been sourced from overseas authors. Until 

recently, there has been very little written and published about dissociation and DID in 

Australia compared to what has been published on the topic overseas. Australian 

research and articles that have been cited in this literature review provide exceptional 

information and insight into the impact of early developmental trauma, CSA and the 

role that incestuous abuse plays in the development of DID. Further research 

concerning this controversial psychiatric disorder in Australia would benefit those who 

work directly with patients who have an early developmental trauma background and 

those professionals working in the public health sector who are sceptical about the 
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diagnosis of DID. Indeed, further research may facilitate the diagnosis of DID and 

acknowledgement of the traumatic backgrounds of patients.  

 

Finally, the literature relating to early developmental trauma, the link between early 

developmental trauma, early brain development and DTD is somewhat limited. The 

link between these different aspects of development is evident in that DTD has not yet 

been included in the DSM, which reduces our understanding and willingness to link 

early developmental trauma, early brain development and the child’s response of 

dissociation. Further research in this area is essential to understand how trauma can 

have an impact on early brain development, the psychopathology that can occur and 

whether age appropriate therapeutic intervention can alter the possibility of the child 

developing DID, or at least minimise the overall psychological impact.  
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CHAPTER 3 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter presents the methodology used in this dissertation. First, the research 

question and objectives and are set out. Then, the different types of qualitative 

approaches are described alongside the data each approach produced. An 

explanation of autoethnographical research is provided, essentially looking at the 

researcher’s lived professional experience as a significant part of the methodology. In 

particular, autoethnographical research examines the main concepts of reflective and 

critical practice. The relationship between social work critical reflective practice and 

the use of an autoethnographical research approach is explained through critical 

reflection of the researcher’s lived professional experience. The research design is 

presented, including the recruitment process, the survey design, the semi-structured 

interviews and subsequent data collection procedures. The strengths and weaknesses 

of both research approaches are explored and discussed. Data analysis is then 

discussed in accordance with the diverse range of results gathered.  

 

3.2 Research Question and Objectives 

The central research question considered in this dissertation is:  

 ‘How well is Dissociative Identity Disorder managed in Australia?’  
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The main objective of the dissertation is to explore the management of DID in Australia 

to highlight the current managerial understanding of this psychiatric disorder. 

Throughout this exploratory study, the researcher’s intention is to investigate the 

current status of the management of DID patients, investigate whether there are any 

gaps in the management of DID and what gaps exist, explore the links between early 

developmental trauma and the possible creation of DID as a coping mechanism and 

to investigate whether there is a lack of appropriate service provision and therapeutic 

treatment available for DID patients. The researcher’s interest in this area stems from 

what she has observed during her 19-years working in the trauma field and with 

patients who are diagnosed with DID. The researcher observed a lack of management 

of DID across different professional areas and noted that very little research has been 

undertaken on this issue in Australia. Therefore, she felt that an exploratory study of 

the research topic was important to determine the opinion of professionals currently 

managing patients diagnosed with DID. The researcher also felt that any research in 

this field would add to the body of knowledge regarding DID.  

 

3.3 Research Methods 

This research utilised qualitative and autoethnographical approaches. There is much 

discussion and debate relating to the legitimacy of both approaches, nevertheless they 

are both valuable research methods. The use of both research approaches provided 

the best opportunity to elicit a wide range of data from participants. Bryman (2012) 

informs us that a qualitative research approach, considers “…the perspective of those 

being studied – what they see as important and significant…” (p.284). A qualitative 

approach is more driven by the researcher, in that the researcher is considering what 
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is important to be included in for example, a semi-structured interview, the types of 

questions and to some degree the questions are orientated specifically towards the 

research topic. Furthermore, Blaxter, Hughes and Tight (2006) suggest that qualitative 

research is subjective and more intent upon arguing a case or position. Yet, the use 

of a qualitative approach does not limit the type and range of data that can be 

gathered. However, Alston and Bowles (2003) suggest that “…many researchers will 

use a variety of methods, the multimethod approach, and the different approaches 

themselves can have considerable overlap” (p.7). Where there is overlap in the data 

gathered using a multimethod approach, the data will complement and strengthen the 

findings (Alston & Bowles, 2003). The researcher thus decided to use two different 

qualitative research approaches to gather a range of data to elicit relevant information 

from participants related to the research topic.  

 

3.4 Qualitative Approach  

Qualitative research deals with phenomena that cannot be measured using numerical 

data; it is an exploratory research method that investigates peoples lived experience 

and presents the findings in written form. In addition, it allows for the data gathered to 

be interpreted to represent the participants experience of the topic under investigation. 

However, the process used to analyse the data is not explicit, yet it is subjective and 

can elicit rich and meaningful data (Alston & Bowles, 2003; Bell, 2003; Bryman, 2012; 

Creswell, 2009; Thomas, 2017). Bryman (2008) suggests several other features of 

qualitative research, for example it provides:  

…an inductive view of the relationship between theory and research, an 

epistemological position described as interpretivist…which examines the stress 
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related to the…social world through an examination of the interpretation of the 

world by its participants… [and] …an ontological position described as 

constructionist, which implies that social properties are outcomes of the 

interaction between individuals, rather than phenomena ‘out there’ and 

separate from those involved in its construction (p.366).  

 

Qualitative researchers like to start with their experience or observations and allow 

patterns or themes to emerge from the research (Alton & Bowles, 2003). According to 

Alston and Bowles (2003), qualitative researchers believe that reality is socially 

constructed; therefore, it cannot be separated from experience and measured from 

the outside. Therefore, conducting semi-structured interviews with participants 

provides an opportunity for their lived professional experience and expertise to 

become part of the data and be presented in words.  

 

Employing a qualitative approach allowed the researcher to gather participants’ 

perception, meaning, details of their practice and lived experience working with 

patients who have been diagnosed with DID and how this relates to the research topic 

(Bell, 2003; Bryman, 2012; Creswell, 2009; Fontana & Frey, 2000, Punch, 1998; 

Thomas, 2017). A qualitative approach was particularly useful for gathering in-depth 

information regarding participants’ professional opinion of the management of DID in 

Australia. The interview questions were designed to elicit participants’ opinion of the 

psychiatric disorder DID, their understanding of the causal link between 

developmental trauma and the psychiatric disorder of DID, and their understanding of 

the effects of developmental trauma upon early brain development and what they 
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considered to be the gaps in service provision for DID patients. Furthermore, the 

researcher asked participants to express their opinion of whether there is adequate 

treatment, training and acknowledgement of DID patients in Australia. The questions 

used during the semi-structured interviews allowed the participant to not only answer 

them but provided them with the opportunity to speak freely and more in-depth about 

their professional experience of DID and how they manage their DID patients. The 

data gathered during the semi-structured interviews was rich and relevant to the 

research topic.  

 

Content analysis can be used for interpreting qualitative data. Utilising content analysis 

allows the researcher to make replicable and valid references through the 

interpretation of the coded data. This is not based on a statistical method but on 

perspectives and opinions on the overall data results. According to Bryman (2012), 

“Content analysis is an approach to the analysis of documents and texts that seek to 

quantify content in terms of predetermined categories and in a systematic and 

replicable manner” (p.275). Content analysis can be used as a way of classifying and 

identifying the themes and concepts from interviews. By using a coding system or 

headings, the researcher can categorise data gathered during the interviews that 

relate to the research question. The data can then be interpreted using three different 

approaches, conventional, directed or summative processes. A conceptional and 

relational analysis can be used to identify the frequency of patterns and themes that 

appear within the data gathered (Alston & Bowles, 2003; Bell, 2003, Bryman, 2012; 

Creswell, 2009; Thomas, 2017). Utilising content analysis provides the researcher with 

the opportunity to gather meaningful results because it involves a step-by-step 

examination of the data, so that patterns and trends can be clearly identified. 
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Computerised systems are generally utilised to perform content analysis, some in 

complex and some in simple forms.  

 

3.5 Autoethnographical Research Approach  

The researcher utilised an autoethnographical research approach to incorporate her 

lived professional experience as part of the research methodology. An 

autoethnographical approach is a qualitative research method that allows the 

researcher to self-reflect on their lived experience. The researcher is able to describe 

and systematically analyse their lived experience to understand the connection 

between political, cultural and social meanings (Chang, 2008; Maclean, 2018, 

McIlveen, 2008). According to Ellis, Adams and Bochner (2011), when a researcher 

is using an autoethnographical approach, “…they retrospectively and selectively write 

about epiphanies that stem from, or are made possible by, being part of a culture 

and/or by possessing a particular cultural identity” (p.3). They can contrast their lived 

professional experience against that of others or existing research. Using an 

autoethnographical research approach, the researcher was able to analyse and 

interpret her lived professional experience through the use of language, history and 

ethnographic explanation. Chang (2008) notes that an autoethnographical research 

focus can mean that “…virtually any aspect of one’s life can become a research focus” 

(p.49). McIlveen (2008) further describes an autoethnographical research method as 

qualitative enquiry, that is a “…methodological vehicle for a…practitioner to bring him 

or herself into critical view and to reveal a phenomenon with the intellectual objective 

of shared disciplinary and understanding…” (p.5) of their lived professional 

experience. By using this research method, the researcher was able to draw upon her 
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lived professional experience to write autoethnographic accounts and personal 

opinions at different points throughout the results and discussion chapters.  

 

Furthermore, the use of an autoethnographical approach allowed the researcher to 

reflect upon her professional practice. According to Pawar and Anscombe (2015), 

reflective practice is a significant part of social work in areas such as education, 

practice and research. Maclean (2018) states, “Professional knowledge extends 

beyond the simply mechanistic views of what is ‘known’; it extends to what is referred 

to as ‘practice wisdom…professional knowledge involves some form of intuition, 

artistry, or what can be referred to as ‘inexpressible knowing’s…” (p.24). The ‘knowing’ 

refers to the lived experience of the social worker, the complexity of working and 

engaging with people who have complex and unpredictable needs (Maclean, 2018). 

Alvesson and Sköldberg  (2000) provided further description of reflection, stating that 

“Reflection is about interpreting own suppositions (and practice), by looking at own 

perspectives from those of others, and by subjecting own assumptions to critical 

review…” and “…reflective research comprises the (re) construction of reality in which 

practitioners perform, critically interpreting and reflecting” (p.1), on their practice. For 

this reason, this approach is valuable as the researcher can include information 

relating to her lived professional experience working with patients who have been 

diagnosed with DID.  

 

Apart from reflective practice, critical reflective practice can play a significant role in 

social work research due to its close examination of the data. According to Pawar and 

Anscombe (2015), the use of critical reflective practice in social work research “…is a 
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way for practitioners to add to their evidence-base by conducting research into their 

own practice” (p.39), and through critical reflection and the lived experience of the 

social worker, information can be gathered, analysed, interpreted, constructed and 

deconstructed, and compared with other sources of information. The use of reflexivity 

allows us to identify what impact we have, the social and cultural influences on the 

research topic, the kind of knowledge we generate and the way we generate it (Pawar 

& Anscombe, 2015). By utilising critical reflection, the researcher was able to identify 

weaknesses and strengths of practice, reflect on her lived professional experience as 

it relates to the research topic and compare the data from the participants with her 

lived professional experience, knowledge and practice. 

 

3.6 Strengths and Limitations of the Research Approaches 

There are some strengths and limitations of the two qualitative research approaches 

used in this dissertation. Qualitative research presents the ‘lived experience’ of 

participants, the reality of what they experience and how they interpret their reality. 

The qualitative research approaches used in this research gathered specific data 

relating to the topic under investigation, using a survey, interviews and the 

researcher’s professional lived experience. The data gathered related directly to the 

participants lived experience and was a valuable source of information that contributed 

to the body of research. According to Alston and Bowles (2003), “…the procedures 

used by qualitative researchers are not as explicit and are more subjective. Indeed, 

qualitative researchers argue that it is one of the strengths of qualitative research that 

it does not have a set of rules for data analysis” (p. 204). Qualitative research follows 

guidelines, data is gathered simultaneously in a cyclical way, allowing the researcher 
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to move backwards and forwards between the analytical process to elicit rich data 

(Alston & Bowles, 2003). A qualitative approach focuses on the experiences or specific 

observations of the participant and allows the researcher the opportunity to identify 

the patterns and themes that emerge from data in relation to the research topic (Alston 

& Bowles, 2003; Creswell, 2006; Thomas, 2017). Through content analysis, the 

researcher can analyse the data and communication trends and patterns that have 

emerged. The weakness of this research approach can be the design of the interview 

questions, where there can be a perceived bias towards the research topic and 

pertinent questions can be omitted. Another weakness can be the way the researcher 

interprets the data and/or omits data, in which can distort the findings.  

 

The autoethnographical qualitative research approach utilises the researcher’s lived 

professional experience as part of the data. The strength of this research approach is 

that the researcher’s lived professional experience can be a valuable source of data 

to provide a first-hand account of the topic under investigation. The researcher’s lived 

professional experience may be similar to that of the view of the participants or have 

aspects that are different. When this is the case, the data will demonstrate the 

similarities, patterns and themes and what may be different. An autoethnography 

approach allows the researcher to reflect upon her professional practice, the practice 

of other professionals and what aspects of her practice she can improve (Alvesson & 

Sköldberg, 2000; Ellis et al., 2011). In contrast, the weaknesses of this approach can 

be that the researcher’s lived experienced is unique to her and may not be what other 

professionals are experiencing. Also, what the researcher is presenting in the findings, 

may be selective and aimed at only supporting the research topic, rather than an 

objective and accurate account of the findings.  
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3.7 Research Design  

3.7.1 Narrowing the Research focus  

The objective of the research was to explore the management of DID patients in 

Australia. The researcher was initially interested in exploring how well the public 

mental health sector in Australia was managing patients experiencing DID. Initially, 

the researcher made contact with managers from four mental health services within 

New South Wales but all these managers declined to participate in the research 

project at that time. Given that the researcher could not pursue this area of research 

she proposed to undertake an exploratory study of the management of DID in 

Australia, compared to other countries. After submitting this proposed research topic 

to the ethics committee, it was put forward that the research parameters were too 

broad and the research would be too difficult to achieve based on the magnitude of 

the topic. For the project to progress, the research parameters were narrowed to a 

more achievable size, that of an exploratory study of the management of DID in 

Australia.  

 

Apart from having to narrow down the research focus, the researcher’s ethics 

application was delayed because the last signature on the electronic form was 

missing. This meant that the ethics process was delayed for a period of six months. 

Given the sensitive nature of the research topic and perceived vulnerability of the 

participants, the researcher had to provide a more detailed explanation of the research 

topic to the members of the Ethics committee, before ethic approval was finally 

granted.  
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3.7.2 Recruitment of Participants  

For this research project, participant numbers were set at 25 as part of the ethics 

application requirement. The researcher felt that 25 participants across the 

professional groups was a realistic number, given the researcher’s observation that 

there is limited acceptance of the concept of DID in some professional quarters and 

the nature of the research topic. The professional backgrounds of participants were 

psychiatry, social work, psychology and mental health nursing. Of the 25 participants, 

the researcher set a goal to secure five psychiatrists, seven social workers, seven 

psychologists and six mental health nurses. The researcher targeted these 

professional backgrounds because they are the main professions who work 

therapeutically with patients diagnosed with DID or come into contact with patients 

who are diagnosed or display dissociative symptoms.  

 

The criterion for inclusion in the research was that participants were currently working 

with a patient diagnosed with DID. Professionals who only thought their patients may 

have DID were excluded. This reduced the number of participants who could 

participate. To source participants, the researcher networked with potential 

participants working in the trauma field who were more likely to be working with 

patients diagnosed with DID. The researcher also utilised other professionals to 

secure appropriate participants.  

 

As part of the networking process the researcher attended the Delphi conference to 

engage with potential participants. Whilst at the conference the researcher made direct 
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contact with professionals from psychiatry, social work, psychology and mental health 

nurses. At this conference, the researcher was able to provide professionals who were 

interested in the research project with written research information (see Appendix 4) 

and, where requested, the researcher emailed out research information to interested 

professionals the following week. As a result of attending the Delphi conference, the 

researcher was able to secure the opportunity to have her research project mentioned 

in the November 2017 Delphi Update Newsletter. The Delphi Update Newsletter is 

circulated and read by professionals from psychiatry, social work, psychology and 

other professional disciplines involved in working with complex trauma across 

Australia. The researcher received four emails enquiring about the research project 

and emailed the research information to three interested professionals. However, only 

two participants were recruited from the process.  

 

The researcher contacted 30 government and non-government sexual assault 

services (SAS) across Australia. For instance, the researcher contacted SAS in New 

South Wales (NSW), Western Australia (WA), Victoria (VIC), Queensland (QLD), 

Northern Territory (NT), Australian Capital Territory (ACT) and South Australia (SA). 

The reason the researcher made contact with these SAS was from own experience of 

working in SAS with patients diagnosed with DID, as she thought there may be other 

sexual assault counsellors currently working with survivors of CSA diagnosed with 

DID. The researcher telephoned and spoke directly to the coordinators of each SAS 

about the research project and emailed them a copy of the research project 

information so that they could pass the information on to their staff. Unfortunately, 

there was a limited response from these SAS and only two participants were secured.  
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In the drive to secure potential participants, the researcher made email contact with 

36 professionals in her local area working with trauma or PTSD patients. The 

researcher only received two emails enquiring about the research project from the 36 

emails sent out and did not secure any participants from this process. To reach 

professionals specifically working with developmental trauma, the researcher 

contacted Victims Services and spoke to them about the research project. Victims 

Services afforded the researcher the opportunity to present her research project at 

their Victims Services Conference in Sydney in November 2017, where 120 plus 

professionals were attending. The professionals present at the conference were from 

psychiatry, social work and psychology backgrounds. The researcher received a 

positive response and genuine interest in her research project. The researcher 

secured three participants by presenting her research project at the conference.  

 

Participants for the research were sourced from NSW, QLD, NT, SA, VIC, WA and 

ACT. The survey was completed by participants from every state. However, the 

interviews were only conducted with participants from NSW and QLD. The reason for 

not engaging in interviews with other participants was that they only indicated that they 

wanted to complete the survey. Table 2 below outlines the number of participants by 

State that engaged in the research project.  
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Table 2  

Participants as Per State  

State  NSW QLD VIC WA NT SA ACT 
 

Survey  7 2 3 1 2 1 1 
 

Interview 
 

4 1 0 0 0 0 0 

 

The researcher anticipated that participant numbers would be more reflective of the 

numbers set; that of five psychiatrists, seven social workers, seven psychologists and 

six mental health nurses. However, this was not the case and the number of 

participants who participated across the four professional groups are represented in 

Tables 3, 4 on pages 124 and 125.   

 

3.7.3 Instrument Design  

A qualitative and autoethnographical research approach was used in this research to 

ensure that a wealth of data. The researcher felt that utilising a qualitative approach in 

the form of a survey and interviews would not limit the data gathered, nor reduce the 

value of the research. The survey was used to gather information relating to several 

specific questions and the interviews were used to elicit a more in-depth opinion of 

how the participant viewed the current management of DID. The design of the 

research questions was informed from the researcher’s professional experience of 

working with patients diagnosed with DID and what the researcher believed would 

elicit the most relevant information relating to the research topic. The survey questions 

(see Appendix 6) elicited information relating to who the professionals working with 
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patients diagnosed with DID are, their views of the management of the different 

aspects of DID, what therapeutic treatments they use and any gaps they identified in 

the management of DID. For instance, the survey questions focused on gathering data 

relating to participants’ professional backgrounds, gender and age; the type of 

organisation they work for, (government, non-government or private practice); the 

length of time they have worked with their DID patients; their level of knowledge of DID 

as it relates to developmental trauma; their DID patients’ age and gender; the most 

common types of abuse they experienced and the average age when their DID 

patients first disclosed, when the abuse ended or whether the abuse ever ended. The 

survey questions were specifically focused upon exploring the management of DID in 

Australia today and were analysed according to data gathered for each question. The 

research questions were typed in sequential order so that they could be emailed to 

professionals interested in participating. The professionals were emailed the consent 

form (see Appendix 5) along with the survey. Once they had filled in both documents, 

they emailed them back to the researcher.  

 

Other survey questions (see Appendix 6) enquired about the types of therapeutic 

interventions participants use and which therapies they find beneficial. The two 

therapeutic intervention questions allowed participants to respond more than once. 

The survey enquired about the participants’ work locations, including whether they 

worked in a remote, rural or urban location. A number of other questions enquired 

about whether they consider there is adequate training, treatment and recognition of 

the diagnosis of DID in public health and private sectors in Australia. These survey 

questions were also specifically focused on exploring the management of DID in 

Australia today, and were analysed according to the data gathered for each question. 
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These questions were also typed in a sequential order so that they could be emailed 

to participants who acknowledged their interest in participating in the research. Again, 

participants were emailed the consent form along with the survey. Once both 

documents were filled in, the participant emailed them back to the researcher.  

 

Each survey question provided options for participants to choose from. Two of the 

survey questions used terms such as ‘high level’ or ‘some degree’, and ‘well 

established’ or ‘somewhat established’. For these survey questions, participants were 

asked to rate what they considered was their level of understanding relating to the 

concept of DID and how well they understood the link between developmental trauma 

and DID. The answers to these questions are perhaps subjective and open to different 

interpretations. Given the exploratory nature of this research, the researcher used 

these terms to reflect ‘high, somewhat, limited or no’ understanding, and a ‘well, 

somewhat, limited or no’; understanding of the concept of DID. The terms used in the 

survey, such as ‘high/high level/well established’, mean a large amount of knowledge 

on the subject area, ‘somewhat limited/some degree/somewhat established, mean an 

average understanding of the subject area and ‘no understanding,’ mean little, if any 

knowledge on the subject area.  

 

The qualitative research approach involved the use of semi-structured interviews. The 

interview questions (see Appendix 7) were designed according to what the researcher 

considered relevant for professionals who interact and manage patients diagnosed 

with DID. The exploratory nature of the interview questions was also informed from 

the researcher’s professional experience and her interest in other professionals’ views 
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of the management of DID. The questions designed for the interviews built on the 

questions used in the survey in that they allowed participants to offer more than yes 

or no answers or merely selecting the answer that was relevant to them. Even though 

the researcher utilised the designed questions, the interviewees provided a wide range 

of other information relating to their work with patients who were diagnosed with DID 

and were able to speak freely about what they consider to be the current gaps in the 

management of patients diagnosed with DID. Interviewing participants thus allowed 

the researcher to gather information from a diverse range of participants, their insight 

into their management of patients diagnosed with DID, their opinions of DID as a 

psychiatric disorder, their understanding of the casual link between early 

developmental trauma and DID and what they considered to be the current gaps in 

the management of DID in Australia.  

 

An autoethnographical research approach was used to present the lived professional 

experience of the researcher. The researcher’s professional observations, experience 

and practice with patients diagnosed with DID is discussed at different points in 

Chapters 4, 5 and 6. Here, the researcher provides anecdotal accounts of her 

professional experience and work with her patients and reflects upon those 

experiences relevant to the research topic.  
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3.7.4 Data Collection  

The researcher set a six-month timeframe for gathering the data. For this timeframe 

to be realistic, the researcher targeted as many areas where potential participants 

could be sourced. The researcher actively engaged in the process of networking, 

making contact with local professionals via email and attending relevant conferences 

where she could network. The researcher was afforded the opportunity to present her 

research project to over 120 plus professionals’ present at a Victims Service 

Conference, and the researcher made direct telephone contact with many government 

and non-government SAS across Australia. Setting this timeframe ensured that she 

was proactive in securing appropriate participants and gathering data ready for 

analysis.  

 

Data collection involved the distribution of surveys to interested participants and the 

return of signed consent forms and completed surveys. To ensure the best opportunity 

to source as many participants as possible, the researcher also sent out follow up 

emails to potential participants who acknowledged their interest in the research 

project. Thirty-six emails were sent out to potential participants in the researcher’s 

local area, 30 emails were sent to SAS across Australia (NSW, QLD, SA, NT, SA, VIC, 

ACT) and 36 emails were sent to potential participants who had heard about or read 

about the research project and requested the research information. Of the 36 emails 

sent to potential participants who requested the research information, the researcher 

followed up with 27 email reminders. There was a limited number of emails (3) sent 

out to mental health nurses, therefore there was a limited response from this potential 

participant group. Altogether, 102 emails were sent out to social workers, 
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psychologists, psychiatrists and mental health nurses. Of these 102 emails, there was 

a response rate of 17 professionals who were interested in participating. Of the 17 

who responded, 17 completed the survey and five of the 17 participated in an 

interview. Where the researcher spoke directly to the participants or during an 

interview, the participant was provided with the choice of whether they would like to 

complete the survey and/or engage in an interview. Where the research information 

was sent out, the option to complete the survey and/or engage in an interview was 

documented on the consent form. Of the five participants interviewed, four interviews 

were conducted face-to-face. Two of the interviews occurred in the participant’s 

professional rooms and the other two interviews occurred in the researcher’s 

professional room. The fifth participant was interviewed by telephone. The length of 

each interview ranged from one to one and a half hours. Skype was identified as a 

research tool that could be used to conduct interviews, where participants were not 

accessible and lived outside of the researcher’s area. However, this was unnecessary.  

 

The survey was typed and digitally sent to participants to complete and return to the 

researcher. Information included in Table 3 below presents all participants according 

to their professional backgrounds, gender, age and work environments.  
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Table 3   List of Participants and their Professional Backgrounds 

Participant 
Code 

Professional 
Background 

Gender Age Work 
Environment  

SURVEY     
 

P1 Psychologist  Female 65 years + Private Practice  
 

P2 Social Worker Female  65 years + Private Practice  
 

P3 Social Worker  Female  45-54 years Private Practice  
 

P4 Social Worker  Female 65 years + Private Practice 
 

P5 Psychiatrist  Male  55-64 years Private Practice 
 

P6 
 

Psychiatrist  Male  65 years + Private Practice 

P7 
 

Psychologist  Female  55-64 years Government  

P8 
 

Social Worker Female  55-64 years Non-government  

P9 
 

Social Worker  Female  55-64 years  Private Practice  

P10 
 

Psychologist  Female  35-44 years  Private Practice  

P11 
 

Psychologist  Female  55-64 years  Government  

P12 
 

Social Worker  Female  45-54 years Private Practice 

P13 
 

Psychologist Female  55-64 years Private Practice 

P14 
 

Psychologist  Female  65 years + Private Practice 

P15 
 

Social Worker  Male  55-64 years Private Practice 

P16 
 

Mental Health Nurse Female  45-54 years Government  

P17 
 

Psychologist  Female  65 years + Private Practice 

INTERVIEWEES     
 

P18  Social Worker  Female 45-54 years Private Practice 

P19  Psychiatrist Male  55-64 years Private Practice  

P20  Psychologist  Female  55-64 years  Private Practice  

P21  Social Worker  Male  55-64 years  Private Practice  

P22 Mental Health Nurse  Female  45-54 years  Government  
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Table 4 below provides a summary of the details presented in Table 3.  

Table 4  

Summary of Participants List 

Research 
Method 

Profession Male Female Private 
Practice 

Govt. Non-
govt. 

Age 
range 

 

Survey  
 

Social workers 7 
Psychologists 7 
Psychiatrists 2 
MH nurse 1 
 

2 15 13 3 1 35-65 
plus 

Interviews Social workers 2 
Psychologists 1 
Psychiatrists 1 
MH nurse 1 
 

2 3 4 1 0 45-64 

 

Table 5 sets out participants’ numbers for both the surveys and interviews. 

Table 5  

Participants Numbers - Surveys & Interviews  

Research 
Method  

Social 
Worker  

Psychologist Psychiatrist Mental Health 
Nurse 

TOTAL 

Survey  7 7 2 1 17 

Interviews  2 1 1 1 5 

 

  

3.7.5 Data Analysis 

Analysis of the data involved two different processes. Analysing the qualitative data 

involved interpreting the data and finding the meanings that participants assigned to 

their lived experience relevant to the research topic (Alston & Bowles, 2003). A 

strength of qualitative research is that the process is “…not as explicit and are more 
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subjective…” and “…it does not have a set of rules” (Alston & Bowles, 2003, p.204). 

The qualitative data was gathered from the surveys and the interviews and included a 

diverse range of information relating to the research topic. The surveys were analysed 

using an Excel spreadsheet in which the researcher was able to set up all required 

columns relating to the survey questions. Each of the columns allowed the researcher 

to enter data collected from the participants. Data entered in the Excel spreadsheet 

columns tallied totals and created percentages and charts. The researcher was able 

to use the calculated data to present the numerical findings in pie charts and bar 

graphs, which allowed the researcher to make comments relating to the overall 

findings. Given the small size of the study, using an Excel spreadsheet to calculate 

data provided a straightforward way to collate and analyse the data from the 17 

surveys.  

 

Qualitative data gathered from the interviews was transcribed by the researcher, 

analysed and the findings presented in Chapter 6. The information gathered during 

the interviews related to participants’ opinions of DID, their lived professional 

experience of working with patients diagnosed with DID and what they considered to 

be the gaps in the management of DID in Australia. Using the NVivo computer-

assisted program, the researcher was able to categorise data under different headings 

(words) or phrases and a coding system was applied. Using the coding system as it 

related to the headings (words) or phrases the researcher was able to identity patterns, 

themes and concepts relevant to the research topic (Bryman, 2012). For instance, the 

categories used were, ‘understands DID, ‘opinion of DID’, ‘understanding link between 

trauma & DID’, ‘understands early developmental trauma & early brain development’, 

‘professional training’ and ‘management of DID.’ Given that there were only five 
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participants interviewed, the range of categories was not extensive. Subsequently, two 

themes emerged from the interviews, in that interviewees felt that there is limited 

support for DID in the mental health sector and that DID is not necessarily an unusual 

diagnosis for someone who has experienced early, chronic and prolonged 

developmental trauma. These two examples demonstrate that a consistent theme 

emerged during the interviews.  

 

3.8 Ethical Considerations  

Ethical considerations for any research project are a critical part of the research 

process in every field of study (Creswell, 2009; Galdas, 2017; Thomas, 2017). Before 

undertaking this research, considerations of ethics were completed and approved 

through the Charles Sturt University Ethics Committee: 

This research project has been approved by the Charles Sturt University 

Human Research Ethics Committee, approval number: H17111.  

 

Thomas (2017) recognises the importance of acknowledging participants’ rights, and 

that they should have an active part in the process of research, not just simply be 

utilised for data collection. The researcher thus ensured confidentiality and privacy for 

all the participants involved, their names were not used, nor any other identifying 

details within current privacy laws. For example, the researcher used a coding system 

of PS1 - PS17 for participants who completed the surveys and PI-18 – PI-22 for 

participants who engaged in the interviews. This coding system separated out 

participants who completed the survey from those who engaged in the interviews. 
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Even though five of the participants completed a survey and also engaged in an 

interview, the researcher decided to assign two different coding numbers for the five 

participants that engaged in the interviews and surveys. The reason the researcher 

used two different number sequences, that of PI-18 – PI-22, was to ensure that the 

interview data was kept separate from that of the survey data and presented in a 

different way to that of the survey. To further ensure participants confidentiality and 

privacy the researcher provided each participant with written information that only their 

ages, professional backgrounds and relevant experience working with DID patients 

would be included in the dissertation. Even though data related to the participants’ 

work environment, their work location was not identified, therefore their identity was 

not compromised in any way. Gathering data relating to participants’ age did not 

compromise their identity or breach their confidentiality and provided useful data 

regarding the age of participants working with patients diagnosed with DID.  

 

All participants were provided with a copy of the ‘Recruitment of Research Project 

Participants’ (see Appendix 3), and a ‘Participant Information Sheet’ (see Appendix 4) 

that provided them with an outline of the research project design and a ‘Consent Form’ 

(see Appendix 5) that they signed and returned to indicate their willingness to 

participate. Participants were made aware that involvement in the research project 

was voluntary and that they could withdraw at any point without any adverse 

consequences. Thus, participants were able to decide whether they wanted to just 

complete the survey or complete the survey and engage in an interview. The options 

to undertake the survey or the survey and interview were presented on the consent 

form. When the researcher made direct contact with the participant, these options 

were discussed.  
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Ethical consideration was also given to the bias that could arise from using an 

autoethnographical research approach. Bias refers to any influence that can 

potentially distort the results of the research, where there is evidence that the research 

is aligned with the personal agenda of the researcher and this is reflected in the design 

of the research (Galdas, 2017). However, according to Norris (1997) regardless of 

which type of research is undertaken, “Researchers are fallible” (p.173) and bias 

cannot be eliminated. Nevertheless, there will always be personal and professional 

bias that researchers need to consider. Strategies to lessen bias can involve being 

open-minded, altering foreclosure, being detached from the research and having a 

willingness to look at how one’s lived experience and beliefs can influence the findings 

(Norris, 1997). In other words, one’s professional lived experience can largely alter the 

perceptions of any given results. With this in mind, bias was minimised by presenting 

all data, whether consistent or inconsistent, alongside the researcher’s lived 

experience. One may never reduce the full extent of bias on the findings. Awareness 

is therefore vital when bias is present within the results of the research. Bias was also 

addressed through the research survey, in that, multiple choice questions allowed 

each participant the opportunity to select what answer best applies to their 

professional experience. The survey results and information gathered from the 

interviews are presented according to the results and direct quotes from the 

interviewees. Results from the survey and interviews, alongside those of the 

autoethnographical approach, worked to validate the overall findings of this research, 

achieving similar results.  

 

Interviews with open-ended questions can also lead to bias, given the different 

perceptions and opinions of the interviewees. Like interviews, it is important to note 
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that some trends in the autoethnographical approach can lead to deviation from the 

actual outcomes of the research. Galdas (2017) warns us that it is critical for the 

researcher to examine their own role, any potential bias and what influence they may 

have over the design, collection and analysis of the research. Given the sample size, 

this may be the case here due to the small number of interviewees and the lived 

experience of the researcher. It is clear data gathered from these approaches may 

present bias. Nevertheless, bias has been limited here by presenting all data in its raw 

form, allowing readers to view the data from their own perspective. The data gathered 

from the interviewees has been presented, where possible, as direct quotes to ensure 

the accuracy of information presented. It is, however, important to note that this small 

exploratory study is limited in its scope and further research, together with increased 

data, will perhaps provide further recognition of the conclusions drawn here.  

 

Moreover, it is important to consider the psychological wellbeing of participants. Ethical 

considerations are important in any study to ensure all data is collected without 

adversely affecting the participants (Thomas, 2017). There are a few steps that need 

to be taken to ensure confidentiality and provide appropriate professional debriefing if 

required. Firstly, the research Participant Information Sheet documented two relevant 

options for debriefing if participants experienced any adverse effects after completing 

the survey or engaging in the interviews. Secondly, the ‘Participant Information Sheet’ 

also addressed ethical considerations and suggested that the participants could 

consider accessing their own supervisors for debriefing if required. Alternatively, the 

Participant Information Sheet provided the name and telephone number of a clinical 

psychologist who was happy to provide debriefing if necessary. Lastly, confidentiality 

is included in the Participant Information Sheet, in that details relating to confidentiality 
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and participants’ names and any other identifying information will not be used in this 

research.  

 

3.9 Conclusion 

The qualitative and autoethnographical approaches were outlined and their theoretical 

backgrounds explored as they apply to the methodology used in this dissertation. The 

research question was presented, along with explanation of the objectives of this 

research and the reasoning behind selecting the topic. The concepts of reflection and 

critical reflective practice in social work were also presented, focusing on the value 

this concept can have when engaging in autoethnographical research. The strengths 

and limitations of the research approaches were discussed, highlighting what impact 

they can have on the way data is gathered and analysed. The research focus, 

recruitment process, instrument design, data collection and analysis of data were also 

described. Ethical considerations were outlined alongside the importance of being 

aware of any bias that can arise and influence the findings. The management of 

confidentiality was explained, and the steps taken to ensure the psychological 

wellbeing of participants.  
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CHAPTER 4 

 
Participants’ Backgrounds and Interaction with Patients  

 

4.1 Introduction 

This chapter presents the findings from the first half of the survey in written form and 

pie and bar graphs. These findings relate to participants’ backgrounds, working 

environments and work locations, the most common types of abuse identified, DID 

patients’ gender and age and the average age when they disclosed their abuse, or if 

they did not disclose their abuse. Also presented here, are different aspects of 

participants’ interactions with their patients diagnosed with DID, the indication of the 

DID patient’s commitment to therapy and whether therapeutic interaction was 

successful. Towards the end of this chapter, findings are presented concerning 

participants’ understanding of the concept of DID as a psychiatric disorder, their 

understanding of DID as a developmental trauma, and whether they consider there is 

a link between early developmental trauma and early brain development in the 

creation of DID.  

 

 

4.2 Participants’ Professional Backgrounds 

Participants who completed the survey were psychiatrists, social workers, 

psychologists and a mental health nurse. These results indicate that the professional 

groups who predominantly responded to the research were social workers and 

psychologists and they responded in equal numbers. There was a limited response 

from psychiatrists and mental health nurses. The social workers and psychologists 
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who responded work in either government, non-government organisations or in private 

practice settings. In contrast, to the response from social workers and psychologists, 

only two psychiatrists participated in the research. It is unknown why there was a 

limited response from psychiatrists and mental health nurses as the project information 

was widely circulated.  

 

4.3 Gender and Age of Participants  

The gender of the professionals who participated in the research was predominantly 

female. Out of the 17 participants who completed the survey, 14 were female and 

three male. Of the three males, two participants were psychiatrists and one was a 

social worker. The 14 female participants entailed six social workers, seven female 

psychologists and one female mental health nurse. Participants who took part in the 

interviews were two males, a psychiatrist and a social worker; and three females, a 

social worker, psychologist and a mental health nurse. These findings indicate that 

there are more females than male professionals managing patients diagnosed with 

DID.  

 

As Figure 3 below shows, the ages of participants that completed the survey were 35 

– 65+ years. Of the 17 participants who completed the survey, thirteen were aged 55+ 

years, three were aged between 45 - 54 years and one was aged between 35 – 44 

years. 
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Figure 3. The age range of the participants  

 

This age range may indicate that after years of experience in the trauma field, in 

particular working with patients who have experienced early, severe, chronic and 

prolonged CSA, professionals will inevitably come across patients who present with 

dissociative symptoms and may have a diagnosis of DID. In contrast, younger 

professionals may have had less exposure, limited experience of, and training in 

complex trauma. No participants were represented in the 20 – 34 age group.  

 

4.4 Participants Work Environments and Locations  

The survey findings indicate that those working in private practice are more likely to 

be working with patients diagnosed with DID than those working in a government or 

non-government organisation. This was evident in that thirteen of the seventeen 

participants who completed the survey were currently working in private practice. Even 

though the research information was circulated to a wide range of relevant government 

and non-government organisations, the researcher received limited responses from 

professionals working in these organisations. It is important to acknowledge here that 

government and non-government sectors deal with crisis and are only funded for 
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short-term work with patients, and therefore often cannot provide long term therapy. 

Figure 4 below presents the findings relating to this survey question.  

 

 

Figure 4. Participants current work environments 

 

Participants reported that they worked in several different locations across Australia. 

Nine worked in an urban area, seven worked in a rural setting and one worked in a 

remote area. The breakdown of these locations is represented in Figure 5 below. 

 

Figure 5. Participants work locations  
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As can be seen in Figure 5 above, these participants were providing therapeutic 

support in urban and rural areas, but somewhat limited therapeutic support in remote 

areas. The limited service provision for patients diagnosed with DID in remote areas 

is not surprising, given that there are few professionals in these areas that are trained 

and available to work with complex trauma and patients diagnosed with DID. Mental 

health services are also limited in remote areas, reducing the availability of support. 

Rural areas may experience some of the same issues in service provision as those of 

remote areas. Urban locations are much better equipped with trained and experienced 

professionals, have somewhat better mental health services and more access to 

specialist training in complex trauma and dissociation. There is also more peer support 

available in urban areas than in the other two locations.  

 

 

4.5 Levels of Understanding of the Concept of DID 

Nine out of 17 participants who competed the survey reported that they had a ‘high 

level of understanding’ of the concept of DID, whilst eight participants reported they 

had ‘some degree of understanding’ of the concept of DID (see Figure 6 below). This 

suggests that all participants had a relatively good understanding of the concept of 

DID. 
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Figure 6. Participants’ levels of understanding of DID 

 

The high level of understanding of the concept of DID may relate to the notion that the 

majority of participants have attended regular specialist training relating to DID, PTSD 

and the impact of complex PTSD. However, it was identified by four participants 

working in government and non-government organisations that accessing appropriate 

specialised training can be an issue. Given this is the case, these participants 

indicated that their understanding of the concept of DID is somewhat limited. The lack 

of adequate training may affect their ability to recognise DID symptomatology and 

manage patients diagnosed with DID.  

 

The researcher experienced a similar issue whilst working in the health field as a social 

worker, and on more than one occasion, was unable to secure adequate funding from 

the organisation to attend specialist training. To attend specialist training the 

researcher had to fund a large proportion of the training herself as the health service 

would only fund a small proportion of the training. On some occasions, the researcher 

would even have to fund the whole cost of the training. Given that social workers are 

providing therapeutic support for patients diagnosed with DID, the researcher believes 
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that ongoing specialist training is essential when working in the trauma field and 

without such training their ability to manage patients diagnosed with DID can be 

reduced.  

  

4.6 Levels of Understanding of DID as a Developmental Trauma 

The creation of DID as a psychological response to very early, severe, chronic and 

prolonged childhood abuse is documented in the literature. Nine out of 17 participant 

who completed the survey identified that they understood that DID is a result of 

developmental trauma and this concept was ‘well established’ in their practice, 

whereas seven out of 17 participants reported that this concept was ‘somewhat 

established’ in their practice (see Figure 7 below). These results demonstrate that 16 

out of 17 participants (94 per cent) have a ‘well-established to somewhat established’ 

understanding of the link between developmental trauma and the possibility of the 

child developing DID as a coping mechanism. There was only one participant who was 

unsure what the question was asking and did not provide a response. 

 

 
 
 

Figure 7. Levels of understanding by participants and the link between developmental 
trauma and the creation of DID 
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As a social worker, the researcher feels that a solid understanding of early 

developmental trauma and its link to the creation of DID is essential when working with 

and providing therapeutic support for patients who have been diagnosed with DID. 

This knowledge can ensure that the professional uses the most appropriate 

therapeutic approaches and supports the patient to understand the impact of early 

developmental trauma and reasons that DID can develop as a coping mechanism.  

 

4.7 Most Common Types of Abuse that DID Patients Experience 

Literature identifies that the development of DID can be due to the child experiencing 

very early, severe, chronic and prolonged trauma before the age of 6 years. The 

development of DID has been linked to the child experiencing CSA, severe physical 

abuse, neglect and/or ritual abuse, and in many situations the child may experience 

all four types of abuse. For this question, participants were able to mark more than 

one type of abuse where applicable. It is important to note that all 17 participants 

indicated that their patients had experienced CSA. Fifteen out of the 17 participants 

indicated that their patients had also experienced physical abuse and 12 reported that 

their patients had also experienced neglect. Two participants marked the ‘other’ 

category and reported that their patients had also been subjected to emotional abuse. 

Highlighted in Figure 8 below is the range of abuse that the participants acknowledged 

their patients had experienced. Coinciding with the results for CSA, these results 

indicate that physical abuse and neglect contributes significantly to the creation of DID. 

Evidence here also shows a child can be subjected to all forms of abuse 

simultaneously.  
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Figure 8.: The most common types of child abuse that participants identified their DID 
patients experience 
 Note. n=17; includes multiple responses 

 

 

These results indicate that CSA is one of the most common types of child abuse 

experienced by all the participants’ patients. CSA can involve a wide range of sexual 

acts. For instance, incest, rape, indecent sexual assault, along with exposing children 

to pornographic material and inappropriate sexual videos, touching and fondling of the 

child by the perpetrator or forcing the child to touch and fondle the perpetrator (Cory, 

2009). CSA can have a detrimental impact on early brain development, cognition, 

social, physical and psychological development. Van der Kolk (2012) suggests that 

there is a cumulative effect of early developmental trauma on early brain development, 

biological, cognitive processes and the child’s ability to regulate their emotions. 

Similarly, Perry et al. (1995) report that early developmental trauma can dramatically 

alter the way the child develops, affects early brain development and may have a 

continuing affect upon the child well into their adulthood. When we consider the 

extreme impact trauma can have on a child, it is not surprising that the creation of DID 

is a possibility.  
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What is prominent in these results is that six participants identified that their patients 

had experienced ritual abuse as well as severe sexual, physical and emotional abuse. 

Literature suggests that ritual abuse is at the extreme end of the CSA spectrum. The 

sexual violence involved in ritual abuse can involve systematic and organised sexual 

abuse from a variety of male and female perpetrators from all walks of society and 

often the child’s parents may be involved (RA Information, 2018; Briggs & O’Neill, 

2006). Ritual abuse sits alongside all other forms of child abuse, such as neglect, 

severe physical and emotional abuse. When a young child experiences ritual abuse, 

it is not surprising that they may create DID as a coping mechanism to deal with the 

horror they are experiencing and exposed to.  

 

As a social worker working in the trauma field for 19 years, the researcher has also 

found this in the patients she has worked with over the years. For example, one patient 

the researcher worked with had experienced ritual abuse from a very young age. As 

a result of experiencing ritual abuse in the form of severe CSA, physical and emotional 

abuse, the patient created DID as a coping mechanism to deal with the horrific trauma 

she experienced from age six months, throughout her childhood, adolescence and 

well into adulthood. During the early stages of therapy this patient was still 

experiencing ritual abuse. Given that the patient was an adult, there is no legal 

obligation to report the disclosure of abuse to police. The adult patient has a choice 

whether they want to report the sexual assault to the police or not. The patient should 

always be encouraged to do so but the dissociation that they experience makes it 

extremely difficult for them to speak up. It is only a legal requirement if patients are 

under the age of 18 or if the adult discloses that children are involved in any way. The 

researcher worked therapeutically with this patient for six years. In this case, it is no 
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wonder that the early developmental trauma altered the structure of this patient’s brain 

during the critical years of early brain development. This patient created many different 

dissociative parts during her childhood, adolescence and adulthood to survive the 

chronic and ongoing ritual abuse she experienced. Creating DID helped this patient 

psychologically to survive and remain psychologically intact whilst growing up in an 

unsafe and unpredictable home environment.  

 

Another patient the researcher is currently working with as a social worker in private 

practice has experienced ongoing incestuous abuse since early childhood and 

throughout her adult life. The perpetrators of her incestuous abuse were members of 

her family, such as both grandfathers, her father and mother (all these family members 

are now deceased) and one of her brothers. There have also been a number of male 

and female perpetrators outside of her family. The researcher has worked 

therapeutically with this patient for eight years. The impact of such early, severe, 

chronic and prolonged sexual abuse has meant that both patients developed DID as 

a coping mechanism to psychologically survive.  

 

4.8 Gender of DID Patients Engaging in Therapy 

Statistics demonstrated a gender imbalance between participants’ patients. 

Participants identified that the common gender of their patients was mainly female. 

Ten out 17 participants indicated that they were working with only female patients. 

Seven participants reported that they were working with both male and female patients 

and one reported that she was working with a transgender patient (see Figure 9 

below).  
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Figure 9. The gender of DID patients engaging in Therapy  

 

It is interesting to note here that participants working with patients who had 

experienced ritual abuse reported that their patients were male, female and 

transgender. This suggests that perpetrators of ritual abuse do not discriminate or only 

target one gender, they target both genders. During her 19 years working in the trauma 

field as a social worker, the researcher has only worked therapeutically with female 

patients diagnosed with DID.  

 

4.9 Average Age DID Patients Enter Therapy  

Results indicate that survivors with a developmental trauma background often do not 

enter therapy until their early or late 30’s. This is evident in the findings that indicate 

patients diagnosed with DID will most likely enter therapy around the age of 30 – 39, 

closely followed by the patients aged 40 – 60+. These results suggest that DID is more 

likely to be diagnosed between the ages of 30 – 60 when the patient is experiencing 

life stressors and their childhood trauma begins to resurface. It is also around this age 
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that they are more likely to be diagnosed with DID, be seeking out appropriate 

therapeutic support and will begin to work with a trauma informed therapist who is 

skilled in working with complex trauma and DID. There were only three patients 

represented in the 20 – 29 age range and no patients engaging in therapy in the 15 – 

19 age group (see Figure 10 below).  

 

 

Figure 10. The average age participants identified their DID patients 
Note. n=17; includes multiple responses 

 

 

The reason that no patients aged 15-19 are represented in the data may be because 

DID is often not diagnosed during adolescence. It is not until the individual is perhaps 

20 – 29 that they will start to have psychological issues that bring them into contact 

with mental health services where they will move in and out of the system and be 

misdiagnosed for several years before an accurate diagnosis is made. Middleton 

(2011) informs us that the patient often ricochets around the mental health system for 

up to seven years or more before they are accurately diagnosed.  
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During the researcher’s years of practice as a social worker in the trauma field, she 

experienced much the same phenomena as the participants and observed that many 

survivors will access therapy around the age of 30+. It is at this age that patients may 

be diagnosed with DID, having spent many years in and out of the mental health 

service before an accurate diagnosis of DID is made. For example, the researcher 

experienced a situation where one of her patients was diagnosed with two different 

psychiatric disorders. The patient’s primary psychiatrist diagnosed her with DID as a 

result of experiencing very early, severe, chronic and prolonged incestuous abuse and 

another psychiatrist she sees infrequently through the local mental health service 

diagnosed her with BPD. The second psychiatrist refuses to acknowledge the 

diagnosis of DID. These two different diagnoses are not necessarily supportive or 

respectful of the patient’s early and extensive CSA trauma history, and can be 

counterproductive in terms of her therapeutic and psychiatric treatment. What is 

perhaps the saving grace for this patient is that her primary psychiatrist is able to 

provide regular inpatient therapeutic treatment, in conjunction with the regular 

therapeutic support that the researcher provides this patient. The psychiatric and 

social work approaches seem to be benefiting the patient’s therapeutic needs albeit in 

different ways.  

 

4.10 Average Age DID Patients Disclose their Childhood Abuse 

One of the survey questions enquired at what age participants’ patients disclosed their 

childhood abuse. The findings here indicated that it is more common for patients to 

disclose their childhood abuse between the ages of 20 – 49 years, even though there 

was evidence that suggested some patients disclosed younger, between 6 - 19 years. 

The overall data indicated that most patients disclosed their childhood abuse between 
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the ages of 20 – 49 years, with a small percentage of patients disclosing in their 50s 

(see Figure 11 below). These results highlight that there is an equal percentage of 

patients that disclosed their abuse between the ages of 20 – 34 years and 35 - 49 

years. This however, suggests that disclosure is more likely to occur between the ages 

of 20 – 49 years.  

  

 

Figure 11. Average age at which DID patient reported that they disclosed their abuse 
Note.: n=17; includes multiple responses 
 

From the researcher’s professional experience working as a social worker in the 

trauma field, it is not uncommon for patients diagnosed with DID to report that they did 

not come into therapy until their early 30’s or 40s, as it was not until later in adulthood 

that their ability to function was compromised and their DID symptomatology became 

evident and problematic. Over the years, the researcher has observed that a high 

percentage of patients will enter therapy in their 30’s. In some cases, the patient 

reported that they had been in and out of mental health services for many years before 

being accurately diagnosed with DID and afforded the appropriate therapeutic 

treatment.  
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4.11 Average Age DID Patients’ Abuse Stopped or Did Not Stop 

The length of time that childhood abuse occurs can be different for each patient. The 

researcher specifically enquired what was the average age that participants’ patients 

reported that their childhood abuse stopped. The findings indicated that 16 – 20 years 

was the most common age that patients reported their childhood abuse stopped. 

However, as represented in Figure 12 below the age range is much broader and the 

data suggests that the age spread is between 13 - 30 years, with the peak time for the 

childhood abuse to stop being between the ages of 16 – 20. As childhood abuse 

stopped between 16 – 20 years, this may be because the patient is moving into their 

adolescent years and early adulthood. This is a time when patients are more likely to 

speak up or become more physically absent or move away from the environment 

where the abuse is occurring. Only one participant reported that the average age when 

the abuse stopped for her patients was between the ages of 6 -12 years. In contrast 

to whether the abuse stopped or did not stop, two participants indicated that their 

patients’ abuse has never stopped. These two participants also indicated that their 

adult patients were still experiencing ritual or incestuous abuse.  

 

Figure 12.: The average age that DID patients reported their abuse stopped  
and in some cases, never stopped  
Note. n=17; includes multiple responses 
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As a social worker working with traumatised patients, the researcher has observed the 

same trend when working with patients with a history of ritual or incestuous abuse. 

The researcher has found it challenging working with these patients, given that they 

can initially be unaware of the switching that is occurring and that the abuse is still 

ongoing. These patients remain quite vulnerable to continuing abuse for quite a long 

period of time, until the dissociative defence begins to break down and patients 

become more aware of the dissociative parts of themselves and the memories they 

hold. These patients are usually experiencing ritual and incestuous abuse. These two 

types of abuse are often the hardest types of abuse to escape from physically and 

psychologically. From a therapeutic point of view, ritual and incestuous abuse are the 

most challenging types of abuse to deal with when working with patients diagnosed 

with DID.  

 

Literature informs us that incestuous abuse has been identified as a causal factor that 

often results in CSA never stopping for some survivors. When incestuous abuse 

occurs, it is highly unlikely that the abuse will ever be disclosed during childhood and 

it may never be disclosed (Middleton, 2011; Herman, 1992; Gillig, 2009; van der Kolk 

& van der Hart, 1999; Cromer & Freyd, 2005; Wright, 2009). The reason behind non-

disclosure of incestuous abuse is that the perpetrator is an intrafamilial attachment 

figure or extended family members, for instance, a father, mother, grandfather, 

grandmother, brother, sister, cousin, uncle or aunt. Incestuous abuse can be the 

ultimate betrayal of trust for the child and the only way they can cope is to dissociate 

and create DID as a coping mechanism (Freyd, 1994, 1996; van der Kolk, 1996; 

Fisher, 2001; Middleton, 2011; Middleton & Butler, 1998; Freyd, Dube, Anda, & Felitti, 

2012). Dissociating from the incestuous abuse allows the child to adapt to an unsafe, 
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unpredictable and abusive environment and remain psychologically intact. The 

research findings substantiate what is written in the literature and what the participants 

and researcher are experiencing in their professional practice.  

 

4.12 Average Time Working with DID Patients  

Patients diagnosed with DID often require lengthy therapeutic intervention to deal with 

their early developmental trauma. This is reflected in these results where eight out of 

17 participants reported that they will work therapeutically with patients diagnosed with 

DID for up to 15 years+. As shown in Figure 13 below, most participants indicated that 

working therapeutically with patients diagnosed with DID will involve 1- 9 years. This 

suggests that there can be different timeframes for working with patients and that it is 

difficult to determine how much therapy each patient will require, as the therapeutic 

process can be quite individualised.  

 

 

Figure 13.: Average time participants work with their DID patients 
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requires intensive therapeutic work for a considerable length of time to be able to deal 

with the many layers of trauma. The patient can often be triggered, which can cause 

ongoing symptoms of PTSD. As with any process, some patients are able to move 

forward quicker than others and will require less therapy. The length of time in therapy 

can often be depended on the age at which the abuse started, whether it continued 

throughout childhood and the identity of the perpetrator (see Figure 14 below).  

 

 

Figure 14. Average timeframe participants will work with their DID patients 
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better. There is not necessarily a set timeframe for dealing with the impact of 

developmental trauma and the process is extremely individual. Where psychotherapy 
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timeframe for therapy can be quite lengthy. Participants reported the different 
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timeframes in which they work with their patients. Four participants reported that their 

average time working with their patients is 1 -2 years, whilst two other participants 

reported that they would work for more than eight years with their patients. The 

average timeframe participants work therapeutically with patients diagnosed with DID 

is between 1 – 8 years and these differences in timeframe are visually represented in 

Figure 14 above. These results indicate that therapeutic support needs to be available 

for longer periods of time for patients diagnosed with DID than may be the case for 

other patients with psychological disorders.  

 

4.13 Therapeutic Success and DID Patients’ Commitment to Therapy  

Corresponding with the length of time participants therapeutically work with their 

patients is the success participants have with their patients and how committed their 

patients are to the therapy process. A high percentage of participants indicated that 

they have a ‘high to medium level of success’ working with their patients and that their 

patients are ‘very committed’ and ‘somewhat committed’ to therapy. The relationship 

between ‘high and medium levels of success’ and patients being ‘very committed or 

somewhat committed to therapy’ demonstrates a willingness on behalf of most 

patients to engage in the therapeutic process. Figures 15 and 16 below indicate 

participants’ success with their patients and the level of commitment their patients 

have to therapy. In contrast, there was only one participant that acknowledged that 

they had experienced a ‘low level of success’ working with their patients. This 

participant indicated that she works in mental health where DID is not always 

acknowledged, there is limited access to relevant training and appropriate therapeutic 

treatment available for patients.  
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Figure 15. The level of success participants are experiencing when working with their 
DID patients 

 

 

Figure 16. The level of commitment participants’ DID patients have demonstrated 
 

The researcher’s timeframe for working with patients, level of success and the 

patient’s commitment to therapy is like that reported by the participants. The 

researcher has spent many years working with her patients and has found that the 

therapeutic process can be quite lengthy, that her patients have been very committed 

to their therapeutic process and there has been a good level of success. The 

researcher has observed a reduction in her patients’ symptomatology. For instance, a 

reduction in their suicidal ideation, self-harming behaviours, depression, anxiety, need 

for hospitalisation, PTSD responses and the number of crisis episodes they 

experience. What the researcher has also noticed is that mental health services 
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normally do not acknowledge patients’ diagnosis of DID, therefore reducing access to 

appropriate treatment during times of crisis. This lack of access during times of crisis 

can be very problematic during the early stages of therapy.  

 

4.14 Social Work - Management of DID 
 
Social workers are one of the professional groups working with patients diagnosed 

with DID. The research results suggest that social workers are from both genders and 

in the age range of 45-65+. Of the seven social workers who participated in this 

research, six were currently working in private practice and one was working in a non-

government organization. All the social workers were working in a rural location. The 

level of understanding amongst the social workers of the concept of DID was that six 

of the social workers felt they had ‘some degree’ of understanding of DID and one 

social worker reported a ‘high level’ of understanding. When comparing these results 

with those of the psychologists who completed the survey, six psychologists reported 

that they had a ‘high level’ of understanding, and one psychologist reported ‘some 

degree’ of understanding’ of the concept of DID. These results indicate that there is 

perhaps a difference in the level of knowledge regarding DID between the two 

professional groups. It is difficult to determine why this is the case, given that there 

was an equal number of social workers and psychologists who participated in the 

research. However, to determine if any significant gaps exists between the two 

professionals’ groups, further research is required to clarity if there is a shortfall in 

training or knowledge for social workers and what is needed to improve their level of 

knowledge and skill.  
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DID as a developmental trauma was well understood by all the social workers. Of the 

seven social workers, four indicated that they had a ‘well established’ understanding 

of DID as a developmental trauma and three acknowledged that they had ‘some 

degree’ of understanding. With such understanding all indicated that they were aware 

that physical, CSA and neglect were major factors in the development of DID. All social 

workers acknowledged that their patients have been sexually abuse early in childhood.  

 

Social workers work with both genders. However, the results indicated that they are 

more likely to work therapeutically with females than male patients. Social workers 

also reported that the average age for patients to enter therapy is between the age of 

30-49 years. This age range was the consensus of participants across all professional 

groups. Social workers reported that the average age abuse was disclosed was 

between the ages of 20-49 years and the abuse usually stopped between the age of 

13-30 years.  

 

There was quite a variation in the average timeframe that the social workers work with 

their patients. These social workers reported that they may work therapeutically with 

their patients between 1-8 years, with the average timeframe being 3-5 years. The 

timeframes for working therapeutically with their patients is similar to both 

psychologists and psychiatrists who participated in this research. The social workers 

also reported a ‘high level’ to ‘medium level’ of therapeutic success and a ‘high’ to 

‘medium’ level of commitment from their patients to therapy. These results were similar 

across all professional groups.  
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The social workers results are not dissimilar to what the researcher experiences, as a 

social worker working with patients diagnosed with DID. The researcher is in the same 

age range as most of the participants, 45-65 years+. She has a ‘high level ‘of 

understanding of DID and a ‘well established’ understanding of DID as a 

developmental trauma. The researcher has observed that all her patients diagnosed 

with DID have all experienced CSA, physical abuse and neglect and two of her patients 

have experienced ritual abuse. Similar to the social workers, the researcher has 

observed that patients are more likely to enter therapy in their late 20’s or early 30’s. 

Furthermore, she has noticed that in some case, where incestuous or ritual abuse has 

occurred or continues to occur, disclosure may not occur until the patient is in therapy. 

The researcher has experienced a ‘medium’ to ‘high’ level of success, has found that 

patients are ‘quite committed’ to therapy and that providing therapeutic treatment can 

occur for 2-8 years+.  

 

From these results, it appears that social workers working with patients diagnosed with 

DID, experience many of the same things as psychologists, psychiatrists, the mental 

health nurse and what the researcher has also experienced. It is important for social 

workers to therefore have access to the same training and resources as other 

professional groups or alternatively have any improvements in this area applied 

equally to all professionals, to ensure the consistent management of DID.  

 

4.15 Conclusion 

This chapter presented the results of the first half of the survey and the findings relating 

to participants’ professional backgrounds, their work environments and locations. 

Participants were from psychiatry, social work, psychology and mental health nursing 
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backgrounds, were both male and female, aged between 35 – 65 years+, with a 

reported average age between 55 – 65 years+. The most common type of abuse 

identified by participants was CSA, physical and ritual abuse, and neglect. CSA was 

the main type of abuse experienced by all patients diagnosed with DID. These results 

suggest that the gender of patients diagnosed with DID is more likely to be female 

than male, the average age of patients when they enter therapy is between 30 – 49 

years, the average age they disclose their abuse is between the ages of 16 – 30 years 

and the average time they may spend in therapy is 3 - 8 years. What social workers 

experience working with patients diagnosed with DID is not that dissimilar of other 

professionals. The researcher’s lived professional experience and observations as a 

social worker working in the trauma field have been presented and there are many 

similarities across the different professional groups managing patients diagnosed with 

DID.  
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CHAPTER 5 

THERAPEUTIC MANAGEMENT of DID, 

SERVICE PROVISION and TRAINING 
 

5.1 Introduction 

This chapter presents the second half of the survey findings. First to be presented are 

the therapeutic models’ participants are using and find most beneficial to treat their 

patients. Then participants’ views are presented on the current level of professional 

training, the organisational commitment to training and ongoing research and whether 

there is a lack of provision and organisational support for patients diagnosed with DID. 

Complementing these findings, are the researcher’s observations of how patients 

present and the gaps she identified during her career. Participants’ opinions of what 

they deem to be the gaps in the management of DID are also presented here alongside 

their suggestions for improvements.  

 

5.2 Therapeutic Treatment of DID Patients  

5.2.1 Types of Therapeutic Treatments Used  

Participants identified several therapeutic approaches that they utilise in their 

therapeutic work with their patients diagnosed with DID. The most common identified 

by 15 out of 17 participants who completed the survey was Trauma Informed Therapy 

and TF-CBT. Eight participants identified that they use a psychotherapy approach. 

Other therapeutic approaches identified were CBT, Narrative Therapy, EDMR, grief 

and loss therapy and DBT. Several participants provided extra comments relating to 

other therapeutic approaches they use, namely Internal Family Systems Therapy 

(IFST), Attachment Therapy, Mindfulness-based Core Based Therapy, Dissociative 
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Model of Parts, Transactional Analysis, guided meditation and a psychoeducation 

approach. Figure 17 below features each therapeutic approach identified by 

participants and indicates the level of use. Trauma Informed Therapy, psychotherapy 

and TF-CBT are the most commonly used approach by the majority of the participants. 

However, all participants use a wide range of therapeutic approaches in their work 

with DID patients. 

 

Figure 17. The different types of therapeutic treatments used by the participants with 
their DID patients 
Note. n=17; includes multiple responses 
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Table 6 below sets out the therapeutic treatments used and the number of responses 

for each treatment.  

Table 6 

Therapeutic Treatments and Number of Responses for Each Treatment 

 

Therapeutic Treatments Used Number of Responses* 
Cognitive Behavioural Therapy  6 

Trauma-Informed Therapy  15 

Psychotherapy  8 

EMMR  5 

Narrative Therapy 6 

Grief & Loss Therapy 6 

Play Therapy 1 

Exposure Therapy 0 

Psychosocial Therapy 3 

Gestalt Therapy  1 

Dialectical Behavioural Therapy  4 

Trauma-Focused-CBT 8 

Body Psychotherapy 3 

Somatic Trauma Therapy 3 

Others 2 

Note.17 participants were able to tick more than one answer for this question; 

*Includes multiple responses; n=17: 
 

 

5.2.2: Most Beneficial Treatments Used 

The results of the survey indicate that the most beneficial therapeutic approaches used 

by participants are Trauma Informed Therapy, psychotherapy, EMDR, Narrative 

Therapy and TF-CBT. Participants also identified that DBT and to a lesser degree 

CBT, Gestalt Therapy, Body Psychotherapy, Exposure Therapy, Psychosocial 

Therapy and Somatic Therapy are useful approaches to incorporate in their 

therapeutic work with patients diagnosed with DID. In the ‘other section’, some 

participants acknowledged that they also used IFST, Attachment Therapy, 

Neurofeedback, Dissociative Model of Parts, Fisher Model of Fragmented Self and 

guided mediation when working with their patients.  
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What is noteworthy here, is that most participants are using Trauma Informed Therapy, 

psychotherapy and TF-CBT in their therapeutic work with DID patients, however there 

does not appear to be just one or two therapies generally used. A wide range of 

therapeutic approaches are utilised when and where necessary to suit the specific 

needs of their patients. Figure 17 above demonstrates which therapeutic treatments 

are used, unlike Figure 18 below, which demonstrates therapeutic treatments 

participants find most beneficial. It is interesting to compare the differences in these 

figures because there is a statistical change in the information presented. The 

statistical change is that Trauma Informed Therapy, psychotherapy and TF-CBT are 

the most commonly used and beneficial treatments for all professional groups.   

 

 

Figure 18. The most beneficial therapeutic treatments used 
Note. n=17; includes multiple responses 
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Table 7 below sets out the therapeutic treatments identified as most beneficial and the 

number of responses for each treatment.  

Table 7 

Most Beneficial Therapeutic Treatments and the Number of Responses per Treatment 
 

Therapeutic Treatments Identified as Beneficial  Number of Responses* 
Cognitive Behavioural Therapy  1 

Trauma-Informed Therapy  12 

Psychotherapy  8 

EMMR  5 

Narrative Therapy 4 

Grief & Loss Therapy 3 

Play Therapy 1 

Exposure Therapy 1 

Psychosocial Therapy 1 

Gestalt Therapy  1 

Dialectical Behavioural Therapy  3 

Trauma-Focused-CBT 5 

Body Psychotherapy 3 

Somatic Trauma Therapy 3 

Others 3 

 

Note. 17 Participants were able to tick more than one answer for this question; n=17; 
includes multiple responses 
 

Participants identified a range of therapeutic approaches for the treatment of patients 

diagnosed with DID that are well acknowledged in the literature. What is interesting is 

that the therapeutic approaches used by each participant varied in some cases 

according to their professional background, training and what they considered would 

work best for their patients. For instance, psychiatrists and psychologists are more 

likely to use EMDR than social workers. Even though the literature acknowledges that 

several different therapeutic approaches can be used when working with patients that 

have experienced developmental trauma, there is a train of thought that the most 

common and widely used therapeutic approach is psychotherapy. It is interesting to 

note that psychotherapy was not the main therapy identified by all the participants, it 

was Trauma Informed Therapy, which was also the most useful.  
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Nevertheless, psychotherapy was identified as a common therapy and recognised as 

a useful therapeutic approach. The literature suggests that psychotherapy can be used 

to assist the patient to make changes to their personality, develop insight and 

awareness of how they feel and react (Psychotherapy and Counselling Federation of 

Australia, 2018; Prochaska & Norcross, 2007; Herkov, 2018; Eder, 2018; Ross & 

Halpern, 2009). A key aspect of psychotherapy is that the therapist establishes a 

sound therapeutic relationship with the patient. Psychotherapy allows the patient to 

talk through what is happening to them and assists them to gain insight and awareness 

of the impact of the trauma they have experienced.  

 

Most participants also identified TF-CBT as a useful therapeutic approach for their 

patients. TF-CBT is a therapeutic model that considers therapeutic elements such as 

cognitive-behavioural, attachment, humanistic, empowerment and utilises a family 

therapy approach and psychoeducation to assist the patient to develop strategies to 

manage stress and their PTSD responses (Pollio & Deblinger, 2013; Psychology 

Today, 2018; Nursey & Phelps, 2016; Ellis & Betancourt, 2007). Each of these 

elements can be used during the therapeutic process to assist the patient diagnosed 

with DID to work through their trauma. Even though TF-CBT was originally developed 

for therapeutic use with children, adolescents and non-offending parents, it is evident 

that most participants are using this therapeutic approach with their patients and 

finding it very beneficial.  

 

The researcher has also found TF-CBT a useful therapeutic approach in assisting her 

patients diagnosed with DID to understand the dynamics behind CSA, what triggers 

their PTSD symptoms and how better to manage their PTSD reactions. This 
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knowledge has assisted her patients to develop strategies to improve their 

psychological wellbeing and level of functioning. Even though a number of therapeutic 

models were acknowledged in the findings, the use of TF-CBT alongside that of 

psychotherapy are perhaps the two most effective therapeutic approaches for patients 

diagnosed with DID.  

 

CBT was not identified as a well utilised therapy by the majority of participants. 

However, it is important to note that aspects of CBT are incorporated into the design 

of other therapeutic approaches and that trauma-based therapeutic intervention is now 

more focused on using TF-CBT. In contrast to CBT, Narrative Therapy was identified 

as a therapeutic approach that many participants use in the therapeutic work with their 

patients. According to Prochaska and Norcross (2007), this therapeutic approach can 

change the past by constructing new narrative or alternative stories. In terms of trauma 

survivors, the dominant story continues to affect their psychological wellbeing, 

whereas understanding that their trauma story can be viewed differently can open up 

the possibility to create change. Gaining understanding and awareness of the 

dynamics of CSA can develop a different framework of the trauma experienced. For 

instance, that the perpetrator is one hundred per cent to blame for what has occurred, 

that the perpetrator has used tactics to groom the patient as a child. It is important for 

the patient to understand their PTSD reactions and why they occur. With this 

understanding the patient can begin to take control of their life, make meaningful 

changes and move towards healing.  

 

Five participants identified that they use EMDR in their therapeutic work with their 

patients. This particular approach is predominantly used by psychologists and 
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psychiatrists. The theory behind EMDR is that it is a therapy that can help the patient 

access their traumatic memories, process the distress associated with the memory 

and reduce their psychological response (EMDR Institute, 2018; Prochaska & 

Norcross, 2007; Rich, 2005). However, Rich (2005) argues that EMDR is not 

necessarily a therapeutic approach that can be used with every traumatised patient 

and may not always be suitable to use with every patient where there is a high level 

of dissociation. Given that this is the case, there may be a limited use for this type of 

therapy where the patient has experienced very early developmental trauma that has 

continued well into their adulthood. In order to use EMDR as a therapeutic approach, 

professionals need to be well trained in this technique and feel comfortable using it. 

Even though some participants are utilising this therapeutic approach, the researcher 

is aware that Victims Services, who are a government funded organisation that 

outsource trauma related therapeutic work to well trained and experienced private 

practitioners, has not authorised the use of this therapeutic approach for their 

counsellors.  

 

Participants involved in the research, regardless of their professional backgrounds, 

also identified DBT as a useful therapeutic approach. DBT is considered a type of 

psychotherapy, where talk therapy, a cognitive behavioural approach and aspects of 

psychosocial theory are included (Grohol, 2018; Prochaska & Norcross, 2007). Each 

of these aspects of DBT is effective when working with patients who have experienced 

early trauma. According to the literature, the use of DBT can reduce suicide attempts, 

hospital admissions and improve patients’ level of functioning (Grohol, 2018; 

Prochaska & Norcross, 2007). During the researcher’s 19 years of professional 

practice as a social worker in the trauma field, the researcher has observed a reduction 
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in suicide attempts and hospital admissions for many of her patients as a result of 

using DBT therapy. This therapeutic approach has also improved patients’ overall 

functioning.  

 

The therapeutic approaches discussed here have been identified by all participants, 

the researcher and acknowledged in the literature as very useful for working with 

patients who have experienced developmental trauma and where DID is the outcome 

of the trauma. As there were a number of different therapeutic approaches identified, 

this suggests that there are not just one or two therapeutic approaches that are the 

standard for working with patients diagnosed with DID, rather different therapeutic 

approaches can be used alongside each other. Participants, as well as the researcher, 

acknowledge that they will use what therapeutic approach or approaches best suits 

their patients’ therapeutic needs. These results also suggest that many different 

therapeutic approaches are utilised by all the participants regardless of their 

professional backgrounds.  

 

5.3 Current Level of Professional Training 

To work therapeutically with patients who have been diagnosed with DID, the 

professional requires a high level of knowledge and expertise in the field of 

developmental trauma. The findings suggest that five participants have an ‘extensive 

level of training’ and nine have a ‘medium level of training’. Overall, 14 out of 17 

participants have a ‘medium to high level of training’ in developmental trauma, DID 

and different therapeutic approaches. One participant reported that they had limited 

training and two others reported that they had no formal training. Participants that work 

in private practice acknowledge that their level of training is quite high and they attend 
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regular training. Figure 19 below demonstrates the current level of professional 

training participants are engaged in.  

 

Figure 19.: The level of professional training that participants have engaged in  
 

The level of commitment that an organisation provides concerning training can often 

impact professionals’ ability to work with their patients. The results indicate that 

government organisations are not as committed to specialist training for their staff in 

trauma and dissociative disorders, like DID. There was a mixture of responses to this 

question from participants working in government and non-government organisations. 

Two participants working in a government or non-government organisation reported 

that their service is ‘committed to training’, whereas two others reported that their 

government organisation is not committed to training. The rest of the participants 

indicated that their organisation was ‘very committed’ to training. These findings 

indicate that commitment to training within a government or non-government 

organisation can vary and in some cases be limited.  
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5.4 Level of Therapeutic Treatment Available 

The opinion of the majority of participants is that even though there are several 

different therapeutic approaches, the therapeutic treatment for patients diagnosed with 

DID is quite limited. As Figure 20 below indicates, only one out of 17 participants who 

completed the survey believe that there is a ‘high level of treatment available’, six 

believe that there is an ‘adequate level of treatment’ available, nine felt that there is a 

‘limited level of treatment’ available and one reported that they felt there is ‘no 

treatment’ available’. These results suggest that the level of therapeutic treatment is 

‘not adequate’ and in most cases ‘limited’, a feeling reflected by participants working 

in private practice, government and non-government organisations. It is interesting to 

note that one participant who felt there was ‘no therapeutic treatment available’ works 

in a mental health setting. The limited availability of therapeutic treatment is evident in 

that patients diagnosed with DID are more likely to access therapeutic treatment from 

professionals working in the private sector rather than the public health sector. This 

point is confirmed in the small amount of data gathered, indicating that private 

practitioners are actively involved in providing therapeutic treatment for patients 

diagnosed with DID.  
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Figure 20. The level of therapeutic treatment available for DID patients in different 
settings 
 

 

 

5.5 Level of Organisational Support for DID Patients 

The lack of therapeutic treatment for patients diagnosed with DID may have a direct 

link to the almost non-existent organisational support. Data provided a mixed response 

to this survey question. For example, the research question elicited eight responses, 

two each for ‘extremely supportive’, ‘very supportive’, ‘limited support’ and ‘not 

supportive’. Participants who responded with ‘limited support’ and ‘not supportive’ 

work in a government organisation indicates very limited therapeutic treatment for 

patients. Figure 21 below clearly demonstrates this mixture of responses. Nine of the 

17 participants did not respond to this question as they work in private practice.  
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Figure 21. The level of organisational support for professionals working with DID 
patients 
 

Working as a social worker with traumatised patients, the researcher has experienced 

similar issues and responses from mental health services. Indeed, she has observed 

that mental health often does not acknowledge DID. Their lack of acknowledgement 

dismisses the impact of early developmental trauma and the creation of DID as an 

early coping mechanism that patient use to survive the trauma they experienced 

during the critical years of early brain development. The level of support provided for 

patients diagnosed with DID is thus minimal and sometimes non-existent. The 

researcher concurs with this point and is aware of patients presenting to emergency 

departments and often being misunderstood or ignored and discharged without any 

assessment of their psychological state and without relevant referrals.  
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5.6 How Well DID Patients are Managed in Organisations  

Organisational support is an important requirement for professionals working with 

patients diagnosed with DID. However, the way that an organisation manages patients 

diagnosed with DID can have a direct impact on the therapeutic outcome. For 

example, two participants reported that their organisation’s management of patients 

diagnosed with DID was ‘very satisfactory’. One of these works both in private practice 

and a private hospital setting where patients are provided with in-patient and out-

patient treatment. Five participants working across private practice, government and 

non-government organisations responded that patients are ‘managed satisfactory’. 

Two others working in private practice and a government organisation reported that 

patients diagnosed with DID are ‘not satisfactory’ managed. The overall results 

presented in Figure 22 below indicate that government organisations do not manage 

patients diagnosed with DID very well and mental health services are somewhat 

remiss in their management of patients who present with dissociative symptoms or 

have a diagnosis of DID. Eight participants who work in private practice did not 

respond to this question as it was not relevant to them. 

 

Figure 22. How well participants thought DID was managed in their organisations 
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5.7 Organisational Commitment to Ongoing Training and Research 
in the Treatment of DID  
 
Organisational commitment to ongoing training and research into the treatment of DID 

is important to ensure that appropriate treatment for patients diagnosed with DID is 

available. Figure 23 below suggests that organisational commitment to ongoing 

training and research is lacking. Only seven of the 17 participants were able to answer 

this research question, since they were working in a government or non-government 

organisation. One participant acknowledged that their organisation was ‘very 

committed’ to ongoing training and research, two reported their organisation was 

‘committed’ and four reported their organisation was ‘not committed’. Given that 

participants who answered this question mainly work in a government organisation 

and will have initial contact with patients, the lack of commitment to ongoing training 

and research into the treatment of patients diagnosed with DID can have a significant 

impact on patients’ recovery and opportunities to improve their psychological 

wellbeing. 

 

 

Figure 23. The commitment of organisations to ongoing training and research in the 
treatment of DID. 
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5.8 What is Lacking in the Management of DID  

The management of patients diagnosed with DID requires a high level of training, 

organisational support and ability to manage their psychological needs. To ensure that 

the patient’s needs are met, the researcher included a question enquiring about what 

participants consider to be lacking in the management of patients diagnosed with DID 

in Australia today. Sixteen out of 17 participants reported that adequate service 

provision was an issue and 13 reported that adequate training and treatment was 

lacking in organisations, such as the public health sector. These results are presented 

in Figure 24 below and suggest a lack of adequate service provision for patients 

diagnosed with DID across Australia and a lack of appropriate, specialised and 

affordable training for public health professionals who have direct contact with these 

patients. Another issue identified is that the public health sector needs to be more 

prepared to fund specialist trauma training for all staff so they can manage patients 

who present regularly with complex trauma symptomatology. 

 

 

Figure 24. What participants consider lacking in the management of DID in Australia 
 Note. n=17; includes multiple responses 
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Even though there is some good training available, most participants felt that there is 

still a considerable gap in service provision, treatment and training for a large 

percentage of professionals, particularly those working in the public health sector who 

may be confronted with a patient displaying dissociative symptoms consistent with DID 

on a regular basis. It can be argued here that there is a lack of appropriate treatment 

available in government and non-government organisations across Australia and this 

is having an impact on the appropriate diagnosis and management of patients who 

present to government and non-government organisations for support.  

 
 

5.9 Social Work – Perspective of Management, Service Provision and 
Training 
 

Social workers use many different types of therapeutic treatments when working with 

patients diagnosed with DID. Table 8 below displays a list of therapeutic treatments 

that social workers use and find beneficial when working therapeutically with patients 

diagnosed with DID.  

Table 8 

Therapeutic Treatments and Beneficial Treatments 

Trauma Informed Therapy 

Narrative Therapy 

Grief and Loss Therapy 

Play Therapy 

Gestalt Therapy 

Body Psychotherapy 

Trauma Focused CBT 

CBT 

Psychotherapy 

Somatic Trauma Therapy 
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Even though social workers utilised many of the therapies in Table 8 above they 

reported that there is an issue around the availability of therapeutic treatment for 

patients diagnosed with DID. Indeed, there were a couple different opinions regarding 

this issue. The social workers reported two different views, one that the level of 

therapeutic treatment available was ‘not adequate’ and that there is ‘an adequate level’ 

of therapeutic treatment. The reason there is a lack of therapeutic treatment available, 

is in part, due to the lack of organisational support for professionals working with 

patients diagnosed with DID. This view was confirmed by one social worker who felt 

there was no support, however another felt there was some support and a third felt 

they were very supported by their organisation in their work with patients diagnosed 

with DID. These three different responses suggest that there is inconsistency in the 

level of organisational support, therefore impacting the availability of appropriate 

therapeutic treatment. This view was also reflected in the responses of other 

participants who engaged in this research.  

 

The lack of therapeutic treatment was further reflected in how well patients diagnosed 

with DID are managed within an organisation. The social workers provided different 

answers to this question. Three indicated that organisations only managed patients 

diagnosed with DID to a ‘satisfactory’ level, one reported that their organisation was 

‘committed’ to ongoing training and research and one reported that their organisation 

was ‘not committed’. These varying answers suggest that there is not adequate 

service provision, treatment and training in trauma and dissociation. Overall, social 

workers’ responses indicate that there is dissatisfaction with management of DID and 

more available treatment is essential for the management of patients diagnosed with 

DID. This view was acknowledged by all participants.  
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As a social worker, the researcher utilises several therapeutic treatments identified by 

participants. For instance, Trauma Informed T5herapy, TF-CBT, Narrative Therapy, 

psychotherapy and CBT. As part of the therapeutic process she provides educational 

information relating to the trauma patients have experienced. This educational 

information can provide the patient with knowledge and understanding of the dynamics 

behind the trauma they have experienced, their PTSD response and assist them to 

develop strategies to manage the PTSD responses more effectively. The researcher 

believes social workers need to be well educated in early developmental trauma, child 

development, early brain development and have a sound understanding of trauma and 

DID. A commitment to ongoing learning and acquiring knowledge and skills is 

essential. This knowledge would better equip them to work therapeutically with 

patients diagnosed with DID.  

 

The social workers acknowledged that they have a ‘medium level’ to ‘no formal’ 

training in DID. It is therefore important to acknowledge that training occurs in different 

ways. For instance, workshops, conferences or academic study. Each of these 

different forms of training provide opportunities to develop different kinds of knowledge 

and skills. Given the perceived lack of adequate training identified by the social 

workers, it is perhaps important to review what training is occurring in universities to 

prepare social workers to work in the trauma field. The lack of adequate training was 

also identified by other professionals who participated in this research project.  

 

Social workers’ experience of working with patients diagnosed with DID is not that 

dissimilar to other participants (psychologist, psychiatrist and the mental health nurse) 

in this research. However, what is noteworthy here is that social workers would benefit 
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from more training in DID and support from organisations in which they work. Ongoing 

commitment to training and research within an organisation would go a long way 

towards improving the management of DID in Australia.  

 

5.10 Conclusion 

This chapter presented the results of the survey relating to the therapeutic 

management of patients diagnosed with DID, the different types of therapeutic 

approaches used by participants and the researcher and which ones were beneficial 

in the treatment of patients. The therapeutic approaches that were identified as most 

beneficial were TF-CBT and psychotherapy, even though participants demonstrated 

a usage of a wide range of therapies. Results further indicated that the current level of 

therapeutic treatment available is not adequate. Participants who worked in 

government and non-government organisations indicated little organisational 

commitment to ongoing training and research into the treatment of DID. In addition, 

service provision and therapeutic treatment available to patients diagnosed with DID 

is inadequate. Social work involvement in the management of DID demonstrated a 

similar view to that of other professional groups. Social workers indicated a range of 

therapeutic treatments that can be used that are beneficial for the patient and that 

organisational support and commitment to ongoing training and research is 

inadequate. The researcher commented on the outcome of the survey and 

acknowledged from her professional experience that there are gaps in service 

provision, availability of training and therapeutic treatment for patients diagnosed with 

DID.  
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CHAPTER 6 

INTERVIEW FINDINGS 

6.1 Introduction 

This chapter presents the qualitative data gathered during the semi-structured 

interviews. The interview questions focused on eliciting interviewees’ thoughts relating 

to their understanding and opinion of DID, their understanding of the causal link 

between trauma and DID and their views on early developmental trauma and early 

brain development. The interview process also enquired about interviewees’ views on 

the level of training available for professionals working with patients diagnosed with 

DID, what they consider are the current levels of service provision available for 

patients and what they consider to be the current gaps in the management of patients 

diagnosed with DID. The researcher has provided comments and observation where 

relevant throughout this chapter.  

 

6.2 Understandings and Opinions of DID 

The interviewees who participated in the semi-structured interviews were two social 

workers, one psychiatrist, one psychologist and one mental health nurse. The 

qualitative questions used in the interviews enquired about their views of DID, their 

opinions of the management of DID and what they felt needed to occur to improve the 

management of DID. A range of answers to each question were provided that were 

either individual or similar to other interviewees. During the interviews they were asked 

about their understandings and opinions of DID. This question produced some 

interesting answers. For example, one interviewee, who has extensive experience 
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working in the field of complex trauma and with patients diagnosed with DID, provided 

the different aspects of DID: 

“DID is a well-represented constellation of symptoms associated with ongoing 

severe child abuse, starting at an early age and usually in a family setting and 

usually in a situation where there is no immediate way of escaping their 

environment. It actually makes logical sense that for a child to survive killing 

themselves or going crazy, they find a way to not be there. From my 

perspective, I do not find DID is particularly unusual. I think psychiatry is full of 

them. Very unusual syndromes, it is sought of interesting this one is being 

picked on more than most as being seen as controversial or unusual in its 

phenomenology. Dissociation is something that is a wide spread phenomenon, 

not that most persons that dissociate have DID, but to some degree we all have 

the capacity to switch off or to be totally absorbed or be disconnected in terms 

of input with the environment. When people are subjected to some form of 

ongoing trauma that they cannot escape, usually at the hands of someone who 

is a major care giver, they will find ways of psychologically not being there” 

(Participant I-19).   

 

This interviewee’s view of DID provides an explanation of how DID can develop and 

that it makes logical sense given the horrific nature of the abuse a child is subjected 

to without a way of escaping the abuse. The explanation is thought provoking, 

informative and provides a wide range of detail relating to the psychiatric disorder of 

DID. Many authors have noted that dissociation allows the child to remove themselves 

consciously from the trauma so that they can psychologically survive (Middleton, 2011; 
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Perry et al., 1995; van der Kolk, 1997). Dissociating from the trauma is a way of 

escaping the abuse. This interviewee confirms that, to not be psychologically present, 

the child will dissociate. Another interesting point made by this interviewee is that DID 

is, “picked on more than most as being seen as controversial or unusual in its 

phenomenology”, that, “psychiatry is full of them” and DID “…actually makes logical 

sense…” (Participant I-19, psychiatrist).  

 

Other interviewees provided the following statements relating to their opinion of DID:  

 

“Patients use dissociation as a way of trying to filter out what they are 

experiencing and as an essential survival skill. However, DID can leave them 

very vulnerable and compromises their ability to cope in so many ways in their 

lives” (Participant I-18, social worker) 

 

“It seems to fit with the general developmental theories around these days, that 

DID patients are at the more severe end of the spectrum and I see it as a 

continuum, they are disconnected, that the parts can be much more 

disconnected than would normally be the case…Basically, DID is an adaptive 

response, impinging environment or traumatic environment to allow the child to 

find some way to go on existing/surviving in that environment” (Participant I-20, 

psychologist) 

 

“DID is probably the closest to, and fits better, however I do not think it is exactly 

right. Patients just see it as a trauma, it disrupts their lives, they are not able to 

move forward as they are held up by these awful things that have happened to 
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them and dissociating is a way of keeping them alive” (Participant I-21, social 

worker) 

 

“Love it. It makes sense that this is going on” (Participant I-22, mental health 

nurse) 

 

The interviewees’ opinions reflect that they are currently working with patients 

diagnosed with DID. Each of the interviewees’ regardless of their professional 

background, provided similar views on the diagnosis of DID. Furthermore, each of the 

interviewee’s opinion of DID was similar, in that they stated that it was not usual, it 

made logical sense, it seemed to fit, it is an adaptive response that helped the patients 

survive and it was not a usual response (Participants I-18, I-19, I-20, I-21, I-22). 

However, Participant I-21, a social worker, provided a different opinion from the other 

interviewees, stating that “…the label fits but is not exactly right”. This interviewee 

explained that patients told her that they just see it as trauma, a disruption to their lives 

and they are not able to move forward as a result of the trauma they have experienced. 

For these patients, even though dissociating has prevented them from self-harming, it 

is a coping strategy which keeps them alive, they view it as a trauma symptom 

secondary to a diagnosis of DID and the only way of explaining the impact.  

 

To understand DID, one interviewee provided some interesting information about 

medical scans that can confirm the existence of DID: 

 

“When a child is exposed to trauma and is chronically dissociating, this can be 

observed through the use of a functional MRI scan that the person has DID and 
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is switching between different states…it sounds kind of weird that you can 

actually diagnose DID by looking at person’s MRI scan and in the same vein, 

you can distinguish by looking at the person’s MRI scan and identify if the 

person is faking DID” (Participant I-19, psychiatrist) 

 

The theory behind the use of MRI scans is well documented in the literature. An fMRI 

scan can detect the chemical change in a person’s brain when they are switching and 

reliving a memory (Hughes & Shin, 2011; van der Kolk, 2015). According to the 

literature, the MRI scan can detect the reduction in the size of the amygdala, 

hippocampus and parahippocampus when the person is triggered, re-experiencing the 

trauma or switching (Krause-Utz et al., 2017). The use of a fMRI is perhaps a useful 

way of diagnosing DID and may explain the link between early developmental trauma 

and how early trauma can impact early brain development.  

  

6.3 Understandings of Casual Link between Trauma and DID 

During the interviews, the researcher enquired about interviewees’ understanding of 

the causal link between trauma and the psychiatric disorder DID. Three interviewees 

provided an opinion relating to their professional experience and knowledge of trauma:  

 

“Trauma is a major player in the development of DID, however, not everyone 

develops DID from experiencing trauma. I feel there is a causal link between 

trauma and the creation of DID” (Participant I-18, social worker) 

 

“Basically, a protective part of the neurobiological or interpersonal survival 

system…it is an adaptive response to a traumatic environment that allows the 
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child to find some way to go on existing in that environment” (Participant I-20, 

psychologist) 

 

“Trauma is a major player in the development of DID, that it just makes sense 

and leads to the fragmentation of self from self and others. To dissociate is a 

protective part of the neurobiological or interpersonal survival system and DID 

is an adaptive response that allows the child to find some way of going on 

existing in a traumatic environment” (Participant I-19, psychiatrist) 

 

“Seems to me that it just makes sense and it has been my experience that the 

disorder leads to the fragmentation of self, from self and others” (Participant I-

22, mental health nurse) 

 

Regardless of their professional background each interviewee demonstrated an in-

depth understanding of the link between trauma and the creation of DID. The 

interviewees’ comments indicate that they felt there is a definite link between trauma 

and the development of DID and that dissociation allows the child to survive the 

psychological impact of early developmental trauma. However, in contrast to this, 

Participant I18 made a valid point above that not all people who experience trauma 

will develop DID. The biggest factor that contributes to the development of DID, is that 

the child experiences severe, chronic and ongoing abuse before the age of eight years 

(Middleton, 2011). The responses provided here by all the interviewees demonstrated 

that they had a sound understanding of the casual link between early developmental 

trauma and the reason DID occurs.  
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Further to this, early developmental trauma impacts the biological, neurological and 

psychological development of a child. The degree of impact can be dependent upon 

the severity of the trauma, the age at which it occurs and whether it occurs throughout 

childhood. Early developmental trauma can in some cases result in the child using 

dissociation as a way of coping with the horror of the abuse. Early developmental 

trauma can disrupt early brain development and cause significant neuropsychiatric 

symptoms later in the person’s life, with DID being one of the psychiatric disorders that 

can occur (Coates, 2009; Herman, 1992; Middleton, 2011; Perry et al., 1995; van der 

Kolk & van der Hart, 1999). These interviewees concur with the literature that trauma 

can play a major role in disrupting the normal progression of brain development and 

as a result of the trauma the child uses dissociation as a way of coping and a way of 

protecting themselves psychologically from the traumatic experience.  

 

The researcher has experience working with patients diagnosed with DID and similarly 

claims that there is a causal link between early developmental trauma and the 

development of DID as a coping mechanism. The researcher’s patients have 

described very early, severe, chronic and ongoing trauma before the age of six-eight 

years. The abuse these patients experienced was extremely traumatic and 

dissociation was the only way for them to escape and remain psychologically intact. 

The researcher has always viewed the impact of early developmental trauma from a 

child developmental perspective; that is the disruption to the child’s developmental 

milestones, their stage of psychosocial development from age 0-12 years and how 

trauma impacts early brain development. Early developmental trauma can either result 

in the child using hyperarousal or dissociate as an early adaptive way of dealing with 

the overwhelming trauma they are experiencing (Coates, 2010; van der Kolk & van 
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der Hart, 1999). When dissociation is used so young as an adaptive response, there 

is the possibility that DID will be the outcome and the trauma will affect the normal 

progression of early brain development. In some cases, if the abuse continues into the 

patients’ adulthood and they have used dissociation as a way of coping in childhood, 

they will continue to use dissociation as an adult to deal with further incidences of adult 

sexual assault and overwhelming life stressors.  

 

6.4 Early Developmental Trauma and Early Brain Development  

Literature informs us that the development of DID occurs as a result of very early, 

severe, chronic and prolonged childhood abuse. This research explored interviewees’ 

understandings of the effects of developmental trauma upon very early brain 

development, which elicited a range of answers depending upon their professional 

backgrounds. The different answers confirmed that trauma will affect and change the 

brain structures; that trauma can have a detrimental effect upon brain development; 

that early CSA and other forms of child abuse such as physical, emotional and neglect 

can affect early brain development. Early trauma can also impact the child’s sense of 

self and how they view the world (Coates, 2010; Herman, 1995; Perry et al., 1995). 

The researcher noticed that the effects of early developmental trauma continues to be 

an issue for adult survivors and they often report that they do not know ‘who they are’ 

and they view the world in a different way to those who have not experienced early 

developmental trauma. Two of the social workers and the mental health nurse, stated 

that trauma affects the structure of the brain at the neurological level and has a 

detrimental effect on early brain development (Participants I-18, I-21, I-22).  
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Apart from the interviewees’ and the researcher’s understanding of the concept of DID, 

there is plethora of literature about early developmental trauma, the impact of such 

trauma on early brain development and the possibility of DID being the outcome of the 

trauma. Several authors have noted that early developmental trauma can have a 

profound impact on the development of the child’s cerebral cortex, hippocampus and 

limbic systems and can disrupt the normal progression of early brain development 

(Coates, 2010; Perry et al., 1995; van der Kolk & van der Hart, 1999). This was 

validated by the interviewees, in that they considered developmental trauma plays a 

major role in the development of DID as a coping mechanism during the child’s critical 

years of early brain development. Furthermore, literature supports the notion that early 

traumatic events can impact severally on the early brain development of a child and 

have a detrimental effect later in their adult life. For instance, many patients experience 

anxiety, depression, nightmares, night terrors, flashbacks, hypervigilance, ongoing 

insomnia, suicidal ideation, self-harm and low self-esteem/worth/confidence. These 

symptoms are consistent with PTSD. Due to the impact of the trauma upon early brain 

development, these symptoms can be more amplified in patients diagnosed with DID 

and they are more likely to experience complex PTSD (Bremner et al., 2005; Herman, 

1992; Middleton & Butler, 1998). Authors such as Perry et al. (1995), Coates (2010) 

and van der Kolk and van der Hart (1999) claim that experiencing early trauma disrupts 

experienced-dependent neurochemical signals during the child’s early brain 

development, which can cause significant neuropsychiatric symptomatology that may 

not be reversable. This can be the case when early severe and prolonged abuse 

occurs during early childhood when the brain is developing.  
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From a developmental perspective, the researcher has observed the impact that early 

developmental trauma can have on psychosocial development. Erik Erikson’s 

psychosocial theory argues if we do not successfully move through the early stages 

of psychosocial development (ages 0-12 years) there can be an effect on the way we 

think, act and deal with life stressors (Burger, 2008; Kaplan, 1986; Pervin & John, 

2001). The researcher observed that when a patient has been triggered or is stressed, 

their cognitive thought patterns, core beliefs and lack of ability to regulate their 

emotions are highly reduced and they struggle to cope. The patient during these times 

struggles to deal with and reverse the negative impact that trauma has on the early 

stages of psychosocial development. The trauma they have experienced results in 

PTSD, therefore they struggle to psychologically manage the level of stress or stimulus 

and their emotional reaction to the situation.  

 

The complexities involved in dealing with the impact of early developmental trauma 

and the development of DID are multilayered. The researcher found that utilising 

different therapeutic approaches, such as trauma-informed CBT, psychotherapy, 

Narrative Therapy and providing educational information relating to the trauma 

experience and impact of the trauma can be extremely beneficial. The use of these 

therapeutic approaches has assisted the patient to reduce their suicidal ideation, need 

for hospitalisation, increased their ability to manage their PTSD responses more 

effectively and improve their overall psychological wellbeing. The researcher observed 

that the therapeutic relationship has been the core milestone to create improvement 

and increase the patient’s wellbeing. Being ‘personable’ and willing to listen are two 

important aspects of the therapeutic relationship and ensure that a good therapeutic 

alliance is established.  
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6.5 Professional Training  

Adequate and ongoing training is essential for all professionals working with patients 

diagnosed with DID. The interviewees had a somewhat mixed response and view of 

the level of training available, how useful it is and what other training opportunities 

would be beneficial:  

 

“She has stopped going to conferences as the information is often repeated 

and she feels she needs to look for more skill-based training…She would be 

concerned if all new psychologists were not aware of DID and provided training 

relating to complex trauma” (Participant I-20, psychologist) 

 

This interviewee’s main area of concern is to ensure, at university level, trauma-based 

training is a core area of study in professional areas such as social work, psychology, 

psychiatry, medicine and mental health nursing courses. The need for such study 

highlights the importance DID plays at even the basic level of understanding at the 

start of one’s career. The other main issue of this interviewee is the repetitive nature 

of established training available, that of conferences. The interviewee mentioned that 

to improve what is presented at conferences, “skill-based” training would perhaps 

reduce the repetitive nature of revisiting already acquired knowledge and allow for the 

development of advanced professional skills.  

 

The researcher agrees that often training and conferences can be repetitive in what is 

presented and after being in the trauma field for almost 20 years, the level and 

standard of training is often ‘pitched’ too low for experienced practitioners. More 

experienced professionals are drawn to international conferences that offer a high 
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level of training. In saying this, it is great that professionals have the opportunity early 

in their career to attend conferences where the presenters are international experts in 

the field of trauma. These conferences can be invaluable for acquiring up-to-date 

information, developing knowledge and networking with other professionals working 

in the trauma field in Australia.  

 

One interviewee (the psychiatrist), reported that there are international conferences 

annually in Australia and the speakers are sourced from overseas, usually the USA. 

Interviewees reported that some conferences in Australia are organised by the Delphi 

Centre. The International Society for the Study of Trauma and Dissociation (ISSTD) 

also conducts conferences in Australia. These conferences provide excellent 

professional training relating to dissociation and complex trauma. Apart from these 

ISSTD conferences, other conferences are held in different locations globally each 

year. Professionals in Australia can also access a number of Webinar training 

sessions each year that are focused on complex trauma and dissociation. As 

suggested by some of the interviewees and supported by the researcher, there is a 

need for more practical application training for professionals working in the trauma 

field for some years.  

 

 

6.6 Management of DID in Australia 

The researcher was interested in interviewees’ views on the management of DID in 

Australia. To elicit their opinion, she enquired what they thought were the gaps in 

service provision for patients diagnosed with DID, their response was as follows:  
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“A lot of professionals do not understand DID, they are looking at it from a 

behavioural or medical model and they come from a fear-based approach” 

(Participant I-22, mental health nurse) 

 

“There was a lack of funding for specialised clinics, the Mental Health Better 

Access scheme is not set up to deal with patients with complex trauma and the 

number of psychiatrists working with DID patients is somewhat limited” 

(Participant I20, psychologist) 

 

“The public mental health systems are more focused on the management of 

serious mental illnesses like schizophrenia and Bio-polar. DID and other mental 

health conditions are not provided the same level of service even though the 

symptomatology is just as lethal in terms of the likelihood of the patient suiciding 

and not psychologically coping. In the public health sector staff often change 

every six months, there is a constant change of registrar, the patient is often 

told that they do not have a serious mental illness and there is nothing that can 

be done for them, but that they have something, but there will not be a 

permanent case manager or permanent therapist available” (Participant I19, 

psychiatrist) 

 

As Participant I-22 mentioned above, when DID is only looked at from a behavioural 

or medical model the developmental trauma experienced by the patient can often be 

minimised and/or not taken into account. The professional’s reaction may be 

determined on how they view the diagnosis of DID and whether they react from a fear-

based approach or from informed knowledge. The researcher believes that it is 
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essential that professionals working with traumatised patients are well informed and 

trained in early child development and the impact that early developmental trauma can 

have on early brain development, developmental milestone and psychosocial 

development. Acquiring this knowledge can provide the professional with a solid 

framework from which to work with traumatised patients. This would apply to social 

workers working with trauma and patients diagnosed with DID. The researcher 

believes that social workers can bring a humanistic and holistic approach to patients 

diagnosed with DID.  

 

The Mental Health Better Access scheme was set up to deal with mental health that 

would only require a few counselling sessions to resolve. As stated by one of the social 

workers, it was not set up to deal with complex trauma and the need for long-term 

counselling (Participant I-20). The therapeutic needs of a patient who has experienced 

early developmental trauma and been diagnosed with DID can involve years of 

therapeutic treatment and may involve the input of several different professionals.  

 

Participant I19’s above comments suggested that the public health service does not 

always acknowledge DID, that they are only focused on other symptoms relating to 

mental health disorders and often ignore the symptoms of patient diagnosed with DID. 

The constant change of mental health staff can be a major issue for patients diagnosed 

with DID and can impact their healing progress. Patients who experience childhood 

trauma can have an issue with trust and abandonment, so the frequent change of 

nursing staff, psychiatrists, social workers or psychologists can be a major issue. The 

interviewee further commented that patients diagnosed with DID experience a range 

of symptomatology often similar to other mental health disorders, such as suicidal 
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ideation, anxiety, depression, nightmares, flashbacks, night terrors, insomnia and self-

harming behaviours. One interviewee acknowledged that DID can often be quite 

difficult to recognise and this lack of recognition can be due to a lack of knowledge 

and training relating to DID. Where this is the case, mental health professionals may 

not be open minded to the possibility of DID and not recognise DID symptoms, 

resulting in patients not being afforded the appropriate assessment or referral for 

therapeutic treatment.  

 

When considering the management of patients diagnosed with DID, there needs to be 

some consideration regarding the crossover of symptoms that DID patients present to 

mental health services. The crossover of symptoms of dissociation and complex PTSD 

may impact significantly upon mental health professionals’ ability to accurately 

diagnose whether the patient has a dissociative disorder, such as DID or complex 

PTSD. What needs to be acknowledged is that mental health professionals are not 

always adequately trained in the impact and psychological effects of early 

developmental trauma, complex trauma or dissociative disorders such as DID. The 

literature recognises that it is essential for mental health professionals to understand 

the symptomatology of DID and that DID is the result of experiencing early 

developmental trauma (Coates, 2010; Teicher, 2002; Teicher et al., 2003). These 

findings suggest that mental health staff have limited access to specialised training in 

early developmental and complex trauma. This lack of training can impact their ability 

to identify or have an open mind to the psychiatric disorder DID.  

 

The reluctance in diagnosing DID in some professions can result in the patient not 

receiving appropriate therapeutic support. The reluctance to diagnose DID is historical 
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and stems from beliefs held by some professionals and is highlighted in a study 

undertaken by Pope et al. (1999). In this study only one third of psychiatrists who 

participated felt that DID should be included in the DSM-V. As recently as 2016, in the 

article written by Brand et al. (2016), several myths were explored relating to the 

validity of DID and that DID was still a debatable psychiatric disorder in some 

professions. Diagnosing DID can be problematic when many of the symptoms of DID 

can be similar to other mental health conditions, and perhaps herein lies the difficulty 

in being able to make an accurate diagnosis (Middleton, 2011, 2013b). Middleton 

(2011) writes that mainstream health services can be reluctant to deliver the necessary 

psychiatric treatment for patients who present with a history of early, severe, chronic 

and prolonged CSA and chronic traumatisation. This point was reflected in the findings 

and opinions provided by interviewees. The similarities in symptoms can impact the 

diagnosis of DID and the diagnostic conundrums so frequently observed across our 

mental health services in Australia, that of patients moving in and out of the mental 

health system without being accurately diagnosed for quite a length of time.  

 

 

6.7 Lack of Service Provision  

Coinciding with the lack of service provision is the issue of whether we have adequate 

treatment available for patients. The following comments on this issue were made by 

interviewees: 

 

“There are a lot of very talented people in the trauma field in Australia and in 

the past, we had to scratch around for an appropriately trained professional to 

work with a DID patients, but today there is actually a larger group of talented 
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professionals who are out there working therapeutically with DID patients…We 

need to put a lot of attention towards training all professionals who are working 

with patients who have a complex trauma history, who have been diagnosed 

with DID and associated mental health issues. We need more appropriate 

inpatient facilities like the TDU…that are well staffed with well-trained 

professionals” (Participant I-19, psychiatrist) 

 

“Let’s just not go there…We need to educate anyone involved in dealing with 

people with mental health issues and trauma backgrounds. It would be 

important to educate general practitioners about complex trauma and DID. 

Often the patient seeks support from the GP’s. GP’s are not necessarily trained 

in complex trauma and the psychological impact that early developmental 

trauma can have on brain development and the patient’s psychological 

response later on in life. GP’s often diagnose the patient with PTSD” 

(Participant I-20, psychologist) 

 

“We are getting better, but the affordability of appropriate treatment for DID is 

an issue…It would be useful for professionals to understand more of the 

patients’ stories and what therapeutically works best for them (Participant I-22, 

mental health nurse) 

 

All interviewees acknowledged that treatment for DID patients is limited or non-existent 

in the public mental health sector. Participant I-22 above suggests that GP’s require 

increased knowledge in this area, given that GPs are often the first contact the patient 
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makes to improve their mental health. It is therefore vital to take note of this potential 

area of improvement and training. However, the findings suggest that there is a lot 

more treatment available for patients. Several interviewees mentioned that they were 

aware of, or had patients that have attended, one of the only Trauma and Dissociative 

Units (TDU) we have in Australia (Participants I-18, I-19, I-20, I-21 & I-22). The TDU 

is the only dedicated inpatient facility of its kind in Australia that provides inpatient 

treatment for patients and an outpatient program for DID patients living in and around 

the local area. It was acknowledged by all interviewees that it would be useful to have 

more TDU established across Australia and run by well trained and motivated 

professionals (Participants I-18, I-19, I-20, I-21 & I-22). The lack of this type of facility 

across Australia can be seen as a major gap in the availability of adequate treatment 

for patients diagnosed with DID. These findings indicate that there are many 

professionals working in private practice, such as social workers, psychologists and 

psychiatrist, who are providing therapeutic treatment for patients diagnosed with DID.  

 

The interviewees commented that DID is often not recognised or acknowledged by 

some psychiatrists working in the mental health system, that DID is seen as a 

controversial disorder, that some psychiatrists are reluctant to diagnose and provide 

treatment for patients diagnosed with DID. Without the recognition and appropriate 

treatment to address the symptomatology of DID, the patient will not be afforded the 

necessary support and intervention to deal with the trauma they have experienced and 

be able to improve their psychological wellbeing. A lack of acknowledgement by 

organisations can also affect the level of knowledge and expertise that mental health 

professionals can acquire to identify DID symptomatology of patients that present to 

mental health services with an early developmental trauma history. This situation 



195 | P a g e  
 

demonstrates that the diagnosis of DID is controversial amongst psychiatrists and can 

impact on the patient being able to obtain appropriate therapeutic treatment.  

 

The researcher concurs with interviewees and has experienced similar responses 

from psychiatrists. For instance, the researcher has experienced two psychiatrists 

diagnosing the same patient with two different psychiatric conditions. The primary 

psychiatrist diagnosed the patients with DID and the other psychiatrist that the patient 

saw for a few appointments, diagnosed the patient with BPD and refused to 

acknowledge the primary psychiatrist’s diagnosis of DID. The reluctance to 

acknowledge DID can be problematic for patients and impact the type of treatment 

they receive.  

 

The researcher asked the interviewees what they thought we can do better in the 

assessment and management of patients diagnosed with DID. They highlighted that 

the public health sector lacks adequate training, understanding of the symptomatology 

of DID and is not always prepared to provide appropriate support to patients. This is 

of major concern, given that the higher percentage of patients, at one time or another, 

will have direct and often ongoing involvement with the mental health team in their 

local area. These interviewees all suggested that mental health professionals need to 

have adequate training in complex trauma, DID and all associated symptomatology 

that relates to childhood trauma (Participants I-18, I-19, I-20, I-21 & I-22). Even though 

these interviewees felt that the public health sector needs more adequate training and 

understanding of the symptomatology of DID, it is important that all professionals, 

regardless of their professional discipline, are well informed. The researcher concurs 

with the interviewees’ points of view here and feels that with improvement in training 
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and knowledge the public health sector would be better equipped to manage patients 

diagnosed with DID. 

 

6.8 Conclusion  

This chapter presented interviewees’ understandings and opinions of DID. All the 

interviewees felt that DID was not usual, it makes logical sense and one interviewee 

went as far as to state that psychiatry is perhaps full of them (patients with DID). Other 

interviewees acknowledged that dissociating is a way of filtering out trauma, basically 

as an adaptive response to early developmental trauma. Each of the interviewees’ 

opinions are informed from their professional experience and practice working with 

patients diagnosed with DID. They provided their opinions of their understanding of 

the causal link between trauma and DID, in that early developmental trauma can have 

impact early brain development and play a major role in the development of DID. Even 

though there is training and conferences available in Australia, interviewees reported 

that they did not feel adequate professional training was available to all professionals 

working within the trauma field and that some training was repetitive. Gaps in the 

management of DID were highlighted by all interviewees. They felt that the 

symptomology of DID is not always taken seriously, which can impact the level of 

service provision and treatment that patients diagnosed with DID receive. The 

researcher concurred with interviewees and has also experienced similar issues 

identified by participants. 
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CHAPTER 7  

 

SUMMARY, DISCUSSION, RECOMMENDATIONS 
and CONCLUSION 

 

7.1 Introduction 

This chapter discusses the outcome of the research as it pertains to the research 

question, the views of participants and gaps that currently exist in the management of 

DID. Comments relating to the analysis of data from the survey and the semi-

structured interviews are discussed concerning those involved in the therapeutic 

treatment of patients diagnosed with DID and related improvements. The information 

relates to the views of the participants and is thus limited to the size of the study. This 

chapter also includes what the researcher observed and her lived professional 

experience concerning the management of DID. Where gaps have been identified in 

the management of DID, several recommendations for further research are suggested.  

 

7.2 Summary and Discussion  

The researcher undertook a small exploratory study into the management of DID in 

Australia. Data was collected via a survey and interviews with a small sample of 

professionals from psychiatry, social work, psychology and mental health nursing 

backgrounds. These participants identified several significant gaps relating to the 

management of DID and positive changes and developments in the understanding 

and management of patients diagnosed with DID in Australia. The researcher found a 

difference in opinions between participants dependent upon their professional 
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background, years of experience and expertise working with patients diagnosed with 

DID.  

 

Findings show that social workers and psychologists are working in equal proportion 

with patients diagnosed with DID and play an active role in the trauma field. However, 

this may not be the view of other professionals such as general practitioners (GPs), 

mental health workers and psychiatrists, who often consider psychologists are the 

‘preferred professionals’ when referring patient for trauma related therapy. It is 

therefore important to find a therapist who is well trained and experienced in working 

with developmental trauma. The general conclusion from the findings is that a therapist 

from either a social work or psychology background can provide the necessary 

therapeutic treatment, if they are well trained and experienced in working 

therapeutically with developmental trauma.  

 

Only two psychiatrists participated in the research, even though the research 

information was widely circulated. The controversial nature of DID as a psychiatric 

disorder means that some psychiatrists do not acknowledge or diagnosed DID. This 

issue can impact on patients and their need for appropriate diagnosis and treatment. 

Through this lack of acknowledgement, the patient’s dissociative symptoms can often 

be minimised by the mental health professional.  

 

The researcher acknowledges that it can often be difficult for some professionals to 

understand and accept that CSA occurs in our society. This is perhaps a bold 

statement. However, the recent outcome of the Royal Commission into Institutional 

Child Sexual Abuse demonstrates the prevalence of CSA in our society for many 
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decades outside of the home. What is noteworthy here, is there has been no 

examination of incestuous or family orientated CSA, therefore the true extent of CSA 

within our society is unknown. From the researcher’s professional experience and 

observations over the last 19 years working with survivors of CSA, incestuous and 

other types of abuse, it is clear that CSA is occurring in significant proportions across 

all areas of our society.  

 

Findings further indicate that the average age of professionals who participated and 

are working therapeutically with DID patients is 45 – 65+ years, with ages 55 – 64 

years heavily represented. These findings show that the majority of participants have 

years of experience, specialised training and have worked with patients with a 

developmental trauma background. Other prominent findings are that three quarters 

of participants are currently working in private practice, have extensive experience and 

training in developmental and complex trauma, along with the capacity, where 

necessary, to work long term with their patients. It is interesting to note that there was 

only one participant aged 35-44 years working in private practice with patients 

diagnosed with DID.  

 

Furthermore, three quarters of participants acknowledged that they were working in 

private practice, whilst the remaining one quarter were either working in a government 

or non-government organisation. Thus, therapeutic work with patients diagnosed with 

DID is predominantly undertaken by private practitioners, either social workers or 

psychologists, within a private practice setting or by psychiatrists in a private hospital 

and/or private practice setting. Moreover, DID patients are being seen across all 

demographic locations.  
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Findings also show that the majority of participants have a well-established level of 

understanding of DID and its causal link to early development trauma. Indeed, they 

reported that trauma plays a significant role in the development of DID, particularly 

CSA. The outcome of this research suggests that very young children may create DID 

as a coping mechanism to survive trauma from severe sexual, physical, emotional and 

ritual abuse and neglect. The effect of very early, chronic and prolonged abuse can 

have an influence on very early brain development, the formulation of a sense of self 

and a long-term psychological impact on the child’s trajectory into adolescence and 

adulthood. Severe physical abuse was identified by two thirds of participants and just 

over one third reported that ritual abuse was the main type that occurred for their 

patients. For those patients who experienced ritual abuse, participants reported that 

they had also been subjected to severe sexual, physical, and emotional abuse, as well 

as neglect. These findings strongly suggest that all forms of childhood abuse can be 

a causal factor in the development of DID during very early childhood. However, what 

is noticeable in the results is that all participants reported that their patients had all 

experienced CSA.  

 

Moreover, the findings show that participants are working with both genders. However, 

ten participants were only working with female patients, seven were working with both 

male and female patients and one participant was also working with a transgender 

patient. The age range that a patient is more likely to enter therapy is between the age 

of 30 – 60 years. Correspondingly, the most common age at which a patient will 

disclose their abuse is between the age of 20 – 49 years, and it is during this age 

range that patients are more likely to enter therapy. Four participants reported that 
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their patients indicated that their abuse has never stopped. These patients were either 

still experiencing ongoing ritual abuse or intergenerational incestuous abuse.  

  

Coinciding with these results is the timeframe and success participants experience 

when working with their patients.  Findings reveal that participants spend 3 – 8 years 

on average working with their patients. The level of success can range from a ‘high 

level of success’, to that of a ‘medium level of success’. Those committed to therapy 

were ‘high’ for thirteen patients and ‘somewhat committed’ for five patients. Patients 

being very committed to therapy equates to participants experiencing a medium level 

of success with them. Participants also identified that they are using a range of 

therapeutic approaches with their patients, including psychotherapy, TF-CBT, Trauma 

Informed Therapy, EMDR, DBT, Narrative Therapy, IFST, Attachment Therapy and a 

psychoeducation approach.  

 

All participants acknowledged a lack of organisational commitment to the management 

of patients diagnosed with DID. A lack of organisational support comes in several 

different forms. For instance, the public health sector’s reluctance to acknowledge the 

diagnosis of DID is impacting considerably on the availability of appropriate services 

to meet the therapeutic needs of patients diagnosed with DID who present to mental 

health services across Australia. What is noticeable here is that all participants, 

regardless of whether they completed the survey or participated in an interview, 

claimed that the public health sector does not necessarily acknowledge, diagnose or 

support patients with DID. What really stands out is the comment made by one 

interviewee, who reported that mental health services often only focus on serious 

mental health illnesses such as schizophrenia, BPD and Bi-polar and ignore the 
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symptomatology or therapeutic needs of patients diagnosed with DID. Mental health 

services do not consider the symptomatology of patients as serious as that of a patient 

with schizophrenia, BPD or Bi-polar, even though the presenting symptoms of a DID 

patient are similar, if not the same.  

 

Alongside this issue is the lack of acknowledgement of DID and service provision for 

patients diagnosed with DID by some psychiatrists and mental health professionals. 

All the participants reported a definite lack of appropriate training for mental health 

professionals and service provision for patients in the public health sector. 

Compounding this issue in the public health sector, is that there is often a change of 

staff and registrar every six months and usually no consistent professional to work 

regularly with patients and no therapeutic treatment provided. For patients 

experiencing major issues with attachment and abandonment, the constant change in 

staff and registrar can be very detrimental to their psychological wellbeing and their 

ability to recover. The lack of recognising DID can result in the patient often ‘bouncing 

around’ the mental health system for many years before there is a possibility of an 

accurate diagnosis of DID. In some cases, the patient may not be accurately 

diagnosed.  

 

What becomes clear from these findings is that those working in private practice have 

less issues acknowledging the existence of DID. Private practitioners understand the 

link between early developmental trauma and the creation of DID as an early survival 

mechanism. Those participants working in private practice felt that the creation of DID 

is not necessarily unusual, that it makes logical sense, that it is a protective 

mechanism, an interpersonal survival system, an adaptive response that allows the 
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child to survive and exist in a traumatic environment. For those professionals working 

in the public health sector, it may be beneficial for them to be afforded the opportunity 

to engage in relevant professional training so they can be better equipped to identify 

and work with patients diagnosed with DID.  

  

Mental health nursing staff are at the forefront of working with patients who present to 

mental health services. However, only one mental health nurse participated, which 

may indicate that mental health nurses are inadequately trained to recognise 

dissociative symptomatology in patients. When a mental health nurse lacks the 

necessary knowledge, the patient’s dissociative symptoms are often missed or ignored 

in favour of a diagnosis of BPD, schizophrenia or Bi-Polar and the patient is not 

provided with the appropriate psychiatric assessment and treatment.  

  

The researcher has experienced this situation on numerous occasions during her 

years working with patients diagnosed with DID. One patient the researcher is 

currently working with was diagnosed with DID by her primary psychiatrist who works 

in private practice and a private hospital setting, yet a psychiatrist that the patient 

infrequently has contact with through the public mental health service has diagnosed 

her with BPD. These two different psychiatric diagnoses are not useful in terms of this 

patient’s therapeutic process, particularly when one psychiatrist denies the existence 

of DID. This situation can make it extremely difficult for the patient to trust in what they 

are experiencing and be able to make sense of the impact of early developmental 

trauma on her life. This is a classic example of the controversial issue regarding the 

validity of DID that is present within the psychiatry community.  
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The lack of management of patients diagnosed with DID in the public health sector 

was also identified by the majority of participants. They reported that they felt there 

was not enough service provision, treatment or training for staff working in mental 

health services, and considered that the lack of appropriate service provision 

represents a momentous gap in the management of patients diagnosed with DID in 

Australia. In comparison, the findings strongly suggest that the private sector, those 

working in private practice or in private hospital settings, are actively working with 

patients and are providing a good level of therapeutic support. Those in the private 

sector regularly seek and engage in specialised training and regularly attend 

conferences. Through regular training, participants equip themselves to provide the 

necessary support and therapeutic treatment required for their patients.  

 

There is a lot of specialised training available regarding complex trauma, PTSD, 

developmental trauma and dissociative disorders, such as DID. For example, there 

are numerous conferences occurring in Australia and overseas relating to these areas, 

as well as local workshops and online Webinar training sessions. However, the 

research findings indicate that access to training and conferences may be dependent 

upon the professionals’ work location or organisation. For instance, private 

practitioners attend and fund their own specialised training and conference 

attendance. However, for those working in the public health sector, accessing 

specialised training can often be an issue. For professionals working in the public 

health sector wanting to attend training, conferences and workshops or engage in 

online Webinar sessions, they may be required to fund the larger proportion of the cost 

of any training themselves. Government services are usually only willing to release 

their staff from their work duties to attend training but will not cover other costs of the 
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training, such as travel and accommodation. The lack of adequate training for 

professionals in the public health sector was identified by all participants as an issue 

and problematic for the management of patients diagnosed with DID. It was also 

identified as an issue for those participants currently working in the public health 

sector.  

 

To improve the management of DID in Australia, there needs to be a better 

understanding of the consequences of developmental trauma and a willingness to 

assess, diagnose and treat patients diagnosed with DID. It is clear that mental health 

professionals require more specialised training and funded opportunities to attend 

conferences and workshops focusing on developmental trauma, complex trauma and 

associated mental health disorders, which would include DID. Streamlining training 

and ensuring that professionals can attend these training courses could go a long way 

to alleviating some of these differences and shortfalls within healthcare. The different 

opinions of psychiatrists regarding the impact of developmental trauma and the 

diagnosis of DID is not helpful in the management of patients who have or present 

with dissociative symptoms. The findings support this view, for example one 

interviewee reported that they consider there are a lot of patients with DID within 

psychiatry and that the psychiatric sector struggles with being able to come to a 

consensus regarding the diagnosis and validity of DID.  

 

Nevertheless, the biggest obstacle to making improvements in the field of trauma is 

perhaps not acknowledging that some human beings engage in such atrocities as 

CSA. This is not to say that we will all sexually abuse a child, but that a small 

percentage of human beings will. From a historical perspective, the denial of the 
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prevalence of CSA has meant that, for the longest time, society has refused to 

acknowledge the existence of CSA and the significant impact that developmental 

trauma can have upon a child, their early brain development, their formulation of self 

and how they perceive the world around them. Denial of CSA is not an uncommon 

phenomenon, as it has only been in more recent years that we are more willing to 

acknowledge that CSA is not a rare occurrence. The recent Royal Commission into 

Institutional Child Sexual Abuse in Australia has put to rest the notion that CSA is rare 

or non-existent and acknowledged the serious nature and impact of CSA outside the 

home. The other side of the coin is that of incestuous abuse, which has had a long 

history of being denied and ignored. This type of child abuse has a profound impact 

on a child and has been linked to the creation of DID. To move forward, the 

seriousness of CSA and the overwhelming impact it can have on children and our 

society needs to be acknowledged. Until this is more readily recognised by psychiatry 

at all levels, the diagnosis of DID will remain somewhat controversial and patients 

diagnosed with DID will continue to be misdiagnosed, ignored and not receive the 

appropriate therapeutic treatment they require from the public health sector.  

 

7.3 Recommendations for Management and Further Research 
 

7.3.1 Management  

Recommendation 1:  

The results of this research suggest that more training is made available for 
professionals such as psychiatrists, doctors, social workers, psychologists and mental 
health nurses working with traumatised patients.  

 

This research identified that there are significant gaps in public health professionals 

being able to access specialised training relating to early developmental trauma and 
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DID. The majority of participants reported that they believed that there was a lack of 

financial support available for public health professionals to attend specialist training. 

Furthermore, it came to light that professionals working in the private sector are more 

able to access professional training; however, they were responsible to cover all 

related costs of the training themselves. For patients diagnosed with DID to be 

managed more appropriately, specialised training needs to be available to all 

professionals working with survivors of early developmental trauma, regardless of 

whether they work in the public or private health sector. Adequate human and financial 

resources need to be made available across the board.  

 

Recommendation 2:  

The results suggest that having more TDU across different states and locations within 
Australia would benefit the treatment of patients diagnosed with DID.  

 

To adequately manage patients diagnosed with DID in Australia, setting up more TDU 

across different states and locations within Australia would benefit those who have 

experienced early developmental trauma and diagnosed with DID. Other TDU could 

be modelled on current TDU to benefit from the wealth of knowledge already 

developed. It would be important to have well trained, experienced and committed staff 

running such units. One benefit for patients would be that they could access support 

locally instead of travelling interstate for specialist assessment, diagnosis and inpatient 

treatment.  
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Recommendation 3:  

The results suggest that there could be an introduction or increase in the level of 
training relating to early developmental trauma, PTSD, complex PTSD and psychiatric 
disorders for students studying social work, psychology, nursing, mental health, 
policing, teaching and those completing community services courses at TAFE.  

 

Including and increasing the amount of trauma-based training in a wide range of 

university degrees would ensure that students are more equipped to identify the 

impact of early developmental trauma. Many who complete related degrees as 

mentioned above, become frontline workers and without a substantial understanding 

of trauma related symptoms they will not be able to identify if a person has a mental 

health issue. Without relevant knowledge the professional may further traumatise the 

person, make inappropriate judgements and not provide appropriate support or 

relevant referrals.  

 

Even though there are subjects focusing on mental health disorders in social work and 

psychology degrees, it is important for more specific trauma-based subjects to be 

included in both degrees. The researcher is aware that in psychology, DID is only 

briefly mentioned and there is limited focus given to the impact of early developmental 

trauma and trauma related symptomatology. Given that social workers and 

psychologists are often confronted with and work with patients who have experienced 

early developmental trauma, it is essential that their degrees provide them with solid 

grounding in trauma-based knowledge.  

  

Limited training in trauma is provided through TAFE Community Service courses. 

However, the amount of trauma-based training is not necessarily adequate. Workers 



209 | P a g e  
 

in the community service sector are quite often confronted with people who have 

mental health issues because of early developmental trauma. A sound knowledge of 

the symptomatology of early developmental trauma and how it impacts the individual, 

their family and the community would equip the community worker to identify what is 

occurring, provide appropriate support and be aware of relevant referral pathways.  

 

7.3.2 Research  

 

Recommendation 4:  

The results suggest that further research into the causal link between early 
developmental trauma and the creation of DID will allow for evidence-based data to 
be gathered, analysed and provide more understanding of how early developmental 
trauma is linked to the development of DID.  

 

More awareness and acknowledgement in relation to the management and creation 

of DID would benefit professionals working in the trauma field. Given the prevalence 

of CSA in society and the possibility of DID occurring as a coping mechanism the 

causal connection between the creation of DID and early developmental trauma is an 

area where further research would be invaluable.  

 

Research into the relationship of early developmental trauma, brain development and 

the creation of DID would go a long way to validate the impact of developmental 

trauma on patients. This validation would call for the development of more practical 

therapeutic treatments that would most benefit patients diagnosed with DID. Research 

into the relationship or correlation between the two perspectives and the resulting 

experiences would be extremely beneficial for acknowledging the link between these 
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two aspects. Further, this research would supplement the recognition of DID in the 

professional sphere and the drive for DTD to be included in the DSM. 

 

Recommendation 5:  

The results suggest that research into how well the public health sector manage 
patients diagnosed with DID and patients who present with dissociative symptoms 
would be beneficial.  

 

Qualitative and quantitative research into the management of DID conducted in the 

public health service may go a long way in acknowledging, diagnosing and improving 

the management of patients diagnosed with DID. However, there needs to be a 

willingness to undertake research in this particular topic with a well-designed and 

strategically focused research project with approval from top-level management so 

that an accurate examination of the management of patients diagnosed with DID in 

the public health sector can be undertaken. An increase in data and the willingness of 

participants from a broader professional community would perhaps go a long way in 

providing sound results to be proven or disproven given the exploratory nature of this 

research. It is also important, through future research, to accept that the concept of 

DID is not readily acknowledged, and secondly, that research will need to be targeted 

in such a way to gain increased data in light of this.  

 

Recommendation 6:  

The results suggest that conducting research with DID patients relating to what they 
consider to be the gaps in the management of DID in Australia would provide insight 
into what is working, what is not and what could be done better.  

 

This research was targeted to elicit professionals’ responses, but the richest source 

and valuable data came directly from the patients themselves. However, conducting 
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research in this area brings with it several ethical considerations that need to be 

addressed and managed before undertaking this type of research. The survivors’ lived 

experience of early development trauma and the impact this trauma has on their lives 

would provide valuable insight for professionals working with DID patients. What the 

patients consider are their therapeutic needs and what support best assists them in 

their recovery would be invaluable information to ensure appropriate management of 

patients’ needs. This type of research would bring together the two sides of the 

therapeutic coin, that of survivors’ and professionals’ perspectives of what needs to 

be improved in the management of DID in Australia.  

 

Recommendation 7:  

The results suggest that research into intergenerational, incestuous and ritual abuse 
would provide valuable insight into the impact of early developmental trauma and the 
development of DID.  

 

The recent Royal Commission’s examination into Institutional Responses to Child 

Sexual Abuse has demystified the prevalence of CSA outside the family home in 

Australia. Even though this examination highlighted that CSA is not rare or non-

existent, there are several other areas that need to be researched relating to the 

incidence of CSA in our society, for instance, that of incestuous, intergenerational CSA 

and ritual abuse. These types of CSA are contentious and there are many who would 

challenge the validity of their occurrence, in particular that of ritual abuse involving 

children. The severe nature of these types of abuse can result in the development of 

DID as a way for the child to cope.  
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Research into incestuous and intergenerational CSA and ritual abuse would be 

beneficial in terms of understanding the link between early developmental trauma and 

the creation of DID, and understanding these hidden social abuses. Currently, there 

is a gap in acknowledging incestuous and intergenerational CSA and ritual abuse and 

the secrecy surrounding these types of abuse ensures that DID remains more hidden 

and not as well recognised. Given the causal connection that DID can have on 

incestuous, intergenerational and ritual abuse, research into these areas would go a 

long way in validating the creation of DID and the need for improvement in the 

management of DID in Australia. Research into these types of abuse could involve a 

Royal Commission, qualitative and quantitative research that engages not only 

professionals working in the field, but survivors in the process. Research could also 

be undertaken in organisations that assist survivors, such as health, non-government 

organisations, police, child protection services and Victims Services.  

 

7.4 Implications for Social Work Practice 

When considering the role that social workers have with patients diagnosed with DID, 

we need to assess the type of social work practice model currently being used. 

According to Pawar and Anscombe (2015), when a social worker is working one-to-

one with an individual their social work practice derives from a medical/remedial and 

pathological framework. This particular social work practice model is focused only on 

the individual, obtaining a diagnosis and what treatment is required. Even though this 

social work practice model can be useful, there are questions relating to its 

effectiveness in dealing with the complexities involved when people have experienced 

trauma (Pawar & Anscombe, 2015). When applying this social work practice model to 
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the therapeutic work undertaken by social workers with patients diagnosed with DID, 

it may limit their capacity to meet all their patients’ needs.  

 

Given that social workers are dealing with patients diagnosed with DID, it is important 

to identify the implications for social work practice. Firstly, that social workers are 

working therapeutically with patients diagnosed with DID and making a difference in 

their lives. This point needs to be more recognized in the field of social work. Social 

workers can be a valuable asset in providing therapeutic treatment for patients who 

have experienced trauma. Secondly, to work with traumatised patients, it is important 

that social workers access appropriate training and knowledge in early developmental 

trauma, early brain development, developmental milestones, mental health disorders, 

including DID and that they can recognise and manage patients who present with 

dissociative symptoms and have knowledge of the referral pathways for diagnosis and 

therapeutic treatment. Social workers thus need a thorough understanding of DID and 

the therapeutic treatments that are useful for treating patients diagnosed with DID. 

When working with traumatised patients the social worker needs to access regular 

clinical supervision, with a social worker or other professional who is experienced in 

the trauma field. Engaging in peer support with other professionals working in the 

trauma field would be very beneficial. Lastly, not all social workers will work 

therapeutically with patients who have experienced early developmental trauma. 

However, being well educated in the impact of early developmental trauma is 

important, so they can, at the very least, recognise the symptoms of trauma and seek 

appropriate support for the patient.  

 



214 | P a g e  
 

To further ensure that social workers are equipped with appropriate knowledge and 

skills to provide therapeutic treatment for patients diagnosed with DID, the subject of 

early developmental trauma, the impact of such trauma and how it impacts early brain 

development, needs to be taught at an academic level. This would mean that a unit of 

study specifically focused on these topics could be included in the social work degree. 

Given the diverse range of roles that social workers can undertake, it is essential that 

they are well informed about this practice field. As a social worker working with early 

developmental trauma and patients diagnosed with DID, the researcher feels there is 

no room for complacency, a lack of acknowledge and not being aware that social 

workers are actively working in this field and have been for some time. Adequate 

education, training and support is paramount for social workers to ensure that their 

patients are provided with the necessary recognition, therapeutic treatment and 

management of their psychiatric disorder.  

 

7.5 Research Reflection/Limitations  

The overall design of this research project elicited some valuable information about 

participants’ observations and opinions of the management of DID in Australia. 

However, on reflection, the researcher noticed that whilst analysing the survey data 

there could have been other questions included or expanded on that may have 

produced more information. For example, the researcher could have included a 

question enquiring about the number of patients diagnosed with DID that participants 

had worked with over the years, and a second question enquiring about how many 

years the participant had been working with their patients. Both these questions would 

have allowed the researcher to gain an average concerning the number of patients 
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seen over a specific timeframe to provide a further view of the management of patients 

diagnosed with DID.  

 

Unlike the survey where the questions were set, during the interviews the researcher 

was able to ask clarifying questions and other questions that provided the interviewee 

with the opportunity to expand their answers. Nevertheless, conducting the interviews 

did not reduce participants’ input and experience. The interviewees were able to 

provide as much information relating to their views of CSA, developmental trauma, the 

public health sector, the lack of management of DID and what they considered to be 

the gaps in the management of DID in Australia. On reflection, other interview 

questions could have been included to expand the information. Moreover, this 

research project was conducted with a small sample of participants. However, as 

stated earlier, future research needs to include CSA survivors and perpetrators. If 

feasible, an increased number of research participants is recommended as it may help 

to generalise or confirm the current findings.  

 

Furthermore, the researcher had several iterations to gain ethics approval for the 

research and lost significant time through this process. The first issue involved the 

researcher having to change the focus of the research project twice, as the first two 

research topics were considered too broad and not achievable. The second issue was 

administrative, the submission of the ethics application was delayed for six months 

because the last signature on the electronic form was missing. Thirdly, the sensitive 

nature of the research topic and perceived vulnerability of participants meant that the 

researcher had to provide a more detailed explanation of the research topic to 
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members of the Ethics Committee before ethics approval was granted. Future 

research may draw attention to this issue if they are professionals but particularly if 

the researcher includes CSA survivors and/or perpetrators as participants. By 

conducting this research and as a social worker working with people having DID 

issues, the researcher has gained knowledge through the reflective process. Indeed, 

the research has helped to validate some of the researcher’s experiences relating to 

the diagnosis of DID or lack of it and her therapeutic work with patients. Certainly, it 

has enhanced her understanding of DID and is improving her practice.  

 

7.6 Conclusion 

This exploratory study did not aim to argue the validity of DID or why professionals 

believe in it or not, it was interested in exploring the current management of DID in 

Australian. The management of DID included the level of understanding of DID as a 

psychiatric disorder, the level of understanding of the link between DID and early 

developmental trauma, what therapeutic treatments are being used and which ones 

are beneficial. The results suggest there is a lack of acknowledgement of DID in the 

public health sector, very little commitment to ongoing training and research relating 

to DID and limited organisational support for patients diagnosed with DID. This point 

was further confirmed through a consensus amongst the participants, in that there is 

not adequate service provision, treatment or training in trauma and dissociation within 

the public health sector. This is an important observation, given that in many cases 

the first place a patient will seek support is via a mental health service. Unlike the 

public sector, these results suggest that those working in the private sector are most 
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likely to acknowledge DID and provide therapeutic treatment for patients diagnosed 

with DID.  

 

The research also highlighted that there are no specific practice standards for working 

with patients diagnosed with DID. Currently, patients diagnosed with DID are receiving 

therapeutic treatment from psychiatrists, social workers and psychologists. Each of 

these professional groups are using many of the same therapeutic treatments with 

their patients diagnosed with DID. Even those this exploratory study only represents 

a small sample of participants, it was interesting to note that social workers, in equal 

proportion to psychologists, participated and were working therapeutically with 

patients diagnosed with DID. This indicates that each professional discipline is 

engaged in the management of DID in Australia.  

 

Moreover, further research has been suggested in the area of DID management and 

research. To better manage DID, more training is required in early developmental 

trauma, early brain development and the impact of such early trauma should be taught 

in academic disciplines such as social work, psychology, nursing, mental health, 

policing and teaching, as well as Community Services course at TAFE. In doing so, 

this would ensure that students are better equipped to identify and manage 

dissociative patients and patients diagnosed with DID. More research into the link 

between early development trauma and the development of DID would provide 

valuable understanding and insight into the impact of early developmental trauma and 

the development of DID. Setting up additional TDU specially designed to treat DID, 

would go a long way in managing and providing appropriate treatment for patients 
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diagnosed with DID. Research into the public health sector’s management of 

dissociation and patients diagnosed with DID is important and would assist in 

improving understanding of DID, diagnosis and ensuring appropriate treatment and 

management.  

 

As this an exploratory study, the findings are only generalisable to the professionals 

who participated in the research. Nevertheless, the results add new information to the 

trauma field of study and can perhaps inspire more substantive research in the future.  
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APPENDICES 

Appendix 1: Glossary  

Anxiety 
 
 
 

Is categorised as a mental health 
diagnosis that can cause excessive 
nervousness, fear, apprehension, and 
worry.  
(Rich, 2005) 

Autoethnographical research 

 

 

 

An autoethnographical approach is a 
qualitative research method that allows 
the researcher to self-reflect on their 
lived experience and analyse that 
experience to understand the connection 
to political, cultural and social meanings. 
(Maclean, 2018; Ellis et al., 2011) 

Biopsychosocial Model 

 

 

 

The biopsychosocial model informs us 
that the neurobiological changes that 
occur in our brain are linked to biological, 
psychological and social factors. The 
biopsychosocial model examines how 
biological, psychological and social 
factors can affect the individual’s health 
and wellbeing later in life. 
(Teicher, 2002; Andersen et al., 2003; Coates, 
2010) 

Border Line Personality Disorder 
(BPD) 
 
 

Is a mental health disorder whereby the 
individual experiences erratic moods, 
unpredictable behaviour and struggles to 
engage in relationships.  
(DSM-V, 2013) 

Child Sexual Abuse (CSA) 

 

 

 

 
 
 
 

CSA can involve many different criminal 
offences such as incest, rape, indecent 
assault and aggravated sexual assault. 
CSA can involve non-penetrative acts 
where the perpetrator exposes the child 
to pornographic material such as books, 
videos or inappropriate media material 
online. The perpetrator will engage in 
fondling and/or touching the child and will 
persuade the child to fondle and/or touch 
them. CSA is a crime. 
(Corby, 2004; Simkin & Klaus, 2005: Perry et al., 
1995) 

Cognitive Behaviour Therapy (CBT) 
 
 
 
 
 
 

CBT is a therapeutic approach to 
address personal issues, anxiety, 
depression, insomnia and relationship 
issues and encourages the person to 
become more aware of what they are 
thinking, how they respond and how their 
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 behaviour is linked to past and current 
patterns. 
(Cory, 2013, Martin, 2018) 

Conditioning Theory 

 

 

 

 

Conditioning theory is an effective way of 
explaining the survivor’s psychological 
response to their experience of CSA. It 
was developed by Petrovich Pavlov 
(1848-1936) and the concept of classical 
conditioning explains the reason that we 
continue to respond to a conditioned 
stimulus well after the trauma event has 
occurred.  
(Pervin & John, 2001; Prochaska & Norcross, 
2007)  

Cult A cult is a group of people who have 
unusual religious, spiritual or 
philosophical beliefs or interest in a 
particular belief system.  
(Mesrobian, 2016) 

Developmental Trauma Disorder 
(DTD) 
 

 

DTD best encapsulates a group of 
diagnoses that children display after 
experiencing childhood trauma that fits 
more adequately than a diagnosis of 
PTSD. (van der Kolk, 2012 & 2014; DeAngelis, 
2007; Kilrain, 2017) 

Diagnostic and Statistical Manual 
(DSM)  
 
 

Is the Diagnostic and Statistical Manual 
of mental disorders that is used by 
clinicians and psychiatrists to diagnose 
psychiatric illnesses.  
(DSM-V, 2013) 

Dialectical Behaviour Therapy (DBT): 
 
 
 
 
 
 

DBT has a focus on the patient being 
more able to problem-solve rather than 
being reactive to stressful situations. It is 
effective in the treatment of emotional 
dysregulation, reducing self-harming 
behaviour and suicidal ideation, reducing 
hospital admissions. 
(Palmer, 2000; Cory, 2013; Foote & Van Orden, 
2016) 

Dissociative Identity Disorder (DID) 
 
 
 
 
 

 

DID is when a person exhibits distinct, 
separate identity states, the identities 
take turns in controlling the body. 
Amnesia occurs between the different 
identities and it cannot be explained by 
imaginary companions, alcohol 
blackouts or medical conditions.  
(American Psychiatric Association, 2013) 

Eye movement desensitization & 
reprocessing (EMDR) 
 
 

EMDR has been designated as a therapy 
that can assist people to deal with the 
emotional impact of traumatic life events. 
EMDR works by accessing the traumatic 
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memory, processing the distress 
associated with that memory and 
reducing the psychological response the 
person is having to that memory. 
(Rich, 2005; Prochaska & Norcross, 2007; 
EMDR Institute, 2018) 

Emotional abuse 

 

 

 

Emotional abuse can involve the child 
being rejected, shouted at, intimidated, 
insulted, humiliated, isolated, 
continuously being told that they are 
stupid, worthless and will make nothing 
of their life. 
(Corby, 2004; Ross & Halpern, 2009; Blueknot 
General Information, 2018) 

Extrafamilial perpetrator 

 

An extrafamilial perpetrator is an 
individual who sexually abuses children 
outside of the family environment.  
(Middleton, Cromer & Freud, 2005; Gillig, 2009) 

Family System Theory 

 

 

 

Family systems theory considers what 
influence the family system can have on 
the individual, the way they develop and 
the influence the family has on the 
individual given that they function as an 
emotional unit.  
 (Engard, 2017; Walsh, 2013: Healy, 2014) 

Freud’s Seduction Theory 
 
 

 

A theory that proposed neurotic 
symptoms female patients were 
experiencing were linked to their early 
trauma of CSA. 
(Ahbel-Rappe, 2004; Gary, 2012) 

Hyperarousal 

 

An abnormally heightened level of 
anxiety that can be present or surface as 
a result of experiencing a traumatic event 
or being triggered in relation to past 
traumas.  
(McGregor, 2000; van der Kolk, 1997) 

Identity Formation An essential part of human development 
during early childhood.  
(McLeod, 2017; Burger, 2008) 

Incestuous abuse 

 

Incestuous abuse is the sexual abuse of 
the child within the family environment, 
perpetrated by a family member.  
(Middleton, 2011; Edwards et al., 2012) 

Intrafamilial perpetrator 

 

 

An intrafamilial perpetrator sexually 
abuses children within the family and  
can be either the child’s father, 
grandfather, brother, cousin, uncle or 
brother, mother, grandmother, aunty or 
sister.  
(McVeigh, 2003; Gannon, Gilchrist, & Wade, 
2007) 
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Neglect 

 

Neglect of a child can be categorised as 
a lack of supervision, physical or 
emotional neglect or abandonment by 
the primary caregiver. 
(Corby, 2004; Scott, 2014) 

Panic Attack 

 

A brief episode of intense anxiety where 
the person experiences physical feelings 
such as a racing heartbeat, muscle 
tension, dizziness and shortness of 
breath.  
(American Psychiatric Association, 2013) 

Psychiatrist 

 

A medical practitioner who is trained to 
diagnose and treat patients who have a 
mental illness.  
(American Psychiatric Association, 2013) 

Psychodynamic Theory 
 
 
 
 
 
 
 
 

Psychodynamic theory considers the 
reasons behind the individual’s 
behaviour. Psychodynamic theory 
includes classical psychodynamic 
theory, ego-psychology, object-relations 
theory and self-psychology. All these 
psychodynamic theories highlight the 
significance of the stages of 
psychosocial development and 
unconscious mental processes on 
human behaviour. 
(Engard, 2017; Walsh, 2013; Healy, 2014) 

Psychologist 

 

A practitioner who has studied the 
human mind in order to understand the 
behaviour of individuals. A psychologist 
assesses and treats individuals with 
mental health conditions.  
(Pervin & John, 2001) 

Psychosocial Theory 

 

Developed by Erik Erikson in 1960. The 
psychosocial theory/development 
comprises eight stages, beginning at 
birth and continuing throughout life. 
Psychosocial development plays a major 
role in identity formation.  
(Hutchison, 2003; Engard, 2017; Walsh, 2013) 

Physical abuse 

 

 

 

Physical abuse can be defined as a non-
accidental physical act perpetrated upon 
a child by their primary caregiver or 
another adult figure. Physical abuse can 
include actions such as hitting, beating, 
kicking, biting and slapping the child and 
any other forms of physical punishment 
that may harm the child.  
(Corby, 1993; Scott, 2014) 

Posttraumatic Stress Disorder (PTSD) 
 

PTSD is a stress disorder that explains a 
person’s reaction to past traumatic 
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events they have experienced and can 
include a range of psychological 
symptoms such as flashbacks, 
nightmares, severe anxiety, intrusive 
thoughts and memories.  
(Bremner et al., 2005; van der Kolk, 1997) 

Psychotherapy 

 

 

 

 

 
 

 

Psychotherapy is a widely practised 
therapeutic treatment focused on 
addressing specific issues, working 
towards making life changes and 
improving the patient’s mental health 
and psychological wellbeing. 
Psychotherapy aims at restructuring the 
patient’s personality/self and 
encouraging them to develop insight and 
awareness about what is occurring for 
them, their reactions and what impact 
their behaviour or feelings are having on 
their psychological wellbeing. 
(Prochaska & Norcross, 2007; Eder, 2018; Cory, 
2009, 2013) 

Qualitative research 

 

 

 

Qualitative research deals with 
phenomena that cannot be measured by 
the use of numerical data and is an 
exploratory research method that 
investigates people’s lived experience 
and presents the findings in written form. 
(Bell, 2003; Bryman, 2001; Thomas, 2017; Alston 
& Bowles, 2003) 

Ritual abuse  

 

 

 

Ritual abuse can be characterised as a 
repeated and extreme, sadistic form of 
abuse of both children and non-
consenting adults and involves 
systematic and organised sexual, 
physical, emotional and spiritual abuse 
of a child. 
(RA Information Site, 2018; Mesrobian, 2016; 
Briggs & O’Neill, 2006) 

Sexual Assault Service (SAS) 

 

 

 

A service that deals therapeutically with 
survivors of CSA, recent victims of 
sexual assault, children who have been 
sexually assaulted and their families. 
Sexual assault services also provide a 
24 hours on-call service to manage 
recent sexual assaults.  
(Wright, 2009) 

Social Worker 

 

A professional who works with 
individuals, families, groups and within 
the community. Social workers work in a 
wide range of areas, such as community 
settings, allied health, sexual assault 
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services, child & family services, non-
government organisations and private 
practice. 
(Healy, 2014; Allen, Pease, & Briskman, 2003) 

Trauma & Dissociative Unit (TDU)  

 

An inpatient unit within a hospital setting 
that provides therapeutic treatment for 
patients who have been diagnosed with 
DID.  
(Middleton, 2011) 

Trauma-informed-cognitive 
behaviour therapy (TF-CBT) 
 
 
 
 
 
 
 
 
 

TF-CBT is a components-based 
psychosocial therapy that includes 
elements of cognitive-behavioural, 
attachment, humanistic, empowerment 
and family therapy approaches. The 
concepts of TF-CBT include the use of 
exposure-based exercises, working with 
the person to develop life skills, providing 
them with psychoeducation relating to 
the dynamics of CSA, working with them 
to develop strategies to deal with the 
stress.  
(Pollio & Deblinger, 2013; Ellis & Betancourt, 
2007; Cohen, 2007) 
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Appendix 2: Abbreviations Used in the Dissertation 

 

 

BPD   Borderline Personality Disorder 

CBT   Cognitive Behavioural Therapy 

CSA   Child Sexual Abuse  

DBT   Dialectical Behaviour Therapy 

DDIS   Dissociative Disorders Interview Schedule  

DES  Dissociative Experience Scale  

DID  Dissociative Identity Disorder 

DSM  Diagnostic & Statistical Manual 

DTD  Developmental Trauma Disorder 

EMDR  Eye Movement Desensitization & Reprocessing  

GP  General Practitioner 

GPs  General Practitioners 

IFST  Internal Family System Therapy 

ISSTD  International Society for the Study of Trauma and Dissociation 

MPD  Multiple Personality Disorder 

MRI  Magnetic Resonance Imaging 

PTSD  Posttraumatic Stress Disorder 

SAS  Sexual Assault Service 

SCID  Structured Clinical Interview Diagnosis 

TDU  Trauma & Dissociative Unit 

TF-CBT Trauma-Focused Cognitive Behaviour Therapy 

TOP DD Treatment of Patients with Dissociative Disorders  
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Appendix 3: Recruitment of Research Participants  

 

RECRUITMENT OF RESEARCH PARTICIPANTS 
 

An Exploratory study of the Management of Dissociative Identity 
Disorder in Australia 

 

 

My name is Jillda Wright. I am conducting a research project as part of my Doctor of Social 

Work program under the supervision of Professor Manohar Pawar at Charles Sturt 

University. The research project is aimed at ascertaining how Dissociative Identity Disorder 

is understood and managed in Australia.  

 

I am seeking participants from professional backgrounds such as psychiatry, psychology, 

social work and mental health nurses, who are currently working with patients’ who have 

been diagnosed with Dissociative Identity Disorder. Participants will need to be willing to 

complete a survey or undertake an interview face to face or via Skype for about I hour. The 

interview will be digitally recorded and transcribed.  

 

If you would like to participate, please send an email to:jilldawrightresearch@gmail.com 

confirming that you would like to take part in this research project, either by completing the 

survey or engaging in an interview. Where you are only interested in completing the survey, 

one will be emailed for you to complete and return in 10 days. If you are interested in 

engaging in an interview, I will contact you to arrange a suitable time and location to 

undertake the interview.  

  

Participation in this research project is voluntary. Only your professional background and 

relevant experience will be included in the research findings. You can withdraw at any time 

without any adverse consequences.  

 

Jillda Wright, AssDipSocSci, BSW, Grad Dip Child Protection Investigation,  

MA Child Protection Investigation, MA Child & Adolescent Welfare,  

DSW Candidate, School of Humanities and Social Sciences.  

Charles Sturt University 

Tel: 040 223 1098 

Email: jilldawrightresearch@gmail.com 
 

This project has received CSU Ethics Approval (Approval No: H17111) 

 

mailto:jilldawrightresearch@gmail.com
mailto:jilldawrightresearch@gmail.com
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Appendix 4: Participant Information Sheet  

PARTICIPANT INFORMATION SHEET 

 

An Exploratory study of the Management of Dissociative Identity 

Disorder in Australia 

 

Researcher 

Jillda Wright, Ass Dip Soc. Sci, BSW, Grad Dip Child Protection Investigation,  

MA Child Protection Investigation, MA Child & Adolescent Welfare,  

DSW Candidate, School of Humanities and Social Sciences.  

 

Supervisor 
 
Professor Manohar Pawar, BA, MASW, PhD 

Professor in Social Work and Human Services 

School of Humanities and Social Sciences.  

 

 

Invitation  
 
You are invited to participate in a research project assessing how well Dissociative 

Identity Disorder is understood and managed in Australia. The research project is 

being conducted by Jillda Wright from the School of Humanities and Social Sciences 

at the Charles Sturt University. 

 

Participating in this research project is voluntary. Before deciding to participate or 

not, please take some time to read the following information thoroughly. 

 
 

1.  What is the purpose of this research project?  
 
The purpose of this research project is to explore how Dissociative Identity Disorder 

is understood and managed in Australia.  

 

The researcher is interested in exploring the gaps in the understanding and 

management of Dissociative Identity Disorder in Australia and providing some 

recommendations to improve the identification and treatment of Dissociative Identity 

Disorder.  
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2. Why have I been invited to participate in this research project?  
 
I am seeking participants who are currently working with patients who have been 

diagnosed with Dissociative Identity Disorder (DID) from government, non-

government organisations or private practice. Since you have the experience of 

working with patients diagnosed with DID, you are invited to participate in this 

project. All participants will be sourced from the professional network of practitioners 

working with DID clients.  

 
3.  What does the research project involve? 

 
If you decided to participate in the research project, you can either complete the 

research survey or engage in a face to face or Skype interview scheduled for a 

period of approximately 1 hour. The interview will be semi-structured, electronically 

recorded and written notes taken. The electronic recorded interview will be 

transcribed. The semi-structured interview will include a range of questions 

pertaining to child sexual abuse, present knowledge and understanding of the effects 

of trauma and the understanding and management of Dissociative Identity Disorder.  

 

If you decide to complete the survey, it may take approximately 30 minutes to 

complete the survey. The survey will need to be returned to the researcher within 10 

days.  

 
4.  Are there risks and benefits for me taking part in this research project? 

 
Professionals working with patients who have been diagnosed with Dissociative 

Identity Disorder are committed to working with traumatised individuals who have 

experienced very early, chronic and prolonged child sexual abuse. The research 

project provides an opportunity to assess what gaps may exist in the management 

and availability of appropriate treatment for these patients here in Australia.  

 

Engaging in this research project will provide you with the opportunity to highlight 

your understanding and management of patients diagnosed with Dissociative Identity 

Disorder. Your input will provide valuable insight into what is useful in the 

management and treatment of such patients, and whether what you are currently 

utilising could be of value for other professionals.  

 

There may not be any potential risks to participants. However, if you experience any 

adverse effects from participating in this research project, you may consider 

accessing your own supervisor to debrief or alternatively the name and phone 

number of a Clinical Psychologist is provided below who is happy to provide 

debriefing if required.  

 

Lisa Hanson  Clinical Psychologist 

Phone No:   (02) 65681177 or 0414 350 761 
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5.  How is this research project paid for? 
 
This research project is not being funded by any external body, nor has the 

researcher applied for any grants of sponsorship to undertake this research project. 

It is self-funded research as part of my study.  

 
6. Will taking part in this research project cost me anything, and will I be 

paid to participate? 
 
Other than giving of your time, there will not be any cost to you for participating in the 

research project. You will not be paid. 

  

7.  What if I don’t want to take part in the research project? 
  
Participation in this research project is voluntary. Only those who wish to and have 

given their informed consent will be involved in the research project.  

 

8. What if I participate and decide to withdraw later? 
 
Participation in this research project is voluntary. You can withdraw your participation 

at any time up until the analysis of the data has occurred without an adverse 

consequence.  

 

9. How will my confidentiality be protected? 
 
Information collected by me will only identify your professional background. Your 

name will not appear on any of the data collected. Data collected will be retained for 

at least five years and kept in a locked filing cabinet by the researcher.  

 

If you participate in an interview, your electronically recorded interview will be 

transcribed, qualitatively analysed, classified and sorted so that the information can 

be examined. The recorded interview will be kept for a period of 5 years post-

publication/submission or completion of dissertation.  

 

The results of the research project will be aggregated per your profession. This 

information will be presented in my doctoral dissertation, along with other information 

collected through the research process. 

 

If, for any reason, I do not complete my research project, all data I have collected will 

be stored and destroyed after a period of five years, as required by the Australian 

Code for the Responsible Conduct of Research.  
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10.  Confidentiality of Information Provided  
 

When completing the survey or undertaking the interview it is important to remember 

not to disclose any information that could identify any patients that you are currently 

working with or have seen in the past or any third parties. Also, your confidentiality 

and anonymity will be maintained.  

 
11. What will happen to the information that I give you? 

 
The data collected in this research project will be disseminated in a doctoral 

dissertation that will be submitted for my Doctor of Social Work degree. Results of 

my research project may be disseminated in academic journals/books chapters or 

appropriate media. The data collected will be kept for a period of 5 years post-

publication/submission or completion of the dissertation. The data collected in this 

research project will not be used for any other project.  

 

12.  What should I do if I want to discuss this research project before I 
decide? 

 
If you would like further information regarding this research project, you can contact 

Jillda Wright on 040 223 1098 or email: jilldawrightresearch@gmail.com  

 

 
13.  Who should I contact if I have concerns about this research project? 

 
NOTE: Charles Sturt University’s Human Research Ethics Committee  

  has approved this project. If you have any complaints or 

  reservations about the ethical conduct of this research project,  

  you may contact the Committee through the Executive Officer. 

 
The Executive Officer 

  Human Research Ethics Committee 
  Office of Academic Governance 
  Charles Sturt University 
  Panorama Avenue 
  Bathurst NSW 2795 
 
  Tel: (02) 6338 4628 
  Email: ethics@csu.edu.au 

 
 Any issues you raise will be treated in confidence and investigated  

fully and you will be informed of the outcome. 

 
 
This research project has received CSU Ethics Approval. (Approval No: H17111) 
 
 

mailto:jilldawrightresearch@gmail.com
mailto:ethics@csu.edu.au
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Appendix 5: Consent Form  

CONSENT FORM  

 

An Exploratory study of the Management of Dissociative Identity 

Disorder in Australia 
 

 

Researcher 

Jillda Wright, AssDipSocSci, BSW, Grad Dip Child Protection Investigation,  
MA Child Protection Investigation, MA Child & Adolescent Welfare,  
DSW Candidate, School of Humanities and Social Sciences.  
 
 
 
Supervisor 
 
Professor Manohar Pawar, BA, MASW, PhD 
Professor in Social Work and Human Services 
School of Humanities and Social Sciences.  
 
 
I agree to participate in the research project and give my consent to participate 
freely.  
 
 
I understand that the project will be conducted as described in the Information Sheet 
given to me, a copy of which I have retained.  
 
 
I understand that I am free to withdraw my participation in the research project at any 
time without any adverse consequences.  
 
 
 
The purpose of this research project has been explained to me and I have had the 
opportunity to ask any questions and receive answers to my satisfaction.  
 
 
I understand that the researcher will not be using my name or any personal details 
about me in the course of this research. I am aware that the researcher will only be 
using my professional status and relevant experience as part of the data collection 
and findings.  
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• Where you are only interested in completing the survey, one will be emailed 

out to you to complete and return in 10 days. It will take approximately 30 

minutes to complete the survey.  

 

• Where you are interested in engaging in an interview, the researcher will 

make contact with you to arrange a suitable time and location to undertake 

the interview.  

 

□ I consent to an Interview and am aware that it will be recorded. 

 

□ I consent to only completing the Survey  

 
 
 
Printed Name of Participant: ____________________________________________ 
 
 
 
Participant’s Signature: _________________________ Date: ________________ 
 
 
 
NOTE: Charles Sturt University’s Human Research Ethics Committee has  
  Approved this project. If you have any complaints or reservations 
  About the ethical conduct of this project, you may contact the  
  Committee through the Executive Officer.  
 
 
  The Executive Officer  
  Human Research Ethics Committee 
  Office of Academic Governance 
  Charles Sturt University 
  Panorama Avenue 
  Bathurst, NSW 2795 
 
 
  Tel: (02) 6338 4628 
  Email: ethics@csu.edu.au 
 
 
  Any issues you raise will be treated in confidence and investigated fully  
  you will be informed of the outcome.  
 
 
  
This research project has received CSU Ethics Approval (Approval No: H17111) 

mailto:ethics@csu.edu.au
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Appendix 6: Survey  

Survey 

Please tick correct answer/s 

 

1. What is your profession? 
 

 □ Psychiatrist 

   

 □ Psychologist 

    

 □ Social Worker 

   

 □ Nurse  

 

 □ Other…………………………………………… 

 

 

 

2. Gender:     

 □ Male □ Female □ Transgender □ Other 

 

 

 

3. What is your age?  
 

□ 20-24 years   □ 25-34 years  

□ 35-44 years   □ 45-54 years  

□ 55-64 years □ 65 years or older 

 

 

 

 

4. What best describes the organisation you are currently working in? 
 

□ Government organisation  

□ Non-government organisation 

□ Private organisation (for profit)  
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□ Private organisation (not for profit) 

□ Private Practice 

 

 

5. How long have you worked as a professional with patients diagnosed 
with Dissociative Identity Disorder?  

□ 1- 4 years   

 □ 5 - 9 years   

 □ 10-14 years   

 □ 15 years plus 

 

 

6. What is your level of understanding of Dissociative Identity Disorder as a 
developmental trauma? 

 

□ It is a well-established concept in my profession 

□ It is a somewhat established concept in my profession 

□ It is a limited established concept in my profession 

 □ It is a poorly established concept in my profession 

 

 

7. What is your level of understanding of Dissociative Identity Disorder? 
 

□ High level of understanding 

 □ Some degree of understanding 

 □ Limited understanding 

 □ No understanding 

 

8. What types of abuse have your patients most commonly presented with? 
(tick more than one if relevant) 

 

 □ Physical abuse 

 □ Sexual abuse  

 □ Neglect 

 □ Ritual abuse 
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 □ Other ………………………………………….. 

 

 

 

9. What is the most common gender of your Dissociative Identity Disorder 
patients? 

  

 □ Male only 

 □ Female only 

 □ Both Male & Female 

 □ Transgender 

 

 

10. What is the average age of your Dissociative Identity Disorder patients? (tick 

more than one if relevant) 
  

 □ 15 – 19 years  □ 20 - 29 years   

 □ 30 - 39 years  □ 40 – 49 years 

 □ 50 - 54 years □ 55 – 59 years 

 □ 60 plus 

 

 

 

11.  At what age have your patients informed you, that their trauma 
background was disclosed? (tick more than one if relevant) 

  

 □ Before 6 years □ Between age 7-12 years 

□ Between 13 -14 years □ Between 15 - 19 years 

□ Between 20 - 34 years □ Between 35 - 49 years 

□ After 50 years  

 

 

12. What is the average age that your patients reported that their traumatic 
experience stopped? (tick more than one if relevant) 

 

 □ By age 6 - 12 years 

 □ By age 13 - 15 years 
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 □ By age 16 - 20 years 

 □ By age 21 - 30 years 

 □ Sexual abuse has never stopped 

 

_______________________________________________________________ 

 

13.  Please tick the types of therapeutic intervention you use to treat patients 
diagnosed with a Dissociative Identity Disorder? (tick more than one if relevant) 

 

 □ CBT 

 □ Trauma Informed Therapy 

 □ Psychotherapy 

 □ EMDR 

 □ Narrative Therapy 

 □ Grief & Loss Therapy 

 □ Play Therapy 

 □ Exposure Therapy 

□ Psychosocial Therapy 

□ Gestalt Therapy 

□ Dialectical Behaviour Therapy 

□ Trauma Focused CBT 

□ Body Psychotherapy  

□ Somatic Trauma Therapy 

□ Other ………………………………………………. 

 

Comment:……………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………….  
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…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

………………………………………………………………………………………… 

 

14.  Which therapeutic intervention have you found to be the most beneficial 
in the treatment of patients with Dissociative Identity Disorder? (tick more than 

one if relevant) 
 

 □ CBT 

 □ Trauma Informed Therapy 

 □ Psychotherapy 

 □ EMDR 

 □ Narrative Therapy 

 □ Grief & Loss Therapy 

 □ Play Therapy 

 □ Exposure Therapy 

□ Psychosocial Therapy 

□ Gestalt Therapy 

□ Dialectical Behaviour Therapy 

□ Trauma Focused CBT 

□ Body Psychotherapy  

□ Somatic Trauma Therapy 

□ Other ………………………………………………. 

 

Comment:……………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………
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…………………………………………………………………………………………

………………………………………………………………………………………….  

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

15.  What is the average time you work with a patient diagnosed with 
Dissociative Identity Disorder? 

 □ Less than 6 months □ 7 - 12 months 

 □ 1 - 2 years □ 3 - 5 years 

 □ 6 - 8 years □ More than 8 years 

 

 

16. What level of success do you experience working with patients who have 
been diagnosed with Dissociative Identity Disorder? 
 

□ High level of success 

□ Medium level of success 

□ Low level of success 

 

 

17.  What has been your experience of patients diagnosed with 
Dissociative Identity Disorder, commitment to therapy? 
 

□ Very committed □ Somewhat committed 

□ Limited commitment □ Not very committed 

 

 

18. What is your current level of training in Dissociative Identity Disorder?  
 

□ Extensive □ Medium  

□ Limited □ No formal training 
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19.  If you work in an organisation are, they committed to ongoing training 
and research in the treatment of Dissociative Identity Disorder?  
 

 □ Very committed 

 □ Committed 

□ Not committed 

 

20.  How would you characterise your work setting? 
 

□ Urban □ Rural □ Remote 

 

 

21.  What level of therapeutic treatment is available for patients diagnosed 
with Dissociative Identity Disorder in your area? 

 

 □ High level □ Adequate level 

 □ Limited level □ Nothing available 

 

22.  What is the level of organisational support for your work with patients 
diagnosed with Dissociative Identity Disorder?  

  

□ Extremely supportive 

□ Very supportive 

□ Somewhat supportive 

□ Limited support 

 □ Not supportive 

 

23.  How well do you think Dissociative Identity Disorder patients are managed 
in your organisation? 

 

□ Very Satisfactory 

□ Satisfactory 

 □ Not Satisfactory 
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24.  What do you consider is lacking in the management of Dissociative 
Identity Disorder? (tick more than one if relevant) 
 

□ Adequate service provision 

□ Adequate treatment available for patients 

□ Adequate training in trauma and dissociation 
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Appendix 7: Qualitative Questions  

 
Qualitative Questions 

• Introduction – welcome, provide information regarding the interview and 

research project  

• Ask questions about professional’s background, their age/gender 

• Ask where the professional works – government, non-government or Private 

Practice 

• How long they have worked with patients diagnosed with Dissociative Identity 

Disorder 

 

Questions that will be asked through the interview:  

 

1. What is your present knowledge and understanding of child sexual abuse?  
_________________________________________________________________ 

 

2. What is your present knowledge and understanding of the effects of trauma 
upon the individual’ early brain development? 

 

 

3. What is your present knowledge and understand of the effect of trauma 
upon the individual? 

_________________________________________________________________ 

4. What is your understanding about trauma and psychiatric disorders? 

 

5. What is your professional opinion of the psychiatric diagnoses of 
Dissociative Identity Disorder? 

 

 

6. What training and education have you undertaken in relationship to trauma, 
child sexual abuse and Dissociative Identity Disorder?  

 

 

 

7. What is your professional opinion of the psychiatric diagnoses of 
Dissociative Identity Disorder?  

 

 

8. What is your present knowledge and understanding of the dissociation and 
DID? 
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9. What is your understanding of the causes/link of trauma and the psychiatric 
disorder of Dissociative Identity Disorder? 
 

 

 

10. What has been your experience when confronted with patients who have 
been diagnosed with Dissociative Identity Disorder and how did you 
manage that patient?  
 

 

 

11. Can you please explain how you currently manage a presentation of 
Dissociative Identity Disorder? Is there a policy or procedure in place to 
manage such patients? If so, what is it 

 

 

 

12. Can you please explain how you currently manage a patient diagnosed with 
Dissociative Identity Disorder in your practice/service? Is there a policy 
and/or procedure in place to manage such patients? If so, what is it? 
 

 

 

• Close interview by asking if the professional would like to make any other 

comments about the interview topic.  

• Thank the professional for their time.  

 

 

 

 


