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FOUR SELVES OF A STUDENT
– A CASE REPORT OF DISSOCIATIVE IDENTITY DISORDER
ABSTRACT
Dissociative identity disorder’s origin is often traced back to early traumatization. This disorder is difficult to diagnose within
a short appointment, and the patient may appear psychotic. We describe a patient case in which a threat of suicidal behaviour
led to a further assessment in adolescent psychiatric services. A diagnosis of psychotic depression with traumatic experiences
was suspected initially. The functioning of the patient remained relatively intact without treatment of psychosis. A thorough
differential diagnostic study was performed due to unusual symptom presentation. The symptoms appearing psychotic were
driven by communication between distinct personality states and by concerning memory gaps. Consequently, a diagnosis of
dissociative identity disorder was made. The primary treatment recommendation for dissociative disorders that cause unexpected
memory gaps or amnesia by expert consensus is psychotherapy. Amnesia can be frightening, and internal dialogue is difficult
to explain to others. The goal of psychotherapeutic treatment is to integrate the distinct personality states or modes, to restore
continuity in sense of self without memory gaps and to maintain functioning.
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INTRODUCTION
Dissociative symptoms are quite common in the Finnish
population (3.4%), especially presenting with somatic symptoms
(9.4%) (1,2). The symptoms often fluctuate and are eventually
relieved for most (3). Severe dissociative symptoms have
been associated with suicidality and self-harm, depression
symptoms and problems of occupational functioning (3).
Dissociative symptoms were found to be present in 14.4 per
cent of post-traumatic stress disorder patients in the World
Mental Health Surveys (4).
Dissociative identity disorder (DID) is a severe form of
dissociative disorder with an estimated prevalence of about
one per cent in general populations in mainly North American,
European and Turkish samples, although the prevalence may
be higher in patients of acute psychiatric services and clinical
samples (5–8). Clinicians in Finland usually estimate the
prevalence to be lower. Based on publicly available Care Register
for Health Care (HILMO) data, 0.4–0.6 per cent of psychiatric
outpatients or inpatients had a dissociative disorder (F44) as
their primary diagnosis in 2018, and the proportion of DID
diagnoses is presumably a fraction of these. The old multiple
personality disorder name has been used for the disorder in
the ICD-10 Classification of Diseases, meanwhile, ICD-11 has
adopted the more specific term used in the DSM-5 (9–11). Yet,
justification of DID as a diagnostic entity has been debated.
The diagnostic criteria for DID in the diagnostic classifications
are presented in Table 1 and Table 2.
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Patients have often experienced early traumatization, which,
together with neurobiological vulnerability, leads to widespread
disruption in memory functions and discontinuity in sense of self
(6). To cope with the overwhelming experiences of childhood,
a surrogate or supplementary identity may be generated, while
traumas later in life cause rather isolated dissociative symptoms
(12). In particular, physical, sexual or psychological abuse and
neglect by caregiver (attachment figure) may lead to difficulties
integrating psychological models, creating separate senses of self
(13). Functional brain imaging has associated DID, for example,
with orbitofrontal area hypoperfusion (6,13). Dissociative
amnesia has been associated with changes in the network that
subserves autobiographical memory in functional MRI studies
(14). Childhood trauma, irrespective of psychiatric diagnoses,
is associated with, for example, grey matter alterations (15).
Diagnosing DID is challenging due to the early
traumatization, disrupted attachment and difficulties trusting
authorities, and thus difficulties in endorsing symptoms. DID can,
however, be differentiated from other conditions and disorders as
a diagnostic entity, as well as from other dissociative disorders
(13). Self-report symptom scales may serve as screening tools,
but thorough diagnostic interviews like Structured Clinical
Interview for Dissociative Disorders – Revised (SCID-D) with
differential diagnostics are recommended (5,16,17). Dissociation
tendencies can be accompanied by not only amnesia but also by
false or altered memories. Structured assessment by a trained
clinician is essential to avoid leading questions and to avoid
harm through creating iatrogenic false memories (18).

Table 1. Diagnostic criteria for ICD-10 Multiple personality disorder and ICD-11
Dissociative identity disorder.

ICD-10 Multiple personality disorder (F44.81)
A. The existence of two or more distinct personalities within the individual, only one being evident at a time.
B. Each personality has its own memories, preferences and behaviour patterns, and at some time (and
recurrently) takes full control of the individual’s behaviour.
C. Inability to recall important personal information, too extensive to be explained by ordinary forgetfulness.
D. Not due to organic mental disorders (F0) (e.g. in epileptic disorders) or psychoactive substance-related
disorders (F1) (e.g. intoxication or withdrawal).
E. The symptoms are not attributable to the physiological effects of a substance (e.g., blackouts or chaotic
behaviour during alcohol intoxication) or another medical condition (e.g., complex partial seizures).
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ICD-11 Dissociative identity disorder (6B64).
Dissociative identity disorder is characterized by disruption of identity in which there are two or more
distinct personality states (dissociative identities) associated with marked discontinuities in the sense of
self and agency. Each personality state includes its own pattern of experiencing, perceiving, conceiving,
and relating to self, the body, and the environment.
At least two distinct personality states recurrently take executive control of the individual’s consciousness
and functioning in interacting with others or with the environment, such as in the performance of specific
aspects of daily life such as parenting, or work, or in response to specific situations (e.g., those that are
perceived as threatening).
Changes in personality state are accompanied by related alterations in sensation, perception, affect, cognition,
memory, motor control, and behaviour. There are typically episodes of amnesia, which may be severe.
The symptoms are not better explained by another mental, behavioural or neurodevelopmental disorder
and are not due to the direct effects of a substance or medication on the central nervous system, including
withdrawal effects, and are not due to a disease of the nervous system or a sleep-wake disorder.
The symptoms result in significant impairment in personal, family, social, educational, occupational or
other important areas of functioning.

Table 2. Diagnostic criteria for DSM-5 Dissociative identity disorder (300.14).

A. Disruption of identity characterized by two or more distinct personality states, which may be described
in some cultures as an experience of possession. The disruption of marked discontinuity in sense of self
and sense of agency, accompanied by related alterations in affect, behaviour, consciousness, memory,
perception, cognition, and/or sensory-motor functioning. These signs and symptoms may be observed by
others or reported by the individual.
B. Recurrent gaps in the recall of everyday events, important personal information, and/or traumatic events
that are inconsistent with ordinary forgetting.
C. The symptoms cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning.
D. The disturbance is not a normal part of a broadly accepted cultural or religious practice. Note: In children,
the symptoms are not better explained by imaginary playmates or other fantasy play.
E. The symptoms are not attributable to the physiological effects of a substance (e.g., blackouts or chaotic
behaviour during alcohol intoxication) or another medical condition (e.g., complex partial seizures).
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CASE DESCRIPTION
The case report has been prepared with joint consent of the
patient’s four different personality states. Written and oral
information was provided, and a written informed consent
was obtained. Some changes to details have been made to
protect patient’s anonymity. The patient is referred to as the
student and the different personality states of the patient are
called here A, B, C and D.
INITIAL ASSESSMENT
The student was in basic good health and studying in upper
secondary school with success at the time of referral to
psychiatric services due to suicidality. The student had been
awake for almost two days due to a school project and had had
conflicting discussions with friends leading to disappointment
and feeling let down. This led to an impulsive suicide plan
by taking medicines. An initial assessment was made in the
emergency department without a need for hospitalization, and
later assessment and treatment were provided in the adolescent
psychiatric outpatient unit.
The student was originally from another culture and had
moved to Finland due to mother’s new relationship at the age
of six. The student was 17-years-old at the time of the initial
assessment. There were younger siblings in the new family
with perceived inequality among the siblings. There had been
recurrent domestic violence between biological parents that the
student had witnessed as a small child, leading to biological
parents’ divorce. There was a break in communication with the
biological father lasting for several years. The student had to
learn a new culture and language distressingly fast when starting
school in Finland. Yet, the student’s academic performance
was good. The student was a victim of school bullying during
primary school and was lonely throughout comprehensive
school. There were a couple of friends then in upper secondary
school. The student spent free time on social media or played
console games, but there were also artistic hobbies. There were
conflicts with stepfather. Mother was described as being close.
The student remembered having suicidal thoughts for the first
time when ten, a second time when fourteen and this third time.
The student did not use any substances. The doctor described
the student as low-spirited giving a depressed impression, not
being anxious or psychotic, in good contact and collaboration,
and the narrative was logical.
The student was interviewed several times, and mother
and stepfather once during the assessment period. K-SADS-PL
(Kiddie Schedule for Affective Disorders and Schizophrenia
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– Present and Lifetime) was used in the diagnostic interview.
Routine self-report scales were used to complement the
information: PROD-screen for screening prodromal symptoms,
Autism Spectrum Screening Questionnaire by a parent, Autism
Spectrum Quotient, Beck Depression Inventory (BDI-21), 16D
quality of life measure, Strengths and Difficulties Questionnaire
by a parent, Alcohol Use Disorders Identification Test (AUDIT)
and Family Assessment Device (FAD-12) by all family members.
Major depressive disorder criteria were met in the interview with
K-SADS-PL. There were no longer suicidal thoughts. There
had been non-suicidal self-injury by cutting two years before.
Parents reported mood swings and rapid changes in behaviour
at home. The studies in upper secondary school continued and
the student had continued hobbies. Functioning was considered
relatively normal.
The student spontaneously told during the interviews that
there appeared to be two sides of personality since moving to
Finland. The mother confirmed that they had discussed this,
had heard a voice when the student was eight-years-old, but
it was not problematic at the time. The student described that
there was personality A, which was the childhood persona
before moving to Finland, and was usually in the background.
Personality B was the persona after moving to Finland and was
usually present in everyday life. There was a worry by B that
as persona A was much more present than usual, all the things
B usually did would be ruined. B had artistic talent while A
did not, for example. There had been auditory hallucinations
for two years, and visual experiences of moving shadows and
odd smells and feelings of being touched. These symptoms
were exacerbated when depressed or anxious. The student also
reported hearing the voice of A and when having a lot of anxiety.
Major depressive disorder with psychotic features was
diagnosed, but traumatic life experiences were acknowledged,
and some symptoms indicated possible autism spectrum
and emotional instability. A possibility of a psychosis-risk
syndrome was also mentioned. Psychoeducation was provided
and antipsychotic medication quetiapine was recommended
up to 300–400mg/day, but was not initiated as the patient
declined. A period of cognitive-behavioural therapy for
psychosis-risk syndromes was recommended and a referral was
made. Meanwhile, the student started once a week supportive
conversation therapy at the outpatient unit. Unfortunately, friends
alienated the student when learning about their symptoms, and
artistic endeavours seemed to be the only things with meaning.
During the supportive therapy, the student described that
depression and other symptoms had begun after the biological
father had broken a crucial promise to reunite. Person A was
usually in the background giving advice, but in a threatening
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or distressing situation became dominant and B lost control
over the situation and did not remember what had been done
or said. Person A filled in memory gaps later. Person B suffered
from depression, but A was more impulsive and aggressive.
The personality states shared the schoolwork between them as
one was more fluent in languages and the other in mathematics,
one was artistic and the other was not. They also had different
dominant hands and fluency in Finnish and their family’s other
language. Changing hands and written language during writing
was observed to occur spontaneously with changing personality
states at supportive therapy sessions.
ASSESSMENT FOR DISSOCIATIVE DISORDERS
Eight months since the first contact to psychiatric services had
passed at this point. The functioning of the patient remained
relatively intact without treatment of psychosis. Referral to
cognitive-behavioural therapy for psychosis-risk syndromes
was cancelled and new refining diagnostic assessments were
scheduled for the unusual symptom presentation.
A thorough lifeline was drawn together with A and B
during supportive therapy. The picture of the traumatic and
distressing life events grew in depth. The student had been
harshly disciplined as a child in addition to experiencing
domestic violence. Distress from moving to a new culture
was associated with peer difficulties, lack of friends, feeling
as an outsider and being bullied. The student was also aware
of their mother’s burdens causing her difficulties. There was
a disruptive disappointment with the biological father and
later disappointments with peers. Adolescent Dissociative
Experiences Scale (A-DES) was answered mutually by A and
B with a mean score of 7.5 (range of means 0–10) that implies
major dissociative experiences.
Somatoform Dissociation Questionnaire SDQ-20 sum score
was 46 (cut-off scores from 28–35 have been suggested, range
20–100). The student reported alterations in taste and voice,
numbing in the body, vanishing part of a body, not feeling pain
and sometimes not being able to see. Traumatic Antecedents
Questionnaire was interviewed with B who intermittently asked
answers or opinions from A. The student described difficulties
in family and with family members.
Structured Clinical Interview for DSM-IV Dissociative
Disorders-Revised (SCID-D) was used for dissociative disorder
diagnostics. Amnesia was marked. B did not remember life
events before age of six and A provided the narrative for this
time period for B to use. There were repeatedly short and up to
2 to 4-day memory gaps and time was lost for B. There were
confusing situations where B found themself being in a place
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without knowing how they ended up there. B usually asked A
to fill in the gaps. There had been periods when A and B were
in a fight and neither had consistent memories. There had
not been fugue or forgetting own personal information. The
memory gaps caused distress and significant harm, especially
with their peers.
There had not been out-of-body experiences, but there
were other significant depersonalization symptoms. One hand
was possessed by A and numb or even feeling amputated to B.
A and B had different emotional scales and different attitudes
towards the parents. As derealization symptoms, there were
experiences that family members or friends were strangers, and
this symptom occurred a couple of times per month.
Identity confusion was obvious, as if there had been an
internal fight. A was more impulsive, would like to party, use
alcohol and had aggressive and violent tendencies. B was
worried and tried to control A’s behaviour. However, A and
B were aware of each other. There were no age regressive
personas such as a small child. Internal dialogue was apparent
during the interview. The student did not find this dialogue to
originate from an outside source. If something needed to be
figured out, both A and B would take a pen and write on paper.
There was information that the student had talked about
the experience of different personalities from a young age. The
student had previously experienced fierce internal fighting and to
get relief had intentionally analysed themself and their personas
during the last months. This seemed to have consolidated the
personality states but had also brought preliminary integration
During the interviews, B was usually present, in good
contact and collaborating. At points there was intent listening
present, and the clinician described it like watching and listening
to somebody on the phone when B was consulting A. This
could be interrupted with a follow-up question. Once there
was a short period of time when not in contact. There were no
signs of depression or anxiety. Thinking and discussion were
internally logical and undisrupted.
After consulting several psychiatrists, a dissociative
identity disorder (DID) diagnosis was made (ICD-10 F44.81),
and major depressive disorder was not considered to be with
psychotic features and was in partial remission. The results of
the assessment were reviewed with the student and mother.
During that meeting both A and B were present, talking in
different languages and being in distinctively different moods.
Information about treatment options was given, primarily about
psychotherapy.
The goal of psychotherapeutic treatment was pronounced as
integration or integrated functioning among the identities. The
student expressed a worry in supportive therapy that the treatment

Four selves of a student
– a case report of dissociative identity disorder

CASE REPORTS

PEER-REVIEWED

would make one of the personality states disappear, but it was
stated to be not the aim. Stabilization-oriented group therapy
was planned. Meanwhile, the supportive therapy continued,
and the student was provided counselling about available social
services. Yet, the student passed the matriculation examination
and moved to live independently, demonstrating age-appropriate
functioning. The student applied for studies in higher education
and secured a study place in another region of Finland. Thus,
the group therapy was cancelled.
UNVEILLING OF FOUR PERSONALITY STATES
Some six months after the last assessment, the student visited
the parents dressed typical of the opposite sex and being
atypically talkative and positive. Two months after, that the
student noticed cut marks that neither A nor B remembered
doing. The idea of having even more personalities appeared
to be confusing and scary, but was suggested by the student
in an appointment. A and B had been thinking about this
possibility and had concluded that there was persona C and
they could feel C’s presence, although C was not talking to
them but was making drawings of symbols.
A was not in contact with B for a period. A told, when
they came back into contact, that there was in addition to C,
also D. After a while, all four personality states had a joint
meeting where they divided responsibilities. B described C
as interesting company, but D to be a reckless teen that sleeps
most of the time. One of the personality states had an opposite
gender identity to the other personality states.
The student had moved to a new town to study. There
were more problems with mood, sleep and concentration when
contacted for the last time. The treatment was then referred
to the local psychiatric outpatient unit with psychotherapy
recommendation still valid.
The four selves of the student wished to contribute to this
report by describing their likes and dislikes, personalities and
duties. A was responsible for managing all the personalities to
keep everyone safe. B kept urges in check to keep everyone safe.
C did not want to report duties. D reported being responsible
for living stuff, although being a sleepyhead.
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DISCUSSION
In the treatment system, identification of dissociative disorders
occurs through a careful assessment of when symptoms,
functional capacity and treatment response do not meet. A
sense of security must be achieved in the relationship between
the patient and the clinician for the patient to disclose odd
and confusing symptoms, with shame often involved (19).
Dissociative disorders are not usually involved in routine
assessment, meaning that dissociative symptoms should be
asked separately, or self-report measures should be used to
screen symptoms. In the presented case, the student provided
cues of experiencing multiple personality states and hearing
voices during a diagnostic interview, and was confused with the
symptoms and unwilling to disclose symptoms to peers. The
student had talked about these experiences already as a child.
The symptom presentation may be quite diverse and
comorbidity is expected. Differential diagnostics, especially
for psychosis and schizophrenia spectrum disorders, is difficult
due to several overlapping symptoms (20). Other differential or
comorbid disorders involve mood disorders, anxiety disorders,
OCD, eating disorders and borderline personality disorder.
There is a lack of knowledge about potential cultural factors
affecting the symptom presentation (6).
The controversy around DID include potential false-positive
diagnosis and feigned or simulated symptoms. The symptoms
may originate from examples in popular culture or social media.
Iatrogenic origins in treatment or therapeutic contexts have also
been reported. This highlights further that the diagnostics of DID
and other dissociative disorders need to be considered carefully
(5). A specialized team in HUS Helsinki University Hospital
was set up in 2015 to provide second opinion consultations
for other units in suspected DID cases. The protocol of the
consultation is provided in Table 3. The present student’s case
was assessed in accordance with this protocol.
Studies aiming to identify features of simulated or imitated
DID have been made (19). In the study by Boon and Draijer
(21), the patients that were imitating DID were diagnosed
with borderline and histrionic personality disorders and with
other dissociative disorders. These patients reported amnesia
concerning only unacceptable behaviour, depersonalization,
derealization, identity confusion and identity alteration. They
exhibited no shame and were keen to endorse the symptoms (21).
Features like a preoccupation with their own different
personality states were identified among false-positive DID
patients in an interpretative phenomenological analysis by
Pietkiewicz et al. (19). The authors provided a list of warning
signs for identifying false-positive or imitated DID (19). The
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student did not present with these warning signs: there was
no expectation to confirm a DID diagnosis, DID had not been
suggested by someone without proper assessment, there was
no excessive interest in a DID diagnosis or familiarization
with the symptoms, the student did not use psychiatric jargon,
there were signs of avoidance about painful experiences, the
student did not justify unacceptable behaviour but was more
worried about the possibility of unwanted behaviour, there were
traumatic memories, the student did not deny ego-dystonic
thoughts or voices, there was amnesia of ordinary everyday
activities, the student did not try to control the interview and
did not perform dramatic personality shifts but was observed
in a triggered situation and there were no benefits or gains
associated with the diagnosis.
The treating clinicians pondered the possibility of
simulation. The student seemed to be genuine in confusion
and consistent in their story, meanwhile, the clinicians were
bewildered by the oddness of the symptoms logically described
by the youth, without drama but with appropriate emotions
expressed. Coping with the everyday memory gaps was a key
problem for the student, and hindered functioning. Information
about potentially traumatic and distressing experiences and
moving to another culture in childhood were considered
supportive of the diagnosis.
An atypical feature in the student’s presentation was
awareness or co-consciousness between A and B. Amnesia is
considered a core diagnostic criterion for DID. In the studies
comparing individuals with DID to individuals simulating DID
on purpose, the simulators scored lower in standard diagnostic
tools and trauma-aware and trauma-unaware personalities
functioned differently to some extent (22,23). There were also
differences in cognitive functioning, deficits in recognition,
recall and reaction times. However, there was a noticeable
failure of inter-identity amnesia among people diagnosed with
DID and simulators (22–24). Boysen and Vissia suggested a
description: “Memory is available, but it is not subjectively
accessible.” (22,23). Thus, amnesia in DID is perceived by
the patient, but it is not an actual memory impairment (24).
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The treatment guidelines for DID are based on clinical
case studies and case series, naturalistic follow-up studies and
expert consensus (5,6). There is no pharmacological treatment
for DID. Psychotherapy using a phase-oriented treatment model
was found to be beneficial for different symptom dimensions
and functioning in a meta-analysis of eight non-controlled
dissociative disorder studies (6). Functional integration between
the personality states is the aim, but “final fusion” is not required
or necessary for a better quality of life.
The authors conclude that DID is a rare phenomenon in their
clinical experience. The student’s case presented here was the
first DID diagnosis that they had placed. Other severe dissociative
disorders, including dissociative disorder not otherwise specified
(DDNOS) and sensory and motor dissociative (conversion)
disorders, are more common presentations.
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Table 3. Process of dissociative identity disorder (DID) second opinion
consultation in HUS Helsinki University Hospital 2016–2019

Referral from the treating psychiatrist is indicated, when the following criteria are fulfilled:
1. DID diagnosis is suspected, and the diagnosis cannot be verified or previously made DID diagnosis
requires a re-evaluation.
2. Revising the diagnosis has clinical relevance for the patient outcomes, because of treatment resistance,
for example.
3. The patient has had earlier assessment and treatment in HUS Psychiatry that continues beyond
consultation.
All relevant documents are reviewed by the consulting psychiatrist. Referring unit can be requested to
deliver missing documents or to collect basic psychiatric data by standard clinical assessments.
Psychiatric nurse interviews patient for family history and life events, education, work-life and functional
capacity. Dissociative Experiences Scale (DES-II or A-DES) and Somatoform Dissociation Questionnaire
(SDQ-20) are filled. Other relevant scales may be used.
First psychiatric consultation visit: Patient’s expectations towards the consultation. Interview of the life
events with emphasis on potentially traumatic life events, lifetime symptoms and changes in functioning.
Potential memory gaps are notified. Structured diagnostic interview like Structured Clinical Interview
for DSM (SCID-I) and SCID-II when needed.
Second psychiatric consultation visit: A Structured Clinical Interview for DSM-IV Dissociative DisordersRevised (SCID-D).
Additional psychiatric consultations if needed to continue structured interviews.
Team meeting and case formulation with other psychiatrists and a psychologist. Discussion and planning
the further steps together. Preliminary feedback about the assessment to the patient.
Written consultation report to the treating psychiatrist OR broadening of the consultation. Additional
assessments: psychological testing, psychiatric visual expression interview (25), contacting family members
or spouse for additional information, contacting psychotherapist.
Written consultation report with possible treatment recommendations. Feedback about the assessment and
information about diagnostics and its clinical relevance to the patient.
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