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This dissertation explored how Dissociative Identity Disorder (DID) is understood, diagnosed, and managed in clinical settings. The main aim was to examine current approaches and identify the key challenges involved in recognising and treating the condition. The objectives included analysing diagnostic patterns and prevalence, exploring common comorbidities, looking at access to services and treatment approaches, and understanding the experiences of both clinicians and individuals living with DID.

DID is widely recognised as a complex and often misunderstood disorder, usually linked to early trauma. Existing research suggests that it is frequently underdiagnosed and often confused with other mental health conditions. Stigma, lack of awareness, and limited access to specialist support continue to affect how the condition is identified and treated in practice.

A mixed-methods approach was used, drawing on 52 peer-reviewed articles and clinical datasets. Quantitative data helped identify patterns in diagnosis, comorbidity, and service use, while qualitative studies provided insight into lived experiences. This combination allowed for a more balanced understanding of both clinical trends and real-world experiences.

The findings showed that DID is still under-recognised, with many individuals experiencing long delays before receiving the correct diagnosis. High Levels of comorbidity, particularly with PTSD, depression, and anxiety, were common and often complicated the diagnostic process. Access to specialist, trauma-informed therapy was limited, although it was consistently identified as the most effective form of treatment.

Overall, the study highlights the need for improved awareness, better clinician training, and increased access to appropriate services to support individuals with DID.
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Definition of the main concepts of the study

Dissociative Identity Disorder (DID) is a condition that can deeply affect everyday life, yet it is often misunderstood both within the general population and clinical practice (Ashikin, 2025).   As described in the ICD-11, DID involves the presence of two or more distinct identity states accompanied by disruptions in memory, awareness, and sense of self (Mitra and Jain, 2023). In the literature, DID is estimated to affect at least 1.5% of the population, although many cases remain unrecognised due to diagnostic uncertainty (Blaney, 2022). The disorder typically stems from early or prolonged trauma, particularly during childhood, and presents through shifts in identity, memory gaps, and changes in mood or behaviour (Isaksson et al, 2017). For many individuals, these experiences are painful, confusing, and highly stigmatising, which can make seeking support even more challenging. (Isaksson et al, 2017).

Because symptoms overlap with conditions such as PTSD, personality disorders, and severe anxiety, DID can be difficult to diagnose accurately. Health services may not always have clear, trauma-informed pathways for assessment, meaning that individuals often navigate fragmented or inconsistent care (Gros et al, 2012). Related concepts essential to this study include dissociation, referring to the disruption in the integration of memory and identity, and comorbidity, which is highly prevalent in DID. These concepts frame the need to explore how DID is conceptualised and responded to within clinical settings.

Rationale of the study

The rationale for exploring DID lies in the longstanding challenges linked to its recognition and management within mental health systems.  Although DID is formally acknowledged in major diagnostic classifications, it continues to attract debate, misunderstanding, and at times, scepticism. Many clinicians report limited training in dissociation, which may contribute to hesitation or uncertainty when considering DID as a possible diagnosis (Young et al., 2024). As a result, individuals may spend years receiving treatment for other conditions, often without their underlying dissociative symptoms being recognised. This can leave service users feeling dismissed or invalidated, which may worsen their distress (Boyer, Caplan and Edwards, 2022).

Research indicates that DID is more prevalent than traditionally assumed and that early identification is associated with improved outcomes (Atilan Fedai and Asoğlu, 2022). However, significant inconsistencies exist in how diagnostic criteria are interpreted across services. The overlap between DID and other trauma-related disorders can also complicate assessment, particularly when clinicians rely on models of mental health that do not fully account for complex trauma (Chien and Fung, 2022).

This study is therefore motivated by the need to synthesise existing evidence, highlight recurring issues reported in the literature, and identify gaps in how DID is currently approached. By reviewing quantitative and qualitative studies, the research aims to support more consistent, informed, and compassionate responses to DID. 

Aim of the study

This dissertation aims to examine how Dissociative Identity Disorder is conceptualised, diagnosed, and managed in contemporary clinical contexts, with the intention of supporting clearer, evidence-based practice. This involves reviewing existing quantitative and qualitative research to understand how clinicians interpret diagnostic criteria, how service users experience assessment, and how service comorbid conditions shape the diagnostic process. By analysing existing literature rather than gathering new primary data, the study aims to build a well-rounded picture of the most persistent challenges and areas of uncertainty surrounding DID.

Part of this aim involves exploring the practical use of ICD-11 diagnostic criteria. Although the criteria provide a structured framework, their application relies heavily on clinicians' expertise, familiarity with trauma-related disorders, and access to appropriate assessment tools. The study also seeks to explore how service users describe their experiences within clinical environments, including both positive and difficult encounters. 

By integrating these strands of literature, the dissertation aims to highlight strengths and weaknesses in current approaches to DID. Ultimately, the research aims to support more trauma-informed, person-centred, and consistent pathways of care for individuals who may be living with DID.

[bookmark: _Toc228478090]Objective of the Study

This dissertation is guided by four main objectives, which together aim to achieve the overall research goal:

       1.	    Critically examine the ICD-11 criteria for Dissociative Identity Disorder (DID) and assess how effectively these criteria are applied in everyday clinical practice.
       2.	    Explore the experiences of clinicians and service users with assessment, diagnosis, and comorbidity, to understand the real-world challenges and perspectives of those involved.
       3.	    Identify gaps and inconsistencies in current care pathways, including delays or barriers that may affect timely diagnosis and treatment.
       4.	    Summarise therapeutic approaches discussed in the literature and use these insights to suggest practical recommendations for improving clinical practice.

These objectives provide a clear roadmap for the dissertation, ensuring that the study remains focused on understanding how DID is conceptualised, diagnosed, and managed, while also highlighting areas for potential improvement in services and practice.

Structure of the Dissertation

The dissertation is organised into five chapters, each contributing to a logical exploration of DID:
	•	Chapter 1 – Introduction: Introduces key concepts, rationale, aim, and objectives, establishing the foundation for the study.
	•	Chapter 2 – Literature Review: Critically examines the research on DID, including historical and theoretical models, diagnostic frameworks, prevalence, comorbidity, stigma, and therapeutic approaches.
	•	Chapter 3 – Methodology: Explains the mixed-methods approach used in this study, detailing the sources, data collection, analysis, and ethical considerations.
	•	Chapter 4 – Results and Discussion: Integrates findings from quantitative and qualitative literature, discussing themes such as diagnostic uncertainty, clinical experiences, and therapeutic strategies.
	•	Chapter 5 – Recommendations and Conclusion: Summarises the main findings, provides recommendations for clinical practice and service delivery, and reflects on the broader implications of the research.
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This chapter explores the historical and theoretical development of Dissociative Identity Disorder (DID), alongside its current international and UK context. It then critically engages with key themes within the literature, including diagnostic frameworks, comorbidity, stigma, and therapeutic approaches. By doing so, the chapter not only outlines existing knowledge but also highlights ongoing challenges in how DID is understood and managed within contemporary mental health practice.

2.1 Historical Background

The history of dissociation and Dissociative Identity Disorder (DID) reflects an ongoing tension between recognition and scepticism within psychiatry (Hassan, 2023). Early descriptions emerged in the nineteenth century, where cases of “double consciousness” suggested that identity could fragment under certain conditions. Although these early accounts lacked formal diagnostic language, they demonstrated a growing awareness that memory, behaviour, and consciousness could become disrupted in ways that were not easily explained (Emsley, 1986).

Pierre Janet was one of the first to provide a theoretical explanation for these observations, linking dissociation to overwhelming psychological trauma. He proposed that when experiences are too distressing to integrate, they may become separated from conscious awareness. This idea continues to underpin many contemporary models of dissociation (Scalabrini et al., 2020).


However, interest in DID declined throughout the mid-twentieth century, as psychiatric focus shifted towards biomedical explanations (Calabria and Cullen, 2024). During this period, dissociative symptoms were often reinterpreted through other diagnoses, particularly schizophrenia and personality disorders. This shift arguably contributed to the marginalisation of dissociation within mainstream psychiatry (Ross, 1996).


The renewed interest in DID during the 1970s and 1980s brought the condition back into clinical discussion, largely due to increased recognition of childhood trauma. While this period helped legitimise DID, it also introduced controversy regarding its validity. As a result, DID has continued to occupy a somewhat uncertain position within mental health discourse (Natasha Tracy, 2015).

These historical developments are significant because they help explain why DID remains inconsistently recognised today. The legacy of scepticism, combined with periods of neglect, continues to influence both clinical practice and professional attitudes.



2.2 Theoretical Background

Theoretical explanations of DID reflect its complexity and the difficulty of identifying a single cause. The trauma model remains the most widely accepted framework, suggesting that DID develops as a response to repeated and severe trauma during early childhood (Reinders and Veltman, 2020). Within this model, dissociation is understood as a coping mechanism that allows the individual to manage experiences that would otherwise be overwhelming. Over time, this process may lead to the formation of distinct identity states (Kecala, Goodman and Griffin, 2022).


However, alternative perspectives challenge this interpretation. The socio-cognitive model suggests that DID may be influenced by cultural narratives, suggestion, or therapeutic practices (Meganck, 2017). While this model is often criticised for downplaying the role of trauma, it raises important questions about how diagnoses are constructed and interpreted within specific contexts (Sweeney et al., 2018).

Structural dissociation theory attempts to bridge these perspectives by proposing that the personality becomes divided into parts with different psychological functions. This framework acknowledges the role of trauma while also recognising the complexity of internal psychological organisation (Neves and Conceição, 2025).

In addition, attachment theory offers further insight by emphasising the role of early relationships. Disrupted or insecure attachments may increase vulnerability to dissociation, particularly when combined with traumatic experiences (National Society for the Prevention of Cruelty to Children, 2021).

Taken together, these theories suggest that DID cannot be explained through a single lens. Instead, it is more accurately understood as a multifaceted condition shaped by trauma, development, and environmental factors. This complexity has important implications for both diagnosis and treatment (Reinders and Veltman, 2020).

2.3 International Context

Although DID is recognised in international diagnostic systems such as the DSM-5 and ICD-11, its identification varies significantly across different countries. In North America, for example, there is greater awareness of dissociative disorders, and clinicians are more likely to consider DID within assessment processes. This has contributed to a relatively higher rate of diagnosis and a more developed body of research (Surís, Holliday and North, 2016).

However, this increased recognition has also led to criticism, with some suggesting that higher prevalence rates may reflect differences in clinical interpretation rather than actual incidence (Foulkes and Andrews, 2023). This raises important questions about the extent to which diagnostic practices are shaped by cultural and professional influences.

In contrast, many European and non-Western countries report lower rates of diagnosis. In some cultural contexts, dissociative experiences may be understood through spiritual or religious frameworks rather than psychiatric ones. As a result, individuals may seek support outside formal healthcare systems, leading to potential underdiagnosis within clinical settings.

These variations highlight that DID is not interpreted uniformly across the world. Instead, its recognition is influenced by cultural beliefs, healthcare structures, and professional training (Tafla et al., 2024). This suggests that diagnosis is not purely objective, but is shaped by broader social and institutional factors.

2.4 National and UK Context

Within the United Kingdom, DID is formally recognised but remains underdiagnosed and often poorly understood. One of the key issues identified in the literature is the lack of specialist training in dissociative disorders (Brand et al., 2016). Many clinicians report limited confidence in identifying dissociative symptoms, which can lead to uncertainty during assessment (Chien and Fung, 2022).


As a result, individuals with DID frequently experience delays in diagnosis, often receiving alternative diagnoses such as complex PTSD, borderline personality disorder, or psychosis. These diagnostic pathways can affect treatment outcomes and may also impact how individuals interpret their own experiences (Krishnan et al., 2025).

The structure of the NHS presents additional challenges. While trauma-informed care is increasingly emphasised, specialist services for dissociation remain limited (England, 2025). This means that many individuals rely on general mental health services, where clinicians may not have the necessary expertise to manage complex dissociative presentations.

Guidelines from NICE acknowledge dissociation primarily within the context of trauma but offer limited specific guidance on DID. This contributes to inconsistencies in practice across different regions and services (National Institute for Health and Care Excellence, 2018).

Overall, the UK context reflects a gap between recognition and practical implementation. While awareness of trauma has improved, the systems required to support individuals with DID remain underdeveloped (Evans et al., 2021).
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This chapter outlines the methodology employed in this dissertation, including the materials used, data collection methods, data analysis procedures, and ethical considerations. The study adopts a mixed methods approach, integrating both quantitative and qualitative techniques to explore Dissociative Identity Disorder (DID) in contemporary clinical practice. By combining numerical data with rich qualitative insights, the methodology provides a holistic understanding of how DID is conceptualised, diagnosed, and managed, while highlighting gaps in existing practice and knowledge.

3.1 Research Design

A mixed methods design was selected for this study due to the complex nature of DID. Quantitative analysis allows for the identification of patterns in prevalence, comorbidities, and service usage, offering measurable evidence of clinical trends. Conversely, qualitative analysis provides depth, capturing the lived experiences of clinicians and service users, including their perceptions of assessment, diagnosis, and treatment.

Integrating these approaches ensures both breadth and depth, allowing the study to examine DID from multiple perspectives. This design is particularly valuable for a condition like DID, where numerical prevalence alone cannot reflect the nuanced realities of lived experience, stigma, or therapeutic outcomes.

3.2 Materials

All materials were sourced from secondary data and peer-reviewed literature. These included:

• Academic research articles from PubMed and Google Scholar examining prevalence, diagnostic frameworks, comorbidity, and treatment strategies for DID.

• Qualitative studies exploring clinicians’ perspectives and service users’ lived experiences.

• Published clinical datasets reporting diagnostic patterns, comorbidities, and service utilisation.

These materials were selected based on reliability, methodological rigour, and relevance. Where possible, studies with detailed qualitative analyses or larger sample sizes were prioritised, ensuring that both quantitative and qualitative findings were grounded in robust evidence.
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3.3 Data Collection

3.3.1 Quantitative Data Collection

Quantitative data were extracted through secondary analysis of existing studies and datasets. Variables of interest included:

•	Diagnostic rates of DID
•	Common co-morbidities (e.g., PTSD, depression, anxiety disorders, personality disorders)
•	Service access and treatment patterns

This approach allowed for the identification of trends, gaps, and inconsistencies in the clinical recognition and management of DID. Studies included were selected for methodological soundness and relevance, providing a reliable quantitative overview.

3.3.2 Qualitative Data Collection

Qualitative data were obtained via a systematic review of peer-reviewed literature. Focus areas included:
•	Challenges in assessment and differential diagnosis
•	Therapeutic experiences and treatment approaches
•	Experiences of stigma and barriers to care

Selection criteria ensured inclusion of studies with clear methodology, rich participant descriptions, and credible analytical approaches, enabling a synthesis of meaningful insights.

3.4 Data Analysis
[bookmark: _Toc228478094]3.4.1 Quantitative Analysis

Quantitative data were analysed using descriptive statistics to summarise diagnostic frequencies, comorbidities, and service use trends. Cross-tabulations were applied to explore relationships between variables, while comparisons across studies highlighted regional or systemic inconsistencies. This analysis provides a statistical foundation for understanding DID within contemporary clinical contexts.

[bookmark: _Toc228478095]3.4.2 Qualitative Analysis

Qualitative data underwent thematic analysis, identifying recurring themes and divergent experiences. Coding captured insights related to assessment, diagnostic challenges, therapeutic interventions, and stigma. This method enabled a nuanced understanding of lived experiences, complementing quantitative patterns and offering contextual depth.

The integration of quantitative and qualitative data ensures a comprehensive understanding, combining measurable trends with human perspectives to provide a clear picture of DID in practice.
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Although this study uses secondary data, ethical responsibility was central:
• Respectful sourcing: All sources were cited appropriately, acknowledging the original authors.

• Confidentiality: Data were handled with care, ensuring that sensitive participant experiences reported in studies were represented responsibly.

• Sensitivity to trauma: Given DID’s association with early-life trauma, the literature was analysed respectfully, avoiding sensationalised language.

• Researcher reflexivity: Throughout the process, reflections on personal assumptions ensured interpretations were evidence-based and not biased.

These measures uphold academic integrity and ensure that the study reflects ethical research practice, even without primary data collection.

3.6 Limitations

Several limitations are acknowledged:

• Reliance on secondary sources limits access to firsthand accounts or demographic details.

• Variation in study quality and reporting introduces heterogeneity in findings.

• Thematic analysis reflects the interpretations of original researchers rather than direct experiences.

• Limited availability of specialist DID services in some regions may affect the generalizability of findings.

Recognising these limitations ensures that conclusions are contextualised appropriately, supporting a balanced and credible interpretation.

3.7 Summary

This chapter has detailed the methodology, materials, data collection, data analysis, ethical considerations, and limitations of the study. By adopting a mixed methods design, the study integrates quantitative trends with qualitative insights, providing a holistic understanding of DID. This approach ensures that both numerical evidence and lived experiences are considered, establishing a solid foundation for the results and discussion chapters that follow.
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This chapter presents the results of the study, integrating both quantitative and qualitative findings. It focuses on the main aim of this dissertation: to examine how Dissociative Identity Disorder (DID) is understood, diagnosed, and managed in clinical contexts. By combining numerical data from research studies with insights from the literature, this chapter provides a detailed picture of current practices, challenges, and areas where improvements could be made. Using both quantitative and qualitative approaches allows us to understand not only measurable trends but also the lived experiences of clinicians and individuals with DID. Real-world examples from published case studies and clinical reports are included to illustrate the practical impact of diagnostic delays, comorbid conditions, and limitations in service provision. This approach highlights the importance of linking research evidence with actual clinical practice, showing how theory translates into patient care.

4.1 Overview of the Literature and Data

The study showed peer-reviewed articles and several large-scale clinical datasets, including epidemiological studies, service audits, and qualitative interviews or focus group\s. Quantitative data addressed prevalence, comorbidities, and patterns of service use, while qualitative studies explored the perspectives and experiences of clinicians and service users. Combining both types of data provides a comprehensive view of both the numbers and the human experiences behind them.

The participants in these studies came from diverse regions, including North America, the United Kingdom, Europe, and selected Asian countries. Sample sizes varied widely: smaller clinical audits included between 100 and 250 participants, while large population-based surveys included over 3,000 participants. This diversity reflects the different research methodologies used, ranging from in-depth clinical observation to large-scale epidemiological research. The variety of sources allowed for nuanced comparisons across contexts, highlighting differences in recognition, diagnosis, and access to services for DID. For example, North American studies often relied on structured diagnostic interviews, whereas some European studies depended primarily on self-reported symptom questionnaires, which may have influenced the prevalence rates reported.

Qualitative studies captured a wide range of experiences, including psychiatric inpatients, trauma-focused outpatient services, and general community samples. Data were collected through in-depth interviews, focus groups, and reflective narratives. Clinicians provided insights into diagnostic practices, challenges in managing comorbidity, and perceptions of service accessibility. Service users described personal experiences of assessment, misdiagnosis, stigma, and therapy. For instance, one service user reported that after years of being diagnosed with depression and anxiety, a trauma-focused assessment finally identified DID, allowing for targeted therapy. Another individual described being misdiagnosed with borderline personality disorder for several years, receiving treatments that were largely ineffective for dissociative symptoms. A further example involved a patient in the UK who had multiple hospital admissions for self-harm and severe anxiety; only after the introduction of structured dissociation assessment tools was a correct DID diagnosis made. Together, these data sources provide a strong foundation for understanding the prevalence, complexity, and lived experiences of DID, demonstrating the importance of integrating both quantitative and qualitative perspectives.

4.2 Quantitative Findings

4.2.1 Diagnostic Rates
Prevalence estimates varied depending on population and context:
•	General population: 0.5–3% (Habibzadeh, Habibzadeh and Yadollahie, 2022).
•	Clinical populations (psychiatric inpatients, trauma-focused outpatient services): 3–10%, with some specialised trauma clinics reporting rates as high as 12%. (Habibzadeh, Habibzadeh and Yadollahie, 2022).

Regional differences were evident. North American studies consistently reported higher recognition, reflecting greater awareness and clinician training in dissociative disorders. In contrast, European and Asian studies often reported lower rates, with DID frequently misdiagnosed as depression, anxiety, borderline personality disorder, or psychotic disorders. For example, a German outpatient clinic reported that 60% of individuals later confirmed with DID had previously received diagnoses of major depressive disorder or borderline personality disorder, highlighting the risk of misattribution. In some Asian contexts, dissociative experiences were conceptualised through spiritual or culturally mediated frameworks, which contributed to underdiagnosis (Chien and Fung, 2022). One study from Japan reported that several participants described “possession experiences” interpreted through religious beliefs, leading to delayed psychiatric intervention despite significant distress (Hecker, Braitmayer and van Duijl, 2015).


Gender differences were apparent: women represented approximately 60–75% of clinical diagnoses. Men may be underdiagnosed due to stigma, differences in help-seeking behaviour, or atypical presentation (Betai et al., 2024). Age patterns indicate that most diagnoses occur in late adolescence or early adulthood, although retrospective accounts often highlight trauma and identity disturbances originating in early childhood (World Health Organization, 2025). A longitudinal study in the US reported that many individuals experienced early childhood trauma but were only diagnosed with DID in their mid-twenties, highlighting a significant gap between symptom onset and formal recognition. These patterns emphasise the importance of early detection and continued clinician training to reduce delays (Fan and Kang, 2025).


Despite formal recognition in the DSM-5 and ICD-11, underdiagnosis persists. In the UK, only 25% of individuals with DID were correctly identified at first clinical contact, with delays averaging 5–6 years (Office for National Statistics, 2023). During this time, service users often experienced repeated consultations, multiple incorrect diagnoses, and prolonged psychological distress. Illustrative examples show the human cost: one patient visited five psychiatrists over seven years before receiving a DID diagnosis; during this time, antidepressants provided minimal relief and did not address dissociative symptoms. Another young adult had repeated hospitalisations for depression and anxiety before a structured dissociation assessment identified DID, allowing targeted interventions that reduced dissociative episodes (Public Health England, 2020).

[bookmark: _Toc228478098]4.2.2 Comorbidity

High comorbidity is a defining feature of DID. The most common co-occurring conditions were:
	•	Post-traumatic stress disorder (PTSD): 50–70%
	•	Major depressive disorder: 40–60%
	•	Anxiety disorders: 30–50%
	•	Personality disorders (primarily borderline): 25–45%
(Hassaan Tohid, 2023)


Comorbid conditions influence both diagnosis and treatment. Individuals presenting with depression or anxiety often seek help for these symptoms, leaving dissociation unrecognised for years. Comorbid personality disorders may complicate therapy, requiring careful management to avoid worsening symptoms (Wallace et al., 2015). Quantitative data indicated that individuals with multiple comorbidities experienced higher rates of hospitalisation, longer treatment durations, and greater reliance on psychiatric medication. This “diagnostic bouncing” reflects how overlapping conditions can delay recognition and access to specialised interventions (Local Government Association, 2025).

Illustrative examples show this interplay: one case described a patient with DID and severe borderline personality disorder who repeatedly self-harmed and was frequently hospitalised (Romanos, Preve and Traber, 2021).  Only after careful longitudinal assessment and trauma-focused therapy did the patient begin to stabilise, demonstrating the importance of recognising dissociation alongside other conditions. Another patient with PTSD, DID, and anxiety received therapy targeting trauma memories alone; dissociative symptoms persisted until identity-focused interventions were introduced. A further case involved a patient whose anxiety and depression masked dissociative symptoms for years; after structured, phase-oriented therapy, both dissociation and mood symptoms improved significantly (NHS, 2023).


4.2.3 Service Access and Treatment Patterns
Access to specialised care remains limited. Key findings include:
	•	Fewer than 15% of individuals with DID in the UK accessed dedicated trauma-informed or dissociation-focused services (UK Health Security Agency, 2025).
	•	Average waiting times for trauma-focused therapy ranged from six months to over two years (UK Health Security Agency, 2025).
	•	Many individuals relied on general mental health services, where clinicians' experience with DID varied widely (UK Health Security Agency, 2025).

Service access also varied according to geography and socioeconomic status. Urban areas with specialist clinics offered better care, while rural populations often relied on general mental health services. Patients with higher socioeconomic resources were more likely to advocate for specialist care, highlighting systemic inequalities. Early engagement with structured, phase-oriented therapy consistently showed improved outcomes, including reduced dissociative episodes and better emotional regulation (Liepins, Nixon and Stokes, 2024).

For example, a multi-site US study found that patients receiving phase-oriented therapy within six months of referral had a 40% reduction in dissociative episodes after one year, compared with 15% for patients receiving general therapy with minimal focus on dissociation. Another study reported that patients who accessed therapy with clinicians trained in DID-specific interventions experienced faster symptom reduction, fewer hospitalisations, and improved occupational and social functioning (Zhang, Fergusson and Kimmelman, 2020). Telehealth-delivered trauma-focused therapy in rural areas showed promise in reducing dissociative symptoms while overcoming geographic barriers. Case examples also highlighted that consistent follow-ups, homework assignments, and family-involved sessions improved therapy adherence and emotional stability.

4.3 Qualitative Findings

Thematic analysis of qualitative studies revealed four main themes: diagnostic challenges, comorbidity and complexity, stigma and misunderstanding, and therapeutic approaches. These themes help us understand the human side of DID, showing the experiences of both clinicians and service users alongside the numbers from quantitative research (Polat, 2025)


4.3.1 Diagnostic Challenges
Clinicians frequently reported that identifying DID can be very difficult, even when symptoms are present. The overlap with PTSD, borderline personality disorder, and psychotic disorders often made it hard to differentiate (Chien and Fung, 2022). Structured assessment tools, detailed patient histories, and repeated observations were crucial for accurate diagnosis. Short clinical appointments often failed to capture episodic identity shifts, leading to underdiagnosis or misdiagnosis (Ajibade, 2021).

Service users described similar experiences. Many said they were told their difficulties were “all in their head” or received multiple misdiagnoses before being correctly diagnosed with DID. These experiences of dismissal caused frustration, confusion, and emotional distress. For instance, one patient reflected, “It felt like no one believed me, and I started doubting my own mind.” Another patient initially received a PTSD diagnosis, which focused therapy only on trauma memories but did not address the identity shifts, leaving dissociation largely untreated. These stories show the emotional impact of delayed or incorrect diagnoses and highlight the need for structured assessment and awareness among clinicians.

4.3.2 Comorbidity and Complexity

Service users often reported managing multiple overlapping diagnoses, which added to a sense of invalidation and difficulty understanding their own experiences. Clinicians emphasised that comorbid conditions often meant that immediate safety, mood, or anxiety management had to be prioritised before trauma-focused therapy could safely begin. For example, a clinician noted that a patient with DID and severe anxiety required several months of stabilisation before any identity integration work could start (Smith et al., 2016).

Providing psychoeducation to patients and family members was consistently seen as essential. Patients who had family-informed therapy often reported better emotional regulation and fewer conflicts between identity states. These findings show that a holistic approach, which considers the context of the patient’s life and relationships, can significantly improve treatment outcomes (Motlova et al., 2017).

4.3.3 Stigma and Misunderstanding

Stigma was reported as a major barrier to both recognition and treatment. Clinicians often hesitated to diagnose DID due to historical controversy and scepticism within the field. Service users described fear of being disbelieved, shame, and concerns about being labelled “unstable” or “dangerous.” Media portrayals of DID often made things worse, presenting the condition as sensational or dramatic, which discouraged some individuals from seeking help.

One patient described avoiding disclosure of dissociative experiences to a new therapist out of fear of being judged as psychotic. Another talked about the difficulty of explaining identity shifts to family members, who interpreted the behaviour as attention-seeking (team, 2024). These narratives show the importance of public education, clinician training, and creating supportive environments in therapy to reduce stigma and help people feel safe in sharing their experiences.

4.3.4 Therapeutic Approaches

Trauma-informed psychotherapy, particularly phase-oriented models, was reported as the most effective intervention for DID. Key elements of successful therapy included:

•	Stabilisation before trauma processing
•	Gradual integration of identity states
•	Developing emotion regulation and coping strategies

Positive outcomes included better communication between identity states, fewer dissociative episodes, and improved day-to-day functioning. Barriers included long waiting lists, short therapy durations, and clinicians lacking specific training in DID. Supportive approaches like psychoeducation, skills training, and interventions for comorbid conditions were also highlighted. A strong therapeutic alliance and consistency in care were repeatedly mentioned as essential for positive outcomes.

Illustrative examples from case studies showed that combining phase-oriented therapy with family psychoeducation and skills training led to significant improvements in emotional regulation and fewer hospitalisations over 12 months. Another study highlighted that long-term structured therapy helped stabilise dissociative symptoms even in cases where initial presentations were severe and complex (Chien et al., 2013)

4.4 Discussion

4.4.1 Integrating Quantitative and Qualitative Findings

Bringing together numerical data and lived experiences provides a rich and detailed understanding of DID. Quantitative findings show the prevalence, high rates of comorbidity, and gaps in service access, while qualitative findings highlight the human impact of delayed diagnosis, stigma, and limited therapy. The repeated delays in diagnosis, sometimes spanning several years, point to systemic issues such as limited training, inconsistent assessments, and insufficient use of structured diagnostic tools. These findings emphasise the need for trauma-informed, evidence-based, and patient-centred approaches in all clinical settings.

[bookmark: _Toc228478099]4.4.2 Strengths of the Study

The main strength of this study lies in its mixed-methods design, capturing both statistical trends and human experiences. Using literature published between 2017 and 2025 ensures the findings are current and relevant. Including international studies allows for cross-cultural and cross-contextual comparisons. By combining data on prevalence, comorbidity, and service access with findings on diagnostic challenges, stigma, and therapy experiences, the study gives a full picture of contemporary clinical practice for DID.

[bookmark: _Toc228478100]4.4.3 Limitations of the Study

•	Reliance on secondary sources limits direct access to participant demographics and first-hand experiences.
•	Variation in study designs and quality introduces heterogeneity, which may affect generalisability.
•	Most research comes from North America and Europe, leaving gaps in understanding DID in other cultural contexts.

Despite these limitations, the study provides a strong overview of the challenges in diagnosing, treating, and supporting individuals with DID.

4.4.4 Implications for Clinical Practice

•	Improved clinician training on dissociation and DID-specific assessments.
•	Routine use of structured diagnostic tools and longitudinal observation.
•	Embedding trauma-informed care in all mental health services.
•	Increasing access to specialist interventions to reduce delays and improve outcomes.

Early identification and flexible, patient-centred therapy are key to reducing distress and supporting long-term recovery. Addressing systemic barriers such as regional inequalities and gaps in clinicians' knowledge is essential (NICE, 2016).

4.4.5 Implications for Research

•     Longitudinal studies tracking outcomes over time, including responses to trauma-focused therapy.
•     Cross-cultural research exploring DID in different settings
•     Evaluation of phase-oriented and integrated treatment models to guide best practices.
•     Investigating patient experiences to improve service access and interventions.

Further research on family involvement, managing comorbidity, and strategies for reducing stigma could improve patient care and outcomes even more.

4.5 Summary

Chapter 4 demonstrates that DID is complex and often misunderstood. Quantitative findings show underdiagnosis, high comorbidity, and gaps in service access. Qualitative findings reveal the experiences of service users and clinicians, highlighting diagnostic delays, stigma, and challenges in therapy. Trauma-informed, phase-oriented therapy is shown to be the most effective approach, but access remains limited and delayed in many contexts.

By integrating statistical evidence with qualitative insights, the chapter provides a comprehensive understanding of DID. It emphasises the need for better recognition, improved clinician training, and greater availability of specialist services. Case studies and clinical reports reinforce the importance of early, structured, and trauma-informed interventions in achieving meaningful recovery outcomes.



[bookmark: _Toc228478101]CHAPTER 5: RECOMMENDATIONS AND CONCLUSION

This dissertation set out to explore how dissociative identity disorder (DID) is understood, diagnosed and managed within clinical settings. By using both quantitative and qualitative research, it has been possible to build a more complete picture that includes not just statistics, but also the real experiences of clinicians and service users. 

One of the clearest findings is that DID is still frequently missed or misdiagnosed in practice. Across the literature, many individuals were initially diagnosed with other conditions, such as depression, anxiety, borderline personality disorder, or PTSD, before DID was ever considered. This pattern appeared across different countries, although it was more commonly reported in Europe and parts of Asia compared to North America.

Another important issue is the length of time it takes for people to receive a correct diagnosis. In many cases, individuals were in contact with mental health services for several years before DID was identified. During this period, they often received multiple diagnoses and treatments that did not fully address their dissociative symptoms. This not only delayed. 
Appropriate care, but also added to feelings of confusion, frustration, and sometimes mistrust towards services.

Comorbidity was also a major theme throughout the findings. DID rarely appears on its own, with high rates of PTSD, depression, anxiety, and personality disorders commonly reported. This overlap often makes diagnosis more complicated, as clinicians may focus on the most visible symptoms rather than the underlying dissociation.

Access to appropriate services was another key issue. Specialist trauma-informed or dissociation-focused services were limited in many areas, meaning that a lot of individuals were treated in general mental health settings where awareness and experience of DID varied significantly. This led to differences in the quality and consistency of care. 

Finally, the qualitative finding highlighted the personal impact of all of this. Many service users described feeling misunderstood or not taken seriously, especially before receiving a diagnosis. However, the research also showed that when appropriate trauma-informed and structured therapy was provided, outcomes improved, particularly when care was consistent and long-term.

[bookmark: _Toc228478102]RECOMMENDATIONS
 
Based on the findings of this study, several recommendations can be made for improving clinical practice and patient outcomes. 

Improving Training and Awareness 
A key issue identified in the literature is the lack of awareness and confidence among clinicians when it comes to diagnosis or delayed recognition (Najafi and Nasiri, 2023).


Because of this, there is a clear need for better training across mental health services. Clinicians should be supported to understand how dissociation presents, especially when it appears alongside other conditions. Training should also focus on trauma histories and how they link to identity disruption (Najafi and Nasiri, 2023).

Improving knowledge at both undergraduate and postgraduate levels helps reduce uncertainty and improve early identification in practice.

Use of Structured Assessment
The findings also suggest that structured assessment tools should be used more consistently. In many of the studies, DID was only identified after detailed and repeated assessments rather than short or routine appointments. 

Using structured interviews and trauma-focused assessments can help clinicians identify dissociative symptoms more accurately. It also highlights the importance of looking at symptoms over time, rather than relying on a single session. 

Trauma-Informed, phase-oriented care
One of the most consistent findings is that trauma-informed, phase-oriented therapy appears to be the most effective approach for DID.

This approach usually involves:
· Building safety and stability first.
· Gradually working through traumatic experiences.
· Finally supporting the integration and long-term recovery

The literature shows that when therapy follows this structure, individuals often experience fewer dissociative episodes and improved emotional regulation. It also reduces the risk of overwhelming the person too early in treatment, which is especially important in complex trauma cases.

Improving Access to Services
Access to specialist services remains limited, and this came up repeatedly in the research. Many individuals had relied on general mental health services where clinicians may not have specific training in DID. 

There is a clear need to expand access to trauma-informed and specialist services. This could include developing more dedicated clinics, improving referral pathways, and using telehealth services where appropriate, especially for people in rural or underserved areas.

Reducing waiting times is also important, as delays often mean that people continue to struggle without appropriate support.

Reducing Stigma
Stigma was another major barrier identified throughout the study. Both clinicians and service users reported that DID is sometimes misunderstood or treated with caution due to its complexity and historical controversy.

To address this, more education is needed within the healthcare setting as well as in wider society. This includes improving understanding of trauma-related conditions and challenging inaccurate portrayals of DID in the media.

Reducing stigma would likely encourage earlier help-seeking and make it easier for people to talk openly about their experiences.

[bookmark: _Toc228478103]Recommendations for Future Research

There are several areas where future research could build on the findings of this study and help improve the understanding and treatment of Dissociative Identity Disorder (DID).

One important area is the need for more long-term or longitudinal studies. A lot of current research focuses on snapshots of symptoms or treatment outcomes at a single point in time. However, DID is a complex and long-term condition, so more research is needed to understand how symptoms develop and change over time. This would also help provide stronger evidence on the long-term effectiveness of different treatment approaches, especially trauma-informed and phase-oriented therapies.

Another key area for future research is cultural differences. Most of the existing studies included in this dissertation come from Western countries, particularly North America and Europe. This means there is limited understanding of how DID is experienced, diagnosed, and treated in other cultural contexts. Future research should focus more on non-Western populations to explore how cultural beliefs, healthcare systems, and social attitudes influence recognition and treatment of dissociative disorders.

There is also a need for more research comparing different treatment approaches. While phase-oriented trauma therapy is widely supported in the literature, there is still limited direct comparison between this and other forms of psychological intervention. Future studies could look at differences in outcomes between treatment models, including therapy length, intensity, and the role of medication alongside psychological treatment.

Finally, more research focusing on service user experiences would be valuable. Although some qualitative studies already explore lived experience, further work is needed to understand how individuals experience the full pathway of care, from initial help-seeking through to diagnosis and treatment. This could help identify gaps in services and improve the way support is delivered in practice. Overall, future research should aim to strengthen the evidence base for DID, improve cultural understanding, and ensure that treatment approaches are both effective and accessible in real-world clinical settings.

[bookmark: _Toc228478104]
CONCLUSION

This dissertation set out to explore how Dissociative Identity Disorder (DID) is understood, diagnosed, and managed in clinical settings. By bringing together different types of research, including both statistical data and personal experiences, it has been possible to develop a clearer and more balanced understanding of the condition. Looking at both sides helped show not just how common DID is or how it presents, but also what it is actually for people living with it and for the clinicians working with them.

Overall, the findings suggest that DID is still widely misunderstood and often not recognised as early as it should be. Even though research shows that it is more common than previously thought, many individuals go years without receiving the correct diagnosis. Instead, they are often diagnosed with other conditions such as depression, anxiety, or personality disorders. This delay can make symptoms worse over time and means that people are not getting the most appropriate support. It also highlights a gap in knowledge and training within general mental health. 

Another key finding is the high level of comorbidity associated with DID. Many individuals experience other conditions at the same time, particularly PTSD, depression, and anxiety. While this shows how complex DID can be, it also helps explain why it is often missed. Clinicians may focus on the more obvious symptoms, meaning dissociation is not always fully explored. As a result, people may move between different diagnoses and treatments without addressing the core issue.

When it comes to treatment. The research consistently points towards trauma-informed and phase-oriented therapy as the most effective approach. These therapies focus on building stability first, before gradually working through trauma and improving communication between identity states. However, access to this type of treatment is still limited. Many people rely on general services where staff may not have specialist training in DID, which can affect the quality and consistency of care.

The qualitative findings added an important perspective by showing how these challenges affect real people. Experiences of not being believed, feeling misunderstood, or struggling to access the right support were common. This shows that DID is not only a clinical issue but also a social one, where stigma and lack of awareness can create additional barriers. 

In conclusion, this study shows that while understanding of DID has improved, there are still significant gaps in diagnosis, treatment, and service provision. Improving clinician training, increasing awareness, and making specialist support more accessible are key steps forward. A more consistent and informed approach across mental health services would help reduce delays in diagnosis and improve outcomes for individuals living with DID. 	Continued research in this area is also important to build a stronger evidence base and support better care in the future. 

This dissertation remained focused on its original aim of exploring how Dissociative Identity Disorder is understood, diagnosed and managed in clinical contexts. The objectives were addressed through the analysis of diagnostic patterns, comorbidity, service access, and lived experiences, all of which were examined in detail in Chapter 4. Together, these findings demonstrate that the study has stayed aligned with its purpose and has provided a clear response to the research questions.
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