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‘Hopes and dreams…‘





A few (very) bold statements

• Psychotic symptoms like AVH are common in trauma-related disorders and BPD

• The ICD-11 is wrong: AVH in trauma-related disorders are neither quasi-psychotic
nor pseudohallucinations, but phenomenologically similar to those in psychosis

• AVH are underlain by the same mechanisms in psychosis, trauma-related
disorders, and BPD, i.e. first and foremost dissociation

• Definitions aren‘t explanations, psychiatric disorders aren‘t latent entities, 
symptoms aren‘t signs, and we need a phenomenological approach to
dissociation

• Psychotic PTSD is not a thing. Yet, (Partial) Dissociative Identity Disorder is
underdiagnosed and undertreated (or treated using pseudoscientific approaches) 

• The treatment of severe dissociative symptoms and disorders is a simple thing
that is hard to do



Kratzer et al. (2023)

• Kratzer, L., Heinz, P., Knefel, M., • 72.2% antidepressants, 21.7% 
anxiolytics, 50.5% antipsychotics, 
72.2% analgesics

• 43.3% at least one suicide attempt

• 94.9% history of multiple prior
psychiatric inpatient treatments (max
= 68)

• 22.7% reported to chronically suffer
from auditory verbal hallucinations
(AVH) most of the day (> 50%)
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LPA: Beyond the Dissociative Subtype (N = 1360)
Dissociative Experiences

• DE1 = “Some people have the experience 
of finding themselves in a place and 
having no idea how they got there.”;

• DE2 = "Some people have the experience 
of finding new things among their 
belongings that they do not remember 
buying.";

• DE3 = “Some people sometimes have the 
experience of feeling as though they are 
standing next to themselves or watching 
themselves do something, and they 
actually see themselves as though they 
were looking at another person."; 

• DE4 = Some people are told that they 
sometimes do not recognize friends or 
family members.";

• DE5 = Some people sometimes have the 
experience of feeling that other people, 
objects, and the world around them are 
not real."; 

• DE6 = "Some people sometimes have the 
experience of feeling that their body does 
not seem to belong to them."; 

• DE7 = "Some people find that in one 
situation they may act so differently 
compared to another situation that they 
feel almost as if they were two different 
people.";

• DE8 = "Some people sometimes find that 
they hear voices inside their head which 
tell them to do things or comment on 
things that they are doing."



Schneiderian First Rank Symptoms (SFRS)

Schneider’s description of first-rank symptoms of 
schizophrenia (auditory hallucinations, thought 
insertion, delusion, …) from General 
Psychopathology (1959):

‘Audible thoughts; voices heard arguing; voices heard 
commenting on one’s actions; the experience of influences 
playing on the body (somatic passivity experiences); 
thought-withdrawal and other interferences with thought; 
diffusion of thought; delusional perception and all feelings, 
impulses (drives), and volitional acts that are experienced 
by the patient as the work or influence of others. When any 
of these modes of experience is undeniably present, and no 
basic somatic illness can be found, we may make the 
decisive clinical diagnosis of schizophrenia’ (pp. 133-134)

Kluft, R. P. (1987). First-rank symptoms as a diagnostic 
clue to multiple personality disorder. American Journal 
of Psychiatry, 144(3), 293–298.



Psychosis: A common comorbidity of PTSD?



PTSD with secondary psychosis?

„Das medizinische Gremium diagnostizierte im August bei 
Al-Shibh eine Posttraumatische Belastungsstörung mit 
sekundärer Psychose und zog eine Verbindung zu Folter und 
Einzelhaft während seiner vier Jahre in CIA-Gewahrsam 
nach seiner Festnahme 2002.“



BPD & AVH

• 30% of BPD patients report AVH

• AVH in 33% no further consideration, in 
59% no treatment

• 10% Schizophrenia Spectrum Disorder

• AVH in BPD ‘‘underassessed, 
underdiagnosed, undertreated‘‘

• Regret regarding a lack of 
psychopharmacological antipsychotic
treatment

• No mentions of dissociation!
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"… all pharmacological treatments recommended
today by treatment guidelines are useless or even
harmful in BPD treatment. On the other hand, our
results support the usage of ADHD medications in
BPD with comorbid ADHD symptoms."
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Tschöke, Stefan; Uhlmann, Carmen; Steinert, Tilman (2011): 
Schizophrenia or trauma-related psychosis? Schneiderian first 
rank symptoms as a challenge for differential diagnosis. 
Neuropsychiatry. In: Neuropsychiatry 1 (4), S. 349–360.



‘‘Quasi-psychotic pseudo-hallucinations‘‘!?

• Maercker et al. (2022) on complex
PTSD:
• “Highly relevant comorbidities exist with 

dissociative […] disorders, quasi-psychotic
symptoms…“

• “Quasi-psychotic symptoms […], most 
notably, ego-dystonic auditory or visual 
illusions of varying clinical severity”

• ICD-11 on PTSD: “Auditory pseudo-
hallucinations, recognized as being the 
person’s own thoughts and of internal 
origin, can occur in Post-Traumatic 
Stress Disorder.”



What‘s the reasoning behind it?

• „Dissociative voice hearing is
phenomenologically different (e.g., 
location) from auditory verbal 
hallucination in psychosis.“

• “… characterized as 
pseudohallucinations, since they were 
thought to be mild and 
phenomenologically different from 
those in schizophrenia”

• “Auditory pseudo-hallucinations, 
recognized as being the person’s own 
thoughts and of internal origin, can 
occur in Post-Traumatic Stress 
Disorder.” (ICD-11)
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The phenomenology of AVH in PTSD, BPD, & SSD



The phenomenology of AVH in PTSD, BPD, & SSD

• No differences in frequency, duration, 
emotional valence, distress, complexity, 
location, insight, …

• More, not less interaction with voices
in BPD than in SSD

• AVH more repetitive in BPD



Psychotic vs quasi-psychotic symptoms?

• “… a distinction between
hallucinations and pseudo-
hallucinations is not consistent 
with empirical evidence.”

• This does not mean psychosis
cannot be differentiated from
trauma-related disorders



Also: typical onset at age 18-25, episodes and residuals



Psychotic vs quasi-psychotic symptoms?

Yet, “… psychotic experiences […] 
transdiagnostic phenomena, 
[sharing similarities] in 
schizophrenia, borderline
personality disorder, and PTSD […] 
which raises the question of 
whether they are underlain by the 
same […] mechanism.”



A transdiagnostic mechanism of AVH?
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Three adverse events during
childhood increase the Odds Ratio 
of 

• AVH 27-fold

• Paranoia 10-fold
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Psychotic symptoms: Traumatic in origin, dissociative in nature?



Mechanisms underlying psychotic experiences?





What is dissociation?



What is dissociation?





Störung: Pädophilie / Sadismus?

• Im Zuge des Konfrontationsprozesses Öffnung der Pat. mit Phantasien nicht-konsensueller sexualisierter 
Gewalt an Kindern

• Vor dem Hintergrund des Berufs der Pat. nahmen wir in der Folge eine Risikoeinschätzung vor und prüften 
das Vorliegen einer Paraphilie im Allgemeinen und einer Pädophilie im Besonderen. Die Pat. gab glaubhaft 
an, niemals zu diesen Phantasien masturbiert zu haben, und zeigte sich schockiert von ihren Phantasien. Sie 
dränge sie weg, wolle sie nicht haben. Sie zeigte sich empathisch mit Kindern: „Ich weiß ja, was das 
bedeutet, das würde ich keinem Kind jemals wünschen!“ Es war überdies kein Anhalt für eine sexuelle 
Präferenzstörung festzustellen. Verhaltensanalytisch war zu erarbeiten, dass Auslöser für sexualisierte 
Gewaltphantasien mit Kindern Erfahrungen von Ohnmacht und Überforderung sind: „Wenn ich mein Bestes 
versuche und es hilft einfach nicht, wenn ich ohnmächtig werde, völlig an meiner Kompetenz zweifle, 
dann…“ Wir besprachen mit der Pat. eigene Forschungsarbeiten zu quälenden sexuellen Phantasien bei 
Betroffenen sexualisierter Gewalt, die u.a. eine Verbindung dieser Phantasien mit Wut und Dissoziation 
nahelegen (Kratzer L, Tschöke S, Büttner M. BDSM, Gewalt und Trauma. Persönlichkeitsstörungen. 
2021;25(4):264–72; Kratzer L, Heinz P, Schennach R, Knefel M, Schiepek GK, Biedermann S V., et al. Sexual 
symptoms in post-traumatic stress disorder following childhood sexual abuse: a network analysis. Psychol
Med. 2022 Jan;52(1):90–101). 

• Aus unserer Sicht sind die berichteten Phantasien so einzuordnen, dass sie auf einer traumatisch induzierten 
Identifikation mit der Allmacht, dem Sadismus und der Aggression von Tätern zum Zwecke der Distanzierung 
von unerträglicher Ohnmacht beruhen. Sie können demnach als dysfunktionales Coping verstanden werden 
und deuten nicht auf eine sexuelle Präferenzstörung hin. Da wir ebenfalls aus eigener Forschung wissen, 
dass eine Reduktion dissoziativen Erlebens mit einer Reduktion des Leidens an eigenen sexuellen Phantasien 
einher geht (Kratzer L, Heinz P, Schennach R, Biedermann S V., Knefel M. Investigating mechanisms of change
in the treatment of sexual symptoms in patients with childhood abuse-related PTSD. Eur J Trauma 
Dissociation. 2022 Jun;6(2):100251), setzten wir im Weiteren das traumafokussierte Vorgehen fort.



Stop looking for signs of illness, start
looking for the meaning of subjective
alterations of experience (i.e. 
symptoms)



The phenomena of dissociation

„The phenomena of pathological dissociation
are recurrent, jarring, involuntary intrusions
into executive functioning and sense of self.
Thus, dissociative symptoms are startling,
alien invasions of one’s mind and one’s
experience. The essential experience of
pathological dissociation is one of
unanticipated, involuntary, and inexplicable
intrusion or disruption.”

Paul Dell
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How to diagnose severe dissociation?

Lyssenko et al., 2018



Misdiagnosing Lucy

• Shy 33-year old female, severly mutiliated body, many tattoos

• First hospitalisation after suicide attempt at the age of 11

• Nearly entire adult life homeless, in sheltered housing, or in 
psychiatric closed wards

• Four child and adolescent psychiatry hospitalisations
• 100-ish psychiatric hospitalisations, often 1:1 observation, multiple 

suicide attempts during inpatient treatment
• Eight outpatient psychotherapeutic treatments
• At least 42 psychopharmacological substances

• Countless surgeries after severe cutting & swallowing

• Countless internal medicine, neurological, and stroke unit
hospitalisations due to dissociative seizures, stupor, or
functional neurological symptoms, resulting in lysis therapies, 
years wearing a helmet, …

• Chronic voice hearing, tried to cut her skull with a knife to get
rid of the voices, severe SFRS (thought insertion, …)

• Severe amnesia

• Diagnoses: 27, including PTSD, BPD, Schizophrenia, and DID



DID: Shadow Costs & Economic Burden



MID Report





Treatment: A simple thing that is hard to do?

• Ultra-complex patients don‘t
need ultra-complex treatments, 
but modular treatments

• Strategies to work with
• emotional dysregulation and 

dissociation

• alters?

• voices?

• dissociative amnesia?

• traumatic memories?
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Is DID a severe form of BPD?



‘‘Stabilizing treatment‘‘



Is skills training useful? Yes!



Is skills training sufficient? No!
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No reification of dissociative states

It is clinically disastrous to not hold the 
DID patient responsible for behavior, 
even if experienced by some self-states 
with amnesia or lack of subjective agency 

Richard Loewenstein (2022)



Self-states as modes



A simple thing that is hard to do?
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• Discontinuation of Abilify ®
• Learning to talk to the

voices
• Self-compassion
• Reprocessing of traumatic

memories
• …



Talking with voices

• Discontinuation of Abilify ®
• Learning to engage with

the voice
• Reprocessing of traumatic

memories
• …



Treatment: A simple thing that is hard to do?

• Ultra-complex patients don‘t
need ultra-complex treatments, 
but modular treatments
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There is no objective amnesia



Subjective amnesia – a metacognitive problem

• Overgeneral
autobiographical memory

• Dissociation-related beliefs
• Positive beliefs about amnesia

• Lack of self-reference

• Fragmentation

• Fear of losing control

N = 1823; Freiburg Mindfulness Inventory
DID: less trait mindfulness that both BPD 
(d=.63) and PTSD (d=.84)



Subjective amnesia – a metacognitive problem

• Overgeneral autobiographical
memory

• Dissociation-related beliefs
• Positive beliefs about amnesia

• Lack of self-reference

• Fragmentation

• Fear of losing control

• Mentalizing / mindfulness
deficits



Subjective amnesia – a metacognitive problem

• Overgeneral autobiographical
memory

• Dissociation-related beliefs
• Positive beliefs about amnesia*

• Lack of self-reference

• Fragmentation

• Fear of losing control

• Mentalizing / mindfulness
deficits

* ‘‘Dissociative amnesia protects me, otherwise
I‘d go crazy.“ – Cognitive Therapy!



Treatment: A simple thing that is hard to do?
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„A hurtful bumpy road that helps“



Suicidality, Guilt, Shame, Anger



Bold statements revisited

• Psychotic symptoms like AVH are common in trauma-related disorders and BPD

• The ICD-11 is wrong: AVH in trauma-related disorders are neither quasi-psychotic
nor pseudohallucinations, but phenomenologically similar to those in psychosis

• AVH are underlain by the same mechanisms in psychosis, trauma-related
disorders, and BPD, i.e. first and foremost dissociation

• Definitions aren‘t explanations, psychiatric disorders aren‘t latent entities, 
symptoms aren‘t signs, and we need a phenomenological approach to
dissociation

• Psychotic PTSD is not a thing. Yet, (Partial) Dissociative Identity Disorder is
underdiagnosed and undertreated (or treated using pseudoscientific approaches) 

• The treatment of severe dissociative symptoms and disorders is a simple thing
that is hard to do



Thank you so much!


