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A few (very) bold statements

e 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
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How Important Is Reprocessing in Personalized Multicomponent
Therapy? Analyzing Longitudinal Data of Inpatients
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* 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%



LPA: Beyond the Dissociative Subtype (N = 1360
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Mean (Childhood Trauma Questionnaire)

Dissociative Experiences
40- 100

. 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
belo_ngipgs that they do not remember

301 754 buying.";

. DE3 = “Some people sometimes have the

experience of feeling as though they are

standinF 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

201 50 family members.";

. DES5 = Some people sometimes have the
experience of feeling that other people,

objects, and the world around them are
not real.";

. DE6 = "Somefpeo le 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

0

Mean (Impact-of-Event Scale Revised)
an (Dissociatie Experiences Scale - Taxon)

people.";

. DES8 = "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.'
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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?

Psychiatric Quarterly (2021) 92:321-330 325 B ot 1128 020099674
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Abstract
Post Traumatic Stress Disorder (PTSD) is a condition which causes great sufferance to
80 the individuals affected. The occurrence of comorbidities in PTSD is a frequent event

with a negative impact on outcome. This study investigated the frequency of PTSD in
relation to comorbidities by analyzing the results of the 2007 *Adult Psychiatric Morbid-
ity Survey’ in the English population, which included data on comorbidities. A popula-
tion study conducted in the United Kingdom, this survey investigated the frequency of
PTSD in the community and the relationship to comorbidities by adopting a random
esign to minimize selection bias, stratified by region and socioeconomic characteristics,
ighted according to design and non-response. The survey interviewed 7403 adults
ivate households. Socio-demographic characteristics and psychiatric morbidity
assessed. Results indicated that PTSD prevalence was 2.9%, with an
Jo) compared to men (2.4%) as reported by the 2007 survey.
ent occurrence in PTSD reaching 78.5% in affected cases.
est condition and its frequency increased with symp-
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o 2:7:-} L 6’"} g toms severity up to 54%. Among a disorders, social phobia was the most frequent,
L bal‘f .Sf-“ﬁ’ &7_‘5“ q‘iﬁ G.S-Q o followed by generalized anxiety dis essive-compulsive disorder, agoraphobia
o < & and panic disorder. Substance use disorders were also common. The presence of psy-
3 o i chotic symptoms was particularly significant with over 30% prevalence in PTSD. These
- results indicate that attention needs to be devoted to the presence of comorbidities. In
,QQE view of the impact of comorbidities on PTSD severity, chronicity and functional impair-

ment, early detection and treatment are likely to improve outcome.

Fig. 1 Strength of association between PTSD diagnosis and other comorbidities as indicated by their odds ratio (OR) Keywords Psychiatry - Post traumatic stress disorder - Comorbidities - Major depressive disorders - Survey



PTSD with secondary psychosis?

» Terrorprozess: 9/11-Angeklagter ist nicht verhandlungsfahig

Mitglied der "Hamburger Zelle"

9/11-Angeklagter ist nicht verhandlungsfahig

Stand: 22.09.2023 22:17 Uhr

Im anstehenden Terrorprozess um die Anschldge vom 11. September 2001 ist
einer der fiinf Angeklagten fiir prozessunfahig erklart worden. Grund seien
Misshandlungen in der Haft. Bei den islamistischen Attacken waren fast
3.000 Menschen getotet worden.

Ein Militarrichter auf dem US-Stitzpunkt Guantanamo hat einen der
Angeklagten der Terroranschlage vom 11. September 2001 fiir
verhandlungsunfahig erklart. Zuvor hatte ein Gremium von Militararzten
festgestellt, dass eine Jahre zuriickliegende Misshandlung in Gewahrsam des
Geheimdienstes CIA bei Ramzi Bin Al-Shibh eine Psychose ausgeldst habe.

,Das medizinische Gremium diagnostizierte im August bei
Al-Shibh eine Posttraumatische Belastungsstorung mit
sekundarer Psychose und zog eine Verbindung zu Folter und
Einzelhaft wahrend seiner vier Jahre in CIA-Gewahrsam

nach seiner Festnahme 2002.“

Prog Neuropsychopharmacol Biol Psychiatry. 2019 January 10; 88: 265-275_ do1:10.1016/) pnpbp.
2018.08.001.

Posttraumatic Stress Disorder with Secondary Psychotic
Features (PTSD-SP): Diagnostic and Treatment Challenges

Ebele Compean, MD?P and Mark Hamner, MD2.b”"

1. Meets DSM-V criteria for PTSD

2. Has positive psychotic symptoms, e.g. hallucinations and delusions

3. Cannot meet DSM-V criteria for another psychiatric disorder such as major depression with
psychotic features, bipolar disorder with psychotic features, or primary psychotic disorder
such as schizophrenia, brief psychotic disorder

. PTSD symptoms precede the onset of psychotic symptoms (i.e no history of psychosis before

the trauma)

Psychotic symptoms are not limited to flashback episodes

Needs preserved reality testing (i.e no formal thought dysfunction present)

o

W

o

Figure 1.
Proposed Diagnostic Criterion for PTSD with Secondary Psychotic Features (PTSD-SP)



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!

WHAT ABOUT
THE VOICES?

AR exploration of positive
psychotic symptoms in patients
with borderline personality disorder

M.B.A. Niemantsverdriet



WHAT ABOUT
THE VOICES?

AR exploration of positive
psychotic symptoms in patients
“der

59% no treatment

* 10% Schizophrenia Spectru . On the other hand, our
results support the usage of ADHD medications in

° . dd
AVH in BPD “underassessec BPD with comorbid ADHD symptoms."

underdiagnosed, undertres

Neuroscience Applied

volume 1, Supplement 2, 2022, 100845

* Regret regarding a lack of
psychopharmacologica
treatment

ELSEVIER

Real-world effectiveness of pharmacological
treatments of borderline personality
disorder - a nationwide cohort study

]. Lieslehto ?, 1. Tithonen %, M. Lihteenvuo ?, E. Mittenderfer-Rutz %, A. Tanskanen *, H. Taipale *

* No mentions of dissociation
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=@VI@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!

WHAT ABOUT
THE VOICES?

AR exploration of positive
psychotic symptoms in patients
with borderline personality disorder
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Table 1. Overview of psychopathological similarities in chronic post-traumatic stress disorder, borderline personality disorder,
dissociative identity disorder and schizophrenia.

Psychopathological Chronic PTSD* BPD* DIDs Schizophrenia®

symptom

Bleuler's core symptoms

Ambivalence Rare Rare Rare Frequent
Autism Rare Rare Frequent
Distraction, incoherence No Inconsistent Frequent
Blunted affect No Rare Frequent
Depersonalization Frequent Frequent Frequent Sometimes
Passive/apathetic social Rare No Rare Frequent
withdrawal

Emotional withdrawal Rare Rare Rare Frequent
Schneiderian first rank symptoms

Audible thoughts consistent Inconsistent Inconsis Frequent
Arguing voices Rare Rare Frequent Frequent
Commenting voi Frequent Frequent Frequent Frequent
Influences on the body Rare Rare Frequent Frequent
Thought withdfawal Inconsistent Frequent Frequent Frequent
Thought insertign Inconsistent Frequent Frequent Frequent
Thought broadcast Inconsistent Rare Inconsistent Frequent
Feeling under exter Inconsistent Frequent Frequent Frequent
influence

Delusional perception Rare Frequent
Other symptoms

Insight into illness Frequent Frequent Frequent Hare
Bonding Could be unstable Stable/unstable Sometimes stable Autistic
Amnesia Rare Rare Frequent Sometimes
Identity alteration Rare Rare Frequent Inconsistent

tData taken from [20,21,553.63.89,91,101].

tCata taken from [17-19,35.81].

iData taken from [13.15,16,62].

Cata taken from [32,71.72.75]-

BPD- Borderline personality disorder; DIC: Dissociative identity disorder; PFTSD: Post-traumatic stress disorder.

REVIEW

Schizophrenia or trauma-related

psychosis? Schneiderian first rank symptoms as a
challenge for differential diagnosis

Stefan Tschoke'!, Carmen Uhlmann' & Tilman Steinert'

Practice points

Schneiderian first rank symptoms are not specific for schizophrenic disorders, they can also be observed in
severe trauma-related disorders. In these cases, according to Diagnostic and Statistical Manual of Mental
Disorders-IV-text revision or International Classification of Diseases (ICD)-10, schizophrenia can be misdiagnosed.
A trauma-related disorder should be taken into account for differential diagnosis if:

- There s a history of childhood or adulthood traumatization

- Amnestic episodes are obvious

- Formal thought disorder is absent

- Negative symptoms are absent and vivid positive symptoms are present

- The positive symptomatology is resistant to pharmacotherapy

The evidence for any kind of pharmacotherapy in treating Jated psychopathological

is weak.

In patients with concomitant symptoms of post-traumatic stress disorder, a specialized trauma therapy has the
best therapeutic outcome and could open up new therapy options.

Tschoke, 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:

e “Highly relevant comorbidities exist with
dissociative [...] disorders, quasi-psychotic
symptoms...”

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

* |CD-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.”
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Complex post-traumatic stress disorder

Andreas Maercker, Marylene Cloitre, Rahel Bachem, Yolanda R. Schlumpf, Brigitte Khoury, Caitlin Hitchcock, Martin Bohus

Complex post-traumatic stress disorder (complex PTSD) is a severe mental disorder that emerges in response to
traumatic life events. Complex PTSD is characterised by three core post-traumatic symptom clusters, along with
chronic and pervasive disturbances in emotion regulation, identity, and relationships. Complex PTSD has been
adopted as a new diagnosis in the ICD-11. Individuals with complex PTSD typically have sustained or multiple
exposures to trauma, such as childhood abuse and domestic or community violence. The disorder has a
1-8% population prevalence and up to 50% prevalence in mental health facilities. Progress in diagnostics, assessment,
and differentiation from post-traumatic stress disorder and borderline personality disorder is reported, along with
assessment and treatment of children and adolescents. Studies recommend multicomponent therapies starting with
a focus on safety, psychoeducation, and patient-provider collaboration, and treatment components that include self-

regulatory strategies and trauma-focused interventions.

Introduction

The 11th version of WHO's International Classification of
Diseases' (ICD) has introduced a new disorder—complex
post-traumatic  stress disorder (complex PTSD)—in
addition to posttraumatic stress disorder (PTSD) under
the parent category of “Disorders specifically associated
with stress”. Exposure to a traurmatic event is a prerequisite
for consideration of either disorder. The diagnostic criteria
for PTSD consist of three symptom clusters that relate
specifically to the traumatic event, including re-
experiencing in the here and now, avoidance of traumatic
reminders, and heightened sense of threat. The diagnosis
of complex PTSD is comprised of six symptom clusters,
the three PTSD clusters and three symptom clusters

representing pervasive and chronic disturbances in self-
organisation; affect dysregulation, extremely negative self-
concept, and difficulties in forming and maintaining
relationships.

ICD-11 introduced complex PTSD as a diagnosis distinct
from PTSD to recognise the effect that chronic or repeated
trauma can have on self-organisation-related mechanisms.
Exposure to particular traumatic events such as repeated
childhood sexual or physical abuse, domestic violence,
prolonged combat exposure, torture, and genocide
campaigns is associated with substantially greater risk for
complex PTSD as compared with PTSD. The often
unsatisfactory therapeutic and clinical management
procedures used for these patients in the past have steadily
improved in recent decades. This Seminar summarises



What's the reasoning behind it?
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What's the data?

 ,Dissociative voice hearing is
r)henomenologically different (e.g.,
ocation) from auditory verbal
hallucination in psychosis.”

e “...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

[A]

Auditory hallucinations ' Visual hallucinations

-#-Schizophrenia spectrum disorder (n = 78)

48-Borderline personality disorder (n = 25)

Post-traumatic stress disorder (n = 25)

Mood disorder (n=9)

Im’ ‘st Im" “st

Fig. 1. Phenomenology of auditory and visual hallucinations in the major psychiatric and neurodegenerative disorders. The upper row compares the four psychiatric
disorders on frequency (Fq), duration (Du), emotional valence (Em), distress (St), impact on functioning (Im), interaction (Int) and insight (Ins). The mean of the
presented QPE items was calculated for each group and presented in the spider webs, with 0-5 the range of possible scores. A higher score on insight (Ins) indicates
less preserved insight. The four groups showed significant differences for auditory hallucinations on frequency and duration (* Bonferroni corrected for 7 tests atp <
.05/7).




The phenomenology of AVH in PTSD, BPD, & SSD

COMPARISON OF THE PHENOMENOLOGY

OF HALLUCINATION AND
DELUSION CHARACTERISTICS IN

PEOPLE DIAGNOSED WITH BORDERLINE

PERSONALITY DISORDER AND SCHIZOPHRENIA

Zalie Merrett, David ]. Castle, MD, Neil Thomas, DPsyc,

Wei Lin Toh, PhD, Josephine Beatson, MB, Jillian Broadbear, PhD,
Sathya Rao, MD, DPM, and Susan L. Rossell, PhD

COMPARING HALLUCINATIONS & DELUSIONS IN BPD & SCHIZOPHRENIA 425

TABLE 4. Descriptive Statistics, One-Way ANOVA, and Paired Comparisons for AVH by Group

p Value and

BPD-AVH (n = 16) SSD-L (n = 35) SSD-H (n = 24) Effect Size
Frequency 3.13 (1.784) 2.37(1.848) 2.21(1.744) .27,0.19
Duration 3.00 (1.713) 2.03 (1.807) 2.09 (1.849) 17,0.22
Emotional Valence 3.00 (1.852) 2.12(2.100) 2.32(2.147) .35,0.17
Experienced Distress 2.13(1.893) 2.15(1.726) 2.30(1.845) .94, 0.04
Impact on Functioning 2.00(1.789) 1.44 (1.618) 1.59(1.593) .58,0.13
Repetition 2.44(1.031) 1.72(1.173) 1.50 (.966) .03, 0.35
Complexity 3.75(1.483) 2.71(2.023) 2.59(2.085) .08, 0.24
Location 2.44 (1.504) 3.08 (1.913) 2.22(1.896) 31,022
Time of Occurrence 4.25(1.238) 3.04 (2.150) 2.67 (2.000) .01,0.34
Insight 1.56 (1.672) 2.00(1.799) 2.54(1.668) .20, 0.21
Interaction 3.38(1.204) 1.88 (1.935) 1.52 (1.702) <.001, 0.41
Complying with 2.00(1.414) 1.18 (1.466) 1.43 (1.532) .18,0.22

Commands

Note. Descriptive statistics are means and standard deviations; the latter shown in parentheses. Effect sizes were
measured using Cohen’s 0.2 = a small effect size, 0.5 = a medium effect size, 0.8 = a large effect size.

Significant outcomes are shown in bold italics.

* 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

o

‘... 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

THE
5 LANCET

Psychotic experiences in trauma-related disorders and
borderline personality disorder

In the case of trauma and psychotic experiences, such
as hearing voices or experiencing delusions, the primary
question for the practising psychiatrist in terms of
diagnosis is whether to diagnose psychotic disorder,
trauma-related disorder, or borderline personality
disorder. Although the ICD-11 de-emphasises the
role of Schneiderian first-rank symptoms such as
hearing woices, in schizophrenia, it still lacks clarity in
the dassification of psychotic experiences in disorders
specifically associated with stress. For example, the ICD-
11 maintains the distinction between hallucinations in
psychotic disorders and pseudo-hallucinations in post-
traumatic stress disorder (PTSD) or complex PTSD. In
addition, terms such as quasi-psychotic symptoms
have been used to describe psychotic experiences in
trauma-related disorders—for example, in the 2022
Lancet Seminar on complex post-traumatic stress
disorder.” As there is increasing evidence that avditory
verbal hallucinations in stress-related disorders are
comparable to those in psychotic disarders, a distinction
between hallucinations and  pseudo-hallucinations
is not consistent with empirical evidence® Instead,
psychotic experiences can be viewed as transdiagnostic
phenomena, with psychotic  experiences  in
schizophrenia, borderline personality disorder, and PTSD
sharing similarities, which raises the question of whether
they are underain by the same neural mechanism.*

In  populations characterised by an increased
prevalence of trauma, such as veterans, refugees, and
victims of sexual violence, psychotic experiences are
found in approximately 20-50% of people with trauma-
related disorders or borderline personality disorders®
The factors involved in the transition from trauma
to psychotic experiences are still debated. Cognitive-
affective processes,” stress sensitivity, and dissociation
have been considered to be potential mediators.”

A meta-analysis concluded that dissociation is
robustly related to positive symptoms, mainly in the
form of hallucinations and delusions.® These findings
are consistent with the concept that some psychotic
symptoms are dissociative® which is hypothesised

to be the case for psychotic experiences in borderline  Lascet Paychiatry 2022

personality disorder, PTSD, complex PTSD, dissociative
disorders, and some psychotic disorders.*”

Therefore, to avoid inaccurate diagnoses of psychotic
disorders and subsequent incomect treatment,
there is an urgent need to establish in routine care
that psychotic experiences in borderline personality
disorder and trauma-related disorders are comparable
to those in psychotic disorders. Although treatment
with neurcleptics is the first choice for psychotic
disorders, patients with trauma-related dissociative
psychotic experiences could benefit from specialised
psychotherapy.™
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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.”

Psychotic experiences in trauma-related disorders and

borderline personality disorder

In the case of trauma and psychotic experiences, such
as hearing voices or experiencing delusions, the primary
question for the practising psychiatrist in terms of
diagnosis is whether to diagnose psychotic disorder,
trauma-related disorder, or borderline personality
disorder. Although the ICD-11 de-emphasises the
role of Schneiderian first-rank symptoms such as
hearing woices, in schizophrenia, it still lacks clarity in
the dassification of psychotic experiences in disorders
specifically associated with stress. For example, the ICD-
11 maintains the distinction between hallucinations in
psychotic disorders and pseudo-hallucinations in post-
traumatic stress disorder (PTSD) or complex PTSD. In
addition, terms such as quasi-psychotic symptoms
have been used to describe psychotic experiences in
trauma-related disorders—for example, in the 2022
Lancet Seminar on complex post-traumatic stress
disorder.” As there is increasing evidence that avditory
verbal hallucinations in stress-related disorders are
comparable to those in psychotic disarders, a distinction
between hallucinations and  pseudo-hallucinations
is not consistent with empirical evidence® Instead,
psychotic experiences can be viewed as transdiagnostic
phenomena, with psychotic  experiences  in
schizophrenia, borderline personality disorder, and PTSD
sharing similarities, which raises the question of whether
they are underain by the same neural mechanism.*

In  populations characterised by an
prevalence of trauma, such as veterans, refugees, and
victims of sexual violence, psychotic experiences are
found in approximately 20-50% of people with trauma-
related disorders or borderline personality disorders®
The factors involved in the transition from trauma

increased

to psychotic experiences are still debated. Cognitive-
affective processes,” stress sensitivity, and dissociation
have been considered to be potential mediators.”

A meta-analysis concluded that dissociation is
robustly related to positive symptoms, mainly in the
form of hallucinations and delusions.® These findings
are consistent with the concept that some psychotic
symptoms are dissociative® which is hypothesised

CramMark

to be the case for psychotic experiences in borderline  Lascet Paychiatry 2022

personality disorder, PTSD, complex PTSD, dissociative
disorders, and some psychotic disorders.*”

Therefore, to avoid inaccurate diagnoses of psychotic
disorders and subsequent treatment,
there is an urgent need to establish in routine care
that psychotic experiences in borderline personality
disorder and trauma-related disorders are comparable

incorrect

to those in psychotic disorders. Although treatment
with neurcleptics is the first choice for psychotic
disorders, patients with trauma-related dissociative
psychotic experiences could benefit from specialised
psychotherapy.™
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A transdiagnostic mechanism of AVH?
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Childhood adversity in schizophrenia: a systematic

meta-analysis
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A transdiagnostic mech

Three adverse events during
childhood increase the Odds Ratio
of

 AVH 27-fold
e Paranoia 10-fold

anism of AVH?
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Do Specific Early-Life Adversities Lead to Specific Symptoms of Psychosis? A Study

from the 2007 The Adult Psychiatric Morbidity Survey

Richard P. Bentall'"", Sophie Wickham', Mark Shevlin®, and Filippo Varese'

Table 2. Odds Ratios and Their Associated 95% CI for the Effects of Childhood Sexual Abuse, Victimization, Separation Variables and
Total Adversity on AVHs and Paranoid Ideation

Paranoia

AVHs

Demographics adjusted

Paranoia

AVHs

Gender

Age

Ethnicity

Education
Socioeconomic status
1Q

Rape

Sexual touch

Sexual talk

Physical abuse
Bullying
Institutional care
Local authority care

Number of adverse events

1

ol

P

3
4 or more

2.78 (0.93-8.28)
1.30 (0.45-3.71)
1.40 (0.54-3.61)
8.52* (3.55-20.43)
1.46 (0.81-2.63)
11.08* (3.26-37.62)
0.17* (0.03-0.80)

3.33* (1.80-6.16)
7.49% (3.47 16.17)
9.92* (3.14 31.33)
17.54% (2.93 104.89)

8.90* (1.86-42.44)
1.22 (0.34-4.37)
1.52 (0.58-4.01)

4.79* (1.49-15.34)
2.08 (0.99-4.37)
3.45 (0.50-23.72)

0.35% (0.04-3.45)

2.32% (1.05-5.09)
10.80* (4.17-27.99)
27.42*% (6.26-119.97)
14.83* (2.80-78.55)

0.54* (0.30-0.98)
0.96% (0.94-0.98)
0.36* (0.17-0.75)
1.05 (0.84-1.32)
1.06 (0.87-1.31)
0.96% (0.94-0.99)
1.29 (0.38-4.41)
1.31 (0.43-4.01)
2.04 (0.72-5.80)
5.99% (2.39-15.07)
1.32 (0.71-2.46)
12.68* (3.56-45.11)
0.19 (0.04-1.00)

3.70* (1.89-7.27)
7.33% (3.23-16.62)
5.65% (1.48-21.61)
16.46* (2.71-99.77)

1.07 (0.58-1.97)
0.99 (0.97-1.01)
1.05 (0.31-3.54)
0.98 (0.78-1.23)
1.17 (0.91-1.53)
0.95% (0.92-0.98)
6.09* (1.38-26.89)
1.68 (0.47-6.06)
1.57 (0.50-4.95)
3.82*% (1.01-14.41)
1.56 (0.71-3.43)
4.04 (0.74-21.92)
0.31 (0.03-3.02)

2.43* (1.05-5.59)
9.14* (3.68-22.71)
17.64* (4.30-72.23)
13.68* (2.33-80.27)

Note: AVH, auditory-verbal hallucinations. Adjusted demographic variables include sex, age, ethnicity, education, social class, and 1Q.

*p < 05,



A transdiagnostic mechanism of AVH?

Three adverse events during
childhood increase the Odds Ratio
of

 AVH 27-fold
e Paranoia 10-fold

Review Article

Psychopathology

Psychopathology
DOI: 10.1159/000500162

Schizophrenia Bulletin vol. 38 no. 4 pp. 734-740, 2012
doi:10.1093/schbul/sbs049
Advance Access publication on April 10, 2012

Do Specific Early-Life Adversities Lead to Specific Symptoms of Psychosis? A Study
from the 2007 The Adult Psychiatric Morbidity Survey

Richard P. Bentall'"", Sophie Wickham', Mark Shevlin®, and Filippo Varese'

Table 2. Odds Ratios and Their Associated 95% CI for the Effects of Childhood Sexual Abuse, Victimization, Separation Variables and
Total Adversity on AVHs and Paranoid Ideation

Demographics adjusted

Paranoia AVHs Paranoia AVHs
Gender 0.54* (0.30-0.98) 1.07 (0.58-1.97)
Age 0.96* (0.94-0.98)

0.99 (0.97-1.01)

Traumatisiﬁérungen bei Psychosepatienten: Weitere
Argumente gegen das ,,bio-bio-bio Modell*?

Psychosis Is Not lliness but a Survival Strategy Traumatic Experiences in Patients with Psychosis: More Arguments
in Severe Stress: A Proposal for an Addition to a Against the ,,bio-bio-bio Model“?

Phenomenological Point of View

Jaakko Seikkula
University of Jyvaskyla, Jyvéskyla, Finland

Autor

Ingo Schéfer



A systematic review on mediators between
adversity and psychosis: potential targets
for treatment

Luis Alamedal-%34 (), Victoria Rodriguez!, Ewan Carr®, Monica Aas*®,
Presented by disorder group, mediator, and outcome.
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Psychotic symptoms: Traumatic in origin, dissociative in nature?

RESEARCH REPORT

Psychological processes mediating the association between
developmental trauma and specific psychotic symptoms in adults:

a systematic review and meta-analysis

Michael A.P. Bloomfield'*, Tinya Chang', Maximillian |. WoodI*, Laura M. Lyons?, Zhen Ch
Sophie Bracke', Helen Kennerley®”, Louise Isham”®, Chris Brewin®, Jo Billings'®, Talya Greel
Translational Psychiatry Research Group, Research Department of Mental Health Neuroscience, Division of
Stress Clinic, St Pancras Hospital, Camden and Islington NHS Foundation Trust, London, UK; *NIHR University Ce
UEK; *National Hospital for Neurology and Neur ery, University C:

niversity of Oxford, Oxford, UK; ‘Oxford Centre for Cognitive g
‘Department of Psychiatry, University of Oxford, Oxford, UK; *Research Department of Clinical,
London, UK; "“Division of Psychiatry, University College London, London, UK; ''"Community Mental Health Dep:

Experiencing psychulag?ml rrauma during d and/or is d wit
ever, we lack a clear k of hew [ trauma induces vulnerability to ps)
processes involved in this association is crucial lo the development of preventive inlerventi
atically muew the literature and combine findings using meta-analytic techniques to estab
the ions befween develop I trauma and specific p.wdwnc f.\pencuces (i.e, ha
studies met our inclusion criteria. Mcfawzd iating roles of di: ional dysr
i and h }berwecn lop ! trauma and ha

role of negative sr:hcmnta i.e. mental constructs of between devel ! traun
m date have bccn of peer quality, and thfﬁcld is limited by mosily cross-sectional research.
logical p ys from I trauma to psychotic phenomena in adulthood. C
about H’chr history of developmental trauma, and screen patients with such a history fo
symptoms. Well conducted research with prospective designs, including neur itive ass
biopsychosocial mechanisms underlying the association between developmental trauma ar

Key words: Developmental trauma, psychotic symptoms, childhood, adolescence, delusic
disorder, dissociation, psychological processes

(World Psychiatry 2021;20:107-123)
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Mechanisms underlying psychotic experiences?

MAJOR REVIEW

The Relationship Between Dissociation and Symptoms of Psychosis:
A Meta-analysis

Eleanor Longden™'-, Alison Branitsky', Andrew Moskowitz*, Katherine Berry??, Sandra Bucci?®, and Filippo Varese?”

'Psychosis Research Unit, Greater Manchester Mental Health NHS Foundation Trust, Manchester, UK *Division of Psychology and
Mental Health, School of Health Sciences, Faculty of Biology, Medicine and Health, Manchester Academic Health Science Centre, The
University of Manchester, Manchester, UK; *Complex Trauma and Resilience Research Unit, Greater Manchester Mental Health NHS
Foundation Trust, Manchester, UK: ‘Department of Psychology, Touro College Berlin, Berlin, Germany

*To whom correspondence should be addressed: Psychosis Research Unit, Greater Manchester Mental Health NHS Foundation Trust,
Harrop House, Bury New Road, Prestwich, M25 3BL, UK: tel: +44 161 358 1395, e-mail: Eleanor.Longden@gmmbh.nhs.uk

and evaluated study quality. Ninety-three eligible articles
considering 20 436 participants were retained for anal-
ysis. There was a robust association between dissociation
and clinical and nonclinical positive psychotic symptoms
(r = .437; 95%CI: .386 —.486), with the observed effect
larger in nonclinical studies. Symptom-specific associations
were also evident across clinical and nonclinical studies,
and included significant summary effects for hallucinations
(r = .461;95%CI: .386 —.531), delusions (1 = .418; 954 CI:
370 —.464), paranoia (r = .447; 95%CI: .393 —.499), and
disorganization (1 =.346; 95%CI: .249 —.436). Associations
with negative symptoms were small and, in some cases, not
significant. Overall, these findings confirm that dissociative
phenomena are not only robustly related to hallucinations
but also to multiple positive symptoms, and less robustly
related to negative symptoms. Our findings are consistent
with proposals that suggest certain psychotic symptoms
might be better conceptualized as dissociative in nature and
o e Teememr ol rerventioms fareetne Thsso-

ciation in formulating and treating psychotic experiences.



Dissociation, Trauma, and the Role of Lived Experience: Toward a New
Conceptualization of Voice Hearing

Eleanor Longden Anna Madill and Mitch G. Waterman

Bradford and Airedale Early Intervention in Psychosis Service, University of Leeds
Bradford, England

Voice hearing (VH) is often regarded as pathognomic for schizophrenia. The purpose of this article 1s to
review and integrate historical, clinical, epidemiological, and phenomenological evidence in order to
suggest that VH may be more appropriately understood as a dissociative rather than a psychotic
phenomenon. First, we discuss the lifetime prevalence of VH in the general population, which is
estimated to range between 1% and 16% for adult nonclinical populations and 2% and 41% in healthy
adolescent samples. Second, we demonstrate how the ubiquity of VH phenomenology, including
variables like voice location, content, and frequency, limits its diagnostic and prognostic utility for
differentiating psychotic from trauma-spectrum and nonclinical populations. Finally, we report on the
empirical associations between VH, measures of dissociation, and trauma particularly (though not
exclusively) childhood sexual abuse. There are 2 main conclusions from this review. First, we argue that
available evidence suggests that VH experiences, including those in the context of psychotic disorders,
can be most appropriately understood as dissociated or disowned components of the self (or self—other
relationships) that result from trauma, loss, or other interpersonal stressors. Second, we provide a
rationale for clinicians to use psychotherapeutic methods for integrating life events as precipitating and/or
maintaining factors for distressing voices. Potential mechanisms for the relationship between trauma,
dissociation, VH, and clinical diagnosis are described, including the relevance of literature from the field
of attachment in providing a diathesis for dissociation. Suggestions for future research are also discussed.




What is dissociation?

.. . Dissociative

Dissociative disorders are characterized by a disruption of and /or discontinuity

in the normal integration of consciousness, memory, identity, emotion, perception, body
representation, motor control, and behavior. Dissociative symptoms can potentially dis-
rupt every area of psychological functioning. This chapter includes dissociative identity
disorder, dissociative amnesia, depersonalization/derealization disorder, other specified
dissociative disorder, and unspecified dissociative disorder.

Dissociative symptoms are experienced as a) unbidden intrusions into awareness and
behavior, with accompanying losses of continuity in subjective experience (i.e., “positive”
dissociative symptoms such as fragmentation of identity, depersonalization, and dereal-
ization) and /or b) inability to access information or to control mental functions that nor-
mally are readily amenable to access or control (i.e., “negative” dissociative symptoms such
as amnesia).
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Reviews and Overviews

Toward a Philosophical Structure for Psychiatry

Kenneth S. Kendler, M.D.

This article, which seeks to sketch a coher-
ent conceptual and philosophical frame-
rk for psychiatry, confronts two major

illness? Eigh opositions are proposed
and defended:™N psychiatry is irrevocably
grounded in mental, first-person experi-
ences; 2) Cartesian substance dualism is
false; 3) epiphenomenalism is false; 4) both
brain—mind and mind—brain causality
are real; 5) psychiatric disorders are etio-
logically complex, and no more “spiro-

B

chete-like” discoveries will be made that
explain their origins in simple terms; 6) ex-
planatory pluralism is preferable to monis-
tic explanatory approaches, especially bio-
logical reductionism; 7) psychiatry must
move beyond a prescientific “battle of
paradigms” to embrace complexity and
support empirically rigorous and pluralis-
tic explanatory models; 8) psychiatry
should strive for “patchy reductionism”
with the goal of “piecemeal integration” in
trying to explain complex etiological path-
ways to illness bit by bit.

(Am J Psychiatry 2005; 162:433-440)
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Intrusions

INTR1: Any reminder brought back feelings about it

INTR2: Other things kept making me think about it.

INTRS3: | thought about it when | didn't mean to

INTR4: Pictures about it popped into my mind.

INTRS: | found myself acting or feeling like | was back at that time.
INTRG: | had waves of strong feelings about it.

INTR7: | had dreams about it.

Avoidance

AVOID1: | avoided letting myself get upset when | thought about it or was reminded of it
AVOID2: | felt as if it hadn't happened or wasn't real.

AVOID3: | stayed away from reminders of it.

AVOID4: | tried not to think about it.

AVOIDS5: | was aware that | still had a lot of feelings about it, but | didn't deal with them.
AVOID6: My feelings about it were kind of numb.

AVOID7: | tried to remove it from my memory.

AVOIDS: | tried not to talk about it.

Hyperarousal

HYP1: | had trouble staying asleep

HYP2: | felt irritable and angry

HYP3: | was jumpy and easily startled

HYP4: | had trouble falling asleep.

HYP5: | had trouble concentrating.

HYP6: Reminders of it caused me to have physical reactions, such as [...]
HYP?7: | felt watchful and on-guard.

Dissociation

DEST1: ... finding themselves in a place and have no idea how they got there.

DEST2: ... finding new things among their belongings that they do not remember buying.
DESTS3: ... feeling as though they are standing next to themselves or watching themselves [...]

» DEST4: ... sometimes do not recognize friends of family members
» DESTS: ... feeling that other people, objects, and the world around them are not real.
> DESTE®: ... feeling that their body does not seem to belong to them.

DEST7: ... feel almost as if they were two different people
DESTS: ... hear voices inside their head that tell them to do things or [...]

Depression

DEP1: | feel down and depressed.

DEP2: | no longer enjoy doing things | used to enjoy.

DEP3: When | want to do something | lack energy and get tired quickly.
DEP4: | lack self-esteem and have no self-confidence.

Sexuality
DYS: | have difficulties engaging in sexual activities.
PARA: | have a problem with my sexual preferences.



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

Box 1. The subjective/phenomenological model of dissociative identity
disorder

General dissociative symptoms (4 of 6 required)

@ & & & @

Memory problems
Depersonalization
Derealization
Posttraumatic flashbacks
Somatoform symptoms

e Trance

Evidence of the partially dissociated intrusions of another self-state,
as indicated by either 1 or 2:

1.

Clinician observation of a self-state that claims (or appears) to be
someone other than the person being interviewed, as indicated by the
person’s

« Co-conscious awareness of the activities of the self-state; and

o Remembering what the self-state said and did

o Experiencing the self-state as ‘‘other.”

. At least 6 of the following 11 symptoms of intrusion by a partially

dissociated self-state:

« Child voices

e Internal struggle, conversation, or argument

e Persecutory voices that comment harshly, make threats, or
command self-destructive acts

s Speech insertion (unintentional or disowned utterances)

« Thought insertion or withdrawal

e "Made"” or intrusive feelings and emotions

e “Made” or intrusive impulses

e “Made” or intrusive actions

e Temporary loss of well-rehearsed knowledge or skills

« Disconcerting experiences of self-alteration

» Self-puzzlement

Evidence of the fully dissociated intrusions of another self-state
(ie, amnesia), as indicated by either 1 or 2:
1. Clinician observation of a self-state that claims (or seems) to be

someone other than the person being interviewed, followed by the
person's subseqguent amnesia for the clinician’s encounter with the
self-state.

. Recurrent amnesia, as indicated by the person’s report of multiple

incidents of at least two of the following:

e Time loss

e “Coming to"

« Fugues

« Being told of disremembered actions

e Finding objects among one’s possessions
» Finding evidence of one’s recent actions




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

Box 1. The subjective/phenomenological model of dissociative identity
disorder

General dissociative symptoms (4 of 6 required)
Memory problems

Depersonalization

Derealization

Posttraumatic flashbacks

Somatoform symptoms

+« Trance

@ & & & @

Evidence of the partially dissociated intrusions of another self-state,

as indicated by either 1 or 2:

1. Clinician observation of a self-state that claims (or appears) to be
someone other than the person being interviewed, as indicated by the
person’s
« Co-conscious awareness of the activities of the self-state; and
o Remembering what the self-state said and did
e Experiencing the self-state as ‘‘other.”

Child voices

Internal struggle, conversation, or argument
Persecutory voices that comment harshly, make threats, or
command self-destructive acts

Speech insertion (unintentional or disowned utterances)
Thought insertion or withdrawal

“Made’ or intrusive feelings and emotions

“Made’’ or intrusive impulses

“Made’ or intrusive actions

Temporary loss of well-rehearsed knowledge or skills
Disconcerting experiences of self-alteration
Self-puzzlement

1. Clinician observation of a self-state that claims {or seems) to be
someone other than the person being interviewed, followed by the
person's subseqguent amnesia for the clinician’s encounter with the
self-state.

2. Recurrent amnesia, as indicated by the person’s report of multiple
incidents of at least two of the following:

e Time loss

e “Coming to"

« Fugues

« Being told of disremembered actions

e Finding objects among one’s possessions
» Finding evidence of one’s recent actions




How to diaghose severe dissociation?

FIGURE 2. Mean Dissociative Experiences Scale Score for Each Diagnostic Group in a Meta-Analysis of Dissociation in

Psychiatric Disorders®
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SUMMARY

Dissociative identity disorder (DID) is as real as
any other psychiatric disorder but has been over-
diagnosed by gullible clinicians, especially in
forensic settings. Its classification has been poor,
but the new ICD-11 classification, especially of
partial DID, should help research and practice.
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Dissociative identity disorder needs
re-examination

Peter Tyrer

COMMENTARY ON... DISSOCIATIVE IDENTITY DISORDER!

Dorahy et al (2014) describing it as ‘a complex,
valid and not uncommon disorder, associated with
developmental and cultural variables, that is amen-
able to psychotherapeutic intervention’ goes beyond
the available data. But some facts are incontrovert-
ible. DID is found not only in ‘patients who have
been coached” (Paris 2019), is often associated
with early trauma and may last for many years in
the absence of any obvious motivation explaining
persistence.

Trauma-dissociation is over-stated

‘Where the research data have been overblown is in
adopting the trauma-dissociation model as the
only cause. Such cause has not been demonstrated;
in my view, it could only be properly evaluated by
a large cohort study starting in infancy and some
are now planned (Huntjens 2019). Lynn el al
(2014), after reviewing the current evidence, con-
clude that ‘the field should now abandon the
simple trauma-dissociation model and embrace
multifactorial models that accommodate the diver-
sity of causes’. Trauma alone will not do, and even
though it dominates the literature on the subject it
is freely acknowledged that this cannot be the only
precipilant, as trauma lies behind a panoply of
mental disorders (Temple 2019).
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Underwriting Considerations for
Dissociative Disorders
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Objective.— Dissociative identity disorder (DID) has been diag-

nosed more frequently and is under greater scrutiny. Because of the
number of comorbid conditions, the underwriting risks must be
evaluated to determine morbidity and mortality implications.
Background.—The number of diagnosed cases of DID has in-
creased in recent years. The diagnosis often coexists with other di-
agnoses such as bipolar disorder, major depression, post-traumatic
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Box 1. The subjective/phenomenological model of dissociative identity
disorder

General dissociative symptoms (4 of 6 required)
Memory problems
Depersonalization
Derealization
Posttraumatic flashbacks
Somatoform symptoms
Trance

Evidence of the partially dissociated intrusions of another self-state,

as indicated by either 1 or 2:

1. Clinician observation of a self-state that claims (or appears) to be
someone other than the person being interviewed, as indicated by the
person’s
« Co-conscious awareness of the activities of the self-state; and
« Remembering what the self-state said and did
¢ Experiencing the self-state as “‘other.”

. At least 6 of the following 11 symptoms of intrusion by a partially

dissociated self-state:

¢ Child voices

¢ Internal struggle, conversation, or argument

» Persecutory voices that comment harshly, make threats, or
command self-destructive acts

s Speech insertion (unintentional or disowned utterances)

* Thought insertion or withdrawal

s “Made” or intrusive feelings and emotions

e “Made” or intrusive impulses

e “Made” or intrusive actions

e Temporary loss of well-rehearsed knowledge or skills

o Disconcerting experiences of self-alteration

o Self-puzzlement

Evidence of the fully dissociated intrusions of another self-state

(ie, amnesia), as indicated by either 1 or 2:

1. Clinician observation of a self-state that claims (or seems) to be
someone other than the person being interviewed, followed by the
person’s subsequent amnesia for the clinician’s encounter with the
self-state.

. Recurrent amnesia, as indicated by the person’s report of multiple
incidents of at least two of the following:
e Time loss
s “Coming to”
e Fugues

« Being told of disremembered actions

¢ Finding objects among one’s possessions

¢ Finding evidence of one’s recent actions







Treatment: A simple thing that is hard to do?

BRIEF REPORT e Ultra-complex patients don‘t
Treating Adults With Complex Posttraumatic Stress Disorder Using nee d u Itra -com p I ex t re at me nt S,

a Modular Approach to Treatment: Rationale, Evidence,

and Directions for Future Research b ut mo d u I ar treatments
Thanos Karatzias'?> and Marylene Cloitre?

"Edinburgh Napier University, School of Health & Social Care, Edinburgh, United Kingdom M :
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s DID a severe form of BPD?
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Personality disorder traits, maladaptive schemas, modes and
coping styles in participants with complex dissociative
disorders, borderline personality disorder and avoidant
personality disorder

Graphical representation of APD-IV scores per group

B Dissociative disorders Borderline personality disorder Avoidant personality disorder

Paranoid (cluster A)

Obsessive-compulsive (cluster C) Schizoid (cluster A)

Dependent (cluster C) Schizotypal (cluster A)

Avoidant (cluster C) Antisocial (cluster B)

Narcissistic (cluster B) Borderline (cluster B)

Histrionic (cluster B)

Key Practitioner Message

e This study suggests that complex dissociative disorders
may be considered Eersonalitx-related disorders.

e Participants with complex dissociative disorders scored
on the various personality constructs at the level of par-
ticipants with personality disorders and they showed a
unique pattern of personality disorder traits, schemas and
modes in comparison to participants with a personality
disorder.

¢ Following these results, an adapted form of schema ther-
apy using the presented mode model could be a viable
option for the treatment of complex dissociative

disorders.
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s skills training useful? Yes!
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Table 5 Mean, Standard lation, and effect sizes from assessment to follo

. I ®
Group treatment for complex dissociative @  Measure T2 T3 Effect size (d) Effect size (d)

disorders: a randomized clinical trial and Pre treatment Switching - point Switching replication Follow up C - switching point pre - follow up
Herald Beekkelund' 2, P3l Uivenes'3, Suzette Boond. angelaan® and Fspen Ao Amevik allocation
COPING WITH ¥
EXP 41.7 (5.7) 439(63) 484 (63) 04(—0.1-09)
TRA LN AZREEATED CIR 409 (8.2) 442 (87) 457 (42) 46.6 (6.7) 04 (—0.1-0.8)
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SCL90
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THERAPISTS \ CTR 1.7 (0.5) 1.7 (0.7) 1.7 (0.5) 16 (0.8) 14(07) 00(—03-03) 04 (0.0-09)

Note: Data displayed as mean (std. deviation) or effect size (95% confidence interval). *p <0.05, **p < 0.01, based on paired-samples tests; GAF Global Assessment of
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ONNO VAN DER HART Functioning, PS5-5R PTSD Symptom Scale Self Report, DES Dissociative Experiences Scale, lIP 64 Inventory of Interpersonal Problems 64, SCL 90= Symptom Checklist

S0



s skills training sufficient? No!

Bakkelund et al. BMC Psychiatry (2022) 22:338 :
https://doi.org/10.1186/512888-022-03970-8 BMC Psychlatry
RESEARCH Open Access

Group treatment for complex dissociative
disorders: a randomized clinical trial

Harald Baekkelund'**", P4l Ulvenes'~, Suzette Boon-Langelaan* and Espen Ajo Amnevik®

COPING WITH
TRAUMA-RELATED

3
"
i e
7 \—-'\A(

SKILLS TRAINING
FOR PATIENTS AND
THERAPISTS

SUZETTE BOON =« KATHY STEELE
ONNO VAN DER HART

Table 5 Mean, Standard deviation, and effect sizes from assessment to follo

Measure
and

Assessment T1

Pre treatment Switching - point

T2

T3

Switching replication Fo

up

Effect size (d)

Pre - switching point

Effect size (d)
pre - follow up
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Note: Data displayed as mean (std. deviation) or effect size (95% confidence interval). *p <0.05, **p < 0.01, based on paired-samples tests; GAF Global Assessment of
Functioning, PS5-5R PTSD Symptom Scale Self Report, DES Dissociative Experiences Scale, lIP 64 Inventory of Interpersonal Problems 64, SCL 90= Symptom Checklist
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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

FIGURE 2 Schema mode model

of CDD.
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e Ultra-complex patients don‘t
need ultra-complex treatments,
but modular treatments

 Strategies to work with

* emotional dysregulation and
dissociation

 alters?
* voices?
* dissociative amnesia?
e traumatic memories?
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There is no objective amnesia
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Abstract

The present study aimed to determine interidentity retrieval of emotionally valenced words in dissociative identity
disorder (DID). Twenty-two DID patients participated together with 25 normal controls and 25 controls instructed to
simulate DID. Two wordlists A and B were constructed including neutral, positive and negative material. List A was
shown to one identity, while list B was shown to another identity claiming total amnesia for the words leared by the first
identity. The identity claiming amnesia was tested for intrusions from list A words into the recall of words from list B and
recognition of the words learned by both identities. Test results indicated no evidence of total interidentity amnesia for
emotionally valenced material in DID. It is argued that dissociative amnesia in DID may more adequately be described as
a disturbance in meta-memory functioning instead of an actual retrieval inability.

(© 2006 Elsevier Ltd. All rights reserved.

i) .
OPEN & ACCESS Frealy availabla online = PLoS one

Inter-ldentity Autobiographical Amnesia in Patients with
Dissociative Identity Disorder

Rafaéle J. C. Huntjens'®, Bruno Verschuere®**, Richard J. McNally®
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The Netherands, 3 Depariment of Psychology, Ghent University, Ghent, Belgium, 4 Faculty of Psychology and Neuroscience, Maastricht University, Maastricht, The
Metherlands, 5 Department of Paychology, Harvard University, Cambridge, Massachusetts, United States of America

Abstract

Background: A major symptom of Dissociative Identity Disorder (DID; formerly Multiple Personality Disorder) is dissociative
amnesia, the inability to recall important personal information. Only two case studies have directly addressed
autobiographical memary in DID. Both provided evidence suggestive of dissociative amnesia. The aim of the current
study was to objectively assess transfer of autobiographical information between identities in a larger sample of DID
patients.

Methods: Using a concealed information task, we assessed recognition of autobiographical details in an amnesic identity.
Eleven DID patients, 27 normal controls, and 23 controls simulating DID participated. Controls and simulators were matched
to patients on age, education level, and type of autobiographical memary tested.

Findings: Although patients subjectively reported amnesia for the autobiographical details included in the task, the results
indicated rransfer of infornation between identites.

Conclusion: The results call for a revision of the DID definition. The amnesia criterion should be modified to emphasize its
subjective nature.

Citation: Huntjens RIC, Verschusre B, Mchally I 2012) Inter-ldentity Autobiograp hical Amnesia in Patients with Dissociative Identity Disordes. PLoS ONE TI7E
40580, doi:10.137 1journal pone 0040580
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Abstract

Amnesia is a core diagnestic criterion for Dissociative Identity Disorder (DID), however previous
research has indicated memory transfer. As DID has been conceptualised as being a disorder
of distinct identities, in this experiment, behavioral tasks were used to assess the nature of
amnesia for episodic 1) self-referential and 2) autobiographical memories across identities.
Nineteen DID participants, 16 DID simulators, 21 partial information, and 20 fullinformation
comparison participants from the general population were recruited. In the first study,
participants were presented with two vignettes (DID and simulator participants received one in
each of two identities) and asked to imagine themseives in the situations outlined. The second
study used a similar methodology but with tasks assessing autobiographical experience.
Subjectively, all DID participants reported amnesia for events that occurred in the other identity
On free recall and recognition tasks they presented a memory profile of amnesia similar to
simulators instructed to feign amnesia and partial information comparisons. Yet, on tests of
recognition, DID participants recognized significantly more of the event that occurred in another
identity than simulator and partial information comparisons. As such, results indicate that the
DID performance profile was not accounted for by true or feigned amnesia, lending support to
the idea that reported amnesia may be more of a perceived than actual memory impairment.
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Subjective amnesia — a metacognitive problem

Autobiographical Memory Specificity in Dissociative Identity Disorder

Rafaéle J. C. Huntjens and Ineke Wessel

University of Groningen

Dirk Hermans
KU Leuven

Agnes van Minnen
Radboud University Nijmegen, and Overwaal Center for Anxiety Disorders, Niymegen, The Netherlands

Repeated Retrieval of Generalized Memories can Impair Specific
Autobiographical Recall: A Retrieval Induced Forgetting Account

Noboru Matsumoto', Satoshi Mochizuki?, Laura Marsh®, and Jun Kawaguchi* >

! Division of Psychology, Faculty of Arts, Shinshu University
2 Faculty of Social Policy and Administration, Hosei University
3 MRC Cognition and Brain Sciences Unit, University of Cambridge
*# Graduate School of Informatics, Nagoya University
3 Department of Psychology, Otemon Gakuin University

Overgeneral autobiographical memory (OGM) refers to the tendency toward increased general memory and
reduced specific memory recall, observed in various psychiatric disorders. Previous studies have suggested
that inhibitory processes involved in resolving competition between competing memories may reduce memory
specificity via retrieval-induced forgetting (RIF). However, it remains unclear whether the repeated retrieval
of general memories can induce forgetting of specific memories. We adapted the RIF paradigm to address this
question across three experiments. Participants first generated specific memories in response to positively and
negatively valenced cue words. They then generated and repeatedly retrieved general memories for half of the
cue words. Recall for all of the original specific memories was later tested. Experiment 1 showed that the
retrieval practice of general memories reduced the recall of associated specific memories, regardless of cue
valence. Experiment 2 demonstrated that this forgetting cffect was cue independent, occurring even when
novel retrieval cues were used on the final test. Experiment 3 suggested that this effect was competition
dependent, finding a greater RIF cffect following practice of gencral memories (high competition) than
following a cue-color association task (low competition). These results suggest that repeated retrieval of
general memories suppressed specific memory representations through RIF. These findings are discussed in
relation to hierarchical models of autobiographical memory, mechanisms that maintain overgeneral memory
tendencies. and the role of retrieval in shaping autobiographical memory.

Keywords: retricval-induced forgetting, overgeneral memory, autobiographical memory specificity,
depression, rumination
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Objective: Discontinuiities in memory are the hallmark symptoms of most dissociative disorders but are also
reported by patients diagnosed with related disorders, including PTSD. Memory disconinuity is most evident in
dissociative identity disorder (DID), where patients may report amnesia in | identity for information available in
other identities (i., interidentity amnesia). Studies indicate that even though patients subjectively report interi-
dentity amnesia for material leamed in, or pertaining to, another identity, objective findings show evidence of
transfer of that material between identifies. Subjective reports of dissociative amnesia may be explained by spe-
cific dissociation-related metamenmory beliefs, which hinder voluntary retrieval, personal acknowledgment, and
processing of memories. This study aimed to develop a questionnaire indexing metamemory beliefs related to
trait dissociation. Method: Two studies in nonclinical populations provided information about the factor structure
(Studies | and 2) of the newly developed Dissociation-related Beliefs about Memory Questionnaire (DBMQ).
Information was akso provided about the construct validity (Studies 2 and 3), and reliability of the scale (all 3
studies) in nonclinical as well as a clinical population. Reselss: Results indicated sound psychometric properties
of a short 16-item DBMQ with subscales assessing Fragmentation, Positive beliefs about amnesia, Lack of self-
reference, and Fear of losing control, and comrelations specifically with trait dissociation and avoid-
ance symptoms. A sample of DID patients (N = 19) showed increased scores on the DBMQ. Conelusion: The
DBMQ provides a short, reliable, and valid tol for indexing dissociation-related metamemory beliefs. These
beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.

Clinical Impact Statement

Dissociative symptoms are common in people reporting exposure to traumatic stress. For instance,
people report amnesia for (parts of) their trauma history. Beliefs about the way memory works and
beliefs related to fears of overwhelming emotion related to past memories may be an important fac-
tor explaining the occurrence and/or maintenance of reported memory problems. This paper reports
the development of a questionnaire designed to assess beliefs about memory functioning with regard
to dissociation. We found that a short questionnaire (16 items) could reliably measure these beliefs
These beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.
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Dear Editor,

Trait mindfulness has been linked to behavioral regulation, re-
duced psychopathology, and subjective well-being [1]. Yet, trait
mindfulness deficits are a poorly understood concept in psycho-

Received: April 4, 2018
Accepted after revision: August 5, 2018
Published online: September 28, 2018

to the retrospective nature of our investigation, formal consent of
the local ethics committee was not required. All procedures were
in accordance with the Helsinki Declaration as revised in 2013.

To compare FMI scores between diagnostic groups, a 1-way
ANOVA with Welch’s correction and Games-Howell post hoc test
at 5% significance level were performed using R version 3.5.0 [6].
95% confidence intervals for Cohen’s d were calculated based on
noncentral t-distributions.

The 1,823 inpatients (female = 1,372; male = 451) had a mean
age of 51.7 years (SD = 11.5). Please see the online supplementary
material for details on the sample and a table of the mean CTQ
scores and standard deviations across diagnostic groups (see www.
karger.com/doi/10.1159/000493365 for all online suppl. material).
The ANOVA yielded significant variation of FMI scores among
the diagnostic groups (F(6, 1,816) = 25.6, p < 0.001, r]2 =0.08 [0.06-
0.10]). Means and standard deviations of the FMI scores of the
different diagnostic groups can be obtained from Table 1.

Post hoc analyses showed that trait mindfulness levels in dis-
sociative identity disorder were significantly lower than in BPD
(d=0.63[0.25, 1.01]), PTSD (d = 0.84 [0.53, 1.15]), MDD-ct (d =
1.17 [0.87, 1.47]), AD (d = 1.14 [0.69, 1.58]), and MDD-noct (d =
1.48 [1.16, 1.79]). The trait mindfulness scores for dissociative dis-
order not otherwise specified were significantly lower than for
MDD-ct (d = 0.61 [0.35, 0.87]), AD (d = 0.61 [0.22, 1.01]), and
MDD-noct (d = 0.92 [0.65, 1.19]). BPD was found to differ sig-
nificantly regarding trait mindfulness from MDD-ct (d = 0.43

N = 1823; Freiburg Mindfulness Inventory
DID: less trait mindfulness that both BPD

(d=.63) and PTSD (d=

.84)
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following a cue-color association task (low competition). These results suggest that repeated retrieval of reported by patients diagnosed with related disorders, including PTSD. Memory discontinuity is most evident in
general memories suppressed specific memory representations through RIF. These findings are discussed in dissociative identity disorder (DID), where patients may report amnesia in 1 identity for information available in
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. ! N " ; . 7 dentify amnesia for material learned in, or pertaining to, another identity, objective findings show evidence of
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transfer of that material between identifies. Subjective reports of dissociative annesia may be explained by spe-
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. . trait dissociation. Method: Two studies in nonclinical populations provided information about the factor structure
depression, rumination (Studies 1 and 2) of the newly developed Dissociation-related Beliefs about Memory Questionnaire (DBMQ).
Information was also provided about the construct vali tudies 2 and 3), and reliability of the scale all 3
studies) in nonclinical as well as a clinical population. Resuis: Results indicated sound psychometric propetties
of a short 16-item DBMQ with subscales assessing Fragmentation, Positive beliefs about amnesia, Lack of self-
reference, and Fear of losing control, and comelaions specifically with trait dissociation and postiraumatic avoid-
ance symptoms. A sample of DID patients (N = 19) showed increased scores on the DBMQ. Conclusion: The
DBMQ provides a short, reliable, and valid tol for indexing dissociation-related metamemory beliefs. These
beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.

Clinical Impact Statement

Dissociative symptoms are common in people reporting exposure to traumatic stress. For instance,
people report amnesia for (parts of) their trauma history. Beliefs about the way memory works and
beliefs related to fears of overwhelming emotion related to past memories may be an important fac-
tor explaining the occurrence and/or maintenance of reported memory problems. This paper reports
the development of a questionnaire designed to assess beliefs about memory functioning with regard
to dissociation. We found that a short questionnaire (16 items) could reliably measure these beliefs
These beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.
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Overgeneral autobiographical memory (OGM) refers to the tendency toward increased general memory and
reduced specific memory recall, observed in various psychiatric disorders. Previous studies have suggested
that inhibitory processes involved in resolving competition between competing memories may reduce memory
specificity via retrieval-induced forgetting (RIF). However, it remains unclear whether the repeated retrieval
of general memories can induce forgetting of specific memories. We adapted the RIF paradigm to address this
question across three experiments. Participants first generated specific memories in response to positively and
negatively valenced cue words. They then generated and repeatedly retrieved general memories for half of the
cue words. Recall for all of the original specific memories was later tested. Experiment 1 showed that the
retrieval practice of general memories reduced the recall of associated specific memories, regardless of cue
valence. Experiment 2 demonstrated that this forgetting cffect was cue independent, occurring even when
novel retrieval cues were used on the final test. Experiment 3 suggested that this effect was competition
dependent, finding a greater RIF effect following practice of general memories (high competition) than
following a cue-color association task (low compemiom These results suggest that repeated retrieval of
general memories suppressed specific memory representations through RIF. These findings are discussed in
relation to hierarchical models of autobiographical memory, mechanisms that maintain overgeneral memory
tendencies. and the role of retrieval in shaping autobiographical memory.

Keywords: retricval-induced forgetting, overgencral memory, autobiographical memory specificity,
depression, rumination
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Objective: Discontinuiities in memory are the hallmark symptoms of most dissociative disorders but are also
reported by patients diagnosed with related disorders, including PTSD. Memory disconinuity is most evident in
dissociative identty disorder (DID), where patients may report amnesia in 1 identity for information available in
other identities (i.e., ineridentity amnesia). Stdies indicate that even though patients subjectively report interi-
dentity amnesia for material leamed in, or pertaining to, another identity, objective findings show evidence of
transfer of that material between identifies. Subjective reports of dissociative amnesia may be explained by spe-
cific dissociation-related metamenmory beliefs, which hinder voluntary retrieval, personal acknowledgment, and
processing of memories. This study aimed to develop a questionnaire indexing metamemory beliefs related to
trait dissociation. Method: Two studies in nonclinical populations provided information about the factor structure
(Studies | and 2) of the newly developed Dissociation-related Beliefs about Memory Questionnaire (DBMQ).
Information was also provided about the construct vali i ability of
studies) in nonclinical as well as a clinical population. Resuits: Reuls ndicted sound psychometric properties
of a short 16-item DBMQ with subscales assessing Fragmentation, Positive beliefs about amnesia, Lack of self-
reference, and Fear of losing control, and correlations specifically with trait dissociation and postiraumatic avoid-
ance symptoms. A sample of DID patients (N = 19) showed increased scores on the DBMQ. Conelusion: The
DBMQ provides a short, reliable, and valid tol for indexing dissociation-related metamemory beliefs. These
beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.

Clinical Impact Statement

Dissociative symptoms are common in people reporting exposure to traumatic stress. For instance,
people report amnesia for (parts of) their trauma history. Beliefs about the way memory works and
beliefs related to fears of overwhelming emotion related to past memories may be an important fac-
tor explaining the occurrence and/or maintenance of reported memory problems. This paper reports
the development of a questionnaire designed to assess beliefs about memory functioning with regard
to dissociation. We found that a short questionnaire (16 items) could reliably measure these beliefs
These beliefs were associated with trait dissociation and posttraumatic avoidance symptoms.
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e Overgeneral autobiographical
memory

e 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!
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ABSTRACT

KEYWORDS s
schema therapy, Dissoc PTsD

Dissociative identity disorder

Dissociation
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Background an{d objectives: We described a new treatment model for Posttraumatic Stress Disorder (PTSD) and
Dissociative Identity Disorder (DID), based on cognitive-behavioural principles. In this model, dissociation is
seen as a maladaptive avoidant coping strategy. In addition, we stress that patients have dysfunctional beliefs
about dissociation. Both elements, avoidance behaviour and dysfunctional beliefs, are challenged during the
brief, intensive trauma-focused treatment. When the PTSD-symptoms decrease, the patient is offered a fare-well
ritual to say goodbye to their identities in one or more additional sessions.

Methods: We illustrate this treatment approach with a case report of a woman with PTSD as a result of sexual
abuse in her childhood, and DID with four identities. Treatment outcome was measured at intake, at pre-
treatment, at post-treatment and at 3 and 6 months follow-up.

Results: After the short treatment of only 2 weeks, she no longer fulfilled the DSM-5 diagnostic criteria for PTSD
nor DID. These results were maintained at the follow-ups.

Limitations: Although we included a baseline-controlled time phase, it was not a controlled study, and only one
patient was treated.

Conclusions: This new treatment model for DID-patients is promising but results should be interpreted cautiously
since we described only one patient.
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ZUSAMMENFASSUNG

Die dissoziative Identitatsstorung ist die schwerste dissoziative
Stérung und kann in ihrer Komplexitat weder durch das Trau-
ma-Modell noch durch das soziokognitive Modell hinreichend
erklart werden. Transtheoretische Modelle legen eine Interak-
tion von traumatischen Erfahrungen mit kulturellen, kognitiven
und sozialen Einfliissen fiir die Atiopathogenese des Stérungs-
bildes nahe. Daraus ergeben sich bedeutende Impulse fiir die
Behandlung, in der neben einer Verarbeitung traumatischer
Erinnerungen auch eine Verbesserung der Emotionsregulation
sowie eine Modifikation dysfunktionaler Annahmen iber das
Gedachtnis erfolgen sollte. Einer Ausgestaltung von Teiliden-
titaten sollte kein Vorschub geleistet werden. Ein derartiges
therapeutisches Vorgehen im Rahmen stationdrer Psychothe-
rapie wird beschrieben.

ABSTRACT

Dissodiative identity disorder is the most severe of the dissoci-
ative disorders and neither the trauma model nor the socioco-
gnitive model provide a satisfactory account of its complexity.
Transtheoretical models propose an interaction of traumatic
experiences as well as cultural, cognitive, and social factors in
the development of the disorder. This perspective has impor-
tant implications for the treatment which should encompass a
reprocessing of traumatic memories, emotional requlation
skills, and a modification of dysfunctional beliefs about memo-
ry. An elaboration of dissociative identities should be preven-
ted. A corresponding inpatient treatment approach is descri-
bed.
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E_:,aﬂe: R f;z;r@mm rier to the implementation of trauma-focused therapy (TFT), especially in people
with a psychotic disorder. This study, which was part of a multicenter random-
ized controlled trial, investigated posttraumatic stress disorder (PTSD) symptom

Stichting tot Steun Vereniging tot R -
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Zenuwzieken apy and prolonged exposure (PE) in a sample of 99 participants with PTSD and

psychosis. Symptom exacerbations during the first four sessions (early exac-

erbation) and between-session exacerbations over the course of therapy were
monitored using the PTSD Symptom Scale-Self Report. Analyses of covariance
and chi-square tests were conducted to investigate exacerbation rates and their
associations with treatment response and drop-out. Both early exacerbation
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Background: Emerging evidence supports the safety, acceptability, and
efficacy of trauma therapies for people experiencing post-traumatic stress and
psychosis, despite common concerns about iatrogenic harm when processing
trauma memories for this population. However, to date there have been no
mixed-methed studies examining whether trauma-focused therapy can be
implemented in routine care. This study reports an audit of a post-traumatic
stress in psychosis clinic based in an inner-city trust in the UK. National Health
Service.

Materials and methods: People under the care of psychosis community
mental health teams with a significant history of past trauma were referred
to the clinic by their multidisciplinary clinicians. Referral outcomes were
recorded, including the proportion of people for whom trauma-focused
cognitive-behavior therapy for psychosis was indicated. Post-traumatic stress
symptoms were assessed pre- and post-therapy for clinically significant
change on the Post-traumatic Stress Checklist (version 4) and Post-traumatic
Stress Checklist (version 5). A subgroup of service users was also interviewed
about their experience of therapy, with transcripts analyzed using inductive
thematic analysis.

Sin

Recent findings suggest a relationship between
psychological trauma and schizophrenia spectrum
disorders!'! that is partially mediated by posttraumatic
stress symptoms.” Even though there is evidence that
trauma-focused treatments are beneficial for patients with
psychotic symptoms,Fl patients with psychesis are still
often excluded from first-line treatments of posttraumatic
stress disorder (PTSD) due to fears that psycheotic symptoms
might exacerbate during trauma reprocessing. We want to
encourage clinicians to apply trauma-focused therapy to
patients with PTSD and psychotic symptoms.

Qur patient was a 53-year-old woman diagnosed with
PTSD and schizotypal personality disorder according to
Diagnostic and Statistical Manual of Mental Disorders,
4™ Edition criteria. She reported flashbacks, insomnia,
nightmares, avoidance, hyperarousal, severe derealization
and depersonalization, feelings of guilt, constricted affect,
obsessive ruminations with aggressive and sexual content,
magical thinking, paranoid ideas, social phobia, and visual,
body. and acoustic hallucinations. Her trauma history was
assessed using the Childhood Trauma Questionnaire and
consisted of childhood sexuval abuse, emotional abuse
and neglect. For more than 20 years, she had had several
suicidal crises, inpatient, and outpatient treatments. At
the time of admission, her stable medication consisted
of 15 mg aripiprazole, 350 mg quetiapine, and 375 mg
venlafaxine. She was in early pension and described to profit
from outpatient cognitive behavioral therapy (CBT) and
medication. Yet, so far nothing had helped to significantly
reduce intrusions, nightmares, and hallucinations.

The patient received a multimodal, integrative, and
disorder-specific inpatient treatment with various group
therapies, for example, psychoeducation. mindfulness
training, art therapy, exercise therapy, emotion regulation,
and social skills trainings.™ Case conceptualization followed
the Eye Movement Desensitization and Reprocessing (EMDR)
guidelines for psychosis® and the cognitive model of
psychosis.® Treatment lasted 12 weeks and consisted of
16 individual 50-min treatment sessions of CBT and ten
additional 100-min sessions of EMDR. Symptom levels were
assessed daily using an individualized diary card. We used
standard EMDR to process traumatic memories of childhood
sexual abuse. whereas the goal of reducing psychotic
symptoms was targeted by processing hallucinations
associated to the patient’s dysfunctional beliefs about the

world and herself ("The world is dangerous,” "I cannot
protect myself”). For example, we targeted a recurring
hallucination of body disintegration and penetration of
body boundaries related to the cognition *I am lost,” tonic
immobility, disgust and panic. EMDR helped the patient
to form alternative cognitions like “l can help myself” and
significantly reduced aversive emotions.

Even though the patient described EMDR sessions as
demanding and frightening, she considered them helpful for
“finally learning to express in words what happened.” After
an initial increase of anxiety, hallucinations and dissociative
experiences, symptoms decreased. The score for intrusions
in the Impact-of-Event Scale—Revised remained stable
from first assessment to dismissal (from 3135 to 2935)
but had decreased significantly 6 months after dismissal
(4735; improvement of 2.6 standard deviation [SD]). The
reduction of avoidance symptoms (22/40-1540) was
maintained at follow-up (12/40; improvement of 1.1 SD).
Hyperarousal decreased significantly, toe (from 2633 to
19735 to 535: improvement of 1.9 SD). These improvements
reflect both reliable and clinically significant changes. In the
HEALTH-43, the patient described significant reductions of
depressive symptoms (from 3/4 to 0.7/4 to 0.2/4; improvement
of 2.8 SD), anxious symptoms (from 3/4 to 1.8/4 to 0.2/4
improvement of 3.0 5D), and interpersonal difficulties (from
3.1/4 to 2.6/ to 2.1/4; improvement of 0.9 5D). We also
observed significant changes in selfefficacy ifrom 2.24 to
3/4 to 3.84; improvement of 1.7 5D) and mindfulness (from
61/120 to 83120 to 99/120; 3.3 SD) which was assessed
using the Freiburg Mindfulness Inventory. The Dissociative
Experiences Scale—Taxon score decreased from 18% to 1% and
remained stable at follow-up (1%). The PANSS score decreased
from 64 to 46 which reflects a clinically important difference.

In sum, reprocessing of traumatic memories effectively
helped the patient to remit from PTSD and positive
psychotic symptoms. Symptom levels had decreased even
further at 6-month follow-up. The patient reported that her
disturbing “images” had vanished, that she felt well, that
she could now “handle everyday life" and that she was doing
voluntary work. She decided to end her outpatient CBT
treatment but still consults her psychiatrist regularly. As we
observed initial increases of psychotic symptoms, inpatient
treatment might be a useful option in the treatment of FTSD
and psychotic symptoms.
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Bold statements revisited

e 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






