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Objective: The purpose of the study was
to assess the prevalence of DSM-IV disso-
ciative disorders in an inner-city outpa-
tient psychiatric population.

Method: Subjects were 231 consecutive
admissions (84 men and 147 women,
mean age=37 years) to an inner-city, hos-
pital-based outpatient psychiatric clinic.
The subjects completed self-report mea-
sures of dissociation (Dissociative Experi-
ences Scale) and trauma history (Trau-
matic Experiences Questionnaire). Eighty-
two patients (35%) completed a structured
interview for dissociative disorders (Disso-
ciative Disorders Interview Schedule).

Results: The 82 patients who were inter-
viewed did not differ significantly on any
demographic measure or on the self-re-
port measures of trauma and dissociation
from the 149 patients who were not inter-
viewed. Twenty-four (29%) of the 82 inter-
viewed patients received a diagnosis of a
dissociative disorder. Dissociative identity
disorder was diagnosed in five (6%) pa-
tients. Compared to the patients without

a dissociative disorder diagnosis, patients
with a dissociative disorder were signifi-
cantly more likely to report childhood
physical abuse (71% versus 27%) and
childhood sexual abuse (74% versus 29%),
but the two groups did not differ signifi-
cantly on any demographic measure, in-
cluding gender. Chart review revealed
that only four (5%) patients in whom a
dissociative disorder was identified dur-
ing the study had previously received a
dissociative disorder diagnosis.

Conclusions: Dissociative disorders were
highly prevalent in this clinical popula-
tion and typically had not been previ-
ously diagnosed clinically. The high preva-
lence of dissociative disorders found in
this study may be related to methodolog-
ical factors (all patients were offered an
interview rather than only those who had
scored high on a screening self-report
measure) and epidemiological factors (ex-
tremely high prevalence rates for child-
hood physical and sexual abuse were
present in the overall study population).

(Am J Psychiatry 2006; 163:623–629)

Dissociative disorders, including dissociative identity
disorder (formerly multiple personality disorder), were
once thought to be exotic and rare disorders, if indeed
they existed at all (1). Several epidemiological studies over
the past 15 years have shown that dissociative disorders
may have been previously underdiagnosed and that with
proper screening and diagnostic instrumentation, a much
higher prevalence is encountered. Several studies have as-
sessed the prevalence of dissociative experiences and/or
dissociative disorders in community samples around the
world (2–6) and in various special populations (e.g., sub-
stance abusers or survivors of childhood sexual abuse) (7–
10). To date, inpatient populations have been studied
most thoroughly (11–20) (Table 1). In most of these stud-
ies, a dissociative disorder had been correctly diagnosed
in only a small percentage of the patients before their in-
clusion in the study. Given that the population receiving
outpatient psychiatric treatment is much larger than the

psychiatric inpatient population, it is plausible that many
patients with dissociative pathological features are receiv-
ing outpatient treatment without the benefit of a correct

diagnosis. However, outpatient populations have not been
studied in sufficient detail to address this question.

The prevalence of dissociative disorders in psychiatric
outpatient populations has been examined in two previ-
ous studies, but these studies had significant methodolog-
ical weaknesses, including lack of standardized diagnostic
measures and skewed samples drawn from settings spe-
cializing in the treatment of dissociative disorders (21, 22).
In the only methodologically strong outpatient study to
date, Sar et al. (23) found that 12% of Turkish outpatients
could qualify for a diagnosis of a dissociative disorder, in-
cluding 4% with dissociative identity disorder and 8% with
dissociative disorder not otherwise specified. Only 1% of
those patients had been given a dissociative disorder diag-
nosis before entering the study.

Sar et al. used a methodological approach common to
the large majority of prevalence studies to date. This ap-
proach involves first screening the population with a self-
report measure of dissociation (the Dissociative Experi-
ences Scale, described in the Method section) and then
administering diagnostic interviews only to patients who
score above a given cutoff point, as high scorers are more
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likely to carry a dissociative diagnosis. Dissociative Experi-
ences Scale cutoff scores of 15, 20, 25, and 30 have been
suggested by various authors (24–27). Latz et al. (14) con-
ducted one of the few studies in which a cutoff score was
not used. They administered a structured interview for
dissociative disorders (the Dissociative Disorders Inter-
view Schedule, described in the Method section) to every
patient in their study and found that the Dissociative Ex-
periences Scale scores of the patients who were found to
have a dissociative disorder according to the interview
overlapped extensively with the Dissociative Experiences
Scale scores of the patients without a dissociative disorder
diagnosis according to the interview. Their data indicated
that a substantial number of patients with dissociative dis-
orders would have been missed if the Dissociative Experi-
ences Scale screening method had been used.

To our knowledge, the present study is the first assess-
ment of dissociative disorders among U.S. psychiatric out-
patients in which standardized diagnostic instruments
were used and the first outpatient study in which an at-
tempt was made to interview all eligible patients, without
the use of a screening instrument, in order to capture the
prevalence of dissociative disorders as accurately as possi-
ble. The study subjects consisted of all patients consecu-
tively admitted to an inner-city, hospital-based psychiat-
ric outpatient clinic. Based on extensive experience
working with this particular clinic population, as well as
the results of previous studies in which the Dissociative
Experiences Scale was administered in the same clinic (28,
29), we predicted that diagnostic interviews would reveal a
prevalence of dissociative disorders of more than 20% and
that chart review would reveal that these disorders had
been diagnosed clinically in less than 5% of the patients.

Method

Subjects

All English-speaking adult patients, ages 18 to 65 years, who
enrolled for treatment at the Montefiore Medical Center’s Psychi-
atric Outpatient Department (Bronx, N.Y.) between August 1996
and March 1998 were eligible for the study (N=231). Patients who

were unable to speak English could not be interviewed and thus
were excluded from the study; there were no other exclusion cri-
teria. As part of the clinic’s routine admission procedure, patients
filled out several self-report and demographic measures at the
time of making application for treatment. The measures included
the Dissociative Experiences Scale and the Traumatic Experi-
ences Questionnaire (described in the next section); the patient’s
responses to these self-report measures became part of the pa-
tient’s clinical record. After applying for treatment, patients were
scheduled for an intake appointment within 1–4 weeks. Within 6
weeks of this initial intake appointment, we attempted to contact
all patients and invited them to participate in a 45–90-minute in-
terview in which the Dissociative Disorders Interview Schedule
(described in the next section) was used. Each patient was paid
$20 for participating in the study. Of 231 patients, 82 (35%) were
contacted and interviewed. Reasons for not being interviewed in-
cluded having no phone or being otherwise unable to be con-
tacted (N=78), declining to be interviewed (N=52), or failing to ap-
pear for a scheduled interview (N=19). There were no patients
who began the interview and failed to complete it. All of the pa-
tients who were interviewed provided written informed consent
at the time of the interview, after the interview procedure had
been explained. The informed consent form, as well as the overall
study design, received the approval of the institutional review
boards of Montefiore Medical Center and of the Albert Einstein
College of Medicine.

The structured clinical interviews were performed by three rat-
ers, including the senior author (B.F.) and two advanced-degree
clinicians who were trained in the use of the instrument by the se-
nior author in a 20-hour training program in which videotapes
and practice interviews were used. Videotapes of 10 study sub-
jects were rated by the interviewers to assess interrater reliability.
Interrater reliability was excellent (kappa=0.95, N=55, p<0.0001)
among the three raters. The interviewers were blind to patients’
self-report and clinical data.

Instruments

Dissociative Experiences Scale. The Dissociative Experiences
Scale is a widely used 28-item self-report measure for assessment
of specific dissociative experiences (30, 31). In a 1996 meta-anal-
ysis, the Dissociative Experiences Scale was found to have a test-
retest reliability of 0.78–0.93 (six studies), an internal reliability
(alpha) of 0.93 (16 studies), and a convergent validity (r) of 0.67
(26 studies) (32).

Traumatic Experiences Questionnaire. The Traumatic Expe-
riences Questionnaire is a 49-item self-report measure used for
assessing detailed, specific experiences in four domains: child-
hood physical abuse, childhood sexual abuse, witnessing of do-

TABLE 1. Studies of the Prevalence of Dissociative Disorders Among Psychiatric Inpatients

Study Year Location

Number of Patients 
Completing the 

Dissociative 
Experiences Scale

Number of 
Patients 

Completing a 
Structured 
Interview

Patients With a 
Dissociative 
Disorder (%)

Patients With 
Dissociative 

Identity 
Disorder (%)

Ross et al. (11) 1991 Canada 299 80 21 3–5
Saxe et al. (12) 1993 Massachusetts 110 20 13 4
Horen et al. (13) 1995 Canada 48 11 17 6
Latz et al. (14) 1995 North Carolina 176a 176 a 15 4
Knudsen et al. (15) 1995 Norway 85 23 8 5
Lussier et al. (16) 1997 Connecticut — 70b 9 7
Tutkun et al. (17) 1998 Turkey 116 40 10 5
Rifkin et al. (18) 1998 New York — 100 ? 1
Friedl and Draijer (19) 2000 Netherlands 122 56 8 2
Gast et al. (20) 2001 Germany 115 15 4–8 1–2
a Female patients only.
b Acute day hospital patients.
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mestic violence, and adult retraumatization (28). A validation
study comparing self-report answers on the Traumatic Experi-
ences Questionnaire to information obtained in a face-to-face in-
terview indicated high rates of agreement in a subset of 50 sub-
jects (kappa=0.83) (33). For our study, one of the authors (B.F.)
constructed a scale to convert the self-reports of childhood sexual
and physical abuse into three continuous quantitative variables.
Severity of abuse was assigned a rating from 0 to 3, which was
multiplied by a duration rating from 0 to 3. Points were then
added for aggravating factors (such as the presence of multiple
perpetrators) to yield a score from 0 to 10 for childhood physical
abuse and from 0 to 10 for childhood sexual abuse. These scores
were added to yield a score from 0 to 20 for total childhood abuse.
Thus, numerical scores derived from the Traumatic Experiences
Questionnaire data are reported for childhood physical abuse,
childhood sexual abuse, and total childhood abuse.

Dissociative Disorders Interview Schedule. The Dissociative
Disorders Interview Schedule is a 131-item structured interview
used to assess DSM-IV diagnoses of somatization disorder, major
depression, borderline personality disorder, alcohol and drug
abuse, and the five DSM-IV dissociative disorders (34). It is also
used to inquire about a wide range of other experiences, includ-
ing trauma history, and about features thought to be associated
with dissociative identity disorder, such as Schneiderian symp-
toms. It has been found to have good interrater reliability (kappa=
0.68) and a false positive rate of less than 1% for the diagnosis of
dissociative identity disorder. With our population, we repeatedly
had the impression that the Dissociative Disorders Interview
Schedule questions (in which the DSM-IV diagnostic criteria are
essentially incorporated verbatim) were poorly understood by
our patients. To compensate for possible misunderstanding, we
first asked each Dissociative Disorders Interview Schedule ques-
tion exactly as worded, and then if the interviewer felt the patient
might not have understood the question, the interviewer was per-
mitted to ask the question again, with explanations as necessary.
This procedure yielded two diagnostic impressions: a strict Disso-
ciative Disorders Interview Schedule rating and a clinical impres-
sion. If either diagnostic impression was negative, the diagnosis
was scored as negative.

Data Collection

Data on the presence or absence of childhood physical abuse
and childhood sexual abuse were collected from two different
sources. One hundred seventy-eight patients completed the Trau-
matic Experiences Questionnaire and Dissociative Experiences
Scale. For these patients, we report data on dissociative symp-
toms, the presence or absence of self-reported childhood physi-
cal abuse and childhood sexual abuse as measured by the Trau-
matic Experiences Questionnaire, and the quantification of
childhood physical abuse and childhood sexual abuse from 0 to
10 as described earlier. For the 82 patients who participated in
structured face-to-face interviews with the Dissociative Disorders
Interview Schedule, we also report data on childhood physical
and sexual abuse from this measure.

Because the outpatient clinic where this study was conducted
is not widely known for the treatment of dissociative disorders,
specialized referrals were not expected to be a significant source
of bias. Nevertheless, the small number of patients (N=2) who
had been referred specifically because of a possible dissociative
disorder diagnosis during the study period were excluded from
the data set.

Statistical Analysis

Subject characteristics measured as continuous variables were
compared between groups by using Student’s t tests. Chi-square
tests or Fisher’s exact tests were used to analyze categorical data.
A logistic regression analysis model was used to assess the predic-

tive value of a history of childhood abuse for a dissociative disor-
der diagnosis. All tests were two-tailed, and p values <0.05 were
considered statistically significant. Data are expressed as means
and standard deviations. Analyses were performed by using SPSS
11.0 (SPSS Inc., Chicago). Post hoc Bonferroni corrections were
used to correct for multiple comparisons.

Results

Two hundred thirty-one English-speaking patients con-
secutively applied for treatment in the outpatient clinic
during the study period. For the demographic characteris-
tics summarized here, total Ns ranged from 203 to 231.
This population was composed of predominantly minor-
ity (50% [N=107 of 216] Hispanic, 23% [N=50 of 216] Afri-
can American, 20% [N=43 of 216] white), female (64%, N=
147 of 231), poorly educated (38% [N=81 of 215] without
high school degree), Medicaid insured (96%, N=194 of
203), and nonworking (82% [N=174 of 212] unemployed)
patients, with a mean age of 37.4 years (SD=11.4). The dis-
tribution of primary axis I diagnoses included primarily
depressive disorders (46%, N=104 of 228), psychotic disor-
ders (15%, N=34 of 228), anxiety disorders (8%, N=17 of
228), and bipolar disorders (7%, N=15 of 228), with all
other diagnoses each accounting for 2% or less of the pa-
tients (including PTSD in 2% [N=5 of 228] and dissociative
disorders in 0.4% [N=1 of 228]). Of these patients, 82 com-
pleted the Dissociative Disorders Interview Schedule.
These 82 patients were compared with the 149 noncom-
pleters and did not differ significantly on any demo-
graphic measure, including age (t=–1.16, df=229, p=0.25),
gender (χ2=0.003, df=1, p=0.96), ethnicity (χ2=1.91, df=3,
p=0.59), educational level (χ2=0.23, df=2, p=0.99), and in-
come, measured by Medicaid status (χ2=0.53, df=1, p=
0.82). The two groups also showed no significant differ-
ence on measures of childhood sexual abuse, expressed by
Traumatic Experiences Questionnaire score (t=–0.57, df=
176, p=0.57), childhood physical abuse (t=–0.76, df=176,
p=0.45), or dissociation (t=0.23, df=176, p=0.82). Ex-
tremely high levels of trauma and dissociation were found
in both groups. The overall group of 231 subjects had a
59% prevalence of self-reported childhood physical abuse
(N=103 of 175), a 34% prevalence of self-reported child-
hood sexual abuse (N=58 of 168), and a mean Dissociative
Experiences Scale score of 20.9 (SD=18.7).

Twenty-four (29%) of the 82 patients (95% confidence
interval [CI]=19.4%–39.0%) who were interviewed met the
criteria for a DSM-IV dissociative disorder diagnosis, with

TABLE 2. Distribution of Dissociative Disorder Diagnoses
Among 82 Patients Seen in an Inner-City, Hospital-Based
Outpatient Psychiatric Clinic

Diagnosis N %
Dissociative amnesia 8 10
Dissociative disorder 

not otherwise specified 7 9
Dissociative identity disorder 5 6
Depersonalization disorder 4 5
Dissociative fugue 0 0
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the diagnoses distributed as follows: dissociative amnesia,
N=8 (10%); dissociative disorder not otherwise specified,
N=7 (9%); dissociative identity disorder, N=5 (6%); and de-
personalization disorder, N=4 (5%) (Table 2). None of the
patients had a diagnosis of dissociative fugue. Only four
(5%) of the 82 patients had a dissociative diagnosis re-
corded in their clinical charts. Compared with the 58 inter-
viewees who did not meet the criteria for a dissociative
disorder, the 24 patients who met the criteria did not differ
on any demographic measure, including age (t=–1.13, df=
80, p=0.26), gender (χ2=0.16, df=1, p=0.69), ethnicity (χ2=
0.93, df=3, p=0.82), educational level (χ2=0.26, df=2, p=
0.88), and income (χ2=1.38, df=1, p=0.27). However, the
two groups differed significantly, as would be predicted,
on measures of childhood trauma and of dissociation. Lo-
gistic regression analysis indicated that the patients who
met the criteria for a dissociative disorder diagnosis were
much more likely to have reported childhood physical
abuse (odds ratio=5.86, 95% CI=2.06–16.67, p<0.001) and
much more likely to have reported childhood sexual abuse
(odds ratio=7.88, 95% CI=2.65–23.39, p<0.001) (Table 3).
The histories of the patients who met the dissociative dis-
order criteria were also marked by significantly more pro-
longed and more severe childhood physical abuse and
childhood sexual abuse, compared with the patients who
did not meet the dissociative disorder criteria. For child-
hood physical abuse, the mean Traumatic Experiences
Questionnaire score of the patients who met the dissocia-
tive disorder criteria was 5.1 (SD=3.3), compared to 2.8
(SD=2.9) for those who did not meet the criteria (t=15.22,
df=80, p<0.001). For childhood sexual abuse, the mean
Traumatic Experiences Questionnaire score of the pa-

tients who met the dissociative disorder criteria was 3.7
(SD=4.0), compared with 1.0 (SD=2.1) for those who did
not meet the criteria (t=9.88, df=80, p<0.002). As would be
expected, the patients who received a dissociative disor-
der diagnosis also scored higher on the self-report mea-
sure of dissociative experiences (Dissociative Experiences
Scale) (t=16.59, df=80, p<0.001).

Discussion

These results confirmed both the high prevalence and
the extensive underdiagnosis of dissociative disorders in
an outpatient psychiatric population. The 29% prevalence
of dissociative disorders in this population was surpris-
ingly high, as the bulk of past data would lead us to expect
that the prevalence of dissociative disorders, as well as
prevalence of trauma history, would increase in a stratified
fashion from community samples to outpatient popula-
tions to inpatient populations; yet the prevalence we
found in this outpatient population was higher than that
found in previous studies of inpatients.

Two explanations are suggested. First, in most past
studies, the Dissociative Experiences Scale was used as a
screening instrument, and only subjects with a high score
on the screen (or only those with very high or very low
scores) were interviewed. In our study, as in the study by
Latz et al. (14), the Dissociative Experiences Scale scores of
patients who ultimately received a dissociative disorder
diagnosis displayed a wide range. Specifically, if we had
used a Dissociative Experiences Scale score of 30 as a cut-
off, 46% of the positive diagnoses we identified would
have been missed; use of a more inclusive cutoff score of

Patient Perspectives

Ms. D was a 47-year-old divorced His-

panic woman, the mother of three 

adult children, who presented to the 

clinic with worsening of depressive 

symptoms. Her history, as obtained in 

routine clinical evaluation in the out-

patient department, was notable for 

chronic depression and suicidality. Ms. 

D had been hospitalized seven times, 

with the first hospitalization occurring 

after the first of many suicide attempts 

at age 13 years; she was also noted to 

have been sexually abused as a child. 

Ms. D received the single diagnosis of 

recurrent major depression. In the 

structured interview, Ms. D answered 

questions about feeling that she had 

two or more distinct personalities who 

took control of her behavior by saying, 

“Definitely!” She noted amnesia for the 

activities of these personalities and ex-

tensive childhood amnesia (“It’s like 

the memory is just not there—but it’s 

there”). She also endorsed associated 

symptoms such as repeatedly finding 

herself somewhere and not knowing 

how she had gotten there; being told 

things she had said or done but didn’t 

remember; and finding possessions 

she did not remember acquiring. 

When asked “Do you ever speak about 

yourself as ‘we’ or ‘us’?” she laughed 

and replied, “Yes, I call it ‘the commit-

tee’.” Ms. D ultimately received addi-

tional diagnoses of dissociative identity 

disorder and posttraumatic stress dis-

order; these findings were communi-

cated to her therapist.

Ms. V was a 27-year-old single mother 

of three children. She presented to 

the clinic complaining of depression, 

anger, and suicidal urges in reaction 

to discovering her partner’s infidelity. 

She received a diagnosis of adjust-

ment disorder, as well as rule-out bor-

derline personality disorder. In a 

structured interview, she endorsed 

the symptoms of dissociative identity 

disorder (different identities taking 

over her behavior) and dissociative 

amnesia, but the interviewer did not 

feel certain that Ms. V had adequately 

understood the questions. On further 

exploration, the interviewer could not 

be sure that Ms. V was talking about 

anything more clear-cut than extreme 

changes in mood, coupled with nor-

mal forgetting. Ms. V was not assigned 

a dissociative diagnosis.
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20 still would have resulted in elimination of 25% of the
dissociative disorder diagnoses. Thus the method of offer-
ing an interview to every patient, although more onerous,
may prove to yield more accurate, higher prevalence rates.

Second, we must note the extremely high prevalence of
childhood trauma and of dissociative symptoms in this
poor inner-city population. By our presumably most accu-
rate trauma assessment measure—the face-to-face inter-
view—this population had a prevalence of childhood
physical abuse of 40% and a prevalence of childhood sex-
ual abuse of 42%. The mean Dissociative Experiences
Scale score for the entire sample was 20.9, which is higher
than the score suggested by some authors as a cutoff for
screening. The values for prevalence of trauma and the
mean Dissociative Experiences Scale scores reported for
the inpatient populations studied to date ranged from
somewhat lower to much lower than those of the subjects
in our study. Given the widely recognized connection be-
tween trauma and dissociation (35–39), it is not surprising
that the outpatients in our study had a higher prevalence
of dissociative disorders than the inpatient populations
studied to date. A high prevalence of traumatic experi-
ences, sometimes reflected in high Dissociative Experi-
ences Scale scores, has been reported previously in poor
inner-city populations (29, 40).

It is interesting to note that the prevalence of dissocia-
tive identity disorder in this population (6%) was not strik-
ingly higher than that found in previous inpatient studies,
whereas the overall rate of dissociative disorders (29%)
was much higher. Reexamination of the inpatient studies
revealed the tendency to diagnose a preponderance of dis-
sociative identity disorder and dissociative identity disor-
der not otherwise specified, and very few cases of the “mi-
nor” dissociative disorders (dissociative amnesia and
depersonalization). This finding is surprising given that
the interviewers in all of these studies used either the
same diagnostic instrument that was used in the current
study (the Dissociative Disorders Interview Schedule) or
the Structured Clinical Interview for DSM-IV Dissociative
Disorders (SCID-D) (41). Both of these instruments allow
detailed inquiry about symptoms of all of the dissociative
disorders and can be used to diagnose dissociative amne-
sia and depersonalization. In the current study, 50% of the

diagnoses were from these “minor” categories. A hypothe-
sis that was examined retrospectively in light of these data
was that the higher prevalence of the minor disorders was
a result of the methodological choice not to use a Disso-
ciative Experiences Scale screen, i.e., patients with disso-
ciative amnesia and depersonalization may score lower on
the Dissociative Experiences Scale than those with disso-
ciative identity disorder and dissociative identity disorder
not otherwise specified and may therefore be selectively
omitted when a Dissociative Experiences Scale screen is
used. This hypothesis is consistent with the results of re-
cent studies of depersonalization, in which mean Disso-
ciative Experiences Scale scores in the low 20s were found
for these patients (42, 43), and with the findings of numer-
ous studies showing that patients with dissociative iden-
tity disorder and dissociative identity disorder not other-
wise specified typically score in the 30s and 40s (31). We
reexamined the Dissociative Experiences Scale scores of
the patients in each diagnostic category and did not find
any support for this hypothesis, however. The subjects
with dissociative identity disorder and dissociative iden-
tity disorder not otherwise specified in this study did not
have significantly higher Dissociative Experiences Scale
scores than the subjects with dissociative amnesia and de-
personalization.

Our findings add to the growing amount of data con-
cerning both the association between childhood trauma
and adult dissociative psychopathology and the surpris-
ingly high prevalence of dissociative disorders in clinical
populations, with most of those disorders being previ-
ously undiagnosed. Our study had several limitations.
First, we examined a specific largely Hispanic inner-city
population, and prevalence in other outpatient popula-
tions could be different. Although the Dissociative Experi-
ences Scale has been translated into Spanish and is widely
used, we did not have the resources to conduct diagnostic
interviews in Spanish, so data concerning a large subset
(16%) of the population treated could not be used. Also,
only 35% of the consecutively admitted patients could be
interviewed, largely because of logistical factors. Although
no differences were found on demographic measures or
measures of trauma or dissociation between the inter-
viewed patients and those not interviewed, this low per-

TABLE 3. Logistic Regression Analysis of Predictors of a Dissociative Disorder Diagnosis in 82 Patients Seen in an Inner-City,
Hospital-Based Outpatient Psychiatric Clinica

Predictor

Patients Without 
a Dissociative 

Disorder Diagnosis 
(N=58)

Patients With a 
Dissociative Disorder 

Diagnosis (N=24) β SE Odds Ratio 95% CI
History of childhood physical abuse 1.76 0.53 5.86* 2.06–16.6

No 41 7
Yes 17 17

History of childhood sexual abuse 2.06 0.56 7.87* 2.65–23.39
No 42 6
Yes 16 18

a DSM-IV dissociative disorder diagnoses were made on the basis of structured interviews with the Dissociative Disorders Interview Schedule.
*p<0.001.
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centage is still a possible source of error. Follow-up is in-
herently more difficult with outpatient populations,
compared to inpatient populations, but participation in
future studies could be improved by offering a larger fi-
nancial incentive or by using a better method of tracking
and contacting the patients other than trying to contact
them by phone at home. It is worth noting, however, that
even if none of the noninterviewed patients had a disso-
ciative diagnosis, the frequency of dissociative disorders
in the overall group nonetheless would have exceeded
10%—still a sizable number.

In addition, although we tried to improve on the diag-
nostic accuracy of the structured interview by giving the
interviewer the option to ask clarifying questions after fin-
ishing the structured interview, this method is still not the
same as the commonly accepted “gold standard” for as-
certainment of a dissociative diagnosis, which is the ad-
ministration of a structured interview (Dissociative Disor-
ders Interview Schedule or SCID-D) followed by an open-
ended clinical interview administered by an experienced
diagnostician with expertise in dissociative disorders. A
clinician using the most conservative diagnostic standard
would need to witness alter personality states in the inter-
view before making a definitive diagnosis of dissociative
identity disorder. Also, in the assessment of trauma his-
tory, it should be noted that self-report of past traumatic
experiences is subject to distortion and misremembering.
Finally, this study focused solely on specific acts of child-
hood physical abuse and sexual abuse; we did not mea-
sure other childhood trauma, such as emotional abuse or
neglect, or adult traumatic experiences, which have been
shown to influence adult psychiatric and dissociative
symptoms (44–47).

However, we believe that this study is the first method-
ologically sound large-sample survey of dissociative disor-
ders in a U.S. outpatient population and that our findings
are a robust demonstration of the extremely high preva-
lence of these disorders, especially in a poor inner-city
population. Patients with dissociative disorders are noto-
riously difficult to treat; this difficulty is of course greatly
amplified when the condition goes undiagnosed. Because
no definitive pharmacological treatments are available for
dissociative disorders and because most other comorbid
conditions are treated pharmacologically, the dissociative
symptoms of patients with undiagnosed dissociative dis-
orders remain untreated and perhaps may be masked or
even worsened by the medications given, even as the pa-
tients are deprived of appropriate psychotherapy. This
study, like many others, highlights the importance of de-
veloping better methods of screening for these disorders,
with the hope of delivering more effective and better tar-
geted care. Our findings suggest that the prevalence of dis-
sociative disorders in poor inner-city populations may be
even greater than previously suspected and point to the
need for further studies to assess the magnitude of this
problem.
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