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Abstract

Objective: The aim of this study was to determine the prevalence of dissociative disorders among emergency psychiatric admissions.

Method: Forty-three of the 97 consecutive outpatients admitted to the psychiatric emergency unit of a university hospital were

screened using the Dissociative Experiences Scale (DES). Seventeen (39.5% of the 43 evaluated) patients with a DES score above

25.0 were then interviewed with the Dissociative Disorders Interview Schedule and the Structured Clinical Interview for

Dissociative Disorders.

Results: Fifteen emergency unit patients (34.9% of the 43 evaluated participants) were diagnosed as having a dissociative disorder. Six

(14.0%) patients had dissociative identity disorder, 6 (14.0%) had dissociative disorder not otherwise specified, and 3 (7.0%) had dissociative

amnesia. The average DES score of dissociative patients was 43.7. A majority of them had comorbid major depression, somatization disorder,

and borderline personality disorder. Most of the patients with dissociative disorder reported auditory hallucinations, symptoms associated

with psychogenic amnesia, flashback experiences, and childhood abuse and/or neglect.

Conclusions: Dissociative disorders constitute one of the diagnostic groups with high relevance in emergency psychiatry.

D 2007 Elsevier Inc. All rights reserved.

Keywords: Dissociative disorder; Psychiatric emergency; Childhood trauma; Borderline personality disorder
1. Introduction

The prevalence of dissociative disorders in general

psychiatric settings ranges between 5.0% and 20.7% among

inpatients [1–6] and between 12.0% and 29.0% among

outpatients [7–9]. Trauma-related flashbacks, conversion

symptoms (e.g., pseudoseizures), and self-destructive be-

havior, such as suicide attempts or self-mutilation, may lead
0163-8343/$ – see front matter D 2007 Elsevier Inc. All rights reserved.
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patients with dissociative disorders to transient crisis

episodes that may even escalate to the extent of a

dissociative psychosis [10].

Clinicians working in emergency psychiatric wards are

usually confronted with these conditions as presenting

complaints; however, the frequency of an underlying

dissociative disorder as the main diagnosis among these

patients is not yet widely known [11]. Factors such as time

constraints, priority of immediate intervention, and low

cooperativeness of the patient due to the severity of

psychiatric conditions make screening studies in emergency

wards extremely difficult. Despite these obstacles due to the

nature of the setting, the present study tried to determine the

prevalence of dissociative disorders in an emergency

psychiatric ward. Information about the frequency of

childhood abuse, suicide attempts, self-mutilation behavior,

and psychiatric comorbidity was also gathered.
chiatry 29 (2007) 45–50
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2. Methods

2.1. Participants

All patients admitted to the emergency psychiatric unit of

the Istanbul University Istanbul Medical Faculty Hospital

over a 2-month period (from August 15 to October 15,

2000) were considered for participation in the study. All

patients were approached for the study if their attending

physician felt that they could give informed consent and

there were no other clinical contraindications to their

participation. Patients who agreed to participate in the study

provided informed consent after the study procedures had

been fully explained.

Ninety-seven consecutive patients were admitted to the

psychiatric emergency unit during the 3-month research

period. Fifty-four patients were excluded from the self-

rating screening phase of the study because of various

reasons: too severe psychiatric condition (n=37), short-

sightedness (n=6), poor physical condition (n=3), illiteracy

(n=3), refusal (n=2), language difficulties (n=2), and

missing data (n=1). Forty-three (44.3%) patients participat-

ed in the study. Patients who did not participate were older

(mean age=36.2 years, S.D.=15.0) than those who partic-

ipated (mean age=30.5 years, S.D.=11.8) (t=2.04, df= 95,

P=.044). Women made up 76.7% (n=33) of those who

completed the questionnaires and 64.8% (n=35) of those

who did not complete them; this difference was not

significant (v2=1.63, df=1, P=.202).

2.2. Assessment instruments

The Dissociative Experiences Scale (DES) is a 28-item

self-report instrument developed by Bernstein and Putnam

[12]. It is not a diagnostic tool but serves as a screening

device for chronic dissociative disorders, with possible

scores ranging from 0 to 100. The Turkish version [13] of

the scale has good reliability and validity [14,15].

The Dissociative Disorders Interview Schedule (DDIS) is

a structured clinical interview consisting of 131 items. It

was designed by Ross et al. [16] to diagnose somatization,

major depression, borderline personality disorder, and five

classes of dissociative disorders according to the Diagnostic

and Statistical Manual of Mental Disorders, Fourth Edition

(DSM-IV) [17]. The schedule also inquires about childhood

abuse and neglect and a variety of features associated with

dissociative identity disorder, including 11 Schneiderian

symptoms, 16 secondary features of dissociative identity

disorder, and 16 extrasensory experiences. The schedule has

an overall interrater reliability of .68 (kappa), a sensitivity of

90%, and a specificity of 100% for the diagnosis of

dissociative identity disorder [5]. The sensitivity and

specificity of the Turkish version of the DDIS for the

diagnosis of dissociative identity disorder are 95% and 98%,

respectively; the test–retest reliability (kappa) for the

diagnosis of dissociative identity disorder is .80 [18]. The

unpublished 1993/1994 translation by V. Sar, H. Tutkun,

and L. I. Yargic was used in this study. Two items inquiring
about childhood emotional abuse and neglect, which are not

included in the English form of the schedule, were added to

the Turkish version by the translators. These items were

defined in accordance with the conceptualizations of Walker

et al. [19] as described in detail below.

The Structured Clinical Interview for DSM-IV Dissocia-

tive Disorders (SCID-D) is a semistructured diagnostic

interview developed by Steinberg [20]. The instrument

investigates five dissociative disorders according to DSM-IV

criteria and rates five symptom areas (depersonalization,

derealization, amnesia, identity confusion, and identity

alteration) of dissociation and systematically rates the

severity of individual symptoms. The unpublished 1996

translation by V. Sar, H. Tutkun, L. I. Yargic, T. Kundakci,

and E. Kiziltan was used in this study. The Turkish version

of the SCID-D was administered to 40 patients with a

dissociative disorder and 40 controls and yielded 100%

agreement on the presence and absence of a dissociative

disorder [8]. Interrater reliability of the interview was

evaluated by four psychiatrists using 10 videotaped inter-

views with patients with either dissociative disorder or other

psychiatric disorders. The sole discrepancy between raters

was on the type of the dissociative disorder in one patient

who was assessed as having either dissociative identity

disorder or dissociative disorder not otherwise specified

(DDNOS). All interviewers who conducted the SCID-D

(V.S., T.K., L.I.Y.) in the present study were also partic-

ipants of this reliability study. Being senior psychiatrists at a

university department, they had extensive clinical and

research experience on dissociative disorders.

The final diagnostic decision on dissociative disorders

was based on the evaluation using the SCID-D in the

present study because being a semistructured interview

allowing flexibility to the interviewer, it is considered as the

assessment instrument with the highest standards for

dissociative disorders. Childhood trauma history and psy-

chiatric comorbidity was screened using the DDIS. Addi-

tional information about the details of childhood trauma

histories has been gathered also by a self-report childhood

abuse and neglect history form, which revealed itself as a

useful instrument as an additional source of information in

previous studies in Turkey besides structured clinical

interviews [18,21]. This self-report history form for child-

hood abuse and neglect consists of five items. Each item

includes questions on details of the reported traumatic event

including the age of the victim and perpetrator and severity

of the experience.

Childhood physical abuse is defined as physical violence

against a person under 18 years old by someone at least

5 years older or by a family member at least 2 years older

than the victim. Close confinement such as being locked in a

closet is also included. The victim perceives this maltreat-

ment as severe, but should not consider it as sibling rivalry.

Quarrels between friends that do not include any physical

contact are not accepted as physical abuse. Childhood

sexual abuse is defined as involvement of a person younger



Table 1

SCID-D and DDIS scores of patients with dissociative disorder in the

emergency ward

Main symptoms Range Patients’ (N =15) scores

Mean S.D.

SCID-D symptom clusters

Dissociative amnesia 1–5 3.1 0.7

Depersonalization 1–5 2.6 1.1

Derealization 1–5 1.9 1.2

Identity alteration 1–5 1.9 1.2

Identity confusion 1–5 1.6 1.2

SCID-D total score 5–25 11.1 4.5

DDIS symptom clusters

Somatic complaints 0–32 16.1 7.5

Secondary features of

dissociative identity disorder

0–16 7.5 3.0

Borderline personality

disorder criteria

0–9 6.4 1.8

Schneiderian symptoms 0–11 2.8 2.5

Extrasensory perceptions 0–16 2.3 1.5
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than 18 years in any kind of sexual activity such as genital

fondling, exhibiting his or her genitalia to the child by an

adult, forcing the child to exhibit himself or herself to the

adult or to have intercourse with someone at least 5 years

older or with a family member (incest) at least 2 years

older than the victim. All questions about physical and

sexual abuse were based on Brown and Anderson’s

descriptions [22]. Emotional abuse involves the use of

excessive verbal threats, ridiculous and personally demean-

ing comments, derogatory statements, and threats against

the young person to the extent that a child’s emotional and

mental well-being will be jeopardized. Neglect refers to

acts of omission in which the child is not properly cared

for physically (nutrition, safety, education, medical care,

etc.) or emotionally (failure to bond, lack of affection,

love, support, nurturing, or concern). Questions about

emotional abuse and neglect were based on descriptions by

Walker et al. [19].

2.3. Procedure

The study consisted of two phases. In the first phase, the

DES was administered to all patients. Rotating psychiatry

residents of the emergency unit administered the question-

naires. In the second phase of the study, all subjects who

scored 25.0 or above on the DES were invited for a

diagnostic interview using the DDIS and the SCID-D.
3. Results

The study group consisted of 33 women and 10 men. The

average age of the probands was 30.5 years (range, 13–71;

S.D.=11.8). There was no significant difference between

women (age, 30.1 years; S.D.=12.2) and men (age,

31.9 years; S.D.=11.0) on age (t=0.43, df=41, P=.671).

Four (9.2%) patients were below 18 years of age. The DES

ratings of all 43 participating patients ranged from 0.9 to
74.6, with a median of 15.0 and a mean of 23.4

(S.D.=19.3). There was no significant difference (t=0.94,

df = 41, P = .351) between DES scores of women

(mean = 24.9, S.D. = 19.2) and men (mean = 18.3,

S.D.=19.5). There was no significant correlation between

age and the scale scores (r=�.21 n=43 P=.185).

Seventeen (39.5%) patients got a score 25.0 or above.

There were 15 women and 2 men among them, a female to

male ratio of 7.5 to 1. However, there was no significant

difference in gender between high scorers and the remaining

26 probands (v2=2.08, df=1, P=.269). High scorers were

younger (mean age=25.2 years, S.D.=9.0) (t=2.50, df=41,

P=.016) than the remaining patients (mean age=33.9 years,

S.D.=12.3).

According to the SCID-D, 15 (34.9%) patients were

diagnosed as having a dissociative disorder. Thirteen

(86.7%) of them were women. Their mean DES score was

43.7 (S.D.=14.7). Six (14.0%) patients (all women) had

dissociative identity disorder, 6 (14.0%) patients (5 women

and 1 man) had DDNOS, and 3 (7.0%) patients (2 women

and 1 man) had dissociative amnesia. None of the patients

had depersonalization disorder or dissociative fugue as

solitary diagnosis, whereas these phenomena were observed

as a symptom of a more complex dissociative disorder, i.e.,

dissociative identity disorder (DID) or DDNOS. Two of the

four patients below 18 years of age had DID.

We documented the main complaints of dissociative

patients that led them to apply to the emergency ward during

the index admission covered in the present study. Three

patients had conversion symptom (i.e., pseudoseizure) and

two patients had an acute anxiety episode (i.e., panic

symptoms) as main complaints. For three patients, they

consisted of a combination of depressive and anxiety

symptoms. One patient reported suicidal ideas and acoustic

hallucinations (hearing voices conversing inside one’s head)

as prominent symptoms. Two more patients reported either

depressive or anxiety symptoms in addition to hearing

voices. For one patient, severe headache was the main

reason for admission; the patient was referred to a

neurologist immediately after neurological examination,

which did not reveal any specific organic cause. One patient

had several somatoform complaints in addition to anxiety

symptoms. One patient had brevolving door crisisQ [23] due
to repetitive and rapid switching from one personality state

to another, which did not cease spontaneously. Despite the

diversity of main complaints that led to a crisis situation, a

standard clinical evaluation documented the presence of the

whole spectrum of symptoms of a dissociative disorder in

all these patients.

Table 1 demonstrates symptom scores of dissociative

patients on structured interview. Dissociative amnesia and

depersonalization scores were the highest in SCID-D,

whereas the DDIS represented high numbers of somatic

complaints, secondary symptoms of DID, and borderline

personality disorder criteria. A high proportion of dis-

sociative patients reported hearing voices coming from
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inside their head and perception of another person inside

that comes out and takes control of their body (Table 2).

They had several kinds of memory deficits including

amnesia for large parts of childhood after age 5 and

flashback experiences.

All dissociative patients had a lifetime diagnosis of major

depression, whereas a majority of them (N=12; 80.0%) had

a current episode. Eleven (73.3%) of the patients had

borderline personality disorder and 7 (46.7%) had somati-

zation disorder. Only 1 (6.7%) patient reported substance

abuse. Ten (66.7%) of the patients had a history of suicide

attempt and 9 (60.0%) reported self-mutilation behavior.

Twelve (80.0%) of the dissociative patients reported

childhood abuse and/or neglect.

The most frequently reported trauma type was physical

abuse (N=9; 60.0%). Seven (46.7%) of the patients reported

emotional abuse, 6 (40.0%) reported sexual abuse, and 5

(33.3%) reported neglect.
4. Discussion

It was possible to recruit 44.3% of all patients consec-

utively admitted to the psychiatric emergency ward. This

rate is lower than those of the screening studies conducted

among psychiatric inpatients [1] and regular outpatients [8],
Table 2

Secondary symptoms of dissociative identity disorder among patients with

dissociative disorder in the emergency ward

DDIS items Emergency admissions (N =15)

N %

Amnesia for large parts of

childhood after age 5

13 86.7

Hearing voices talking 13 86.7

Talking voices coming

from inside of head

12 80.0

Another person inside 11 73.3

Another person inside comes

out and takes control of the body

9 60.0

Memories come back all of a sudden 9 60.0

Another person inside has a name 8 53.3

Blank spells or periods

of missing time

8 53.3

People tell about things you have

done or said that you

cannot remember

8 53.3

Long periods of feeling unreal 8 53.3

Things are missing from

personal possessions

6 40.0

Speaking of yourself as bweQ or busQ 6 40.0

Things present but not knowing

where they came from

4 26.7

Drastic changes in handwriting

or unrecognized things

abound in handwriting

5 33.3

Unknown people come up

and talk as if they know you

4 26.7

Finding yourself coming

to in an unfamiliar place

4 26.7
63.6% and 79.5%, respectively. On the basis of the present

study, the frequency of dissociative disorders among

psychiatric emergency wards is estimated to be 34.9%. This

is the highest prevalence among those reported for various

types of psychiatric settings [1–6]. Thus, emergency wards

are one of the places where dissociative patients make

contact with the mental health system.

Dissociative disorders co-occur with several psychiatric

disorders [24] including borderline personality disorder

[8,25], conversion disorder [26,27], substance use disorder

[28], and obsessive–compulsive disorder [29]. There was

high comorbidity with current or past episodes of major

depression, somatization disorder, and borderline person-

ality disorder among dissociative patients in the present

study. 73.3% of them had comorbid borderline personality

disorder, a rate close to the 70.6% reported in a previous

study on dissociative inpatients [1]. According to the

same study, 88.2% of the dissociative inpatients reported

self-mutilation and 82.4% reported suicide attempts

compared with our patients’ 60.0% and 66.7%, respec-

tively. Apparently, patients with dissociative disorder who

report self-mutilation behavior and suicide attempts are

hospitalized more frequently than others, whereas a

comorbid borderline personality disorder does not influ-

ence the decision for hospitalization.

Studies in North America [30], Western Europe [31], and

Turkey [32] yielded a significant relationship between

dissociative disorders and childhood abuse and neglect.

Childhood traumas are also related to suicide attempts and

self-mutilation both among psychiatric patients [33,34] and

in the general population [35,36]. In a previous study on the

general population in Turkey, 54.8% of the patients who had

dissociative disorder reported childhood neglect, whereas

only 8.7% of them reported childhood sexual abuse [36].

Neglect is the most frequent childhood trauma also in the

general population in Turkey [35], and its possible role in

dissociative psychopathology has been mentioned by

previous reports [37].

Childhood sexual abuse was reported by 58.8% of

inpatients with dissociative disorder in Turkey [1]. Thus,

patients with a history of childhood sexual abuse seem to

have a more severe condition and their hospitalization is

more likely. This is valid for traumatized women in

particular. Although there was no significant difference

between DES scores of women and men in the present study

and in the general population [35], women had higher scores

than men in an inpatient study [1]. According to a study on a

representative sample from a city in central Turkey, the

lifetime prevalence of dissociative disorders among women

is 18.3% [38].

The majority of the overall study group and of the

dissociative disorder group were female; however, there was

no significant difference between men and women in

average DES score, the proportion of patients with an

elevated DES score, or the frequency of dissociative

disorder diagnosis. However, although there was no
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correlation between age and DES scores either, high scorers

were younger than the remaining. It is noteworthy that two

of the four patients below 18 years of age had dissociative

identity disorder. Apparently, dissociative disorders are one

of the reasons young patients apply to emergency psychi-

atric wards.

The present study demonstrates that dissociative disor-

ders constitute a significant part of the caseload of

emergency psychiatric wards. Most of the patients with

dissociative disorder in the emergency unit had a chronic

complex condition; that is, dissociative identity disorder as

the most severe, chronic, and complex type of dissociative

disorders was the prominent diagnostic category leading to

emergency admission. There were no cases with deperson-

alization disorder or dissociative fugue as a solitary

diagnosis. Both phenomena were observed only as part of

a more complex dissociative disorder (i.e., either DID or

DDNOS). Thus, among emergency ward patients, the rather

limited number of chief complaints or even predominant

dissociative symptoms seemingly representing an acute

condition should not lead the clinician to overlook an

underlying chronic complex dissociative disorder.

Besides providing an opportunity for crisis intervention

[11], an emergency psychiatric admission may be the first

attempt of a patient with dissociative disorder to make

contact with psychiatric services. This is an opportunity for

the clinician in terms of benefiting from a bdiagnostic
windowQ to a complex psychopathology that may remain

hidden in regular outpatient settings due to the tendency of

dissociative patients to hide their dissociative experiences

as a coping mechanism in daily life [23]. The recognition

of chronic complex dissociative disorders in the emergency

psychiatric ward would facilitate the referral of the patient

to long-term psychotherapy, which is currently considered

the most efficient treatment for this group of disorders

[39,40]. On the other hand, limitation of diagnostic

placement of these patients only to a presenting syndrome

(e.g., panic, conversion, or depressive disorder) would only

partially cover the existing psychopathology. This ap-

proach would lead to treatment resistance, psychiatric

complications, recidivism, and a higher economic burden,

and last but not least, also due to chronic somatoform

complaints that are an essential part of dissociative

disorders but remain as medically unexplained symptoms

at the end of intensive evaluations.
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Dissosiyatif Yasantilar Ölceginin (DES-II) Turkce Versiyonunun

Gecerlik ve Guvenilirligi [The reliability and validity of the Turkish

version of the Dissociative Experiences Scale [DES-II]]. Proceedings

of the 33th National Congress of Psychiatry, Antalya, Turkey, 1997.

p. 55–64.

[16] Ross CA, Heber S, Norton GR, Anderson D, Anderson G, Barchet P.

The Dissociative Disorders Interview Schedule: a structured interview.

Dissociation 1989;2:169–72 [Translated and adapted into Turkish by

V Sar, H Tutkun, and LI Yargic, Istanbul, 1993].

[17] American Psychiatric Association. Diagnostic and statistical manual

of mental disorders. 4th ed. Washington, DC7 American Psychiatric

Association; 1994.

[18] Yargic LI, Sar V, Tutkun H, Alyanak B. Comparison of dissociative

identity disorder with other diagnostic groups using a structured

interview in Turkey. Compr Psychiatry 1998;39:345–51.

[19] Walker CE, Bonner BL, Kaufmann K. The physically and sexually

abused child: evaluation and treatment. New York7 Pergamon

Press; 1988.

[20] Steinberg M. Structured Clinical Interview for DSM-IV Dissociative

Disorders—Revised (SCID-D-R). Washington, DC7 American Psy-

chiatric Press; 1994.

[21] Zoroglu SS, Tqzqn U, Sar V, et al. Suicide attempt and self-mutilation

among Turkish high-school students in relation with abuse, neglect

and dissociation. Psychiatry Clin Neurosci 2003;57(1):119–26.

[22] Brown GR, Anderson B. Psychiatric morbidity in adult inpatients

with histories of sexual and physical abuse. Am J Psychiatry 1991;

148:55–61.

[23] Putnam FW. Diagnosis and treatment of multiple personality disorder.

New York7 The Guilford Press; 1989.

[24] Sar V, Ross CA. Dissociative disorders as a confounding factor in

psychiatric research. Psychiatr Clin North Am 2006;29:129–44.

[25] Sar V, Akyuz G, Kugu N, Ozturk E, Ertem-Vehid H. Axis-I

dissociative disorder comorbidity of borderline personality disorder



V. Sar et al. / General Hospital Psychiatry 29 (2007) 45–5050
and reports of childhood trauma. J Clin Psychiatry 2006;

67(10):1583–90.

[26] Tezcan E, Atmaca M, Kuloglu M, Gecici O, Buyukbayram A, Tutkun

H. Dissociative disorders in Turkish inpatients with conversion

disorder. Compr Psychiatry 2003;44(4):324–30.

[27] Sar V, Akyuz G, Kundakci T, Kiziltan E, Dogan O. Childhood trauma,

dissociation, and psychiatric comorbidity in patients with conversion

disorder. Am J Psychiatry 2004;162:271–6.

[28] Karadag F, Sar V, Tamar-Gurol D, Evren C, Karagoz M, Erkiran M.

Dissociative disorders among inpatients with drug or alcohol

dependency. J Clin Psychiatry 2005;66:1247–53.

[29] Lochner C, Seedat S, Hemmings SMJ, et al. Dissociative experiences

in obsessive–compulsive disorder and trichotillomania: clinical and

genetic findings. Compr Psychiatry 2004;45:384–91.

[30] Kisiel CL, Lyons JS. Dissociation as a mediator of psychopathology

among sexually abused children and adolescents. Am J Psychiatry

2001;158:1034–9.

[31] Boon S, Draijer N. Multiple personality disorder in the Netherlands: a

clinical investigation of 71 patients. Am J Psychiatry 1993;150:489–94.

[32] Sar V, Yargic LI, Tutkun H. Structured interview data on 35 cases of

dissociative identity disorder in Turkey. Am J Psychiatry 1996;

153:1329–33.
View publication stats
[33] Brodsky BS, Cloitre M, Dulit RA. Relationship of dissociation to self-

mutilation and childhood abuse in borderline personality disorder. Am

J Psychiatry 1995;152:1788–92.

[34] Ystgaard M, Hestetun I, Loeb M, Mehlum L. Is there a specific

relationship between childhood sexual and physical abuse and

repeated suicidal behavior? Child Abuse Neglect 2004;28:863–75.

[35] Akyqz G, Sar V, Kugu N, Dogan O. Reported childhood trauma,

attempted suicide, and self-mutilative behavior among women in the

general population. Eur Psychiatry 2005;20:268–73.

[36] Akyqz G, Dogan O, Sar V, Yargic LI, Tutkun H. Frequency of

dissociative identity disorder in the general population in Turkey.

Compr Psychiatry 1999;40:151–9.

[37] Draijer N, Langeland W. Childhood trauma and perceived parental

dysfunction in the etiology of dissociative symptoms in psychiatric

inpatients. Am J Psychiatry 1999;156:379–85.

[38] Sar V, Akyqz G, Dogan, O. Prevalence of dissociative disorders

among women in the general population. Psychiatry Res [in press].

[39] Ellason JW, Ross CA. Two year follow-up of inpatients with

dissociative identity disorder. Am J Psychiatry 1997;154:832–9.

[40] Chu JA. Guidelines for treating dissociative identity disorder in

adults—International Society for the Study of Dissociation. J Trauma

Dissociation 2005;6(4):69–145.

https://www.researchgate.net/publication/272497320

	Dissociative disorders in the psychiatric emergency ward
	Introduction
	Methods
	Participants
	Assessment instruments
	Procedure

	Results
	Discussion
	References


