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Frequency of Dissociative Identity Disorder in the General 
Population in Turkey 

Gamze AkyL~z, Orhan Do0an, Vedat ~ar, L. i lhan YargM~, and Hamdi Tutkun 

This study attempted to determine the prevalence of 
dissociative identity disorder in the general popula- 
tion. The Dissociative Experiences Scale (DES) was 
administered to 994 subjects in 500 homes who consti- 
tuted a representative sample of the population of 
Sivas City, Turkey. The mean DES score was 6.7 -+ 6.1 
(mean -+ SD). Of the 62 respondents who scored above 
17 on the DES, 32 (51.6%) could be contacted during 
the second phase of the study. They were matched for 
age and gender with a group of respondents who 
scored below 10 on the scale, and the Dissociative 
Disorders Interview Schedule (DDIS) was then admin- 
istered to both groups. Seventeen subjects (1.7%) 
received a diagnosis of dissociative disorder according 
to the structured interview. In the third phase, eight of 
17 subjects who had a dissociative disorder on the 
structured interview could be contacted for a clinical 

evaluation. They were matched with a nondissocia- 
rive control group and interviewed by a clinician blind 
to the structured interview diagnosis. Four of eight 
subjects were diagnosed clinically with dissociative 
identity disorder, yielding a minimum prevalence of 
0.4%. Dissociative identity disorder is not rare in the 
general population. Self-rating instruments and struc- 
tured interviews can be used successfully for screen- 
ing these cases. Our data, derived from a population 
with no public awareness about dissociative identity 
disorder and no exposure to systematic psycho- 
therapy, suggest that dissociative identity disorder 
cannot be considered simply an iatrogenic artifact, a 
culture-bound syndrome, or a phenomenon induced 
by media influences. 
Copyright © 1999 by W.B. Saunders Company 

D ISSOCIATIVE IDENTITY DISORDER 

(DSM-IV), also known as multiple personal- 

ity disorder, is increasingly understood as a chronic 

posttraumatic dissociative psychopathology closely 
related to childhood abuse. 1 Studies in North 
America, 2 The Netherlands, 3 and Turkey 4 showed 

similar symptom profiles, suggesting cross-cultural 

consistency of the disorder. Data gathered with 
standardized assessment instruments have demon- 

strated that it has a prevalence of 0.4% to 12.0% in 
general psychiatric facilities. 5-H Various studies 

also suggest that dissociative experiences are rela- 

tively common and related to childhood trauma in 

nonclinical populations. ~245 The sole systematic, 

large-scale study attempting to determine the preva- 

lence of dissociative identity disorder in the general 

population 16 yielded an estimation of 1%. How- 

ever, the diagnosis obtained by structured interview 
was not validated by clinical evaluation in that 

study. 
The present study attempted to determine the 

prevalence of dissociative identity disorder in a 
representative sample derived from the city of 
Sivas in central Turkey. The three-phase study 

design also included the evaluation of subjects 

ascertained during the structured assessment by a 
clinician in a blind manner. We compared the 

structured interview data for subjects who reported 
high levels of dissociative experiences versus a 
control group derived from the same population. 
This comparison group was also used to make the 
clinician blind in the third phase of the study so that 

bias in the clinical assessment of the subjects was 

eliminated. 

METHOD 

The study was performed in collaboration with two university 
psychiatric departments located in different parts of Turkey. Two 
of the authors (G.A. and O.D.) are with the Cumhuriyet 
University Medical Faculty in Sivas and have previous experi- 
ence from epidemiological studies in Sivas. Three of the authors 
(V.S., L.I.Y., and H.T.) are affiliated with the Istanbul University 
Istanbul Medical Faculty and are members of the first and only 
Dissociative Disorders Program in Turkey, a team with exten- 
sive experience in the research and clinical care for dissociative 
disorders. 

Subjects  

This study was performed in Sivas, a city with a population of 
221,500 according to the census data of 1990. The rural areas of 
the province, which include 546,000 people, were not included 
in the study. Our target population consisted of approximately 
120,000 people in the city who were between 18 and 65 years of 
age. Approximately 40% of the population are less than 18 years 
of age, and 4% are over 65. 

Although Sivas has a long history, it belongs to one of the less 
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industrialized parts of Turkey, with low education and high 
unemployment rates and ongoing traditional attitudes. Conse- 
quently, the sociodemographic and cultural features in Sivas are 
not representative of the whole of Turkey. A considerable 
proportion of the city population in Sivas continues to be 
supported by connections with villages in the rural parts of the 
province they originally came from. Twenty-two percent of  the 
population in the province are illiterate. Sivas has an extraordi- 
narily high migration rate, mainly toward the western regions of 
Turkey and abroad. However, the overall population remains 
stable, because those who leave are replaced by people from 
rural areas, who continue to migrate to the city. There is no 
public interest in dissociative identity disorder among the city 
population, and no information available about it. There are no 
psychotherapists or psychiatrists in the city specialized in 
dissociative identity disorder. 

Instruments 

The Turkish versions of the Dissociative Experiences Scale 
(DES) and Dissociative Disorders Interview Schedule (DDIS) 
and a short sociodemographic history form were used. 

DES. The DES 17,1s is a 28-item self-report instrument. It is 
not a diagnostic tool, but serves as a screening device for chronic 
dissociative disorders, with a possible score of 0 to 100. It has 
been demonstrated that the scale differentiates patients with 
chronic dissociative disorder from those with other psychiatric 
conditions, with a median score of 57.1 for patients with 
dissociative identity disorder) 7 A DES score higher than 30 has 
a positive predictability of 0.17 for dissociative identity disor- 
der) s The Turkish version of the scale has a reliability and 
validity 19,2° as high as the original scale, with median scores of 
46.1 and 49.6 for dissociative identity disorder. In Turkey, a 
cutoff score of 30 has been proved useful for screening 
dissociative disorders among general psychiatric patients. 1°A9-21 
There is a strong correlation between the DES score and other 
measures of dissociation among clinical and nonclinical popula- 
tions in Turkey. 22,z3 

DDIS. The DDIS is a structured interview consisting of 131 
items. 24 The version in this study is used to assign DSM-III-R 
diagnoses of somatization disorder, major depressive episode, 
borderline personality disorder, and all dissociative disorders. 
This schedule also inquires about childhood physical and sexual 
abuse 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 0.68 (kappa), 90% sensitivity, and 100% specificity 
for the diagnosis of dissociative identity disorder. 24 The sensitiv- 
ity and specificity of the Turkish version of the DDIS for the 
diagnosis of dissociative identity disorder are 95.0% and 98.3%, 
respectively; the test-retest reliability (kappa) for the diagnosis 
of dissociative identity disorder is 0.80. 21 It has been used in 
several studies in Turkey yielding a symptom pattern for 
dissociative identity disorder similar to that shown previously in 
North America. 4,1°,11 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 translaters (V.S., H.T., and L.I.Y.). These items for 
emotional abuse and neglect are based on descriptions by 
Walker et al.25 and are presented in the Appendix. 

Procedure 

Sampling. The procedure was a two-stage stratified random 
sampling. A sample set of  households representative of Sivas 
was defined previously by a team of sociologists and Cinar, 26 
and we used this sample set. In forming this sample set, the most 
reliable and up-to-date registration system in Sivas, the records 
of the Electricity Board, was used. All neighborhoods in the city 
were included in the sample. There were 34,831 households in 
600 neighborhoods of the city. 

A sample size of 500 households was chosen. The number of 
households drawn from each neighborhood was determined in 
proportion to the population of the neighborhood. The house- 
holds in each neighborhood were selected randomly using the 
records of the electric company. A random sample of 100 
alternative addresses was used to replace households where 
nobody was present. 

All neighborhoods were classified previously according to 
socioeconomic status in a nine-level system. 26 These nine levels 
were grouped as upper, middle, and low, respectively. The 
distance to the center of the city, characteristics of the buildings, 
and income of the families concerned were used as the main 
criteria of socioeconomic status. As a country with a high 
migration rate from villages to towns, in Turkey, people from a 
higher socioeconomic level live in the central areas of cities, 
whereas people from lower levels, mostly new migrants, settle 
in the periphery. In our sample, 108 households were in the 
upper socioeconomic level, 304 in the middle level, and 88 in 
the low level. This distribution was representative of the city 
population. 26 

The households were visited without previous notification. 
Respondents were required to be between 18 and 65 years of 
age. In each selected household, the number of residents in the 
criterion age range was determined, and we attempted to contact 
all of them in a maximal two visits in the same day. Subjects 
who could not be contacted because they were away from home 
during both visits were not replaced, Written informed consent 
to participate in the study was obtained from all respondents. 

Interviewing. In the first phase of the study, which was 
performed in 1 month (June 1995), the DES was read to each 
respondent, because of the high rate of illiteracy in the city. The 
reported percentage for each DES item was recorded by the 
researcher. Five researchers administered the DES. Three of the 
researchers were psychiatric residents, and two were medical 
interns. All interviews were conducted privately at the homes 
during the visit of a team of two researchers (one woman and 
one man). One of the researchers conducted the interview with 
the respondent of his or her own gender in the presence of the 
other researcher. 

In the second phase (September 1995), one of the authors 
(G.A.) administered the DDIS to subjects who had a DES score 
higher than 17 and to the control group with a DES score less 
than 10. The choice of the cutoff scores was made with the aim 
of obtaining a sufficient and reasonable number of subjects for 
DDIS interviews. The interviews were conducted privately in 
the homes; however, in each interview, a male researcher 
accompanied the female interviewer (G.A.) and observed the 
interview. 

The DDIS interviewer also administered the DES to one fifth 
of the sample in the first step, so she was blind to the DES score 
for four fifths of the respondents. She was trained for administra- 
tion of the DDIS during a 1-month visit to the Dissociative 
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Disorders Program at the University of Istanbul. She was a 
senior psychiatry resident in the local university clinic during 
the study period and had no previous experience with the 
diagnosis and treatment of dissociative identity disorder. 

Phase three of the project (October 1995) was conducted by 
one of the authors (L.I.Y.) who was blind to all data from phases 
1 and 2. The interviewer was a senior psychiatric resident in the 
fifth year of the training program. He had extensive experience 
in the diagnosis and treatment of dissociative disorders in the 
Dissociative Disorders Program at the Istanbul Medical Faculty 
Hospital. 27 Blind to the diagnosis, he evaluated the respondents 
who received a diagnosis of dissociative disorder on the DDIS 
and control subjects who had a DES score less than 10 and were 
not assigned a diagnosis of dissociative disorder on the DDIS. 
The DSM-IV criteria for dissociative identity disorder were 
used for the diagnosis. All interviews were conducted privately 
at the local university hospital, except for a male subject (a 
butcher) who refused to come to the hospital but accepted being 
interviewed privately in his home, which was near his shop. 

The clinical interview was performed once for each subject 
and was sufficiently long (range, 60 to 120 minutes) to make a 
definite diagnosis. It was conducted in the format of a general 
psychiatric interview. The interviewer was informed about the 
Structured Clinical Interview for DSM-IV Dissociative Disor- 
ders-Revised (SCID-D-R) 2s but did not adhere to it constantly, 
because the Turkish version of the SCID-D-R was still in 
preparation during the study period. However, he used several 
questions derived from the SCID-D-R and benefited addition- 
ally from the interview outlines suggested by Loewenstein. 29 
Hypnosis was not used during the diagnostic interview. 

The study was constantly monitored, and the material was 
reviewed by the third author (V.S.), a psychiatrist, faculty 
member, and Director of the Dissociative Disorders Program at 
the Istanbul Medical Faculty Hospital. 

Statistical Analysis 
To determine whether the respondents were representative of 

the city of Sivas, the demographic characteristics of the 
respondents were compared against 1990 census data. The 
current sample was compared with these previous data on age 
and gender distribution using chi-square tests. 

A descriptive analysis was performed. Characteristics of the 
subjects with a high score on the DES were compared with the 
data for subjects in the control group. Items of the DDIS were 
used for this purpose. Student's two-tailed t test was used to 
compare ordinal data. Chi-square analysis was used to compare 
nominal data. The frequency of dissociative identity disorder 
was calculated on the basis of the number of subjects who 
received a confirming clinical diagnosis from a clinician. 

Additionally, a stepwise multiple regression analysis was 
performed to determine which items in the DDIS best accounted 
for the variability in scores on the DES. Five items were selected 
as predictor variables for regression analysis, which represent 
the main symptom clusters assessed with the DDIS: somatic 
complaints, borderline personality disorder criteria, secondary 
features of  dissociative identity disorder, schneiderian symp- 
toms, and extrasensory perceptions. Pearson correlation coeffi- 
cients were computed between the significant predictor vari- 
ables and the DES score. 

RESULTS 

Sample 

The sample consisted of  994 people in 500 
households. None of  the subjects refused to partici- 
pate in the study. Fifty-four households were re- 
placed because nobody was found there on either 
visit. Seventy-two subjects could not be contacted 
because they were away from home during both 
visits, and they were not replaced. 

The 994 respondents were 469 women (47.2%) 
and 525 men (52.8%). The difference in the number 
of  men and women as compared with an expecta- 
tion of  50.8% men and 49.2% women 26 on random 
sampling of  gender was not significant (chi- 
square = 3.15, df = 1, P > .05). The age distribu- 
tion in decades was not significantly different 
(chi-square = 7.74, df = 6, P > .05) compared with 
the distribution in the general population of  Sivas 
according to the census data. 26 (Table 1). 

The mean age (mean ___ SD) of  the women 
(34.7 + 12.0 years) and men (34.7 _+ 13.6 years) 
was the same (t = 0.03, df = 989, P > .05) as the 
mean age for the entire sample (34.7 ___ 12.9). The 
median age for the entire sample was 32 years. The 
educational level of  the respondents was as fol- 
lows: 11.2% (n = 111) were illiterate, 39.4% 
(n = 392) were primary-school graduates or liter- 
ate without a diploma, 38.5% (n = 383) had a 
secondary or high school education, and 10.9% 
(n = 108) were university graduates. The marital 
status of the respondents was as follows: 71.3% 
(n = 709) married, 24.7% (n = 246) single, and 
3.9% (n = 39) divorced or widowed. Of the fami- 
lies, 73.0% (n = 726) were core families and 
25.8% (n = 256) extended families. Of the respon- 
dents, 17.2% (n = 294) lived in the rural area for 
the greater part of  their life. 

Table 1. Age of the Respondents in the Present Sample 
Study in Sivas and 1990 Census Data 

(chi-square = 7.74, df=  6, P > .05) 

Present Study 1990 Census 
(N = 994)* (N = 118,474) 

Age (yr) No. % No. % 

18-19 95 9.6 10,186 8.6 
20-24 164 16.5 22,119 18.7 

25-34 291 29.3 33,844 28.6 

35-44 202 20.3 24,893 21.0 

45-54 132 13.3 14,616 12.3 

55-64 93 9.4 11,739 9.9 
65 14 1.4 1,077 0.9 

*Data are missing for 3 subjects. 
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Dissociative Experiences 

The mean DES score for the entire sample was 
6.7 --_ 6.1 (range, 0 to 53.2) and the median score 
was 5.0. There was no difference (t = 0.92, 
df = 992, P > .05) between the mean DES score 
for women (6.9 --- 7.1)and men (6.5 +__ 5.0). Thirty- 
eight respondents (3.8%) had a DES score of  20 or 
higher. Nine subjects (1.0%) had a score above 30. 

There were no differences in the DES score 
between the genders at various age levels except 
for subjects younger than 20, with higher scores 
(t = 2.00, df= 93, P < .05) in women (10.4--- 
10.3) versus men (7.4 _ 4.2). Age correlated nega- 
tively with the DES score among women (r = - .  12, 
n t=  466, P < .05), men (r = - .19 ,  n = 525, P < 
.001), and the overall sample (r = - .15 ,  n = 991, 
P < .001). All 28 scale items correlated with the 
overall scale scores among men and women and in 
the overall sample. 

Educational level (F = 1.52, df = 3,990, P > 
.05), economic level (F = 0.62, df= 2,983, P > 
.05), and family type (F = 2.23, df = 2,987, P > 
.05) did not influence the DES score. Marital status 
appeared to exert an influence. Compared with the 
single group, the married group had significantly 
lower scores (F = 6.83, df= 2,991, P < .005), 
which could be based on their higher age. 

Sixty-two subjects (6.2%) had a DES score 
above 17 and comprised the study group for the 
second phase. Of these 62 high scorers (i.e., 
probands with a DES score > 17), 41 (66.1%) were 
women. Thus, 8.7% of the women in our sample 
and 4.0% of the men had scores above the cutoff 
point, for a female to male ratio of  2:1. The 
difference in gender between high scorers and the 
remaining subjects was significant (chi- 
square = 9.52, df = 1, P < .005). The mean age of 
high scorers was 32.5 +_ 12.9 years. It was not 
different (t = 1.39, df= 989, P > .05) than the 
mean age of the remaining subjects (34.9 + 12.9). 

Features on the Structured Interview 

Of 62 respondents, 32 (51.6%) could be con- 
tacted for the structured interview. Their age 
(34.4 _ 12.9) was not different (t = 1.19, df = 59, 
P > .05) versus the age of  those not contacted 
(30.6 +_ 11.8). There was also no difference (chi- 
square = 0.39, df = 1, P > .05) in the female to 
male ratio between subjects who were interviewed 
(20:12) or not (21:9). 

The most frequent reason for unavailability was 

that the subject was not at home or had moved after 
the first visit. For some of the subjects, the reasons 
for the unavailability were of  considerable interest 
for the study: A 25-year-old man with a DES score 
of 26.4, an artist with marital problems, was said to 
have unexpectedly joined a sect of  an opposing 
religion and changed his address, and he had not 
reported to his job for a while. A 20-year-old man 
with a DES score of  22.1 did not remember the first 
visit and refused to participate in the structured 
interview. A 21-year-old woman with a DES score 
of  25.0 left home 2 weeks previously; her family 
did not know where she was. 

The mean DES score in the high scorers who 
were contacted (n = 32) and the comparison group 
(n = 32) was 25.2 ___ 8.7 and 3.8 _-_ 2.7, respec- 
tively (t = 13.24, df = 62, P < .001). The mean 
age of  the two groups was 30.8 +__ 12.5 and 32.8 ___ 
10.7 years, respectively. Of the patients, 59.4% 
(n = 19) in the high-scorer group and 62.5% (n = 
20) in the comparison group were women. No 
statistically significant differences were obtained 
between the groups for age (t = 0.67, df = 62, P > 
.05) and gender (chi-square = 0.07, df= 1, P > 
.05). 

Findings from the main symptom clusters of  the 
DDIS for the two groups are presented in Table 2. 
Subjects with a high DES score had a significantly 
higher score for all main symptom clusters of  the 
DDIS except somatic complaints. When a stepwise 
multiple regression analysis was performed with 
the DES score as the criterion variable and the five 
main symptom clusters as predictor variables, only 

Table 2. Main Symptom Clusters on the DDIS 
in Two Groups of Subjects 

Subjects With Comparison 
Symptom DES >17 Group t 

Cluster (n = 32) (n = 32) (dr= 62) P 

Secondaw fea- 
tures of DID 3.16 _+ 2.19 1.16 +_ 1.35 4,41 <.001 

Extrasensory per- 

ceptions 1.81 _+ 1.91 0.50 -~ 0.92 3,51 <.005 
Borderline per- 

sonality dis- 

order criteria 2.53 +- 1.92 1.19 -~ 1.38 3.22 <.006 
Schneiderian 

symptoms 2.69 -+ 2.89 0.97 +- 1.77 2.87 <.01 
Somatic com- 

plaints 5.75 +_ 4.61 4.34 _+ 2.88 1.46 NS 

NOTE. Applying the Bonferroni method, the adapted level of 
alpha is P = ,01. 

Abbreviations: NS, nonsignificant; DID, dissociative identity 
disorder. 
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two among them, the secondary features of dissocia- 
tive identity disorder and extrasensory experiences, 
had a statistically significant effect on the DES 
score (R 2 = .40, F = 20.71, df = 2,61, P < .0001). 
Extrasensory experiences, which accounted for the 
largest amount of variability and consequently 
entered the regression analysis at the first step, 
showed a correlation (r = .56, n = 64, P < .001) 
with the DES score that was equal to the correlation 
of the secondary features of dissociative identity 
disorder (r = .56, n = 64, P < .001). 

Table 3 indicates DDIS diagnoses and abuse 
histories in both groups. Seventeen subjects (53.1%) 
in the high-scorer group met DSM-III-R criteria for 
a dissociative disorder. Sixteen subjects (94.1%) 
with a dissociative disorder diagnosis had comor- 
bid psychiatric disorders, i.e., current or past epi- 

Table 3. DDIS Diagnosis and Abuse History for Subjects With 
a High DES Score and the Comparison Group 

Subjects With Comparison 
DES >17 Group 
(n = 32) (n = 32) 

Chi-Square 
Parameter No. % No. % (df= 1) P 

Diagnosis 

Major depres- 

sion (current 

or past) 

Borderline per- 

sonality dis- 

order 

Somatization 
disorder 

Dissociative 

amnesia 

Depersonaliza- 
tion disorder 

Dissociative 

fugue 
DDNOS 

DID 

Any dissocia- 

tive disorder 

Abuse history 

Any type of 

abuse 

Neglect 
Emotional 

abuse 
Physical abuse 

Sexual abuse 

16 50.0 9 28.1 3.22 NS 

4 12.5 0 0.0 4.27 NS 

2 3.1 0 0.0 Fisher exact NS 

9 28.1 0 0.0 Fisher exact <.005 

2 3.1 0 0.0 Fisher exact NS 

0 0.0 0 0.0 - -  - -  

6 18.8 0 0.0 Fisher exact NS 

0 O.O 0 0.0 - -  - -  

17 53.1 0 0.0 23.15 <.001 

21 65.6 9 28.1 9.04 <.005 

18 56.3 6 18.8 10.32 <.005 

10 31.3 3 9.4 4.73 NS 

9 28.1 3 9.4 3.69 NS 
2 6.3 1 3.1 Fisher exact NS 

Abbreviation: DDNOS, dissociative disorder not otherwise 
specified. 

*Applying the Bonferroni method, the adapted level of alpha 

is P = .065. 

tApply ing the Bonferroni method, the adapted level of alpha 

is P = .01. 

sodes of major depression, borderline personality 
disorder, or somatization disorder. Of the patients 
in the high-scorer group and comparison group, 
56.3% (n = 18) and 18.8% (n = 6), respectively, 
reported neglect. The difference was significant. 

According to the DDIS, the prevalence of disso- 
ciative disorders in the general population was 
1.7% (n = 17). Nine subjects received a diagnosis 
of dissociative amnesia, six dissociative disorder 
NOS, and two depersonalization disorder. Subjects 
who received a diagnosis of dissociative disorder 
NOS on the DDIS gave a negative answer for one 
of the three items that inquire about the two 
diagnostic criteria of dissociative identity disorder 
in the DSM-III-R. Some of the remaining 15 
subjects in the high-scorer group had diagnoses 
other than dissociative disorder according to the 
structured interview. These diagnoses were border- 
line personality disorder (n = 2), substance abuse 
(n = 1), and past or current major depressive 
episode (n = 6). None of the comparison subjects 
had a diagnosis of any dissociative disorder. 

Clinical Interview 

Eight of 17 subjects who had a dissociative 
disorder on the DDIS could be contacted for 
clinical evaluation. Eight subjects who were ran- 
domly selected among the respondents with a DES 
score less than 10 and who had no dissociative 
disorder on the DDIS were also referred to the 
interviewer who was blind to the DES score and the 
diagnosis on the structured interview. 

Five of the six subjects who had dissociative 
disorder NOS on the structured interview accepted 
an evaluation by the clinician. Four received a 
diagnosis of dissociative identity disorder at the 
clinical interview. During clinical evaluation, per- 
sonality switching and dissociative amnesia were 
observed in all four of these cases. Thus, the 
minimum prevalence of dissociative identity disor- 
der among the general population was 0.4%. In the 
remaining subject, the diagnosis of dissociative 
disorder NOS was confirmed. In this subject, 
although a switching was observed, the appearing 
personality state was not distinct enough to justify 
the diagnosis of a dissociative identity disorder. 

Table 4 shows some characteristics of the four 
cases with a clinical diagnosis of dissociative 
identity disorder. Cases 1 and 2 had no previous 
psychiatric admission. Case 3 was previously diag- 
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Table 4. Structured Interview Characteristics 
of Four Cases With a Clinical Diagnosis of DSM-IV 

Dissociative Identity Disorder 

Case I Case 2 Case 3 Case 4 

Age (yr) 30 18 18 30 

Gender Male Female Female Female 

DES score 27.1 17.1 53.2 39.6 

Borderl ine per- 

sonal i ty dis- 

order criteria 

met (n) 3 4 5 2 

Somatic com- 

plaints (n) 5 8 18 5 

Secondary fea- 

tures of DID (n) 4 8 9 6 

Schneiderian 

symptoms (n) 4 4 9 5 

Extrasensory per- 

ceptions (n) 3 1 7 8 

Sexual abuse - + + - 

Physical abuse + - + - 

Emotional abuse - - + + 

Neglect + + + + 

DDIS diagnosis 

(DSM-III-R) DDNOS DDNOS DDNOS DDNOS 

nosed by clinicians other than the authors as a 
schizophrenic disorder, and case 4 anxiety disorder. 

Among three subjects who had dissociative 
amnesia on the DDIS, one was confirmed to have 
dissociative amnesia, one had conversion disorder, 
and one had no clinical diagnosis but high hypnotiz- 
ability. He experienced spontaneous and voluntary 
trance states, which did not interfere with his daily 
activities. Two subjects who had depersonalization 
disorder on the structured interview could not be 
contacted for the clinician's evaluation. None of the 
control subjects had a dissociative disorder in the 
clinical evaluation. 

DISCUSSION 

To our knowledge, this is the second study 
providing data about the frequency of dissociative 
identity disorder in the general population. Both 
studies indicate that dissociative identity disorder is 
not rare. Ross et al.16 found a prevalence of 3.1% 
for dissociative identity disorder and 11.2% for any 
dissociative disorder according to the structured 
interview. In their study, since the structured clini- 
cal interview diagnosis was not validated with a 
clinical interview, some of the subjects who did not 
show characteristic features of dissociative identity 
disorder were excluded from the results, and the 
prevalence of the disorder was estimated as 1%. 

Our somewhat lower result of 0.4% should be 
considered a minimum because of the methodologi- 
cal limitations. We did not screen all subjects with 
structured interview, and some of the respondents 
could not be contacted in the second and third 
phases, although they had high DES scores. There 
were highly significant cues indicating that there 
were probable cases among uncontacted subjects. 

The highly structured style of the DDIS mini- 
mizes and controls the demand characteristics of 
the interviewer. It provides relatively easy and fast 
administration without requiring extensive train- 
ing, as is needed for semistructured interviews. 
Although these features make it useful for an 
epidemiological study, it has some limitations as an 
instrument. First, since it essentially asks respon- 
dents if they have other personality states, it may 
overlook persons with no awareness of their disso- 
ciated state. The items inquiring about dissociative 
amnesia can be negatively answered by some 
respondents because of amnesia for amnesia. 21 
Indeed, the four dissociative identity disorder cases 
in our study were diagnosed as dissociative disor- 
der NOS on the DDIS. As a second shortcoming, it 
does not allow a rating of observed dissociation. 
We tried to balance this limitation by adding a third 
stage to the study for clinical confirmation. The 
blind clinical interviews by an independent psychia- 
trist with the individuals who were positive for a 
dissociative disorder on the structured interview 
and control subjects make our results highly con- 
crete. 

The mean DES score of 6.7 in this study also is 
lower than the result reported previously by Ross et 
al. 12 as 10.8. However, these figures should be 
compared cautiously because of the methodologi- 
cal difference. We believe that our administration 
procedure decreased the overall scores on the DES. 
This seems to be due to social inhibition in the 
presence of an interviewer reading the items aloud. 
However, our results are similar to those of Vander- 
linden et al.,13 who reported that 0.5% of the 
general population had a Dissociation Question- 
naire score (3 or higher) comparable to that of 
patients with dissociative disorders. The applica- 
tion of a cutoff point, the small number of the target 
population for the structured interview, and the low 
contact rate in the further phases of the study 
probably led to overlooking many cases in our 
study. Consequently, the prevalence of dissociative 
disorders, in general, was relatively low, and chronic 
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complex dissociative disorders were overrepre- 
sented in our study group.16 

Various studies in North America, 12,3° Western 
Europe, 13 and Turkey 1435,31,32 have demonstrated 
that dissociative symptoms are related to childhood 
abuse. Although there was no significant difference 
in the DES score between genders in the present 
study, more women than men were among subjects 
with a higher score on the scale. This observation 
may be interpreted to indicate that there are more 
traumatized women in the general population, or 
women use dissociation more frequently as a 
response to trauma. Since we do not have data on 
the frequency of childhood traumata among our 
original population, this proposition could not be 
considered proven in this study. 

Relatively few subjects among our dissociative 
disorders group reported childhood sexual or physi- 
cal abuse, but many reported neglect. In a previous 
study on a general psychiatric outpatient popula- 
tion in Turkey, 80% of the patients with dissocia- 
tive disorders reported neglect during childhood. 11 
The reports of childhood sexual and physical abuse 
among severe dissociative patients 33 and among 
nonclinical populations in Turkey 14,15 also seem to 
be not as brutal as is frequently described in North 
America, e.g., there is no report of satanic ritual 
abuse in Turkey. These findings suggest the impor- 
tance of factors other than sexual and physical 
abuse in the development of the vulnerability to 
dissociation. 

The predominance of neglect may be a cultural 
feature originating from the traditional/conservative/ 
religious life-style and socioeconomic structure in 
rural/semiurban districts in Turkey, characteristi- 
cally having restrictive influences on women's life 
beginning even in childhood, i.e., early and ar- 
ranged marriage, preference for sons, and early 
curtailing of education for girls. 32,34-38 Poverty is 
also a cause of childhood neglect in many families. 
The importance of childhood neglect in dissocia- 
tive disorders has been reported previously in 
Turkey. 34,36,37 We do not know whether the social 
control maintained by an extended family structure 
and close relationships around the family might 
prevent childhood abuse and create protective 
conditions in provinces like Sivas, which are not 
sustained in large cities in the highly industrialized 
parts of Turkey (e.g., Istanbul). On the other hand, 
both of the two subjects who reported childhood 
sexual abuse were diagnosed with dissociative 

identity disorder at the third phase of the study, 
suggesting a specific effect of this type of child- 
hood trauma on creating a severe dissociative 
response. 

We do not know if social inhibitions or dissocia- 
tive amnesia for childhood prevented some sub- 
jects from giving an affirmative answer to the 
questions on sexual abuse. Indeed, if disclosed, 
sexual abuse can be stigmatizing for a woman 
living in a limited social sphere and under condi- 
tions where conservative/traditional attitudes pre- 
vail. Traditionally, sexuality is seen as a matter of 
honor, and it is quite possible for the woman to be 
blamed for the abuse. Furthermore, for a woman 
who depends on her family socially and financially, 
it is not possible to endanger her relationships by 
disclosing the abuse, especially if the perpetrator is 
a relative. However, such factors seem to be 
especially valid for abuse in adulthood but not 
usually for childhood abuse, in which instance the 
victim is considered innocent. 

It is interesting that none of the subjects refused 
to participate in the first stage of our study. This 
attitude was obviously an influence of the tradi- 
tional Turkish hospitality for home visitors, espe- 
cially in rural parts of the country. 

Conclusion 

Dissociative identity disorder is not rare in the 
general population. Self-rating instruments and 
structured interviews can be used successfully for 
screening these cases. The symptom profile of 
dissociative identity disorder assessed with the 
DDIS is similar in clinical case series and cases 
found in the general population, as observed be- 
tween series reported in North America, Western 
Europe, and Turkey. The similarity of our data, 
derived from a population with practically no 
public awareness of dissociative identity disorder 
and no exposure to systematic psychotherapy, to 
findings in North America, Western Europe, and 
metropolitan Istanbul in Turkey clearly demon- 
strates that dissociative identity disorder cannot be 
considered simply an iatrogenic artifact, a culture- 
bound syndrome, or a phenomenon induced by 
media influences. 39,4° However, it is probable that 
different kinds of traumatic experiences and/or 
vulnerabilities may play a role in the development 
of the disorder in different cultures. 



158 AKYUZ ET AL 

APPENDIX 

The items on childhood emotional abuse and neglect that 
were added to the Turkish version of the DDIS by the transla- 
tors (V. Sar, H. Tutkun, and L.I. Yarglq) are as follows: (1) 
Emotional abuse When you were a child (before 16 years of 
age), was there any person who ridiculed, uttered excessive 

verbal threats, or made personally demeaning comments or 
derogatory statements to you? (2) Neglect: Do you believe that 
you were emotionally or physically neglected when you were a 
child (before 16 years of age), i.e., were you deprived of nurture, 
security, education, or medical care, or did you not receive love, 
support, or concern? 
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