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Título: Una revisión de los trastornos disociativos: de la personalidad múl-
tiple al estrés postraumático. 
Resumen: Este trabajo trata la idea de disociación, los trastornos disocia-
tivos y su relación con los procesos de conciencia. Se centra en el trastorno 
de personalidad múltiple y el trastorno de estrés postraumático, desde la 
perspectiva del diagnóstico y del tratamiento. Ambos grupos de trastornos 
polarizan el debate sobre las categorías diagnósticas con síntomas disociati-
vos. Se revisan las ideas sobre disociación, hipnosis y suicidio asociadas a 
estos trastornos. Parece darse una falta de consenso en cuanto a la natura-
leza misma de la disociación con implicaciones teóricas, empíricas y clíni-
cas. Completa esta revisión la comparación desde sus inicios, hace poco 
más de un siglo, con el panorama actual y las nuevas tendencias en las in-
vestigaciones que desde las neurociencias están relacionando los procesos 
cognitivos con los fenómenos y trastornos disociativos. 
Palabras clave: trastornos disociativos; trastorno de personalidad múlti-
ple; trastorno de estrés postraumático; fenómenos disociativos; hipnosis; 
ideación suicida. 

  Abstract: In this paper we review the idea of dissociation, dissociative dis-
orders and their relationship with the processes of consciousness. We will 
deal specifically with multiple personality disorder and posttraumatic stress 
disorder. Both polarize the discussion of diagnostic categories with disso-
ciative symptoms. This review compares the initial ideas (one century old) 
with the current scenario and emerging trends in research, which are relat-
ing cognitive processes and dissociative phenomena and disorders from a 
neuroscientific approach. We discuss the ideas on dissociation, hypnosis 
and suicide associated with these disorders. There seems to be a lack of 
consensus as to the nature of dissociation with theoretical, empirical and 
clinical implications.  
Key words: Dissociative disorders; multiple personality disorder; post-
traumatic stress disorder; dissociative phenomena; hypnosis; suicide idea-
tion. 

 
1*Introduction: history, definition and epidemi-

ology 
 
This paper focuses on dissociation, dissociative disorders and 
their relationship with processes of consciousness. It exam-
ines the multiple personality disorder (dissociative identity) 
and posttraumatic stress disorder from a diagnostic and 
treatment perspective. 
Ideas about dissociation, hypnosis and suicide are historically 
associated with those disorders. After more than a century of 
research, our knowledge about dissociative phenomena has 
not changed substantially. New investigations from a neuro-
scientific point of view, which associate cognitive processes 
with dissociations, are slowly changing that.  

Dissociative experiences are common in our daily lives, 
even if dissociative disorders are relatively rare. The most 
usual are autoscopic phenomena or out of body experiences, 
automatic writing or speaking, auras, auditory and visual hal-
lucinations,  
conversion symptoms, somnambulism, flashbacks and epi-
sodes of trauma or past abuse that have been forgotten, re-
pressed or dissociated (Fraser, 1994). These dissociative ex-
periences seem to be linked to certain personality traits, 
whether or not the subject is suggestible, introversion, ten-
dency to fantasy and experiences of depersonalization and 
fugue.  Whenever a subject presents these factors, he is con-
sidered to have dissociative tendency.  They are risk factors 
to develop dissociative disorders (de Ruiter, Elzinga & Phaf, 
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2006). Interculturality is a main element to take into account 
when studying these disorders. Dissociative phenomena are 
not always considered pathological. 
They are a frequent and accepted expression of culture and 
religious traditions of many societies. However, there are 
some culturally defined syndromes which cause discomfort 
and deterioration that are considered pathological and are 
characterized by dissociation. 
  The first systematic study on dissociation was possible 
thanks to Pierre Janet in 1889 (Kihlstrom, Glisky & Angiulo, 
1994; Putnam, 1989). This study proposed that new experi-
ences are generally integrated in the memory though emo-
tions, thought, and behaviours associated to those experienc-
es. Their integration in the memory will depend on their 
cognitive evaluation. Traumatic experiences which are not 
part of previous cognitive schemas may separate from con-
sciousness, and non-integrated fragments and events may 
become conscious later on. We could have access to these 
fragments (memories, feelings and actions) more easily in 
situations similar to those that caused trauma. 

In order to access the fragments or “subconscious fixed 
ideas”, Janet used hypnosis. He called “psychological autom-
atisms” a great number of elemental structures of specific 
content combined with perception and action. Many of those 
psychological automatisms are unified in the consciousness. 
In stressful times, they could work on its own and inde-
pendently from consciousness and voluntary control. This is 
what Janet defined as dissociation. He considered that it oc-
curs as a response to stress, even though some people might 
be predisposed to develop these dissociative disorders (Janet, 
1907). 

Something worth mentioning in the beginning of the his-
tory of dissociative disorders, is Freud’ emphasis in dissocia-
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tion and traumatic experiences in childhood, and also the 
opportunity that the Wold Wars and Vietnam War offered to 
study the relationship between trauma, dissociation and psy-
chiatric morbility. Interest in dissociative processes has been 
increasing since 1970.  Hilgard studied the triggering condi-
tions for these processes in 1977 (Hilgard, 1977).  Shortly af-
terwards, the post-traumatic stress disorder (PTSD) and the 
consequences of childhood abuse, were associated to disso-
ciative disorders (Atchison & McFarlane, 1994). 

The Diagnostic and Statistical Manual of Mental Disor-
ders, 5th edition (2014), states that interruption and/or dis-
continuity in the normal integration of consciousness, 
memory, self-identity and subjective identity, emotion, per-
ception, body identity, motor control and behaviour are es-
sential characteristics of dissociative disorders. Alterations 
can be sudden or gradual, transitory or chronic. The manual 
classifies the disorders of Table 1, where, in all cases, the 
disorder causes clinically significant discomfort or any kind 
of deterioration, whether it be social, at work or in any other 
area. 
 
Table 1. Dissociative  disorders (DSM-5). 

Dissociative 
identity dis-
order 

Identity distress due to the presence of two or more 
well-defined personality states and recurrent 
memory slips of daily events, important personal in-
formation and/or traumatic events which are not 
usually forgotten. 

Dissociative 
amnesia  

Inability to remember personal information, gener-
ally of a traumatic or stressful nature, which is not 
usually forgotten. 

Depersonal-
ization/ de-
realization 
disorder 

Persistent or recurrent depersonalization and/ or 
derealization. 
Depersonalization: experiences of unreality, distanc-
ing or being an observer of your own thoughts, 
feelings, sensations, body or actions. 
Derealization: experience of unreality or distancing 
from your surroundings. 
In both cases the sense of reality is kept.  

Other speci-
fied dissoci-
ative disor-
der  

Abundance of dissociative symptoms that do not 
meet the criteria for any disorder of the diagnostic 
category of dissociative disorders. The clinician 
chooses to notify the specific cause of the clinical 
picture. 

Other un-
specified 
dissociative 
disorder 

Abundance of dissociative symptoms that do not 
meet the criteria for any disorder of the diagnostic 
category of dissociative disorders. The clinician 
chooses not to specify why it does not meet the cri-
teria for a specific dissociative disorder. 

 
Dissociative symptoms can be found in other disorders 

such as acute stress, posttraumatic stress disorder and soma-
tization disorder. Dissociative disorders are in the DSM-5 
between disorder caused by trauma and stress factors and 
the new category of somatic symptoms disorders and related 
disorders. 

This new category replaces somatomorphic disorders of 
DSM-IV, due to the superposition between them and the 
lack of clarity in the line between diagnostics (DSM-5). 

In other classifications the conversion reaction is consid-
ered a dissociative symptom, but in the DSM-5 it is included 
in the somatic symptom disorders, thus emphasizing the dif-
ferences between mental disorder and medical diagnostic. 
That is, somatic symptoms where it is possible to prove they 
are not congruent with any medical physiopathology (Spie-
gel, Lewis-Fernández, Lanius, Vermetten, Simeon & Fried-
man, 2013). 

In spite of the changes in the DSM-5, there is a lack of 
unanimous consensus regarding the diagnostic classification 
of dissociative disorders, especially dissociative amnesia and 
dissociative identity disorder (Pope, Oliva, Hudson, Bodkin 
& Bruber, 1999). However, the relationship between deper-
sonalization disorder and symptoms of derealisation and 
other mental disorders such as anxiety that suggest possible 
common pathophysiology and/or etiologic factors (Hunter, 
Sierra & David, 2004) are included in the depersonalization-
derealisation disorder. 

Epidemiologic studies of dissociation have been based 
on the prevalence of dissociative experiences and psychiatric 
disorders, multiple personality and prevalence of dissociative 
disorders in the general population (Atchison & McFarlane, 
1994). Some of the scales used for these studies were: Disso-
ciative Experiences Scale; Questionnaire of Experiences of Dissociation; 
Structured Clinical Interview for DSM Dissociative Disorders; Trau-
matic Experiences Questionnaire. They evaluate acute dissociative 
phenomena as a response for traumatic events. 

Higher scores, that imply a predisposition for dissociative 
phenomena, belong to subjects with PTSD, food disorders, 
phobic disorders and borderline personality disorder among 
others.  Prevalence is approximately of 21% in the clinical 
population, and between 5% and 10% in general population 
(Ross, Joshi & Currie, 1990). 

There was a rise in the prevalence of dissociative amnesia 
and dissociative identity disorder in the USA in 1990. It was 
attributed to forgotten childhood trauma. 

Thus, the dissociative symptomatology was considered 
part of a complex syndrome associated to a traumatic child-
hood history (Middleton & Butler, 1998) and the degree of 
somatization and dissociation was associated to childhood 
trauma (Nijenhuis, Spinhoven, van Dyck, van der Hart & 
Vanderlinden, 1998). The prevalence of dissociative identity 
disorder is around 1.5% (DSM-5). 

The dissociative fugue disorder presents a prevalence of 
0.2% in general population. It may increase in war time or in 
case of a natural disaster. The dissociative amnesia presents a 
prevalence of 1.8% (DSM-5). Depersonalisation prevalence 
is of 2.4% (Ross, 1991).  Other studies estimate depersonali-
zation and derealisation to be between 1% and 2% (Hunter, 
Sierra & David, 2004). 

Dissociative disorders are very common in the clinical 
population, though they are not usually diagnosed. Its high 
prevalence (up to21%) may be due to methodologic and epi-
demiologic factors, such as certain sensitive interviews that 
may lead to bias, or such as high rates of sexual and child-
hood abuse (Foote, Smolin, Kaplan, Legatt, & Lipschitz, 
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2006). In general, we speak of dissociative disorders preva-
lence of 2.4% in developed countries (Devillé, Moeglin & 
Sentissis, 2014). 

 

Multiple personality disorder (dissociative 
identity disorder) 

 
Explicative theories of the multiple personality disorder 
(MPD) have been synchronized to the psychological theories 
of their time. They ranged from the supernatural, posses-
sions or reincarnations to the cerebral hemispheres discon-
nection syndrome. The theoretical formulations for the 
MPD started in the 19th century, with Charcot and Janet, and 
later on, Prince, Freud and Breuer would elaborate on it. 
MPD was included in the hysteria section of the DSM-I. Its 
characteristics were described in the DSM-III-R. Kluf (1987) 
tried to adapt the available data about MPD to clinical needs. 
He proposed an etiologic model that included four elements: 
factors of predisposition, a traumatic experience, cognitive 
processes involved and inappropriate retroactive experiences 
that make impossible an integrated experience. 

From its initial formulations, MPD theories have been 
associated with hypnosis and the experience of a trauma 
(Putnam, 2009). However, neither physiologic nor psycho-
logical studies give a clear and conclusive definition of the 
disorder. 

The varied symptoms of MPD inevitably entail error in 
diagnosis and in the choice of treatment many times. It is no 
wonder there is scepticism about MPD, supported by the 
concepts of false memories and personality. Hypotheses that 
emphasize different degrees of integration and identity im-
plied in the term “personality” are thought to be more ac-
ceptable. Thus, it is possible that MPD patients show notice-
able differences in mental states, rather than whole, inde-
pendent personalities (Kirsch & Lynn, 1998).  

MPD distinctive characteristics are: appearance before 
the age of 12, associated trauma due to abuse, predominance 
in female population and chronic course (Doan & Bryson, 
1994).  Even though there is certain evidence suggesting dis-
sociative behaviour might be, to some extent, biologically de-
termined, there is no reference model to study the biological 
mechanisms that may be involved. Generally, specific biolog-
ical and environmental conditions are deemed necessary in 
order to develop a dissociative experience, such as physical 
or psychological abuse or extreme discipline and punishment 
in childhood. 

One of the triggering factors most cited in the literature 
is the trauma, conceived as the cause of psychic damage, 
usually from sexual abuse and incest. MPD maintenance fac-
tors are lacking in the same way its etiology does. This is due 
to the disorder’s heterogeneity. Regarding dissociation as an 
instrumental resource, it does not seem to change the pa-
tients’ circumstances. However, environmental influences, 
attitudes, even the efforts to hide the disorder can act as 
maintenance factors, in addition to some other symptoms.  

The main factor may be the dissociative capability in itself 
(Kluft, 1987).  

Studies on the treatment and monitoring of MPD are 
few, though there are some guides based on clinical experi-
ence. They are generally based on intensive individual psy-
chotherapy and achieving a therapeutic alliance with each of 
the multiple personalities. As for attendance, the generalized 
opinion between professionals is that MPD patients must be 
treated in outpatient regimen (Putnam & Loewenstein, 
1993). The long duration of the treatment and the limited 
hospital resources make the inpatient regimen almost impos-
sible in current times. Nevertheless, it is not rare for MPD 
patients to be hospitalized because of suicidal impulses, sui-
cide attempts, depression and violent behaviour. Patients are 
characterized by instability and vulnerability alternated with 
apparent normality (Irpati, Avasthi & Sharan, 2006). These 
fluctuations in behaviour and changes of personality are 
characteristic of MPD. They are diagnostic indicators of the 
disorder. Diagnostic certainty is crucial in order to make ap-
propriate interventions and to study the convenience of hos-
pitalization.  

Patients can experience insecurity and a sense of danger 
during treatment in an acute crisis. They may think they are 
not being helped. The necessary assistance and care can be 
provided by a hospital, thus the need of specialization for 
these patients (Kluft, 1991). Once the patient is hospitalized 
starts a process of continuous care. That should make the 
patient feel safe and supported. However, hospitalization can 
entail several problems for the patient and the clinical staff. 
The patient may believe he is possessed, he may try to get 
privileges or coerce other patients (Kluft, 2001). The treat-
ment usually consists of different phases, depending on the 
objectives. Table 2 shows an adapted summary of the phases 
of treatment (Kluft, 1991). 

 
Table 2. Phases of MPD treatments. 
Phases of treatment Objectives and characteristics 

Therapy establishment Diagnosis and therapeutic alliance 

Initial interventions Reassure and stabilize the patient. 

Gathering of each personali-
ty’s history and systems  

Focused in recognizing each per-
sonality’s issue and their interaction 
patterns  

Development Focused in the mode of action of 
the traumatic event 

Moving toward integration-
resolution 

Focused in building communication, 
recovering material and its implica-
tions 

Integration-resolution Reconciliation and cooperation be-
tween personalities 

Implication in new learnings New coping skills and improvement 
consolidation 

Control and follow-up Hospitalization is not usually neces-
sary 

 
The length of the hospitalization will depend on the ob-

jectives of the treatment (Kluft, 2001). A certain amount of 
time is needed to establish a safe, trusting and supporting 
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environment in order to start the treatment (Kreidler, 
Zupancic, Bell & Longo, 2000).  General measures include 
anticipating diagnosis, delimiting the surroundings of the 
treatment space and practicing team interventions. There are 
some rules regarding patients as well: they must be told the 
rules of their stay, their legal name must be used, and the 
reasons for those two rules must be told to the staff and the 
patients, patients should have individual rooms when possi-
ble, they must be explained that the staff is under no obliga-
tion of recognising the different personalities and behav-
iours.  It is crucial to consolidate the therapeutic alliance with 
the patient. The tasks of each member of the team and the 
patient must be defined (Kluft, 1984). The combination of 
psychodynamic psychotherapy and hypnotic intervention is 
frequent (Kluft, 2003). 

 

Hysteria and Multiple Personality 
 

Hysteria is understood as a heterogeneous manifestation in 
which three disorders or states are differentiated: hysterical 
personality (not necessarily pathologic), hysterical conversion 
and chronic hysteria. This term was taken away from DSM-
III, and it is known as dissociative disorder (of conversion) 
in modern psychiatric classifications in the CIE-10; and as 
dissociative disorders and conversion disorders in somato-
morphic disorders of DSM-IV.  Some authors suggest the 
reclassification of this group of conversion disorders in the 
group of dissociative disorders (Brown, Cardeña, Nijenhuis, 
Sar & van der Hart, 2007). They are included in the diagnos-
tic category of trauma and stress factor- related disorders in 
the DSM-5.  

Hysteria has been traditionally linked with the dysfunc-
tion of the right hemisphere. Chronic hysteria and MPD are 
differentiated by an opposed cerebral hemisphere electroen-
cephalographic activation, manifested by a suppression of 
the alpha rhythm. The relative activation of the right hemi-
sphere in hysteria and left hemisphere in the MPD could ex-
plain these disorders (Flor-Henry, 1994).  

Under this premise, conscious experience is a dependent 
function of a critical neural system known as axis of con-
sciousness. Multiple personality is a different state dependent 
of learning, where amnesia isolates a particular affective 
state, (supposedly controlled by the right hemisphere), block-
ing the conscious experience (supposedly controlled by the 
left hemisphere) (Flor-Henry, Tomer, Kumpula, Koles, & 
Yeudall, 1990). 

In experimental studies with animals, prolonged stress 
leads to hippocampus necrosis as a result of the excess of ad-
renal glucocorticosteroids. Prolonged severe stress due to 
physical torture or sexual abuse was observed in the history 
of women with multiple personality syndrome. It could cause 
an inhibitory dysfunction of the hippocampus. Under these 
stressful situations, the hypothalamic- pituitary- adrenal axis 
is unbalanced, which causes somesthetic, gastrointestinal and 
autonomous system alterations. If alterations were to happen 

regularly, they could provoke a series of physical symptoms 
associated to emotional disorders, which is known as hyste-
ria. 
Tonsils and hypothalamus regulate the emotional conduct of 
fear. They both affect males and females differently. Chroni-
cal hysteria affects women in particular. Neuropsychological 
studies show that women’s bilateral cerebral dysfunction 
(frontotemporal) presents a higher dysfunction of the right 
hemisphere when compared to subjects with healthy control 
(Flor-Henry, Fromm-Auch, Tapper & Schopflocher, 1981). 
In studies of suggestibility, there are significative differences 
between genders. Women scored higher average rates than 
men (González-Ordi & Miguel-Tobal, 1999).  
 

Post-traumatic stress disorder 
 

While Janet places dissociation in traumatic events, Spiegel 
(1991) claims it is fundamental in post-traumatic stress dis-
order (PTSD). Dissociation can be seen as a normal re-
sponse to a traumatic event. Two theoretical approaches can 
be taken to explain dissociation in PTSD. The first approach 
assumes that dissociation happens in order to solve a con-
flict, even though it could hardly do it. Dissociation has a 
disruptive character. It is clearly seen in the interferences it 
causes in individual adaptation, specially memory, in daily life 
situations. 

The second approach focuses on information pro-
cessing. It assumes that stress rises arousal and decreases in-
formation processing, memory processes specifically. Thus, 
dissociation can occur because an excess of attentional de-
mand causes a loss of control of cognitive resources. How-
ever, not all PTSD patients present dissociation at the time 
of the trauma, nor do they manifest dissociative characteris-
tics because of their disorder. This implies a certain vulnera-
bility or predisposition to dissociation in PTSD patients. On 
the other hand, repeated or prolonged stressful situations 
may require the subject to use extreme adaptation measures 
through dissociation in order to reduce stress. Two PTSD 
types can be then differentiated: one with predominantly dis-
sociative symptoms during a traumatic event, and other with 
predominantly anxiety symptoms (Atchison & McFarlane, 
1994).  Even then, the revision of diagnosis criteria should 
be based in empiric evidence from people subjected to 
stress. Appropriate differential diagnosis between PTSD and 
other anxiety disorders can be made based on this. Acute 
stress disorder (Bryant & Harey, 1997), or brief reactive dis-
sociative disorder, for example. Brief reactive dissociative 
disorder was proposed by Spiegel, Cardeña and Spitzer 
(1989). It includes dissociative disorders with an anxious re-
action to a more than a month -long stressful event. Unlike 
PTSD, they focus on the contribution of the dissociative 
process to posttraumatic symptomatology. Brief reactive dis-
sociative disorder was not included in DSM-IV (Spiegel & 
Cardeña, 1991). 
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Suicide and dissociation 
 

Subjects with suicidal tendencies present a predisposition to 
dissociation, pain insensitivity and indifference towards the 
body. If we understand dissociation as a separation of con-
scious experience, two main dissociative processes may oc-
cur: separation, loss or limitation of experience, and loss of 
control (the capability to monitor behaviour). 

Several theoretical and experimental studies (Orbach, 
1994) suggest that stressful conditions lead to the develop-
ment of dissociative tendencies. Once established, they are 
part of suicidal behaviour. 

Subjects with suicidal predisposition may present a high 
pain tolerance, increased by several psychological factors. 
People who opt for violent and painful suicide methods may 
present this predisposition to dissociation related to indiffer-
ence towards the state of the body and pain insensitivity un-
der severe stress. 

There has been research about animal defence reaction 
as a trauma-induced dissociative reaction model. Research, 
empirical data and observation of clinical patients show simi-
larities between paralysis, analgesia and anaesthesia with the 
acute pain in the treatment of animals and people subjected 
to a grave trauma (Vanderlinden & Spinhoven, 1998; Craw-
ford et al., 1999).  

Determined suicidal behaviours in teenagers can result 
from a complicated familiar dynamic. Dissociative processes 
can offer coping strategies in those circumstances. That is, in 
a case of abuse, the chosen way to face familiar conflict is to 
separate behaviour, emotions and cognitions. This separation 
will create two behavioural patterns representative of differ-
ent substructures of the subject. This implies different ways 
of perceiving the world and oneself.  

In patients with grave dissociative disorders, somatiza-
tion and suicidal ideation are frequently associated. In these 
cases, common symptoms refer an insecure attachment pat-
tern and a history of childhood trauma (Oztürk & Sar, 2008). 
Outpatients diagnosed with substance abuse, PTSD or in-
termittent explosive disorder, with high scores in dissociative 
tests, can be a group at risk of self-harm behaviour (Zlotnick, 
Mattia & Zimmerman, 1999).  

 

Hypnosis and dissociation  
 

The idea that hypnotic behaviour is due to a division of con-
sciousness in two or more parts is nothing new (Putnam, 
1986). Currently brought back, Hilgard’s neodissociation 
theory (1977) proposes that hypnotic phenomena are disso-
ciative processes. Hypnotic responses have been attributed 
to two basically dissociative mechanisms:  a division of con-
sciousness in two groups separated by a mnesic barrier limit-
ing the access of executive function, control function or 
both. In dissociative control theory, hypnotic suggestion is 
characterized by a weakening of the control over frontal lob-
ules, specifically behaviour outlines. This allows the activa-

tion of the hypnosis-induced behaviour (Kirsch & Lynn, 
1998).  From these theories, it is deduced that hypnosis can 
be an appropriate treatment for PTSD (Cardeñas, Maldona-
do, Galdón & Spiegel, 1999).  

Both theories assume that behaviour is organized in a 
hierarchical system of response control mechanisms. Differ-
ent subsystems are controlled by a central system or execu-
tive. Its function is to initiate action sequences and monitor 
consequences. In dissociative control theory, control subsys-
tems can be directly and automatically activated, with no in-
tervention of the executive system. According to dissociative 
control theory, when a subsystem is activated by suggestion, 
cognitive effort must be lower than the effort of intentional 
activation. In neodissociation theory, responses, intentional 
acts, entail keeping control over consciousness (awareness). 
They require cognitive effort, and interferences can occur 
between two tasks, but mnesic barriers can compensate it. In 
order to establish the experimental basis of these theories, 
two hidden observer studies, divided attention studies and 
hypnosis-induced amnesia studies were used. There is few 
evidence to support any of the theories, and both face con-
ceptual difficulties. Other theories propose that hypnotic be-
haviour is the result of attentional functions, specifically in-
hibitory functions. But, like the former theories, there is little 
empiric evidence. In a recent study, associations between 
hypnotic suggestion, dissociation and cognitive inhibition 
were examined. No significant correlations between the 
scores of resistance to hypnotic suggestion, dissociation and 
general cognitive inhibition were found, except for some 
gender differences (Dienes, 2009).  

 

Current Outlook 
 

Dissociative disorders consist of a group of syndromes with 
the common factor of being a consciousness disorder mani-
fested in memory and identity alterations (Kihlstrom et al., 
1994). Consciousness is a continuum, so there is a blurred 
line separating normal and pathological dissociation. Infor-
mation and dissociated processes can interfere and cause a 
priming effect in the performance of different tasks 
(Kihlstrom & Hoyt, 1990). In these cases, even if dissociated 
information is not available to consciousness, it can influence 
conscious behaviour by altering it. Therefore, it seems the 
concept of dissociation does not require complete independ-
ence of the elements involved (Spiegel & Cardeña, 1991). 
Extreme traumatic experiences can nullify part of conscious-
ness and allow the subject to keep working with other parts 
(Ludwig, 1990).  Dissociation also presents different charac-
teristics in different subjects (Stolovy, Lev-Wiesel & Witzum, 
2014). 

The idea of dissociation still presents conceptual differ-
ences. They are partially reflected in the classification of 
these disorders in CIE-10 and DSM-5. Some approaches 
qualitatively subdivide dissociation in different groups such 
as pathologic and non- pathologic (Holmes et al., 2005; 
Spitzer, Barnow, Freyberger & Grabe, 2006). Not all re-
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searches point in the same direction (Browns et al., 2007; 
Espirito-Santo & Pio-Abreu, 2009). We shall have to wait for 
the classification of symptoms of dissociation and conver-
sion disorders in CIE-11. 

Even though dissociation implies cognitive processes, 
neuropsychological studies have been few.  There are re-
searches on the relation between executive functions and 
mental disorders such as schizophrenia, bipolar disorder and 
depression (Elvevag & Goldberg, 2000; Quraishi, & Fran-
gou, 2002; Sharma & Antonova, 2003; Roger et al., 2004). In 
most of them, patients suffering from any of the mental dis-
orders are said to present alterations in their executive func-
tion. However, the relationship between executive function 
and dissociation has been practically omitted. The results of 
the few recent studies are contradictory (Bruce, Ray, Bruce, 
Arnett & Carlson, 2007).  On the one hand, it seems that 
frontal deficits contribute to the development of dissociative 
alterations (Cima et al, 2001).  They study the way executive 
alterations are associated to dissociative pathological aspects 
(Giesbrecht, Merckelbach, Geraert, & Smeets, 2004). On the 
other hand, no differences are found in the records for exec-
utive functions, when comparing subjects with high and low 
scores in dissociation. However, those with high scores in 
dissociation present more problems with executive control. 
Even so, self-perception of efficiency and test performance 
do seem to be dissociated (Bruce et al., 2007).  

Professionals agree to consider memory alterations as 
basic symptoms in the clinical observation of dissociative 
processes. Emotional processing or attentional functions are 
other associated cognitive processes.  

Some models have been proposed in order to combine 
cognitive processes with traumatic events. Dissociative phe-
nomena require memory and learning cognitive processes 
that take a lot of effort. The models explain how, in non-
pathological conditions, subjects can profit from dissociative 
capability (which could become pathological due to traumat-
ic events) (de Ruiter et al., 2006). Processing speed decrease 
(measured in neuropsychological tests) in women with PTSD 
due to abuse, is related to gravity of the symptoms. It might 
be a sign of the need to reassign resources to face the 
sources of stress (Giesbrecht, Lynn, Lilienfeld & Mereckel-
bach, 2008; Twamley et al., 2009). 

Ever since its appearance in 1980, PTSD has been un-
derstood as a mental response to a trauma. Because of that, 
it has been set aside from biopathological investigations. It 
has prejudiced the patients who may not be receiving appro-
priate attention (McHugh & Treisman, 2007). However, the 
study of PTSD neurobiological basis is shedding light on the 
disorder, and encouraging the investigation of new treat-
ments, specially pharmacological (Maia & Costa-Oliveira, 
2010; Lanius, Brand, Vermetten, Frewen & Spiegel, 2012). 
PTSD cannot be understood without the social context 
where it happens (Auxéméry, 2012). Its essential characteris-
tic is the development of specific symptoms after one or 
more traumatic events. Emotional responses to the traumatic 
event do not play a main role anymore. Furthermore, cogni-

tive or behavioural symptoms, or a combination of both, can 
take preference in PTSD clinical presentation. 

Programs specialized in the treatment of dissociative 
identity disorder would offer obvious benefits. Qualified 
staffs, specific services, improvement in care and safety for 
the patient and appropriate anxiety management and control 
are some of them (Kluft, 2001). However, the advances 
achieved in treatments have often been shaded by controver-
sy surrounding PTSD (Kluft, 2003).  There are methodologi-
cal limitations in current research as well, specifically in the 
results of dissociative disorders treatment. They affect inter-
nal and external validity, for example with limited sample 
sizes and non-random design (Brand, Classen, McNary & 
Zaveri, 2009). Depersonalization-derealisation dissociative 
disorder has few prevalence data supporting new epidemio-
logic studies. The study of clinical cases supports a combina-
tion of psychotherapy and pharmacological treatment inte-
grated in longer, multidisciplinary interventions (Gentile, 
Snyder & Gillig, 2014).  

Regarding the relationship between dissociative disor-
ders and pain and suicide, new lines of investigation focus on 
factors associated to suicidal behaviour. Rather than seeing 
suicidal behaviour as a cause, there is a preventive purpose 
(Orbach, 1994). It is named in DSM-5, specifically in the di-
agnosis of PTSD, dissociative identity disorder and dissocia-
tive amnesia.   

In research about hypnosis and its relation to age, there 
is a curve relationship between 8-13 years and hypnotic sug-
gestion (Cooper & London, 1971).  In that period there is a 
greater potential for developing dissociative skills. Thus, any 
traumatic event can be partially integrated and dissociated. It 
can become an underlying factor for a future dissociative 
disorder. Dissociative processes and grave traumas seem to 
be linked to the development of some characteristics of per-
sonality disorder and dissociative disorder (Atchison & 
McFarlane, 1994; Bru, Santamaría, Coronas & Cobo, 2009). 
Adult patients, often find the cause of their disorder in 
childhood traumatic experiences, specially in the case of dis-
sociative identity disorder. However, the relationship of cau-
sality between trauma and dissociation is not empirically jus-
tified (Giesbrecht & Merckelbach, 2005).  Dissociation and 
hypnotic phenomena are not identical phenomena, though 
they share some similarities. There is little empiric evidence 
to prove a relationship between them both. Hypothesis 
posed to explain hypnosis with dissociative phenomena in-
cluded consciousness division and a state of decrease of at-
tentional control (Kirsch & Lynn, 1998) but they are met 
with scepticism. These results pose a serious challenge for 
current hypnosis theories (Dienes et al., 2009).  

 
Dissociative disorders raise interesting questions about 

identity, the role of conscience and autobiographic memory 
in the continuum of personality. Clinical and experimental 
studies on dissociative processes of cognitive, emotional and 
behavioural functions are being implemented. Investigations 
on attentional and memory functions, personality traits and 
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hypnotic suggestion are using them, for example (Gruzeiler, 
1999).  Neuroimaging data, combined with biological studies 
(specially endocrine) must be anatomically and functionally 
integrated, new approaches say. Thus, specific neurobiologi-
cal models can be developed; taking into account that disso-
ciative disorder treatment depends on concurrent disorders 
(Damsa, Lazignac, Pirrotta & Andreoli, 2006). It can mean 
many benefits in interventions. Exposure treatment could be 
recommended for PTSD and depressive disorder patients, 
for example (Hagenaars, van Minnen & Hoogduin, 2010). In 
neuroimaging tests, the size of tonsils and hippocampus has 
been associated to cognitive deficits linked to PTSD, but not 
dissociative amnesia or MPD (Weniger, Lange, Sachsse & 
Irle, 2008). Research with neuroimaging enriches our 
knowledge of disorder etiology. Neuroimaging allows us to 
identify different patient groups, so its effect in diagnostic 
and treatment is promising (García-Campayo, Fayed, Serra-
no-Blanco & Roca, 2009; Deeley et al., 2014). This and the 
new epidemiologic studies are improving our knowledge on 
dissociative disorders (Stein et al., 2013). 

 

Conclusions  
 

We have examined dissociative phenomena studies and their 
relationship to psychopathology from the last decade of the 
20th century to the first decade of the 21st century. Judging 
from those investigations, it seems that our knowledge of 
dissociative phenomena and disorders has not improved 
since Janet’s systematic study (1889). Nevertheless, it can al-
so be deduced that, in order to understand and treat dissoci-
ation, models connecting personality, psychopathology and 
neurobiology are needed. In the last decades there has been a 
huge progress in neuroscience. Yet, we still know very little 
about dissociative phenomena and disorder, maybe because 
they involve consciousness. New investigations (with a great-
er methodological rigour) in the field of neuroscience are 
needed. Neuropsychological studies working with neuroim-
aging techniques can shed light on these phenomena. DSM-5 
already reflected this and CIE 11 cannot omit it. 
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