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Abstract

Dissociation is commonly a response to trauma that can be associated with significant impairment. In order to deal with
dissociation in court from a comprehensive, scientifically informed, and valid perspective, Brand, Schielke, and Brams
(Psychological Injury and Law, 10, 283-297, 2017a, b) provided a balanced view of dissociation, its characteristics, evidence
base, and best assessment practices. Without an approach such as this, forensic experts risk having insufficient knowledge in its
causation, phenomenology, and assessment and accordingly misunderstand trauma-related dissociation (TRD). Brand et al.
(Psychological Injury and Law, 10, 283-297, 20173, b) addressed this issue by providing an overview of TRD relevant to
forensic contexts, acknowledging some of the erroneous and misinformed approaches to the topic. Merckelbach and Patihis
(2018) offered a critique of Brand et al. (Psychological Injury and Law, 10, 283-297, 2017a, b) that illustrated this lack of
knowledge and misunderstanding about TRD. Many of the statements made by these authors are conceptually inaccurate or
scientifically misinformed. As we show, they were incorrect when they stated that research is lacking about the inter-rater
reliability of dissociative disorder (DD) diagnoses. They were unaware of the error rates of tests and interviews among disso-
ciative samples, which we present here. Merckelbach and Patihis challenged Brand et al., arguing their methods and literature
review Blacked aconnectivity toexistingscience” (p. 3), despite extensive citations of studies with DD patients. Theyargued that
we failed to adequately consider malingering despite our discussions of empirically supported methods for assessing it. We show
that Merckelbach and Patihis overlooked research that does not support their views. As we review their comments, we illustrate
their pattern of misreading and misunderstanding our papers, aswell as lapsesintheir reasoning. The current paper reinforces that
in the forensic context, experts can acquire adequate understanding of TRD and its evidence base, and put forward arguments
against any harsh critique of the area that is uninformed about, misunderstands, or includes omissions and errors in critical
conceptualization, state-of-the-art assessment practices, and research methodology and results.
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Dissociation is commonly a response to trauma. However,  Dissociative symptoms predict the severity of posttraumatic

trauma-related dissociation (TRD) is frequently misunder-  stress disorder (PTSD) symptoms 3 years later (Mayou,
stood by evaluators, psychotherapists, and researchers. Ehlers, & Bryant, 2002), suicide attempts (Briere, Dietrich,

Drs. Brand and Dalenberg contributed equallytothisarticle and share first

authorship.

> Bethany L. Brand *  Department of Psychiatry, University of Maryland School of
bbrand@towson.edu Medicine, Baltimore, MD, USA

> Sheppard Pratt Health System, Baltimore, MD, USA

' Psychology Department, Towson University, Towson, USA ¢ California Department of State Hospitals, Napa, CA, USA

2 Trauma Research Institute, California School of Professional " Counselingand Consultation Service, Ohio State University,
Psychology at Alliant International University, San Diego, USA Columbus, USA

°  Department of Psychology, University of Western Ontario, 8 Departmentof Psychiatryand Behavioral Sciences, Stanford
London, Canada University School of Medicine, Stanford, USA

&N Qoo
Published online: 06 November 2018 71} Springer


mailto:bbrand@towson.edu

Psychol. Inj. and Law

& Semple, 2016; Foote & Park, 2008; Stein, Koenen,
Friedman, Hill, McLaughlin, Petukhova, & Kessler, 2013;
Tamar-Gurol, Sar, Karadag, Evren, & Karagoz, 2008), non-
suicidal self-injury (Ford & Gomez, 2015; Webermann,
Myrick, Taylor, Chasson, & Brand, 2015), depression
(Armour, EIKlit, Lauterbach, & Elhai, 2014), and severe im-
pairment (Stein etal., 2013). Further, despite occasional chal-
lenges to the dissociative disorders (see Merckelbach &
Patihis, 2018), professional organizations continue to recog-
nize their existence and recommend evaluating for these diag-
noses. In fact, the subtype of dissociative PTSD has been
added in the latest version of the Diagnostic and Statistical
Manual for Mental Disorders (5th edition; DSM, 2013), thus
increasing the importance of accurate diagnosis of
dissociation-related disorders. Thus, it is reasonable to argue
that dissociation should be taken into consideration in the
forensic context.

Unfortunately, many clinicians are inadequately trained in
assessing dissociation and diagnosing dissociative disorders
(e.g., see Mendez, Martinez-Taboas, & Pedrosa, 2000). For
example, almost half of clinicians in a study by Perniciaro
(2014) could not accurately diagnose dissociative identity dis-
order (DID) from a vignette that clearly spelled out DSM-
based criteria for the disorder. For these reasons, Brand and
colleagues (Brand, Schielke, & Brams, 2017a; Brand,
Schielke, Brams, & DiComo, 2017b) addressed what they
believed to be a gap in training and knowledge about dissoci-
ation and its association with trauma exposure and PTSD by
providing an overview on TRD, including information that
they believed would be useful to forensic professionals.

For aperiod of time peaking in the late 1990s, one barrier to
learning for professionals in this area has been attacks on the
validity of trauma-related disorders, the scientific rigor of the
researchers who study them, and the character of the therapists
who treat them, leading to angry and, at times, inappropriate
responses. Scheflin (1999) referred to the rhetoric over recov-
ered memory as Bthe most acrimonious, vicious, and hurtful
internal controversy in the history of modern psychiatry”™ (p.
1). Lindsay and Briere (1997), the former a prominent cogni-
tive researcher and the latter a well-respected trauma scholar,
made a well-publicized request for a cease-fire, calling the
rhetoric Bdivisive, fierce,and destructive” (p.632). Thevitriol
began to subside, and most of the research that was cited in the
Brand etal. (2017a, b) reviews was conducted toward replac-
inguninformed opinionand counter-opinionwithscientifical-
ly based argument.

This contemporary approach to study of dissociation
should continue to circumvent the Bbad old days" of
inflammatory and hostile language, and could have been
acknowledged in the Merckelbach and Patihis (2018) re-
sponse. Merckelbach and Patihis presented themselves as
making a reasoned Bargument,” but without citing sufficient
and inclusive contemporary conceptualization and empirical
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research, as in Brand et al. (20173, b), they risk presenting an
opinion piece with too much omission and errors. They did
not merely disagree with Brand et al.’s conclusions, but also
inferred that the conclusions lacked connectivity to contem-
porary science (p. 3). However, unlike the substance of the
claimsin Merckelbach and Patihis, Brand etal. and the present
response illustrate that research supports our scientific ap-
proach to TRD and dissociative disorders (DD) in court. By
using an appropriate scientific tradition in our response, we
will (a) avoid misinterpretation of the issues they raise, while
(b) pointing out our agreements, when possible. Finally, we
respectfully suggest that some of their reading of our work
appears to have been influenced by a pre-existing negative
frame that in our view is distorting our true position. We will
therefore attempt to clarify our position while clarifying the
errors of omission and commission in their response.

Trauma-Related Dissociation

The central theme of the Merckelbach and Patihis (2018) re-
sponse is that the Bvery term ‘trauma-related dissociation’ acts
as a petitio principi: it fuels the misunderstanding that dissocia-
tive symptoms of the claimant substantiate the presence of a
traumatic history” (p. 2). Much of the response is spent citing
papers that conclude that not all dissociation is trauma-related
(Dalenberg, Brand, Gleaves, Dorahy, Loewenstein, Cardefia, &
Spiegel, 2012) and not all those suffering from dissociative
symptoms require trauma-focused treatment (Briere & Runtz,
2015). They argued that using the term TRD is dangerous, and
that the positing of TRD will somehow bias the reader into a
rigid belief set that denies the existence of any other cause of
dissociative symptoms, for example that both self-reported trau-
ma history and dissociative symptoms derive from an overactive
imagination on the part of the claimant (i.e., Bfantasy
proneness™) or the influence of leading questions from incom-
petent therapists (i.e., Biatrogenic therapy”), and will further
create a belief that the existence of dissociative symptoms can
be used to substantiate a trauma history.

We mustadmit that we were puzzled by these assumptions.
The existence of diabetes-related retinopathy does not imply
that retinopathy cannot exist in nondiabetics, the fact that
thousands of articles have described travel-related fever do
not imply that one cannot develop a fever in one’s one home
town, and the latest fad of writers referring to Obama- or
Trump-related derangement does not imply that no other prov-
ocations exist in the world. In other words, although we did
attempt to showthat TRD, the central focus of our paper, does
exist and is a cause of dissociation, we did not take the posi-
tion that trauma is the sole reason for elevated scores on dis-
sociation measures. We agreed that the task of the forensic
assessor is to weigh the evidence in favor of the most likely
cause of any disorder in court. In this case, it is particularly
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important to differentiate the tasks of the forensic assessor in
cases where the trauma exposure is itself substantiated or not.
In other words, in cases where the occurrence of a traumatic
life event can be independently substantiated (e.g., external
witness, physical evidence), in our view, the question of a
causal role for fantasy proneness or iatrogenic therapy in the
generationoffalse memories of traumaexposure becomes less
relevant, and the hypothesis of TRD becomes increasingly
favorable. In comparison, in instances where the trauma
exposure cannot itself be verified, we do not believe that a
high score on a dissociation test should ever be used to
substantiate an otherwise unproved trauma history, and do
not believe a fair reading of the Brand et al. (2017a, b) paper
set would lead one to this conclusion.

In sum, we do believe, and will not repeat our arguments
here given space considerations, that dissociation can be, and
often is, trauma-related. Further, dissociation observed in the
context of trauma history is associated with many problematic
outcomes, including severity of PTSD (Carlson, Dalenberg, &
McDade-Montez, 2012), higher likelihood of suicide (Briere
et al., 2016; Stein et al., 2013; Tamar-Gurol et al., 2008) and
non-suicidal self-injury (Ford & Gémez, 2015; Webermann
et al., 2015), depression (Armour et al., 2014), severe role im-
pairment (Stein et al., 2013), and impulsivity (Somer, Kramer,
& Ginzburg, 2012). It is therefore imperative for the forensic
examiner to evaluate for the presence of dissociation and to take
dissociation into account in rendering forensic opinions in cases
of putative or alleged trauma exposure, and consider the possi-
ble etiological role for trauma exposure in the development of
dissociation, that is, TRD. We would further contend, given the
substantial evidence we have presented for comorbidity of dis-
sociation and multiple serious disorders, that there are evidence-
based reasons to assess for dissociation even among those who
take extreme negative positions on the trauma-dissociation con-
nection (overall or in a given case).

Forensically, the difficulty inassessmentisindisentangling
past, remote, or distal trauma histories from more contempo-
raneous, immediate, or proximal trauma incidences and as-
cribing causality to any resultant dissociation/TRD/DD when
both pastand more present trauma factorsare atissue (e.g., for
a motor vehicle accident survivor having a history of sexual
abuse). Proper training and adherence to professional stan-
dards and scientific guidelines and research must be used in
these most difficult cases. That said, this does not deny the
validity from the outset of dissociation/TRD/DD symptom-
atology as being possible in scenarios such asthis.

Likelihood Ratiosandthe Study
of Dissociation

Merckelbach and Patihis (2018) recommended the method of
likelihoodratiostoclarifythetrauma-dissociationconnection.

This methodology essentially compares the conditional prob-
ability of dissociative symptoms (or any mental health prob-
lem) in the presence vs. absence of trauma exposure. A recent
study conducted by Frewen, Brown, and Lanius (2016) did
just that. The researchers demonstrated that the self-reported
presence of dissociative symptoms of at least moderate sever-
ity was highly contingent ona self-reported childhood trauma
history; only 2% of those found to be low on self-reported
childhood trauma (i.e., below the 25th percentile) reported
moderate or severe dissociative symptoms, especially inrela-
tion to the dissociative symptom of voice hearing.
Importantly, however, the reverse is not true: the presence of
such a history is itself not a guarantor for the development of
dissociative symptoms. In fact, among those above the 75th
percentileinself-reportedchildhood traumaexposure, Frewen
and colleagues found that only approximately 14% can be
expected to report dissociative symptoms of at least moderate
severity.

We agree with Merckelbach and Patihis (2018) that inves-
tigation of likelihood ratios or conditional probabilities of
mental health outcomes given trauma exposure rates, and the
reverse, of trauma exposure rates given mental health out-
comes, needs to be conducted, and agree with the limitations
of correlational designs. Indeed, correlational designs can ob-
scure these differential conditional probabilities, because max-
imum correlations are affected by the base rates (perhaps par-
tially explaining the moderate average correlation in the meta-
analytic work of Dalenberg et al. (2012) on the trauma
exposure—dissociation connection). Further, prevalence rates
for the conditional probabilities of traumatic events leading to
the development of trauma- and stressor-related disorders
have been developed using factor analysis (e.g., Kessler,
Aguilar-Gaxiola, Alonso, Benjet, Bromet, Cardoso, &
Koenen, 2017) and studies show that repetitive, chronic expo-
sureto traumatic stress during childhood may be a particularly
strong risk factor for the development of dissociative disor-
ders. In the World Mental Health Survey study (Stein et al.,
2013), more severe and earlier exposure to trauma were
associated with dissociative symptoms among those with
PTSD. Indeed, the Frewen et al. (2016) study established that
the probability of moderate to severe dissociation is nearly
zero (2%) inthe absence of any significant self-reported child-
hood trauma history. Other kinds of traumatic events or other
non-trauma antecedents, however, may show different condi-
tional probabilities for the development of dissociative symp-
toms and disorders, a matter to be resolved with future re-
search. Specifically, Merckelback and Patihis considered
sleep problems (van der Kloet, Merckelbach, Giesbrecht, &
Lynn, 2012), deficient affect regulation (Briere & Runtz,
2015), and response bias (Merckelbach, Giesbrecht, van
Heugten-van der Kloet, Jong, Meyer, & Rietman, 2015) as
possible alternative causes for dissociative symptom reports
that should be ruled out if TRD is to be favored. Whereas we

{2 Springer



Psychol. Inj. and Law

reviewed a study employing the likelihood ratio (conditional
probability) approach advocated by Merckelbach and Patihis
to investigate the probability of trauma histories in the pres-
ence of dissociative symptoms (Frewen et al., 2016), we are
aware of no prior studies that have employed similar method-
ology to assess the likelihood of any of these other causal
factors for dissociation.

Nevertheless, Merckelbach and Patihis (2018) raised the
important issue that Bseveral studies of people suffering
from dissociative psychopathology found that a sizeable
minority did not report a traumatic history (e.g., 24%,
Duffy, 2002; 39%, Sar, Akylz, & Dogan, 2007)" (p. 2).
Given their concern about the inaccuracy of trauma reports
in other publications, however, it is curious that
Merckelbach and Patihis appeared to take such reports at
face value here, expressing no objection that such reports
might sometimes be errors of omission. Merckelbach and
Patihis seemed certain that those not reporting child abuse
in their history have no such history, despite acknowledge-
ment by at least one of the authors they cite (Duffy, 2002)
that some patients could not answer the trauma questions
due to lack of self-certainty about their own histories. In
comparison, we would suggest a reasonable explanation
for the forensic expert to consider is that self-reported trau-
ma exposure rates may be underreported, that is, either will-
fully withheld, for example, due to shame, or intentional
forgetting to avoid painful recollection (Koutstaal,
Schacter, Johnson, Angell, & Gross, 1998), or unknowingly
withheld, that is, due to dissociative processes themselves,
or that they may be consciously or unconsciously over-re-
ported. Unfortunately, although good methods of detection
are available for the latter, the former is difficult to detect.
We contend that dissociative amnesia represents one possi-
ble cause (among others) of non-reports of trauma exposure
that requires consideration, particularly in persons reporting
clinically significant dissociative symptoms.

Clinical Evaluation of Dissociation

Turning our discussion to validated tools for assessment,
Merckelbach and Patihis (2018) wrote that the Bbias™ of
Brand et al. (2017a, b) Bis all the more problematic because
there are, as far as we know, no field trial data about the
interrater reliability of the dissociative disorder diagnosis”®
(p. 5). Further, Merckelbach and Patihis wrote that they would
be Bsurprised” if there was not Bsuboptimal accuracy” in di-
agnosing dissociative psychopathology. We must point out
that they are wrong on both counts. Six studies have assessed
the reliability of diagnoses derived from the interview that is
considered the gold standard diagnostic interview for disso-
ciative disorders, the Structured Clinical Interview for
Dissociative Disorders (SCID-D; Steinberg, 1993) and the
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SCID-D-Revised (SCID-D-R; Steinberg, 1994a, b), and
found the data to have good to excellent interrater reliability
(see Table 1).

For example, as discussed by Steinberg (2000), the SCID-
D field trial assessed patients at baseline, 2 weeks, and
6 months. The weighted kappas for the presence as well as
the severity of dissociative symptoms was good to excellent
(.77 t0 .86) at each time point. Agreement about the presence
of a DD was also excellent (.92), and has been confirmed by
other researchers (e.g., Boon & Draijer, 1991; Goff, Olin,
Jenike, Baer, & Buttolph, 1992; Kundakgci, Sar, Kiziltan,
Yargic, & Tutkun, 2014). Interrater agreement for type of
DD was very good to excellent (.77 to .86) with depersonal-
ization disorder having the lowest agreement and DID having
the highestagreement. Test-retest reliability was very good for
the overall assessment of the presence of a DD (kappa =.88).
Recent studies also find the SCID-D-R to have good to excel-
lentinterrater reliability (Kundakgietal.,2014). Theerror rate
for diagnosing DID using the SCID-D/SCID-D-R is low,
ranging from 4.4 to 11% (see Table 2).

Due to space constraints, Brand et al. (2017b) presented
only a few examples of the utility statistics associated with
assessment interviews and tests with DID individuals.
Merckelbach and Patihis (2018) expressed curiosity about
error rates for interviews and tests; we provide these in
Tables 2 and 3. As indicated in the tables, the false negative
rates (that is, the proportion of feigners misclassified as hav-
ing genuine DID) approximate zero in the case of the SCID-
D, and are also reasonably low for an empirically derived
composite of Minnesota Multiphasic Personality Inventory-
2 (MMPI-2; Butcher, Graham, Ben-Porath, Tellegen, &
Dahlstrom, 2001) scales (17%) and the Test of Memory
Malingering (22%; TOMM; Tombaugh, 1997). The false
positive rates (i.e., the rate at which a measure misclassifies
DID patients as DID feigners) have been lowest with the
SCID-D (0%), the Structured Interview of Reported
Symptoms-2 (SIRS-2; Rogers, Sewell & Gillard, 2010) with
and without its Trauma Index (0-8%), and the TOMM (3%),
but are also reasonably low for the MMPI-2-derived com-
posite (14%).

Malingering Dissociation and the Dissociative
Disorders

Merckelbach and Patihis (2018) were highly concerned about
malingering and over-reporting in individuals reporting
dissociation, and argued that Brand et al. (2017a, b) Bsuggest

1 As suggested by a reviewer, we would like to clarify that we are using the
terms false positive and false negative here as it is typically used in the malin-
gering literature, where the aim is to detect the malingerer.
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Tablel Interrater reliability data for SCID-D/SCID-D-R

Authors ~ Sample SCID-D/SCID-D-R procedure Interrater correlation on Agreement on specific DD diagnosis Agreement on presence
SCID-D symptom se- vs. absence of DD
verity
Steinberg 41 mixed diagnostic DD expert (blind to 63% referring diagnoses) .95 DID = 90% 96%
etal., clinical patients, and psychiatric nurse blind to all referring DDNOS = 82%
1990 7 healthy controls clinicians’ diagnoses independently Depersonalization disorder = 65%
conducted/scored SCID-D
Boon & 44 clinical patients Two DD experts independently NA DID =100% 97.7%
Draijer, conducted/scored SCID-D
1991
Boon & 45 mixed control patients, Random sample of 16 SCID-D interviews Amnesia = .88 5 out of 6 raters had 100% agreement on DID. 100% agreement on absence of DD. 97.9%
Draijer, 45 DD patients rated by 3 psychologists and 3 psychiatrists ~ Depersonalization =.83  Skeptical rater disagreed with others twice agreement on presence of DD.
1993 (21 DID and 24 (1 described himself as Bskeptical” about DID) Derealization = .81 (yet still diagnosed DDNOS and depersonalization ~ Overall kappa = .96
DDNOS) Identity confusion =.82  disorder). Agreement on diagnostic categories =
Identity alteration=.85 .70 kappa.
Welburn  Clinical patients: Interviewers blind to study hypotheses DID = .98 92% across groups -
etal., Schizophrenia N =9 and group status

2003 DIDN=12
Controls randomly

assigned:
Healthy N =9
DID Feigners N =10
Goff OCD patients N =100,  Psychiatrists were blind to the other Depersonalization = .96 Depersonalization disorder = 84%
etal., 10 of whom had aDD interviewer’s diagnoses and other Derealization = .92 Dissociative amnesia = 89%
1992 clinical information Amnesia = .92 DDNOS = 100%
Identity confusion = .93 DID = 100%
Identity alteration = .85
Kundakgi DD patients N = 34 Psychiatrists were blind to diagnoses Severity of symptoms = .78—-1.00
etal.,, Mixed psychiatricpatients Total SCID-D score =
2014 N =34 .76

NA

100%

SCID-D/SCID-D-R Structured Clinical Interview for Dissociative Disorders (Revised), DD dissociative disorder, NA not applicable
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Table2 Utility statistics SCID-D/SCID-D-R with dissociative disorder samples
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Error rate

Specificity (test’s ability to
correctly classify DID

patients)

Sensitivity (test’s

interview ability to correctly

Test or

SCID-D/SCID-D-R procedure

Clinical diagnostic

procedure

Sample

Authors

classify feigners)

Presence vs. absence of DD

4.4% of patients

95.6%

SCID-D 100%

Clinicians diagnosed DD Random sample of 16 SCID-D

45 mixed control patients,

Boon &

misclassified as
having DID

interviews rated by 3 psychologists and 3
psychiatrists (1 described himself as

Bskeptical™ about DID)

patientswith assistance
from an independent

DD expert;

45 DD patients (21 DID and 24
DDNOS)

Draijer,
1993

DID vs. other disorder

Welburn

89% DID vs. Schizophrenia 11% of patients

SCID-D 100% forDID

Psychiatrists specializing Interviewers blind to study hypotheses

=9

Schizophrenia N

DIDN

misclassified as
having DID

(one patient in latter group
classified as DDNOS

inschizophreniaorDD  and group status

=12

etal.,

Controls randomly assigned:

Healthy N

2003

rather than DID)

=9

=10

DID Feigners N

SCID-D/SCID-D-R Structured Clinical Interview for Dissociative Disorders (Revised), DD dissociative disorder, TOMM Test of Memory Malingering, TSI-2 Trauma Symptom Inventory-2, SIRS Structured Interview of

Reported Symptoms, Tl Trauma Index on SIRS/SIRS-2

that in the case of dissociative individuals, a failure on tests
tappingintosymptomyvalidity validatesrather thaninvalidates
symptom presentation” (p. 4). It is very difficult to see this
conclusion as fair-minded. In our original set of papers on this
topic, extensive space, including a separately titled section on
malingering with several subsections, was devoted to
distinguishing feigned from clinical dissociative disorders.
Forexample, the TOMM, asymptom validity test of cognitive
effort, was described in Brand et al. (2017b) as Bone of the
most promising measures for use in distinguishing feigned
from clinical DID with respect to dissociative amnesia” (p.
307). In comparison, the Structured Interview of Reported
Symptoms (SIRS; Rogers, Bagby, & Dickens, 1992) was re-
ported to misclassify approximately 35% of patients diag-
nosed with DID (Brand, McNary, Loewenstein, Kolos, &
Barr, 2006). In fact, Rogers himself discovered that the SIRS
misclassified 31% of patients with severe trauma histories as
feigners and so developed the Trauma Index, a sum of three
SIRS scales that were not endorsed at high levels by trauma
survivors. This index did not over-classify complex trauma
survivors as feigners in Rogers’ work (Rogers, Payne,
Correa, Gillard, & Ross, 2009), and accurately distinguished
clinical from simulated DID in Brand, Tursich, Tzall, and
Loewenstein (2014).

Given all of the information above, it was unclear why
Merckelbach and Patihis (2018) would describe us not only
of ignoring malingering (a term we use 23 times in the man-
uscripts), butalso of believing symptom validity test failure to
be a positive sign of the presence of dissociation. The only
explanation we can find from this misreading of our work is
that that we cited findings that known trauma populations and
validly diagnosed dissociative populations do elevate on cer-
tain scales designed to detect malingering (Elhai, Gold,
Sellers, & Dorfman, 2001; Rogers et al., 2009; Welburn
etal., 2003). However, the authors of the measures have them-
selves cautioned that malingering scores may be false posi-
tives, and have even recommended raising cutoff points in
some cases (Rogers, Sewell, Martin, & Vitacco, 2003;
Rogers et al., 2009), or, as Brand et al. (2017a, b) suggested,
avoiding overly facile conclusions of malingering based on
single measures. We consider the problem of attempting to
limit conscious distortion by respondents within forensic in-
terviewsand interpreting datainthe context ofexaggerationto
be extremely complex, particularly giventhe commonrecom-
mendation in test manuals to consider exaggeration as a po-
tential Bery for help.* When research shows that a given test
may not function as intended for a specific cultural or diag-
nostic group, that information must be carefully considered by
the forensic evaluator. This reason, and only this reason, was
the foundation for our presentation of findings that some ma-
lingering tests are not as straightforwardly applied for the
present type of cases being considered compared to others in
the forensic context.
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Table3 Utility statistics and error rates for measures with dissociative disorder samples

DID to DID feigning Method of diagnosing DD Sensitivity? Specificity? False negative rate® False positive rate?
Welburn et al., 2003 DID N =12 Interviewers blind to study SCID-D 100% 100% 0% of feigners 0% of patients
DID hypotheses and group status misclassified as misclassified as
Feigners DID feigners
N =10
Brand et al., 2006 DID N = 20 Outpatient or inpatient team SIRS 49% 65% 51% 35%
DID diagnosed with DID
Feigners
N =43
Brand et al., (2014) DID N = 49 Outpatient or inpatient team SIRS-2 with and Tl alone = .86 T1 alone =80% Tl alone = 14% Tl alone = 20%
DID diagnosed with DID without Trauma SIRS-2 with or without T1 56-86% SIRS-2 with or SIRS-2 with or SIRS-2 with or
Feigners Index (TI) without Tl without without Tl = 0-8%
N=77 92-100% Tl = 14-44%
Brand & Chasson (2015) DID N = 53 Outpatient or inpatient team MMPI-2 Fp performed best among single validity ~ Fp =85% Fp =21% Fp=15%
DID diagnosed with DID scales = 79% but PPP still only 66%  Composite of Composite of Composite of
Feigners Best predictor: composite of predictors = predictors =86%  predictors=17%  predictors = 14%
N =144 83%
Palermo & Brand (2018) DID N = 20 Diagnosed by inpatient treatment TSI-2 Atypical AT7-92 A9-T7 8-53% 23-51%
DDNOS team after being observed for one Response Scale
N=19 week
DID
Feigners
N =51
Brand, Webermann, DID N = 31 71% were inpatients diagnosed by TOMM .64—-.78 .87-97 22-36% 3-13%
Snyder, and Kaliush DID treatment team after being observed
(2018) Feigners
N=74

SCID-D/SCID-D-R Structured Clinical Interview for Dissociative Disorders (Revised), DD dissociative disorder, TOMM Test of Memory Malingering, TSI-2 Trauma Symptom Inventory-2, SIRS Structured Interview of
Reported Symptoms, Tl Trauma Index on SIRS/SIRS-2, PPP positive predictive power

2 Tests ability to correctly classify feigners

b Tests ability to correctly classify DID patients

¢ Proportion of feigners missed by test; 1—sensitivity

d Proportion of patients misclassified as feigners by test; 1—specificity

me pue ‘fu] 'Joyaksd



Psychol. Inj. and Law

Clinical and Behavioral Signs of Dissociation

Behavioral observations are an important source among the
multiple sources of data necessary for a forensic assessment.
Brand et al. (2017b) emphasized the careful observation of
evaluees to determine whether they show signs that might
indicate dissociation. They advised assessors to keep written
notes of behavioral observations in detailed transcripts of the
evaluee’s speech, which can assist in identifying potential
cognitive and emotional shifts in response to various cues.
Merckelbach and Patihis (2018) stated that such a list could
beused Btodiagnoseatraumatic historyinevery claimant” (p.
3). But nowhere in the Brand et al. (2017a, b) work was it
advised that behavioral signs should alone be used to diagnose
a traumatic history or a dissociative disorder. Instead, Brand
etal. (2017b) discussed the noting of behavioral signs during
psychological assessmentinamanner consistentwith forensic
evaluation of any disorder. This type of recommendation
would not have been considered contentious had we been
discussing major depressive disorder (MDD), suggesting that
the evaluator, in addition to careful assessment with validated
tests, note in the interview if the respondent lacks affective
reactivity, cries easily, or moves slowly; or, in contrast, is
readily responsive with smiles and laughter, and shows no
psychomotor retardation. Such behavioral signs, while alone
insufficientto confirm or refute diagnosis, provide either con-
verging or diverging data supporting overall diagnostic hy-
potheses garnered from multiple data sources, and this ap-
proach should apply equally to dissociative disorders as any
others, such as MDD.

Dissociative disorders are infrequently taught about in the
professional education of psychologists, psychiatrists, and
other mental health providers. Brand et al. (2017b) took the
opportunity to list some of the behavioral indicators that are
frequently noted by expert clinicians in their evaluative ses-
sions with dissociative evaluees. Merckelbach and Patihis
(2018) are certainly right that these indicators should receive
more study before they are used as formal diagnostic indica-
tors (a strategy Brand et al. (2017b) never recommended).
They are incorrect, however, that no research has been con-
ducted on the subject of behavioral signs of dissociation.
BSpacing out™ and identity confusion observed by others,
for instance, are part of the core set of dissociative symptoms
that have been validated as part of the Child Dissociative
Checklist (CDC; Putnam, Helmers, & Trickett, 1993).
Moreover, variations in eye flutter and eye roll are one of
the oldest and most studied signs of hypnotic and dissociative
states (Spiegel, 1972), with eye roll capacity correlating .55
with dissociation (Torem, Egtvedt, & Curdue, 1995). Most
importantly, Merckelbachand Patihis (2018) are simply incor-
rect in stating that Brand et al. (2017b) are suggesting that
behavioral signs can alone be used as sufficient markers of a
trauma history or dissociative disorder. Rather, Brand et al.
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(2017b) stated that Basalways, multiple sources of assessment
data are necessary, including careful behavioral observations,
testing with measures and interviews that have been validated
for the population and issue at hand, corroboration from mul-
tiple sources, and thorough review of discovery materials, to
develop anaccurate assessment ofanindividual” (p. 304). We
re-assert this conclusion to readers of our work, such as
Merckelbach and Patihis, particularly as it is standard ethical
forensic practice.

Finally, although we agree that behavioral signs should not
be over-weighted or used as diagnostic tools in and of
themselves, we query why Merckelbach and Patihis (2018)
should conclude so confidently that these behavioral signs,
which they claimed (incorrectly) have not been studied, are
Beasy to feign” (p. 3). True, malingerers might show slow
response time (which was not included as one of our behav-
ioral indicators), but the fact that malingerers tend to show
Btotal amnesia for personal identity and past knowledge” (p.
3), as Merckelbach and Patihis argued, is a sign that feigning
of DID is not easily accomplished by these individuals, given
that such extensive reports of amnesiaare not characteristic of
most persons with DID (American Psychiatric Association,
2013).

The ease of simulation of DID and amnesia has indeed
been researched extensively in recent years, including by
Brand etal. (20173, b). In general, differentiation of genuine
fromfeigned DID has found that extensive claims of amnesia,
particularly if they are dramatic and/or related to only Bbad”
behaviors that the person might want to avoid admitting, are
suggestive of feigned amnesia and/or feigned DID (Coons &
Milstein, 1994; Draijer & Boon, 1999). Consistent with the
general malingering research, individuals with genuine DID
do not typically claim total amnesia for their identity, and
when they show shifts in knowledge, it tends to be
circumscribed and fluctuates with time (Draijer & Boon,
1999; Spiegel, Loewenstein, Lewis-Fernandez, Sar, Simeon,
Vermetten, & Dell, 2011). For example, while a person with
genuine DID may generally lack detailed memory of a con-
versation or making a purchase, hours later they may report at
least a vague recollection of the previously disremembered
event. Further, individuals with DID do not typically flaunt
theiramnesia; rather, they tend to be embarrassed and anxious
about it (Draijer & Boon, 1999; Steinberg, 2000). Research
indicatesthatanabsence of dissociationduring interviewsand
a sense of ease or enjoyment when the evaluee reveals infor-
mation about dissociative states is characteristic of factitious
and malingered DID (Draijer & Boon, 1999). Behavioral
signs of dissociation, including during the interview, and am-
bivalence and discomfort revealing information about disso-
ciative symptoms such as self-states and amnesia are charac-
teristic of genuine DID (Draijer & Boon, 1999; Steinberg,
1994a, b). A study that compared self-reported amnesia
among individuals with borderline personality disorder
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(BPD) tothose witha SCID-D-R diagnosed DD found that the
BPD group reported higher levels of amnesia than the DD
group, despite the DD individuals having higher levels of
amnesia, according to SCID-D-R scores ($ar, Alioglu,
Akyiiz, & Karabulut, 2014). The authors concluded that the
BPD group appeared to be more self-aware of amnesiathat the
DD group. These results suggest that the DD group did not
appear to be exaggerating their reports ofamnesia.

The Subjectivity of Amnesia
and the Single-Cause Hypothesis

Parts of Merckelbach and Patihis’s (2018) critique of our pa-
per setrepresent atype of argument that is frequently faced by
researchers studying DID and dissociative amnesia. Here,
each study supporting the DID-related hypothesis in question
is placed under a microscope. Is the N too small? Does it
contain self-report? Was the abuse corroborated? Has it been
replicated internationally in countries with less media expo-
sure to DID? Critiques of the dissociative amnesia studies as
largely self-report and retrospective led to improvements in
design, such as Williams’ (1995) prospective study and
Dalenberg’s (1996) study of corroborated abuse memories
recovered in therapy. The vast array of studies and study de-
signs conducted since the 1990s is a positive development
inspired in part by researchers such as Merckelbach and
Patihis.

That said, Merckelbach and Patihis’s (2018) critique of our
various statements regarding dissociative research were al-
most always accompanied by counter-statements that were
presented with little critical evaluation. For example,
Merckelbach and Patihis suggested that iatrogenic therapy
mightinstead be the cause of DID, referring us to unexamined
case studies compiled by an individual who declared a clear
potential bias, given that he stated that his daughters accuse
him of sexual abuse based on recovered memories
(Pendergrast, 1996, 2017). Here, Merckelbach and Patihis’s
careful scientific examination of alternative hypotheses for
results or potential bias inthe evaluator or researcher appeared
simply to vanish. We refer the reader to Ditto and Lopez’s
(1992) writings on Bmotivated skepticism.” Brand et al.
(2017a) refrained from extensive consideration of the iatro-
genic therapy hypothesis because they could find no direct
empirical support for it. They did argue for a potential role
of suggestion, both in the development of symptoms prior to
the forensic evaluation and in the measurement of symptoms
within the evaluation, and recommended methods to reduce
potential contamination.

Intwo other ways, Brand etal. (20173, b) and Merckelbach
and Patihis (2018) simply differ in their understanding of sci-
entific reasoning, leading them to differing emphases.
Merckelbach and Patihis opined directly that because Brand

etal. (2017b) stated that recovered memories can be reliable,
they were ignoring the literature that some such memories can
be false. We were chastised because we did not cite studies
showing that people do at times retract trauma memories that
they recovered in therapy (e.g., Ost, 2017). But Brand et al.
agreed with Merckelbach and Patihis that false memaories can
occur, inside or outside of the psychotherapy office. We do not
believe, however, that if a retraction occurs, the retraction is
always valid and the recovered memory is always false. We
also disagree that the existence of false memories has any
substantial bearing on whether recovered memories can be
(or are more often) reliable. Again, we must point out to the
reader how unusual Merckelbach and Patihis’s argument is,
and how specifically ithas been applied to the trauma domain.
For example, one would be hard pressed to identify any re-
searchers arguing that, because individuals can and do lie
about, misremember, and even forget for neurological reasons
the number of drinks they have had over the course of the last
week, that this should be taken to mean that (a) no one is
accurately reporting drinking, and (b) all research relating
self-reported alcohol consumption to other variables is entire-
ly worthless. Rather, similar to those studying other variables
with social desirability burdens, we recommend for research
on dissociative disorders (a) studies on improvement of mea-
surementto identify and correct for over-and under-reporting,
(b) studies on the differentiation of purposefully malingering
versus genuine sufferers of dissociative disorders, (c) studies
thatexpand onself-reportto examine the neurological or other
psychophysiological underpinnings of the disorders, and/or
(d) studies of the frequency of external corroboration of trau-
ma reports. We do not believe that dissociation must stem
from a single cause, but do not accept that even convincing
evidence for iatrogenic dissociation, ifit were to be developed,
would negate all instances of TRD. Forensic examinees have
beenknown to malinger psychosisand dementia, among other
psychiatric diagnoses. It would be a very strange argument to
assert that successful malingering of any psychiatric disorder
would result in the disorder being stricken from the
Diagnostic and Statistical Manual of Mental Disorders
(DSM; APA, 2013) as no longer valid.

A second way in which we differ is in our interpretation of
the meaning of Bsubjective” versus Bobjective” amnesia.
Here, rather than holding the simplistic view that
Merckelbach and Patihis (2018) suggested that we hold, we
would contend that it is the complexity of the accepted view of
dissociative disorders that Merckelbach and Patihis failed to
understand. Asa brief explanation of acomplex topic, consid-
er the famous example offered by Claparede in 1911 (Nicolas,
1996). In an experiment unlikely to pass modern IRB panels,
Claparede hid a sharp pin in his hand when shaking the hand
of a patient with Korsakov’s syndrome. Later, the patient
Bsubjectively”™ claimed amnesia, and did not recall having
met Claparede before. BObjectively,™ however, there was
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evidence that the individual did have recall, in that he refused
to shake Claparede’s hand again, and noted that he had heard
that people hid pins in their hands. In addition, there is a large,
complex literature showing that Korsakov’s syndrome indi-
viduals can display implicit memory and priming responses
under a variety of experimental conditions, but not on others,
and show different patterns of implicit memory and priming
compared to patients with other forms of dementia (Hayes,
Fortier, Levine, Milberg, & McGlinchey, 2012). As is true in
this case, most dissociation theorists (like most memory re-
searchers) understand the workings of multiple memory sys-
tems. In comparison, Merckelbach and Patihis stated that
Brand et al. (2017a, b) Bdisregard” the work of Huntjens,
Verschuere, and McNally (2012), work that broadly showed
that inter-identity amnesia may be subjective rather than ob-
jective. Beyond the fact that the work of Huntjens etal. (2012)
isby no meanswithoutitscritics, and other research lines have
produced opposite results (e.g., Elzinga, Phaf, Ardon, & van
Dyck, 2003), the objective data given in the Claparede case,
like those given in the Huntjens et al. (2012) studies, does not
automaticallytranslate for usinto either ofthe two alternatives
proposed by Merckelbach and Patihis—the patients are lying
and/or they have been led to their misstatements by others.
Rather, these studies illustrated that subjective memory is a
highly complex experience, and if it does not conform to ob-
jective evidence, may or may not reflect malingering. Out of
sight does not mean out of mind. Memories not available to
explicitepisodicrecall may well have impliciteffects, aswhen
awoman raped inan elevator refuses to enter one although she
cannot recall details of the assault (Spiegel, 1997).
Similarly, when an individual with schizophrenia reports
that her relatives have been kidnapped by aliens, we may have
a great deal of evidence that she is wrong objectively, but her
subjective belief is in and of itself evidence of the disorder.
Schizophrenia is in part a set of changes in belief and brain
processing that makes it seem plausible to the individual that
her relatives have been kidnapped by aliens. Mental health
professionals describe the delusions without believing them
(Spiegel, Hunt, & Dondershine, 1988). Yet, critics of DID
theory and research often attempt to prove that professionals
who describe dissociation of identity, memory, and conscious-
ness are unduly credulous. Those with DID suffer fragmenta-
tion of identity but are not, in fact, multiple instances of peo-
ple. This does not invalidate DID theory any more than delu-
sions and hallucinations invalidate the diagnosis of schizo-
phrenia. Instead, the disorder of DID creates a subjective ex-
perience in which it seems plausible to the individual that she
or he has Bmany selves” in one body, and that plausibility is
linked to differences in structure of the DID individual’s psy-
che. Such a conclusion is in keeping with the results of
Reinders, Willemsen, Vos, den Boer, and Nijenhuis (2012),
for example, who showed neurobiological and
psychophysiological differences between amnestic statesina
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DID population, and further showed that these differences
could not be simulated by motivated control subjects.
Nonetheless, we agree with Merckelbach and Patihis (2018)
that the question of metacognitive understandings of the self
in the dissociative individual is an importantone.

Collateral Information and the Use of Jargon

Brand et al. (2017b) argued that Bmultiple sources of assess-
ment data are necessary, including careful behavioral obser-
vations, testing with measures and interviews that have been
validated for the population and issue at hand, corroboration
from multiple sources, and thorough review of discovery ma-
terials, to develop an accurate assessment of the individual®
(p. 304). Merckelbach and Patihis (2018) suggested that be-
cause we stated in one sentence in our two manuscripts that
self-reports are Bideally supplemented with collateral
information,”™ we were indicating the collection of collateral
information was merely Bprovisional”™ and that this therefore
conflicts with the principle to use multiple sources of infor-
mation. We will spend little time with thisargument, since the
quotation above illustrates definitively our recommendation
for the use of multiple sources of information. Recognition
that all forensic cases rest partially on self-report does not
invalidate the statement that multiple sources of information
are required for a comprehensive assessment in the forensic
context. Itisrare, for instance, for child incest cases to be fully
witnessed, and many also lack DNA evidence. To take a po-
sition that collateral information is important, and should be
sought, is normative forensic practice. However, to take the
position that in no case may we use the testimony of the
witness as part of the full evaluative process, even tentatively
and with notation of source, unless there is outside corrobora-
tion, is an extreme point of view.

Merckelbach and Patihis (2018) were particularly worried
byBrandetal.’s(2017b) statement that evaluators should Buse
the evaluee’s own words rather than professional jargon as
much as possible,” (p. 302) which they saw as antithetical to
collecting collateral information. Here, we believe that our
hypothesis of motivated skepticism on the part of
Merckelbach and Patihis applies. It is hardly revolutionary
for forensic experts to warn those attempting to communicate
scientific concepts to lay audiences to avoid jargon. In fact,
computer programs called De-Jargonizers now exist
(Rakedzon, Segev, Chapnik, Yosef, & Baram-Tsabari, 2017)
to help scientists remove the jargon fromtheir papers, inhopes
that the points will be communicated more clearly. The advice
to avoid professional jargon is taken directly from numerous
practice parameters for forensic professionals, e.g., the prac-
tice parameters for the forensic evaluation of adolescents and
children who may have been sexually abused (American
Academy of Child and Adolescent Psychiatry, 1997). We
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explicitly suggested avoiding the use of jargon as a method of
decreasingthe possibility ofexaggeration: BToavoid inadver-
tently providing training to individuals who are inclined to
exaggerate or malinger symptoms, assessors should not use
professional language such as Bdissociation™ and
Bflashbacks.™ If an evaluee uses the word dissociation, ask
what he/she means” (Brand et al., 2017b, p.302).

Finally, Merckelbachand Patihis (2018) expressed concern
that Brand et al. (2017b) Beven go so far as to state it is
necessary to ‘tell the story’ of traumatic experiences over the
plaintiff’s lifespan”™ (p. 302). We can only assume that there is
a subtext being read into this statement of which we are not
ourselves aware. It would seem that Merckelbach and Patihis
believe that merely obtaining and recounting reports of trau-
matic experience introduces bias or undue sympathy for the
survivor. We would argue that systematically excluding such
information fromareportor testimony introduces bias against
the person who experience the trauma and in favor of those
who inflicted the trauma. We believe that it is noncontrover-
sial, and especially important to those who doubt the existence
of dissociative disorders, that forensic evaluators should be
informed by evidence collected across the individual’s full
history in making forensic judgments rather than assume the
primacy only of the most recent alleged trauma. Perhaps
Btelling the story” is offensive wording for the same reason
that Bavoiding jargon”™ might be, but the language chosen was
not an attempt to reject the importance of testing, corrobora-
tion, or skeptical inquiry. In either event, these sentences were
embedded in six paragraphs that discussed ways of avoiding
inadvertently teaching the evaluee about dissociative symp-
toms, along with a number of other methods to avoid biasing
the assessment. The implication that the avoidance of jargon
or the attempt to develop a chronological and understandable
timeline to present to a jury is inevitably a sign of bias is
inconsistent with unbiased forensic practice.

Our BLack of Connection to Science”
and ScientificBSimplifications”

In other sections of this paper, we have addressed a few of
Merckelbach and Patihis’s (2018) claims of a lack of a valid
scientific approach in our work. Of their six examples, we
have addressed our alleged failure to emphasize collateral in-
formation, our attention to malingering, and our recommen-
dations to avoid professional jargon. In each case,
Merckelbach and Patihis simply read into our paper set some-
thing that was not there (e.g., we do not worry about over-
reporting), despite pages of writings on the issue. We have
also explained why we view the issue of Bobjective” versus
Bsubjective™ memory errors differently than do Merckelbach
and Patihis. Next, we examine the issues of fantasy proneness
and recovered memory.

FantasyProneness Inouroriginal paper (Brandetal.,2017a,
p. 288), we wrote the following:

One of the most common myths about dissociation is
thatitis Bfantasy-based” rather thantrauma-based. The
Bfantasy model” (FM) of dissociation claims that disso-
ciative individuals are highly vulnerable to suggestion
andcognitiveerrors,suchasbelieving Bfalse memories”
of abuse and/or erroneously believing they have a DD.

Brand et al. (2017a) then cited a thorough review on the topic
(Dalenberg et al., 2012), and highlighted some central find-
ings, including the fact that meta-analytic results find that the
relationship between dissociation and suggestibility is low,
that no study has found support for the fantasy model of
dissociation in DD samples, and that predictions made by
the fantasy model have generally not been borne out. We
spent a few pages on the topic, and believe that the
supporting citations were fairly presented. Merckelbach and
Patihis(2018) wrote thatthis Bhides” fromthe potential expert
that dissociation and fantasy proneness are correlated. They
pointed out that fantasy proneness Bendows people with the
talent to tell a deceptive story that makes an authentic
impression” (p. 2) and noted that Peace and Masliuk (2011)
found that Bfantasy pronenessis related to astronger symptom
over-reporting tendency”™ (p. 3). Beginning with our agree-
ments, we should point out that both Dalenberg et al.
(2012), in which Brand was an author, and Merckelbach
(Merckelbach, Horselenberg, & Schmidt, 2002), the develop-
er of the CEQ, a fantasy measure, note that the two scales
containoverlap initem contentand therefore would be expect-
ed to correlate. Further, both sets of authors have conceded
that trauma exposure can cause fantasy proneness (Dalenberg
et al., 2012; Merckelbach, Horselenberg, & Muris, 2001).
Therefore, for multiple reasons, both sets of authors expect a
relationship between the two concepts.

The myth that Brand et al. (20173, b) tried to debunk was
that dissociation and fantasy proneness function similarly in
their relationship to false reporting. This false belief may lead
evaluators to follow Merckelbach and Patihis (2018) by (a)
automatically discounting the accounts of dissociative indi-
vidualsand (b) assumingall dissociative individuals are high-
ly prone to fantasy. Merckelbach and Patihis failed to mention
that dissociatives as a group do not appear to be more likely to
have false memories (Dalenberg et al., 2012; Kluemper &
Dalenberg, 2014; Vissia, et al., 2016).

In the research that Merckelbach and Patihis (2018) had
cited as support for distrust of dissociative individuals
(Peace & Masliuk, 2011), the authors did appear to find, at
first glance, that fantasy proneness relates to symptom
overreporting. But there are a few important details in that
research that Merckelbach and Patihis did not note. First, all
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participants were asked to malinger, were told howto simulate
symptoms of trauma, and therefore did so. Second, the authors
included a test of dissociation. Level of fantasy proneness
predicted degree of elevation of scoreswhen participantscom-
plied with the request to malinger on all three measures of
PTSD. Level of dissociation failed to predict on two of the
three measures, and on the third (the Trauma Symptom
Inventory-2, Briere, 2010), it failed to predict the hallmark
symptom of intrusive experiences (but did predict scores on
scales that commonly are related to dissociation, such as de-
pression and sexual problems). Thus, these findings are much
more complex and confusing than Merckelbach and Patihis
implied and, importantly, they have nothing to do with wheth-
er dissociative individuals routinely over-report (since they
were asked here to over-report). Consequently, we stand by
the conclusion that the bulk of the existing research does not
support the supposition that dissociatives, due to fantasy
proneness, have an enhanced tendency to report false infor-
mation. Certainly, Merckelbach and Patihis’s charged that
Brand et al. (2017a, b) Black a connectivity to existing
science” (p. 3), in the face of our reliance on meta-analyses,
multiple citations, and a review paper citing over one hundred
studies, is inconsistent with the presentedevidence.

Dissociative Amnesia Merckelbach and Patihis (2018) took a
similar approach to our presentation on dissociative amnesia.
Again, we canbeginwith agreement. Merckelbach and Patihis
claimed that it would be problematic if our proposals of care-
ful integration of testing, interview, behavioral observations,
and review of collateral information Bencourage a false-
positive diagnosis of dissociative amnesiain anyone who does
not report being traumatized” (p. 3). Our original articles did
not encourage careless application of criteria, and indeed that
would be irresponsible. We did state, however, that Bresearch
has established the reliability of recovered memories of
trauma”™ (Brand et al., 2017b, p. 305). In contrast,
Merckelbachand Patihis explicitly claimed that Bmore gener-
ally, evidence that the phenomenon of dissociative amnesia
exists—i.e., experiencing a trauma, encoding memories of
the trauma, yet become incapable of recalling them, precisely
because the experience was emotionally devastating—is very
much in doubt...Thus, it is important for expert witnesses to
educate the courts that the concept of dissociative amnesia is
problematic, even at the most basic level of whether it exists at
all™ (p. 4). This position is not in keeping with consensual
scientific thought, as the existence of the disorder in the last
three editions of the Diagnostic and Statistical Manual of
Mental Disorders makes clear (APA, 1980; APA, 1994;
APA, 2013). This statement is in contradiction to our position,
and Merckelbach and Patihis were correct that we would not
support it. We have already addressed the point that
Merckelbach and Patihis’s evidence of their point—e.g., that
studies support that false memories exist and therefore
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dissociative amnesia does not exist—is not valid scientific
reasoning. Individuals falsely claiming that they have cancer,
falsely claiming military injuries or honors, or falsely alleging
dissociative amnesia to take advantage of the system in a
courtroom do most certainly exist. But it is hard to imagine
an article alleging that this is evidence that no one has cancer
or that no one deserves military honors. Similarly, it is not
evidence that no one has dissociative amnesia.

Unfortunately, however, this is not the place to review the
voluminous literature investigating and validating the phe-
nomenon of dissociative amnesia and recovered memory of
trauma. Frankly, this was a choice based on space constraints,
made because we assumed that those who wish to read a paper
on appropriate assessment of dissociative amnesia were those
who accepted its potential existence. For present purposes
suffice it to say that large sample studies as well as experi-
mental work by experts in memory rather than dissociation
validates dissociative amnesia as a psychological phenome-
non (Kritchevsky, Chang, & Squire, 2004). For example,
Brown, Anda, Edwards, Felitti, Dube, and Giles (2007)
showed in nearly 10,000 participants that poor recall for early
life experiences including traumatic life events was actually
strongly elevated among those endorsing more adverse child-
hood experiences, particularly childhood physical and sexual
abuse. Experimental research conducted by Bergouignan,
Nyberg, and Ehrsson (2014) demonstrated that encoding con-
ditionsintended to mimic depersonalization viahead mounted
displays produced poorer recall for life events and an alter-
ation of left hippocampal response at retrieval in healthy par-
ticipants. Prospective studies (e.g., Mechanic, Resick, &
Griffin, 1998; Williams, 1995) measuring amnesia recovery
over time also exist, as do studies interviewing the alleged
perpetrator of the abuse (e.g., Dalenberg, 1996). Whereas
Merckelbach and Patihis (2018) claimed that our former arti-
cles Bignore relevant empirical studies to an extent that is
worrisome” (p. 1), we believe that here the authors’ cursory
dismissal of more than a century of clinical observation and
empirical research on the subject of dissociative amnesia is
rather the more worrisome.

Importantly, reviews on the full range of published articles
find that when accuracy of recovered and continuous trauma
memory was compared, the accuracy rate was equivalent (see
Dalenberg, 2006, for a review). Merckelbach and Patihis
(2018) presented no data that contradicted this general find-
ing. Yes, there are a minority of researchers who refuse to
accept any evidence in favor of dissociative amnesia, just as
there are a minority of scholars who refuse to accept any
evidence favoring global warming, evolution, or the finding
that cigarette smoking relates to cancer. Positions that imply
that significant expenditure should be made to prevent disas-
ters (e.g., positive predictions of global warming), that chal-
lenge strongly held religious views (e.g., evolution), or those
likely to have forensic implications (e.g., the cancer-cigarette
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connectionorthetrauma-dissociationconnection) willalways
attract dissident points of view. The position rejecting the very
existence of dissociative amnesia, however, has long been a
minority position, as established by surveys (Dammeyer,
Nightingale, & McCoy, 1997; Polusny & Follette, 1996;
Pope & Tabachnick, 1995). If Merckelbach and Patihis had
simply stated they themselves believed that dissociative am-
nesia did not exist, and that individual criticisms of the hun-
dreds of supportive studies could be made, we would respond
that although the overwhelming majority of evidence now
supports the existence and validity of dissociative amnesia
as a psychological phenomenon, we agree that methodologi-
cal improvements can and should be implemented. To argue
that none of the supporting data are science, however, and that
all who accept this majority view are unconnected to science,
isnotastatementthat can be supported. Werefer Merckelbach
and Patihis, as well as interested readers, to the excellent re-
view of the experimental and clinical evidence on recovered
memory by Gleaves, Smith, Butler, and Spiegel (2004).

Evidencefor Other Pathways to Dissociation Throughoutthis
reply and indeed within the original articles, we have argued
in favor of considering alternative hypotheses for dissociative
symptom reports. Whereas the question of response bias and
symptom malingering has already been dealt with at length,
we would like to consider briefly here the alternate causal
pathways proposed by Merckelbach and Patihis (2018),
namely sleep problems and affect regulation as causal in dis-
sociation. In reference to sleep problems, Merckelbach and
Patihis cited the study of van der Kloet et al. (2012), who
examined change in dissociation in 195 of 266 psychiatric
inpatients who self-reported dissociation before and after 6
to 8 weeks of mental health treatment in a private clinic
employing an eclectic therapeutic approach. Van der Kloet,
Merckelbach, Giesbrecht, and Lynn (2012) found thatseverity
of childhood trauma was predictive of dissociation at both
time points, despite descriptive statistics indicating that both
the general level of dissociation and level of childhood mal-
treatment history were low. Moreover, childhood maltreat-
menthistory was predictive of sleep disturbances, specifically
narcoleptic symptoms, that were, in turn, predictive of disso-
ciative symptoms. Although the authors appropriately con-
cluded that results were consistent with the proposal that
Btraumatic experiences or the sequelae of trauma disrupt sleep,
which contributes to or exacerbates dissociation”™ (p. 148),
their structural equation modeling further showed that child-
hood maltreatment history remained a strong concurrent pre-
dictorofdissociation scoresindependent of narcoleptic symp-
toms (r = .44). Therefore, their data suggested that mecha-
nisms other than sleep disturbance likely also link childhood
trauma with dissociative symptoms.

The study of van der Kloet et al. (2012) is flawed in a
number of other respects. They focused on a Btentative link

between narcoleptic symptoms and dissociation”™ (p. 147)
based on self-report rating scales. They focused on night-
mares, daytime sleepiness, and hypnagogic/hypnopompic hal-
lucinations. Narcolepsy, an uncommon neurological disorder
affecting 4—6/1000 in the general population, is diagnosed by
frequent REM-sleep attacks and sudden loss of skeletal mus-
cle tone (cataplexy), under conditions of strong emotion
(AmericanPsychiatric Association, 2013). The symptomscit-
ed by van Kloet et al. are sometimes associated with narco-
lepsy, but are much more common in the general population
than narcolepsy (American Psychiatric Association, 2013;
Ohayon, 1996; Ohayon, Priest, Caulet, & Guilleminault,
1996). Narcolepsy can only be diagnosed by polysomnogram
and/or multiple sleep latency testing, as well as measurement
of hypocretin deficiency as measured by cerebrospinal fluid
hypocretin-1immunoreactivity (American Academy of Sleep
Medicine, 2014; American Psychiatric Association, 2013).

Nightmares are a core symptom of PTSD, which is fre-
quently co-morbid with severe dissociative disorders
(Spiegel et al., 2011). DID patients have been described as
experiencing a complex sleep disorder, including PTSD and
mooddisordersleepdisturbances; severe phobic, posttraumat-
ic responses to night, sleep and bed, related to reported noc-
turnal traumas and, in DID, self-states that are experienced as
nocturnally active (Spiegel et al., 2011). Again, all the evi-
dence points to sleep abnormalities caused by posttraumatic
and dissociative factors, and not the other way around.

In their discussion of affect dysregulation, Merckelbach
and Patihis (2018) rested the notion that affect dysregulation
might represent an alternative causal pathway to dissociative
symptoms primarily on the work of Briere and Runtz (2015)
who described non-zero scores on a measure of dissociative
symptoms in persons who failed to endorse any occurrence of
traumatic life events, and whose severity of dissociative symp-
toms was in turn correlated with non-specific measures of
distress (i.e., affect dysregulation). Surprisingly,
Merckelbach and Patihis failed to note that Briere and Runtz
(2015) reported the likelihood of clinically significant disso-
ciation in their nontraumatized sample to be extremely low
(1.3%). Surely this would be seen to weaken the claim that
significant dissociative symptoms are likely to be presentin
the absence of any trauma exposure. Moreover, it is not sur-
prising that symptoms of general distress, including affect
dysregulation, should be correlated with measures of dissoci-
ation; indeed, both are markers of psychopathology and are
predicted by measures of trauma exposure. Nevertheless,
again via the method of conditional probability (likelihood
ratios) that Merckelbach and Patihis recommended, measures
of dissociation have been found to exhibit a more specific
association with childhood trauma history as compared with
measures of distress (e.g., also reported in Frewen et al.,
2016). More to the point, it is unclear how Briere and
Runtz’s (2015) conclusion that other disruptive events might
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lead to dissociation, mediated by affect dysregulation, in
nontraumatized samples, could be taken to invalidate the no-
tion of TRD. Indeed, the trauma model of dissociation holds
that dissociative symptoms typically develop as attempts to
regulate trauma-related distress.

Conclusion

As we have shown here and in the original papers (Brand
etal., 2017a, b), TRD is a common response to trauma that
can be associated with significant impairment. As such, it is
appropriate for forensic experts to be sufficiently knowledge-
able about TRD in order to thoughtfully consider itin casesin
which trauma and dissociation may play a role. Within these
three papers, we have presented an overview of TRD and
assessment methods that are not leading or suggestive, relying
on tests and interviews that are sufficiently validated to meet
Daubert standards for admissibility of evidence to court
(Daubert, 1993). Unfortunately, many authors and experts
misunderstand TRD and are unaware of the large body of
research related to it. The commentary by Merkelbach and
Patihis (2018) isa case in point: many of the statements made
by these authors reflect omissions and errors. For example,
they were wrong when they stated that research is lacking in
regard to the interrater reliability of DD diagnoses, and wrong
to state that error rates of tests and interviews among dissocia-
tive samples are unavailable. This lack of knowledge about
dissociation research is precisely one of the reasons we wrote
Brand etal. (20173, b), hoping that any commentaries would
not be uninformed about critical research. As we have shown,
Merckelbach and Patihis’s allegation that our TRD papers
Blacked a connectivity to existing science” (p. 3) isalso sim-
ply wrong. Merckelbach and Patihis (2018) overlooked re-
search that does not support their viewpoint and they over-
simplified elements of research in such a way that nuances of
interpretation were lost in favor of supporting their incorrect
position. Readers should examine from the perspective of our
defensethe pattern of misreading and misunderstanding of our
papers, and Merckelbach and Patihis’s lack of presentation of
important TRD research. Only a thorough presentation of all
relevant concepts and research on the question can allow the
reader to arrive at unbiased perspectives on it. We believe our
collective papers have accomplished this goal. We welcome
thoughtful, unbiased critiques of our work, and research that
assists in clarifying if and when trauma may have contributed
to the development of dissociation.
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