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Why traumatic etiology as a diagnostic criterion?

o Psychological distress following exposure to a traumatic 

or stressful event is quite variable.

In some cases, symptoms are predominantly 

o anxiety- or fear-based 

In other cases, the most prominent clinical characteristics 

are 

o anhedonic and dysphoric symptoms

o externalizing angry and aggressive symptoms

o or dissociative symptoms



Trauma

TYPE 1
Short duration / 
Single event

TYPE 2
Long duration / 
Repeated events
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DSM-5 Definition Traumatic Event

Exposure to actual or threatened death, serious injury, or 

sexual violence:

o Directly experiencing

o Witnessing, in person

o Learning that the traumatic event(s) occurred to a 

close family member or close friend. (Threatened 

death = violent or accidental, not disease-related)

o Experiencing repeated or extreme exposure to 

aversive details of the traumatic event(s) (e.g., first 

responders collecting human remains; police officers 

repeatedly exposed to details of child abuse)

 ‘secondary traumatization’



Trauma- and Stressor-related Disorders

Disorders in which exposure to a traumatic or stressful 

event is listed explicitly as a diagnostic criterion

o Reactive Attachment Disorder

o Disinhibited Social Engagement 

Disorder

o Posttraumatic Stress Disorder (PTSD)

o Acute Stress Disorder (ASD)

o Adjustment Disorder

Childhood

Neglect

Traumatic

Incident

Unspecified

Stressor



Severe Childhood Neglect

Neglect: Emotional or physical (includes medical)

Needs persistently not met by care-givers

Repeated changes of care-givers

 Institutions with low care-giver/child ratio (orphanage)

Only diagnosed in children: 

 Reactive Attachment Disorder = too little attachment

 Disinhibited Social Engagement Disorder =

attachment forms too easily

Both often associated with developmental delays in 

cognition and language

Differential diagnosis: Autism Spectrum Disorder, ADHD



Case example - Disinhibited Social Engagement 

Disorder

Adriana is a 4½-year-old girl referred for evaluation. 

Adriana had been adopted from an Eastern European 

orphanage at age 2½ .

The parents are particularly concerned that Adriana 

maintains poor boundaries, is impulsive, and too quick to 

trust strangers.

Adriana does not distinguish between strangers and her 

family. In the grocery store, she will warmly hug whoever is 

waiting next to them in line. In group and family settings, 

she will frequently try to sit in the laps of people she has 

barely met.

Once, at a shopping mall, she tried to leave with another 

family. Her parents are concerned that this behavior might 

put her at risk of abduction or abuse.









Trauma- and Stressor-related Disorders

Disorders in which exposure to a traumatic or stressful 

event is listed explicitly as a diagnostic criterion

o Reactive Attachment Disorder

o Disinhibited Social Engagement 

Disorder

o Posttraumatic Stress Disorder (PTSD)

o Acute Stress Disorder (ASD)

o Adjustment Disorder

Childhood

Neglect

Traumatic

Incident

Unspecified

Stressor



Posttraumatic Stress Disorder

Criteria apply to adults and children > age 6, adjusted

criteria for children < age 6

A – Exposure to traumatic event (definition see above)

B – Intrusion symptom (≥ 1) 

C – Persistent avoidance (internal and/or external) (≥ 1)

D – Negative alterations in cognitions and mood (≥ 2) 

E – Marked alterations in arousal and reactivity (≥ 2) 

F – Duration > 1 month

G – Clinically significant distress or impairment 

H – Not attributable to a substance 



Intrusions (≥ 1)

1. Recurrent, involuntary, and intrusive distressing 

memories of the traumatic event

2. Recurrent distressing dreams related to the traumatic 

event (‘nightmare’)

3. Dissociative reactions in which the individual feels or 

acts as if the traumatic event was recurring (‘flashback’)

4. Intense or prolonged psychological distress at 

exposure to internal or external cues

5. Marked physiological reactions to internal or external 

cues



Triggers





Persistent Avoidance (≥1)

1. Avoidance of (or efforts to avoid) distressing memories, 

thoughts, or feelings about the traumatic event

2. Avoidance of (or efforts to avoid) external reminders 

(people, places, conversations, activities, objects, 

situations) that arouse distressing memories, thoughts, 

or feelings about the traumatic event



Negative Alterations in Cognition and Mood (≥2)

1. Inability to remember an important aspect of traumatic event

2.Persistent and exaggerated negative beliefs about oneself, 

others, or the world (e.g., “I am bad”, “No one can be trusted,” 

“My whole nervous system is permanently ruined”).

3.Persistent, distorted cognitions about the cause or 

consequences of the traumatic event  self-blame

4.Persistent negative emotional state (e.g. anger, guilt, or 

shame).

5.Markedly diminished interest or participation in activities.

6.Feelings of detachment or estrangement from others.

7.Persistent inability to experience positive emotions



Alterations in Arousal (≥2)

1. Irritable behavior and angry outbursts (with little or no 

provocation) typically expressed as verbal or physical 

aggression toward people or objects.

2.Reckless or self-destructive behavior.

3.Hypervigilance.

4.Exaggerated startle response.

5.Problems with concentration.

6.Sleep disturbance (falling or staying asleep, restless sleep).



Posttraumatic Stress Disorder

Criteria apply to adults and children > age 6, adjusted

criteria for children < age 6

A – Exposure to traumatic event (definition see above)

B – Intrusion symptom (≥ 1) 

C – Persistent avoidance (internal and/or external) (≥ 1)

D – Negative alterations in cognitions and mood (≥ 2) 

E – Marked alterations in arousal and reactivity (≥ 2) 

F – Duration > 1 month

G – Clinically significant distress or impairment 

H – Not attributable to a substance 



Wittchen et al. (2011). The size and burden of mental disorders and other disorders of the 
brain in Europe 2010. Eur. Neuropsychopharm., 21(9), 655–679



PTSD Specifiers

o With dissociative symptoms: persistent or recurrent 

symptoms in response to the stressor

o Depersonalization: feeling detached from one’s mental 

processes or body (e.g., feeling a sense of unreality of self 

or body).

o Derealization: unreality of surroundings (e.g., the world 

around the individual is experienced as unreal, dreamlike, 

distant, or distorted).

o With delayed expression: If the full diagnostic criteria 

are not met until at least 6 months after the event   

(onset of some symptoms may be immediate).



Case example PTSD following rape



Acute Stress Disorder

Criteria apply to adults and children > age 6, adjusted

criteria for children < age 6

A – Exposure to traumatic event (definition see above)

B – ≥ 9 symptoms of any of the PTSD clusters, which

began or worsened after the traumatic event

(but NOT negative cognitions!)

C – Duration 3 days – 1 month post trauma

D – Clinically significant distress or impairment 

E – Not attributable to a substance 



Acute Stress Disorder

1. Recurrent, intrusive distressing memories 

2. Recurrent distressing dreams

3. Flashbacks

4. Psychological distress or physiological reactions

5. Inability to experience positive emotions

6. Altered sense of reality of one’s surroundings or oneself

7. Inability to remember an important aspect of trauma

8. Avoidance of memories, thoughts, or feelings

9. Avoidance of external reminders

10. Sleep disturbance

11. Irritable behavior and angry outbursts 

12. Hypervigilance

13. Problems with concentration

14. Exaggerated startle response



Acute Stress Disorder

Criteria apply to adults and children > age 6, adjusted

criteria for children < age 6

A – Exposure to traumatic event (definition see above)

B – ≥ 9 symptoms of any of the PTSD clusters, which

began or worsened after the traumatic event

BUT: dissociative symptoms are included in the list, 

negative cognitions are not

C – Duration 3 days – 1 month post trauma

D – Clinically significant distress or impairment 

E – Not attributable to a substance 



Case example

Mr. L. (47) is a professional truck driver, but now he refuses 

to drive. Two weeks before, a motorcyclist riding in the 

opposite direction lost control, skidded across the road and 

under his truck. He tried to assist the girl; however, she was 

partly crushed under one of the wheels. He interacted with 

her briefly until she died.

Mr. L. expresses great blame for not averting the accident 

and not saving the girl. He describes severe re-

experiencing symptoms, including frequent nightmares of 

seeing the motorcycle slide under his truck. Lou is 

engaging in pervasive avoidance of any reminders of the 

accident, including discussing it with his wife.

Since the accident, he has suffered from sleep problems 

and is easily startled. He also feels estranged from his wife 

and finds it hard to experience any positive emotions.



Acute Stress Disorder

o Most subjects with ASD will subsequently go on to

develop PTSD 3 months after the trauma

ASD  PTSD 

o BUT: Most people who develop PTSD did not have ASD

PTSD  No previous ASD



Posttraumatic Trajectories

Bryant et al. (2015). Trajectory of post-traumatic stress following traumatic injury: 6-year 
follow-up. British J. Psych., 206 (5), 417-423.



Differential Diagnosis - I

CHILD?

Y

N



Differential Diagnosis - II



Adjustment disorder vs. PTSD?

PTSD Traumatic event

AND
Diagnostic criteria

Adjustment Disorder

Traumatic event with symptoms not meeting PTSD criteria

OR

PTSD symptoms following a non-traumatic event



Adjustment Disorder

A - Emotional or behavioral symptoms in response to an 

identifiable stressor within 3 months post stressor

B - Clinically significant:

1. Marked distress - out of proportion to the severity or 

intensity of the stressor, taking into account context 

and cultural factors.

2. Significant impairment in social, occupational, or other 

important areas of functioning.

C - Not meeting criteria for another mental disorder, not just 

an exacerbation of a preexisting mental disorder.

D - Symptoms do not represent normal bereavement.

E - Once the stressor or its consequences have terminated, 

the symptoms do not persist for more than 6 months



Specifiers - Adjustment Disorder

o With depressed mood: Low mood, tearfulness, or 

feelings of hopelessness are predominant.

o With anxiety: Nervousness, worry, jitteriness, or 

separation anxiety is predominant.

o With mixed anxiety and depressed mood: A 

combination of depression and anxiety is predominant.

o With disturbance of conduct: Disturbance of conduct 

is predominant.

o With mixed disturbance of emotions and conduct:

Both emotional symptoms (e.g., depression, anxiety) and 

a disturbance of conduct are predominant.

o Unspecified: For maladaptive reactions that are not 

classifiable as one of the specific subtypes of adjustment 

disorder.



Interested in research on Trauma Disorders?

PTSD

o Resilience factors

o Augmenting trauma therapy

o Psychophysiological markers of dissociation

ASD

o Predictors for PTSD development

o Neurobiology of early adjustment

Contact me (j.k.daniels@rug.nl) 

or my colleague Miriam Lommen

(m.j.j.lommen@rug.nl)  

mailto:j.k.daniels@rug.nl
mailto:m.j.j.lommen@rug.nl


Enjoy your 15 minute break!

Dr. Judith Daniels
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o Dissociative Disorders

RESSOURCE: Handbook of Differential Diagnosis 

http://dsm.psychiatryonline.org/doi/book/10.1176/appi.book
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Dissociative Disorders

o Potentially disrupt every area of psychological 

functioning.

o Are characterized by a disruption in the normal 

integration of 

o Consciousness

o Memory

o Identity

o Emotion

o Perception

o Body representation

o Motor control

o Behavior



Dissociative Disorders

o Typically found in the aftermath of trauma 

o (BUT: see depersonalization/derealization disorder!)

o Often embarrassment and confusion about the 

symptoms  desire to hide them!

o Dissociative Amnesia

o Dissociative Identity Disorder (DID)

o Depersonalization/Derealization Disorder (DPD)

o other specified dissociative disorder (‘DDNOS’)

o unspecified dissociative disorder.



Dissociative Amnesia

Case example:

o 26 year old female found in forest…



Dissociative Amnesia

o Inability to recall autobiographical information

o localized (an event or period of time, i.e. vacation)

o selective (a specific aspect of an event, i.e. home life)

o generalized (i.e., identity and life history): onset typically 

sudden!

o is inconsistent with normal forgetting

Memories have likely been encoded, but cannot be recalled

Most individuals with dissociative disorders are initially 

unaware of their amnesia  ‘amnesia for the amnesia’ 



Clinical Characteristics

o Duration can range from minutes to decades. 

o Multiple episodes possible, a single episode may 

predispose to future episodes. 

o Some episodes resolve rapidly (when removed from 

trauma-associated circumstance), other episodes 

persist for long periods of time. 

o Some individuals may gradually recall the dissociated 

memories later. As the amnesia remits, there may be 

considerable distress, suicidal behavior, and symptoms 

of posttraumatic stress disorder (PTSD). 



Dissociative Amnesia

A - An inability to recall autobiographical information

B - Clinically significant distress or impairment 

C - Not attributable to substance or medical disease

D - Not better explained by dissociative identity disorder, 

posttraumatic stress disorder, acute stress disorder, 

somatic symptom disorder, or major or mild neurocognitive 

disorder.

Specify: with dissociative fugue

= Apparently purposeful travel or bewildered wandering



Dissociative Amnesia - Fugue

Case example:

o 46 year old male, found wandering aimlessly at central

station Berlin



Video – A logical way of being 01_1

The 5 symptom clusters for dissociative disorders are

o Dissociative Amnesia

o Derealization

o Depersonalization

o Identity confusion

o Identity alteration



Dissociative Identity Disorder (DID)

A - Disruption of identity characterized by two or more 

distinct personality states, involving marked discontinuity 

in sense of self and sense of agency. Accompanied by 

alterations in affect, behavior, consciousness, perception, 

cognition, or sensory-motor functioning. 

Symptoms may be observed by others or reported by the 

individual. 

B - Recurrent dissociative amnesia for everyday events, 

important personal information, and/or traumatic events.

C - Significant distress or impairment

D - Not part of a broadly accepted cultural or religious 

practice, not due to substance or medical condition.



Dissociative Identity Disorder (DID)

o Most individuals with DID do not overtly display their 

discontinuity of identity for long periods of time

o Only a small minority present to clinical attention with 

observable alternation of identities

o Individuals with dissociative identity disorder vary in their 

awareness and attitude toward their amnesias. 

o It is common for these individuals to minimize their 

amnestic symptoms. 



DID – Symptom cluster A

o Patients may be completely amnestic for the other 

personality state, they are unaware of their being 

another state (but report ‘losing time’)

o DID patients may report feeling that they have 

suddenly become depersonalized observers of their 

“own” speech and actions, which they may feel 

powerless to stop.

o Personality states may be experienced as multiple, 

perplexing, independent thought streams over which 

the individual experiences no control

o DID patients may report perceptions of voices (e.g., a 

child’s voice; somebody crying). 

 differential diagnostics for schizophrenia!



DID – Symptom cluster B

o Gaps in remote memory of personal life events (e.g., 

periods of childhood; getting married; giving birth)

o Lapses in dependable memory (e.g., of what happened 

today, of well-learned skills such as how to drive)

o Evidence of everyday actions that they do not 

recollect doing (e.g., finding unexplained objects among 

their possessions; finding perplexing writings or drawings 

that they must have created; discovering injuries; 

“coming to” in the midst of doing something)



Dissociative Identity Disorder

o Often patients are send into treatment by friends or

familiy who noticed that the patients

o refers to own person with different names

o apparently does not remember having met before

o acts markedly different from situation to situation

When patients seek treatment themselves, they often

o Believe they suffer from a neurological disorder (dementia

or narcolepsie)

o Seek treatment for comorbid disorders such as depression

(suicidal crisis)



Culture-Related Diagnostic Issues

o DID patients may present with prominent medically 

unexplained neurological symptoms, such as non-

epileptic seizures, paralyses, or sensory loss, in cultural 

settings where such symptoms are common

o In cultures where this is considered legitimate, 

fragmented identities may take the form of possessing 

spirits, deities, daemons, animals, or mythical figures 

which appear at times and in places that violate the 

norms of the culture.



Dissociative Identity Disorder (DID)

o Over 70% of outpatients with DID have attempted 

suicide; multiple attempts are common, and other self-

injurious behavior is frequent

o But: patients will typically seem to be coping quite 

well, they seem rather functional

One influential theoretical model of DID differentiates 

between 

o Apparently normal personality state (ensuring day-to-

day functioning)

o Emotional personality states (storing trauma-related 

memories, feelings and behaviors)



Dissociative Identity Disorder (DID)

Prevalence rates:

In the community: approx. 1-1.5%

In in-patient treatment centres: approx. 5%



Dissociative Identity Disorder

Differential Diagnosis

o Bipolar Disorder II: rapid shifts in mood commonly 

reported across dissociative states, sometimes 

accompanied by fluctuation in levels of activation

o PTSD: 1) amnesia for everyday (i.e., nontraumatic) 

events, 2) disruptive intrusions unrelated to traumatic 

material by dissociated identity states into the 

individual’s sense of self and agency

o Psychotic Disorders: symptoms caused by alternate 

identities, no delusional explanations for the phenomena, 

and often describe the symptoms in a personified way

o Factitious disorder and malingering



Malingering vs. DID

172 items, assessed by clinician in an interview, approx. 45 

minutes, Specificity: 95.9%



Video – A logical way of being 04_1

Case examples:

DID patients often refer to themselves as ‚we‘, meaning the

‚system‘ of states.

They might refer to a different personality state as an ‚alter‘



Sexual abuse Physical abuse At least one of
the two

Prevalence of sexual or physical childhood abuse in 
Dissociative Identity Disorder (Total N = 843)

Dissociative Identity Disorder (DID)



Dissociative Disorders

o Typically found in the aftermath of trauma 

o (BUT: see depersonalization/derealization disorder!)

o Often embarrassment and confusion about the 

symptoms  desire to hide them!

o Dissociative Amnesia

o Dissociative Identity Disorder (DID)

o Depersonalization/Derealization Disorder (DPD)

o other specified dissociative disorder (‘DDNOS’)

o unspecified dissociative disorder.



Depersonalization- Derealization disorder (DPD) 

“I feel strange, as if I were not real or as if 
I were cut off from the world”

“My surroundings feel detached or 
unreal, as if there were a veil, fog, or glass 
between me and the outside world.”

“I have to touch myself to make sure that 
I have a body or a real existence.”



Diagnostic Criteria for DPD

A1- Depersonalization: experiences of unreality, 

detachment or being an outside observer with respect to 

one‘s mental processes or body.

and/or

A2 - Derealization: experiences of unreality, detachment or 

being an outside observer with respect to surroundings 

(e.g., individuals or objects experienced as unreal, 

dreamlike, foggy).

B - Reality testing unimpaired

C - Clinically significant distress or impairment

D - Not attributable to a substance or medical condition

E - Not better explained by another mental disorder



Phenomenology

Baker et al., 2003, British Journal of Psychiatry



Precursors of DPD?

1 - N=25: more physical neglect than HC

2 - N=49: more emotional abuse than HC

3 - N=111: 14% reported a traumatic event as trigger

 86% not trauma-related???

4 - N=223: less physical and sexual abuse than patients

with MDD

1 – Daniels et al., 2015
2 - Simeon et al., 2001
3 – Baker et al., 2003
4 – Michal et al., 2016



Etiology of DPD

Non-traumatic precursors:

Drug use (Ecstasy, K2, Marijuana)

Anesthesia

Panic disorder

Early-onset anxiety symptoms

Psychosocial stress



Associated Features

o Extreme rumination or obsessional preoccupation 

(e.g., constantly obsessing about whether they really 

exist, or checking their perceptions to determine whether 

they appear real)

o Anxiety and depression are also common

o Gender ratio is 1:1

o Lifetime prevalence varies between 0.8 and 2.8%

To date: No successful therapy available!!!



Case example DPD

Mr. V. had not been his “usual self” for about 3 months. He 

said his mind often felt blank, as if thoughts were not his 

own. He had felt increasingly detached from his physical 

body, going about his daily activities like a “disconnected 

robot.” At times, he felt uncertain if he were alive or dead, 

as if existence were a dream. These experiences left him in 

a state of terror for hours on end. His grades declined, and 

he began to socialize only minimally. He described a time-

limited bout of extreme anxiety in tenth grade when he 

started having panic attacks that escalated in severity and 

frequency over 2 months. During those attacks, he had felt 

very detached, as if everything were unreal. The symptoms 

sometimes lasted for several hours and were reminiscent 

of his current complaints. The onset then appeared to 

coincide with his mother’s entry into a psychiatric hospital.



Dissociative Disorders

o Typically found in the aftermath of trauma 

o (BUT: see depersonalization/derealization disorder!)

o Often embarrassment and confusion about the 

symptoms  desire to hide them!

o Dissociative Amnesia

o Dissociative Identity Disorder (DID)

o Depersonalization/Derealization Disorder (DPD)

o other specified dissociative disorder

o unspecified dissociative disorder.



Other Specified Dissociative Disorder

Dissociative symptoms, which cause significant distress

and impairment:

A - Chronic and recurrent syndromes of mixed 

dissociative symptoms: like DID, but without 

dissociative amnesia

or

B - Identity disturbance due to prolonged and intense 

coercive persuasion: Individuals who have been 

subjected to intense coercive persuasion (e.g., 

brainwashing, indoctrination while captive, torture, long-

term political imprisonment, recruitment by sects/cults) may 

present with prolonged changes in, or conscious 

questioning of, their identity.



Other Specified Dissociative Disorder

or

C - Acute dissociative reactions to stressful events: like 

DPD that lasts less than 1 month, no amnesia

or

D - Dissociative trance: acute narrowing or complete 

loss of awareness, profound unresponsiveness if not 

normal part of a broadly accepted collective cultural or 

religious practice.



Case example acute dissociative reactions

Ms. Z. was brought to the emergency room after she tried 

to swallow bleach the day after her fiancé was murdered. 

Her family reported that Ms. Z. initially reacted with 

inordinate calm. That afternoon, she had cried out and tried 

to drink from a bottle of bleach. Afterwards, she “lay as if 

dead” for a few minutes. When the ambulance arrived, Ms. 

Z. was crying softly, repeating the name of her fiancé, and 

was generally unresponsive to questions. Later she 

reported being struck “numb” and described a sense of 

being disconnected from her body, her emotions, and her 

surroundings. 



Interested in research on Dissociative Disorders?

Dissociative Identity Disorder

o Psychophysiological markers of dissociation

o Identity fragmentation and autobiographical memory in 

DID

o Voice hearing in dissociation and schizophrenia

Memory encoding in the context of trauma

o Non-memory based intrusions

o Feature binding in Virtual Reality

Contact me (j.k.daniels@rug.nl) 

or my colleague Rafaele Huntjens

(r.j.c.huntjens@rug.nl) 

mailto:j.k.daniels@rug.nl
mailto:r.j.c.huntjens@rug.nl

