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Abstract

Background: Recovery from dissociative identity disorder (DID) is associated with the process 

of integration, which includes an increasing sense of self-cohesion and ownership over one’s own 

emotions. Emotion perception is a construction based on interplay between stored knowledge (past 

experience), and incoming sensory inputs, suggesting changes in emotion perception might occur 

at different levels of integration – but this remains unexplored. Therefore, we examined the 

association between integration, psychiatric symptoms, and facial emotion perception. We 

hypothesized higher integration would be associated with fewer psychiatric symptoms, and 

differences in the perception of emotions.

Methods: Participants were 82 respondents to a cross-sectional web-based study. All participants 

met self-report cutoff scores for posttraumatic stress disorder (PTSD) and DID using the PTSD 

Checklist for DSM-5 and Multiscale Dissociation Inventory, respectively. Participants completed a 

psychometrically-matched test of facial emotion perception for anger, fear, and happiness called 

the Belmont Emotion Sensitivity Test. Participants also completed the Beck Depression Inventory 

II, Childhood Trauma Questionnaire, and Integration Measure, a validated measure of self-

cohesion.
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Results: Higher integration scores were associated with lower depression, PTSD, and 

autobiographical memory disturbance scores. Repeated-measures ANCOVA confirmed integration 

significantly interacted with emotion category on the facial emotion perception task. Specifically, 

higher integration scores were associated with greater accuracy to fearful and angry faces.

Conclusions: While acknowledging the limitations of a cross-sectional design, our results 

suggest that the process of integration is associated with fewer psychiatric symptoms, and more 

accurate facial emotion perception. This supports treatment guidelines regarding integration as a 

therapeutic goal for DID.
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Introduction

Recovery from dissociative identity disorder

Dissociative identity disorder (DID) is a posttraumatic coping response associated with 

chronic childhood trauma (Dalenberg et al., 2012; Putnam, 1997). Contrary to popular 

opinion, DID is relatively common, with an estimated 1 to 3% lifetime prevalence rate in the 

population (Dorahy et al., 2014), and upwards of 14% prevalence in psychiatric emergency 

departments (Sar et al., 2007). It is associated with both significant personal and societal 

burden. For example, individuals with dissociative disorders experience high levels of self-

harm and suicidality (Foote, Smolin, Neft, & Lipschitz, 2008). Approximately three-quarters 

of individuals with DID report a history of at least one suicide attempt (Putnam, Guroff, 

Silberman, Barban, & Post, 1986). A Canadian healthcare study estimated a $75,000 cost to 

treat one person with DID for one year if they had not yet been properly diagnosed (Ross & 

Dua, 1993). Costs drop considerably as individuals receive specialized treatment (Myrick, 

Webermann, Langeland, Putnam, & Brand, 2017). However, on average someone with DID 

takes seven years to be diagnosed correctly (Putnam et al., 1986; Ross & Dua, 1993), and 

subsequently access this specialized treatment. Despite high prevalence rates and substantial 

burden, DID and DID recovery have remained understudied.

In addition to other posttraumatic symptoms, individuals with DID experience profound 

identity alteration in which their own thoughts, emotions, feelings, memories, bodily 

experience, and behaviors can feel non-autobiographical (Dell, 2006; Dell & Lawson, 2009). 

This occurs because childhood trauma has disrupted the typical developmental process of 

building a cohesive sense of self (Putnam, 1997). During traumatic episodes, experiencing 

some thoughts, feelings, and behaviors as not happening to oneself serves a protective role 

by limiting the psychological and biological impact of the traumatic events (van der Hart, 

Nijenhuis, & Steele, 2006; Weniger et al., 2013). This subjective experience suggests there 

has been an interruption in autobiographical memory formation. Because these same 

autobiographical memory systems are vital during development for building a cohesive 

sense of self, this acutely protective response may lead to long-term autobiographical 

memory dysfunction (Huntjens et al., 2014). Despite these consequences, this distancing 
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effect from traumatic experiences and disruption in one’s sense of self may also help 

preserve attachment bonds to abusive caretakers (Freyd, 1996).

In contrast, recovery from DID is associated with the process of integration. The process of 

integration includes the development of a sense of self-ownership over one’s mental and 

bodily experience (i.e., “personification,” van der Hart et al., 2006). Past research has linked 

increased integration in DID samples to decreased amnesia, dissociative, somatoform, 

depressive, and posttraumatic stress disorder (PTSD) symptoms (Coons & Bowman, 2001; 

Ellason & Ross, 1997; Kluft, 1984). Behavioral tests also suggest integration is associated 

with a restoration of self-referential processing to one’s own face for individuals with DID 

(Lebois et al., 2019). These findings suggest that at the core of feeling integrated are 

properly functioning autobiographical memory systems, and that increasing levels of 

integration, at least in part, may reflect the restoration of properly-functioning 

autobiographical memory systems. Despite this foundational work, the relationship between 

integration and the perception of other peoples’ faces, in particular facial emotion 

perception, is unknown. Facial emotion perception is intricately tied to social perception and 

functioning (e.g., Chanes, Wormwood, Betz, & Barrett, 2018) – suggesting this might be a 

key behavioral marker of improved social functioning and recovery from DID.

Emotion perception as a construction

There is reason to hypothesize that emotion perception may be impacted by the process of 

integration in DID. Namely, our emotion concepts are constructed over time based on stored 

memories of our prior experience (e.g., sensorimotor and interoceptive experience; Barrett & 

Simmons, 2015). These stored experiences are used to make predictions about incoming 

sensory input (Barrett & Simmons, 2015; Clark, 2013). In this way, our current (emotional) 

experience is a construction based on interplay between both stored knowledge (past 

experiences), and incoming sensory inputs (Barrett, 2017). Perception of another person’s 

emotion is this same process unfolding dynamically between two people (Gendron & 

Barrett, 2018). Therefore, our perception of another person’s emotion is shaped by our own 

prior experiences of that emotion. For individuals with DID, childhood maltreatment (da 

Silva Ferreira, Crippa, & de Lima Osorio, 2014), and a felt lack of ownership over feelings 

and emotions may impact their emotion concepts, and therefore their perception of other 

people’s emotions. Likewise, recovery from DID associated with increased integration might 

be accompanied by changes in emotion perception. To date, these associations remain 

unexplored. Greater understanding of the changes associated with integration would 

facilitate evaluation of treatment progress and point toward optimal or novel treatment 

strategies.

Experiment overview

To conduct a conceptual replication of symptom reductions associated with integration, and 

to also conduct a novel test of the relationship between integration and emotion perception, 

we recruited individuals with co-occurring PTSD and DID to participate in a web-based 

study. Participants completed a battery of self-report symptom measures, including the 

Integration Measure, and a test of emotion perception called the Belmont Emotion 

Sensitivity Test, which measures sensitivity to facial expressions of happiness, anger, and 
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fear (Rutter et al., 2019). We hypothesized higher integration would be associated with lower 

depression, PTSD, and dissociative symptoms. We also predicted participants’ integration 

level would interact with emotion category on the Belmont Emotion Sensitivity Test.

Materials and Methods

Participants

Participants were 125 respondents to a cross-sectional web-based study. Participants were 

excluded for not being fluent in English (N=3), and not passing validity checks outlined 

below (N=16). Of the remaining participants (N=106), 82 met criteria for both provisional 

PTSD and DID diagnoses based on the PTSD Checklist for DSM-5 and the Multiscale 

Dissociation Inventory, respectively. The demographics and clinical characteristics of these 

82 participants are outlined in Table 1 and 2. The results that follow are from only these 82 

participants. All procedures, including consent were approved by the Partners Hospital 

Institutional Review Board, and in accordance with the ethical standards of the Declaration 

of Helsinki as revised 1989. Participants were not compensated for participation.

Measures

The Belmont Emotion Sensitivity Test.—Participants completed a test of facial 

emotion perception called the Belmont Emotion Sensitivity Test (for further details, see 

Rutter et al., 2019). This test has three separate psychometrically-matched subtests for anger, 

fear, and happiness perception in which all the trials for each emotion are completed at one 

time. This test is specifically designed to eliminate response bias and reliability issues in 

standard emotion perception paradigms and is matched for difficulty across each emotion 

subtest.

As described further in Rutter et al (2019), the facial stimuli used in the task were the angry, 

fearful, and happy expressions of five face identities drawn from the Karolinska Directed 

Emotional Faces database (Lundqvist, Flykt, & Ohman, 1998). The faces were then 

morphed to include a mix of two emotions. For example, the fearful faces were morphed on 

a continuum to include angry faces and on a continuum to include happy faces.

As illustrated in Figure 1, during each subtest, participants were shown two morphed faces 

at the same time, presented side-by-side, for 1000 ms. Their task was to judge which of the 

two faces was angrier during the anger test, which was more afraid during the fear test, and 

which was happier during the happiness test.

After the face screen disappeared, the response screen displayed the text, “Press ‘1’ if the 

first face (the face on the left) looked angrier. Press ‘2’ if the second face (the face on the 

right) looked angrier.” “Angrier” was replaced with “more afraid” and “happier” for the fear 

and happy tests, respectively. Participants had 5000 ms to indicate their response before the 

trial timed-out. If the participant did not make a response, the trial repeated itself until they 

made a response.

The trials varied in difficulty within each emotion subtest by changing the degree of 

difference between the two displayed morphed faces. For example, for an easy anger trial, 
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one face would contain 70% more of an angry expression compared to the other face. In 

contrast, during a hard anger trial, one face would contain only 20% more of an angry 

expression compared to the other face. The first 8 trials in each subtest were easy, the next 

20 were of medium difficulty, and the final 28 trials were hard. In total, each participant 

completed two practice trials, and 56 test trials for each emotion subtest. The order of 

emotion subtests was randomized for each participant.

Childhood trauma questionnaire (CTQ).—The CTQ is a 28-tem self-report 

retrospective measure of childhood maltreatment severity (Bernstein et al., 1994). The CTQ 

asks participants to indicate how often experiences occurred when they were growing up on 

a 5-point Likert scale ranging from “never true” to “very often true”. The CTQ has five 

subscales measuring emotional, physical, and sexual abuse, and physical and emotional 

neglect. The CTQ has good reliability and validity in a variety of clinical and nonclinical 

samples (e.g., Bernstein et al., 1994). Subscale scores range from 5 to 25, and total scores 

range from 25 to 125. Higher scores indicate greater childhood trauma severity.

PTSD Checklist for DSM-5 (PCL-5).—The PCL-5 is a 20-item self-report measure of 

PTSD symptom severity for the past month (Blevins, Weathers, Davis, Witte, & Domino, 

2015). The PCL-5 asks participants to indicate, “How much you were bothered by” various 

PTSD symptoms on a 5-point Likert scale ranging from “not at all” to “extremely.” The 

PCL-5 has good reliability and validity (Blevins et al., 2015). The total score ranges from 

0-80, and scores above 32 were used as a cut-point for a provisional diagnosis of PTSD in 

our sample (Bovin et al., 2016).

Multiscale Dissociation Inventory (MDI).—The MDI is a 30-item self-report measure 

of past month dissociative symptom severity (Briere, 2002). The MDI asks participants to 

indicate “how often” various dissociative symptoms occurred on a 5-point Likert scale 

ranging from “never” to “very often.” The MDI measures six types of dissociation: 

disengagement, depersonalization, derealization, emotional constriction/numbing, memory 

disturbance, and identity dissociation. It has good reliability and validity in clinical and 

community samples (Briere, 2002; Briere, Weathers, & Runtz, 2005). An Identity 

Dissociation score greater than 14 has been found to identify 93% of those with a DID 

diagnosis and 92% of those without DID (Briere, 2002). Therefore, this score was used as a 

cut-point in our sample for a provisional DID diagnosis.

Integration Measure (IM).—The IM is an 18-item self-report questionnaire designed 

specifically for individuals with DID to measure the degree of cohesion vs. fragmentation in 

their sense of self (Barlow & Chu, 2014). Five multiple choice items make up the integration 

subscale. These five questions ask about the degree of communication, awareness, and 

cooperation among the individual’s identity states on a 5-point Likert scale ranging from 

“never, or with none of the parts” to “always, or with all of the parts.” In our sample, the 

integration subscale had good internal consistency (α=.82). Integration subscale scores 

range from 0 to 20. Higher scores indicate greater levels of integration.

Modified Beck Depression Inventory II (BDI-II).—The BDI-II is a 21-item self-report 

measure of past month depression symptoms (Beck, Steer, & Brown, 1996). It asks 
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participants to rate “your worst feelings of depression” on a 4-point Likert scale. It has good 

reliability and validity across samples (Wang & Gorenstein, 2013). Given our data collection 

was not monitored in real-time, we removed the item asking about suicidal thoughts or 

wishes. Thus, our modified BDI-II was a 20-item measure. Higher scores indicate greater 

depression severity.

Validity checks.—Participants also completed two validity check items. Specifically, 

“Was this your first time completing this task?” and “Did you have any technical or other 

problems that may have influenced your results?” These items were used to exclude 

participants if they completed the task multiple times or if they reported technical or other 

difficulties.

Procedure

Participants were recruited through advertisements placed on the listserv and Facebook page 

of an Infinite Mind, an organization for individuals with DID. All procedures were web-

based. Participants read a study information sheet, and provided implied consent by clicking 

the “agree to participate” button. After consent, participants completed a battery of cognitive 

tasks in a randomized order, including the Belmont Emotion Sensitivity Test. After the tasks, 

participants completed a series of self-report measures, including a demographic 

questionnaire, measures of childhood trauma (CTQ), PTSD symptoms (PCL-5), dissociative 

symptoms (MDI), integration (IM), depression symptoms (modified BDI-II), and validity 

checks. In case participants were distressed after the experiment, the closing text offered 

web-links to international crisis hotlines and resources for adult survivors of childhood 

abuse.

Data Analysis

Accuracy was calculated separately for each Belmont Emotion Sensitivity Test emotion 

(fear, anger, happy) using MATLAB version 2018a. All practice and timed-out trials were 

removed. For each emotion subtest, three accuracy scores were calculated for each 

participant, namely, one for easy, medium, and hard trials. We calculated each score by 

adding the total number correct in that category and dividing it by the total number of trials 

for that category (e.g., 8 for easy vs. 20 for medium). All self-report scores were calculated 

as recommended by published scoring guidelines. In addition, integration scores were 

transformed into standardized z-scores.

To test the interaction between standardized integration scores and emotion category on the 

Belmont Emotion Sensitivity Test, we completed a series of repeated measure analyses of 

covariance (ANCOVA) on accuracy scores. For significant interactions, we then computed 

pairwise comparisons of the estimated marginal means to test for differences between anger, 

fear, and happy emotion subtests while holding integration scores constant at one standard 

deviation below (“lower integration”), one standard deviation above the mean (“higher 

integration +1SD”), and two standard deviations above the mean (“higher integration 

+2SD”). Reported p-values for the pairwise comparisons are Sidak-corrected and 2-tailed. 

All calculations were completed using SPSS version 24.
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Results

Integration and Psychiatric Symptoms

Correlation analyses revealed higher integration scores were associated with lower 

depression severity on the modified BDI-II, r(80) = −.34, p = .002, lower overall PTSD 

symptom severity on the PCL-5, r(80) = −.23, p = .014, and lower autobiographical memory 

disturbance severity on the MDI, r(80) = −.27, p = .015. No associations were found 

between integration and childhood trauma severity or the other MDI dissociation 

subscales(p’s >.05).

Belmont Emotion Sensitivity Test Accuracy

We hypothesized there would be a significant interaction between integration and emotion 

category on the Belmont Emotion Sensitivity Test. As illustrated in Figure 2, our hypothesis 

was confirmed for trials of medium difficulty, F(1.89, 151.15) = 3.59, p = .032. Pairwise 

comparisons indicated individuals with lower integration scores (−1SD) performed 

significantly worse on both anger, M difference = .07, t(81) = 3.5, SE = .02, p = .001, and 

fear trials, M difference = .09, t(81) = 4.5 , SE = .02, p < .001, compared to happy trials. 

However, individuals with higher integration scores (+1SD) performed significantly worse 

only on angry trials compared to happy trials, M difference = .06, t(81) = 3.00, SE = .02, p 
= .001. Individuals with even higher integration scores (+2SD) performed similarly on all 

emotion tests (p’s >.05). Conversely, there was no integration by emotion category 

interaction on easy, F(1.44, 115.14) = 2.27, p = .123, or hard trials, F(1.88, 150.22) = 2.38, p 
= .100.

Discussion

Recovery from DID is associated with integration, a process that includes a felt sense of 

self-ownership over one’s thoughts, emotions, and bodily experiences (van der Hart, 

Nijenhuis, & Steele, 2006). A small body of foundational work suggests integration is 

associated with improvement in dissociative, PTSD, and depressive symptoms (Coons & 

Bowman, 2001; Ellason & Ross, 1997; Kluft, 1984), and increased self-referential 

processing to one’s own face (Lebois et al., 2019). However, small sample sizes and 

inadequate objective markers of integration limit this work. Greater understanding of the 

changes associated with integration would facilitate consistent, nuanced measurement of 

integration across studies, and it would enable treatment progress evaluation within and 

across individuals with DID. Therefore, we tested the relationship between integration and 

1) other common trauma-related symptoms, and 2) facial emotion perception in a large 

sample of individuals with co-occurring PTSD and DID. Our hypothesis that higher 

integration would be associated with fewer psychiatric symptoms and differences in emotion 

perception was confirmed.

Integration is associated with fewer psychiatric symptoms

We found that higher integration was associated with lower depression, PTSD, and 

dissociative memory disturbances. Of note, the memory disturbances measured by the MDI 

are autobiographical. This suggests the process of integration, least in part, likely reflects 
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restoration in proper functioning of one’s autobiographical memory systems. Similar to 

previous work (Barlow & Chu, 2014), we also found integration was not related to 

childhood trauma severity. Our findings indicated the relationships between integration and 

depression, PTSD, and memory disturbances had small to medium effect sizes. These 

associations may have been impacted by the fact that everyone in our sample still met 

criteria for a provisional diagnosis of both PTSD and DID. This suggests larger effect sizes 

may be present in samples including individuals who have fully recovered from DID. 

Likewise, we may also have seen associations with other dissociation subscales (e.g., 

disengagement, depersonalization, derealization, emotional constriction, identity 

dissociation) if we included individuals who had fully recovered. Our findings replicate 

previous work associated with integration, but now using a standardized self-report measure 

of integration and a larger sample. Furthermore, our work measured integration as a 

continuous variable instead of a dichotomous integrated vs. not. This allowed us to capture 

gradation in the experience of self-ownership over mental experience, which may be more 

informative for clinical practice.

Integration is associated with differences in emotion perception

We found that integration scores were associated with differences in accuracy on a measure 

of facial emotion perception to angry, fearful, and happy faces. In particular, higher 

integration scores were associated with better performance to fearful faces compared to 

individuals with lower integration scores. Prior work demonstrates individuals with DID 

have reduced habituation of the startle reflex, a marker of hypervigilance and altered fear 

responding (Dale, Flaten, Elden, & Holte, 2008). Our results suggest these differences in 

fear responding may resolve as individuals with DID become more integrated.

Angry face performance was not statistically different from fear and happy face performance 

in individuals with higher integration, but only in individuals two standard deviations above 

the mean in integration scores (not at one standard deviation). Previous work demonstrates 

childhood maltreatment is associated with differential behavioral and brain responses to 

angry faces (da Silva Ferreira et al., 2014). For individuals with histories of severe 

interpersonal childhood trauma, the concept of anger in particular may be strongly 

associated with their perpetrator(s) (Steele, Boon, & van der Hart, 2016). That is, the 

perpetrator’s anger may have often preceded or followed abuse, and the individual may be 

reluctant to express or experience anger themselves because they worry it may make them 

like their abuser. For this reason, feeling a sense of ownership over one’s own experience of 

anger may be especially difficult and may require even higher levels of integration, as 

suggested by our findings.

Error management theory may provide further explanation for the weaker anger findings and 

development of different emotion concepts for individuals who have experienced childhood 

trauma. This theory posits that humans develop biases in their decision-making that are 

adaptive for survival even if these biases produce more overall errors (Haselton & Buss, 

2000; Haselton & Nettle, 2006). For example, in abusive families, it may be difficult to 

predict when the abuse will occur because caregivers may hide their anger until the last 

moment or other facial expressions may precede abuse. Children in these contexts may be 
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biased to perceive even a hint of anger in facial expressions as an adaptive survival 

mechanism. That is, it would be better to have a “false positive” in anger detection than to 

have a “false negative” and miss the opportunity to flee, fight, or freeze. However, this bias 

may then interfere with detecting subtle differences in the magnitude of angry faces in our 

paradigm, even at higher levels of integration.

More generally, our work suggests a greater sense of self-ownership over emotions and 

feelings is associated with differences in an individual’s emotion concepts. Their emotion 

concepts, and in turn, their emotion perception is impacted by this new learning. This 

corresponds with previous evidence that learning plays a central role in emotion (Lebois, 

Wilson-Mendenhall, Simmons, Barrett, & Barsalou, 2018).

Limitations

We acknowledge several limitations of this work that constrain our conclusions. First, we 

implemented a cross-sectional design. Thus, we have measured associations with different 

levels of integration, but cannot conclude definitively that these same differences would 

manifest within an individual. However, our findings resonate with existing longitudinal 

work. Future work should seek to replicate these findings in a longitudinal design.

Second, we employed a web-based design in which individuals participated anonymously 

outside the laboratory. This may have impacted our findings, however, research suggests 

cognitive web-based samples can be as reliable as traditional lab-based samples (Germine et 

al., 2012; Hartshorne & Germine, 2015; Meyerson & Tryon, 2003). Additionally, this design 

may have facilitated broader, more diverse participation given the dearth of DID research 

opportunities and high levels of stigma associated with DID. In addition, because measures 

were web-based, diagnoses for PTSD and DID were provisional based on established self-

report cutoff scores. Given this, the risk of both false positives and false negatives in 

diagnoses is possible. Future research should seek to replicate these findings in lab-based 

studies with gold-standard diagnostic interviews. Furthermore, we did not ask participants to 

be in a particular identity state when completing the emotion perception tasks. It is plausible 

that identity state could modulate responses on these tasks. Future work may wish to test this 

hypothesis.

Conclusions and Clinical Implications

This was the first study of its kind to measure the impact of integration on facial emotion 

perception in co-occurring PTSD and DID. We have contributed to theoretical accounts of 

emotion in that our results suggest learning underlies emotion. That is, emotional 

conceptualizations entrenched in memory from repeated abuse and neglect may be changed 

by learning more adaptive conceptualizations over time (e.g., in psychotherapy). We have 

also identified a potential objective behavioral marker of changes associated with recovery 

from DID, namely, greater accuracy on tests of facial emotion perception. Emotion 

perception is linked to social functioning (Chanes et al., 2018). Consequently, this work 

supports expert-consensus guidelines that integration is a therapeutic goal of treatment for 

DID (International Society for the Study of Trauma and Dissociation, 2011).
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Highlights

• Higher integration was associated with lower depression, PTSD, and amnesia

• Higher integration was associated with more accurate facial emotion 

perception

• Empirical support for dissociative identity disorder expert treatment 

guidelines
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Figure 1. 
An example easy anger trial on the Belmont Emotion Sensitivity Test. ms = milliseconds.
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Figure 2. 
The estimated marginal means for accuracy on trials of medium difficulty in the Belmont 

Emotion Sensitivity Test. The left panel represents one standard deviation below the mean 

on standardized integration scores. The middle panel represents one standard deviation 

above the mean on standardized integration scores. The right panel represents two standard 

deviations above the mean on standardized integration scores. Error bars represent +/− 1 

standard error of the mean. *indicates p < .05
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Table 1.

Participant Demographics

Provisional Diagnosis, N (%)

 PTSD 82 (100%)

 DID 82 (100%)

Age, mean ± SD 40.14 ± 12.87

Sex assigned at birth, N (%)

 Female 80 (97.6%)

 Missing 2 (2.4%)

Gender, N (%)

 Male 2 (2.4%)

 Female 57 (69.5%)

 Transgender 2 (2.4%)

 Self-Identified 1 (1.2%)

 Nonbinary / Fluid / Queer / Gender Queer 19 (23.2%)

 Missing 1 (1.2%)

Race, N (%)

 Asian 1 (1.2%)

 Black / African-American 2 (2.4%)

 Middle Eastern / North African (Non-White) 1 (1.2%)

 Multiracial 6 (7.3%)

 Native American / American Indian / Alaska Native / Indigenous 1 (1.2%)

 Other 4 (4.9%)

 Prefer not to answer 3 (3.7%)

 White 61 (74.4%)

 Missing 3 (3.7%)

Ethnicity, N (%)

 Hispanic / Latinx 6 (7.3%)

 Non-Hispanic / Non-Latinx 57 (69.5%)

 Not Listed 3 (3.7%)

 Prefer not to answer 3 (3.7%)

 Unknown 4 (4.9%)

 Missing 9 (11%)

Education, N (%)

 Grade 7 to 12 (without graduating high school) 1 (1.2%)

 Graduated high school or equivalent 10 (12.2%)

 Part of College 26 (31.7%)

 Graduated 2 Year College 8 (9.8%)

 Graduated 4 Year College 12 (14.6%)

 Part of Graduate/Professional School 3 (3.7%)

 Completed Graduate / Professional School 22 (26.8%)

Note. N = 82
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Table 2.

Participant Characteristics

Childhood Trauma Questionnaire (CTQ), mean ± SD 85.73 ± 17.32

 Emotional Abuse 19.63 ± 4.78

 Physical Abuse 12.50 ± 5.27

 Sexual Abuse 20.49 ± 5.13

 Emotional Neglect 19.87 ± 3.86

 Physical Neglect 13.49 ± 4.64

PTSD Checklist for DSM-5 (PCL-5), mean ± SD 55.11 ± 11.00

Multiscale Dissociation Inventory (MDI), mean ± SD 108.39 ± 20.67

 Disengagement 20.15 ± 3.80

 Depersonalization 16.71 ± 4.91

 Derealization 16.87 ± 4.45

 Emotional Constriction 16.49 ± 5.15

 Memory Disturbance 16.33 ± 4.93

 Identity Dissociation 21.85 ± 2.89

Integration Measure (IM), mean ± SD 10.70 ± 3.85

Modified Beck Depression Inventory II, mean ± SD 33.18 ± 10.73

Note. N = 82
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