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RAFAËLE J. C. HUNTJENS*, MADELON L. PETERS, LIESBETH WOERTMAN,
LOES M. BOVENSCHEN, ROY C. MARTIN AND ALBERT POSTMA

Department of Clinical Psychology, Utrecht University, Utrecht, The Netherlands

ABSTRACT

Background. Although included in the current edition of the DSM, there does not seem to be
consensus among mental health professionals regarding the diagnostic status and scientific validity
of dissociative identity disorder (DID). This study was aimed at the detection of simulation of inter-
identity amnesia in DID.

Method. A sample of 22 DID patients was included, together with a matched control sample of
subjects instructed to simulate inter-identity amnesia, a guessor group that had no knowledge of the
stimulus material and a normal control group. A multiple-choice recognition test was included. The
rate of incorrect answers was determined. Moreover, the specific simulation strategy used was
examined by providing subjects with a range of choices that varied in extent of disagreement with
the correct answer and determining whether plausible or implausible answer alternatives were
selected.

Results. On the recognition test DID patients selected incorrect answers above chance like simu-
lators. Patients thus seem to use their knowledge of the correct answer in determining their given
answer. They were not characterized by a well-thought-out simulating behaviour style, as indicated
by the differences in selection of specific answer alternatives found between patients and simulators.

Conclusions. DID patients were found not to be characterized by an actual memory retrieval
inability, in contrast to their subjective reports. Instead, it is suggested that DID may more accu-
rately be considered a disorder characterized by meta-memory problems, holding incorrect beliefs
about their own memory functioning.

INTRODUCTION

Although included in the current edition of
the Diagnostic and Statistical Manual of Mental
Disorders (DSM), there does not seem to be
consensus among mental health professionals
regarding the diagnostic status and scientific
validity of dissociative identity disorder (DID),
as indicated by recent surveys in the USA (Pope
et al. 1999), Canada (Lalonde et al. 2001), and
Ireland (Dorahy & Lewis, 2002). Partly respon-
sible for this lack of consensus is the concern

that DID may be an iatrogenic disorder or
is caused by the suggestive influence of media
and culture on suggestible individuals (Spanos,
1996; Lilienfeld et al. 1999; Allen & Movius,
2000). Given this concern, it is surprising that
relatively little experimental work has yet been
performed on the issue of symptom production
and symptom exaggeration in DID.

The few studies that have looked at the issue
of symptom feigning in DID focused on the
simulation of inter-identity amnesia, i.e. one
identity being amnesic for events experienced by
other identities (Silberman et al. 1985; Eich et al.
1997; Allen & Movius, 2000; Huntjens et al.
2002, 2003). In these studies, tasks were used
on which it was unclear beforehand whether
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simulation would be possible. Control subjects
who were instructed to simulate were then
included to examine whether simulation was
possible or impossible. The simulators were ex-
posed to the same learning material as patients
and then asked to simulate inter-identity
amnesia. Simulators proved unsuccessful in
simulating inter-identity amnesia in a study by
Huntjens et al. (2002, 2003), leading the authors
to conclude that the experimental tasks used
were simulation-resistant. The simulators did
prove successful in two other studies. In a study
by Allen & Movius (2000), two different recog-
nition tasks were used in a sample of four DID
patients. A comparison sample consisted of
college students instructed to deny knowledge of
learned material. One task consisted of a yes/no
recognition task. The results indicated that the
patients resembled the simulators in responding
significantly slower to words learned in another
identity compared to unlearned words, indicat-
ing that they were aware, but denied knowledge,
of words learned in another identity. The second
task consisted of a forced choice recognition
task. In this task, veritable amnesia would show
up as the tendency to respond with recognition
50% of the time (i.e. indicating chance). Two
patients were tested, and one recognized 0%
and the other 33% of the words learned by
another identity. The authors concluded the first
patient systematically avoided material learned
by the other identity, while the result of the
second patient did not differ significantly from
chance.

In contrast, Eich and colleagues (1997) did
not find evidence of malingering on a picture
fragment completion task. One identity was
shown cards representing objects in numerical
sequence, i.e. from least to most detailed.
Subsequently, another identity was shown the
same cards and asked to name the object as soon
as possible. The score equalled the number of
cards that had to be seen before the object could
be identified. Simulators, consisting of mental-
health professionals, were able to simulate inter-
identity amnesia, indicating that they tried to
act as if they had not seen a given object before,
when in fact they had. Patients, however,
achieved comparable priming scores to controls.
The authors concluded that inter-identity
amnesia does not seem to be simply a matter of
response suppression.

Rendering a final conclusion difficult to draw,
these studies suffered from small patient samples
(n=4 and n=7) and a lack of a truly amnesic
control group, be it either a patient control
group suffering from organic amnesia or a
normal control group consisting of participants
who are ‘amnesic ’ in the sense of not having
been shown the test material.

The present study was specifically aimed at
detecting simulation of inter-identity amnesia
in DID by the inclusion of a task on which
simulation was relatively easy. A relatively large
patient sample of 22 patients was included.
Moreover, simulation was examined more sys-
tematically than in previous studies by including
three control groups: a normal control group
with no amnesia receiving standard ‘remember’
instructions, a second control group instruc-
ted to simulate inter-identity amnesia, and a
‘guessor’ group that was never exposed to the
stimulus material required to be remembered.
Simulation was examined using two different
methods. First, we determined the rate of in-
correct answers. In addition, the specific simu-
lation strategy used was examined by providing
subjects with a range of answer alternatives that
varied in degree of disagreement with the correct
answer and determining whether plausible or
implausible answer alternatives were selected.
Following Martin et al. (1998), a probability-of-
selection value was determined for each answer
alternative by independent raters, after which
summed probability-of-selection scores were
determined for patient and control groups.

METHOD

Subjects

Twenty-two DID patients participated. They
were recruited from 18 treatment settings (i.e.
out-patient clinics and private practices) in The
Netherlands and Belgium by asking clinicians to
invite patients to participate. Nine patients had
also participated in our previous experiments
of inter-identity amnesia (Huntjens et al. 2002,
2003). Therapists were asked to confirm that
patients met the following conditions for
participation: (1) The DID diagnosis was made
by administration of the Structured Clinical
Interview for DSM-IV Dissociative Disorders
(SCID-D; Steinberg, 1993) ; (2) at least one of
the identities was completely amnesic for the
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events experienced by the other participating
identity during the experiment; (3) identities
were able to perform the tasks without inter-
ference of other identities ; (4) they were able to
perform the tasks without spontaneous switches
to other identities ; (5) they were all able to
switch between identities on request. The mean
number of years since diagnosis of DID for
patients in the present sample was 6 years and
DID was always the main reason for patients to
be in treatment. Twelve patients reported one
or more prior diagnoses: major depressive dis-
order (n=6), borderline personality disorder
(n=4), post-traumatic stress disorder (n=3),
anorexia nervosa (n=3), schizophrenia (n=3),
dissociative disorder not otherwise specified
(n=2), epilepsy (n=1), obsessive–compulsive
disorder (n=1), personality disorder not other-
wise specified (n=1), bipolar disorder (n=1),
and avoidant personality disorder (n=1). Seven
patients reported present co-morbid disorders:
major depressive disorder (n=2), post-traumatic
stress disorder (n=2), anorexia nervosa (n=1),
obsessive–compulsive disorder (n=1), bipolar
disorder (n=1), personality disorder not other-
wise specified (n=1), and avoidant personality
disorder (n=1).

Seventy-five female non-psychiatric control
participants participated. They were community
volunteers recruited by advertisement in a
local newspaper and received a small payment.
Subjects reporting visual, memory, or attention
problems were excluded from participation, as
well as subjects who were currently receiving
psychiatric treatment.

The DID patient and the control groups were
matched as closely as possible on age and
education. Control participants were randomly
assigned either to the normal control group,
simulating group, or ‘guessor’ group, the latter
functioning as an amnesic group. Approxi-
mately 1 week before the experiment, partici-
pants in the simulating group were given
information about DID and were told that
critics argued that the disorder may be iatro-
genic. They were shown a documentary and
given written information about DID and were
subsequently asked to make up an imaginary,
amnesic identity and supply detailed character-
istics of this identity (for the exact procedure
used see Silberman et al. 1985). Examination
of the completed data sheets confirmed that

participants had spent considerable effort
inventing an identity. Finally, they were asked
to practice during the week preceding the test in
switching to their ‘ identity ’ and taking on its
state of mind. Written informed consent was
obtained for all subjects, and the study was
approved by the local ethical review board.

Materials and procedure

Patients were informed that the aim of the study
was to understand more about the memory
problems often reported by patients with
DID. They self-selected two identities that
would participate in the experiment. In session
1, patients were asked to complete the Logical
Memory – Story A (LM; maximum score 25)
and Visual Reproduction (VR; maximum score
41) immediate recall tests from the Wechsler
Memory Scale – Revised (WMS-R; Wechsler,
1987) in one identity state. A 30-min interval
followed, after which patients were requested to
switch to their amnesic identity. When the
patient confirmed the presence of the second
identity, this identity was asked whether she/he
knew anything about the learning episode, i.e.
about the general procedure followed and/or the
material studied. In session 2, the patients were
informed that the other participating identity
had heard a story and had been shown several
drawn figures and had performed a recall test.
Finally, they were asked to recall all they knew
about the story and the figures that had been
presented, i.e. they performed the LM and VR
delayed recall tests. They were then presented
with the critical test, a multiple-choice recog-
nition test, consisting of 10 questions for the
LM story, each asking about a particular story
detail and offering three possible choices
(Iverson & Franzen, 1996) and five separate
multiple-choice items for the VR, in which
the original visual stimulus was presented along
with four foils (E. Kaplan, unpublished obser-
vations). The recognition score was determined
by summing the answers to the LM and VR
recognition questions resulting in a maximum
score of 15.

Simulators performed the immediate recall
tests in their normal identity state and the
delayed recall and recognition test after having
switched to their imagined ‘amnesic’ identity.
Before ‘switching’ to their other identity, they
were instructed to pretend in their amnesic
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identity to have no knowledge of the immediate
recall testing whatsoever, i.e. to pretend no
knowledge of having been read a story or
having been shown drawn figures. Participants
in the guessing group only performed the rec-
ognition task without being presented with the
LM story or the VR figures, thus functioning
as a true amnesic group. After the recognition
memory task, all participants completed both
the Dissociative Experiences Scale (DES;
Carlson & Putnam, 1993) and the Creative
Experience Questionnaire (CEQ; Merckelbach
et al. 2000).

Probability-of-selection values for each rec-
ognition item were determined in a separate
control sample consisting of 12 mental health
professionals and psychologists. The subjects
were asked to rate the probability from 0.00 to
1.00 that each intra-item alternative would
probably represent the correct alternative for
each particular test item. For example, the first
LM recognition item reads: ‘Was the story
about a man, woman, or animal? ’ The raters
were asked to assign a probability value to
each answer alternative summing to 1.00 (for
example 0.25 for man, 0.70 for woman, and 0.05
for animal). The mean standard deviation for
the LM ratings was 0.073 and for the VR ratings
0.046. Based on these scores, an average prob-
ability value for each alternative was calculated
across the raters. We then assigned that value to
each participant’s chosen alternatives. Finally, a
total probability-of-selection score was calcu-
lated for each subject by summing each of

the 15 individual probability-of-selection values
(10 from the LM and 5 from the VR recognition
test).

RESULTS

Of the 22 DID patients tested, three patients
reported, following their switch to identity 2,
knowledge of some elements of the learning
phase. These patients were excluded from
the results. The data thus pertain to 19 DID
patients who subjectively reported complete
one-way amnesia for the learning phase. All
pairwise comparison procedures described were
Bonferroni tests.

In Table 1, mean logical memory (LM)
and visual reproduction (VR) immediate and
delayed recall scores (guessors did not perform
the recall tasks), total correct recognition scores,
and summed probability-of-selection scores are
presented across groups, as well as age, edu-
cation, mean DES scores and total CEQ scores.
ANOVAs revealed no significant differences
between groups on age (F=0.43, df=3, 90,
p=0.73) and education (F=0.31, df=3, 90,
p=0.82). Control participants did not show a
pathological level of dissociation as measured
by the DES. The control groups did not differ
significantly on mean DES score (F=1.16,
df=2, 72, p=0.32), nor on the CEQ (F=0.71,
df=2, 72, p=0.49). Patients, on the other hand,
differed significantly from normal controls both
on the DES (t=13.75, df=42, p<0.001) and the
CEQ (t=3.06, df=42, p<0.01).

Table 1. Age, Education, Dissociative Experiences Scale (DES) and Creative Experiences
Questionnaire (CEQ) scores, Logical Memory (LM) and Visual Reproduction (VR) immediate and
delayed recall scores, recognition scores, and summed probability-of-selection scores for DID patients
(n=19), controls (n=25), simulators (n=25), and guessors (n=25)

DID patients Controls Simulators Guessors

Age (yr) 38.68 (8.59) 35.80 (8.59) 36.72 (7.88) 37.36 (9.16)
Education (yr) 5.42 (1.26) 5.60 (1.00) 5.68 (1.18) 5.44 (0.92)
DES 55.20 (15.02) 9.50 (6.28) 8.11 (4.71) 10.36 (4.62)
CEQ 9.92 (4.38) 6.36 (3.34) 6.64 (4.02) 5.52 (2.92)
LM – Immediate 11.53 (4.86) 15.88 (3.47) 14.76 (3.57) —
LM – Delayed 0 14.88 (3.50) 0 —
VR – Immediate 33.63 (5.18) 36.00 (5.31) 34.64 (3.70) —
VR – Delayed 0 33.64 (5.27) 0 —
Recognition 3.11 (1.59) 13.28 (1.46) 1.88 (1.59) 4.56 (1.83)
SPS 3.71 (1.05) 9.22 (0.74) 2.74 (1.15) 4.47 (1.08)

SPS, Summed probability-of-selection scores.
Standard deviations in parentheses. Education was assessed in categories ranging from 1 (low) to 7 (high) (Verhage, 1964).
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As explained above, all participants except
the guessors first completed immediate recall.
Normal controls then proceeded with the
delayed recall and recognition. Patients and
simulators performed the delayed recall and
recognition after their ‘switch’ to their amnesic
identity. Guessors only performed the recog-
nition test. Recall scores are presented to give
an account of the participants’ overall memory
performance. An ANOVA on immediate LM
(maximum score 25) excluding the guessor
group revealed that the other groups differed
significantly (F=6.92, df=2, 66, p<0.01). DID
patients scored significantly lower compared
to normal controls (p<0.01) and simulators
(p=0.03). Normal controls and simulators did
not differ significantly (p=0.95). On immediate
VR (maximum score 41), no significant differ-
ences between groups were found (F=1.39,
df=2, 66, p=0.26).

Crucial for examining simulation strategies
are the recognition scores. Two recognition
measures were employed, the first being the rate
of incorrect answers and the second being the
plausibility of the answer alternative selected.
As explained above, the rate of incorrect
answers was determined by the total number of
correct recognition items (with a maximum of
15). The plausibility of the answer alternative
selected was determined by filling in average
probability-of-selection values as provided by
independent raters for the answer alternative
chosen by the participant and summing the
values across items.

An ANOVA on the total recognition scores
revealed that DID patients, controls, simula-
tors, and guessors differed significantly (F=
247.30, df=3, 90, p<0.01) with controls scoring
significantly higher than all other groups
(p’s<0.01). The guessors’ mean score indicates
chance, since these participants were not shown
the LM and VR stimuli. DID patients and
simulators both scored significantly below
the guessors (with p<0.01 for the difference
between simulators and guessors and p=0.03
for the difference between patients and gues-
sors). Both groups thus scored significantly
below chance. Importantly, patients did not
differ significantly from simulators (p=0.09).
Both groups thus scored more incorrect answers
than normal controls and scored even more
incorrect answers than could be expected on a

chance level, compared to the guessors who had
no knowledge of the stimulus material at all.

On total summed probability-of-selection
scores, the groups also differed significantly
(F=97.98, df=3, 90, p<0.01). Again, normal
controls performed significantly better than
all other groups (p’s<0.01). Their higher score
reflects that normal controls selected more
plausible answer alternatives. Again, the gues-
sors’ score can be taken as chance level, and yet
again, the simulators scored significantly lower
than guessors (p<0.01). Patients ended up
scoring significantly higher compared to simu-
lators (p=0.01), while not differing significantly
from guessors (p=0.10). This indicates that
simulators chose less plausible answer alterna-
tives than could be expected on a chance per-
formance. Their specific simulation strategy thus
consisted of (1) often choosing incorrect
answers in the recognition task, and (2) in the
case of an incorrect answer, often choosing
implausible answers. Patients were also charac-
terized by often choosing incorrect answers.
They were, however, not characterized by a strat-
egy to choose implausible answer alternatives.

DISCUSSION

This study set out to systematically examine the
simulation of inter-identity amnesia symptoms
by DID patients. As mentioned previously,
19 patients reported complete inter-identity
amnesia. Indeed, the patients’ recall scores
indicated no knowledge of the stimulus material
learned in the other identity state. On the critical
recognition test, however, patients behaved
like simulators in scoring below chance, i.e.
they relatively often provided incorrect answers,
more often than the guessors who were really
unfamiliar with the stimulus material. This
indicates that patients used their knowledge of
the correct answer in determining their incorrect
given answer.

Interestingly, patients did not resemble simu-
lators in the specific simulation strategy used,
i.e. they did not choose very implausible answer
alternatives as did the simulators. For example,
in response to the question ‘Was the story about
a man, woman, or animal’, patients, as well
as simulators and guessors, relatively often
responded with an incorrect answer in contrast
to normal controls who responded with the
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correct answer ‘woman’, Simulators relatively
often gave the implausible answer ‘animal’,
while patients as well as guessors chose the more
plausible alternative ‘man’. While patients thus
used their knowledge of the correct answer in
determining their given answer, they were not
characterized by the specific simulating strategy
utilized by the simulators in this study, who
chose implausible answer alternatives compared
to normal controls and guessors.

One could argue that the differing results of
patients and simulators, i.e. patients choosing
more plausible answer alternatives compared to
simulators, can be taken to indicate patients are
more sophisticated malingerers than the simu-
lators used in this study. That is, patients may
have chosen ‘near miss ’ answer alternatives
instead of the ‘obvious’ malingering alter-
natives. While this explanation cannot be ruled
out, we find it unlikely, because the simulators
were instructed carefully to simulate both DID
and inter-identity amnesia. Prior to ‘switching’
to their other identity, it was ensured they
understood all instructions, and during debrief-
ing, it was checked whether they had succeeded
in following the instructions. They were also
asked to describe their personal dissimula-
tion strategy. Several different strategies were
mentioned: choosing very improbable answers,
choosing near misses, choosing randomly,
and choosing alternatives consistent with their
imagined identity (i.e. current mood state or
preferences).

Importantly, the similarities in behaviour
between simulators and patients, both perform-
ing below chance on recognition, do not
necessarily indicate identical causal mechanisms
for the observed behaviour. While feigned
behaviour is characterized by intentional pro-
duction of symptoms motivated by external
incentives like economic gain or avoiding legal
responsibility, the motivation of patients for the
production of amnesia symptoms may also be to
assume the sick role, as in factitious disorder.
Moreover, DID patients may not be intention-
ally simulating, but instead suffer from so-called
meta-memory problems, i.e. they are truly
convinced of not knowing what happens when
another identity is in control of their behaviour
(Kindt & van den Hout, 2003). Meta-memory
problems may lead patients not to acknowledge
correctly retrieved material, which is believed to

‘belong’ to other identities, or indeed choose
an incorrect answer alternative following their
belief that the correct answer alternative cannot
be known if the material that one is tested for
was learned by another identity. The disorder
may thus be characterized by self-delusion
instead of deliberate pretence. Note that other
psychological conditions are characterized by
patient cognitions that are incomprehensible to
others, like an anorectic patient who believes her
body to be fat despite being obviously under-
weight.

The finding of an absence of objective evi-
dence for self-reported inter-identity amnesia
coincides with several other recent studies of
inter-identity amnesia in DID (Silberman et al.
1985; Eich et al. 1997; Allen & Movius, 2000;
Huntjens et al. 2002, 2003, 2005; Elzinga et al.
2003). What are the implications of these find-
ings for the diagnostic status of DID? With
caution, we suggest that should inter-identity
amnesia be considered a prerequisite for the
diagnosis, the results presented here pose serious
problems to the validity of the disorder.
Alternatively, the diagnostic criteria could be
changed to exclude amnesia, as in the DSM-
III-R definition of multiple personality disorder.
This, however, would result in the blurring of
the diagnostic distinctions between DID and
associated disorders like post-traumatic stress
disorder and borderline personality disorder.
The results of this study do not, however, speak
against symptoms of depersonalization, de-
realization, and identity confusion which are
prevalent in these patients. Moreover, the
results do not raise doubts about the veracity of
the reports of physical and sexual abuse often
made by DID patients. One could speculate
about the causal link between childhood abuse
and meta-memory problems. To make sense of
the conflicting situation of childhood sexual
abuse (i.e. the adult as caregiver and as abuser),
a young child may come to experience the self as
consisting of different parts, states, or identities
answering the different situational demands.
While the experiences are inevitably encoded in
memory, the child may imagine the abuse as not
happening to the self to avoid the full realization
and confrontation of the pain and incomprehen-
sion of the abuse.

In conclusion, the task proved successful in
discriminating between normal control subjects,
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‘amnesics ’ in the form of guessors who were not
exposed to the test material, and simulating
controls. While 19 patients reported no knowl-
edge whatsoever of the material learned in
another identity state, they did use their knowl-
edge of the test material learned in another
identity state in determining their answers
(i.e. relatively often choosing incorrect answers).
We found DID patients not to be characterized,
however, by a well-thought-out simulating
behaviour style, as indicated by the differences
found between them and the simulators
included in the study. While simulators were
instructed to intentionally feign amnesia, we
speculate the patients’ results may be based on
incorrect beliefs about their own memory func-
tioning, being convinced of the inability to
retrieve material learned in another identity
state.
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