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ABSTRACT

Helping professions like psychiairy have traditionally granied their
members a wide latitude in diagnosing clients. However, the diag-
nostic system may be the occasion for professional conflict. Arguments
about the existence of Multiple Personality Disorder (MPD) are exam-
ples of such a professional dispute. Some mental health profession-
als report unprofessional conduct both toward professionals mak-
ing this diagnosis and their patienis. Skeplicism is manifesied in
literary as well as behavioral forms. The most widely cited recent
skeptical paper is Harold Merskey’s (1992) “The Manufacture of
Personalities: The Production of Mulliple Personality Disorder.”
Merskey utilizes arguments that ave sociological in nature but with
liltle attention to empirical evidence. Merskey’s skepticism aboul MPD
differs from skepticism in natural science. Proponents’ research is
ignoved rather than being subjected to eritical examination and dis-
proof through attempled replication. His shepticism appears large-
ly based on challenges to the integrity of MPD patients and ques-
lions about the compelence of therapist.

INTRODUCTION

The sociology of professional disputes falls somewhere
in between the sociology of knowledge and the sociology of
professions. Because professional disputes are doubly
marginal, they tend to be ignored in sociological literature.

Bruno Latour (1987) has pointed to the role of con-
troversy in shaping science. Latour’s primary emphasis is on
rhetoric. He argues that scientific texts are designed to with-
stand criticism and thus survive controversy. Statements in
scientific texts are “black boxes” with which a critical read-
€r must struggle in order to open up. References constitute
another sort of black box. By referring to other papers the
fmthor forms alliances with their authors. These alliances
isolate the reader. These literary tactics are designed to brunt
and deflectcriticism from the author’s contentions. Latour’s
view of scientific disputes is largely limited to the formal,,
Written aspects of those disputes. But should professional

conflict be viewed solely from a rhetorical perspective, or °

are other social forces at work which must be taken into
dCcount in investigating professional controversies?

Helping professionssuch as psychiatry traditionally have
afforded their members wide latitude in typifying and treat-
ing clients, The system of typification within a profession
would normally be expected to be a matter of professional
consensus, but this is often not the case in psychiatry. Thus
the existence and extent of the members of a diagnostic cat-
egory in psychiatry can be an occasion for professional con-
flict.

Multiple Personality Disorder (MPD) is the subject of
one such ongoing dispute in psychiatry and allied profes-
sions. This controversy has drawn increasing attention from
psychologists, social scientists, and philosophers.

Skepticism about the existence of MPD can either be
based on rational and scientific concerns, or it may reflect
concerns that are not on the whole matters of science or
rationality. Our present focus will be on the behavioral and
rhetorical expressions of extreme skepticism about the exis-
tence of MPD, which appear to be neither rational or scien-
tific.

BEHAVIORAL SKEPTICISM

Latour (1987) did not study behavioral aspects of sci-
entific controversy. Goffman (1959) termed behavior which
is not intended for public observation “backstage behavior.”
Dell (1988), who surveyed professionals treating MPD, report-
ed examples of backstage behavior among psychiatrists. Ninety-
two percent of the respondents had encountered skepticism
from psychiatrists about the MPD diagnosis. Eighty-four per-
cent reported that their worst encounter of skepticism was
with psychiatrist. Among the psychiatrists responding to the
survey, 32% reported encountering aggression against an
(MPD) patient or (diagnosing) therapist by professional col-
leagues. Another 32% of the psychiatrists reported inter-
ference with MPD patients” treatment. These behaviors can
be characterized as unethical and unprofessional conduct.
Therapists reported:

that inpatient medical directors banned them
from the unit, attempted to refuse their admis-
sions, and repeatedly scheduled staff meetings that
challenged the admitting clinician’s diagnosis, treat-
ment plans, and discharge plans. Patients con-
sidered to be actively suicidal by the admitting
clinician were discharged despite the admitting
therapist’s strong protest that the discharge was
unsafe. Surveyrespondentssaid that nursing staffs
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had refused to follow their treatment plans, and
that the medical directors had ordered their unit
staff not to treat the patient as having MPD. Some
respondents claimed that nursing staff were for-
bidden to attend lectures on MPD or towatch video-
tapes of the patient in dissociated states or alter
personalities. Finally, many of the survey respon-
dents stated that they had been demeaned and
ridiculed both behind their backs and in front of
patients and other professionals. (Dell, 1988, p.
530)

Not only have therapists been victims of unethical con-
duct:

Many (MPD) patients were told that staff did not
believe their therapist’s diagnosis. Some patients
were bluntly told that their therapists were “total-
ly wrong.” In a few cases patients were told that
their therapist had “made” them multiple per-
sonality patients. Finally, many respondentsreport-
ed that their patients had repeatedly encountered
medical directorsand inpatientstaff who had berat-
ed them, called them “liars,” tried to “prove” to
them that they did not have MPD, and accused
them of “manipulating,” and of being “psy-
chopaths,” of being “a phony,” and of having “made
the whole thing up just to get attention.” (Dell,
1988, p. 530).

Dell concluded, “Many of these incidents entail levels
of skepticism about MPD that would seem to far exceed the
boundaries of both professional conduct and good clinical
care” (1988, p. 530). Such opposition goes far beyond mat-
tersof professional beliefand disbelief. “Something very emo-
tional (and very destructive) is happening here” (Dell, 1988,

. 530).
g Sometimes the unprofessional attitude of an MPD skep-
tic finds its way into print. More surprisingly, once these atti-
tudes find literary expression they are repeated by other crit-
ics. Skeptics Merskey (1992) and Aldridge-Morris (1989) cite
a clinical psychologist, Victor, as a supportive authority in
passing without hinting to the reader the nature of Victor’s
argument. In fact, Victor's “argument” was nothing more
than aviciousand unprofessional attack on Cornelia Wilbur.

Victor (1975) responded to Dominick A. Barbara's

review of Sybil in the American Journal of Psychiatry:

The French have given us a still better diagnosis
for this case — folie a deux. It is clear that the six-
teen selves said to be inhabiting Sybil’s body were
as real to her psychoanalyst as to Sybil herself. In
fact, most of the time Sybil refused to accept their
existence, while the analyst believed in their real-
ity, even claiming to see and speak with them.

Thus one of the novelties in this case is that
the analyst tried for years to believe in a complex
delusional system...
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Iwould like to suggest the possibility of a diag-
nosis of multiple personality (or grand hysteria)
being made is positively correlated with the roman-
tic and fanciful tendencies of the diagnostician.
(Victor, 1975, p. 202)

Victor’s diagnosis of Wilbur resembles those of psychi-
atrists who told a 1964 survey for Fact magazine that Senator
Barry Goldwater, the Republican Presidential candidate, was
aparanoid schizophrenic (Szasz, 1970). Victor had notinter-
viewed the subjects, nor utilized standard diagnostic proce-
dures. His only grounds for describing Wilbur as psychotic
was that he disagreed with her diagnoses and treatment pro-
cedures.

Professional misconduct toward patients and therapists
treating MPD is by no means limited to American psychia-
try. In 1992, Ian Macllwain, a British therapist, wrote in The
British Journal of Psychiatry:

I have either personally interviewed, treated or
been consulted about many other (MPD) cases
both in urban Surrey and in Aberdeen... Many
MPD patients have told me that they feared toreveal
their condition to psychiatrists, sensing that they
would be misunderstood and thought to be
schizophrenic. Such is the skepticism of the psy-
chiatric establishment regarding their condition,
that their fear was perhaps not entirely mis-
placed... Professional ridicule and accusations of
gullibility await those (therapists) who are fool-
ish enough to declare an interest (in MPD) in pub-
lic, or to seek to study this fascinating condition.
(Macllwain, 1992, p. 863)

Macllwain reports censorship by British professional jour-
nals for case reports and other articles which express a favor-
able view of MPD. Wilbur and Torem (1993) reported that
such censorship of papers related to MPD also existed in
American psychiatric publications in the past. Reports of
unprofessional conduct, informal sanctions and censorship
suggest that the MPD controversy has a bitter and personal
edge that was absent in Latour’s (1987) account of scientif-
ic controversies,

LITERARY SKEPTICISM

Writing for professional journals constitutes frontstage
as opposed to backstage behavior (Goffman, 1959). Critics
of MPD must observe formal sets of rules in order to pro-
duce papers consistent with their beliefs. They assume that
by following these rules, the product will qualify as scientif-
ic. Harold Merskey’s (1992) “The Manufacture of Personalities:
The Production of Multiple Person a!ityDisorder.” isanimpor-
tantexpression of literary skepticism toward MPD, [twas pub-
lished in the highly prestigious British Journal of Psychiatry, a
journal which usually devotes its pages to articles reporting
quantitative research. Merskey reviewed the skeptical liter-
ature and set forth his own arguments for rejecting the exis-

septembet 1994




tence of MPD. Within a year of its publication Merskey’s arti-
cle had been widely cited.

Many of Merskey's explanations for MPD could be
described as sociological. Merskey focuses much of his argu-
ment on the effects of publicity for MPD on patient behay-
ior. He also focuses on the effects of therapists’ beliefs and
treatment techniques on patient symptoms and behavior.

Merskey asserts: “The most dramatic examples of this
syndrome (MPD) attract much attention, ranging from The
Three Faces of Eve (Thigpen and Cleckley, 1957) to an unfor-
tunate 27-year-old waitress in Oshkosh, Wisconsin, who claimed
46 different personalities, of whom six were sworn in and
gave testimony in a trial. (Daniels, 1990). Publicity must be
suspected of producing such events” (p. 327). A straight-
forward interpretation of this argument runs: if MPD caus-
es publicity, then publicity causes MPD. This interpretation
of a logical fallacy, as can be demonstrated by the parallel
use of the form: “If floods cause publicity, then publicity
must be suspected of causing floods.”

INTERPRETING MERSKEY’S ARGUMENT
AS A THESIS: PART I

Another interpretation of Merskey's statement is that it
is not an argument at all, rather it is a thesis. Interpreting
Merksey'sstatementasa thesis could lead to one of two mean-
ings: (1) People believe that, or pretend that they have MPD
for the sake of the attendant publicity. (2) Publicity about
MPD causes people to believe or pretend that they have MPD,

If we accept interpretation (1), we can explore its valid-
ity by examining the cases Merskey cited, those of “Eve” and
“the Oshkosh woman.” In the former case, although it was
well publicized, publicity can be discounted as an initial motive.
When “Eve” first entered her psychiatrist’s office, she had
no idea that her case would be publicized. The publicity
about her case was an unintended consequence of her treat-
ment. In the case of the Oshkosh woman, we lack enough
information to make a judgment. In addition to these two
cases, there are thousands of people under treatment for
MPD in the United States. Few will ever receive publicity for
their case, and most have reasons to avoid publicity. They
are often afraid of stigmatization within their communities.
Therefore, a desire for personal publicity can be ruled out
as a motive in most cases of MPD. Interpretation (1) must
be rejected as unsupported by the cited cases and not cred-
ible in most others.

INTERPRETING MERSKEY’S ARGUMENT
AS A THESIS: PART II

Interpretation (2) therefore is the only remaining expla-
nation. Interpretation (2) has two possible forms. One form
assertsa directrelationship between publicity or culture and
patientidentity and symptoms. The second form argues that
MPD identity and behavior is the product of malingering.

The direct form of interpretation (2) is “publicity about MPD

Causes people to believe that they have MPD.” Let us con-
sider a parallel example: “Publicity informs people about
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heart attack symptoms. People who are aware of heartattack
symptoms are more likely to believe that they are having
heart attacks. They are more likely to seek medical help.”

No one would assert from this argument that publicity
causes heart attacks. Many other parallels exist. For exam-
ple, publicity about symptoms of cancer causes people to
believe that they have cancer. Publicity about symptoms of
depression causes people to believe that they are depressed.
Publicity about symptoms of schizophrenia causes people to
believe that they may have schizophrenia. Placed in this con-
text, the statement, “publicity about MPD, causes people to
believe that they have MPD,” implies nothing about the valid-
ity of the MPD diagnosis. Thus Merskey must prove that MPD
is categorically different from problems like heart condi-
tions, cancer, schizophrenia and depression, and that this
difference always leads to false positive diagnoses.

Much of Merskey’s paper is devoted to exploring the
cultural variants of the “publicity causes MPD” thesis. He
argued that the idea of MPD originated in the misdiagnosis
of patients’ symptoms by 19th-century doctors. In this his-
torical excursion Merskey attempts to traced the develop-
ment of the ideology of MPD. Merskey recalls that Sybil read
psychiatric case histories prior to the revelation to Cornelia
Wilbur that she had MPD. Ideology, Merskey claims, influ-
enced Sybil’s behavior and Wilbur’s diagnosis. This argu-
ment is central to Merskey's case, even though he gives Sybil
relatively little attention, because of the publicity which the
Sybil case generated for the concept of MPD. Over four mil-
lion copies of Sybilwere sold in the 1970s, and millions more
watched the popular dramatization of the story on televi-
sion.

There are severalweak linksin Merskey’sargument. The
relationship between historical casesand recent cases of men-
talillnessis problematic. Even if patientsand therapistsknow
about historic cases, it does not follow that such knowledge
alone can cause MPD symptoms, any more than reading about
the history of cardiology can cause heart diseases. It often
cannot be determined if a particular patient had knowledge
about historical cases, or even if a patient had knowledge of
historical cases, what if any effect that knowledge had on the
patient’s diagnosis.

Consider the following three scenarios: (1) Sybil, anunhap-
py young woman, reads the case records of multiples. She
unconsciously identifies with their unhappiness and symp-
toms and encouraged by the idea of MPD and a cooperative
therapist, simulates their behavior. She receives her thera-
pist’s attention and great publicity as a result. (Merskey's
case) (2) Sybil, an unhappy young woman, reads psychiatric
case histories, seeking to find an account of someone like
herself. She finds similar cases in accounts of multiples.
Encouraged by this discovery, she reveals her condition to
her therapist. She receives successful therapy. (3) Sybil, an
unhappy young woman, reads psychiatric case records. She
does not encounter accounts of multiples. Later she spon-
taneously reveals multiple personalities to her therapist. She
receives successful therapy.

We have no factual basis for determining which of these
three scenarios is accurate because we lack critical evidence.
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Any choice among them would be speculative. If we cannot
pick which scenario is most likely in a well-documented case
such as Sybil’s, it would be even less possible to do so for
thousands of lesswell-documented cases. The argument that
scenario (1) can account for MPD cannot be scientifically
tested. It can be characterized as speculative, and must be
weighed against patients’ own accounts of why they sought
treatment for MPD.

Scenario (1) is the least flattering to the MPD patient.
This devaluation is consistent with the skeptics’ approach,
which regards MPD patients with undisguised disdain. Since
Merskey has no scientific basis for scenario (1), his adher-
ence to it can be accounted for by his pre-existing belief that
MPD does not exist. He accounts for his belief that MPD does
not exist by arguing that MPD patients simulate behavior
theylearn through the publicizing of MPD. This can be char-
acterized as a circular argument or begging the question.
Merskey holds a set of beliefs about MPD which refer for val-
idation only to one another, Merskey (1992) himself observed,
“itis reasonable to reject those diagnoses which most reflect
individual choice...and personal convenience in problem-
solving” (p. 329).

A further form of interpretation (2) is “publicity about
MPD causes people to pretend that they have MPD. " Pretending
to have a medical or psychological condition is called malin-
gering by doctors. The argument for MPD as a patient hoax
rests on the undoubted fact that some people diagnosed as
multiples have turned out to be malingerers. Some of those
cases, such as that of the Hillside Strangler Kenneth Bianchi,
and the Colorado case of Ross Michael Carlson, have involved
murderers who simulated MPD in order to create an insan-
ity defense or to avoid trial on the grounds of incompetence.
Some of those cases, such as that of the Hillside Strangler
(Kenneth Bianchi) and the Colorado case of Ross Michael
Carlson, have involved murders who may have simulated
MPD in order to create an insanity defense or to avoid trial
on the ground of incompetence, (Orne, Dinges, & Orne,
1984; Allison, 1984; Weissberg, 1992). Even in the case of
Bianchi, notallauthoritiesagreed with the malingering diag-
nosis (Watkins, 1984). Itisnotuncommon for murder defen-
dants facing the death penalty to use insanity defenses, and
MPD is hardly the only form of insanity that can be simulat-
ed. Psychopaths who are not legally insane frequently role-
play psychotic behavior in order to establish a criminal defense.

Critics of the MPD conceptsuch as Aldridge-Morris (1989)
have chosen the Bianchi case as peridigmnatic for MPD as
a whole. Spanos, Weekes and Bertrand (1985) based much
of their research on a hypothesis derived from the Bianchi
case. But Bianchi was hardly the typical MPD patient, and
charges of widespread patient malingering require more proof
than arguments derived from one or two atypical cases.

No evidence has been produced in support of the con-
tention that most MPD cases involve patient fraud.
Furthermore, since most MPD patients do not face criminal
charges, their motive for simulating MPD is far from clear.
If it is argued that the patient is faking MPD to get psychi-
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atric attention, evidence suggests that most MPD patients
were able to get psychiatric attention prior to their MPD diag-
noses. The average multiple has been found to have been
in the mental health care system for nearly seven years prior
to the MPD diagnosis (Putnam, Guroff, Silberman, Barban,
and Post, 1986; Ross, 1989). It might be argued that MPD is
somehowa more desirable diagnosiswithin the mental health
system, but this answer is based on the unproven assump-
tion that patients get benefits from MPD diagnosis that they
do not receive from other, presumably less glamorous, diag-
noses.

The desirable diagnosis argument, however, is itself
ambiguous. It could be that the primary benefit of a MPD
diagnosis is that it brings to the patient better and more
appropriate treatment. A proper diagnosisisone which leads
to successful treatment. By this standard the MPD diagnosis
has proven for many patients to be a proper diagnosis. If
MPD diagnosis and treatment brings these patients to ter-
mination, while other forms of diagnosis and treatment do
not, then the critic is faced with a daunting task should he
or she attempts to establish the inappropriateness of the
MPD diagnosis.

If the MPD patients were malingering, then their sole
goal would have been to stay in treatment as long as sec-
ondary gains were possible. The success of MPD treatment
suggests that this is not in fact happening. The argument
that the thousands of MPD patients currently in treatment
are faking fails for lack of evidence, and for manifest implau-
sibility.

I

Inaddition to his thesis that publicityabout MPD is respon-
sible for patient symptoms, Merskey also argues that thera-
pists produce MPD-symptoms in patients. There are two pos-
sible sources of iatrogenic MPD: (1) The use of hypnosis,
and (2) the shaping of MPD by the behavior and/or expec-
tations of the therapist. MPD has historically been diagnosed
and treated through the use of hypnosis. Merskey (1992)
argues that the association of MPD and hypnosis is far from
accidental. Researchers such as Spanos and his colleagues
(1985) have reported that under hypnosis some character-
istic symptoms of MPD can be simulated. But Braude (1991)
commented: “The alleged personalities created hypnotically
(in attempting to simulate the symptoms of MPD) differ in
important respects from personalities occurring sponta-
neously. Not onlyare the former substantiallylacking in depth
and breadth, when compared to alters, they also have no life
histories and no particular function in the emotional life of
the patient” (p. 62).

Braude drew attention to thé scientific inadequacy of
the 1985 Spanos et al. study. In a laboratory setting, students
role-played a scenario derived from the Bianchi case under
hypnosis. Not surprisingly, many psychology student par-
ticipants hit on the MPD ploy. But can a laboratory simula-
tion of the Bianchi case demonstrate anything about MPD?
If Bianchi was actually malingering Spanos’ research really
demonstrates that, given sufficient motivation, some people
might attempt to simulate MPD. Braude (1991) comments
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that using the Hillside Strangler as a paradigm of MPD is an
example of “familiar and disreputable gambit of generaliz-
ing from the weakest case” (p. 63).

Not all MPD patients are hypnotized. The teachings of
the Jehovah’s Witnesses forbids hypnosis. Yet members of
this religion have received the MPD diagnosis and are being
treated for it. Ross and Norton (1989) have produced evi-
dence which disconfirms the hypothesis that MPD is pro-
duced by hypnosis. They found that MPD patients who had
never been hypnotized had similar symptoms to those who
had been. Recent MPD diagnostic techniques utilize struc-
tured interviews, rather than hypnosis (Steinberg, 1993; Ross,
Heber, Norton, Anderson, Anderson, & Barchet, 1989). The
fulfilling of diagnostic criteria in these interviews is based
on client’s symptom histories. The argument that MPD is
produced through the misuse of hypnosis cannot be sup-
ported by available evidence.

A further argument is that MPD is shaped by the thera-
pist who consciously or unconsciously is leading the patient
into pathological behavior patterns. Most of these arguments
feature a variant of the hypnosis argument as well. Simpson
(1988), cited by Merskey, adds a version of the therapist
iatrogenesis argument. “Selective reenforcement of symp-
toms, unconscious or conscious, progressively shape the symp-
toms of and behavior of the patients, and the depiction of
MPD is elaborated and reinforced” (p. 565). Simpson is sug-
gesting that MPD is a match between a suggestible patient
and asuggestible therapist. MPD is produced by the patient’s
desire to please the therapist, and thus is a manifestation of
the power of the therapist over the patient. If Simpson’s posi-
tion is that only MPD advocates exert influence over patients’
behavior, then this could be characterized asa localized anti-
psychiatry. It would entail that psychiatrists who diagnose
and treat schizophrenia, or bipolar disorder, or any other
“legitimate” psychiatric condition do not shape the clients’
symptoms as MPD therapists are argued to do. But skeptics
such as Freeland, Manchanda, Chiu, Sharma, and Merskey
(1993) exerted social influence over patients’ behavior by
challenging the validity of the MPD diagnosis. In one case,
the patientaccommodated to the psychiatrist’s position after
he stated: “I don’taltogether buy the idea of MPD."” In anoth-
er case the patient continued to believe that she had MPD
despite her psychiatrist'sobjections. A third patient continued
to report the existence of a second personality, even though
she claimed to agree with her psychiatrist that she did not
have MPD. The last case reported by Freeland et al. (1993)
may have involved malingering, but the psychiatristignored
the patient’sreports of altered personalities. Thus case reports
by skeptical psychiatrists demonstrate that they selectively
reinforce symptoms and attempt to shape patient behavior,
Dell (1988) reports that skeptical psychiatrists sometimes
engage in coercive behavior to influence MPD patients to
disavow their symptoms, The social influence argument must

be evaluated for both the skeptics’ aswell as the proponents’
case.

DISCUSSION

Skepticism about MPD could be classified as either back-
stage-behavioral skepticism or as frontstage-literary skepti-
cism. Backstage skepticism includes a wide range of unpro-
fessional conduct. It is backstage because psychiatrists and
other mental health professionals do not with their unpro-
fessional conduct to be viewed by an outside audience.
Although literary skepticism avoids the crudity of backstage
skepticism, its rationality is equally questionable. Published
empirical studies have been based on questionable premis-
es or have been so lacking in rigor as to be of no value.
Neither the traditional Sociology of Science nor the Sociology
of Discourse can adequately account for this phenomenon.
Interpretations of the MPD controversy must look elsewhere
for an explanation.

Although Merskey’s arguments possess some frontstage
qualities, there are similarities to the backstage unprofes-
sionalism of Dell’s skeptics. Merskey simplyassumes that MPD
does not exist. Therefore it must be the product of some
social aberration: a culturally-created illusion, patient mis-
conduct, or malpractice by therapist. Merskey appears to
believe that his training as a psychiatrist qualifies him to
engage in sociological speculation. Unlike professional soci-
ologists, whose profession requires more than the mere expres-
sion of personal opinion to validate explanations, Merskey
often offers his interpretations with little logic and even less
evidence. While the behavioral skepticism is characterized
by unprofessional conduct, Merskey's literary skepticism is
characterized by unscientific discourse. Like the behavioral
skeptics, his ultimate argument is a largely unsubstantiated
attack on the integrity of MPD clients and the competence
of therapists.

If we compare the MPD controversy with controversies
in natural science, we find that unlike skeptical natural sci-
entists, MPD skeptics have failed to generate a significant
body of scientific evidence in support of their case. Merskey
fails to critically examine the research of the proponents of
MPD, or offer alternative explanations for their findings. In
contrast, the critics of research in the natural sciences attempt
toreplicate critical experiments. They offered plausible alter-
native accounts of anomalous findings by credulous
researchers. Critics are thus able to cite scientific reasons
for rejecting of notions such as cold fusion.

It is far from clear what would constitute a critical test
for the existence of MPD. Itis clear, however, that thousands
of patients have received the MPD diagnosis, and researchers
are conducting a vigorous program of scientific inquiry on
them (Ross, 1989; Putnam, 1989). In contrast, skeptics like
Merskey have neither offered systematic criticism of MPD
research, nor examined MPD patients in a rigorous fashion.
The skeptics have failed to produce a case that can withstand
critical examination. Thus literary skepticism concerning
MPD is just as irrational as the unprofessional conduct of the
extreme behavioral skeptic. Similar unprofessional conduct

- and irrational discourse have also been observed in the devel-

oping controversy concerning “the false memories syn-
drome” (Barton, 1994).
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CONCLUSION

Our examination of the MPD controversy hasnotdemon-
strated that MPD should be accepted as a psychiatric diag-
nosis. Rather it demonstrates that some skeptical psychia-
trists and mental health professionals do not always conduct
themselves in a professional manner, have dismissed the diag-
nosis without examination of relevant research, and have
failed to produce scientific research or rigorously reasoned
arguments in support of their position. We are clearly deal-
ing with a social phenomenon that is foreign to Latour’s
(1987) model of scientific controversies. Indeed, it is doubt-
ful that the case skeptics present against MPD could be
described asscientific. The multiple personality disorder con-
troversy has caught psychiatry backstage. B
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