
~IULTIPLE

PERSO:,\ALm
DISORDER
A:'\D THE

FA.\lILY PHYSICL-\.'

"arleol" E. HuDler. UD.. r.C.F.P. leI

Marlene E. Hunter, M.D., F.C.F.P. (C), is Clinical Associate
Professor in lhe Department of Family Medicine at the
University of British Columbia, Vancouver, Canada.

For reprinL'lwrite Marlene E. Hunter, M.D., 1835Ambleside
Lane, West Vancouver, B.C., Canada V7V 4W4.

ABSTRACT

AlJhlmgh a WMlth of knowkdgt is bring accumulamJ about the
wholefi~ld ofdissociativedisorcln3, wry lillleallnltion is bringpaid
to ulating Ihis inJormation u..ith the role of the family ph)'Sician.
Thi.s is unJortunau. &cawe ofhis or lin- uniqu~ ulationship with
tlu patiolt, such physicians arr: in the be.st position to picA up the
warning signals that lIn-ald the~a ofdissociative phnlom­
ma, and may thw play a significant role in Mlping the patienl to
m/erapproflrioUthnrIp)'. Sj.",ptomnJoIogj andphenommoioID' indica­
tn~ofa possible disstx:iatlve disorder ar~ discussed with refermc~ to
lomplicating health Usue.s and ollln- conctrnS that may,from tim~

to limt, haw to ~ addnssM.

MPO MID THE FAMILY PHYSICIAN

In the past decade, there has burgeoned a wealth of
information and literature about what was once considered
to be a namboyant and rare mental disturbancc-Multiple
Personality Disorder (MPD).

We now know more about Dissociative St.·ues Ulan many
of us would have thought it possible to know. Indeed, the
research in lhis field has spilled over, in the most positive
and unexpected way, to add to ourgeneral knowiedgeaboul
nonnal and abnormal brain function. neuroph}'siology and
the biochemistry of the centralne....·ous s}'Stem.

Because what has been conspicuousl}' lacking in this
cornucopia of learning is some small atlention paid to thai
firsl-line bastion of medical DEW (Distant Early Warning)
lines. the Famil}' Physician, the topic for'this paper is the
~'ultiple Personality patient in General Practice.

1am a famil}' ph}'Sician,"ith Certification and Fello,,"'Ship
in the College of Family Ph}'Sicians of Canada. I encoun­
tered m),fjrst MPD patient in m)' famil}' practice in 1978, and
sUbsequcntly realized that I had at least twO other patients,
one a se\"enteen-}'ear-old girl and onc a young mother of
three small children, who displa)'ed the same spectrum of
S\'mptomatolog}' as did that first-recognized patienl. If my
practice was representative, that indicaled an incidence of
3:2500 in a generdl FP/GP population. This ratio was simi~

lar to mat reported by Lloyd (1987), who had found a ratio
of 3:3000 in his practice in castern Canada.

Andcrson (1991) studicd a population of patients
auending t\'{O general practice outpaticlll clinics. He con­
cluded that thcre may be a higher incidence ofdissociativc
experiences and pathology seen in family medicine outpa­
tients than one would find in the gcncral population. Man)·
authors have referred to the variety of somatic complaints
.....hich dissociati"e patients exhibit (e.g., Pumam, Guroff,
Silberman, Barban, & Post. 1986; Coons, 1988; Ross, Heber,
Norton. & Anderson, 1989). As these symptoms fall within
the pu....ue of the family physician, who is often the first con·
tact ,,;th the patient, it is,italthat family ph}'Sicians be aware
of thcse correlations.

RDl~ of the Cdnero.l PractitilPlO'/Family Physician
There are three possible roles which the GP/FP might

find himselfor herself filling in the care ofan ~fPD patient:
that of personal ph}'Sician; that of primary therapist in treat­
ing the dissociative disorder; and/or the sentinel ph}'Sician
who both can and should include MPD in his/her differen­
lial diagnosis of patients who appear to meet certain critt....
ria. These roles may overlap. coincide. or meet head-on. I
realize that I, as both a famil)' ph)'sician and a primary ther­
apist for dissociative patients, have a different experience
and expectations than do most of my GP/FP colleagues.
Nevertheless the other (\\'0 roles arc of prime imponance
and the dcvelopment ofgood communication between the
doctor and the therapist is vital.

ManifestatiornafProbableMPD Noted in RoutineMedical Pmdice
By the Penonal Physician

The famil}'ph}'Sician is in an admirable position to first
question the possibilily of MPD/D.

I) Dissociati\"edisorderpatienLS frcquentlytend tosom­
atize (Ross et aI., 1989). There is often a plethora
of physical complaints. One problem jusl gets
resol"ed when two more pop up 10 take its place
and )'elthe patient appears to be re1ati"el}' health)'
and man}'symptoms elude an organic explanation.
PS}'choph)'SiologicmanifcslatiOilsofthedisorderwere
describedbyBraun& Braun (1978) in an earlypaper,
and later (Braun, 1983). Putnam et a!. (1986)
reponed the more common of these, reported in
decreasing order of frequency: headache, unex­
plained pain, unresponsive periods, gastroinlesti-
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nal disturbances, nausea and vomiting, palpitations,
paracsthesias and analgesias, weight loss, visual dis­
turbances, involulllary movements, seizure-like
episodes, and paralysis. Despite these frequent
somatic complaints, the patient often holds down
a steady job. goes (0 school or uni\·crsity. and/or
cares for a family.

2) There isa confusing response to medication (Coons.
1988; Barkin, Braun. & KIlift. 1986; Hunter, 1985).
Indeed, one may hear, via a telephone cOllversa­
tion, that some new drug is "Fantastic, wonderful
- why didn't you give me that before?~ then later
in the day have the paticmappear in the office. sa}"
ing that the new dnIg was nm worth the paper in
the prescription pad. Oneofthe most frequent com­
plaints, that of headache, seems to be particularly
recalcitrant. There rna}' have been occasions where
huge doses ofanalgesics are reported to have been
taken, with no relief at all.

To further the confusion, there may have been
reports from the patient of some bizarre ~allergic

reaction" to some antibiotic which had been given
without incident in the paS(. Such a reaction rna}'
disappearjust as quickly again, apparently resolved.
The front of the chan may become crowded \,i.lh
such ~allergies.~

3) Lab reports and investigative procedures arc frc­
quently erratic. Reports of variant EEGs are quilc
common (Miller & Triggiano, 1992). In many
paticnlSon one occasion there maysecm to be epilcp­
tiform acthi.ty. panicularlyin the temporal lobe, yct
when the EEG is repeated. there is no such indica­
tions. Thyroid studies arc often confusing, leading
one tosuspect laberror (Hunter, 1986; Nair& ~Iapps,

1992; Gilette & Garbuu. 1987).

4) The patient is one who may be described as a "Thick
Chart Patient." The doctor may find him/herself
groaning at the sight of the name on the day sheet.
Yct there is often a somewhat endearing quality to
the patient, leading the doctor to a state of exas­
perated fondness.

5) From time to lime, a situation may arise when the
doctor finds him/herselfth in king ~So-al1d-Soseemed
like a different person today." It may be difficult to
pinpoint the difference, or it might be blatant­
an entirely new hairstyle or type ofapparel or make­
up. Some rears after recognizing a patient in mv
famil}' practice as MPD. I was re-reading her earlier
chart entries and found. to m}' amazement, my writ­
ten commelH, ~Hardly e'·en recognized her ­
looked difTerelH, talked different." This young
woman had, at that time, recently married and was
tben in early pregnancy. An alter thall had not pre­
viously met had made the appointmenl to talkaboul

nutrition in pregnancy. Al the time I did not know
she had MPD but was struck with her M new, more
mature personalilY"!!

One or 1;\\"0 of the above observations may not have
much significance, but when a ph}~ician finds the patterns
recurring, consistent m·cr time, warning lights should Start
going off. This may be a time for rC\i.c\\ing lhe early ruslQ.
ry of such a patient, perhaps asking a few more questions
about the family of origin and what was it like growing up.
If the patielll (laughingly or othelwise) remarks that she
does not remember much ofher childhood, that is one more
factor to put into what I call The Probability Equation for
~1PD and l\lpo-like states.

Hospitali:.ation Issues ofConcnn to the G£neml Practitioner/
Family Physician

1) SU'gn)'.There are SC\'eral issues which must be rec­
ognized if the MPD palient requires surgery. One
of the most important is to contract that ~whoC\'er"

(i.e., which alter) goes under anaesthetic, comes
out ofanaesthetic. In the medicalcommunitywhere
I practice, and indeed in man}' medical communi­
ties in Canada, the family physician \,i.1I also be the
fi~assistant in surgical procedures. In outl}'ingareas,
the primary care physician often is the surgeon. I
ha\·e had tile slighlly unneni.ng experience ofha,,­
ing a .....oman patient, who had been in my practice
for mailY years, look up at me through drooping
eyelids in the post-anaesthesia room (PAR) and, in
a young male voice, roughly demand "who the hell
are }'ou?~It was not nearlyas unnel"\i.ng for me, how­
C\'er, as it "'asfor the PAR nurses. Ifthe familyph)'si­
dan is not so directly involved, he or she can con­
sult with the primaf)·lherapist about arranging such
contracts.

COlllracts are also useful with regard to ·'who"
is going to be taking medication and/or Mwho" is
responsible to see that aJl necessary medication is
taken; for example, such arrangements are cssen­
tial for a diabetic patient. Contracting is not onl}' a
helpful bUt. some beliC\·e, central panofMPD treat­
ment. adaptable to manysiruations (Ross & Gahan,
1988; Ross. 1989).

Attention must be paid to the way in \,·hich this
patient's personaJity system manages pain, and the
recognition that post-operative IJain is difJn-fmt than
other hi/Ids ofpain which have been suffered ;'1 the past,
and therefore requires differelll management.
Othel"\\i.se there is the risk that the alter whose job
it has always been to experience the pain \\ill beliC\'e
him- or herself to be again 'i.ctimized. The impor­
tance of post-operati\'e pain as an indicator of pas-­
siblecomplication (e.g., infection) must beexplained,
lest all sensation ofpain be abated auto-hypnotically
and symptoms about which itis necessary to inform
the doctor to assure good medical care be blocked
out. Some pointed work is required to preventa fur-
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ther split. Teaching the patient some simple hyp­
notic pain relief techniques, with specific explana­
tionsofhowthcyare to be used, is useful. Furthermore,
the doctor needs to impress upon the patient the
-unwiseness~ofallowing an alter who does not per­
ceive pain to get up prematurdyor olhcrwise engage
in contraindicated activities.

2) Childbirth. All oflhc above are applicable to the e\'cnt
of childbirth, with a few extra items. Specifically,
\\lho~ is going to have this baby? Is there already a
birthingaher from previous confinements, and/or
an inside mother alter? Are there arrangements for
those alters for whom birthing would be disturbing
to an extreme degree (children, males) to go to a
safe place for the duration of the event? Simple hyp­
notic procedurcs can be used to accomplish this if
-the System ~ (by which 1mean the personalityorga­
nization of this patient) needs a little help.

There mayalso be the complication ofthe patient
denying pregnancy, and/orsome ofthe alters being
unaware of the woman's pregnant state (van der
Hart, Faure, Van GelVen, & Goodwin, 1991).1l may
take considerable time and patience on the part of
the family physician, helped perhaps by his or her
nurse, to gently but realistically convince all parts
of that patient as to the very real situation. If the
birth attendant is other than the family physician,
e,g., the midwife or obstetrician, that person must
obviously be informed of the situation.

Hospitalizations may offergood opportunity for
some useful blending ofalter personalities for a spe­
cific purpose. This can be an excellent ego-strength­
ening cxperience and may be the first time ~they"

have had the chance to work together.
This brings up another point, applicable to all

non-psychiatric hospital admissions for the disso­
ciative patient. Those hospital and medical personnel
who are going to be dealing with the patiem must
be made aware of MPD. This is no small problem,
given the present state of medical awareness and
teaching in this field. In my experience, surgeons
are only slightly less resistant to the theory of MPD
than are most psychiatrists. They will respond with
disbelief which may border on the hysterical.
Nevertheless this education process must be zeal­
ously pursued, for the benefit ofall. Other doctors
(the surgeon, the obstetrician/gypecologist, the
anaeslhesiologist, other physicians on call for you),
nurses, the pharmacist (~Do you realize that these
doses are very unusual, doctor?"), physiotherapists­
all mustbeadvised. It is important also that the patient
be aware of this education process-he or she can
help, especially iEt is sympatheticallyexplained. Such
a patient will not appreciate being discussed as ifhe
or she were a freak.

3) Trau.ma, theEmergcnC)'Room. Thepatient may already

have had some very unpleasant experiences in the
Emergency Room of the local hospital. Generally
the MPD patienl is taken there in a state ofextreme
agitation, only to meet yet again with hospital per­
sonnel who have no understanding of the dissocia­
tivestate. Time must first be takcn with the patient­
soothing and reassuring him or her that this is a
diffcrentsituation-they have been iltiured in some
sortofaccident; they have notdone something "bad."
Mter that comforting is achieved, all of the com­
ments in the previous paragraph apply.

4) PS)'chiatric Hospitalizations, For the family physician,
this is usually a hospitalization over which he or she
can exert little control. Hopefully, the psychiatrist
has bcen onc of the family physician's choice, and
is knowledgeable and appropriately sympathetic.
These mayalso be the hospitalizations during which
patients most need the supportoftheir friendly "fam­
ily doc."Just the usual brief professional visit, to let
the patients know that they are still valued, is vital­
ly important. The psychiatric ward experience is too
often one ofalienation, polarization of all medical
and non-medical staff, and funherfeelings ofaban­
donmenl.

Fu.rther Issues
1) Insurance Companies. Involvement \vith various types

of insurance agencies can be a complicating factor
which may surface in several situations.

Firstly, Iwill address the issue ofreimbursement,
especially for time spent by the family physician. In
Canada, with our Health Care System, office visits
to the general practitioner/family physician are, of
course, covered-but only two of the ten provinces
havc a fee schedule item for what has been termed
~G.P.Psychotherapy,- and usuallyonlya limited num­
ber of ~Counseling~ sessions are billable per ycar
per patient. In my province, the Mcdical Plan fee
schedule for an ofiice visit covers about eight min­
utes' worth-the time it would take, for example,
to look at a sore throat, feel for swollen glands, per­
haps take a swab for culture, make up one's mind
whether probably viral/bacterial/monilial, and
maybe write out a prescription. Eight minUles ,viII
very seldom cover the usual Jl.IPD patient visit, even
in a strictly general practice situation.

Most of us simply accept the fact, and write off
the lost income under the Just onc of those things'
heading. For those of us who also serye as primary
therapisLS for the dissociativc disorder, it is a par­
ticularly difficult dilemma. As the situation stands,
it is not satisfactory, and in the long run must be
addressed, but few of us have the time or energy to
involve ourselves in the diligent and exhausting lob­
bying efforts that it ,viII take to change things,

Secondly, there is the case of third-party insur­
ance for anyone ofseveral scenarios--e,g., a motor
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vchicle accident.
OmExo.mpk: One of my patients. a }'oung
married woman with three young chil­
dren, 'was dri\ing when her car was rcar­
ended. There was no question afme acci­
dent being her fauh-she was slopped at
a red light, the other driver came up too
quickly and hit her, pushing her car into
the car ahead. She suffered the typical
whiplash injury which ....'as incredibly com~
plicatcd by her MPD because se\"cral ofher
alters who were not invoh'cd with pain per­
ception would take over when there was
work to be done, especially caring for the
children. The insurance companysenloul
agents to literally spy on her from cars parked
across theSlreelfrom her home. Theyreport­
cd seeing her going about her chores and
of course the conclusion was that she was
Just a malingerer.' The sc"eral allers who
were suffering extreme pain were thus
caused to suffer evcn morc disuess due to
the allegations ofan deliberate auempt to
defraud the insurance agency.

2} Othn-Anornalies. As pre\;ously mentioned. there arc
anomalies in the medical presentations of MPD
patients which ma)'confuse the clinical picture con­
siderably, especially to a doctor unfamiliar with the
syndrome_ :\13.ny of these aspects haw been iIwcs­
tigated or there is ongoing research_ An excellelll
re-.iewartide by :\IillerandTriggiano (1992) address­
es many of them_

Some alters appear to be allergic to a given sub­
Slance, while others do not (Braun. 1983a). Some
appear to have infections and others simultaneousl)'
donal (Hunter, unpublishcddar.a). The patient may
arrive in the office or the ER WiUI suange, unex­
plained wounds--or evidence of wounding is dis­
covered at some later date. Self-inflicted injury is
\'crycommon in J\IPD (Ross, 1989; Gilliland & Hicks.
1987). This is one of the arcas where there is con­
siderable Q\'erlap with borderline behavior. It often
arouses intense antagonism in. e.g., emergency
room staffwho imerprel il as at tcnlion-seeking beha,'"
ior without realizing the emotional pain behind it.
Healing may occur unusually quickly. often ,\;thout
benefit of suturing. especially (it seems) for such
mysterious wounds. Conversely. at times healing is
inexplicably delayed and the patient is accused of
factitious intervention, an accusation which is ';g.
orously denied and which has a tendency to erode
the fragile U"Ust ",;th which the patient regards the
doctor_ There is alwa)"S thc possibility of a sabotag.
ing alter causing the dela)'ed healing, so that there
hasbeen factitious intervcntion completely blocked
from the host by an amnesia barrier.
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3) Trust. Issues of trust are constantl)' surfacing when
working ....oith MPO patients in an}'em;ronmem (Ross,
1989; Braun, 1985a). As has been stated many times
but can ne\-er be overstated, these patients leam~
very earl}' in their Ih'es that U"Usting is dangerous,
that U"Usting grown-ups is particularly dangerous,
and that tnlsting grO\m-ups who say the,' care for
)'ou is the mosl dangerous of all, because those ar~

the people that hurt )·ou.
Enter the Family Doctor, who fills all of those

roles-a gro.....n-up (....·ith some authority) who sa)

he or she can help you and who may even hurt you
in the name oftrcaunent. As doctors, we exptct OUr
patients to Uust us; indeed, the doctor-patient rela­
tionship is based, essentially, on such trust. If w~
suddenly find out (usllall)' in a crisis situation) tbat
this trust which we so naive1}'expected, iscompletcly
absent, we ourselvcs ha'-c a ,-el)'difficult time to come
to terms witb that fact.

We mustsimply remcmber that this lack oftruSt
has nothing personall}' to do with us, but has evel)'­
thing to do with the ,;ciolls conditioning which this
patient experienced so earl}' in his or her life_ m­
ean still show trust in thnn.

Family Constellation l$Sues
1) ImmMiau IJr Nuckar FamIly. One of the major issues

in this area is that of support to the other fami~'

members. II is one of the ironies of ueaunent that
tile patient .....iII in all probability become less stable,
harder 10 Ih-e .....ith. and more confused and con­
fusing as therapy progre s.

First and foremost, the spouse or aduh parmer
of the patient muSt be included in the disclosure of
the diagnosis and be updated at all major thera­
peutic events along this terrible and diflicultjour­
ney_ Whether or not the family doctor is going to
be the therapist, there is a m<tior role for him or her
in this situation-to support and reassure, explain
and interpret. Most of the time the diagnosis will
be reccivcd with rclicf. ~I was read}' to leave, but
now that I k.nowwhat it's all about I" 11 sta}',- said tile
husband ofone ofmy newly-identified :\lPD patien IS.

His reaction was, I have learned, typical.
UnforlUnatel", he had no idea how difficult ajour­
ney it was going 10 be and there were man)' ago­
nizing times along the .....aywhen he .....as again read)
to lea'-e.

It isalso unfonunatel)'often the case that a spouse
or parmer is him- or herself drsfunclional in ,"ali­
ous wars. Perhaps the spouse or parmer is insecure,
or also the suni\'or ofan abusi'-e childhood. These
past e\'ents may nc\'cr have been discussed between
the couple, or may have become triggers for mis­
understandings, quarrels, guilt/blame trips, or fur­
ther abuse_

There are \-err few places where the other fam­
il}' members can go for help, blll their family doc~
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tor's office is one of them. The husband of the i\IPD
patient mayjusl need to sit and ycntilate for a while.
Where else can he relax and do that? If friends of
this couple do not know what the true situation is,
he can hardly go to a friend's for relief; even if they
do know, he is stilllimitcd as to the amount of their
time he can co-opt. He will feel more and morc iso­
lated and alienated himself.

Time needs to bescheduled in the doctor'soffice
for clarifying what MPD is all about (and itwill need
(0 be clarified over and over ag-ain). The family is
helped by knowing what stage of therapy the patient
is in, and why things are more (or less) confusing
IIOW. Safel)' issues MUSTbe addressed-safety for the
patient, and for all other family members. ~Safety

T1eL~nneedw be set up against both inad\'ertentand
deliberate harm, most particularly for children in
the home.

Many such families come and talk to me about
"'supportgroups, "which may already be established
in the community, or which are envisaged as being
composed of friends, church members, etc. In my
experience, few of these work very well and all too
often they invite or precipitate another disastrous
failure. Thisis nottosay thatall reasonable attempts
to locate or arrange such a support network are use­
less or should be avoided - on the contrary. In my
experience, which is echoed by that of many col­
leagues, most ofthose well-meaning people who vol­
unteer ha\'c really no idea of what they are getting
into, orwhatdemandswill be put upon them. \Vhen
these become evident they will back away. Such pro­
posals need to be discussed thoroughly, and there
must be an informed, experienced facilitawr pre­
sent at every group meeting. This is nota do-it-your­
self projecl.

Support groups, which often arc Icad or facili­
tated by peers or non-professionals, are not to be
confused with group therapy for MPD patients, which
certainly may have a place in the therapeutic plan
(Coons &Bradley, 1985;Caul,Sachs, &Bralln, 1986).
The famil}' physician must be even more than USll­
ally vigilant with families of patients who are them"
selvessuni\'orsofabuse. The transgenerational qual­
ity of this disorder is well known. Marital and family
therapy may be of extreme importance (Sachs,
Frischholtz, & Wood, 1985). There is a strong cor­
relation between dissociation, family dysfunction,
and medical care utilization (Anderson. 1991).

2) When theFamil)' oJOrigin isAlso in IheDoClor's Practice.
This is a very difficult, disruptive, and schism-mak­
ing circumstance which is, given the basic premise,
fairly common. The whole point of family medicine
is thatJamilies are treated there; understanding the
family dynamics and their relationship to illnessand
health is what family medicine is all about.

How, then, does a doctor relate to a family in

which it is becoming increasingly evident that hor­
rible abuse was perpetrated by one or more ofthem,
on another or others of them. It is extremely likely
that the perpetratinggeneration will completelydeny
such abuse. The doctor will then be placed in a ~Do

you believe me or them ~"no-man 's-Iand which is both
intolerable and unproductive.

Clear boundaries must be established between
all parties, and the strictestprofessionalism obsen'ed.
This area is fraught with hazards- personal, med­
ical, and legal. rt may be prudent w seck advice from
senior colleagues and/or medical protecti\"e coun­
sel. It is slightly easier if the family physician is no(
also the primary psychotherapist. To reiteratc, refer­
ral to an experienced family and marital therapist
may be a key therapeutic inten"ention (Sachs, 1986).

Family Physician/General PractitiOller as Sentinel Physician
This is, for most FP/GP's. the key role. We are usually

the first contact that the patient has with the medical/men­
tal health care S}"stem. Ifwe are alen we may be instrumen­
tal in helping the patient to early diagnosis and thus avoid
years of further suffering. In an earlier section I listed sev­
eral findings suggesti\"e of undiagnosed Jl.lPD. Here I note
additional phenomena that are highly associated with MPD.
To what must we be particularly alert?

1) Apparent Over-utilization. Their tendency to soma­
tize frequently results in many MPD patients over"
milizing the doctor's office or community clinic.
There maybe multiple referrals, diagnoscs, orsurg"
eries. As implied earlier, patients with a thick chart
may have been trying to tell us something for a long
time. It is time we heard them. At the very least, they
desen'e one more referral-to someone knowl­
edgeable and experienced in dissociath"e disorders.

2) An),SuggestionoJChildand/orSexualAbuse. In Canada,
as in most y.,lestern countries, it is required by law
to reponsuspicions ofchild abuse. \Ve all have our
ov·m inner battles about the apparent betrayal of
trust that this involvcs--cmotion battling intellect.
It may be of some small solace to reflect that, by
such reporting, we have saved not only the present
real, ghastly physical damage to this child, but also
the future, different though equally ghastly emo­
tional and psychological trauma that will take years
of intensive therapy to heal.

That dissociative disorders right across the spec­
trum to MPD evolve from child abuse has been so
well documentcd that it is rcdundant to comment
further. Our vigilance as family physicians can save
years ofterror. both experienced and remembered.
The work ofK/uft (1985), Braun and Sachs (1985),
Putnam (1989), and Ross (1989), to namejllst a
few, attests to this irrefutably.

3) Eating Disorders. "All anorexics are abuse sun':ivors
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until proven otherwise.~a colleague of mine pro­
nounced recently. Although lhis is too b1atanta gen­
eralization, ifa new patient comes into the practice
with amious anorexia or bulimia. or if a patient
already in the practice dC\'e1ops such a stale. it is a
dear imitation to explore, gently but very penis­
tently, the childhood and tttnage}"eaniofthat patient
(Torem, 1986. 1987). ~ldon'Lreallyremembermuch
ofmy childhood," is a reason for c\'en more intense
suspicion and query.

4) PanicAttack.s. Sudden attacks ofanxiety so acute that
they immobilize the patienI-Ii tcraJly-are common
in ~IPD (Coons, 1988; Putnam ct al., 1986; Smith,
1992). These attacks may erupt, apparently out of
nowhere, at any age; but, on the other hand, the
patient may admit to having suffered them "all my
life." The usual pattcrn is for patients to suddenly
find lhemselves panic-stricken, wilh alllhc signsand
sympLOms ofan adrenaline rush, unable to breathe
and wilh heart pounding (the (Wo most common
and frightening symptoms), frantic to getaway from
where they are, sure that they are going to die. The
attacks are terrif}ing. Anxiolyticscan be helpful, but
techniques such as brealhing into a paper bag, ph}OSo
ical exercise ofsome spuifitdtype, orcenain "active"
relaxation melhods are more useful and less poten­
tially dangerous. As lherapy progresses, if indeed
the patient is dissociative, it "'ill be possible to dis­
cover lhe why's and how's of these attacks, which
send such a dear message ofdistress.

5) In.somnia/Nighlmares/Sl«pwalking. Like the anxiety
attacks, these may intrude suddenly upon the scene
or have ~aJways~ been part of this patient's life. Of
course, most insomniacs do not ha\'e MPD, and all
thosc who have nightmares are not abuse sur­
vivors-but if these are relatively new phenomena
orhave Malways been there, M it is another liule v.'arn­
ing light. I try to avoid chemical hypnotics, and teach
my patients gentle hypnosis approaches instead.

6) Saual Dysfunction. A common presenting com­
plaint, sexual d}"Sfunction may take the foml of d}'s­
pareunia, erectile d}"Sfunction,low sexual drive (in
males or females), v.ishes to avoid sexual contact,
inordinate fear ofsexually transmiued diseases, or
pelvic pain. Intimacy-eo.-en the lhought of intima­
cy--is frightening (not just unwelcomed-ftighlnl­
ing). The connection to early abuse is obvious but
the patient him- or herselfmay still have very strong
amnestic barriers and be cogniti\'e1y unaware of it.
If there is a spouse or stable pantler, such dysfunc­
tion may threaten to 5e\'er the relationship. Sexual
counseling is not always helpful, and almost nC"er
so if lhe amnesia is profound. Any laboralory or
other invcstigative procedures (e.g., homlOne lev­
els) v.ill probably be normal. This is particularlycon-
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fusing if the patient is .mal.e; often the libido is \'~
low but tesLOsterone IS hIgh, nocturnal erecti0lls
strong, etc.

7) lRpression. Manya dissociative patient has been mis­
labelled as "bipolardisorder...As many MPD patients
seem to ha\'e at least one depressed alter, anyunusu.
aI presentation (e.g., health}' }'OUllg active adult or
no family history ofdepression) in a patient who is
exhibiting otJler '·warning lights," is wonh consid­
eration as a possible abuse survivor.

8) Umxplain~d '"Accidnll$"lo &LJor Children. Such pre­
senting complaints must be considered particular_
ly carefully, looking for inconsistencies or incon­
gruities in the history.

All of the above symptomatology may be evaJ.
uated more carefully by an alert family physician
who has been properly educated about dissociative
disorders. Vcry few patients will offer up for Our
appraisa.l the Mtypical~ symptoms of dissociation_
internal voices, amnesia, losing time, etc. Instead
they come v.ith some of the foregoing symptoms,
and it is up to us to decipher the meaning and 10
question accordingly "';th gentle bUI persistent
inquiries. We havea unique opportunity, ~ingcog­
nizant, infonned. and in positions of relati\'(: trust.

In some oflhe situations which I discusst:d ear·
lier in lhis paper, the famil}' ph}'Sician "'ill doubt·
less ask for cooperation from the attending psychi­
atrist or psrchotherapist, if lhe patient has ~en SO
referred. An example ""auld be conrracting"'ith the
pre-5urgical patient I belie\'e lhat the family doc·
lor must be included in arrangements related to
the medical management ofhis or her MPD patient
in order to care for him or her in a knowledgeable
and optimally helpful manner.

SUMMARY

The family doctor who is a\.'l3.Te of the existence and
incidence of;\'IPD in the general population is the most log·
ical person to serve as '"sentinel ph}'Sician n in the recogni­
tion of lhis disorder.

It is essential, therefore, that education in lhis field be
extended to ALL medical students, but to family practice
residents (and, of course, ps}'chiatric residents) in particu­
lar. Much subsequent damage could be prC"emed, earlier
treatment instigated, better suppon S)"Stems for the patienl
claborated, and-a "fringe benefit W if there eYer was one-­
millionsofdollars COSI to heal th care and social serviceswould
be saved.•
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