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Multiple personality disorder

SIR: Fahy(Journal, October 1988, 153, 597â€”606) pro
vided a useful critical review of the highly peculiar
nosologicalcategory ofmultiple personality disorder
(MPD). I suggest that, taking into account the many
uniquely odd characteristics of this diagnosis, an
alternative hypothesis is needed to account for this
most rum condition.

More than any other diagnosis, patients allegedly
suffering from it have become major media celebri
ties, f@etedin the popular media. In the history of
medicine or psychology, has any condition been so
reliably rewarding to those supposedly â€˜¿�suffering'
from it; or to the physicians and psychologists who
attend them?

The condition arouses excessive interest and
excessive claims. Clinicians reporting such cases
usually show an infatuation with them. Like new
parents, they can never miss an opportunityto show
photographs, movies, or videos of their uniquely
talented offspring, or to tell you of their latest cute
trick.

The distribution of MPD is bizarre. There is no
normaldistribution of cases. I'venevermet aclinician
who, over any significant period of time, has seen just
one case. The vast majority of talented, sensitive,
observant clinicians have never seen a case at all. A
very small number of clinicians report the great
majority of case reports.

Spontaneous remission is probably the norm,
unless the patient becomes engaged with a clinician
already primed and interested in the condition. It
seems to be one of the few conditions which almost
invariablyget worse in therapy; the extent of the
patient's pathology is directly proportional to its
amount and intensity, and shows the most evolved
and disturbed anomalies in the most intensively
studied cases. It appears to be the norm that fur
ther â€˜¿�personalities',often more entertaining and
rewarding for the audience, emerge in therapy.

My hypothesis is that MPD is an iatrogenic, largely
culture-bounddisorder, with some resemblancesto
folie a deux, arising when a bright, suggestible patient
meets a bright, suggestible physician convinced that
MPD is an important diagnosis. Selective reinforce

ment of symptoms, unconscious and conscious, pro
gressively shapes the symptoms and behaviour of the
patient, and the depiction of MPD is elaborated and
reinforced. Patients usually show clear primary or
secondary gain, but this is often not noted or acknow
ledged by their therapists, whose own secondary (and
maybe primary?) gains are similarly covert.

Procedures regularly followed, such as naming the
alternative â€˜¿�personalities'and having long, carefully
recorded conversations with them, serve to preserve
and reify these otherwise transient situations, locking
them into publicly shared â€˜¿�reality'.Any â€˜¿�as-if'
quality to the original experiences is stamped out. The
inevitable audio and videotaping provides a handy
record of the nuances of the successful performance,
and an aide-memoire for both participants, to enable
the maintenance of a consistent portrayal.

There is no convincing evidence that MPD is a
naturally occurring condition, let alone a distinct
diagnosis. It is a symptom complex that may be
superimposed on other psychopathologies, conse
quent upon the unfortunate matching of a suscept
ible patient with a susceptible therapist and trainer.
The diagnosis is dysfunctional, focusing attention
selectively in a way that will almost invariably
worsen the condition, rather than improving it. It
occurs in the context of the availability of lengthy
psychotherapy. Where the health care system or
health insurance does not sponsor this indulgence,
the condition simply does not occur.
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How manyshelteredhousingplaces?
SIR: We recently conducted in MontrÃ©al a survey
comparable to the Glasgow Rehabilitation Survey
(Livingston & Bryson, Journal, May 1989, 154, 620â€”
624), and found a strikingly similar rate (29%) of
patients who would be able to live in the community.
However, our consultants estimated that more
sheltered housing would be needed, especially group
homes directly supervised by nursing staff.

Canada's health and social care systems grant
universal access to services. In MontrÃ©al,all psychi
atric in-patient facilities are public. The recently
revised provincial mental health policies call for
further transfer of mental hospital in-patients to the
community. HÃ´pital Louis-H. Lafontaine is a 2000-
bed mental hospital currently covering a catchment
population of 330 000. However, until 5 years ago it
also served as a long-term facility for the French
speaking population of Greater MontrÃ©al(2.8 million
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