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Professional Certificate in Understanding Dissociative Identity Disorder

Ethical Considerations in DID Treatment

Informed consent is the foundational ethical requirement that obligates clinicians to provide clear,
comprehensive information about the nature, goals, risks, benefits, and alternatives of dissociative identity
disorder (DID) treatment. The clinician must ensure that the individual, and when appropriate, the relevant
alters, understand the therapeutic process and voluntarily agree to proceed. In practice, this often involves a
multi‑stage consent dialogue because the client’s memory integration may be fragmented. For example, a
therapist might explain the purpose of memory retrieval techniques to one alter while addressing safety
concerns with another. The consent document should be written in plain language, revisited regularly, and
signed when the client demonstrates sufficient capacity to understand the information. A challenge arises
when an alter refuses participation while another alter consents; clinicians must navigate these internal
conflicts while respecting the principle of autonomy.

Confidentiality refers to the obligation to protect personal health information from unauthorized disclosure.
In the context of DID, confidentiality is complicated by the presence of multiple identities that may hold
distinct secrets or traumatic memories. Practitioners must clarify to each alter that the therapist will keep
disclosed information private, except in legally mandated situations such as imminent risk of harm. A
practical application is the use of a “confidentiality contract” that outlines who will have access to session
notes and how information will be stored. Challenges include managing requests from one alter to share
information with another alter, which may conflict with the privacy preferences of the first alter. Therapists
must balance the ethical duty of confidentiality with the therapeutic goal of fostering internal
communication.

Therapeutic alliance is the collaborative partnership between clinician and client that supports treatment
adherence and outcomes. In DID treatment, building a strong alliance requires acknowledging each alter’s
unique perspective, validating their experiences, and establishing trust across the system. An example of
alliance building is the therapist’s practice of greeting each alter by name and respecting their preferred
communication style. The alliance is reinforced through consistent boundaries, predictable session
structure, and transparent discussion of therapeutic techniques. A common challenge is the “splitting”
phenomenon, where one alter may view the therapist as a protector while another perceives them as an
adversary. Skilled clinicians use ongoing supervision to monitor alliance fluctuations and intervene when
trust erodes.

Dual relationships occur when a therapist holds multiple roles with a client beyond the professional
therapeutic context, such as friendship, business, or familial ties. Dual relationships are generally
discouraged because they may impair objectivity, increase the risk of exploitation, and blur boundaries. In
DID work, the risk is heightened because clients may develop intense attachment to the therapist, especially
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when certain alters view the therapist as a surrogate parental figure. A practical safeguard is to maintain
clear, documented session limits and to discuss the boundaries explicitly with each alter. When a client
requests contact outside of scheduled sessions, the therapist must refer to the agreed‑upon limits and, if
necessary, redirect the request to a crisis line or emergency services.

Competence denotes the requirement that clinicians possess the necessary knowledge, skills, and training
to treat DID effectively. This includes an understanding of trauma‑focused interventions, dissociative
processes, and the potential for iatrogenic harm. Professional certification programs, supervision, and
continuing education are essential components of maintaining competence. For instance, a therapist who
has completed a specialized training in “phase‑oriented treatment” demonstrates competence to manage
the stabilization, trauma processing, and integration phases of DID therapy. A challenge to competence is
the limited availability of experienced supervisors in many regions, which may lead clinicians to practice
beyond their skill level. Ethical practice mandates that clinicians seek consultation when encountering
complex cases or when they feel uncertain about an intervention.

Non‑maleficence is the principle of “do no harm.” In DID treatment, non‑maleficence requires vigilance
against interventions that could exacerbate dissociation, re‑traumatize the client, or destabilize the internal
system. For example, premature exposure to highly graphic trauma narratives may trigger overwhelming
dissociative episodes. Practitioners must assess the client’s readiness, employ pacing strategies, and monitor
for adverse reactions. The principle also applies to avoiding “suggestibility” pitfalls, where the therapist
inadvertently implants false memories. Ethical guidelines recommend using evidence‑based protocols,
obtaining informed consent for any experimental technique, and documenting any adverse events
meticulously.

Beneficence obligates clinicians to act in the best interests of the client and to promote well‑being. In the
DID context, beneficence involves selecting interventions that facilitate safety, symptom reduction, and
functional improvement. An example of beneficence is the incorporation of grounding techniques that help
the client manage dissociative episodes while building capacity for trauma processing. Therapists must
weigh the potential benefits of intensive therapeutic work against the client’s current coping resources,
adjusting the treatment plan as needed. A frequent challenge is determining the optimal timing for
integration work; moving too quickly may jeopardize stability, while delaying too long may hinder
long‑term recovery.

Autonomy respects the client’s right to self‑determination and to make choices about their own treatment.
With DID, autonomy is expressed through the collaborative negotiation of treatment goals among the
client’s system of alters. Clinicians must recognize that each alter may have differing preferences regarding
therapeutic focus, pacing, and interventions. For instance, one alter might prioritize symptom management,
while another seeks deeper trauma resolution. The therapist’s role is to facilitate dialogue among alters,
honor consensual decisions, and avoid imposing a singular agenda. A challenge arises when an alter’s
wishes conflict with legal or safety considerations, such as refusing hospitalization despite suicidal ideation.
In such cases, the therapist must balance autonomy with the duty to protect life.
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Justice refers to fairness in the distribution of resources, access to care, and treatment quality. Individuals
with DID often encounter systemic barriers, including stigma, lack of insurance coverage, and limited
availability of specialized providers. Ethical practice requires clinicians to advocate for equitable access,
provide referrals when services are unavailable, and avoid discriminatory attitudes. An example of
promoting justice is the therapist’s effort to obtain insurance pre‑authorization for trauma‑focused therapy,
documenting the medical necessity of DID treatment. Challenges include navigating insurance policies that
label DID as “malingering” or “unverified,” which can result in denied claims and delayed care.

Boundaries are the limits that define the professional relationship and protect both client and therapist from
exploitation or harm. In DID treatment, boundaries must be clearly articulated and consistently upheld, as
the client’s system may test limits in search of safety or validation. A practical strategy is the “session
contract,” which outlines what topics may be discussed, the duration of sessions, and the protocol for
contacting the therapist between appointments. Therapists should also set physical boundaries, such as
maintaining a neutral office layout that does not favor any particular alter. When boundaries are
inadvertently crossed, the clinician must address the breach promptly, apologize if appropriate, and
re‑establish the agreed limits.

Professional integrity involves adherence to ethical codes, honesty in representation, and avoidance of
deception. For DID clinicians, integrity includes accurately describing one’s qualifications, refraining from
promising guaranteed cures, and reporting any conflicts of interest. For example, a therapist who also
conducts research on DID must disclose how the client’s data may be used and ensure that participation is
voluntary. A challenge to integrity can arise when a clinician feels pressure to produce positive outcomes for
funding agencies; maintaining transparency and prioritizing client welfare mitigates this risk.

Risk assessment is the systematic evaluation of potential danger to the client or others. In DID treatment,
risk assessment must consider both the individual’s overall safety and the internal dynamics of the system.
Certain alters may hold suicidal intent, while others may have self‑protective roles. A comprehensive risk
assessment involves inquiring about each alter’s thoughts and plans, documenting any expressed intent,
and developing a safety plan that addresses the multiplicity of voices. Practical tools include the “internal
safety hierarchy,” which ranks alters by level of risk and assigns specific coping strategies. A common
challenge is the client’s limited ability to communicate the presence of a high‑risk alter, requiring the
therapist to remain vigilant for subtle cues.

Documentation is the precise recording of clinical encounters, treatment plans, progress notes, and
informed consent forms. For DID therapy, documentation must capture the complexity of multiple identities
while preserving confidentiality. Clinicians often use anonymized identifiers for each alter (e.g., Alter A, Alter
B) and note the content of each interaction. An example of effective documentation is a progress note that
records the activation of “protective alter” during a grounding exercise, the emotional response, and the
therapist’s intervention. The ethical imperative is to maintain accuracy, objectivity, and timeliness, ensuring
that records can be used for continuity of care, supervision, and legal purposes. Challenges include
balancing thoroughness with the risk of over‑documenting sensitive information that could be disclosed in
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legal proceedings.

Mandatory reporting obliges clinicians to disclose information when there is a credible threat of harm to the
client or others, or when abuse is suspected. In DID cases, the therapist must navigate the tension between
protecting the client’s safety and preserving the therapeutic alliance. For instance, if an alter reports
ongoing sexual abuse by a family member, the clinician must report the abuse according to jurisdictional
laws, even if the client fears retaliation. The therapist should discuss the reporting process with the client
and all relevant alters, explaining the limits of confidentiality. A challenge is the potential for
retraumatization when legal authorities become involved; clinicians can mitigate this by providing support
and clear communication throughout the reporting process.

Cultural competence involves awareness of, respect for, and integration of cultural values, beliefs, and
practices into treatment. DID manifests across diverse cultural contexts, and certain cultures may interpret
dissociative experiences through spiritual or religious lenses. Ethical clinicians must explore the client’s
cultural framework, avoid imposing Western diagnostic models without consent, and collaborate with
culturally relevant support systems when appropriate. An example is a therapist who works with a client
whose community views dissociation as a form of spirit possession; the clinician might incorporate culturally
accepted rituals alongside evidence‑based therapy, provided the client consents. Challenges include
reconciling cultural practices that may conflict with evidence‑based standards, such as the use of exorcism
rituals that could exacerbate trauma.

Trauma‑informed care is an approach that recognizes the pervasive impact of trauma on an individual’s
functioning and emphasizes safety, empowerment, and choice. In DID treatment, trauma‑informed care is
essential because dissociation is a protective response to overwhelming experiences. Clinicians must create
a safe therapeutic environment, avoid triggering language, and give the client control over pacing. Practical
applications include offering the client a “pause button” to halt a session if dissociation intensifies, and
providing options for grounding tools. A key challenge is that trauma‑informed care requires continual
self‑reflection by the therapist to ensure that personal biases do not inadvertently re‑traumatize the client.

Evidence‑based practice refers to the integration of the best available research, clinical expertise, and client
values. For DID, evidence‑based practice includes phased treatment models, such as stabilization followed
by trauma processing and integration. Therapists should stay current with peer‑reviewed literature, attend
workshops, and apply validated assessment tools like the Dissociative Experiences Scale. An example of
evidence‑based intervention is the use of “EMDR” (Eye Movement Desensitization and Reprocessing)
adapted for dissociative patients, which has shown efficacy in reducing trauma symptoms when delivered
with appropriate pacing. A challenge is the relatively limited high‑quality research specifically on DID, which
may necessitate reliance on case studies and expert consensus, underscoring the importance of rigorous
documentation and outcome monitoring.

Self‑disclosure is the therapist’s sharing of personal information with the client. Ethical guidelines advise
limited self‑disclosure, used only when it serves a therapeutic purpose. In DID treatment, self‑disclosure can

Read online: https://certificates.gsbf.co.uk/guides/4359286/ethical-
considerations-in-did-treatment

Greenwich School of Business and Finance · 10 Jul 2026



G U I D E

be particularly sensitive because the client’s system may interpret the therapist’s personal details in varied
ways. A therapist might disclose that they have experience working with trauma survivors to build trust, but
should avoid revealing details that could shift the focus away from the client. An example of appropriate
self‑disclosure is stating, “I have trained extensively in dissociative disorders, which helps me understand the
complexities you are experiencing.” Over‑disclosure may blur boundaries and compromise the therapeutic
alliance.

Supervision is the process by which a more experienced clinician provides guidance, feedback, and support
to a therapist. For DID practitioners, regular supervision is vital due to the intricacy of the disorder and the
potential for counter‑transference. Supervision sessions should include case discussion, review of
documentation, and exploration of emotional responses to the client’s system. An example of effective
supervision is a weekly case conference where the therapist presents a vignette of an alter’s sudden
aggression, and the supervisor helps the therapist develop a de‑escalation plan. Challenges include finding
supervisors with specific DID expertise and maintaining confidentiality when discussing case details.

Counter‑transference refers to the therapist’s emotional reactions to the client, which can be intensified in
DID work because alters may evoke strong feelings of protectiveness, anger, or helplessness. Ethical practice
requires clinicians to monitor and manage counter‑transference to prevent it from influencing treatment
decisions. For instance, a therapist who feels parental toward a child alter may become overly protective,
limiting the client’s exposure to necessary trauma work. Regular self‑reflection, supervision, and personal
therapy are strategies to mitigate counter‑transference. A challenge is that clinicians may not recognize
subtle counter‑transference patterns, which can lead to boundary violations or therapeutic stagnation.

Dual diagnosis occurs when DID co‑exists with other mental health conditions, such as depression,
substance use disorder, or borderline personality disorder. Ethical treatment must address all co‑occurring
conditions in an integrated manner, avoiding fragmentation of care. For example, a client with DID and
alcohol dependence may benefit from coordinated treatment that includes both trauma‑focused therapy
and addiction counseling. The therapist must collaborate with other specialists, share relevant information
with consent, and ensure that interventions for one disorder do not destabilize the other. A common
challenge is that certain medications used for comorbid conditions can affect dissociative symptoms,
requiring careful monitoring and adjustment.

Termination is the planned conclusion of therapy. Ethical termination involves preparing the client and their
system for the end of the professional relationship, reviewing progress, and providing relapse‑prevention
strategies. In DID, termination is complex because each alter may have different feelings about ending
therapy. A therapist might conduct a “systemic farewell” session where each alter expresses gratitude or
concerns, and the clinician collaboratively creates a post‑treatment support plan. Practical steps include
providing referrals, summarizing coping skills, and ensuring that the client has access to crisis resources.
Challenges arise when an alter fears abandonment, leading to increased dissociative episodes; the therapist
must address these fears while maintaining the agreed termination timeline.
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Ethical decision‑making models provide structured frameworks for resolving dilemmas. One widely used
model includes identifying the problem, gathering relevant information, evaluating options based on ethical
principles, consulting with colleagues, and documenting the decision. In DID treatment, an ethical dilemma
might involve whether to disclose an alter’s confession of a past crime. Applying the model, the therapist
would assess legal obligations, the client’s safety, confidentiality limits, and the potential impact on the
therapeutic relationship. Consulting with legal counsel and a supervisor ensures that the decision aligns
with professional standards. A challenge is that time‑sensitive situations may limit the ability to conduct a
thorough deliberation, requiring clinicians to rely on their ethical training and professional guidelines.

Professional boundaries differ from personal boundaries in that they are governed by institutional policies,
legal standards, and ethical codes. Maintaining professional boundaries is especially important in DID work
because the client’s system may seek closeness or intimacy with the therapist. Examples of boundary
enforcement include refusing to accept gifts from any alter, limiting communication to scheduled sessions,
and refraining from social media connections. When an alter expresses emotional dependence, the therapist
can acknowledge the feeling while redirecting the client toward internal coping resources. A challenge is
that some alters may interpret boundary enforcement as rejection, potentially triggering dissociation;
clinicians must balance firmness with empathy.

Power dynamics refer to the inherent imbalance between therapist and client, which can be amplified in DID
treatment due to the client’s vulnerability and the therapist’s authority over treatment decisions. Ethical
practice requires clinicians to minimize the misuse of power by promoting shared decision‑making, offering
choices, and encouraging client autonomy. An example is presenting two evidence‑based therapeutic
options and allowing the client’s system to select which aligns best with their goals. Recognizing power
dynamics also involves being aware of how one’s own status (e.g., gender, race, professional title) may
influence the client’s perception. A challenge is that power imbalances can lead to dependency, making it
essential to foster empowerment and self‑efficacy throughout treatment.

Legal competence is the client’s capacity to understand and make decisions about legal matters, such as
signing contracts or providing consent. In DID, legal competence may vary among alters, with some
possessing greater insight than others. Clinicians must assess competence on a case‑by‑case basis, often in
collaboration with legal professionals. For instance, when a client wishes to sign a housing lease, the
therapist may evaluate whether the decision reflects the client’s overall wishes and whether any alter
opposes the arrangement. If competence is uncertain, the therapist may recommend a capacity evaluation.
A challenge is that fluctuating competence can complicate the execution of legal documents, requiring
flexible strategies and clear documentation.

Psychiatric medication management involves the prescription and monitoring of drugs that may alleviate
symptoms associated with DID, such as anxiety, depression, or sleep disturbances. Ethical prescribing
requires thorough assessment, informed consent, and ongoing evaluation of benefits versus side effects. In
DID, clinicians must consider how medications affect the dissociative process; for example, certain
antipsychotics may reduce intrusiveness but also dampen affect, potentially hindering emotional
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processing. Collaboration with a psychiatrist experienced in dissociative disorders ensures that medication
plans are tailored to the client’s system. Challenges include limited research on pharmacological effects
specific to DID and the risk of polypharmacy when treating comorbid conditions.

Inter‑professional collaboration is the coordinated effort among healthcare providers, including
psychologists, psychiatrists, social workers, and primary care physicians. For DID patients, collaborative care
ensures that physical health, mental health, and social needs are addressed holistically. An example is a
therapist sharing treatment progress with a psychiatrist to adjust medication while maintaining
confidentiality through consent. Effective collaboration requires clear communication channels, shared
treatment goals, and respect for each professional’s expertise. A challenge is navigating differing
professional cultures and terminologies; establishing a common language and regular case conferences can
mitigate misunderstandings.

Client advocacy involves actively supporting the client’s rights, needs, and preferences within and outside
the therapeutic setting. In DID treatment, advocacy may include assisting the client in obtaining disability
benefits, navigating the mental health system, or confronting stigma. An illustrative scenario is a therapist
writing a letter to an employer explaining the need for reasonable accommodations, such as flexible
scheduling to attend therapy sessions. Advocacy must be performed with the client’s informed consent and
should empower the client rather than create dependency. A challenge is balancing advocacy with the
therapist’s role limits, ensuring that actions do not cross into legal representation without appropriate
qualifications.

Ethical research practices pertain to conducting studies involving individuals with DID in a manner that
protects participants from harm and respects their autonomy. Researchers must obtain informed consent
from each alter when feasible, ensure that participation does not exacerbate dissociation, and provide
debriefing after data collection. For example, a study exploring memory integration techniques would
implement safety protocols, such as immediate grounding support and the option to withdraw at any time.
Ethical review boards require thorough risk assessments and justification for any potential distress.
Challenges include the difficulty of obtaining valid consent from multiple identities and the heightened
vulnerability of this population, which necessitates extra safeguards.

Professional development is the ongoing process of enhancing knowledge, skills, and ethical competence.
For DID clinicians, this includes attending specialized workshops, reading current literature, and engaging in
peer consultation groups focused on dissociative disorders. Regular self‑assessment helps identify areas for
growth, such as improving cultural competence or mastering new therapeutic modalities. An example of
professional development is completing a certification in “Complex Trauma and Dissociation.” The ethical
imperative is to ensure that learning translates into improved client care and that clinicians remain
accountable for maintaining high standards of practice. A challenge is the time and financial investment
required, which may be limited by institutional resources.

Ethical use of technology encompasses the responsible integration of digital tools, such as telehealth
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platforms, electronic health records, and mobile apps, in DID treatment. Teletherapy offers accessibility for
clients who cannot attend in‑person sessions, but clinicians must ensure that platforms are secure,
encrypted, and compliant with privacy regulations. When using technology, therapists should discuss
potential risks (e.g., interruptions, privacy breaches) and obtain explicit consent for virtual sessions. Practical
applications include employing a secure messaging system for crisis check‑ins, while maintaining clear
boundaries about response times. Challenges include ensuring that technology does not trigger
dissociation (e.g., sudden video freeze) and addressing the digital divide that may limit some clients’ access.

Informed refusal is the client’s right to decline a recommended intervention after receiving adequate
information. In DID treatment, an alter may refuse a particular technique, such as exposure therapy, due to
perceived threat. Therapists must respect this refusal, document the decision, and explore alternative
approaches that align with the client’s readiness. An example is offering a “slow‑track” trauma processing
plan when an alter expresses fear of immediate deep exposure. The ethical balance lies in honoring the
client’s autonomy while continuing to provide evidence‑based care. A challenge emerges when refusal
jeopardizes safety; clinicians must then assess risk, discuss potential consequences, and possibly involve
supportive alters in the decision‑making process.

Conflicts of interest arise when personal, financial, or professional interests could impair objectivity. In DID
practice, a therapist who receives funding from a research project studying a specific therapeutic technique
may be inclined to favor that method, even when another approach might better suit the client. Ethical
guidelines require disclosure of any such conflicts to the client and, when necessary, recusal from
decision‑making. Practical steps include providing the client with alternative therapist options and
documenting the disclosure. A challenge is recognizing subtle conflicts, such as a therapist’s personal belief
in a particular spiritual framework that may influence treatment recommendations.

Client empowerment is the process of enhancing the client’s sense of agency, competence, and control over
their own healing. In DID, empowerment involves teaching each alter coping skills, encouraging
communication between alters, and supporting the client’s participation in treatment planning. An example
of empowerment is co‑creating a “safety plan” that lists specific grounding techniques preferred by
different alters, thereby giving them ownership over their self‑regulation strategies. Empowerment also
includes helping the client navigate external systems, such as schools or workplaces, to secure
accommodations. A challenge is ensuring that empowerment does not become overwhelming for the
client’s system, requiring careful pacing and ongoing assessment of readiness.

Therapeutic transparency refers to the open sharing of therapeutic processes, goals, and rationales with the
client. Transparency fosters trust, especially in DID where mistrust is common due to past trauma. Clinicians
should explain why a particular technique is chosen, what the client can expect, and how progress will be
measured. An illustrative practice is outlining the three phases of treatment (stabilization, trauma
processing, integration) at the outset, then revisiting the plan as therapy evolves. Transparency also involves
acknowledging the therapist’s limitations, such as lack of experience with a specific alter’s presentation, and
arranging supervision or referral accordingly. A challenge is balancing transparency with the need to avoid
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overwhelming the client with excessive information.

Ethical termination of involuntary treatment occurs when a client is placed in treatment without consent,
often due to safety concerns. In DID, involuntary hospitalization may be necessary if an alter expresses
imminent suicidal intent. Ethical considerations include ensuring that the client’s rights are protected, that
the least restrictive environment is chosen, and that the client’s system is informed as much as possible.
Practical steps involve collaborating with the treatment team to develop a discharge plan that includes
continued therapy and a clear communication strategy with all alters. A challenge is that the client may
experience increased dissociation after forced treatment, requiring careful post‑release support.

Boundary violations are actions that breach the established limits of the therapeutic relationship, such as
sexual intimacy, financial exploitation, or non‑therapeutic social contact. In DID therapy, boundary violations
can be particularly damaging because they may reinforce mistrust and exacerbate dissociative symptoms.
Ethical practice mandates immediate acknowledgment of any violation, consultation with a supervisor, and,
when appropriate, reporting to licensing boards. An example of a boundary violation is a therapist
accepting a large monetary gift from a client’s alter, which could be perceived as coercive. The therapist
must return the gift and clarify the boundary breach. A challenge is recognizing subtle violations, such as
sharing personal opinions that unduly influence the client’s decision‑making.

Use of self‑report measures involves administering questionnaires to assess dissociative symptoms, trauma
history, and functional impairment. Ethical administration requires informing the client about the purpose of
the measure, how results will be used, and guaranteeing confidentiality. For DID, clinicians may use the
Dissociative Experiences Scale (DES) or the Structured Clinical Interview for DSM‑5 Dissociative Disorders
(SCID‑5‑D). Practical considerations include ensuring that the client’s system is comfortable with the
language of the measure and that the timing of administration does not trigger distress. Challenges include
the potential for response bias if certain alters are more willing to disclose than others, necessitating
triangulation with clinical observation.

Ethical considerations in group therapy for DID involve additional complexities, such as managing
confidentiality among participants, handling emergent dissociative crises, and ensuring that each alter’s
needs are respected. Group facilitators must establish clear rules about sharing personal material and
maintain a safe environment where members feel supported. An example is a therapist conducting a “peer
support” group where participants practice grounding techniques together; the facilitator must be prepared
to intervene if a member experiences a dissociative episode. Challenges include the risk of secondary
trauma among group members and the difficulty of accommodating multiple alters from the same client
within the same group setting.

Professional boundaries in supervision mirror those in client work, emphasizing respect, confidentiality, and
appropriate power dynamics. Supervisors must create a safe space for supervisees to discuss
counter‑transference, ethical dilemmas, and case complexities without fear of judgment. In DID supervision,
it is crucial to model ethical decision‑making, such as obtaining informed consent and maintaining
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documentation standards. An example of boundary maintenance is the supervisor refraining from providing
personal contact details for informal support, instead directing the supervisee to official channels.
Challenges arise when supervisors have dual roles, such as being both a colleague and a mentor, which can
blur expectations.

Ethical implications of diagnostic labeling concern the potential benefits and harms of assigning a formal
diagnosis of DID. While diagnosis can validate the client’s experience and facilitate access to services, it may
also lead to stigma or self‑fulfilling expectations. Clinicians must discuss the diagnosis openly, explaining its
criteria, implications, and alternative ways of understanding the client’s symptoms. An example of careful
labeling is using the term “dissociative disorder” initially, then introducing “DID” once the client’s system has
expressed readiness. Challenges include navigating insurance requirements that may demand a specific
diagnosis while respecting the client’s preferences regarding labeling.

Ethical considerations in crisis intervention involve rapid assessment, safety planning, and stabilization while
respecting the client’s autonomy. In DID, crisis interventions must account for the possibility that different
alters may hold conflicting views on safety. A therapist might employ a “crisis hierarchy” that lists preferred
coping strategies for each alter, enabling quick activation of the most effective technique. Practical steps
include contacting emergency services if an alter expresses intent to harm self or others, and following up
with the client’s system to debrief the incident. A challenge is that crisis situations can trigger intense
dissociation, requiring the therapist to have grounding tools readily available and to monitor for
re‑traumatization.

Ethical use of hypnosis in DID treatment requires specific caution due to the heightened suggestibility of
some alters and the risk of creating false memories. Clinicians must obtain explicit, informed consent that
outlines the purpose, process, and potential risks of hypnosis. When using hypnosis, therapists should
employ standardized scripts, avoid leading questions, and document each session meticulously. An example
of ethical hypnosis is using it to facilitate communication between alters, with the client’s consent and under
supervision. Challenges include distinguishing therapeutic hypnosis from coercive techniques and ensuring
that any memories retrieved are corroborated before integration into the treatment narrative.

Professional responsibility to report research findings mandates that clinicians share relevant outcomes with
the broader scientific community, contributing to the evidence base for DID treatment. Ethical reporting
includes accurate representation of data, acknowledgment of limitations, and protection of participant
confidentiality. When publishing case studies, therapists must obtain consent from the client and all alters,
using pseudonyms and de‑identifying details. An example of responsible reporting is a peer‑reviewed
article describing a novel integration protocol, accompanied by a discussion of ethical safeguards
employed. Challenges involve balancing the desire to disseminate valuable insights with the need to protect
vulnerable participants from potential exploitation.

Ethical considerations in cross‑cultural assessment recognize that diagnostic tools and therapeutic
approaches may not translate uniformly across cultures. Clinicians must adapt assessment instruments to
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reflect cultural idioms of distress, ensuring that questions about dissociation are phrased in culturally
resonant terms. For instance, in some cultures, dissociative experiences may be described as “spirit
possession,” requiring clinicians to explore the meaning the client assigns to these experiences. Practical
strategies include collaborating with cultural consultants and employing interpreters trained in mental
health terminology. A challenge is avoiding cultural pathologization, which can inadvertently reinforce
stigma.

Ethical considerations in forensic settings arise when a client with DID is involved in legal proceedings as a
witness, victim, or defendant. Therapists must navigate confidentiality limits, informed consent, and the
client’s right to competent legal representation. If a therapist is subpoenaed, they must disclose only the
information required by law, while seeking to protect the client’s broader therapeutic disclosures. An
example is providing a court‑ordered summary of the client’s mental status without revealing specific
trauma details. Challenges include managing the client’s system’s reactions to legal involvement, which may
trigger heightened dissociation or mistrust of authority figures.

Ethical considerations in medication disclosure involve informing the client about the purpose, benefits,
risks, and alternatives of any psychotropic drugs prescribed. In DID, clinicians must discuss how medication
may affect dissociative symptoms, cognition, and emotional processing. An example is explaining to the
client that a benzodiazepine may reduce anxiety but could also increase depersonalization, and therefore
should be used only short‑term. The therapist should encourage the client to report any side effects
promptly and involve the prescribing psychiatrist in ongoing discussions. Challenges include ensuring that
the client’s system understands the medication information, particularly when some alters may have limited
insight into pharmacology.

Ethical considerations in termination of research participation require that participants with DID may
withdraw from a study at any time without penalty. Researchers must clearly communicate this right during
the consent process and provide easy mechanisms for withdrawal, such as a dedicated phone line. An
example is a study on narrative integration where participants can request the deletion of their interview
recordings at any point. Researchers must also consider the potential impact of withdrawal on the client’s
therapeutic progress and offer referrals if needed. Challenges include managing data that has already been
partially analyzed, requiring ethical decisions about data retention and reporting.

Ethical considerations in the use of peer support specialists involve integrating individuals with lived
experience of DID into the treatment team. Peer specialists can offer valuable empathy and role modeling,
but clinicians must ensure that they receive appropriate training, supervision, and clear role definitions. An
example of ethical integration is a peer specialist facilitating a support group, while the therapist remains
responsible for clinical decision‑making. Boundaries must be established to prevent dual relationships, such
as a peer specialist becoming a confidant outside of structured sessions. Challenges include ensuring that
peer specialists do not unintentionally reinforce maladaptive coping strategies.

Ethical considerations in continuing education underscore the responsibility of clinicians to stay current with

Read online: https://certificates.gsbf.co.uk/guides/4359286/ethical-
considerations-in-did-treatment

Greenwich School of Business and Finance · 10 Jul 2026



G U I D E

evolving standards, research, and best practices. For DID treatment, this may involve attending workshops
on trauma‑informed care, completing certifications in dissociative disorders, and participating in
professional networks. Ethical continuing education includes critically evaluating the quality of training
programs, avoiding “quick‑fix” courses that lack empirical support, and applying new knowledge
responsibly. An example is a therapist who, after completing advanced training, updates their treatment
protocol to incorporate paced trauma exposure. Challenges involve balancing time for education with client
caseload demands and ensuring that new techniques are introduced only after adequate competence is
demonstrated.

Ethical considerations in client self‑advocacy training focus on empowering individuals with DID to
articulate their needs, negotiate accommodations, and navigate systems such as healthcare, education, or
employment. Therapists can teach assertiveness skills, role‑play conversations with authority figures, and
develop written advocacy scripts tailored to each alter’s communication style. An example is helping a client
prepare a letter to a university disability office that outlines specific accommodations for exam timing and a
quiet room for grounding. Challenges include ensuring that the client’s system remains cohesive during
advocacy efforts, as differing alters may experience anxiety about confronting institutions.

Ethical considerations in the use of narrative therapy involve encouraging clients to construct coherent
personal stories while respecting the multiplicity of alters. Narrative therapy can help integrate fragmented
memories, but clinicians must avoid imposing a single narrative that marginalizes some alters. Practically,
the therapist may invite each alter to share its perspective, then collaboratively weave these accounts into a
shared storyline that honors each voice. Ethical safeguards include obtaining consent from the system
before recording or publishing narratives, and providing the client with control over which parts of the story
are disclosed. Challenges arise when certain alters resist sharing painful experiences, requiring the therapist
to balance narrative development with safety.

Ethical considerations in the application of exposure therapy require careful pacing, informed consent, and
monitoring for dissociative flooding. Exposure therapy can be effective for processing traumatic memories,
but in DID the therapist must first ensure that the client has sufficient stabilization resources. An example of
ethical exposure is a therapist using imaginal exposure only after the client has mastered grounding
techniques and after multiple consent checks from relevant alters. The therapist must also have a clear
termination plan if the client becomes overwhelmed. Challenges include differentiating between therapeutic
distress that promotes growth and distress that leads to de‑integration.

Ethical considerations in the use of art therapy recognize that creative expression can facilitate
communication among alters without relying on verbal language. Therapists should explain the purpose of
art activities, obtain consent for any sharing of artwork, and respect the client’s decision about how much to
disclose. An example is a therapist providing a set of drawing materials for each alter to create its own
symbolic representation, then discussing the pieces in a supportive manner. Ethical concerns include
safeguarding the client’s privacy, especially if artwork contains sensitive content, and ensuring that the
therapist does not interpret the art in a way that imposes meaning without client collaboration.
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Ethical considerations in the management of comorbid substance use involve integrating addiction
treatment with DID therapy while maintaining confidentiality and informed consent. Substance use may be
a coping mechanism for certain alters, necessitating a nuanced approach that addresses both the addiction
and the underlying trauma. A therapist might coordinate with a substance‑use specialist, sharing relevant
treatment plans only after the client’s consent. Practical steps include developing a joint safety plan that
outlines triggers, coping strategies, and emergency contacts. Challenges include the risk that substance‑use
treatment may prioritize abstinence over trauma processing, potentially destabilizing the client’s
dissociative system.

Ethical considerations in the use of mindfulness practices require assessment of the client’s readiness, as
mindfulness can sometimes increase dissociative experiences if not properly grounded. Therapists must
introduce mindfulness gradually, offering alternatives for alters who find the practice unsettling. An example
is teaching a simple breathing exercise that the client can perform while seated, with the therapist
monitoring for signs of depersonalization. Ethical practice includes providing options, such as body‑scan
techniques, and ensuring that the client can stop the practice at any time. Challenges involve balancing the
benefits of mindfulness for anxiety reduction with the potential for exacerbating dissociation.

Ethical considerations in the documentation of alter identities demand sensitivity to the client’s privacy and
the potential legal implications of recording multiple identities. Clinicians should use neutral identifiers,
store records securely, and limit access to authorized personnel only. An example is a therapist noting “Alter
1 (female, age 25) expressed fear of abandonment” rather than using the alter’s chosen name.
Documentation must also reflect the therapist’s observations without pathologizing the alters. Challenges
include ensuring that documentation is comprehensive enough for continuity of care while preventing
unnecessary disclosure that could be used in legal contexts.

Ethical considerations in the use of psychodynamic approaches involve exploring unconscious processes
and early attachment patterns that may underpin dissociation. Therapists must be transparent about the
speculative nature of psychodynamic interpretations and avoid imposing unverified theories
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