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SECTION I:  THE CHRONIC TRAUMA DISORDERS

I.  Introductions  

II.  Developments in the dissociative disorders from Borderline Personality Disorder to Multiple Personality Disorder. to Chronic Trauma Disorder.


A.  We see dissociation as a normal, healthy phenomenon that is corrupted in victims of trauma.  Victims of childhood trauma, depending on their genetic structure, dissociate and develop either Borderline Personality Disorder or Multiple Personality Disorder. 


B.  Adults who experience assaults that are too heinous or too large to accommodate develop Post Traumatic Stress Disorder.


C.  Ross (1989) has been troubled by the confusion caused by  co-morbidity and Multiple Personality Disorder.  He also, like many others of us, puzzled about the design of DSM-III-R and the selections for Axis I and Axis II assignments.  Specifically, clients with MPD and BPD also have Anxiety and Depression.  


D.  In response to his questions Ross proposed the label Chronic Trauma Disorder for those multi-dimensional conditions that seemed to have been developed in the presence of trauma.  


E.  Ross proposes that MPD and BPD are subsets of the chronic trauma disorders, as is Post Traumatic Stress Disorder.  



1.  Patients would be classified as having:   CTD with no MPD=BPD; CTD with partial MPD=DD[NOS]; CTD with full MPD=MPD.



2.  The presence of trauma distinguishes between conditions that are "pure" and those contaminated by trauma, e.g.  Anxiety without trauma= Anxiety; Anxiety with trauma=Chronic Trauma Disorder with Anxiety.


D.  We take the position that PTSD, BPD, DD[NOS], and MPD are managed in many of the same ways but that differentiation is effected by age of onset (PTSD occurs in adults not already suffering from Chronic Trauma conditions and genetics (individuals abused as children develop BPD or MPD  based on their genetic predispositions.  

III.  Tapestry of Dissociation


A.  We see dissociative disorders as problems of association not dissociation.


B.  Diagnosis is not an issue of labeling but of finding out what is happening with in the patient at any given time.  


C.  Frequently we use  treatment and treatment failures as ways to define dissociative disorders more effectively.


D.  We see needlework as an exquisite metaphor for defining the analysis and synthesis of  a condition that leads to diagnosis and treatment.  


D.  We tend to work very pragmatically. 

IV.  Theoretical Aspects of Diagnosis


A.  Both transference and  countertransference  are used in the diagnostic process:  if a therapist feels in a double bind then the client is probably facing one.   Kelly  (source?) defines this as recipathy. 
B.  Diagnosis can be hard in clients with dissociative disorders because comorbidity frequently happens.  Clients  have symptoms like those in Schizophrenia, Manic Depressive disorder,  Borderline Disorders,  Somatization,  Depression,  Anxiety, and Post Traumatic Stress Disorder.  (More on this a bit later.)


C.  Remember that symptoms often are specific  signals offered to mask some aspect of  some  condition.  


D.  Sometimes different alters in a system have different diagnoses.



E.  Frequently some alters in a system need psychotherapy to get them up to speed.  

V.   Life for one with multiplicity

The life of  someone with multiplicity is awful.  They constantly are met with surprises;  they try to order their lives to reduce the potency of the constant change.  


A.  Daily these folks bump into lost time and unexplained behaviors.  This is particularly difficult well into treatment when clients expect not to have so many disruptions of this kind.  One client says " I need to have less co-consciousness; I know too much some days and too little others.  It was easier before I knew what I missed.  



B.  Alters from the past reappear into lives and spaces that have no meaning for them.  



C.  Clients suffer from their incapacity to  generalize.  Amnesia interrupts generalization.  Transitions, then,  become exceedingly difficult.  

 


D.  Multiples are always trying to compensate for their lost time and knowledge.  They must cover themselves.


E.  Multiples have little awareness of "single mindedness".


F.  Alters from the past find themselves living out a life that they were not around to plan.  If they have been suppressed and return, these "early" alters  confront lives that they had not planned.

SECTION II:  DIAGNOSIS OF MULTIPLE PERSONALITY DISORDER

I.  Introduction to the diagnosis of Multiple Personality Disorder

The actual diagnosis of MPD follows two tracks:  in the first case:  I, as a clinician diagnose MPD while working with a client with another disorder that does not respond to treatment;  case example of a client with an eating disorder.  In the second case a client comes to treatment with unexplained events which constell around the diagnosis of MPD.  

II.  Requirements for accurate and adequate diagnosis

Requirements for an adequate diagnosis of Multiple Personality Disorder

•A suspicion of MPD:  

Have a reasonable number of “hits” on the Indices list.

History of abuse.

Therapy not proceeding satisfactorily with current diagnosis, treatment protocol.

•The client dissociates.

•A thorough history.

Purposes:  discover such things as:


amnesia


abuse


fluctuations of skills and abilities


previous unreported therapy or illnesses.

Year-by-year.  Important to keep clarity, also to discover degree of client’s inconsistency, loss of 

memory, etc. 

MPD’s often vague or lack detail.  May confabulate to cover gaps in memory.

•Inquiry into everyday experiences of multiplicity.

Signs of dissociation in everyday life.

Amnesia or “lost time”

Depersonalization

Common life experiences:


unexplained possessions

   
more than one wardrobe

  
known by strangers

   
called by a different name

   
called a liar frequently

   
messes one did not make

 
being told too often one is “like a different person”
•Presence of Schneiderian first-rank symptoms:

Auditory hallucinations (usually within the head)

Passive influence experiences

“Made” thoughts or feelings

“Stolen” thoughts or feelings

Interferences

Ego-dystonic behaviors:  “Someone made me do that.”

•Direct observations (in session) of behaviors suggesting MPD:

Signs of switching:


Eye-rolls


Facial changes


Posture changes


Voice changes


Rapid blinking


Dissociating, followed by changed affect or topic


Twitches and grimaces

Intra-interview amnesia.

Odd linguistic usage:


“We,”  “He” or “she,”  “them”  — instead of “I”


Suggestive use of phrases suggesting depersonalization, derealization — “I  was in a daze,”  “I 

didn’t feel like myself,”  “I went away,”  etc.

“Inner child” phenomena not accompanied by warm affect.

Heightened startle response.  

“Listening in” behaviors — like TV sports commentators getting instructions in their earphones.

•Mental Status Exam  (See  Putnam, 1989 and Lowenstein, 1992)


B.  The DSM-III-R and DSM-IV



1.  DSM-III-R lists MPD as a conversion disorder, not an anxiety disorder.



2.  Basic Criteria (to comply with DSM-III-R)




a.  Is there dissociation present?




b.  One or more personalities or personality states must exist.




c.  Each will have  relatively enduring patterns of emotional, behavioral, social responses to environment.




d.  At least two of the personalities must take recurrent executive control of body.



3.  In DSM-IV MPD will probably be named Dissociative Identity Disorder.

  
C.  Sufficient Evidence of Secondary Characteristics



1.  The client will present symptoms and signs discussed above.



2.  Several indices of suspicion raise questions about the presence of MPD:




Indices of Suspicion (Clinicians' check list)

1.  Multiple psychiatric and medical symptoms, multiple treatments, and multiple treatment failures (seizures, chemical dependency, schizophrenia).

2.  History  of abuse/witnessing abuse/cult membership. 

3.  History of self-injury or  violence.

4.  More than 3 previous psychiatric diagnoses. 

5.  Severe, refractory headaches and/or abdominal pain.

6.  Accused as "liar".  

7.  History of victimization.



8.  Changes in voice, posture, level of function, etc. 

9.  Odd use of pronouns.



10.  Failure of abreaction to effect relief.



3.  In their everyday experiences clients with  multiplicity find themselves in strange places, in unexpected exchanges, and in "time" confusion.



4.  The clinical observations are noted by  six  aspects of  symptoms:  




Clinical Observations  from Lowenstein

Process symptoms  • alter attributions  • hallucinations  • passive influence symptoms  • linguistic usage  • interference phenomena  

• switching phenomena

Autohypnotic symptoms  • high enthrallment  • voluntary anesthesia  

• spontaneous age regressions  • out of body experiences  • eye-roll when switching • trance logic  • negative hallucinations

Amnesia symptoms  • blackouts and time loss • inexplicable changes in relationships  • fugues  perplexing possessions  • fluctuation in skills, habits, knowledge

Post-traumatic stress symptoms  • trauma  • numbing, detachment, avoiding intrusions  • flashbacks,  hyperamnesia  • hyperarousal, startle response  • nightmares  • reactivity to triggers  • panic, anxiety

Somatoform symptoms  • Somatization  • Somatoform pain  symptoms (headache, pelvic/abdominal)  • pseudoseizures  • Somatization syndrome/Briquet's syndrome  • body or "tissue" memory

Affective symptoms   • chronic dysphoria  • pervasive shame/guilt  

• pervasive feelings of worthlessness  • disturbed sleep (nightmares, terrors, flashbacks)  • vegetative signs  • self-injury (mental or physical)  • fluctuations of mood  • chronic suicidal ideation  • "surprising" rages.



5.  Collateral data from family, friends, other professionals, etc. is exceedingly important for validating the MPD-like symptoms for the patient and for emphasizing the patterns of behavior for the treatment.  


D.  Repeated direct contact with alter personalities is necessary to rule out malingering and to demonstrate the alters' consistency, endurance, robustness, etc.

III.  Other Dissociative Disorders to be distinguished in the diagnostic process.


A.  Borderline Personality Disorder (BPD)


1.  Ross describes BPD as a dissociative disorder.  He suggests that BPD is a subset of Chronic Trauma Disorder (CDT) also with MPD.  Ross says that “The more dissociative,  the more borderline.”



2.  Davidson sees the primary difference between MPD and BPD as genetic.



3.   Borderline symptoms are  lower in hierarchy  of CTD with MPD.  



4.  Ross and Braun believe that BPD describes a tendency to be in double-binds more than a diagnostic subset.  Therefore BPD can be thought of not as a diagnosis , but as a description of the mental health or medical system.  



5.  The core feature of BPD is the presence of chronic double binds.  



6.  Often the rapid switching in MPD resembles BPD.


B.  Post Traumatic Stress Disorder (PTSD)



1.  MPD is a post-traumatic stress disorder.  



2.  Interesting that PTSD is listed in DSM-III-R as an anxiety disorder, and MPD is listed as a conversion disorder.  



3.  The key difference in PTSD and MPD is the presence of the alter personalities. 
C.  Psychogenic amnesia


1.  Sudden amnesia not accounted for by ordinary forgetfulness



2.  Not associated with organic mental disorder. 



3.  General knowledge is intact



4.  Associated with trauma



5.  Brief (usually)



6.  Four kinds:




a.  localized (all events in circumscribed period of  time)




b.  selective (some events in circumscribed period of time)




c.  generalized (spans whole life/loss of important information)




d.  continuous (loss of recall of past & into present)



7.  Aware of loss of self referential content 


D.  Psychogenic fugue 




1.  Travel that is sudden and unexpected



2.  New identity



3.  Appears purposeful





4.  Unaware of loss of self referential information



5.  Can be associated with (other) organic mental disorders 


E.  Depersonalization


1.  Alteration of sense of self to end that person feels unreal, like automation, in dream state, dead. 



2.  Anesthesias/parathesias 



3.  Alteration in body size. 



4.  Memories are dreamlike cannot distinguish from reality or fantasy. 



5.  Also associated with other mental health (depression, Sc), physical health (substance abuse),  and normal experiences (adolescents). 


F.  NOS — includes unclassifiable dissociative disorders


G.  Other dissociative disorders  hypnoid states, somnambulism, possession states, out of body/near death experiences - are identifiable individually and may also be concomitants of MPD.

IV.  Other Psychiatric Diagnoses to be distinguished in the diagnostic process


A.  Organicity (OBS):   OBS is not MPD but people with multiplicity can have OBS.  



1.  Brain Syndrome  • Inattention  • Disorientation  • Recent memory impairment  • Diminished reasoning  • Sensory indiscrimination (illusions and non-auditory hallucinations) 



2.  Rapid-onset BS  • Rapid, dramatic  • Shifting consciousness  • Behavioral changes  • Usually reversible.



3.  Slow-onset BS  • Slow, subtle  • Downward deterioration of consciousness  • Personality changes  • Sometimes reversible.  



4.  Clues to OBS  • Head injury  • Change in headache pattern  • Visual disturbances  • Speech deficits  • Abnormal body movements  •  Sustained vital sign deviations  • Consciousness changes (sleepiness, lapses, loss of consciousness.)



5.  OBS can be caused by  • Brain tumors  • Epilepsy  

• Endocrine disorders  • AIDS.  


B.  Temporal Lobe Epilepsy:  has no relationship to MPD;  Ross suggests not considering it in the differential diagnosis.



C.  Briquet’s Syndrome (also known as “hysteria” in the somatic sense ) can be confused with the somatic symptoms of MPD.  



1.  Extensive physical complaints (> 13 )  



2.  No physical basis.



3.  Onset in teens or early twenties.



4.  Extensive and dramatic elaboration of symptoms



5.  History of chaotic relationships, esp. regarding sexuality.



6.  Differences with MPD  • Dissociation  • History of abuse  • Many secondary characteristics  •  No extensive, dramatic elaboration of symptoms.



D.  Conversion Disorder is sometimes confused with MPD because of the anesthesia and parathesia that accompanies tissue memories./  




1.  Characteristics of conversion disorder  • No organic basis  • Sudden dramatic onset amid interpersonal conflict  • Single, prominent physical symptom.



2.  Difference from MPD  • “Body memories”  • multiple medical symptoms  • different medical and psychiatric history  • no sudden or dramatic onset.


E.  Substance abuse disorders (SAD) are part of differential diagnosis:



1.  Pathological intoxication is probably covert MPD or DD-NOS



2.  Someone with SAD without  MPD will have no MPD-like signs, except amnesia and depersonalization.  



3.  In MPD, SAD may be in an alter rather than the host; the alter should then be treated.


F. Schizophrenia (Sc) is a part of the differential diagnosis of MPD; confusion arises because of the auditory "hallucinations in both MPD and Sc.  



1.  Several features distinguish MPD from Sc:

• MPD and PTSD demonstrate positive Schneiderian signs ( voices, dissociations)

• The negative signs are autism, flat affect, deterioration, loss of drive, burnout, etc.

• In MPD voices are within the head; the patient can more likely talk with the voices.  The voices are more likely rational (given assumptive world) and chronic and long term.

• In Sc:   the  voices are outside, they can not be talked with; they are irrational, crazy;  acute, and intermittent (during acute phase of illness).


G.  Psychotic disorders  such as paranoia have  a different feel and intensity about them.  To rule psychotic disorder out:  



1.  Look for the signs and symptoms of MPD; talk with the voices to ascertain their source and skill.  If the voices talk back contextually, they represent MPD.



2.  Distinguish between psychosis and MPD on the basis of family history, abuse history, post trauma presentation, etc.


H.  Obsessive Compulsive Disorder (OCD)


1.  If patient has symptoms limited to obsessions and compulsions, they are experienced as dystonic.



2.  Individuals with OCD may have an absence of trauma syndrome.



3.  In individuals with MPD, the OCD symptoms are embedded in multitude of other symptoms.



4.  In individuals with MPD, chlomipramine does not limit the symptomotology.


I. Affective disorders


1.  To distinguish between affective disorders and MPD check for the pervasiveness of the "mood" disorder.  In clients with MPD the affective disorder is less pervasive and more specific to a particular personality state?



2.  In MPD the mood changes shift more quickly than in Mood disorders.



3.  In bi-polar disorder the switching may appear dissociative, but it usually lacks the post trauma features of MPD.



4.   Most patients with MPD do suffer from depression.



5.  Clients with MPD exhibit subtle differences in suicidality in terms of power and despair.  After working with a client with MPD for a while, therapists become more facile in picking up this difference. 


J.  Anxiety disorders



1.  Many clients with MPD also have free floating anxiety.  Remember to screen for the presence of chronic trauma disorder.



2.  Clients with "pure" anxiety disorder have very clearly limited symptomatology.



3.  Clients with MPD have anxiety, panic, and a multitude of other symptoms.


K.  Malingering


1.  Kluft:   [OVERHEAD:  “Discriminating Multiples from Malingerers”]



2.  Recently individuals charged with crimes are pleading MPD as a defense.  This is an affront to the criminal justice system as well as to individuals with MPD.  



3.  This has much to do about defendants claiming MPD as defense. 

IV.  Clients present for therapy with a multitude of issues


A.  They present for other problems such as Depression, Anxiety, Relationship problems, Headaches or other somatic difficulties, (occasionally) with  more severe problems like Depersonalization, Nightmares & sleep disorders, Eating disorders, Apparent psychotic symptoms, Identity problems, Suicidality or self-injury, Recovery from substance abuse, and Recovery from child abuse.


B.  They have a history of therapy or medical/psychiatric interventions.


C.  Usually, they have found past treatment has not been very helpful.


D.  Patients are usually female, in their late 20’s to their mid-40’s.


E.  Early on patients may show NO signs of MPD or DD;  they are often in treatment for months or years before dissociative symptoms emerge.  


F.  Early treatment progresses slowly, if at all, and often is only marginally successful.




A Typical Presentation of MPD.
Presents for other problems.

Depression.

Anxiety.

Relationship problems.

Headaches or other somatic difficulties.

Occasionally for more severe problems:


Depersonalization.


Nightmares, sleep disorder.


Eating disorder.


Apparent psychotic symptoms.


Identity problems.


Suicidality or self-injury.

 
Recovery from substance abuse


Recovery from child abuse.
Has history of therapy or medical/psychiatric interventions.

Past treatment has not usually been very helpful.

Usually female,  late-20’s to mid-40’s.

May show NO signs of MPD or DD at first.   

Often is in treatment for months or years before dissociative symptoms emerge.  

Treatment progresses slowly, if at all, often is only marginally successful.

V.  Procedures for Making the Diagnosis   


A.  Establish the presence of dissociation.


B.   Take an exhaustive, chronological history.


C.   Ask about Schneiderian first-rank symptoms


D.  Inquire into everyday experiences.


E.  Observe behaviors of patient during the interview for symptoms. 


F.  Check mental status recurrently 





G.  Vary time of and  length of interview to determine what patient differences occur.


H.  Ask clients to do sequential tasks, and check on issues in rote memory, e.g. multiplication tables.


I.  According to your individual preferences, offer psychometric testing; frequently paper and pencil psychometrics do not elucidate the diagnostic process. 


J. Call out and meet alters using hypnosis. and without using hypnosis.

VI.  Procedures for confirming the diagnosis and establishing executive control by an alter.


A.  The diagnosis is confirmed only over time


B.  Generally the  client and therapist have alternating acceptance and rejection of the diagnosis.



1.  First the therapist presents the diagnosis to the client. 



2.  Then they process the  initial diagnosis and the emergence of alters. 



3.  Clients have some common reactions to the initial diagnosis: 

• fear, panic, anxiety; abandonment fears,  • "Stampede" phenomena: chaos, confusion, suicide,  • denial and rejection of diagnosis or flight into health, and  • fascination and hunger for information.



4.  The common therapist's reactions to initial diagnosis are:

• fear and anxiety,  • fascination and overinvolvement,  • rejection of  and abandonment of client,   • keeping secrets from alters or host, not processing enough, and • forgetting that the systems a whole is always treated.



C.  There are several basic principles for processing data of MPD (useful throughout therapy):



1.  "Everybody is always listening, all the time"



2.  MPD is a protective adaptation, and continues to work as such 



3.  The system as a whole must be allowed to set pace and filter information. 



4.  Clinicians must always practice evenhandedness. 



5.  Each alter must be respected for its role and function. 

VI.  Education and Understanding for the Client


A.   State Dependent Learning and State Dependent Memory



1.  Specific memories are laid down against the specific biochemical formula active in the memory at the time of the event.  



2.  The specific biochemistry of the brain when the memory is laid down is a function of the "trance" that the individual is in at the time of the event.  



3.  Trauma is trance.


B.  Kluft's 4-Factor Theory



1.  Genetic predisposition to be highly dissociative 



2.  Experience of or witness to trauma or neglect



3.  Environmental influences and underlying personality traits.  



4.   No reparative experiences.



C.  Braun's BASK model of fragmentation of memories




1.  "Immature" ego is unable to accommodate fullness of assault




2.  Behavioral, Affective, Sensate, and Cognitive (and Spiritual) fragments of experiences.




3.  Integration of memories requires the bringing of all of these together. 


C.  Rationale for Integration


D.  Characteristics of the families of origin of MPD clients   



1.  Typically abusive.



2.  Closed systems.



3.  No-talk rules.  Threats (to enforce no-talk rules).



4.  Dissociation fostered as primary defense.




a.  Intrapsychic




b.  Systemic



5.  Frequent history of dissociative disorders or MPD;  schizophrenia, or other apparent psychotic disorders.



6.  Pervasive sense of familial worthlessness vis-à-vis. the world.



7.  Self-worth based only on performing well, winning approval.



8.  Chronic double-binds, at all levels of interaction.




9.  Often remain over-involved with adult children.



10. Highly hypnotic interactions, ritualized behaviors, trances.  



11. Multi-problem families. 

SECTION III

TREATMENT OF CHRONIC TRAUMA DISORDERS

PART I:   GENERAL TREATMENT STRATEGIES

I.  Introduction — In working in a world governed by managed care, we think of three classes of disorders:  


A.  Those conditions [comparable to Axis I disorders] that are generally effectively and easily treated with medications or with short term psychotherapy classify as CLASS I disorders.  


B.  Those conditions [comparable to psychotic disorders and some Axis II disorders] that may be remediated by medications and by psychotherapy but for which no "cure" is known classify as CLASS II disorders.  


C.  Those conditions [comparable to the Chronic Trauma Disorders] that are effected but not remediated by medication or short term psychotherapy are CLASS III disorders.  


D.  We assume that treatment of the managed care mode, i.e. short term or "standard" template treatments, can be effective in Class I and Class II disorders but not in Class III disorders.  

II.  We offer the following general model for treating the Chronic Trauma disorders.  We assume that MPD represents one extreme of the continuum and that PTSD lies on the other extreme.  Treatment is "scaled" down for those that suffer PTSD.


A.  Several biases underlie our treatment ideas.



1.  The therapeutic environment is characterized by safety, internal control, and mutuality.  These qualities are present within the therapist, within the client and in the interface between them.  The therapeutic process constantly strives to promote safety, internal control, and mutuality.



2.  We think systemically.  We believe that the rules of systems apply to the internal environment of the client and the therapist, and the external environments that contain each and both of them.  


B.  The Percy/Davidson treatment model is offered in two forms:  
1.  The Davidson style:  

Cluster I  Building a relationship, educating about multiplicity,  and discovering the structures and functions of the  emerging system.  The goal of  this cluster is to build a relationship between the therapist and client and to learn characteristic and function  of the emerging  system.
•
building a relationship with the host.

•
developing common goals.

•
developing a common language.

•
teaching about Multiple Personality Disorder.

•
building self care (exercise, diet, chemical use, work stability, journaling.).

•
facing preliminary  problem solving around contractual agreements (no harm, suicide, treatment frame, no new alters, telephone calls, no trashing my space).  

•
defining trust as contractual.

•
building trust.

•
identifying and meeting 1st chair alters.

•
doing each of the above tasks with 1st chair alters.

•
teaching trance techniques (in/out patterns, video techniques,  safe spaces, affective and physical pain control and modulation).

•
undertaking cognitive mapping (characteristics and functions of alters).


•
(early) identifying  memory shards.

•
defining containment skills.

•
offering new coping skills to  build ego in present.

•
building a present and a future.

Cluster II Confirming the diagnosis and preparing the system for memory work.  The goal here is the development of internal cooperation and  the  investment of sufficient mastery  in the system to begin memory work. 

•
acquiring agreements among known  alters for diagnosis.

•
discovering specific details about characteristics and role of 1st chair alters.

•
meeting and identifying 2nd chair alters, and so on for other layers alters.

•
doing cluster 1 tasks for 2nd chair alters, and so on for other layers of alters.

•
modeling nurturing and education to members of the alter system.

•
facilitating working relationships between alters in system.

•
refining trance skills for containment and preparation for abreactions.

•
focusing on content of flashbacks (1st chair alters).

•
organizing data for preliminary memory work.

•
welcoming emerging alters presenting at this stage.

•
reiterate cluster 1 & 2 tasks with emerging alters.

•
supporting living in present while wading through the past.

•
contracting for adjunctive work.

•
involving significant others.

Cluster III  Abreacting memories.   The goal of this cluster is the sharing of  knowledge among alter 

personalities and the abreaction of traumatic  memories. 

•
pooling knowledge about memories.

•
reviewing patterns of memories and participants in memories.

•
reexperiencing traumatic memories (physically, emotionally, cognitively, behaviorally, spiritually).

•
gathering yet raveled threads of memories.

•
recapitulating  finished memories.

•
incorporating finished memories.

•
discovering potential fusions as a result of abreacting memories.

Cluster IV Defining the meaning of memories and bringing together fragmented selves.  The goal of the cluster is the recognition of the existential  crises of the traumatic past ,  the confrontation with the losses from the past, and the disruption of the functional fragmentation of multiplicity. 

•
defining the meaning of the abreacted memories.

•
identifying the existential crises in traumatic memories.

•
facing the truth of the traumata.

•
grieving the losses inherent in the memories.

•
integrating alters whose fragmentations are no longer functional.

•
resolving pain that comes with integrating members of system.

Cluster V Empowering the consolidated ego and building a future without fragmentation.  The goal is the resolution of embedded losses resulting from the traumatic past and the confrontation with living as a "single".  


•
confronting new existence as one with consolidated ego.

•
reviewing  losses that inhered in traumatic past.

•
reconstructing no longer functional behaviors inherent in traumatic past.

•
building new skills for the future.

•
learning new dissociation skills.

•
letting go.



2.  The Percy presentation





a.  Phases of therapy with MPD.  






•Early Phase:   
Diagnosing, Educating. 






•Pre-middle Phase:  
Contacting, Contracting, Preparing.






•Middle Phase:
Memory Work






•Late-Middle Phase:
Fusions and Integration

•End Phase:

Rebuilding, Empowering





b.  Tasks and Goals of Therapy: 

	Phase
	Tasks
	Goals

	Early
	• Diagnose

• Educate client, alters
	• Acceptance of diagnosis

• Initial contract with system

	Pre-Middle
	• Map system

• Contract with alters

• Supportive therapy

• Ego strengthening

• Hypnotic preparations
	• Strengthen treatment alliances and 

coping skills

• Safety and control 

• Abreactive techniques & practice

• Crisis mgmt. techniques

	Middle
	• Recursion to earlier phases as needed

• Work through memories

• Support
	• Integrate memories

• Uncover, initiate integration of 

subsystems, alters, etc.

• Maintain outside function

• Prepare for integration

	Late-Middle
	• Recursion to earlier, prn

• Cont. memory work

• Integrate BASK

• Integrate alters, subsystem
	• Achieve final stage of integration, def. 

by client

• Maintain and improve functioning

• Resolve grief-work

• Integration stable 6-12 months

	End
	• Integrate with world, relationships, etc.

• “Normal psychotherapy”
	• Functioning as “single”

• Achieve therapy goals.

• Integration stable 2 yrs.






c.  On-going Goals and Tasks:   






•Maintain   
 SAFETY.






•Promote shift to   INTERNAL CONTROL.






•Protect the   
 TREATMENT FRAME.






•Enhance/support   EGO FUNCTIONING.






•Develop additional NON-DISSOCIATIVE DEFENSES.  






•Tend to 
 EARLIER EPIGENETIC PHASES.


C.  Our third bias is that a significant aspect of the treatment is the creation of a sanctuary for therapy:



1.    First, SAFETY is needed FROM  abuse, exposure, shame, etc. and FOR  healing, working through, exploration, recovery.



2.   Safety must be EXTERNAL and  INTERNAL.  The sanctuary must be safe:  

It must be predictable and dependable;  the length and time of sessions must be regular, in the same site unless lengthy preparation has been made.  




a.  Honesty and integrity are demanded.  




b.  The therapist must trust the client.




c.   Firmness is embedded in open negotiability.  





•  Charme’s rock — Nothing here is writ in stone.




d.  Open and ready flow of information.




e.   Rules about touch, crisis interventions, phone calls, back up, off-site and special sessions are clear.




f.   Good psychological boundaries are necessary:  Whose feelings are we each responsible for?



3.  When boundaries or safety are violated:




a.  Deal openly and clearly with it without shaming.




b.  Take time to work through any feelings about, in various parts.




c.  Explore its meaning.   Is it related to therapy?  does it suggest we need to change the boundary?  something else?  how can it be helpful to us?




c.  Set up overt method or protocol to return to the previous boundary (i.e., set limits temporarily, to heal the boundary).     OR




d.   Renegotiate the wounded boundary to more accurately reflect new or changed circumstances.

PART II:  SPECIFIC TREATMENT STRATEGIES

I.  Introduction — An important aspect of the treatment is very important for facilitating the client's being able to "live" with the diagnosis.  It is also significant for bringing order out of the chaos of the fractured egos.   

II.  Development of  routine


A.  Most clients who have chronic trauma have no idea about how to take care of themselves.  They have only lived from crisis to crisis.  We frequently model the development of this concept.



1.  Diet



2.  Exercise



3.  Chemical  usage



4.  Meditation



5.  Daily structure — job, volunteerism,  school



6.  Financial responsibility


B.  Because clients have difficulty with time, they seem dissociated from issues of routine medical and dental care.  The one client that I see that seems clear about this issue began routine medical visits to "irk" her abusers.  


C.  The development of these "routines" will enhance the ego of the parts of the system that encounter the outside world.  

III.  Knowledge of therapeutic techniques  for managing crises


A.  All clients with Chronic Trauma Syndrome tend to have many crises.  Early on, clinicians enhance the internal ego strengths by offering tools for controlling crisis.  


B.  From the beginning clients learn and practice affective and cognitive techniques for controlling their own difficulties.



1. Affective techniques




a.  Relaxation




b.  Anxiety reduction



2.  Cognitive techniques




a.  Thought stopping and changing




b.  Codes to elicit relaxation, remind of useful techniques




c.  Time-out techniques




d.  "What to do if..." lists of useful coping tools




e.  "When to call the therapist"  list (with simple criteria)


C.  Each time the client is able to intervene on herself/himself in this manner, s/he is able to strengthen the ego, model effective behavior to other alters, and hasten integration.  


D.  Contracting is a core intervention for "teaching" ego strength.



1.  Contracting teaches that the therapy is based in  quid pro quo.  Clients are able to minimize some of their sense of brokenness by being able accept by barter rather than faith.  For trust building this intervention is invaluable.  



2.  The contract model also gives clients a way to engage with themselves and you when they feel out of control or in crisis.  The precipitant for  crisis is generally the need of some alter(s). If you can deal directly with them, discover their need, and provide a solution, in return for their containing the crisis and stopping the critical behavior, you demonstrate a model that is helpful at all levels.  



3.  Acknowledgment of the clients' concerns goes a long way for facilitate their sense of competence.  They trust that their reactions are accurate.  Offering tools for their managing their concerns lessens their sense of dependence.  Dependence on another is a source of great conflict for clients.  



4.  Practice contracting in everyday sessions,  e.g., "I know you want to talk to me; would you let me talk with so-and-so for ten minutes in return for my talking with you then?"  Sets model or paradigm for saying, in crisis:  "I realize you feel that we should not talk about that memory [or whatever the alter is worried about]; if I agree to help you all store the memory and NOT talk about it until you think it's safe, will you agree to stop cutting?


E.  Rules of thumb for building ego strength in a crisis:



1.  Acknowledge the crisis, do not minimize or shame the client — or yourself.



2.  Utilize the "least disruptive" [to client and to yourself] intervention first.




a.  "talking it down..."




b.  "relaxation techniques..."




c.  "deeper trance techniques..."




d.  contact troubled alter, negotiate agreement.




e.  use intervening "technology"  (e.g., inner video taping, etc.)




f.  "truce" until next session




g.  special session tomorrow




h.  special session now, on phone




i.   special session now, at office




j.   physical safety such as hospitalization



3.  An important aspect of ego building comes as the client discovers that the treatment is not derailed by distraction.   Do not let any intervention, no matter what level, to deflect the current issues in the therapy, unless there is good reason to do so.  For example, a crisis may be about an emerging memory, which an alter is unprepared to face, and so starts cutting. While the solution may involve temporarily putting the memory "on hold",  work should be initiated t o help that alter prepare for the eventual memory work.

IV.  Learning hypnotic techniques facilitates the client's communication with the therapist and within the system.  


A.  The importance of trance and trance work.



1.  Trauma induces trance.



2.  Most alters exist in a trance-state.



3.  Trance is present, often can be useful.  Natural trance and traumatic trance. 


B.  Some theory:



1.  Trauma induces trance:  studies.  State dependent learning theory.



2.  Characteristics of trance thinking:




a.  Part for whole logic.




b.  Identity based on similarity.




c.  Concrete and literal




d.  Distorted time sense.  Confusion of "now" and "then".




e.  Susceptibility to suggestion.



3.   The concept of "triggers."  Nothing magical.  Reminders. Usually sensory.



4.  "Programming."  More beneficial to think of it as habitual thinking based on past-hypnotic suggestion, triggered by specific cues.


C.  Therapeutic uses of trance:

1. Idio-motor signaling.



2.  Concentrated inner work.



3.  Organization and internal control.




a. Meeting places, viewing places, safe places, etc.




b.  Video tape "technology" imagery ( or its correlate)




c.  Affect and pain control




d.  Memory resolution techniques.



4.  Relaxation training, especially via imagery.



5.  Grounding in present.  



6.  De-potentiating ("metabolizing") triggers and post-hypnotic or post-traumatic suggestions.  Some call the "de-programming," which is a limited term, with negative connotations.


D.  Some Problems with Trance in Therapy.



1.  Client intolerance.  Flashbacks or anxiety.  Inability to focus inwardly.  Decompensation.



2.  Dependence on trance states for unhealthy dissociation.



3.  Client fear or belief that therapist remains in control of client.



4.  "Magical" thinking fostered by therapist who uses neat and creative tricks, rather than using trance to foster and enhance client's own natural skills at self-healing.



5.  Too much fantasy involved.  Stay with the actual sensory environment.



6.  Seeing trance work or hypnosis as an end, rather than as a means.



7. Leading questions, suggestions, contaminating the memory field.


E.  Trance-based techniques (CAVEAT:  Many MPD clients cannot tolerate formal induction of hypnosis, especially at first.  I t sets off flashbacks [usually affective] due to its similarity to the physiology of trauma-induced self-hypnosis):



1.  Self-hypnosis.



2.  Imagery of safe places, comforting surroundings, etc.



3.  "Technology" for containment of affect, memories, flashbacks.



4.  Safe place, meeting place, viewing place.



5.  Communicating "in trance" with therapist.

6.  Idio-motor signaling — useful even on telephone.

IV.  History taking and making strengthens the egos

History taking (we prefer to think in terms of history-making:  the "history" is constructed from the fragments of memory and external information.)


A.  Is on-going.  There is no final history.  Things continually are re—worded (like editing manuscript.).


B.   We return to "the history" frequently, as new information emerges at each phase of the therapy.


C.  History-making is also a treatment tool.  To remember something, to make sense of it in the here-and-now, to allow it to inform one's concept of the part — this is psychotherapy;  this is integration.
V.  Cognitive mapping as a strengthening technique


A.    The Utility of Mapping the Client's System



1.  Like a genogram in family therapy.



2.  Client-generated, at therapist's suggestion


B.  Client creates literally a map of the internal system.



1.  Names and information about each of the alters.



2.  Groupings and relationships among the alters and groups of alters



3.  Some effort at chronology.



4.  Some effort at themes.


C.  Maps can create a bridge between "external" history and "internal" history.



1.  External history is world-time, world-space, world-events.  Internal history is subjective time, subjective space (including internal spaces), meaning-events.


"External"

            


"Internal"                             


Chronological Time



Subjective Time


Geographic Space



Psychological Space


Historical Events are benchmarks     

Meaning-events are the milestones


Document:  Formal History


Document:  System Map



2.  These two seams can and should be compared, added to, and interwoven as the history emerges.


D.  There can be many different kinds of maps.  Examples:  color-coded; separate pages for different alters or subsystems; large newsprint; symbolic representations; organizational charts; "tree charts;" other kinds of charts.

PART III:  MANAGEMENT OF FLASHBACKS AND ABREACTION 
Abreaction
...a therapeutic technique in which the client is helped to recover a traumatic memory in an experiential way — with vivid imagery, affect, and bodily feelings and sensations — such that the memory can be integrated into consciousness and worked with appropriately in therapy.  Discussing a painful memory is NOT abreaction.  An apparent abreaction that lacks an affective, physical, or sensory component is NOT completed.  An uncontrolled  reliving of a trauma, even in the presence of the therapist, is NOT an abreaction, but a FLASHBACK.  Flashbacks are only helpful for acquiring information and for directing abreactions.

I.  Introduction — The retrieval  of memories is accomplished by systematically collecting shards of memories whose presence has been suggested in the course of taking the history and taming flashbacks.  The resolution of memories is the reconnection of the behavioral, affective, physiological, cognitive, and spiritual aspects of memories;  this is known as abreaction.  

II.  In the course of history taking/making, different parts of a  system comment on the memories that are significant to them.


A.  When a client initially comes to therapy ,s/he will comment about periods of forgetfulness:  one client has a young alter who has a Swiss cheese memory.  Others have memory gaps without recognizing them as such.  As you learn to know clients  and the arrangement of their systems, you can literally ask if anyone else inside has a portion of that memory to contribute.


B.    Other clients will know  "clearly" about memories without a context for them.  One client told me that all was well with her in her family until she was age 5;  at that time everything went to hell.  However, she had no memory of her life before age 5;  she assumed that this was related to her life's lack of events.


C.  Often, in early treatment, parts will come forward in an effort to set the chronology of an event in appropriate order.  

III.  Definitions of flashbacks 

A.  A flashback refers to an emotional reaction occurring in time and place away from the original action or stimulus,  produced by intensely reliving the initial situation in feeling,  action or imagination.  The uncontrolled or unintentional conscious recollection, release or resolution  of such repressed emotional tensions (through verbalizing, acting out, etc. [sic]) may enable the patient to become aware of the nature of the conflict that produced the repression, but more likely the emotional tension is increased rather than resolved by the remembrance. 


B.    Flashbacks are commonly seen in patients with Chronic Trauma Disorder and Post Traumatic Stress Disorder.  Flashbacks are only one symptom of PTSD, but flashbacks are often cited as  primary symptoms of PTSD.   Many of the characteristics of people presenting with PTSD are  also characteristics of those presenting with Multiple Personality Disorder.   Frequently alternate personalities in patients with MPD  have the  symptoms of PTSD.


C.  For our purposes flashbacks include repressed and dissociated emotional tensions as well as repressed and dissociated cognitive, somatic, spiritual, and behavioral responses.   


D.  Also, for our purposes flashbacks refer to unintentional  recollections of dissociated memories. 


E.   Flashbacks are the harbinger of work to be done;  flashbacks are prescient murmuring from  the  unconscious that serve to foreshadow the direction and scope of unresolved, dissociated  material.


F.   Each, flashbacks and abreactions,  have its own timetable, qualitative experience,  and quantitative measure.  


G.  Flashbacks portend work to be done; abreactions are the climax to work that is being done. 


H.  Like many other concepts, that apply when working with clients with dissociative disorders, flashbacks and  abreactions are  processes not  events.    

III.  The meaning or purpose of flashbacks.


A.  Intrusive recall, perhaps, communicates the need for treatment in someone who is not aware of repressed or dissociated material.


B.  Flashbacks often provide material for the early work in therapy.  Flashbacks offer a frame against which trust can be established and through which the subject matter of the repressed/dissociated memories can be identified.


C.  The productions of the flashbacks and the fragmented process of their eruption facilitate the confirmation of the Dissociative Disorders diagnosis.


D.  The experience of the flashbacks offer the client and therapist an opportunity to master the containment techniques necessary to the therapeutic work.  This container for the erupting material reinforces the intentional use of dissociation to control dissociation.  


E.   The presentation and style of the "players" in flashbacks  provides the frame for meeting alternate personalities and denotes the participants in abreactions. 


F.   The style  and the management of  flashbacks  informs the content and process of  abreactions.  Flashbacks illuminate the therapeutic process.  Where and how the flashbacks present determines the course of therapy. 

IV.  Management of flashbacks.  Intentional trance (hypnosis) can be used to control the intrusive recall (flashbacks). 


A.  Incidental intrusive recall can be managed in some of the following ways:   



1.  Cognitive reframing to provide grounding in the present:  "Now, you have clothes on.", " Open your eyes and to see where you are.", "Do you remember who I am?", "Do you know what year this is?".



2.  Positive suggestion:  "Look into your memory and place me there with you."



3.  Negative suggestion:  "The blood that you see is really not there.", "The smell in your nose is in your nose's memory."



4.  Inner group alliances:  "Look inside for Diane; remember she is strong enough to help all of you."


B.  Intentional management of intrusive recall involves applying skills that the client has previously learned in trance work.



1.  Fantasy equipment:  safe rooms, filing systems (video equipment, file drawers),  "Turn down the volume and blur the picture.".  



2.  Trance process:  "Turn down the pain in your hand from navy to baby blue.",   "Squeeze your fingers together until the pain subsides.",   "Cross the bridge from pain to safety.",  "Go to the beach and bury the box with the memory in it in the sand."   Separate the physical pain from the affect.

V.  Abreaction is one of a number of treatment techniques utilized in the management of mental health conditions in individuals who have been exposed to assaults out of the range of usual human experience.  Specifically, abreaction is used bring together fragmented, discontinuous parts of  a memory into a relatively cohesive fabric.


A.   Technically the definition of  abreaction refers to "An emotional reaction occurring in time and place away from the original action or stimulus,  produced by intensely reliving the initial situation in feeling,  action or imagination.  The conscious recollection, release or resolution  of repressed emotional tensions (through verbalizing, acting out, etc. [sic]) aided by a psychotherapist, that enables the patient to become aware of the nature of the conflict that produced the repression." (Wilkening, 1973, p. 15).  Inherent in the definition of  abreaction is the intentional rekindling of a memory to facilitate the dilution or the management of the emotional content of the memory.

 
B.  For our purposes abreaction includes repressed and dissociated emotional tensions as well as repressed and dissociated cognitive, somatic' and behavioral responses.   


C.  Also, for our purposes abreaction refers to intentional, purposive recollection of dissociated memories. 


D.  The goal of abreactions is the  realization (literally  making real) what happened to the individual , i.e. too learn and to come to terms with what really happened in the course of a specific traumatic event.   

VI.  Misconceptions about abreactions (CAVEAT;  at this stage of our knowledge):


A.  They are not necessary


B.  They do not need to be painful


C.  They are the most important part of therapy


D.  Once abreactions stop, the client should be well


E.   Once an abreaction starts, you cannot stop


F.  The therapist must be present for an abreaction to succeed

VII.  Theoretical bases for abreaction as curative.  


A.  Braun's BASK Model (1988) — Braun's formulation suggests that, with exposure to traumatic events, the different aspects (the behavioral, affective, somatic,  and cognitive components) of memory are laid down disparately and discontinuously (overtime).   The assumption is that the totality of an experience can not be fully apprehended into memory without fragmentation because,  qualitatively and quantitatively, the experience overpowers the capacity of the psyche.  


B.  State Dependent Learning and Memory 



1.  Zornetzer's hypothesis (1985) suggests that the specific pattern of arousal in the brain at the time of stimulation (when a memory is being laid down) may have to be reproduced to access the memory.   To elaborate  the assumption for our purposes:  trauma alters the biochemistry in the brain of the person subjected to trauma and affects the way that the memory is laid down;  to access the memory the specific biochemistry of the brain at the time of the trauma must be reproduced in order to remember the trauma.  



2.  The metaphor that works for me is to see  accessing memory  like entering banks of elevators in a tall building.  The building represents the memory bank;  each floor represents a different biochemical state in the brain.  The elevators open onto a particular floor, as the biochemical pattern of the brain is stimulated; the memory that is elicited and the biochemical state in the brain are  specific to each other.



3.  To continue the metaphor:    To access a particular memory  (a particular floor in the building) requires that the elevator move to the specific biochemical state present at the time that the memory was laid down.



4.  Any particular memory can be recalled intentionally or accidentally in response to specific stimuli.


C.  Trance as a result of trauma.   



1.  A generally held view of trauma suggests that exposure to traumatic experience narrows the scope and concentrates the vision of the victim.    Through this intense focus the "victim" mobilizes psychological defenses.  



2.  In the course of this mobilization the "victim" dissociates unnecessary or overwhelming details.



3.  Both the concentration and the dissociation serve to  modify the biochemistry of the central nervous system creating a trance-like biochemical state. 



4.  To meet, to modify, and to  access the trance demands an idiosyncratic utilization of the client's capacity to focus and to dissociate; concentration and dissociation alter the biochemistry of the brain and make possible the recollection of the traumatic event.

VIII.  The function of abreactions

A.  The content generated in early, frequent flashbacks determines the content of early memories to be abreacted.


B.  The parts of a system involved in early, frequent flashbacks governs the "players"  in developing the therapy and in emerging abreactions.


C.  The preparation for and the accomplishment of abreactions serve as the heart of the therapeutic experience. 


D.  The process of abreactions enhance the trust between the client and the therapist by offering a shared traumatic experience and by confirming the strength of their bond.  


E.  Abreactions  elucidate identification of the existential crises experienced by the traumatized patient who presents with multiple personality disorder.  (The personality splits occur in  children exposed to overwhelming trauma  that precipitate an existential crises.)


F.  Successful abreactions reweave the shattered aspects of traumatic memories.  


G.   Successful abreactions define the functions of alters in the system and facilitate early fusion by defining the "duplication of services".

IX.  Steele's PEACE model (1989) for abreacting dissociated memories.


A.  Providing protection  (intrapsychic safety,  interpersonal safety,  environmental safety);  the preparation period:  

• What alters will be present? •How will they handle it?  •Are they ready? •Who can help the little ones? • What will be needed afterward?  

•What memory is it? • What is already known about it? •What are the preliminary understandings about the memory and its meaning?

• Predict likely reactions.  Set session time and place.  Give instructions about pre-abreaction rest, food, relaxation, etc. 

Intrapsychic safety  •awareness of content •use of Internal Self Helper & other states •working knowledge of client's defensive patterns •knowledge of world view of client •meaning of  "telling" •characteristics of alters "doing the work"  •decisions re who is present •reframing "protector" alters  •modulating experience •maintenance of cognitive schema  •establishing continuity of abreacted material •physical/emotional safety and comfort •Meds  •pacing  •education of alters 

Interpersonal safety   •trust •boundaries & time  frame •transference •countertransference •use of therapist self for grounding •client support networks •therapist's utilization and education of significant others

Environmental safety •abreaction proof space •back up •hospitalization as an option •transportation issues •safety outside of therapy hour •safety in therapy hour •client quality of life

•length/spacing of sessions. 


B.  Eliciting dissociated aspects of memories (identification of material, development of a cognitive frame); this is the beginning of the abreaction proper



1.  All dissociated aspects of the memory must be identified, accessed, and discharged of feelings and information.



2.  Braun's BASK model is guide.



3.  Catharsis alone does not resolve the traumatic memory.  It must be linked with cognitive understanding and re-structuring, which is linked with the "existential crisis."



D.  Alleviating the existential crisis (identification of the existential crisis, resolution of the dissociation in the narcissistic ego, reduction of subjectivity of the experience);  (this is a moment IN the experience at which  the client had a primal existential or spiritual crisis — about death, freedom and responsibility, guilt, God, hopelessness, meaning, etc.)



1.  As the memory components (B-A-S-K-S) become reconnected in the abreaction, the client's existential crisis will re-occur.  But the restructuring of the memory with the "proper" perspectives, meaning structures, etc. will allow the adult client to "make sense" of her crisis in a way that a child cannot.



2.  "Resolution" of a traumatic memory requires the resolving of the existential crisis.  Thus, part of the abreaction is to "find" it and reexperience it so that it can be re-worked in subsequent therapy.



3.  Often, the power of the unresolved memory is due to the fact that at a moment of existential crisis, the host ( or the current alter) dissociated, and thus never learned of the resolution.  This is why all involved alters MUST be involved in the abreaction.



4.  Remember that a person's responses to trauma depend less on the nature of the trauma and much more on the psychology of the victim.  Thus, existential crises differ according to the world view, individual belief systems, and so on of each client. 

Trauma precipitates an existential crisis-death, annihilation, meaninglessness, isolation, freedom — which must be confronted literally.  The crisis is precipitated by the experience of becoming an object and by the shattering of basic assumptions needed for ontological and psychological security.   And shattering of archaic narcissistic fantasies — omnipotence and merging—and loss of restoration of those fantasizes. 

Resolution moves client from being frozen in loss of omnipotence and merging by giving movement and connection which rebuilds dissociated narcissistic process.  Also, reduces subjectivity of experience. 


E.  Creating the gestalt (assimilation of the traumatic  experience,  reformation of the BASK); this is the de-briefing and assimilation phase of abreaction; in the days and weeks following the abreaction session itself, the memory is retold numerous times and its meaning is probed):



1.  All the B-A-S-K-S components are experienced together.



2.  ... on a space-time continuum that allows past events to be experienced as truly past


3.  The existential crisis is probed, discussed, felt, grieved, and resolved.



4.  The client begins to make sense of the experience in light of new cognitive structures, attitudes, beliefs.



5.  The entire experience — the original abuse and the reliving of it in therapy — is grieved openly.



6. When the above are nearly completion, or in order to facilitate them, a "healing technique" or ritual of some kind or other may be employed.  It is premature to do so before this stage.  Nothing of this sort should be undertaken until the existential crisis is fully resolved.  [Positive, "healing" techniques can, of course, be used in the actual abreaction session itself, both to restore calm and control and to shut down the memory if needed in order to leave the office before the memory is complete.]


F.  Empowering the client (building of future,  resolution of spiritual loss).

applying the new understandings to one's life here-and-now):



1.   Recognizing new choices and new solutions.



2.   Developing a new identity as survivor, not victim.



3.   New coping skills.
X. Management of abreactions.  Intentional trance (hypnosis) is generally used to access the  recollection and reweaving of memories (abreactions).


A.  General concepts about abreaction



1.  Period of preparation.  I assume that the client and I have been working for a period of time (perhaps as long as six months) preparing to do this abreaction.



2.  The preparation has involved the  identification of the content of, the "players" in, the potential pitfalls from, and the style of the abreaction. 



B.  Prerequisites for the abreaction. 



1.  Trust must exist between the client (all alters involved in the particular memory) and therapist.



2.  The therapist must take charge of the process of the abreaction.  
The therapist models control, clarity, and confidence in the process.  The client needs the strength and structure brought by the therapist to the abreactive process;  the client really has no reason to believe in the process; the therapist must offer that comfort.  



3.   A seminal recognition of content, process, and meaning of the memory to be abreacted by client and therapist is necessary.  An appreciation for where the memory to be abreacted fits into the large scheme of the abuse is critical.



4.  Context of the abreaction is understood in terms of the larger body of memory work.



5.  Having comprehension of concept and style of the abreaction.  Teams (like kid with adult alters) for organizing material,  attenuating affect, and visualizing memory are identified and are functionally in place.  



6.  Clients must remember that,  after the abreaction, the client will probably feel (emotionally and physically) as s/he did after the memory that was abreacted. 



7.  Space for comfort and time for session are clearly agreed upon.



8.  Abreactions must not be undertaken without sufficient preparation.  If any issue arises that could compromise the abreaction, it must be explored, and the abreaction may need to be postponed.



9.  Concerns about the post abreaction period are anticipated and accounted for.


C.  The abreaction per se.



1.  Client and therapist join for session ready to do the work.



2.  Therapist and client begin the induction.  Client begins to look inward.  



3.  Client system begins to report cognitive, affective, somatic and behavioral experiences to therapist.



4.  Parts of system gather to effect the abreaction.



5.  Client begins to picture a screen against which the memory is cast.  This facilitates the client's not becoming lost in the memory.



6.  Client begins to reweave a visual reproduction of the memory.  Different parts report what they see on the screen through the "narrator".  Therapist provides order and  movement through the memory, and grounding in the present.  



7.  When client seems to disconnect from the therapist, the therapist brings client back to the purpose of the abreaction ("What do you see, hear, feel?",  "What does this mean to you?") .  When client is wracked with pain, the therapist offers comfort.  When client reiterates negative messages that may confuse alters the therapist corrects them ("You were told that you were bad but you are not.",  "You can talk about this now, though you were told, then, that you would die if you talked.")



8.  The therapist must ease the pain of the abreaction if the intensity of the pain seems to be generating  dissociation ("Turn down the pain for now;  we can come back later and get the rest of the pain.")  The therapist must "heat up" the experience if the client's apprehension is muting the abreactive experience ("You are safe to feel this pain now  because you are not alone.")



9.  Invite other alters to take the lead if the narrator is becoming overwhelmed.  Actually, any one of  the "panel" of alters can take the lead to expedite the abreactive process.



10.  When tensions are high the therapist will ask "Are you still with me?" to be sure that the narrator is not dissociating the abreaction.  Also, the therapist can remind the client that the memory has an end point.



11.  The therapist must be right in (fully present in)  the abreaction without distorting or getting in the way of the memory. 



12.  Frequently, clients doing abreactions will come to "blank" spaces on the screen.   These may indicate missing pieces of the memories or unidentified alters whose parts are unknown.  In either case these parts of the memories will be omitted and  be reconstructed at a later time.  



13.  If time in the session is becoming limited or if the client is running out of steam, the abreaction may have to be stopped until another time.




a.  In one case, the client will re-store the memory and can be allowed to develop subject-specific amnesia.  




b.  In another case the client will "fast forward" the memory to an endpoint.  At another time the client/therapist team will return to the unfinished portion of the memory.  Some clients effectively do memories in short segments  (one hour at a time), others need extended sessions to get to the finish of the memory.



14.  Whenever possible the therapist will attempt to maintain the treatment frame by neither losing control with the narrator, nor running out of time, nor having client slide into another memory.



15.  When abreaction does not have momentum  to carry itself to completion, it indicates that the system was not ready to do the work, which the abreaction does not fit in time and space with the other therapeutic work , or that the memory was a "red herring".



16.  The therapist offers comfort for the pain of the abreaction and praise for the successful, difficult work done.  



17.  The client must have been  grounded again in time and space and body before leaving the abreaction session.


D.  The meaning of the memory is explored.



1.  The alters come together, just as they did in the abreaction,  to discuss  the meaning of the memory.  



2.  The existential crisis is explored.    The crisis generally has been  precipitated in the abused child by the experience of becoming an object.  The split is the act and the metaphor of the shattering of the child's basic assumptions needed for ontological and psychological security and the shattering of the child's archaic narcissistic fantasies  of omnipotence and merging.  



3.  The resolution of the existential crises occurs with the merging of the client's parts among themselves, with the reiteration of the bond between client and therapist, and by  diminishing the client's sense of subjectivity of the experience.  



4.  Finally, the client must explore the influence of the traumatic event on the ongoing development of the his/her view of the world.


E.  The place of the traumatic event in the client's life is examined.



1.  Restoration of  lost capabilities is begun.   



2.  New defenses are implemented based on the information generated in the abreaction. 

PART IV.  INTEGRATION AND TREATMENT AFTER INTEGRATION

I.  Introduction — Integration and fusion are often used interchangeably.  


A.  Kluft (1984) distinguishes between integration and fusion by suggesting that  integration is the cognitive restructuring of the multiples' personalities, whereas, fusion is the compacting process of bringing the alters together.  


B.  Ross (1989) prefers using the term integration rather than fusion.  


C.  In general, both are processes not events.  I think that each time clinicians  effect an intervention with a client with multiplicity integration is advanced.   


D.  Fusions seem to be the "process" or rituals in which integrations are celebrated.  


E.  Integration occurs when all dissociated parts of a system come together to form a new entity.   I see integrations as analogous to making  chocolate chip cookies.  

II.  Integration is a controversial topic


A.  Some clinicians believe that clients with multiplicity can opt to finish their therapy without becoming integrated.  (Remember Truddi Chase?)


B.  I think that the issue is hardly debatable.  If clients with multiplicity abreact their memories, i.e. bring together the fragmented aspects of their memories, they will be eliminating the duplication of services that was required to maintain the fragmentation.  


C.   Some clients may chose to declare the therapy finished when they no longer feel encumbered by the multiplicity but before the final fusion.  

III.  Integrations can be either spontaneous or intentional unions.  


A.  Spontaneous integrations may occur after the completion of memories in which personality fragments, such as affective fragments or behavioral fragments come together just as a result of processing the work.  Sometimes these integrations last.


B.  Because the client's splits have often happened in the course of a ritual or in the course of an assault that has been ritualized, the unions are an opportunity to have a corrective ritualized experience.  

IV.  Some general thoughts on integrations.  


A.  Integration readiness is demonstrated by the "alters'" self acceptance, an acceptance of the merged identity. 


B.  Intentional integrations can unite ego fragments or parts into the host.  Ross (1989) suggests integrating one "full" alter into the host in the course of integrations.  I see this as dependent on the direction of the abreactions — either from past to present or from present to past. 


C.  Rituals  are important in the integration process.  They are a time of change and adjustment.  Integrations are often celebrated during these rites.  Ideally these rites have a flowing quality, i.e. the alters flow together.  Remember the E in the eye charts? 


D.  The Sibyl integration scene was touched by Hollywood. 

V.  Some integrations fail.


A.  Integrations fail when they result from a flight into health.  When the host of my clients fears losing control, she seeks control by contemplating who will integrate with her.


B.  Final integrations seem to fail when a "new" layer of alters is uncovered. 


C.  When new alters are formed not as a result of integration but of stress, these new alters make an integration failure.  


D.  Apparent fusions can break down if some dissociated memories are stumbled onto.  In this case the fusion was premature. 


E.  Sometimes, for various reasons generally related to trauma, the dissociative disorder is reactivated before final integrations occur.  

VI.  Kluft (1984) suggests that fusions or integrations are considered final if after three months the individual has:


A.  ...continuity of contemporary memory


B.  ...the absence of overt behavioral signs of multiplicity


C.  ... a subjective sense of unity


D.  ... the absence of alters under hypnotic examination, and


E.  .  ... the inclusion of all parts attitudes and awareness in the unified alter.


F.  Kluft also suggests that the unification of the parts will modify the transference in a manner consistent with the unification.  Little to no standard agreement exists around this point.   

VII.  Treatment failures and relapse


A.  The research into treatment outcome is very suspect.   



1.  The inclusion and exclusion criteria are not standard. 



2.   Case studies tend to be single case examples. 


B.  Treatment failures present as a result from premature termination caused by flights into health.


C.  Subsequent traumatic experiences can also reverse the treatment  outcome.

VIII.  The period after final integration can be quite difficult.  


A.  One of Bill's clients,  who is also a psychologist, proposed a DSM-IV category of Post Integration Stress Syndrome.  


B.  The first year is often filled with unexpected confusion, low energy, new coping strategies, and consuming fear of relapse.  Everything feels new and hard.

IX.  In treatment in the post-integration period:


A.  Clients must make many identity adjustments.  


B.  Clients must make relationship adjustments.   


C.  They must face the problems (frequently in the family of origin) that had been avoided by the successful application of the dissociative phenomenon.


D.  For those who had fragmented emotions, they must learn to identify and work with feelings.  And they must learn to live with ambivalence.  


E.  Finally, they must do bereavement work for all the lost years and experiences.   

PART V  MANAGEMENT OF CRISES 

Introduction


A.  Putnam (l989), for instance, defines crises as self destructive behaviors, as fugues, amnesias, and rapid switching, as acute somatic symptoms, as the discovery of new alters or failures of previous fusions,  as  intrusion or rejection by the family of origin, and as issues of co-presence.   Putnam's ideas are not so helpful to me.  My premise is that crises can emerge from any of the processes that define MPD;  any "symptoms" of MPD will be exaggerated in crises in clients.  


B.  I prefer to think of crises in terms of the point in therapy at which they occur because all kinds of crises can surface at each point in the therapy.  The rule is to work proactively to teach clients skills for managing crises so that these skills are available to apply in crisis.  Taking a preventive approach is imperative;  if managed reactively and discretely, crises do not yield the wealth of information about the specific crisis and about the system that must be uncovered to continue progress.

•(DIAGNOSIS)  Out of the "crisis"  that accompanies the lack of "integrity" of the initial presenting problems and early treatment, an accurate diagnosis of MPD is often made and confirmed.  Flashbacks and other omens of things to come, affective distress, cognitive disruption, relationship difficulties, and physical pain provide the impetus for early treatment.   As this  material is explored and refined, the client seems to "get worse" rather than better; this is usually labeled as a crisis.  As the clinician and the client continue to stir the material, more crises arise that point to a diagnostic change toward MPD. 


To stabilize clients immediately after the confirmation of the diagnosis, they must learn and practice basic patterns of cognitive reorganization;  they must actively work to separate  and delineate different alters, different memories, and different physical responses.  The essentials of relaxation training, cognitive behavior management, and (constructive) suppression, and dilution must be learned and integrated into the treatment.  Education about MPD also supports the development of ego strength. 

Case examples:  

•(EARLY TREATMENT) Immediately after diagnosis and the revelation of the presence of alters in the system, a stampede of alters rush forward to let the client and therapist know of the roles and functions of the alters.  Those alters that want to maintain the economy of the system rigidify and attempt to block the flow of alters toward the outside.


In the early  phases of treatment crises seem to arise because the client is unable to modulate the flow of information through the system.  The alters' being flooded by information about events or others in the system, the host's reduced ability to function effectively in the world because the host's denial is being jeopardized, and the system's deficient coping styles that mediate against the continuing MPD lead to the system at large and particular alters to have exacerbations of the basic issues of the MPD.   The loneliness of client's with MPD is intensified in this early period.  The necessity faced by clients with MPD that all decisions and actions for the duration of treatment must be considered as group decisions is exceedingly cumbersome.  Difficulties of crisis proportions arise.


Gathering together parts of memories can be very trying for parts of the system as they attempt to remain stable, to contain the collecting fragments, without losing the skills for containment that they have developed.


To manage crises in the early phase of therapy clients must continue and become increasingly sophisticated in the utilization of cognitive techniques, the constructive use of dissociative responses, the application of "hypnotic" suggestions, and the confrontation with horrendous truths.

Case example:   

•(MIDDLE PHASE)  Processing memories is exceedingly hard because clients suddenly have to face the fact that they were really injured and that they are not crazy or liars as they had wondered.  Clients struggle with the rigorousness of the memory work and the disruptions in their lives.  Often from the excitement of successful  abreactions, the clients attempt premature integrations.   Frustration arises when "incomplete" abreactions occur.  In these cases clients must mop up memories while exhausted.  


To facilitate holding the clients together often requires keeping close tabs on clients to reinforce their maintenance of containment.   The clients must actively work to experience their relief without losing momentum or regressing.  

Case example:  


•(INTEGRATION PHASE OF TREATMENT) As treatment progresses the client must continue to attempt to modulate the flow information from alter to alter.   This work becomes increasingly difficult as the dissociative barriers recede from the continuing uncovering and abreactive work.   Many people become quite despairing as they put together all the aspects of their memories and take them as their own; the continuing confrontation with having multiplicity is agonizing.  As the amnesia barriers diminish and as the alters' distinctiveness fade, these individuals are overwhelmed by the losses that they have experienced and by the losses that they face with integration;  while grieving (a skill not present in most clients with MPD) their losses of childhood, memory and function, and innocence, they must also face the alteration that comes with fusion.  Finally, many crises occur when the clients see themselves as having completed their work only to uncover additional alters as a result of the initial integrations.   


To ease crises for clients in this phase of treatment, clinicians must  continue to reinforce all the skills learned and applied earlier in treatment.  The clients must be urged to continue their daily work despite their exhaustion; they must continue to apply their newly learned coping styles in more and more sophisticated ways.  At this time, for the most part clinicians must offer hope and patience and encouragement to clients through this final phase of profoundly difficult work.

Case example:  

•(LATE PHASE)  Clients are assaulted after integration by the changes in their lives and energy levels.  They are often really angry that they have done all of this work for less energy, less productivity, and more grief.

Case Example:    

•(SUMMARY) By inference we can assume, then, that the key ingredients in crisis management will be presence, prediction, and causality.  By working with clients in crisis to facilitate their realizations of themselves, to clarify their orientation in time and space, and to empower them in the management of their own experiences, clinicians enhance clients in the development of ego strength, self-containment, and integration.  

II.   Management of crisis


A.  Our primary action is based in the treatment premise of stabilize, explore, experience, and integrate.  



Specifically, •slow the action enough . . . •that the bifurcation point(s) can be seen and understood . . . •and the proper direction of the “push” can be determined . . . •and the slightest necessary push can be applied in that desired direction.


B.  In our jargon, this translates to:



1.  Stabilize the client — but only enough to be able to see the decision that needs to be made.

TECHNICAL TIP:  Don’t overlook the fact that any crisis is an existential moment in which the client can be helped to make a personal choice of something or other.  This is empowering.



2.  Explore  the contexts of the crisis. Learn what choices confront and confronted the client and which direction best suits him or her  (i.e., to change or to stay the same).



3.  Experience the consequences of the choices made.  Process the feelings that weren’t acknowledged or dealt with.  Make new choices.



4.  Integrate.  Process and come to clear understandings and emotional mastery of the crisis and what was learned through it.  


C.  Specific examples and techniques for implementation are:



1.  Stabilization.  
Telephone techniques •breathing •relaxation •find the distressed alter •find a helper •contract for calm or stability, at least till next session •put off the crisis •any other stabilizing technique that works.

In-person techniques •acceptance •contacting distressed ones •contacting helpers •contracting •identifying and acknowledging •other breathing, relaxation, etc. techniques.



2.  Exploring.
•What were the internal and external variables? •How did the internal and external variables influence each other? •What are the feedback loops? •Which feedback messages dampened and which amplified the turbulence? •What choices did the client make at each bifurcation point (choice point)?

•What resulted from these choices, in terms of stabilization or turbulence? •What other choices might have been made? •Which of these might have helped stabilize things? •Which of these would appeal to the client in terms of current self- image, attitudes, cognitive schemata, and goals? •Which of the possible choices would best “fit” the current phase and direction of the therapy and the client’s development?  



3.  Experiencing.    

•Abreacting any unfinished feelings associated with the crisis or the choices made. •Acknowledging feelings left from the crisis.  Dealing with them clearly. •Repairing relationships damaged from the crisis.  •Facing the consequences emotionally and personally.  



4.  Integrating.     

•What does it mean? •How can I change? •How will I hope to handle this type of crisis in future? •What does this teach me about myself?  about my history?  about my patterns of being-in-the-world? •Are there lessons here for broader dimensions of my life and therapy? •What have we learned about he therapy issues themselves? •What new information has emerged via the crisis about my system? •Where do we go from here?  

SECTION III:  RITUAL ABUSE

I.  Introduction:  Definitions of Ritual Abuse.


A. We draw attention to three elements:  



1.  brutality of the abuses;  



2.  totality of the abuses;  and 



3.  purpose of the abuses.


B.  Ritual abuse is not only satanic.  A typology of cults might look like this:



1.  Religious.  Includes christian cults (certain fundamentalist sects), pseudo-christian cults (Children of God, Moonies, Church Universal and Triumphant, etc.),  pseudo-eastern cults (Hare Krishna),  “white” witchcraft  (Wicca), “black” witchcraft, public satanists (Church of Satan, Church of Set), and occult satanists.  


Among the satanists, there are dabblers,  solo practitioners, family cults (often three generational), non-family cults.  The latter two are most commonly alleged to cause ritual abuse.



2.  Sex and Pornography rings.  These sometimes use ritual abuse to intimidate and control their victims.



3.   Drug-related rings.  Often drawn to satanism, Santeria, voudon, etc., to amplify their power.  Matamoros slayings are recent example.

II.  General characteristics of ritual abuse:


A.  The abuses are brutal, totalistic, and systematic.  Mind control is one aim.  The ultimate objective is POWER.  


B.   Most abuses are aimed at mind control and at the rupture of attachments.  




C.   The resulting DAMAGES are usually physical, psychological, social, and spiritual.  It is usually more severe, longer lasting, and harder to treat than “ordinary” abuse/MPD.  Why?  
Because cultic abuse aims to rupture one’s identity and one’s connections with the world. The victim is trained to identify with the abuser.  


D.  All sequelae of rape, incest, battery, or any trauma are seen in ritual abuse survivors.  


E.  All RA phenomena, while complex and deeply entwined with the character of the client, are seen in less elaborated form in non-RA  MPD, just as most of the phenomena of MPD can be seen in less differentiated form in borderline personality disorder and PTSD.  

	Ritual abuse
	MPD
	BPD & PTSD

	Layering of alters
	Layering; secondary alters
	Multiple states;  amnesias

	Embedded Commands
	“Don’t talk” rules
	“Don’t talk;”  avoidances

	Demons; “Satan” alters
	Introjects;  angry Protectors
	Introjects;  anger states

	Triggers and Cues
	Triggers and cues
	Stimuli triggering flashbacks

	Cult personalities
	Compliant personalities
	“Stockholm syndrome”

	Mind control; loyal alters
	Alters controlled by fear
	Fear &  avoidant behaviors

	Deception;  intimidation
	Threats from protector alters
	Anger to cover fear


III.  Characteristics  of therapy with survivors of ritual abuse.


A.  As with the consequences, TREATMENT is more complicated than that of “ordinary” MPD, but follows the same course and the same principles.



1.  The most important thing is to maintain and protect the treatment frame:  SAFETY, INTERNAL CONTROL, AND MUTUALITY.



2.  Treat ALL alters evenhandedly.



3.  Contracting is a prime operation.



4.  Always work to strengthen the ego and the non-dissociative defenses first.



5.  Trance work should always be objective-based.



6.  Do NO uncovering work without SAFETY, INTERNAL CONTROL, and MUTUALITY.  (This clearly implies that one has formed a good treatment alliance with all the relevant ritual alters.)  



7.  Nearly all the heavy work with ritually abused clients is just like the uncovering and abreacting and processing work with “ordinary” clients with multiplicity.  



8.  A most common mistake:  forgetting that this is the client’s life and the client’s work, not mine.  


B.  We hope to de-mystify ritual abuse treatment.  Much of the complication is NOT due to ritual abuse itself, but to the effect of the process on the therapist or client.  Most difficulties arise in these areas:



1.  Getting to the material is often more complicated, because more alters oppose it more creatively.  



2.  The content of memories and stories is often bizarre or horrific enough to upset the therapist.  Counter-resistance is the result. 



3.   The preparation period is often full of slips, acting out, more severe self-injury, “worse” threats, and so on.  It can get discouraging to keep encountering newer, more frightening alters.  Progress, when it happens, seems short lived.  Yet each step forward opens a new “level,” and like patient surgeons we must keep working steadily.  The tried-and-true techniques keep on working. 



4.  Often the clients seem to speak in “code.”  


C.  We have discovered no special skills intrinsic to ritual abuse work.  The skills, which serve us in working with folks with MPD, serve us here too.  The difference:  more patience, and finding sources of hope to keep us going.  

IV.  Particular Issues in Treating ritual abuse survivors.


A.  Special terminology.  We discourage using special terms for ritual abuse phenomena.  


B.  Ritual abuse raises spiritual issues — about trust, identity, one’s ability to connect with some transcendent reality (God, nature, humankind, or the cosmos).   But these are NOT religious in nature.  We avoid confusing these.   


C.  Exorcisms — and all related rituals — betray a transference-countertransference problem.    Both client and therapist LOSE FAITH in the power of the psychotherapeutic work.  Rather than trying to re-associate the “demons” (which is the “power” of therapy),    one becomes frustrated at one’s powerlessness and resorts to “casting out” by a god’s power.   This is spiritual dissociation, and contrary to the point of  therapy with survivors who dissociate:  to bring home what has been disowned.   Exorcism, which may have merits in other contexts, has no place in psychotherapy.  


D.  Both therapist and client are well-advised to develop their own spiritual resources.  This is not a battle with Evil, but  it drains us of hope and compassion and faith in the good.  


E.  Cross-cultural work.   Satanically abused clients, for instance, have been raised in a very unique culture unlike our own.  Familiarize yourself with the basics of whatever cult your client dealt with — Satanist, Children of God, Moonies, Mormons, etc., as you would if encountering a native client, etc.

VI.  “Special Clients” and alterations of the treatment rules in cases of ritual abuse.


A.  The fundamental rule:  Do nothing for an MPD — even a ritually abused MPD — you do not do for other clients IN THE SAME CIRCUMSTANCES: these include the client’s inner state as well as outer circumstances.  


B.  Always Protect and Maintain the Treatment Frame.  


C.  When a change is contemplated, it should be discussed and agreed to by all parties — including the “satanic” alters affected.  The reasons, purposes, outcomes desired, and rationale are open to discussion. 


D.  In general, special sites, special procedures, special sessions, extended sessions, etc., should always be just that:  special.  Get back to normal as soon as possible. 


E.  Do not agree to a special session, site, or procedure without an opportunity to explore the reasons and goals, who (i.e., which alters) is involved,  why is the request happening now, why can’t the task be done in the ordinary way, etc.   You will seem rigid, but everyone’s life will be more peaceful in the longer run. 


F.  The intense and brutal sufferings of ritually abused clients require extraordinary patience, compassion, and tolerance from the therapist.    In this sense, they are “special.”  


G.  More so with the ritually abused than with any other clients, departing from the usual path, doing things differently, treating them specially, altering the routine — all are threatening and disruptive.  Never do so lightly, even if asked.    

IV.  The Existential Crisis.    We borrow this term, gratefully, from Catherine Steele.   


A.  What is it?   At the crucial moment(s) of an episode of torture, victims reach a point at which some one of the existential themes is brought to the fore:



1.  Death.  I am going to die.



2.  God.  There is no God.  God hates me.  God is powerless. God does not care.



3.  Guilt and responsibility.  It is my fault.  I cannot be forgiven.



4.  Freedom.  There is no escape.  I have no choices.



5.  Anxiety.  There is nothing but terror.  I am my fear.



6.  Nothingness.  I am worthless.  Nothing.  Nobody.  And no one cares for me.



7.  Alienation.    I am alien.  Forgotten.  Unforgivable. Utterly rejected.



8.  Alienated identity.  I am nobody.  I am shameful.  I am unlovable.


B.  Working through memories must reach the remembrance of this moment of existential crisis, when the survivor’s  world collapsed.  S/he must face the moment again, relive it, survive it consciously.  This is brutal.


C.  This brutality will be remembered later, after integration, as the “trauma of treatment.”  Integrated clients often have PTSD from the therapy.  Do not flinch from this.  It must be worked through like all traumatic memories.  


D.  And the final point:  Therapy with survivors is an existential crisis for us:  to heal, we must inflict horrible pain, unwillingly , but intentionally just the same.  There is no moral escape, at this stage of our knowledge and our art.  And so the final “existential crisis” of treatment for the MPD client, including the ritually abused, is ours.

In the work with survivors, the ancient paradox, “Physician, heal thyself!” is turned on its head.  We are faced with a horror:  “Healer, to heal, you must open the old wound!  And in re-wounding, you wound  your deepest self!  Healer, heal thyself!”    Therapy with clients with multiplicity is the ultimate existential crisis.
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