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THE PHENOMENA OF DISSOCIATION AND MULTIPLE PERSONALITY DISORDER
Part One:  BACKGROUND, DIAGNOSIS, & PROGNOSIS

I.  Introduction.:  Format of the Workshop.

II.  Epidemiology and Demographics of MPD.


A.  Epidemiology.



1.  Most data on MPD are descriptive and anecdotal.



2.  Ross (1989) suggests that the numbers represent between 1 case of MPD in 50 people and 1 in 10,000.



3.  Ross:  Of hospital admissions between July 1, 1985 and June 30, 1986, 4.8% of 68 admissions were MPD.



4.  Ryan (dissertation study) reported 23 MPD cases per 100 college students.



5.  Putnam (1989):  Evaluates the research as scanty and anecdotal, methodological flaws.  "Guesstimates" are of about 6000 new cases per year.



6.  We extrapolate that with 250,000 new reports of abuse per year and with Grade V hypnotizability found in about 2-5% of population, then 2-5% of abused people will be hypnotizably dissociative; this suggests a range of 2500 (2%) to 12,000 (5%) of cases of MPD per year.


B.  Demographics



1.  Gender range of MPD is a ratio of 5: l (female) to 9: 1 (male).  These figures suggest that females are found in the mental health system (therefore studied) and that males enter penal system. In fact, Bliss study suggests similar incidence of MPD in prisoner populations.



2.  Mean Age at Diagnosis is the late 20's.



3.  Data on ethnicity are scanty.


C.  Characteristics of Families of Origin of Clients with MPD.



1.  The systems are typically abusive.



2.  The systems are closed.



3.  The families have no-talk rules, which are usually enforced by threats.



4.  Dissociation is fostered as a primary defense, both intrapsychic and family-wide.



5.  There is frequently a history of DD, MPD, schizophrenia, or other apparent psychotic disorders.

III.  Phenomenology of Dissociation and Multiple Personality Disorder.


A.  Dissociation lies on a continuum.


B.  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.

IV.  Commonly used terminology


A.  The host is the part of a system that generally presents for treatment.  The host is not necessarily the birth personality.


B.  An alter is one of the alternate personalities.  Putnam says, Whatever an alter is, it is not a separate person.  Kluft and Braun define an alter as an entity with a firm, persistent, and well-founded sense of self and a characteristic and consistent pattern of behavior and feelings in response to given stimuli.  An alter must have a range of functions and responses and have a significant life history of its own.  Types of alters follow:



1.  The host seems to have an executive function, a great deal of denial, and a public presentation.



2.  The child alters represent the holders of memories which have been dissociated in childhood.  They are sometimes the age at which an alter has been split off; sometimes they grow up (advance in age) with the experiences of childhood.



3.  Helper-protector alters protect the systems from significant events of abuse.  They can also be perceived by the system and/or the environment as malevolent or benevolent.  Benevolent alters are sometimes almost nanny-like; malevolent (maleficent) alters are alters who have usually been subject to the most severe abuse; they represent attempts to master the traumatic experience of the child or to control these experiences.  Malevolent alters can be tough to engage, but, when they are on board the treatment team, they are absolutely present and loyal.



4.  Internal self-helpers are alters that are relatively omniscient and emotionless.  They tend to be watchers or historians.  They see themselves often as having more smarts than the therapist; once an alliance is struck they are very helpful.



5.  Demonic or spirit alters are parts of the system split off to be in demonic relationships or to be a defense against demonic relationships.



6.  Many patients have animal or object alters that have been formed for various functions.



7.  Introjects are alters split off to identify with some influential external person.  They sometimes come as an abused child identifies with the perpetrator; usually they are about mastery and control.



8.  Opposite sex alters are formed when the child needs the equipment or strength or charm of the other gender.


C.  Personality fragments are more limited than alters; they may represent specific emotions, tasks, memory fragments, etc.


D.  Switching is the process by which an individual with MPD changes from one alter to another.  Switches are manifested by changes in body and posture, voice and speech, dress and grooming, affect, thinking and thought processes, and behavior.


E.  Layering of alters describes the phenomenon by which alters are laid done in separate levels or categories.  The layers can be horizontal or vertical.  An amnesia barrier is usually present between the tiers of the layers.  They can represent changes in time, in geography, or in abuse experiences.

Part Two: DIAGNOSIS OF MULTIPLE PERSONALITY DISORDER AND CHRONIC TRAUMA DISORDERS

I.  Review of the Problem

A.  In order to provide effective care efficiently, we think we need a new differentiation of clients, combining type of disorder and degree of risk (both financial and therapeutic). Briefly, we think that trauma-based disorders and dissociative disorders provide are more likely to be not only chronic and higher risk, but also more cost-beneficial if properly treated. So we propose a third class of diagnosis: Class III is the trauma / dissociative disorders, which are treated by intensive psychotherapy (and its adjuncts) over a longer period of time. Cost effectiveness resides here in better global management of the therapy.


B.  We begin the discussion by differentiating.



1. Trauma disorders (Class III) from non-trauma disorders (Class I & II).



2. "Dissociative" from "non-dissociative" disorders.

	
	Dissociative
	Non-dissociative

	Traumatic
	Borderline, PTSD,

 Obsessive Compulsive Disorders,

Amnesia, Fugue,

Depersonalization, 

DD-NOS, MPD.
	Adjustment Disorders,

Grief Disorders,

Some Anxiety Disorders, esp.  phobic disorders,

Some somatoform disorders, etc.



	Non-traumatic 
	Organic Disorders, 

Lesions,

Substance Abuse Disorders, etc.


	Dysthymia,

Anxiety, 



C.  Then:  basic criteria for determining whether a client should be placed in Class I, II, or III. Then we will discuss the problem of diagnosis: How to know early on that a client should go into Class III, and how to differentiate the proper Class III diagnoses from other disorders which resemble them?   For instance, how to tell MPD from schizophrenia or manic-depression?   How to tell PTSD from borderline personality?

II.  The Intake Process:  Watching the Indices of Suspicion. 

A.  During intake one listens for the following basic clues.


1.  Problem (s) are vague, history is amorphous, hard to define.



2.  Trauma in the history is known or strongly suspected.



3.  Dissociation is reported manifested.



4.  Even if no known trauma, PTSD - like symptoms.
Post-traumatic symptoms
• Persistent re-experiencing of trauma through intrusive recall, dreams, & flashbacks.

• Distress at exposure to triggers of memory of trauma.

• Avoidance of stimuli associated with the event.

• Numbing of general responsiveness.

• Persistent symptoms of increased arousal.



5. Clear signs of borderline personality features.
Core Borderline Personality Features (Kroll, 1988)
•
Disturbances in Cognitive Style

•
Emotional Intensity and Lability

•
Themes of Loneliness / Inner Emptiness

•
Themes of Victimization

•
Dissociation: Depersonalization and Derealization

•
Regression in Therapy

•
Demoralization, Depression, and Anger

•
Dependency, Entitlement, and Specialness.



6.  Any of the indices of suspicion for MPD.
INDICES OF SUSPICION for MPD
•
Multiple psychiatric and medical symptoms, multiple treatments, and multiple treatment failures.

•
More than three (3) prior psychiatric diagnoses.

•
History of abuse, witness of abuse, cult involvement.

•
History of self-injury or violence.

•
Severe refractory headaches and/or abdominal pain.

•
Called a "liar."

•
History of victimization.

•
Changes in voice, posture, level of function unrelated to stimuli.

•
Odd use of pronouns.

•
Failure of standard techniques, incl. abreactions, to bring relief.

•
Schneider's first-rank symptoms of Schizophrenia.



7.  Florid reports of psychosis or psychotic thinking or behavior, without evidence of same in session.


B.  Step Two:  Can I make an assignment to Class I, II, or III after the initial intake session?



1.  If none of the basic clues to chronic trauma disorder are present, then consider placing client in Class I.



2.  If only basic clue # 1 is present, continue intake & assessment to sharpen focus, define problems, etc.



3.  If two or more basic clues are present, then ask two simple questions: 




a.  Is there TRAUMA in the history? 




b.  Is there DISSOCIATION in the clinical picture now or ever?




c.  If YES either or both questions, the client is a Class III- candidate.



4.  Next, we make a sharper diagnosis.




a.  what is the actual disorder we will treat (diagnosis)? 




b.  can we rule out any look-alike disorder (differential diagnosis)?

III.  General Criteria for Class I, II, and III placement.  


A. The General Criteria for placement of clients in Class I, II, & III are:

 Class I Criteria

No basic clues noted on intake.

Problem is focused and treatable in current setting.

No history of trauma.

No dissociation.

Problem or symptoms are acute.  

If problem or symptoms are chronic, it must be true that either past treatment was successful or that the symptoms had never been treated.

No signs of chronic psychosis.

Any acute psychotic signs are clearly organic or biologic, environmentally based or triggered, and amenable to acute treatment with psychotropic medications.

Client is good candidate for psychotherapy.
 Class II Criteria
Chronic psychosis, characterized either by:  the passive, deteriorative symptoms of schizophrenia, or clear biologic sources of illness.

No trauma history, or trauma is minor or insufficient to account for psychosis.

No dissociation or amnesia.

No indices of suspicion or classic MPD signs.

No core borderline features.

No (or inconsequential) PTSD features.

History of deteriorating functioning (social, vocational, relational), over time.

If hallucinated, voices are heard mostly externally (outside the head).

Chronic failed previous Class I treatment.

Diagnosis of schizophrenia, bi-polar illness, organic brain disorder, or other chronic deteriorate illness.

Insufficient ego-development, cognitive-affective mastery, ego-strength, etc. to warrant psychotherapy.

Regardless of diagnosis, marginal to poor prognosis for therapy, and/or poor candidate for psychotherapy.

Insufficient external support and resources to "weather" therapy.

Environment (e. g., relationships, family) actively hostile to intensive psychotherapy.

Class III Criteria
Chronic trauma.

Dissociation

Schneiderian first-rank symptoms of schizophrenia.

Post-traumatic symptoms and features.

At least five MPD indices of suspicion << OR >> At least five core borderline features.

Good candidate for intensive psychotherapy.

Prognosis is at least fair.

B.  Some Words about Procedures.
1.  Care in the beginning leads to success in the long journey.

2.  First step is always to join with client.



3.  Next step is to elicit a clear problem statement, or identify the basic clues about whether the therapy will be brief, supportive, or long.



4.  Then, proceed to gather the data and information needed to make a clear diagnosis and to reasonably predict the client's success.

IV.  The Diagnostic Phase.  

A.  Diagnoses Qualifying for Class III.
NOTE: Caution about using diagnosis as qualifying. The larger issue from a managed care perspective is risk. However, for our purposes, we remember that:



• Our clients are already high risk (for long term care).



• We are looking to make accurate and timely (early) decisions about both chronicity (high financial risk) and prognosis (high therapeutic risk).



1.  Any chronic or acute trauma disorder, e.g., Post-traumatic stress disorder.  Dissociative disorders, especially DD-NOS and MPD.  Borderline Personality Disorder.  Psychogenic amnesia or fugue.



2.  Any non-organic psychiatric disorder on Axes I or II that has origins in trauma, abuse, witnessed abuse, or cult involvement.

3.  Any acute disorder with severe dissociative features.

4.  Parasomias without organic foundations.

5.  Any adjustment disorder with severe trauma as the stressor.



6.  Substance abuse disorders, eating disorders, OCD, or other compulsive-like disorders with history of abuse or presence of dissociation (beyond substance induced) as prime features.


B.  Differential Diagnosis.  General: How to evaluate the clinical picture for inclusion in Class III -- rather than in Classes I or II.



1.  The first principle of differential diagnosis of the chronic trauma disorders is:  Suspect a CTD when there is a history of abuse, or dissociation, or both.  The general criteria for differentiating a Class III disorder are:  The client has a known history of trauma, abuse, witnessed abuse, or cult involvement; the effects must be chronic, delayed, or both.  The client shows clear signs of dissociation.  RATIONALE:   A known history of trauma or abuse places the client in Class III, since client probably will require post-traumatic therapy protocols and will be at high risk of lengthy therapy, complications, etc.

Because dissociation (unless it is organic) is so highly correlated with abuse and trauma, its presence strongly suggests repressed trauma or abuse, even (especially?) in someone with no known history of trauma.



2. The second principle: Do not include in Class III any organic, endocrinopathic, brain or CNS lesion, or clearly biological disorder.  These, by and large, will be included in Class I if treatable and reversible, in Class II if maintainable and not reversible.

Some Examples
1.  26 year old female, depressed after a recent rape. No PTSD signs are noted after 7 months. There is no dissociation. Class I.

2.  21 year old male, suffering PTSD symptoms incl. flashbacks, nightmares, fear, hyper vigilance, and startle reflex four months after an earthquake. Class I.

3.  43 year old female, PTSD symptoms (nightmares, anxiety, startle reflex, numbing, and avoidance) after burglary, assault, and mugging. Known history of child abuse ages 4 through 11, never treated. Class III.

4.  32 year old male, suffering mild PTSD symptoms after auto accident. No known history of trauma prior to accident. Significant dissociative symptoms noted including amnesia, fugue like behavior, disorientation. No organic problems. Class III.

5.  Anxiety disorder diagnosed in 47 y. o. male has history of anxiety problems usually treated successfully with axiolytic medications. No known trauma history, no signs of dissociation. Class I.

6.  31 year old male, severe anxiety and depression, sudden onset, no organic basis. Non-organic moderate dissociation found -- spaced, gets lost easily, "trances out," some memory loss. Class III.

7.  Same client as (6), but upon further inquiry, spaced and trance out problems are due to self-medication with old prescription of axiolytics. Consider Class I.

8.  43 year old male complains of chronic sleepwalking. Neurological work-up and sleep studies negative. Denies abuse history. Has some additional memory loss, which he has never considered abnormal. Class III.

9.  34 year old woman, professional, seeks help for mild depression. No known history of abuse. No dissociation.  On medication for hypertension.

10. 34 year old professional woman, depressed. Clear and detailed memory for one incident of abuse at age 8. Had therapy seven years ago, successfully worked this through. Class I.


C. Differential Diagnosis.  Specific:  How to distinguish the Chronic Trauma Disorders from other psychiatric disorders, which present similarly to the Class III disorders.



1.  Organicity.


a. Characteristics.





i.    Brain Syndrome in general: inattention, disorientation, recent memory impaired, diminished reasoning ability, sensory in-discrimination (illusions).





ii.   Rapid-onset Brain Syndrome: rapid, dramatic; shifting consciousness; behavior changes noticeable; usually reversible by treating pathology.





iii.  Slow-onset Brain Syndrome: slow, subtle; downward deterioration of consciousness; personality changes; sometimes reversible.





iv.  Clues to OBS: head injury; change in headache pattern; visual disturbances; speech deficits; abnormal body movements; sustained vital sign deviations; consciousness changes.





v.   Causes: tumors, endocrine pathology; epilepsy; other lesions; AIDS and other disorders that affect CNS; injury.




b.  Differences from MPD:  headache pattern stable; no organic pathology, lesion, injury, etc.; visual, speech, body movements normal within alter's frame of reference; consciousness changes normal within alter's frame of reference.



2.  Temporal Lobe Epilepsy: According to Ross (1989), no relation to MPD or chronic trauma syndromes, and should not be considered in the differential diagnosis.



3.  Briquet's Syndrome ( "hysteria" in the somatic sense).




a.  Characteristics: 12 or more somatic complaints; no physical basis; onset usually in teens or early 20's; extensive and dramatic elaboration of symptoms; history of chaotic relationships, esp. re: sexuality; often clear or partial secondary gain.




b.  Differences from MPD: dissociation; history of abuse; secondary characteristics of DD; no extensive, elaboration of symptoms; little or no secondary gain characteristics.



4.  Conversion Disorder (Confused with MPD/BPD body memory phenomena).




a.  Characteristics:  no organic basis; sudden, often dramatic onset of symptoms amid interpersonal conflict; single, prominent symptom (e.g., paralysis of an arm).




b.  Differences from MPD:  dissociation; history of trauma; "body memories"; multiple physical symptoms; different medical history; chronic, not acute symptoms; no sudden dramatic onset.



5.  Other Psychogenic Amnesia and Fugue.



a. Characteristics:  lack the fullness of MPD; onset usually sudden; trauma usually much more recent; esp. amnesia, may clear up spontaneously.




b.  Differences from MPD: all dissociative processes usually noted; chronic; do not clear up with recognition of single event; no spontaneous remission.



6.  Dissociative Disorder Not Otherwise Specified.



a.  Characteristics:  multiple dissociative symptoms, not easily classified; "more than just amnesia or fugue, but not really MPD either;" inner "parts" that seem separate, but no external action; may have more "co-presence" than MPD; sometimes many "inner children" that are autonomous and impaired, but no adult alters; vague, confusing internal arrangements; "kind of like" MPD, but "not really."




b.  Differences with MPD:  MPD alters/parts more clearly differentiated; alters sometimes have more solid relationship with therapist; more stages of development clearly represented as alters or parts; generally more extensive abuse history.



7.  Substance Abuse Disorders.




a.  Characteristics:  Various.  Excessive use, intoxication, amnesia, depersonalization, etc.




b.  Differences with MPD:  SAD without MPD has no MPD-like signs; except amnesia and depersonalization. SAD w/o MPD.  The amnesia is clearly associated ONLY with the SAD; there is no history of amnesia ("Blackouts" or lost time) prior to the SAD; in MPD; SAD is often secondary (self-medication); in MPD, amnesia usually predates the earliest use of chemical substances. In MPD, an alter may have a SAD, and may need "independent" treatment.



8.  Schizophrenia



a.  Characteristics:  the main confusion between Schizophrenia and MPD lies in the voices that both hear, as well as the passive influence phenomena.  Schizophrenia often runs in families; it is a progressive illness, biologically based, although medications can ameliorate it.




b.  Differences with MPD:  MPD and PTSD show the positive Schneiderian signs.  





i.    Schizophrenia more likely in presence of deterioration, negative signs (flat affect, autism, withdrawal, loss of drive, loss of connection, burnout, etc.)





ii.   MPD voices 85% within the head; voices can communicate with therapist reasonably; voices are rational (given the assumptive world)





iii.  Schizophrenia: voices 85% outside the head; usually commanding or critical; seldom or never can be talked with reasonably; no "dialogue."



9.  Psychotic Disorders.  To rule out psychotic disorders, look for the general criteria for inclusion in Class III, history of abuse and dissociative symptom, and/or signs and symptoms of PTSD or MPD.



10. Obsessive Compulsive Disorder.



a.  Characteristics:  Obsessions or compulsions are usually dystonic; usually there is mild shift in consciousness, but not full dissociation; mild depersonalization, but not invariably; usually no trauma history; generally few or no additional disorders present, unless anxiety or mild depression.




b.  Differences with MPD:  OCD signs in MPD embedded in myriad of other symptoms; OCD is more clearly a re-enacting; usually the work of an alter taking control from inside; dissociation not limited to OCD events; Chlomipramine usually not helpful.



11. Affective Disorders



a.  To distinguish between MPD and affective disorders, check for the persuasiveness of the mood disorder.  In MPD, the affective disorder is often or usually limited to an alter or subset of alters.


b.  MPD mood changes are more rapid than in mood disorders.




c.  In bi-polar disorder, the switching may appear dissociative, but it usually lacks the posttraumatic features of MPD. Also there is usually more memory in bi-polar disorder across mood switches than in MPD.




d.  In MPD, suicidality tends to be more focused and more purposive: killing self as means of ending concrete pain, stopping abuse, seizing power, eliminating a hated alter, etc.; in affective disorders, suicidality is usually about hopelessness, despair, no alternatives, no future, etc.



12. Anxiety Disorders.



a.  To distinguish anxiety disorder from the chronic and great anxiety in MPD, PTSD, etc., look for presence of dissociation and of a history of trauma.


b.  "Pure" anxiety disorder has very clearly delimited symptomatology.



c.  In MPD, the anxiety is deep, rampant, and takes many forms.



13. Borderline Personality Disorder.




a.  Colin Ross describes BPD as a dissociative disorder, one of the CTD along with MPD.




b.  Davidson sees the primary difference between MPD and BPD as genetic: MPD arises in kids with high genetic ability to dissociate.




c.  As a result of (b), kids abused early may resort to splitting, lability, intensity, etc. (BPD) while kids able to dissociate resort to alter-formation, fantasy, etc.



14.  Post-Traumatic Stress Disorder.  Key difference between PTSD (especially florid cases) and MPD lies in the formation of alter personalities.  This also determines the main difference in therapy:  MPD requires additional time and work to assemble the alters into a coherent working team, while in PTSD overcoming amnesia and resistance is no less hard, just more straightforward.



15. Malingering.  



a.  Occurs more often in criminal cases than clinically.




b.  Munchausen's Syndrome and Munchausen-by-proxy Syndromes: these are often presenting features of someone later diagnosed as having MPD.




c. Malingerers tend to:  have only two or a few alters, often "good guy - bad guy" splits;  present stereotyped "secondary personalities; "play up their MPD symptoms, play down their ordinary problems; have alters who lose their force, or distinctness, over time.




d.  People with MPD tend to:   have many alters and fragments, usually in the teens or more; keep the distinctness of the alters over long periods;  play up their ordinary problems, resist discussing their MPD; present relatively rich personalities, esp. in the early layers.   N.B. Ross points out that malingering is a form of lying, which is a form of dissociation (making a reality "not-real."). He implies that malingering is itself a dissociative disorder of some kind. Percy tends to agree. Certainly, Percy thinks malingering is a disorder, and the client must be in pain.


D.  Concluding Remarks about Diagnosis.


1.  Client comes in and tells of his or her problem. We do an initial sort or assessment. This results in our detecting -- or failing to detect -- certain basic clues to the presence of a chronic trauma disorder situation.



2.  Then, we question whether to include the client in Class I, Class II, or Class III. Our first major principle is that if there is evidence of either a known trauma history or symptoms of dissociation, or both, we will likely place the client in Class III.  However, if there is any cause to suspect organicity in any form as underlying the symptoms, we must rule that out first.



3.  If we place the client in Class III, or if we are leaning that way but have reasons to suspect another non-traumatic disorder such as schizophrenia, we need to the differential diagnosis. We then ask:  What other disorder(s) could this be?  Can I rule the other disorder(s) out?



4.  Once we have settled on Class III, the next step is to make some educated predictions about the client's ability to succeed in therapy. We will address this problem next.

Part Three:  TREATMENT PRINCIPLE  

Part Three, Section One:  GENERAL TREATMENT PRINCIPLES
I.  Major theme: All our work, all our interventions, all our strategies, all our techniques should foster these three, overarching "ambient goals":

SAFETY<----------> INTERNAL CONTROL <------------> MUTUALITY


A.  SAFETY:  of the client, inside, and outside, of the therapist, of the therapy relationship or system


B.   INTERNAL CONTROL:  Interventions, interpretations, techniques, and all interactions with client should be oriented toward fostering client's sense of being in control of his or her own experience.


C.  MUTUALITY:



1.  Collaboration, not intervention. Interaction, not operation on client. Mutual workers, not therapist-client.



2.  Power differential.



3.  Feminist model necessary?



4.  Transference-Countertransference reframed as aspects of the mutuality, reflective of the interactive system (client-plus-therapist).

II.  General process of therapy:

EXPLORE ------------> EXPERIENCE -------------> INTEGRATE


A.  EXPLORE:  talk about, intellectualize, map, keep distance, objectify, until fairly clear, until the affect begins to move.

B.  EXPERIENCE:  then, have the experience, not too early.


C.  INTEGRATE:  Return, rethink, process, take out the meaning, close the Gestalt, etc. Make whole the disowned.

III. On-Going Principles & Tasks of Therapy:

PRINCIPLE:  The treatment relationship is the primary healing agent.


A.  Establish and protect the TREATMENT FRAME.


B.  Providing a sanctuary, Winnicott's "holding environment."

PRINCIPLE:  The client with MPD is a single person; each part is important, necessary.

C.  Treat each part EVEN-HANDEDLY.


D.  Don't avoid unpleasant alters; don't over-invest in delightful ones.


E.  Promote INTEGRATION (as a process, not as an event).

PRINCIPLE:  Undertake no tasks unless the client and therapist are prepared, aware, and strong enough to benefit from it.


F.  Tend to EGO-BUILDING before doing uncovering and memory work.


G.  Constant RE-STABILIZATION. Slow down, ease up, etc.


H.  Keep reworking.

PRINCIPLE:  The client sets the pace and the content; the therapist sets the structure.


I.  REFRAME RESISTANCE: It marks the wisdom of the system.


J.  Many, if not most, crises are set off by the therapy.


K.  Constantly monitor the MUTUALITY.

IV.  General Theoretical Considerations:


A.  Systems theory.  Involve parts. Make sure system is complete.


B.  Information theory. Dissociative disorders can be seen as a problem of information and learning. Shifting from closed to open system. Clear rules and procedures. Consistency.


C.  Integrity of the therapist as KEY VARIABLE IN SUCCESS.


D.  Acceptance and tolerance for client, client's productions, etc.


E.  Clarity of Roles


F.  Respect, reverence, and love.

Part Three, Section Two:  SPECIFIC TREATMENT PRINCIPLES
I.  Duration of Treatment.


A.  Estimates vary range seems to be from two to five years


B.  Probably helpful to think in terms of the number of therapy hours:

	Simple Cases
	400-500 hours of therapy

	Moderately Complex Cases
	500-750 hours of therapy

	Complex Cases
	750 + hours of therapy

	Polyfragmented (e.g. ritual abuse)
	No data yet: Probably more than 1000 hours.


II.  Frequency of sessions:


A.  Current standard is twice a week, approximately. 60-90 minute sessions.


B.  Range reported in literature: once monthly to daily.

III.  Prognosis: refer to earlier portion of Workshop (Part One: Prognosis).  First, you need to make a rough prognosis while working up the diagnosis.  Motivated?  Informed consent of some alters?  Willing to work and learn?  Helper personalities?  Able to make contracts?  Relatively self-sufficient in outside world?  Are additional diagnoses treatable?  Sufficient ego-strength for psychotherapy?  Sufficiently verbal and engaged for psychotherapy?

IV.  Back-up therapists and co-therapy:


A.  Back-up therapists: for consistency, for dilution of transference and countertransference.  For ongoing consultation.


B.  Vacations and away time.


C. Co-therapy.  Not often tried.  Not reported much.  Our experiment is successful with N=2.


D.  Risks associated with co-therapy:  Splitting and triangulation.  Failure of communication.  Lack of proper coordination.  All are usually a problem with an unclear treatment frame.

Part Four:  TREATMENT PLANNING
I.  Concepts

A.  Why do we need treatment plans at all?


1.  A vignette:  Imagine coming to this conference, having only the "problem" in mind: How to provide long-term trauma therapy in the era of managed care. There is no handout, no agenda. Then I say to you:  "We'll work on things as they come up. Now, tell me about your family.";   "You want a written outline?";  “Do you have any trouble with control?";  "OK, now we've identified the problem.”;  “When have you successfully done this therapy?"



2.  The treatment plan is like an agenda, a statement of what we hope to accomplish and how we plan to do it. Period. It isn't sacred.



3.  Remember our theme: Long-term treatment in era of managed care. The goals are to provide effective treatment efficiently. We need somewhere to have a statement, which defines "effective" and ''efficiently.''



4. Treatment planning fosters the sense of SAFETY, CONTROL, & MUTUALITY so essential to this therapy.


B. There are really two treatment plans.


1. The inner treatment plan is the more detailed, fluid, evolving, organic "plan" that the client and therapist develop as time moves along.  The "inner treatment plan" is something like the coordinated inner marriage that a couple makes up as they go along.  Woe to us if the "inner treatment plan" is different for the two partners!



2.  The formal treatment plan is the document used as outline, map, guide, and sent to Managed Care case reviewers. The formal treatment plan is the focus in this lecture.


C.  What is a Treatment Plan?


1. Treatment plans address the following questions, answering them on paper:




a.  "What's to be changed?"  (The problem(s).) 




b.  "Where are we now?"  (The clinical baseline data on which the diagnosis is based.) 




c.  The diagnosis and prognosis. 




d.  "What are our objectives?"  Ultimate goals for treatment. 




e.  "What methods will we use to achieve them?" Strategic goals. 




f.  "What will the therapy look like?" Tactical goals: frequency of sessions, type of therapy, etc. 




g.  "How will we know we've done what we set out to do?" (Criteria for termination.)



2.  Treatment plans have political dimensions.  They protect people:  Payer's: from needless claims.  Clients: from unnecessary therapy.  Therapists: from unjustified denials by payers or excessive resistance from clients.




a.  If we think systemically we know that payers need some relatively orderly display of what the therapist and client see, think, are planning to do -- in order to make informed decisions.  The dark side is that payers arbitrarily focus on paper descriptions and blind themselves to real-life fluidity and dynamism. This is reinforced by clinician-exaggeration. 




b.  Clinicians need some relatively orderly display of the "map," so as not to bog down in unneeded tangents.  The dark side: To ensure payment, clinicians may over display the troubles and woes rather than concentrating on the gains. This is reinforced by payer myopia.



3.  Talking about terms: 




a.  "Observable." Especially the baseline data and the goals should be described in observable -- to the ordinary clinician -- terms, e.g. "Rales" are an observable sign of lung disease, but not to the lay person without training or equipment. 




b.  "Measurable."  This is a point of dispute between number-oriented actuaries and claims analysts on one side, and in-the-trenches folk on the other.

An Editorial Word on "Measuring'
What is a "measure" of despair?  The client may kill self over it, but how to measure it?  A "Yes" on the Beck Inventory?  OK.  But that's a sham, because the Beck Inventory is no more inherently "quantifiable" than simply talking with the client and hearing his or her answers.  The quantifiers tend to avoid such "measures" by un-defining things like despair, focusing instead on more numerical indices, like "days lost from work because of depression."  Let's not get caught up in silliness.

We recommend:  Forget "measurable" and stick to "observable" to the trained observer.




c.  "Operational."  A good word.  Means much the same as "observable" in ordinary English.  We recommend sticking with ordinary English.



4.  How to think about these requirements: "Observable," "measurable," "operational," etc. 




a.  Write with yourself in mind. Be clear, precise, descriptive. 




b.  Tell the truth. 




c.  Use concrete terms.

Using Concrete Terms
If the goal is to "eliminate depression," the concrete terms might be things like this:

• "sleeps through the night" • "has sufficient energy during the day for both work and recreation" • "can concentrate on intellectual work for up to 40-50 minutes without a break" • "desires sex at least once a week" • "achieves erection and orgasm with normal stimulation" • "does not think of suicide at all for two months".

If the goal is to "Reduce amnesia," concrete terms might include:

• "can remember, with normal cues, most events of childhood."

• "can recall traumatic events without losing consciousness."

If the goal is to "Reduce self-injurious behaviors," concrete terms might be:

• "does not cut self or burn self for continuous period of three months."

• "does not feel urged to induce vomiting for continuous two or three month period."

If the goal is to "Enhance self-esteem," concrete terms might include:

• "can receive compliments without withdrawing, minimizing them, or telling self they are not deserved."

• "experiences subjective emotions of pride or satisfaction at own accomplishments." Another way to say this more "operationally": "Reports subjective emotions of pride in own accomplishments."

• "takes credit for work well done."

• "spontaneously acknowledges pride in self or pleasure in his / her productions."

II.  TREATMENT PLANNING for CLASS III DISORDERS: 


A.  Principle One: Think in "Stages."



1.  Chronic Trauma Disorders must be treated in stages.



2.  Depending on the extent and the development ages at which he or she was injured, client may not be able to certain kinds of work until preliminary or reparative work is finished.

a.  Memory recovery work is destabilizing and stressful.  If client has shaky ego controls, cannot self-soothe, has no external safety or support, these must be attended to first.




b.  A primary goal for Class III therapy is to maintain and protect the client's abilities to function as with as much stability as possible in everyday life.





i.   this protects the client, the family, etc. from excessive disruption.





ii.  this keeps costs (including the hidden social costs ) of treatment down (by avoiding hospitalization, for instance).
A Brief Example

Client, 28 year old. female, in therapy for incest.  Highly unstable borderline type personality.  Husband hostile to treatment, non-supportive.  Has two-year old child.  Therapist encourages recovery of traumatic memories, leading to bout of suicidal and self-injuring behavior and hospitalization.  Husband is angered and threatens to leave the marriage.  Client has "flight into health."


Over next two years, she visits mental health clinic seven times, has a total of 42 out patient treatment sessions, but cannot connect with therapist, and enters hospital four times.  Total costs over the two years:


• Hospital: 
@ $25,500.00


• Physician costs: 
@ $ 9,350.00


• Medication costs to insurer:  
@ $ 1,700.00


• Outpatient costs:
@ $ 3,075.00




Total Mental health Costs 
@ $39,625.00


She lost nearly three months of work, plus her employer had to hire a temporary person while maintaining her position. Her husband's productivity was affected.  They separated twice, and housing costs for these separations added to their problems sufficiently that they filed for protection under bankruptcy.  

Had she been seen in outpatient therapy twice a week for three hours during that period (given vacations, etc., about 90 hours/year), and needed 25 additional "crisis" hours to stabilize her when hospitalizations loomed, and had they moved more cautiously stage by stage, and had the husband been welcomed into the process by a series of 10 sessions; at the Usual and Customary rate of BC/BS (@ $79.00 per hour for Ph.D.), the mental health costs would have been @ $ 19,750.00, or 49.84 % of the actual costs!



3. A variety of "stage" models have been offered:




a.  Braun and Sachs describe 13 functional stages. 




b.  Putnam offers an 8-stage model.  




c.  Ross suggests a 5-stage model. 

d. We propose a 5-phase model. 
e.  Briere and the Victims of Violence Center suggest a 3-phase model.



4. Each of these stages essentially describes a period of time devoted to particular tasks.  Each stage can be thought of as "task clusters." 




a.  They distill to an essence of three task clusters:





i.    Cluster (or stage) one:  Establishing the treatment alliance; making the diagnosis and enlisting the agreement of the client; strengthening the client for the rigors ahead; and preparing the groundwork for memory recovery.





ii.   Cluster (or stage) two:  Recovering, reconstructing, and resolving the traumatic material; contextualizing the memories; metabolizing the affect;





iii.  Cluster (or stage) three:  Developing self-esteem and empowerment; finding new meaning in life and self; re-building a life; termination.



5.  These clusters or stages are relatively epigenetic. 




a.  In general, one precedes two, two precedes three. 




b.  There is always recursion.  Like stages of grief, there is much returning and reworking previously "finished" stages.



6.  Criteria for moving on to the next phase of treatment?  



a.  These transition criteria can be considered the "intermediate goals" of therapy.  In other words, certain goals are specific to each stage, and these should be accomplished before moving to the next stage.  These goals are not the final goals, but are intrinsic to success.  These "intermediate goals" are the foci for the work in each stage-period. 




b.  What are the "intermediate goals" or "transition criteria" for therapy with chronic Trauma survivors? [These are contained in your Handout, "Goals and Stages of Therapy." ] 


B. Principle Two:  Practice "Interactive Goal-orientation."



1.  Interactive goal-orientation" means that the client and the therapist work together to set, pursue, re-negotiate, and evaluate the goals -- both the long and short range goals -- of therapy.  When deciding about treatment alternatives (to move ahead into memories or wait longer, for instance), both the therapist and the client take responsibility for asking how the suggested alternative brings us closer to the overall therapeutic goal(s).

A Brief Example
Client and Percy were working along in stage one; she was learning relaxation and  mapping her system.  A flashback occurred.  Intrigued, the host insisted we "abreact" the obvious memory.  I pointed out that the flashback included new alters we did not know, and we could not prepare them for the abreaction since we had no relationship with them.  I asked if she thought abreaction would further our current goal of mapping the system and providing more internal communication and control.  She agreed it would not.  Reluctantly, she suggested the memory be contained temporarily;  we then worked to establish treatment alliances with the new alters.


C. Principle Three:  Distinguish among objectives (ultimate goals), strategic goals (intermediate goals or transition criteria), and tactical goals (short-term goals).



1. Objectives (ultimate goals).  




a.  The resolution of the impairment or dysfunction responsible for client's entry into therapy. 




b.  The maintenance of the improvement and relapse prevention. 




c.  The resolution of traumatic material underlying the impairments and symptoms. 


d.  The achievement of client long-term goals for treatment. 




e.  The integration of the self.  We add this because we believe it is the only way for CTD survivors to ensure resolution and maintenance of the improvement over time.



2.  Strategic goals (intermediate or "transition criteria").




a.  The achievement of the transition criteria for the current stage. 




b.  The provision and the protection of SAFETY, INTERNAL CONTROL, & MUTUALITY. 




c.  The maintenance and protection of the treatment relationship and contract. 




d.  The amelioration of crises, the promotion of stability, the enhancement of the  client's functioning in the everyday world.



3.  Tactical goals (immediate or short-term goals).  




a.  Those steps toward an intermediate goal, e. g.  Client cannot discuss her history without severe dissociating, such that she cannot "waken" within allotted time.  Short-term goal thus is to learn to control dissociation, to "come back" when called, etc. 




b.  Responses to life's "throw-ins" or unexpected events, i.e., the unexpected crises, problems, immediate concerns, etc. which are not the reason for therapy (and my have little in fact to do with therapy) but which threaten the client's stability for therapy; e.g. Client doing fine in stage two.  Mother dies unexpectedly, throwing her into deep crisis.  Stage II work must be put on hold, and series of short-term goals set to help her through the crisis.  One goal, for instance would be to spend 15 minutes each day calling friends and chatting (to keep her from withdrawing and dissociating so much). 




c.  Reactions to the danger from the "throw-ins".  Sometimes, bringing in numerous crises and problems not related to therapy is a form of resistance.  Herein lies the need for skill in practicing the art of therapy. 




d.  Prediction of the "throw-ins", since by definition they are random.





i.   Be aware that we generally cannot.





ii.  Attempt to anticipate upcoming events that can be planned for, then set tentative goals for managing the stress.


D. Principle Four: Think in terms of "goals-by-stages."

1.  Each stage has its own peculiar goals.



2.  We get more done sooner by working where we are rather than by rushing ahead, because going too fast usually leads to regression and destabilization.



3.  Regressions and destabilization usually have one of three immediate effects, all of which increase costs.




a.  If the client regresses, treatment can be prolonged, and often trust can be lost. 




b.  If the client terminates therapy completely or seeks referral to someone else, the therapy is prolonged. 




c.  Hospitalization is very expensive and sometimes results.



4.  The treatment plans should (ideally) have three levels of goal-statements:  Statements of objectives (overall goals), of transition criteria for current stage, and of immediate or short-term goals. 

Examples of Three Tiered Goal Statements
Objectives

1.  This client will no longer cut herself and will report no suicidal thoughts, and will have maintained this status for at least three months.

2.  She will be able to discuss her childhood, including traumatic experiences, without headaches, without losing consciousness, and without subsequently needing to harm herself by cutting, burning, or vomiting.

3.  She will have adequate energy to work at her job, keep her house, and participate in normal life activities with her husband and children, with only ordinary needs for sleep and naps.

4.  She will be engaging in sex with her husband at a frequency acceptable to herself, without pain and able to experience realistic levels of enjoyment.

5.  She will be able to tell others her needs and wants, and do so without needing to punish self by cutting afterwards.

Strategic or Intermediate Goals:  (For someone in Stage One.)

1.   She will be able to modulate her own anxiety, using self-relaxation techniques.

2.   She will be able to discuss her history without losing consciousness.

3.   When she does lose consciousness (dissociates), she will be able to awaken when called by the therapist.

4.   She will have a good working relationship with at least the alter personalities currently known (there are six).

5.   She will call the therapist rather than self-injuring (cutting or burning), and do so on a regular basis.

6.   She will be able to allow the therapist to talk directly or through her with the alter personalities.

7.   She will have a cognitive understanding of the fact that she has been abused.

8.   She will be able to discuss the examples of abuse known by the alters with whom she is in contact.

9.   She will arrive to sessions on time.

10. She will be able to tell the therapist when he is not understanding or accepting something she is telling him.

11. She will be able to tell the therapist about her internal status, emotional arousal, voices, etc. sufficiently to alert him to her approaching trouble.

Short-term (immediate) goals:

1.  She will be able to initiate relaxation techniques when she feels anxiety.

2.  She will practice mild dissociating (closing eyes and imagining a scene) and then returning on request every day 

3.  She will journal daily.

4.  She will exercise 15 minutes per day.

III.  TREATMENT PLANNING for CLASS III DISORDERS:  Techniques and Examples


A.  Defining Types and Frequency of treatment for Chronic Trauma Disorder.


1.  The emerging consensus about types of therapy with CTD clients is that individual therapy is primary and that group therapy is ancillary to individual.




a.  Although group treatment is more cost-effective, no evidence is available that it is cost- beneficial.  That is, group treatment can be shown to be better at treating CTD clients more economically than individual therapy, but it has not yet been shown to treat them more effectively, that is group therapy neither enables the client to escape the mental health system sooner, having achieved her goals, nor offers resolution of  her impairments and maintaining that resolution after therapy.




b.  Honestly, we need better data. and we do not have them yet.



2.  The emerging prototype for frequency with CTD clients is usually outpatient individual therapy, with the client seen twice or three times per week, for a total of 2-4 hours per week.  Most are seen additionally ("crisis sessions") for about 25 hours. per year; with various absences, clients tend to be seen about 80-100 hours per year.  Many clients also attend group therapy 1.5 or 2 hours. per week.



3.  Each clinic or clinician needs to design own treatment plans according to the following variables:  their own philosophy and experience; the client's input, current status, and needs; the agency's resources and rules; the availability of additional services, support networks, flexibility; and the emerging data from the professional community.

An Example of Emerging Data
One client had been seen in individual or group therapy for multiple diagnoses for years.  She had been hospitalized traumatically for seven months.  She had high anxiety, depression, suicidality, serious self-injury, bulimia and anorexia, amnesia and fugue, and a history of abuse.  In 1982, I saw her in individual therapy, diagnosed MPD, and saw her individually twice a week, with occasional crisis sessions.  In 1985, she also began weekly group therapy.  At that point, she was highly anxious, dissociated, anorexic, suicidal nearly constantly, and plagued by flashbacks.


In 1986, she began seeing Percy twice a month, and my colleague twice a month (weekly sessions, alternating between me and my colleague).  In addition she remained in the weekly group.  Within six months, she began to recover memories, her anxiety became more manageable, her suicidality reduced to its current level of zero, and she stopped self-injuring.  Her bulimia continued, gradually abating as the memories emerged and were processed.  She never mentions her MPD in the group.  In the past four years she has successfully worked consistently, married, borne a son, and navigated a series of crises with her parents (primary abusers).  She has neither lost a day of work nor needed hospitalization.


B. Estimating the duration of Treatment for Class III Disorders.


1.  Official estimates are not available.  Informal surveys suggest the following:

	"Normal" BPD
	300-500 hours

	"Complex" BPD
	500-750 hours

	"Normal" MPD
	500-750 hours

	"Complex" MPD
	750-1500 hours

	Acute PTSD
	75-150 hours

	Chronic/delayed PTSD
	100-300 hours.




2.  It is wise to estimate the duration of the current stage only. 




a.  When setting initial treatment, look at the four Prognostic Scores; if they are close to minimum, estimate a longer current stage.




b.  Look also at the number of immediate problems, complications, throw-ins, emerging crises, (the more present),  estimate a protracted current stage.




c.  The more extensive (the known) history of abuse, the longer the duration of Stages One and Two (Stage One because of additional preparation.).




d.  The more severe the dissociative symptoms, the longer the current stage is likely to be.


C.  Identify the "Criteria for Termination."


1.  Again, stay with the current stage.  Remember, however, that the payer or reviewer form the 3rd party payer must understand and accept this approach, or the reviewer will expect termination at the conclusion of Stage One.  



2.  The criteria for termination are "operational" statements embodying the "way the client will be acting" at termination.




a.  Reviewers and clinicians tend to think somewhat differently about this.





i.   For reviewers and payers, criteria for termination should be operational statements of the minimum level of functioning, which could be considered "normal" for this client.  Thus, when this level is reached (i.e., when the client is acting this way), then termination should be initiated.





ii.   For therapists, criteria for termination usually are closer to mid-range or upper range of "normal" functioning on whatever continuum.  Therapists also tend to define termination criteria to include some assurance that "the stitches hold", which is of little interest to payer-reviewers.




b.  This is an example of the cost versus quality pressures on mental health care. However, under managed competition, eventually, payers and providers will come together on this issue.



3.  The bias of WE is that termination criteria have the following characteristics:




a.  They are behavioral-type statements.  This ensures that they can be observed.




b.   They have time-periods built into them.  For example, merely being symptom-free seems inadequate.  The client needs to have been symptom free for a period sufficient to assure that relapse is unlikely.




c.  They should include some method of "testing the stitches."  A client with multiplicity cannot be assumed to be ready for termination merely because she has had a final fusion.  Either a solid year of no-new-alter-formation or a test for stability built into  termination criterion seem necessary; remember Kluft's six-month hypnosis test of fusions.




d.  There must be adequate criteria for ecological variables, which would predictably lead to relapse.  For instance, if living with her abuser is a major factor in her initial impairment, then independent or supported living in a safe environment would be a necessary criterion for discharge.




e.  Finally, one essential criterion for termination in Class III is an adequately finished and grieved  relationship between therapist and client.

Part Five:  SPECIFIC TREATMENT ISSUES

Part Five, Section One:  BEGINNING THE TREATMENT

I.  Five-Phase Model for Treatment of MPD



A.  Early Phase of treatment.



1.  Goals:


a.  Build a relationship between therapist and client.


b.  Establish the early treatment contract (frame).


c.  Learn characteristics and functions of the client's system.



2.  Tasks:




a.  Host accepts diagnosis and treatment contract (frame).




b.  Begin initial contracting with system.




c.  Educate client about dissociation and multiplicity.


B.  Pre middle Phase of Treatment.


1.  Goals of Pre-middle Phase of Treatment.



a.  Strengthen treatment alliances and coping skills.




b.  Client and therapist develop safety and control.




c.  Client learns and practices abreactive techniques & practices them.




d.  Client learns crisis management techniques



2.  Tasks of Pre-Middle Phase.




a.  Begin to map system.




b.  Build treatment contract with alters.




c.  Work also using general supportive therapy.




d.  Refine ego strengthening.




e.  Practice hypnotic preparations.


C.  Middle Phase



1.  Goals of Middle Phase




a.  Process memories.




b.  Uncover, initiate integration of subsystems, alters, etc.




c.  Maintain functioning in the external world.




d.  Prepare for integration.



2.  Tasks of Middle Phase.




a.  Recourse to earlier phases as needed.




b.  Work through memories.




c.  Support through a very difficult time.


D.  Late-Middle Phase



1.  Goals of Late-Middle Phase.




a.  Achieve final stage of integration, as  defined. by client.




b.  Maintain and improve functioning.




c.  Resolve grief.




d.  Hold integration to a stable system for 6-12 months.



2.  Tasks of Late-Middle Phase




a.  Return to earlier phases of the treatment depending on issues of client.




b.  Continue memory work.




c.  Integrate BASKS.




d.  Integrate alters and the subsystems of alternate personalities.  


E.  End Phase of Therapy



1.  Goals of End Phase of Therapy




a.  Client will function as “single”.




b.  Achieve therapy goals.




c.  The integration will hold stable against testing and for 2 years.



2.  Tasks of End Phase of Therapy




a.  Client will seem integrated in the world, in relationships and will have reference points of an integrated nature.




b.  Client will experience “normal psychotherapy” because of early therapy experience.  


F.  On-going Goals and Tasks:   



1.  Maintain
SAFETY.



2.  Promote shift to
INTERNAL CONTROL.



3.  Protect the
TREATMENT FRAME.



4.  Enhance/support
EGO FUNCTIONING.



5.  Develop  additional
NON-DISSOCIATIVE DEFENSES.  



6.  Tend to 
EARLIER EPIGENETIC PHASES.

II.  Establishing and Protecting the Treatment Frame or Contract


A.  What is the "treatment frame"?



1.  The treatment frame is a contract.

 

2.  It is also an alliance.


B.  Contracting is a basic technique for interacting with the system.



1.  Contracting is not merely limit setting.



2.  Contracting follows a  quid-pro-quo design.



3.  We contract with all parts of the system.





4.  Contracting with parts solidifies a contract with the unconscious.


C.  Elements of the "treatment frame" or treatment contract:



1.  Defines the purpose or reason for the relationship: "We are working together as therapist and client, for the following outcome . . . "



2.  States what the client needs, wants, and expects from therapist.



3.  States what the therapist can provide, and where the other things can be found, if possible.

4.  States the goals of the relationship.



5.  States all agreements about:  fees and their payment, setting times and places for meetings, scheduling practices, rules for the therapy, arrangements in the event of emergency, e.g. phone calls, extra sessions, and renegotiation of the treatment frame.

III.  Getting Clear about the Goals of Therapy for MPD

A.  Goals are negotiated at the beginning, and in an on-going way.



1.  The client's goals always take precedence.



2.  Strategy and pacing should be the responsibility of the therapist.


B.  Goals are OVERALL, INTERMEDIATE, AND SHORT-TERM.



1.  Overall Goals for treatment reflect the client's basic therapy goals, the client's being relatively free from impairing psychiatric/medical symptoms and problems; the client should have enhanced ego strength and ability to be-in-the-world; the client should have re-grown psychologically, socially, and spiritually, and the client's person shall be integrated.



2.  Intermediate Goals include preparation for the next phase of therapy.  These goals involve reworking unfinished pieces from previous phases.  These goals support and maintain the treatment frame and alliance.  Intermediate goals account for progressive increases in client safety and internal control and toward enhanced ego functioning and social functioning.  Intermediate goals address increased internal communication and inter-alter cooperation.  Also included is the client's assumption of increasing share of self-nurturing tasks.



3.  Short-term (here-and-now) goals include maintenance of stability (re-stabilize), prevention of massive decompensation, and palliation of impairing symptoms.  Also they address taking  immediate, small steps toward Intermediate, Overall goals.  Short-term goals speak to managing of crises, to teaching relaxation, anxiety management, flashback containment, self hypnosis, hypnosis, to increasing contact with wider (internal) system.  They serve to offer reminders about integration, system, internal communication, teach basics of self-care, self-parenting, and to renegotiate agreements when they break down.


C.  Evaluation and review



1.  Periodic reviews are helpful, such as quarterly or semi-annual.



2.  "EVALUATION" should be reframed.   Enhance what is working, change what is not working.  Clients with MPD, having such a deep shame base, tend to hear "evaluate" as another shame experience.

IV.  Contraindications for Therapy of MPD


A.  No treatment contract.



1.  The first task is to come to some formal agreement about the reasons and purposes of therapy.  This may take months, but is still the first task.  Inability of the client to commit to even a rudimentary agreement about therapy should stop therapy.



2.  "Maintenance" or support may certainly be provided. But NOT therapy.


B.  No client.



1.  After reasonable period of time, apparent host or ego state capable of speaking for the system, making commitments, etc.



2.  Person is so unstable or decompensated that no semblance of a stable, coherent self is present in the therapy.




a.  Solution of the stresses and crises, which result in this decompensated state of affairs, might be a preliminary to therapy.




b.  One might undertake, provisionally, a supportive program of some kind to attempt to "build" a coherent-enough alter system to commit to therapy.  Such attempts must be cautious and guarded.


C.  No therapist.



1.  We do not recommend inexperienced therapists treat MPD.




a.  Interns, students, externs, fellows, and those recently graduated.




b.  Therapists with NO experience treating child abuse, incest, or childhood trauma.



2.  Therapist does not feel competent and cannot obtain consultation and training.



3.  Therapist is impaired or knows of a coming impairment, which will render him or her unavailable, or incompetent for more than a brief interlude.



4.  Therapist does not "believe" in MPD, child abuse, incest, etc.



5.  Therapist cannot tolerate the client's productions.


D. No therapeutic relationship.



1.  Therapist or client dislikes the other.



2.  Frequent breakdowns of the therapeutic alliance or contract (Treatment frame).



3.  Either is assaultive of or violent toward the other.



4.  Therapist exploits the client in any way.



5.  Unable to form a working agreement and relationship.


E. Client is unable, over time, to come to a working acceptance of the multiplicity, continues to actively reject her or his system.


F. Factors, which impair therapy, but do not necessarily contraindicate it:



1.  Ongoing active substance abuse.



2.  Ongoing active self-injury.



3.  Ongoing involvement with abusers, e.g., family and/or cults.



4.  Other ongoing acting out.



5.  These all render therapy difficult and become immediate goals to be worked on. But an Off-on, either-or attitude to such problems usually results in double binds for both the client and the therapist, and stifle progress.


G.  Therapist or client plans to move away or be unavailable for work sooner than the foreseen end of therapy.



1.  MPD clients and abandonment.



2.  In this case, a referral should be made. However, in some cases, initial work can be undertaken under these conditions, as long as it is quite clear to all parties what is going to happen and when.



3.  Much attention must be paid to grief issues, transference, and countertransference.

Part Five, Section Two:  THE MANAGEMENT OF CRISES

I.   Crisis in treatment of MPD.


A.  Crises are common, expectable, and frequent. Especially as the client's former "homeostatic" arrangements are interfered with by therapy and new ones have not yet emerged.


B.  A crisis takes precedence over ongoing "routine" work, but chronic crisis is as much an obstacle and sign of reluctance to proceed in MPD treatment as in any other. Merely interpreting it as such, however, seldom helps.

II.  General reasons for crisis:


A.  Alters emerge, struggle for control, and protect; new memories emerge.


B.  Life-situations prove overwhelming.


C.  Life-situations (incl. people) are too similar to abuse situations in past.


D.  Therapy pacing errors happen; the therapy is too much, too fast, too slow, etc.


E.  Therapist make errors, such as shaming, withdrawing, not acknowledging affect toward client, not acknowledging stress in therapist's world, particularly personal life or agency life, and therapist's fearing  client or client's productions.

III.  From the beginning, prepare for crisis management by learning techniques together:


A.  Affective techniques:



1.  Relaxation.



2.  Anxiety reduction.


B.  Cognitive techniques:



1.  Thought stopping and changing.



2.  Codes to elicit relaxation, remind of useful techniques.



3.  Time-out techniques.



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



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


C.  Trance-based techniques (CAVEAT: Many MPD clients cannot tolerate formal induction of hypnosis.  Especially, at first, it 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 room.



5.  Communicating "in trance" with therapist.



6.  Ideo-motor signaling -- useful even on telephone.


D.  Contracting is a core intervention for crisis management: .



1. In crisis, some alter(s) generally need something.  If you can deal directly with them, discover their need, and provide a solution, in return for them stopping the critical behavior, this usually helps.



2.  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?"  This sets a 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 on your body [e.g.]?"


E.  Rules of Thumb for crisis management:



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.  Hospitalization or other.



3.  Do not allow the 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 to help that alter prepare for the eventual memory work.


F.  Regarding hospitalizations.  In general, focus  goals very clearly and establish them early with the client and the inpatient staff.  In crisis situations, the goal should be limited to stabilization, including any deeper work needed to reach stability, e.g., an emerging memory  may cause a crisis, which cannot be stopped until the memory is worked through.  This "uncovering" would be in the service of stabilization, not vice versa.

Part Five, Section Three:  WHEN EARLY CRISES HAVE SETTLED

I.  The "Psychic Stampede" Early in Therapy for MPD.
II.  When Early Crises have Settled, the Time is for Cognitive Mapping


A.  The Utility of Mapping the Client's System



1.  The cognitive map is like a genogram in family therapy.



2.  The map is client-generated at therapist's suggestion.


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


1.  The maps offer names and information about each of the alters.


2.  The maps offer groupings and relationships among the alters and groups of alters.


3.  The maps offer some effort at chronology.


4.  The maps offer 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. 



2.  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 Milestones

	Document:  Formal History
	Document: System Map




3.  These two streams 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.

III.  The (Re)construction of the History


A.  History taking  is at best a contaminated issue.


B.  We prefer to think in terms of history-making; the "history" is constructed from the fragments of memory and external information.)



1.  The history is on going.  There is no final history.  Things continually are re-worked (like editing a manuscript.)



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



3.  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 past -- this is psychotherapy: this is integration.
IV.  The Relationship with "Malevolent" (Protector) Alters

A.  The Origins of so-called "malevolent" alters;  Charme prefers  the term maleficent to malevolent.



1.  Current impressions.




a.  They begin as carriers of abuse experiences, then begin identifying with the abusers (the "Stockholm Syndrome").




b.  They begin as introjects of the abusers.




c.  They are personifications of the "trauma membrane" (Lindy, 1985), that is, they buffer for the rest of the system from the memories themselves.



2.  Their primary function or purpose is protection of the system.




a.  against situations or people, which promise abuse.




b.  against abuse itself




c.  against the host's (or another alter's) "weakness," which could get the system in trouble.




d.  forms of resistance, often to preserve the therapist relationship.


B.  Types of ("negative") protector alters:



1.  They are very often children, masquerading as violent scary adults.



2.  Physical types:




a.  Self-injuring, mutilating, etc.




b.  Suicidal or homicidal (of another alter);




c.  Pain-causing alters



3.  Psychological protectors:




a.  Critical, self-condemning, nagging.




b.  Fear-inducing alters.




c.  Angry, hostile alters.




d.  Any of the above, directed externally (to drive other people away).



4.  "Restorative" alters.  We use this artificial term to indicate that some protectors may be doing something noxious not for direct protection, but to re-enact abuse or the ending of abuse, to restore feelings (after numbing out), to create a sense of reality, or some such "restorative" function, which seems to us to be malevolent.  For example, the cutter who, when the pain and the blood come, knows "the abuse is over."



5.  Other protector alters may be the Internal Self Helper or adorable children.  Their function often to block the process, just in a socially acceptably manner. 


C.  Strategies for Dealing with "Malevolent" Protector Alters:



1.  Background.  




a.  Court the alter.  




b.  Establish the overall treatment frame (contract and alliance) early, so that new and noxious alters can be invited to join it. 




c.    A partner is usually less obnoxious than an enemy.

At all times, assume that:

All alters (positive and negative) are listening.


They will eventually be part of the therapy alliance.


They are valuable, important, helpful.


A negative alter who is "won over" and joins the team will prove to be a major helper.


Most negative alters will be willing to try cooperation (at least in a limited way at first) if it is clearly 

SAFE for them and the system to do so, and if they feel they are in CONTROL of their 


participation.



2.  General Principles for managing "malevolent" alters:




a.  Use even-handedness in dealing with any alter.  Accord all alters the same respect and courtesy.




b.  Re-frame the noxious behavior as somehow protective.  Work to discover the actual way it is.


c.  A positive alliance is more productive than any/many varieties of control.




d.  Use no tricks.  No violence.  The client-as-a-whole is strong.  Find the method that frees that internal ability to self-modulate.



3.  General Techniques for dealing with "malevolent" alters:




a.  The first stage is to form a treatment alliance.




b.  Then, work to understand the alter's position and needs.




c.  Then, negotiate an agreement that "meets" those needs in return for cessation of the dangerous or noxious behavior.




d.  If all else fails, ask if other members if the system can control the behaviors, because sometimes the rest of the system can control the behavior or the alter temporarily. Use "permissive" control, e.g., "Maybe you will be willing to let the others control you temporarily while you decide whether to work with us.", which will allow the alter to "save face".




e.  In general, put other on-going work aside when a "malevolent" protector is active,  concentrate on forming an alliance with that one.


D.  Specific Techniques for dealing with protective alters:



1.  Initial (pre-agreement) techniques:




a.  Joining techniques, ideo-motor signaling, "talking- through."




b.  Reframing the behaviors, encouraging contact by other alters.




c.  Telling stories:  fairy stories, dream work, personal stories, personal or cultural myths.




d.  Forming "assumed contracts" -- "I assume that if we can find out how to meet [his] needs, [he'll] give us a chance to go on with our work."




e.  "Taking an interest  in. . . " as opposed to arguing with the alter in question.  No form of affirmation and respect is more effective than a sincere question. "Who are you?  How did you come to be?  What are you about?  What do you think?  Why?"



2.  Contact techniques:




a.  Ideo-motor signaling.




b.  "Permitting" withdrawal, permissive amnesia, etc.




c.  Being graciousness, courteous, respectful.




d.  Moving slowly, getting acquainted, taking it easy, taking small steps.  




e.  Being ready, when meeting a new alter, with a simple request:  "What do want of me?" (This should be something like, "For now, I would like to know more about you." Then, if that goes OK, something like, "I'd like you to think about our talking more and maybe my finding some safe way for us to work together, but not too fast, OK?"



3.  Protective techniques (For use if the emerging alter appears violent or dangerous to self or others):




a.  Suggesting hypnotic commands:   "Close", physical cues for paralysis.




b.  Having other alters on "stand-by," holding the body, etc.




c.  Planning an incomplete switch ("Come only part way out.").




d.  Having specific "Rules of Engagement" stated and agreed to. 




e.  Having other therapists available or on call.




f.  Having another therapist present.




g.  Using restraints is highly controversial. 




h.  Utilizing genuine empathy.
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