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Part One:  Introduction

A.  Very brief introduction of Davidson and Percy, MCDD,  


1.  Our background.


2.  MCDD -- series of well over 100 clients treated or cases supervised.

B.  Very brief synopsis of the presentation.


1.  Main Point:  The client with multiplicity is well treated and well conceptualized as a system.


2.  There is neuroscientific support for this approach.

3.  We'll present six main concepts of systems theory applicable to DID:  wholism, structural-functional organization, information, isomorphism, self-regulation, hierarchy.


4.  Our underlying assumptions are given in the handout.


5.   In last hour, we will respond to ten or twelve commonly asked questions about work with DID, using the six systems concepts previously identified.  


6.  Please save substantive questions until we get to the applications in Hour Two.  Ask clarifying questions only during the first part.

C.  Three anecdotes identifying early clinical observations, which led us to think in terms of systems theory:


1.  "The alter who wouldn't come to therapy." (illustrates how an unpresent alter can derail work, like unpresent family member can derail family therapy.)



Host and some alters were doing well, but kept foundering on the subject of stopping her sexual acting out.  The alter responsible refused to come to therapy, and saw herself as separate from the alters engaged in therapy.  No indirect methods to control her succeeded until directly engaged, despite the host and others’ sincere desire to stop the behavior and to get better.

2.  "The girl who lived in a hotel."  (B.B.)  (Illustrates the internalization of the client's geo-spatial world, isomorphism, etc.).



The little girl was raised in a hotel in a small town.  Her parents and siblings lived on the main floor, in the "family" apartment.  She was placed in a plain hotel room on the second floor, next-door to the men's room on that floor.  She always felt "in the way" and "unwanted" in the family quarters.  Her internal system was like a small-town hotel -- a series of rooms along long and dark hallways, with the inhabitants passingly familiar, but interacting only as strangers might.

3. "The family who never touched each other"  (P.H.)  (Illustrates internalizations of dominant behavioral patterns from family of origin).



The family was notorious among the client's girlfriends for being able to crowd together at table or sprawled on the living room floor for TV without ever touching one another.  Her alters likewise refused any touch, and lived as if separated by invisible walls.

D.  Theme:  So we hypothesized that the MPD's inner world, or "mind,” is like a system.  


1.  This was an early question.  Why is it so natural for us to think of it as a "family,” or why do family therapists seem to understand DID a bit easier, once over the "there is no such thing as an individual" bias?


2.  Cite Colin Ross's point that multiplicity renders the "mind” more accessible to study than "normal" mental illness.  In his phrase, DID suggests not an "unconscious" mind, as much as "parallel consciousnesses" (1989).  

E.  Brief review of the scientific support for the hypothesis "the mind is a system":


1.  Kosslyn and Koenig, Wet Mind, amass array of data showing mind is a set of subsystems interacting precisely according to system-theoretical rules.  


2.  Michael Gazzaniga, The Social Brain, "mind" is made up of clusters of modules, each with specific responsibilities, interacting with others as a system.  "Consciousness” results from one module he calls the "narrator,” which provides a more-or-less plausible "narration" connecting the work of the different modules.  His data comes from split-brain research.


3.  Marvin Minsky, The Society of Mind, comes to essentially the same conclusions as does Gazzaniga, utilizing artificial intelligence research and connectionist (or "massively parallel") computer models.  Minsky calls the clusters, agencies, because they do different tasks (what we call subsystems in the paper).


4.  Patricia Smith Churchland, Neurophilosophy, draws conclusion that the brainmind is structured and operates as a connectionist system, from exhaustive reviews of the neuroscience and cognitive psychology literature.


5.  Daniel Dennett, Consciousness Explained, comes to conclusions much like Churchland's, from exhaustive reviews of artificial intelligence, neuroscientific, and cognitive psych. literatures.

F.  A succinct definition of terms:


1.  "System" -- a defined assembly of interactive parts (a whole), each of which depends on the larger system for survival and contributes to it and to its related subparts.  A whole, made up of interacting parts.  An open, adaptive organization, flexibly connected to both larger and smaller assemblies.


2.  "Personality" -- a relatively enduring pattern of responding (behaviorally, affectively, cognitively, spiritually) to the environment. Obviously, personality thus can be defined as a system.  


3.  "DID" as "chronic trauma disorder,” or DID, or "BPD with fragmented personality states" (Ross, 1989).  Multiple personality states being "normal."


4.  We see DID in this paper as a disorder of information exchange resulting in fragmented ego and severe dissociation of ego states.  

Part Two:  Basic Features of Systems Theory As Applied to DID/BPD.

In this section, we draw attention to basic concepts.  We will not elaborate them until the final section on Applications.  
A.  Wholism:  emergence or non-summativity.


1.  "Whole is greater than the sum of its parts."


2.  Emergent qualities of the whole.


3.  Behavior of a part reflects the needs, development of the whole.


4.  Interconnectedness -- touch one, all ring.


5.  Themes emerge, put us in touch with the wholeness.

B.  Structure-functional organization:  Organization by rules (structure) and roles (function).


1.  Alignments and boundaries.



a) Alliances, coalitions.  



b) Triangles



c) Boundaries vs. limits:  natural skin (boundary) vs. Bandage after wound (limit).


2.  Power/love:  ability to meet one's own (power) and one's system-mates' (love) needs, beneficially.


3.  System functions are embodied in subsystems:



a) Executive (decision-making, taking care of daily business, hosting, etc.);



b) Receptor (imports energy, information, affection, etc. from outside, eliminates waste [unwanted affect, e.g.]);



c) Protector (defenses:  amplify behaviors which enhance and dampen behaviors which endanger the system);



d) Helper (caregiving alters, continuity of memory, ISH's, "observing ego," etc.)



e) Repository (contain dissociated memory, affect, etc. separate from "safe" memory/learning, which is processed in next subsystem)  






f) Information/communication (acquiring, encoding, retrieving, and sharing of information [memory and learning], both intra-system and between system and world);



g) Metabolic (transforms and distributes needed energy);



h) Self-regulatory (homeostatic) (maintains internal stability and continuity of self over time, despite environmental demands).

C.  Information is central:


1.  Dissociation as impediment to free information flow.


2.  Theory of information:  "Info” is any message (utterance, stimulus, etc.) that instructs one on a change in the environment and how best one should "fit" with it.


3.  Learning as "chunking" information, movement from conscious processing (e.g., as in first attempts to drive, play piano, etc.)  through practice to "habit” or "scripts” or "reflexes” or "implicit memory."   Alters defined as information/learning "chunked” after intense practice, become and kept implicit for safety sake.


4.  Therapy as "opening the system"  (in system theoretic terms, "open" means with permeable boundaries able to transport information.)

D.  Self-similarity (isomorphism): Information-preserving transformations.

1.  Internal:



a)  "system isomorphism"



b)  "personality isomorphism"



c)  isomorphisms among alters or clusters of alters (similar values, similar attitudes, rules, etc.;



d)  layering:




i.  layering of subsystems




ii. single-alter layering.


2.  External:



a)  Time-related isomorphisms:




i.  Flashbacks.




ii. Re-enactments.




iii. "stuck-in-time" alters.


3.  Pragmatic application:  seeking themes and patterns.

E.  Self-regulation, equilibrium-seeking.   Adaptation within change.

1.  Keeping fairly stable inner equilibrium while adjusting to changes/demands in environment;


2.  Keep the core self steady as journeying through myriad of changes we call "life."


3.  Self-regulation requires ability to change and the ability to remain the same.


4.  In this regard, we can learn from chaos theory:



a)  Process goes:  stability >>>> turbulence >>>>> chaos >>>> turbulence >>>> stability . . . 



b)  Previous episodes of chaos are information-rich: study.



c)  Therapist action as trigger for turbulence, or chaos.



d)  Small pushes set off avalanches, or direct back to stability.

F.  "Hierarchy":  a "nested" ordering of subsystems. 


1.  The key notion:  the system organizes around access to information.  Therefore,  the greater one's access to information,  the more central one is in the "hierarchy."  "Power"  here is defined as ability to access information (and thus, to achieve one's ends).  


2.  Another slant: "hierarchy"  implies the "nestedness" of subsystems within each other (Chinese boxes).  


3.  Important because:  helps us understand layering,  power differentials in the system, etc.



a)  Types of layering.



b)  Power distribution is important to know about so we can deal with the system's "leaders."  Hierarchy may not be patriarchal.  But look for and work with " information centers."


4.  "Higher" does not mean "better."  Brain, e.g., is protected more than arm only because more subsystems are endangered if Brain is.  

Part Three:  Applications

In this section, we approach commonly asked questions about DID & BPD treatment from the viewpoint of system theory, using the six central concepts identified earlier.

Question 1:  When should we start to uncover memories?



Concepts Involved:  wholism,  information, self-regulation.


1.  Wholism.   what parts are involved?  are they ready?  mapping the system first, before memory work.  Make sure the working alliance with all players is strong, before memory work.  


2.  Information.  News of the environmental change and how to fit with it better.  Both components must be available.  The goal is opening the system to information, but only if it can be learned (processed, taken in, etc.). So , the client must be able to take in the new information before you go for it.  So go slowly.  Decode the already known first.  Do not push into the unknown until the already known can be lived with, even thrived.  remember, not only "get the news,"  but "use it to make a better fit" both comprise information.


3.  Self-regulation.  Client needs to be able to self-stabilize relatively well first.  Also, able to re-stabilize when de-stabilized.  You and she/he must have experience (practiced, practiced!) so you can re-stabilize a.s.a.p.

Question 2:  How should I deal with a self-injuring (acting-out, suicidal) alter?



Concepts:  Self-regulation, information, boundaries vs. limits.

Step One:  Find the alter.  Make a treatment alliance.


Step Two:  Learn the intentionality of the behavior to the alter, in his or her assumptive world.


Step Three:  Negotiate an agreement (contract) that preserves the intentionality (meaning/purpose) while improving the outlook.

Question 3:  How can I avoid fostering my client's dependency?  Should I allow phone calls after hours?  



Concepts:  Boundaries, hierarchy (levels of analysis), homeostasis, information.


1.  Boundaries:  Treatment Frame:  Set clear and realistic boundaries.  But remember client needs to learn how to trust and depend.  We must be dependably available,  as we agree to be.


2.  Hierarchy: Learning to be dependent and dependable, to be in "one's place," later to "move up" (to being interdependent, independent, etc).  


3.  Information:  client must learn how to recognize safe from unsafe environments and people:  Whom can he/she depend on?   How to "fit" in environment of dependable or undependable people?  


4. Reframing the "too dependent" rap:   Clients learned:  






a)  "No one is dependable."  This elicits "I'll prove I'm dependable" in rescuers.  




b)  When someone acts dependable (like therapist), use him or her for all I can.  This elicits backing away ("You are too dependent") in most rescuers.  (Note:  the client's behavior, however, is sane.  Note how the homeless eat, for instance, at a giveaway.) 



c)  Clients NEVER learned: Some people are safe, others are not, and how to tell the difference.  They must learn this from therapists, to survive.  So, they will initially overshoot (become too dependent).  



d)   So we need to stay dependable as usual,  teaching them slowly how not to over-use the safe people, so they don't get backed away from (it is not usual for the dependable one NOT to back away when over-used.  Outside therapy, it is unwise to expect this)


5.  Homeostasis:  Winnicott's "safe enough holding environment."  requires a stable dependable therapist. 


Rule:  Some depending is necessary.  Overshooting the mark is normal.  Do not initially back away.  Instead, teach how to shoot correctly.  Get the balance:  enough dependence for the client with enough freedom for the therapist. 

Question 4:  What should I do if the client puts us in double binds, such as "yes, but . . . "      "Help me - you can't help me!" or "You just don't  understand . . ."?



Concepts: Information,  hierarchy,  wholism,  self-regulation.

1.  Information:   This is frustrating, especially when serious (as in suicide threats).  It is amenable to being named, then discussed, then tied to past history. Gathering data about the bind itself helps.  But this is less helpful than:


2.  Hierarchy:   Take a broader view.  What other parts are active in the bind?  Talk to them.  How does the binding-act stabilize things?  what other subsystems might need the bind?  Could there be two opposing subsystems in conflict, the bind representing their positions?  Or, what about outside systems impinging on your therapy (the psychiatrist just upset the client and you don't know it)?


3.  Self-regulation:  Most often, double binds are attempts to regulate affect, anxiety, etc., by manipulating the larger environment for relief.  E.g., if client gets therapist angry enough, maybe a focusing event will happen (He'll throw her in hospital, which remarkably clarifies the mind.)   Are we moving too fast?  Too slow?  Avoiding someone?  Some part? Some affect or problem?  Getting too close to something?

Question 5:  My client is dissociating in the middle of sessions.  I can't stop her.  What should I do?



Concepts: Information,  hierarchy,  wholism,  self-regulation.

1.  Information: Dissociation is, of course, a defense.  Use it as information.  Something is happening he cannot integrate.  How to back off from it.  


2.  Step-by-step improvement.  Take it as an opportunity to learn how the client actually dissociates (what sensations, what comes first, then, then, etc.  What do you do? etc.).  Next,  teach conscious, intentional dissociation using the data from the client (You can do it on purpose 

Question 6:  When should I bring in the family of origin?  When bring in the partner? 



Concepts:  Hierarchy, subsystems,  information.


 1.  No work with non-recovering perpetrators.  Find the "minimum necessary group" able to effect the desired change(s), work only with them.  Thus, if point is to arrange more support within family of origin, don't bring on perpetrators, enablers, or disbelievers.  Work only with the subsystems amenable to supporting the client.


2.  What's the purpose?  An adaptive system tends to MAXIMIZE beneficial and MINIMIZE detrimental interactions and to avoid noxious ones.  There needs to be a clear overriding reason for violating this rule.


3.  Often, the client gets "stuck" because a meta-system (higher in hierarchy of systems) requires him or her to be.  Working with family may be only way to free them.  Still, use #'s 1. and 2.  


4.  Homeostasis requires working with family in such ways that client (and other family members, of course)  can maintain their stability.  Our experience is that family therapy with survivors is highly de-stabilizing in general,   but can be done if carefully approached. 


5.  IF Information can be gained and processed (i.e.., the client is able to get inf.. about his/her environment and about how to improve "fit" with it.  If no reasonable expectation of beneficial learning,  don't do it.


6.  The life partner (spouse, etc.) or children coming in should follow same rules.  These can be helpful,  provided that there is a good reason,  no perpetrators allowed,  all can remain relatively stable,  and information can be learned.
Question 7:  Should my client confront her abuser?



Concepts:  Homeostasis, information, wholism,  

1.  Take wholism into account:  what other members of environment will be affected (especially alters, fragments, etc.)  E.g. of "Joe."  Predict long-term reactions in environment in other areas (will client alienate her favorite sister, e.g.?)   "Empowering oneself" vs. the abuser may not be worth losing a major supporter who has to maintain his/her loyalty to the perpetrator.


2.  Homeostasis -- organisms in nature develop defenses against predators.  They avoid them unless confrontation is only route to survival.  To break this rule of nature,  there are three "minimum conditions"



a)  an overriding purpose which has a reasonable chance of success.



b)  sufficient mastery of abuse, affect, and survivor's own system to avoid re-victimization (i.e., the survivor is able to protect his/her self when "close in" with perpetrator.)



c)  sufficient unshakable support elsewhere in family or immediate significant other network.  Here careful evaluation of the wholism dimension is critical.  


3.  Information -- "messages from environment with implications about how to better "fit" with it."   Information must be processed, that is, what the environment's change means to one, and what one ought to do differently now to fit better with it.  Call this "learning."   The perpetrator will also be getting information.  Learning takes time.  So a learning process over s series of months should be followed to maximize the chances of good outcome (minimally = no predation).  



a)  Notify perpetrator six or more months ahead of  survivor's desire to meet.  Notify of the purpose (discussion of abuse, etc.),  content, and what is perpetrator's expected behavior (to listen, to acknowledge his/her abuse, etc.).  



b)  Give perpetrator two options:  to come for survivor's sake and to comply with his/her agenda;  or to stay away.  Expect a reply (prepare for various replies, counters, reversals, etc. even at this first stage).  If the reply is abusive, address it strongly.  

c)  Suggest perpetrator retain own therapist and invite same to meeting. But structurally, the survivor is the executive subsystem here.  His/her agenda is the only agenda.  

d)  Criteria for perpetrator 's attendance:  minimal:  willing to listen without counterattack.   Optimal:  truly willing to help survivor's recovery.

e)  Two-three weeks prior to meeting, re-obtain perpetrator 's agreement as to logistics, purpose, and agenda for meeting.  re-iterate his/her two options.  Allow zero additions or deletions in survivor's agenda (except by survivor, with agreement of perpetrator).  It is his/her meeting.   Information theory suggests that failing systems are often distracted by noise in communication.



f)  Survivor must prepare carefully.




i.  review all possible outcome scenarios, and responses to them.




ii. be clear about goals,  which must independent of perpetrator-responses.







iii. not to attempt "family therapy."  That may come later, depending in part on perpetrator's responses, other family members', etc.




iv.  expect and prepare for "failure,"  predation, attempts to interrupt, add new material, change agenda, or reverse polarity.




v.  make written predictions of one-month, three-month, and six-month reactions from all family members, sign. others, etc.  (for review and reassurance).

Question 8:  My client has an eating disorder (or addictive problem, etc.), and nothing we've done about this is working.  What should I do about this?



Concepts:   Protector subsystems,  homeostasis, isomorphism.


1.  First, review the steps listed in Question 2 for dealing with protector alters.  These problems, if normal therapy fails, often are due to protectors' security operations.  Frequently,  these take the form of subtle re-enactments.   


2.  Isomorphism. --  re-enactments are isomorphisms,  information-preserving transformations.  E.g., an overeater client of mine also had severe stomach pain which eating calmed.  Not multiple.  But dissociated memory of oral rape.  Note here:  



a)  kids' tummies naturally hurt when upset, angry, afraid, etc.



b)  she had to swallow sperm -- as kid, thought it would harm her stomach, "bad stuff in my tummy."



c)   perpetrator. leaned on her belly at one point, hurting it.


The "stomach pain" led to eating compulsively.  


3.  The step after contracting would be "decoding" the isomorphism.  Talking about it as one might a dream symbol.  "Decoding" food as one might a symbol in a dream.


4.  One-step-at-a-time:  with all acting out or problematic behavior,  alters/clients can sometimes agree to one-step improvement, but not many-step improvement (cutting on thigh rather than arterial area, or drinking less rather than abstaining, or eating slightly more rather than eating well, etc.)   

Question 9:  What is the proper goal of therapy?  I have heard that it should be integration,  but I believe that the client should decide this.


Concepts:  System,  subsystems,  equifinality.

1.  Think of what a system is:  an organization or organism or entity, which above everything interacts with its inner and outer environments in order to survive, grow, and reproduce (enhance its genes).  This is the overarching goal for any living system.  And it needs to do so in its own environmental niche.  For our clients, this niche is the late 20th century in post-industrial USA.  What "fits" a person (organism) for survival and growth?



a)  Makes its own decisions and carries them out realistically.



b)  Can get from environment what it needs, including reliable information, energy, affection, challenge (Maslow's hierarchy of needs relevant here) to do so.  (This includes reasonable ability to attach).



c)  Can dump wastes of metabolism (including anxiety from learning new stuff, emotional pain, and so on) without "fouling the nest."



d)  Can learn in order better to fit environmental changes.



e)  Can maintain inner stability and continuity of self during environmental changes, both positive and negative (stress).



f)  Intact and useful memory system (part of learning).



g)  Can perform the essential basic systems tasks with own resources without undue reliance on environmental luck.  



h)  Can realistically appraise one's niche in the larger systems and avoid predators and attach reliably (without driving them away) to helpers.


From this point of view, our therapy goal is to work toward these systemic abilities or conditions (which are the functions of the various subsystems).  We are more concerned with the client's abilities to survive and thrive in the real world, and less with the final form that takes.  Equifinality is a peculiarity of systems:  from many different starting points, systems usually end up more or less alike when fully developed.  


2.  Our experience suggests that "integration" should be thought of as the whole process of moving from utter dissociation and fragmentation of the system to increasing coherence, openness of information flow, and ability of all subsystems to carry out functions in cooperation with the others.   Usually, the condition of "fusion" will naturally result.  Analogy:  in family therapy,  a bickering family will have succeeded in therapy when they can negotiate disagreements, etc., without fragmenting.  Does this mean they will all agree (fuse)?  Possibly, but not necessarily.  However "close" they get,  the new condition will always result in increased feelings of comfort with one another and greater communication.  

Question 10:  Why do you (CSD & WHP)  say that merely recovering memories is not the most important aspect of therapy, or that it is not curative.  What do you mean?  What IS most important?
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APPENDIX  B

ASSUMPTIONS UNDERLYING THE PRESENTATION:

"Dissociative Identity Disorder and Systems Theory."

1.  Nature is not rational,  but it is organized.  A delight of human thinking is to find something of that organization.  

2.  The purpose of theory-modeling is to live better.  Therefore, therapy models should help us do therapy better, which in turn ought to be helpful to our clients' living better.

3.  "Personality"  means a typical and enduring pattern of responding to a given environment.  It includes the cognitive, affective, behavioral, spiritual, social, biochemical, and so on.  

4.  We all have many personalities, not just one.  Perhaps the differences depend on the differences in environments.  (One personality for work, one for parties, one for church, etc.).

5.  DID, borderline conditions, and PTSD are related.  All have origins in abuse or severe trauma.  All have impairing dissociation.  We agree with Ross (1989, p. 109) in thinking that DID could be renamed "borderline personality disorder with fragmented ego states."  The main pragmatic difference we see (clinically) is that multiples' main problem is dissociating too much and too often, while the borderlines' is getting snared in too many double binds.   The "disorder" in DID or borderline states is fundamentally the blockage of information that the sufferer needs for survival, growth, self-steadying, etc.  Severe dissociative states are disorders of information processing.

6.  We ground our work in feminist and humanist values, particularly mutuality, respect for persons, freedom and responsibility, the importance of affect (especially shame ; in this we are indebted to Sylvan Tomkins and more recently, Nathanson (1993) ), relying on a socio-political analysis to complement the psychiatric, and the centrality of power-love struggles in human life.  We try to be non-violent, but respect the use of power.  

7.  We assume the audience is familiar with the basics (etiology, phenomenology, treatment approaches, etc.) about DID, borderline states, and PTSD.   We agree again with Ross (1989) in thinking that all these conditions are best thought of as "chronic trauma disorders,"  since in practice they all arise from severe trauma and have similar traumatic  sequelae as their dominating symptoms (e.g., dissociation, intrusions, massive anxiety, numbing oscillating with hyperarousal, and so on).  

8.  Systemic habits of thought useful to this work:  considering wholes; looking for patterns;  studying structures;  exploring ecologies;  finding the meanings.   Our approach is anti-reductionist.  Or rather, when aspects can be teased out and studied in depth (reductionism), we refrain from explaining the whole in terms of the part, returning instead to the question of how this well-understood part fits into the not so well understood whole.  

9.  Even in the managed care arenas, we see a place for this kind of work.  The survivors will be seeking care.  Theoretical work like this brings focus and discipline to long-term treatment planning.  Good theory leads to good predictions, and that means we can assess which DID, BPD, or PTSD clients have the best chances for the most success.  

10.  We find this a fruitful method of thinking about DID, BPD, and PTSD, but not the only fruitful one.  Still, in such complicated work as this, it is probably better to choose one method, stick with it for a good enough while, and take one's chances!   Even in theory making, better to decide a level of analysis to work on, pick up  one's  favorite tools, and stick with them for a while.   Otherwise, the possibilities swamp us.     
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