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I. Introduction to Dissociative Disorders:  Theoretic Underpinnings

Affect Theory:  Dissociative Disorders represent developmental and attachment disorders.

· Shame

· Cognitive distortions that occur from learning in the shut down mode.  

Chronic Trauma Theory: Dissociative disorders range from Depersonalization Disorders through Post Traumatic Stress Disorders to Dissociative Identity Disorder.

· Avoidance of stimuli

· Foreshortened Future

· Hypervigilance

· “Depression”

· Disgrace


The spectrum of dissociation includes psychological, emotional, somatic, and cognitive components.

Dissociation reflects personality/identity disorders in terms of the ineffective coping strategies and their evolution into DSM-IV Axis II disorders.  [Child abuse and associated syndrome disorder.]

Kluft’s four factor theory:  Based on anecdotal evidence the development of a dissociative disorder is determined by predisposition to dissociation, responses to environmental stimuli, developmental considerations related to cognitions, and absence of corrective experience.  

II. Controversies associated with Dissociative Disorders

False Memory Movement

· The good news and the bad news

· Viability of repression

· Therapist’s opportunities to learn

Charting, specifically process versus progress note.  

· Progress notes reflect balance/tension between protecting client privacy [less detail and protecting clinician liability more detail].

HFCA shoulds

Date, name, age, length of session

Reason for encounter and pertinent interval history

Pertinent themes

Appropriate risk factors

Interventions:  meds, diagnostic testing, collateral contacts, etc

Patient progression or regression

Changes in diagnosis and treatment

Expected treatment outcomes

Informed consent

Personality Disorders, specifically narcissism by contrast to borderline disorder.

Abreaction

· Based in past trauma treatment as demonstrated in psychodynamic therapy

· Abreaction was unsuccessful in those in which it was unsuccessful because of deficits of ego functioning

Suggestibility

· Monitor suggestibility

· Focus more on personal history and less on trauma itself

· Look at the meaning and the impact in present on trauma

III. Staged approaches to treatment

Percy/Davidson treatment model as an example

Changes in mindsets of clinicians about treatment

Containment first

· Increase coping skills [DBT]

· Stabilize symptoms

· Increase affect tolerance

· Increase impulse control [including safety]

· Increase relational ability which also means decrease fight or flight

Then, abreaction.

· Careful preparation

· Fractionation

Late phase treatment issues

· Live fully in the present

· Resolve cognitive distortions related to power, love, specialness, transference, shame, dependence, Etc.

IV. Transference and Countertransference

Therapists and clients

