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PART I: MARRIAGE AND FAMILY THERAPY

I.  Introduction

Without being unduly critical of individuals with dissociative disorders, we can say that they come from dysfunctional families, that they form dysfunctional systems in their psyches (multiplicity against the norm of single egos), and that they enter dysfunctional families. 

II.  The necessity for family treatment for the families with individuals having dissociative disorders finds its theoretical basis in the studies of families having a member with schizophrenia, diabetes, or anorexia.  


A.  The earliest studies of dysfunctional families were done by Bowen (1978).  Bowen's research with schizophrenic families suggested that they had an unhealthy stuck-togetherness that he described as the "undifferentiated ego mass".  Like all families these families had the foundations for their structures in triangles.  However, in times of stress the schizophrenic families had their structures become more rigid rather than more flexible to accommodate for the stress.


B.  In another early study of schizophrenic families Wynne (1963) sought to explain the development of the thought (communication) disorders in the patients with schizophrenia.  Wynne found the family relationships characterized by "pseudo-mutuality" and "pseudo-hostility"; further he found that these schizophrenic families were impervious to therapeutic intervention.  Wynne called this illusion of welcoming input that was actually a rejection of input the "rubber fence".  


C.  Bateson and his colleagues, Watzlawick and Weakland, at MRI defined communication in schizophrenic families in terms of doubles binds.  As they tried to shift the focus of pathology from the individual to the system, they discovered that the ill individuals in these families experienced pain and disruption and that the ill individuals always expected to be punished.  In an attempt to disqualify the meanings of symptoms (individually), Bateson, Watzlawick, and Weakland noted that the identified patient was constantly trying to invent functional solutions in order to survive in an unstable setting.  (See Berger's edited work [1977], Beyond the Double Bind.)


D.  Haley (1963), another of Bateson's associates, defined patterns of communication in schizophrenic families in terms of Control Theory.  Haley proposed that schizophrenic families were in constant denial and confusion because in their communication patterns all members were operating at two levels of meaning.  These levels are jammed together in such a way that to respond at either level presents a self-contradictory situation -- paradox. Each member of the communicating dyad reports a statement but agreement on an appropriate response is predicated on the level at which allowable behaviors are defined.  Each member is trying to control the interaction.  


F.  Minuchin (1978), basing his studies of families with diabetes and anorexia in research on schizophrenic families, found that families with emotional disease are characterized by enmeshment, overprotectiveness, rigidity, and lack of [appropriate skills for] conflict resolution. 


G.  Laing (1978) described the adaptive behavior of people with Schizophrenia noting that their behaviors were normal responses to illogical experiences.  

III.  Extrapolating from the work of these renowned family researchers leads to the conclusion that children that develop MPD are products of dysfunctional families, and that these individuals will create families with more dysfunctional than functional skills and patterns.    


A.  The families of children with MPD will be characterized by the same behaviors as those of Schizophrenic families.  The families will present with enmeshment, overprotectiveness, rigidity, and lack of [appropriate skills for] conflict resolution.  The children with multiplicity will also be presenting with normal behaviors as a response to family dysfunction.  


B.  Further the psychodynamic development of families as well as common sense suggests that children raised in dysfunctional families will have poorly developed "family-ing skills" because dysfunctional families are, because of their dysfunctional natures, unable to offer functional models for the development of families.    


C.  Elaboration for these conclusions can be drawn from several theoretical positions.  



1.  Bowen's work (1978) elaborated the transgenerational transmission of emotional illness.



2.  Kluft's four-factor theory explaining the development of multiple personality disorder addresses both genetic and social factors.  He speaks to the gene pool, the incidence of trauma, the reinforcement of dissociation in the internal and external environments of the child, and the lack of repair for the specific trauma.  



3.  That individuals with MPD have learned to relate to others through double binds is indicated by their exchanges with their treating professionals.  Many of the interactions that clinicians have with individuals with MPD are replete with double binds. 



4.  The collected body of research into abusive families points out that members in families in which atrocity occurs become immunized to abuse.  The immunization may result from repression, dissociation, or learning.    



5.  Percy and Davidson (1992) propose the following characteristics of the families of origin of clients with MPD (with apologies to David Calof [1988]).

•
They are typically abusive.
•
The represent closed systems.
•
They have many No-talk rules and make threats to enforce the no-talk rules

•
Dissociation is fostered as a primary defense.  Dissociation appears intrapsychic and systemic.

•
They have a history of dissociative disorders or MPD; schizophrenia or other apparent psychotic disorders seem to abound.  

•
The tendency is toward a pervasive sense of familial worthlessness relative to the world.

•
Self-worth seems based only on performing well and winning approval.

•
Chronic double binds are present at all levels of interaction.

•
Family members often remain over-involved with adult children.

•
Family interactions are highly hypnotic with ritualized behaviors and trances.  

•
The families classify as multi-problem families.  



6.  Calof (1988) notes the characteristic injunctions of dysfunctional families.  He also suggests that these injunctions will be transferred into relationships with other families and with therapists. 

Deny.  Do not trust yourself or others.  Be loyal.  Do not be a child.  Do not have needs; do not have hope or a future; do not be.  Love means being hurt or used.  Do not ask for help.  This is all your fault.  You are evil, bad, immoral.  You are responsible for others' behaviors.  Stay in control of all those around you.  You are incompetent.  Hypnotic logic prevails:  "I hurt you for your own good.".  The universal bind:  Disbelieve the obvious and accept the improbable.  



7.  My premise is that the same injunctions will surface in the relationships among the alternate personalities in the multiples system, as well as between the alters and those that enter the alter system.


D.  If clinicians use systems theories to influence recovery within the multiple's internal systems, then clinicians must consider systems interventions for the external systems.  

III.  The treatment of external systems -- families and support networks-- will be necessary to facilitate the ongoing recovery of individuals with MPD whose internal systems are in treatment.  


A.  Without documentation I propose that the individuals with MPD, their families of origin, their families of creation, and their other support networks are subject to the "rules" of systems theory.  


B.  According to systems theory, closed systems do not acclimate to change easily:  they become more rigid and less flexible enhancing systemic dysfunction.  (See Bowen, and Minuchin.)  In systems that have been developed to be rigid, openness must be offered and encouraged to facilitate flexibility. 


C. The least that we offer to individuals with multiplicity, we must also offer to their supporting external structures, or these supporting structures will not tolerate or reacclimate to the changes in the external systems brought by the changes in the internal systems.  

IV.  The treatment of the external systems follows the basic premises offered in the treatment of internal systems.


A.  In the case of internal systems this model aims to promote safety, to build ego strength, to create a climate for healthy communication or mutuality, and to bring together these factors in the healing process. 


B.  The basis for the Davidson/Percy model of treatment lies in the concepts of education, support, and empowerment.  In the case of internal systems this model aims to promote safety, to build ego strength, to create a climate for healthy communication, and to bring together these factors in the healing process. 


C.  The Davidson/Percy (1992) model for individual treatment has been offered in several forms:  

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

•
developing common goals.

•
developing a common language.

•
teaching about Dissociative Identity Disorder.

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

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

•
defining trust as contractual.

•
building trust.

•
identifying 1st chair alters.

•
meeting 1st chair alters.

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

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

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


•
(early) identifying memory shards.

•
defining containment skills.

•
offering new coping skills to build ego in present.

•
building a present and a future.

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

•
acquiring agreements among known alters for diagnosis.

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

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

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

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

•
facilitating working relationships between alters in system.

•
refining trance skills for containment and preparation for abreactions.

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

•
organizing data for preliminary memory work.

•
welcoming emerging alters presenting at this stage.

•
reiterate cluster 1 & 2 tasks with emerging alters.

•
supporting living in present while wading through the past.

•
contracting for adjunctive work.

•
involving significant others.

Abreacting memories.  The goal of this cluster is the sharing off knowledge among alter personalities and the abreaction of traumatic memories. 

•
pooling knowledge about memories.

•
reviewing patterns of memories and participants in memories.

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

•
gathering yet raveled threads of memories.

•
recapitulating  finished memories.

•
incorporating finished memories.

•
discovering potential fusions as a result of abreacting memories.

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

•
defining the meaning of the abreacted memories.

•
identifying the existential crises in traumatic memories.

•
facing the truth of the traumata.

•
grieving the losses inherent in the memories.

•
integrating alters whose fragmentations are no longer  functional.

•
resolving pain that comes with integrating members of system.

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

•
confronting new existence as one with consolidated ego.

•
reviewing  losses that inhered in traumatic past.

•
reconstructing no longer functional behaviors inherent in traumatic past.

•
building new skills for the future.

•
learning new dissociation skills.

•
letting go.


D.  Specific interventions are proposed for specific aspects of the external system based in Davidson/Percy model.



1.   Families of  origin  (FOO) of clients with MPD must be encouraged to change.  Because of their dysfunction this  modification is unlikely 




a.  The families can be educated about changes to be made to open the system, to offer safety for the multiple's work to be done, to strengthen the will of and belief in the FOO for its sake, and to enhance the communication and mutuality of the FOO.




b.  When the FOO is unwilling to change the client must be taught about systems theory, the limits on safety in the FOO, the restrictions on the client's growth because of the FOO's resistance to change , and the safe physical and psychological distance to be maintained from the FOO.



 2.  The family of creation (FOC) must be educated about MPD and prepared for the joys and trials of the treatment.  




a.  Sachs, Frischholz, & Wood (1988) wrote an early paper that addresses the role of marital and family therapy (MFT) in support of the treatment of MPD.  Their marriage and family therapy model supplements their five-phase model of treatment for MPD.  

1.  Diagnosis is made and confirmed.  The role of MFT :  The family identifies dissociative behavior,; the family increases an awareness of client's coping styles, the family becomes less judgmental.

2.  Purpose and function of alter states is understood.  The role of MFT:  the family facilitates the process of understanding, their communication patterns foster internal communication;  they facilitate further identification of alters.

3.  Feeling of traumata is abreacted:.  The role of MFT:  transference issues are identified and worked through.

4.  Integration is effected.  The role of MFT:  the family can understand the consequences  of integration. 

5.  Patients learn new coping mechanism.  The role of MFT:  traditional MFT stabilizes the family system;  MFT reduces crises that could cause additional splitting.  





i.  The model is effective and was the first to be offered.  





ii.  In only two places (4 & 5a) does the MFT benefit the family;  generally, its function is to serve the identified patient.  




b.  Even though couples and FOC can appear to be healthy their development will be marked by dissociation and denial.  The psychodynamic models of family development suggest that  partners in an apparently successful coupling will be drawn from comparable psychodynamic developmental phases.  




c.  Couples may need guidance for each member to grow at the same rates.  Sexual counseling may be necessary.  Conflict resolution skills will be critical.  




d.  Friendship networks can be like extended families of creation.  (Davidson offers two examples of support group education that failed and  one example that has been successful.)   




e.  A critical component of the FOC is the treatment team.  (As you may remember from the work that Stone has done with clients with Borderline Personality Disorder, those clients who bonded best with a treatment team showed the most successful outcomes of treatment.)  Treatment teams supplement each member and offer patient options in crisis; splitting is a consequence of the team's behaviors not of the patient's.  




E.  Davidson and Percy assume that the primary therapist will not be the marriage and family. therapist.  Alliances can become exceedingly complicated when the primary and the marriage therapist are the same.  In some cases the primary therapist will provide education but not treatment for the family of the multiple  



F.  Davidson presents a model for working with external systems.  This model generally applies to families of creation rather than families of origin.  The model can be adapted for families of origin.

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

•
developing common goals for family treatment.

•
developing a common language.

•
teaching about Multiple Personality Disorder.

•
building self-care in the family for the family and its members (exercise, diet, chemical use, work stability, journaling.).

•
offering  problem solving skills around contractual agreements between client and primary therapist, and between the family therapist  and the family and multiple.  (no harm, no suicide, treatment frame, no new alters, telephone calls.).  

•
building trust with family members .

•
identifying and facilitating the limits on relationships with family and alter personalities.  

•
training family to facilitate containment as necessary.  

•
explaining the needs and functions of the multiple's homework.

•
offering coping skills to build family's ego in presence of painful treatment.

Confirming the diagnosis and explaining the rigors of multiple's memory work.  The goal here is the development of  safety in the family for supporting the early memory work  and for lending the family  sufficient mastery  to minimize being consumed by the multiple's therapeutic work.   

•
acquiring agreements among family members about their issues of control and fear.  

•
modeling and offering nurturing in the family and to the multiple to facilitate the family's caring for themselves.  

•
facilitating working relationships between multiple and family members.  

•
more educating about containment and preparation for multiple's therapeutic work.  The issue is to keep the family from having to become the therapist.
•
organizing family and patient data for preparation of memory work.

•
supporting family and multiple's living in present while wading through the past.

Creating a functional family while the multiple is abreacting memories.  The goal of this cluster is the sharing off knowledge among family members to ease their concerns and to support the  multiple's abreaction of traumatic memories. 

•
pooling knowledge about family and multiple's needs.

•
reviewing patterns of memories.

•
supporting the family as multiple is reexperiencing traumatic memories (physically, emotionally, cognitively, behaviorally, spiritually).

•
facilitating the client's and the family member's safety during chaotic time in treatment.  

Educating the family about changes that result from finding the meaning of memories and facilitating the familial consequences of integrations.    The goal of the cluster is the family's recognition of the existential  crises in the multiple;  the  family's confrontation with the losses  resulting from the patient's traumata and the facilitation of  family  function  after integration in the multiple.  

•
clarifying for the family  the meaning of the abreacted memories.

•
identifying the existential crises that result in the family as a result of the patient's traumata.  

•
grieving the losses inherent in having a tortured family member.

•
resolving the family's pain that comes from the  integration of the multiple's system.

Empowering the family's restoration  and building the family's future.    The goal is the resolution of embedded losses resulting from   having  member with such a traumatic past and the confrontation with  crises  resulting from dramatic change in the family make-up.  

•
confronting new family existence with a "new" member.   

•
reviewing  losses that inhered in family's trauma before and during treatment.  

•
reconstructing no longer functional, outdated  family behaviors.

•
building new conflict resolution skills for the family's future.

•
letting go.

PART II:  ADJUNCTIVE THERAPIES

I.  Introduction

The Davidson/Percy  premise about "adjunctive treatments" is that they are a necessary part of the treatment for Multiple Personality Disorder.  We take the belief that systems treatment for an internal system cannot be done in a vacuum; to address thoroughly all components of the internal system offers a minimum level of treatment and must include "adjunctive therapies".  Focusing on external systems is also a necessary condition of the treatment.  

II.  From an academic standpoint, Percy and Davidson propose that all people are made up of interacting and interfacing systems. 


A.  All individuals are made up of interfacing and interacting systems.  Each system is built from the combinations of  smaller and smaller systems.  Just like the nested boxes and dolls that are children's toys.



1.  An individual, the self-system or the ego system,  is composed of sub-systems:  the affective system, the behavioral system, the cognitive system, the physiological system, the spiritual system,  and the social system.  



2.  The BASK model offered by Braun (1988) sets forth the rationale for dissociation in children exposed to atrocity.  These individuals fracture their self-systems or ego-systems because they are unable to tolerate the unfragmented incorporation of the traumatic memories that define their childhood victimization.  



3.  In treatment the fragmentation of the memories is addressed by the integrative process of recapitulating and abreacting the cognitive, behavioral, emotional, physical, and spiritual aspects of these recollections. 


B.  To press our  premise to the next level:  we propose that if  each person is made up of interacting and interfacing systems -- the affective, cognitive,  spiritual, physical, and behavioral functions --,  then in the individual with multiplicity,  each alter personality  has cognitive, emotional, behavioral, spiritual, and physical aspects.  



1.  The individual with multiplicity is made up of the collective physical, cognitive, emotional, spiritual, and behavioral aspects of the alter personalities.   



2.  Personality fragments clearly do not have all the interacting systems but the fragments can be representative of any one of these systems.    


C.  To bring about successful treatment demands that all systems  of each individual be reoriented and rewoven to each other  



1.  A common tendency is to treat  Multiple Personality Disorder by treating the individual parts of the alter system as though they were  talking heads, principally addressing the cognitive aspects of memories.   Clinicians invite clients (and their alters) to find and express  their physical, emotional,  behavioral, and spiritual losses and recollections through talk therapy.  Obviously talk therapy is more likely to be successful with cognitive aspects of memories than with other aspects. 



2.   The adjunctive therapies address the specific multiple sub-systems to bring those subsystems together into the functional whole of the individual "ego-system".   
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III.  Treatments are specifically designed to address particular sub-systems.


A.  The affective subsystem is very closely related to the physiological subsystem.  



1.  Many with MPD have carved off somatic and emotional experience.  In the course of finding the physical sensation in the body the patient can find and name emotional responses.



2.  An effective arena for finding emotion is in bodywork done with a body worker familiar with Eastern /earthly body designations.  Chakras, parts of the body that house and transmit energy, are related to emotional as well as physical experience.  



3.  Support groups and other avenues for patients to associate with others like themselves often offers a glimmer of emotional response that would otherwise not be found.  Emotions that have bee cut off in response to the self can often be reconnected in a relationship with another with a comparable experience.  



4.  Art, music, and literature can be very helpful in forming emotional connections in those who have lost their emotional capacities.  


B.  The behavioral aspects of the multiple's selves tend to be combination experiences that represent the multiple's working with several aspects of the self and to be experiences that require that the multiple operate out of the self into the external world.  



1.  For example a behavioral aspect of treatment may involve the multiple's attending a Transcendental Meditation class in which the multiple learns to meditate, to move the body in ways to open it to new energy, and to  find a spiritual center in the self.  



2.  PLAY is the single most important treatment  to meet  the unrequited needs of the full ego system.  


C.  Cognitive concerns are addressed through mind-oriented therapies.



1.  Obviously, psychotherapy is a mind-focused therapy;  it offers the capacity for finding "meaning" and context in the abuse experiences; it also offers a means for making cognitive connections about childhood experience.



2.  Journaling of various forms, even letter writing, is a cognitive exercise that enhances the knowledge of the inner structure and function.  The journal also gives a forum for record keeping and for organizing incoming data.



3.  A significant cognitive aspect of treatment is the mapping of the alter systems.  All cognitive skills converge in this informative necessary exercise.

4.  Bibliotherapy is critical for education about MPD and other facets of dissociative disorders.  



5.  Practicing trance work (doing meditation) extends the  interface among cognitive, physical and spiritual components of the system.


D.  The physical subsystem is served by those interventions that are body oriented:  



1.  Basic information about hygiene,  diet, and nutrition must often be offered.  The chaos of MPD family frequently has not addressed concerns of a routine nature like tooth brushing, dental care,  and dental remediation.   Self-care is so important to the process but it is a concept that is unknown to most from dysfunctional families.   



2.  Medication can be an important aspect of the body's treatment.  Medication management also offers another member of the treatment team.   

Patients with DD often have their anxiety treated with axiolytics.  

•Some patients with moderate anxiety have successfully utilized beta-adrenergic blockers, such as propranolol (Inderol); these medications interfere with the responses in the sympathetic nervous system.  The nature of the action is not to reduce anxiety with in the central nervous system but to block the results of the anxiety in the peripheral nervous system.

•These medications are not "mood" altering so they are less likely to be used indiscriminately.  The risk of over dose is also minimized because they are provided in smaller quantities than are benzodiazepines.  Propranolol is taken on an as needed basis by the patient.

•The core anxiety that afflicts clients with MPD is effectively treated with benzodiazepines that have intermediate response times.  Benzodiazepines which have  rapid response times offer a rush to patients; for this reason these medications are less beneficial in patients wit DD.   Clonazepam (Klonipin) has recently been used very successfully in clients with DD because it offers central nervous system interference for anxiety.  Further it can be taken in small  doses;  it is ameliorates some of the sleep disturbance that occurs in MPD/DD.  Lorazepam (Ativan) can be successfully utilized in DD; it also comes in an injectable form; it has action comparable to Clonazepam.

•For many years cyclic antidepressants such as Imipramine have successfully benefited patients with panic disorder; for this reason Imipramine has been prescribed to patients with post traumatic stress disorder with some success.

•Side effects of benzodiazepines are sedation, fatigue, poor balance, slurred speech, memory disturbance, and psychomotor impairment.

Antidepressant medication has been useful in patients (and alters) with depression.  

•Cyclic antidepressants such as Trazadone (Desyrel) are useful for addressing sleep disturbance that results from depression as the depression is treated itself.

•Fluoxetine (Prozac),  works quite effectively in patients with DD.  I know no clients at this time who are on either Sertraline [Zoloft] or Paroxetine [Paxil];  their action is comparable to but an improvement over Fluoxetine.

•Side effects of anti-depressants are anticholinergic effects (except Fluoxetine, Sertraline, and Paroxetine), sedation (except Fluoxetine et. al.), postural hypotension (except Fluoxetine et. al.), sexual dysfunction, nervousness, and weight gain.  

Antipsychotic medications are rarely beneficially utilized by clients with DD although they do offer a tranquilizing effect for individuals with Schizophrenia and Mania.  

•Clients with Borderline Personality Disorder  have benefited from antipsychotic medications.

•The chief side effects of  antipsychotic medications are dystonic reactions, extrapyramidal symptoms (motor restlessness, diminished affect, wooden appearance), neuroleptic malignant syndrome (fever, muscle rigidity, change in mental status), tardive dyskinesia (permanent twitching and grimacing),  and sexual dysfunction.

Anti-convulsants have been prescribed for patients with MPD/DD at the time that these patients were thought to have temporal lobe seizures.  

•In fact carbamazepine (Tegretol) has mood stabilizing effects, which have been shown to be  somewhat useful for patients with Post Traumatic Stress Disorder.

•Carbamazepine has one very dangerous side effect chiefly the suppression of bone marrow production.  

The anti-anxiety agents and the anti-depressant medications are frequently used in combination in patients with MPD/DD with positive results.  



3.  Physical safety is often taught; hospitalization presents one option for physical relocation for safety.  Cornelia House and other retreat/supplemental treatment centers also offer physical safety and basic physical care.




a.  Davidson and Percy conceptualize long term hospitalizations (LTH), short-term hospitalizations (STH), crisis centered hospitalizations (COH), partial or outpatient hospitalization programs (OPHP), and (a new design for) one-day hospitalizations (DTH).  




b.  For the most part the purpose of hospitalization is the provision of a therapeutic setting in which patients can acquire or regain  safety (physical and psychological), internal control , and mutuality (alters and therapists) to continue treatment.  




c.  The Percy/Davidson approach to in-patient treatment presupposes the availability and involvement of an outpatient clinician.  





i.  We see in-patient work as an adjunct to out-patient work.  Further, we take issue with those who use hospitalizations as dumping grounds for the chaotic clients of frustrated clinicians.  No more is the option available to be rid of problem clients by committing them to hospital.





ii.  In-patient treatment improperly handled can replicate the involuntary social isolation for  clients abused as children.  Making hospitalization a shared decision implies that the in-patient stint is a voluntary, beneficial social isolation.





iii.  Perhaps the primary outpatient clinician for a client with MPD/DD has an affiliation with a hospital; as a result the outpatient clinician has easy access to the client in hospital.  If such an affiliation does not exist, the primary therapist must acquire privileges to work on the unit with the  hospitalized patient.

The discussion of Long Term Hospitalizations addresses  length of stay, goals of the hospitalization,  descriptions of the unit, programs offered on the unit,  personnel on the unit, and an evaluation of the concept.  (The information offered here includes a distillation of public relations information offered by The National Center for the Treatment of Dissociative Disorders in Aurora, Colorado and by the Charter Hospitals Dissociative Disorders Unit in Dallas, Texas).


The length of stay in LTH units is considered to be in the range of 12-24 months.  Long-term hospitalizations are usually indicated for patients unable to function in outpatient settings or in need of a specialized program. 
Sometimes LTH is necessary because the patient has no local resource for adequate treatment.  

•Although extended hospitalizations were at one time seen as the principal site for  the treatment of chronic and debilitating mental illness, these hospitalizations are not so available in the current third party-payer climate.  Often hospitals with extended care models use a combination of in-patient and out-patient treatment staffed by the same professionals to meet the needs of patients who require more intense treatment. In these cases the patient may use the in-patient hospitalization to initiate treatment and then as a revolving door, when the client  is in crisis.  These outpatient programs can be as concentrated  as  partial hospital programs or as  flexible as traditional as outpatient  treatment.  The need of the client and the status of third-party reimbursement will determine the specifics of the treatment setting.

•The choice of LTH less than any-other treatment paradigm is governed by the client's place in outpatient .  Progress in treatment matters less than the absolute need to confine the patient until sufficient progress can be made in internal control, safety, and mutuality to assure success in outpatient therapy.


The goals of a LTH differ little from the goals of outpatient treatment for DD or MPD:  the setting is actually the major distinction. The objective overlaying every goal for treatment is the availability of an integrated program in which clients have the physical and psychological space to experience the reintegration of their dissociated material and personalities.  

•Evaluating and learning about DD and MPD allows the patient to actualize and comprehend the accurate diagnosis.

•Recognizing and defining the patterns of dissociation in patients is an objective in early treatment.

•Identifying the forms of abuse and the perpetrators of abuse for a patient is necessary for the prediction of the patient's dissociative productions.

•Realizing and addressing distortions implicit to and symptoms resulting from  posttraumatic stress  offer control to patients disorganized by the distortions and symptoms.  

•Defining and recording the patterns of switches, flashbacks, dreams, and memories begins the organization of material for developing containment and abreaction skills.  

•Providing ego strengthening opportunities for patients enhances the development of safety, internal control, and mutuality.

•Developing internal controls facilitates the patient's psychic and physical and diminishes self-injurious behavior.

•Examining, diluting, and dislocation of dissociative barriers  are mandatory for retrieving, remembering, and abreacting traumatic memories.

•Finding the meaning of abreacted memories and developing a functional re equilibration of psychic material lays the groundwork for the fusion of dissociated material and alternate personalities.

•Setting in motion appropriate after care expedites the patient's continuing recovery through out patient therapy.  


Characteristics of the unit generally describe the physical campus.  

•For the most part  LTH units are specialized units that are a part of a general hospital or of a psychiatric hospital.

•The need for the unit has usually arisen to address unaddressed needs in a community or to facilitate specialization in the treatment of Multiple Personality Disorder and other dissociative disorders.  Quite often the need for MPD or DD specific treatment results  from unmet needs that have arisen in a Chronic Trauma Unit or on a Sexual Assault treatment unit.

•LTH units are generally separated from other mental health treatment units to maintain their clinical integrity;  since individuals with MPD can often find themselves affected by  the "to-ing and fro-ing" of  patients being admitted and discharged and can also be stirred by the productions of other patients, they are often separated from other patients and are contained with others who have DD/MPD.

•The physical structure of the LTH is more dormitory or apartment like than the traditional hospital unit.  Because patients continue to be housed in these units for a long period of time, they have many more opportunities for self-direction and self-care.  The units may have private rooms, privacy in some visitation areas, or kitchen facilities to  offer  a sense of hominess.  The units also often have attached gardens or arboretums to encourage patients moving around out doors.  They will also have well equipped exercise facilities.


The programs offered by LTH units often include individual psychotherapy, group psychotherapy, community living skills, adjunctive therapies such as art therapy,  movement therapy, occupational therapy, marriage and family therapy, recreation therapy, and psychopharmacological therapies.  LTH also offers social services to facilitate third-party payment and other human service involvement of the patients. 

•Individual psychotherapy of the variable options for  psychotherapy during hospitalization addresses the client's internal material. In individual psychotherapy, offered daily or  semiweekly, the client confronts the memories of abuse, the coping strategies  for managing the abuse, the sequelae of the abuse, the disintegration of the archaic coping styles, and the development of new coping styles.   

•Group therapy in LTH is the principal structure in which clients confront the effect of having been abused and having developed DD or MPD on their relationships.  Generally in group therapy clients learn to live in the structure of the hospital and after the discharge from hospital.


•Cognitive Behavior Therapy groups offer the opportunity for clients to discuss their own cognitive distortions with others who also have a distorted vision of the environment.  DD and MPD bring to the patient distortions, perhaps unconsciously and unintentionally, in the evaluation of time, place, and responses of others.  These distortions are often more easily observed by a therapist in group interaction; the distortions are corrected and new cognitive styles are practiced expeditiously and efficaciously in a group setting.


•Women's groups in hospital encourage interactive exchanges among women about the issues common to women socialized as women in this culture and about the effect of abuse on them as women.  These issues can include body image, parenting, dependency, spirituality, sexuality, etc. being discussed in a setting in which the very act of speaking out is rewarded about issues in individuals who have been silenced.


•Community group serves the patient who needs to learn to live with others in non-subjugating ways.  Non-violent, healthy conflict resolution becomes exceedingly important in enhancing a realization of fit (fitting in a community or other group).


•Bereavement groups conducted by chaplains or other professionals assist the patients' struggle to make sense of their losses and to  find answers to unanswerable questions. 

•Adjunctive therapies round out the offerings of LTH.  


•Occupational therapy is critical for individuals who have struggled with issues about time because of too much time, too little time, and lost time.  For these people many basic planning and living skills need a forum to effect generalization.  


•Marriage and family therapy call forward and name the dysfunctional and inappropriate  families in which clients have been raised.  Because all persons family as they have families,  people with a family histories of abuse need new models of coupling and family-ing to assure their continued recoveries and to facilitate judgments about continuing family involvement.  Family therapy will address material from both the family of origin and the family of procreation.  (We believe that frequently the internal systems of individuals with MPD replicate the structure of their families of origin;  for this reason family therapy potentates the individual therapy.)


•Recreational therapy presents a context in which patients can learn non-competitive uniting activities and in which they play.  (Davidson's experience suggests that people with MPD have never had the safety nor the circumstance in which they were able to let down and play hard.  The clinician's becoming playful and modeling playfulness becomes an important modulator of the severity of the MPD treatment.)


•Art therapy and sand play present two media in which  clients who have had unspeakable experiences can name the unnamable.  Keeping  journals provides another medium for communicating the unspeakable. 


•Movement therapy and massage therapy engage the body in the treatment and offer an avenue for the spilling off of body/tissue memories.  Psychodrama is a form of movement therapy that also opens closed off material.


•Vocational counselors help in the determination of ability and skills and the selection of careers.  Particularly, because patients with DD and MPD have  had successful work lives, which were interrupted by disability, the occupational choice may require retraining and upgrading of skills.   Moreover, "integrated" selves may not agree to the "disintegrated" occupational selection.  

•Psychopharmacological interventions can be managed under supervision in LTH.   


The staff of a LTH unit is usually headed by a physician as the medical director; doctoral level psychologists and social workers and master's prepared nurses may be directors of the clinical program but often this position is also held by a physician.  Hospitals of all ilk are managed with a philosophy that the physician is the chief officer of the facility  whose needs are served by administrators in a coordinated structure and by nursing and psychological staffs in a line structure.  

•In the hospital setting the physician, in this case the psychiatrist, is the prime mover of any LTH.   The patients are directly served by nurses and psychologists or other therapy staff members.  The nurses are primarily charged with meeting the medication needs of patients, and the psychologists or social workers are the members of the therapy staff.  In many cases the units are also served by social workers whose charge is to uncover their party reimbursement for the hospitalization.  Many hospitals also have case managers who coordinate services for the patient within the hospital and who organize the  arrangements for transfer or discharge;  to this end the case manager may also be a part of the treatment team.  

•Team management is a must in for LTH units.   For patients staying in hospital for extended periods of time, close coordination of patient care and open (non-contentious) communication between staff members is mandatory to minimize the patient's being caught in the crossfire of intra-staff conflict.  

•The model for team management will outline the functions of each member of the team and the responsibilities of the patients on the unit.


•Psychiatry is charged with overseeing and coordinating treatment to assure the patient's being offered the "finest" of medical and psychiatric care.


•Nursing service can include medication management and psychotherapy.  


•Clinicians from disciplines such in nursing, psychiatry, psychology, social work, etc. with specific training in psychodynamic and systems therapies frequently manage individual and group therapy.


•Trained professionals offer adjunctive treatment  in their specific arenas, for example, art therapists conduct art therapy, and family therapists conduct  couples/marriage (relationship) and family therapy.  


•Vocational  counselors ease the return to the job market during and after  hospitalization. 


•Social services professionals help with the pursuit of financial assistance and after care services.  In some cases social service personnel also operate as case managers for the patients.  


•Case Managers, often from social work backgrounds, coordinate inpatient care during  hospitalization  and outpatient services after discharge.


Medication management is effectively refined during LTH stays.   


LTH program effectiveness is very difficult generally to evaluate because LTH is frequently designed to be patient specific.  Standardization of LTH treatment is common but the criteria for a specific patient's admission to LTH is idiosyncratic.  Selection for patients in LTH is governed by severity of symptoms, tolerance for symptoms, degree of suicidality, safety in psychological and physical environment, and amount and applicability of third party payers for each patient.  For some patients with severe psychological injury LTH is the only option for being kept alive while therapy is begun and until sufficient inroads are made in the treatment to provide psychological and physical stability.

•In many cases patients feel safer within the confines of a hospital than they do outside;  the relative safety of the hospital can increase the tolerance for symptoms and can remove the demand for full time self-care.  

•The disadvantages to LTH are reflected in the expense and in the non-reality of the cosseted setting.

•A controversial aspect of LTH is that of seclusion and restraints.  Some patients, as a result of the severity of their psychic wounds, represent a danger to themselves and others, and need to be restrained or to be guarded from their environmental stimuli.  In some instances patients request restraint to contain themselves and their productions during abreactive work.  In these cases the seclusion space and restraints offer safety to the patient and others.  Davidson's bias is that integral to the treatment is the development of internal control;  I think, that if clients are unable to contain themselves, they need to have their therapy slowed until they can effect the self control that is crucial to recovery.  Actually, (I think that) when clients are out of control, the treatment frame has been jostled by the therapist. 

Short Term Hospitalizations have comparable purposes and implementations as do the Long-term Hospitalization model; the major difference is in the length of stay.   


•Short term hospitalizations are usually indicated for patients unable to function in outpatient settings or in need of a specialized program.  STH offers an abbreviated version of the programs offered in LTH, but the treatment is not so concentrated as LTH.  STH is perceived as a response to crisis much more than is  LTH.  By contrast to LTH, which has been seen as the primary treatment for DD/MPD, STH clearly provides an adjunct to outpatient treatment.  The STH may also be necessary because a patient has no local resource for adequate treatment.  STH can use a combination of in-patient and outpatient treatment staffed by the same professionals to meet the needs of patients who require several weeks of treatment.  In these cases the patient may use the 30 day in-patient stay to initiate treatment and then as a revolving door, when the client  is in crisis.  Outpatient programs can be as concentrated  as  partial hospital programs or as  flexible as traditional as outpatient  treatment.  The need of the client and the status of third-party reimbursement will determine the specifics of the treatment setting.

•For the most part STH units, which treat DD, are  parts of a general hospital or of a psychiatric hospital.  STH units are sometimes part of Chronic Trauma Units or on  Sexual Assault treatment units.

•The programs offered by STH units often include individual psychotherapy, group psychotherapy, community living skills, adjunctive therapies such as art therapy,  movement therapy, occupational therapy, marriage and family therapy, recreation therapy, and psychopharmacological therapies just as LTH units do.  STH offers services to facilitate third-party payment and other human service involvement of the patients as a part of the traditional hospital package.   

•The staff of STH units is comparable to those of the LTH and often have staff members shared with other mental health units.  

•Medication management is relatively standard and is not governed by the length of hospital stay.  Medication sensitivity and intolerance can affect the length of a hospitalization;  sometimes patients must be maintained in hospital longer than expected to regulate medication.   

•STH is very difficult to evaluate relative to LTH because both STH and LTH are frequently patient specific.  The assumption can be made that patients in LTH were more volatile, more symptomatic, more crisis prone, and more suicidal than are patients in STH.  The inference follows that patients would be treated on STH if they were able to tolerate a shorter in-patient stay and a longer period at home.


•STH provides safety for clients in crisis.    The relative safety of the hospital can increase the tolerance for symptoms and can remove the demand for full time self-care.  


•One disadvantage to STH is reflected in their expense; patients can exhaust all their annual third party allocation for  in-patient stay in one hospitalization.


•Often clients who need longer hospitalizations than 30 days are unable to be availed of LTH stays.    




A second  "short term" hospitalization model applies to the "crisis management only" in-patient treatment design (COH).   This model reflects the Davidson/Percy bias that hospitalizations should be used sparingly and purposively in order to achieve short-term stabilization of clients.  The COH is our preferred model for in-patient treatment.  In these situations in-patient work is necessitated: when clients need more physical safety and more psychological safety for a given piece of work than is offered in out-patient treatment, and when they need to be "limited" in their self injury until a treatment alliance can be put in place.

•Several expectations underlie our philosophy:  





•Inpatient service providers are available for and expected to work with in-patients during their hospital stays; patients are not to be housed, confined to languish; the hospital time is to be used to maximum advantage.   


•Hospital staff members can lessen the demands on outpatient clinicians in terms of required attendance at hospital sessions.  


•The outpatient clinician is expected to work actively with the patient and hospital staff during the in-patient stay in order to maintain continuity of care and to reduce the length of the hospital stay.

•The length of stay in COH units is usually 4-7 days with 10 days as an upper limit.  These short stays are strong indicators that the hospitalization is to be utilized for stabilization with the lion's share of the therapy being conducted as outpatients.  Crisis only hospitalizations are exactly what the name suggests; they are indicated for patients unable to function at this time in outpatient settings. We prefer COH because fragmentation of care can occur during a long hospitalization. The short stays are only possible if outpatient managers of treatment are actively involved on an ongoing basis with the clients while they are hospitalized.

•The goals of a COH differ little from the goals of outpatient treatment for DD or MPD:  the setting is actually the major distinction. The objective that overlays each of the  goals for treatment is the availability of an integrated program in which clients have the physical and psychological space to experience the reintegration of their dissociated material and personalities.  The goals of the COH must be established as a part of the outpatient treatment plan and are demonstrated by inference in the "reasons" for hospitalization.


•Clients, struggling with the convergence of separate memories, circumstances, or events  and needing a safe space are hospitalized to facilitate the psychic consolidation of these apparently unrelated situations.  At the point that the flashbacks connect to the degree that the overall focus is clear, although many details may yet be missing, the client can be discharged to continue to prepare for working through the memory as an outpatient.  




•In some cases specific memories have been prepared for abreaction in the outpatient setting, but must  be  worked through in hospital to assure the client of safety during the abreaction, and its reverberations, and to relieve the client of daily responsibilities during the aftermath of the abreaction.  


•Clients who are suicidal/self injuring or who have suicidal/self injuring alters must protected until those alters can be engaged in a treatment alliance which includes a no-suicide/no-self injury compact.

•The goals for COH match those of outpatient psychotherapy.

•For the most part patients with MPD/DD being treated for crises only are in units, which are part of a general hospital or of a psychiatric hospital.  

•The programs offered by  units used for COH are like those of LTH and STH units.    

•A guiding principle of patients in COH treatments is that patients will be actively managed to facilitate their maximizing the amount of progress that they can make during a hospital stay.  


•The expectation is that the referring practitioner will actively participate with the in-patient staff in the development of the initial treatment plan for the client.  


•The treatment options include interventions which ascertain the precipitants for the hospitalization, develop control over emerging memories, elucidate problems in the system which need to be clarified and controlled, facilitate control of uncontrolled dissociations, bridge the multiple layers of consciousness, prepare for and work through memories, as appropriate, and manage medical problems, as appropriate.  (In many cases "symptoms" associated somatic memories are misunderstood and current illness must be ruled out/in)  

•The staff of  units available for COH is comparable to those of the STH and often have staff members shared with other mental health units.  Again, team management is a must, however, in COH the outpatient therapists must be the team leader in terms of shaping the course of the interventions in the COH.  The model for team management in COH is not unlike that if the LTH or the STH;  the exception is the mandated involvement of the outpatient clinician.  
    

•COH can hardly be compared to LTH and STH because the intent and structure of the hospitalization is so different.  


•The COH is outpatient treatment and therapist driven.  The in-patient work specifically supplements the outpatient service.  It is intended to involve little to no uncovering work.  An underlying presumption  of COH is that if the patient is unable to reestablish control in a short time, the patient will be "transferred" in to the STH or LTH models for in-patient work. 


•One major advantage to COH is the "savings" of in-patient benefits from a shorter stay rather than a longer one;  in these instances patients can avail themselves of 2-3 short hospital stays each year, as necessary.  

The final hospitalization model is a relatively innovative utilization of hospital space, programs, and personnel that is in the works for implementation over the next several years.  The idea for DTH comes from the ambulatory interventions model for treatment.  The model is bifurcated:  If clients are able, they do work in hospital and are discharged relatively immediately after.   If they are not able to leave hospital for lack of safety and follow-up at home, they can remain in hospital without question.  

•The model proposes to use "day surgery" space in hospitals for working with clients who are undertaking therapeutic work  for which the outcome is unpredictable.  The organizing concept of the design is that  patients and therapists would come together to do out-patient work  in the hospital out-patient surgery area;  they will do specific work,  such as abreactions, within the safety of the hospital.  The space is controlled, and hospital services and personnel are available in the event of an emergency.   

•Several expectations underlie this concept:  





•Uncovering of  harsh memories, meeting with dangerous alters, restoring psychic equilibrium and internal control, and doing abreactions can be managed effectively with in the outpatient frame so long as clearly defined back-up services are available.  


•With the controlled setting for this work, patients will feel safer "letting down" to experience fully the content and process of the memory.


•Hospital staff members can intervene to assist  the therapist and patient if therapist and patient are challenged beyond their limits.


•The client is registered with the admissions office as a patient if the client is not able to restabilize after the therapeutic work, the client is then able to "roll over" into the COH model.  

•The length of stay in a DTH unit is usually 3-4 hours with the option of a supervised recovery period as needed.  If the stabilization is not effected within the hours available, without delay the patient can be admitted to an inpatient unit  for overnight care.  In most instances the patient will leave with established controls in place immediately after the therapy period; in some cases the patient will need to use more time in the recovery area to stabilize sufficiently to leave;  in a few instances patient will be so challenged by the memory work that has been done that they will feel unable to care for themselves without help.  

•The goals of a DTH are very different from those of a LTH, a STH, and a COH.  The goal is to accomplish an outpatient therapy task with a bit more back up than is usually available in an outpatient or private office setting.  


•The intent is to minimize hospitalizations by reorganizing the utilization of hospital space and personnel.  We believe that safety is a key factor in doing uncovering work and in restoring after doing uncovering work.  With additional safety the patient will be able to risk the established controls and to reequilibrate with newer, more functional controls. 


•With the open-ended design therapists will also be assured that  patient swill be hospitalized with lessened red tape in the event of a crisis.  (More and more third party payers are making hospitalization complicated to institute;  with this day therapy model, the necessity for the hospitalization will have been established.)


•Like day hospital programs or partial hospital programs, DTH assumes that the patient will work in hospital and return home for the evening.  Unlike day hospital programs or partial hospital programs, the patient will not be expected to build "foundation"  ego strength and to stabilize internal controls; in the DTH instance the clients will work on one clearly delineated issue with the expectation that existing ego strength and internal controls will be re instituted and clients will be  discharged from or maintained in hospital as necessary.    


•The physical description of the DTH will match the out-patient/ambulatory treatment units used for patients with physical health concerns.   Usually these units are in outpatient areas close to the admissions office.  


•The programs offered in  units used for DTH often include individual psychotherapy for regaining stabilization (lost for some reason outside of hospital), for uncovering specific content of flashbacks, and for doing abreactions and finding the meaning of memories.  Additionally, the services of the hospital staff are available to the patient as necessary.  


•DTH will be staffed by the individual outpatient therapist with the back up of the medical, nursing, and psychotherapeutic staffs of the hospital's inpatient facilitates.  The work will be driven by the outpatient clinician, but must be teamed by both in-patient and outpatient staff if an in-hospital stay is indicated.

•Like COH, DTH  can hardly be compared to LTH and STH because the intent and structure of the hospitalization is so different.   Further,  DTH offers patients with another layer of outpatient services that serve to enhance utilization of the outpatient and in-patient treatments.  This idea seems mutually beneficial to hospitals, to third party payers, to patients and, to outpatient service providers 



4.  Body work is integral to the discovery and recapitulation of body parts that have generally long been dissociated.  




a.  Exercise is critical for building self-esteem and personal power, treating anxiety and depression, and effecting movement.  Non-competitive athletics are preferable.  Exercise offers a feeling of body competence that has not been available to these clients in the past.  




b.  Massage therapy is invaluable for releasing repressed body memories.  For those who cannot bear to be touched physically, energy work can fill the bill.  



5.  Meditation and relaxation training offers a bridge between the physical body and cognitive states.  The relaxation enhances the ego strength by offering physical control in the psychotherapy.  



6.   If we take the position that the body is a temple then we encourage clients to build physical-spiritual connections.   Meditation and prayer are able to offer this interface.  I do not know much about the Eastern religions  but am aware that the physical and spiritual body connections in the chakras are exceedingly important.  


E.  The social needs of the multiple system are met to some degree through the opportunities cited above in the family and external system treatments.   Social needs are also addressed in group therapy and in support groups.  [In the hospitalization block, specific group interventions are discussed.   


F.  The spirit-oriented treatments must be carefully explicated because so many individuals with fractured spiritual natures have been abuse in the name of religion.   Spiritual interventions can be as formal as liturgical experiences, pastoral counseling, or walks in the woods.  



1.  Art, music, and literature can be highly spiritual experiences in their  reading and/or  performance.

  

2.  Pastoral or spiritual counseling can provide direction and meaning for the spiritual search.



3.  Various ceremonies and rituals can ameliorate shame, guilt, anguish about childhood horrors.  Often re-ritualizing those events that have been desecrated in ritual can be mending.  



4.  Meditation is highly effective as a spiritual experience that soothes other subsystem needs.   



5.  The relationship with the primary therapist can be spiritually exquisite.  Through transference and countertransference alters and the whole of the multiple's system find an unfractured reflection for learning to see the self..
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