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LABELS

I’ve been slenced dl through my life
Thelabels| carry | never hide
| got them through triggers

Panted in my mind

Labels are awful
Labels are sad
People use them
Thinking you're bed
But they just don’t know
The pain that'singde
And the labels are the mask
Behind which you hide.

Beverley

(taken from Sinason, 2002)
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PREFACE

As acreative mode of physica and non-physica communiceative interaction,
psychotherapy plays a multi-leve role in bringing us to a greater understanding of who
we are. Over lifetimes people have had the perennid question before them-“Who am 17’
“and where did | come from?” While psychotherapy may not have dl the answers, it can

certainly help one to atain more clarity on their direct life purpose.

In this dissertation the author takes you on a voyage through the Five Forces of
Psychology. While its beginnings may show presence from the earliest days of mankind,
the future of psychotherapy, if we dlow for naturd momentum, shows greet promise.
Through the pondering of many talented minds, intuitive seekers, and hard, [aborious,
and many times unappreciated time and talent we have, today, dmost as many varied
forms of therapy as there are people coming into therapists offices. It is to those brave
souls, the ones who have battled and come back as warriors, that this research is being
presented. It isto the unsung hero, the wounded warrior that | take this time to speak.
Please note, it was impossible for meto list every adjunct therapy so | had to set some
guidelines. The thergpies that were included in detall are those that are the well known
primary psychologicd therapiesand those which came forward in the Research section
of this paper. | ask for your forgiveness if your moddity isnot present and | offer you the

opportunity to take this work to the next step.



In this study it was difficult not only to set the boundaries for presentation, but also to
know and separate the theragpeutic modalities currently in successful use with today’s
patients who exhibit dissociative episodes. The ddineation of the Five Powers set the
gtage for clarity and momentum and encouraged me to my god. While | had researched
and created amodd of the Five Powers (see chart |) during my undergraduate studies, it
was truly an act of divine innocence. It was amethod for my mind to have avisud image
of the steps of evolution of psychology. After completing my graduate sudies| came
upon Douglas Russl’ s paper in the Psychosynthesis Digest Vol.1 and had adgavu
experience. Here was the presentation of the Forcesthat | had been examining, dearly

laid out and ready for my perusa.

Dear Reader, | present to you The Five Forces: Working with Dissociative States as a
guideline to working with your petients, for it is from active therapy that | have gathered

the research materia and it isto theworld that | let it go.

May the Forces be with you...and may you prosper and grow.



WHAT ISPSYCHOTHERAPY

Psychother apy isthe treetment of psychological disorders or maladjusments by a
psychologica technique, as psychoanayss, group therapy, or behaviourd therapy.
Psychothergpy does not include physiologica interventions, such as drug therapy or
electroconvulsve thergpy, dthough it may be used in combination with such methods.
Behaviour thergpy amsto help the patient eiminate undesirable habits or irrationd fears
through the use of principles of conditioning.
www.artofwellbeing.com/glossary.html

Psychother apy isthe treetment of menta and emotiona disorders usng psychologicd
methods, such as counsdling.
www.effexor.com/resources/glossary.jhtmi

Psychother apy isagenera term that refersto the trestment of mentd disorders by
intellectua and verba means such as suggestion, andys's, and persuasion; often used in
conjunction with other trestment courses like medication.
www.hacac.org/how_glossary.html

Psychother apy isthe means to a specidized forma interaction between a mentd hedlth
practitioner and a client in which a thergpeutic rdationship is established to help to
resolve symptoms of menta disorder, psychosocid stress, relationship problems and
difficultiesin coping in the socid environment. Some specific types of psychotherapy
may include, but are not limited to, psychoandysis, family therapy, group psychotherapy,
supportive trestment, gestalt therapy, experientia therapy, prima therapy, psychosocia
therapy, psychodrama, behaviourd therapy, and cognitive therapy.
www.hhs.state.ne.us/crl/mhcs/mental/practicedef.htm

Psychotherapy isa potpourri of treetment modalities involving in most cases an
interaction between an individua and atherapist or andyst. While research results are
mixed about its effectiveness, there isalarge body of scientific literature that indicates
positive correlation with behavioural changes and "feding better".
www.therubins.com/geninfo/Definit.htm

Psychotherapy isthe trestment of mental and emotiond disorders using psychologica
methods such as counsdlling.
www.yestolife.com.au/blue_site/8/8a.htm

Psychother apy isatechnique of tresting menta disorders by means of insght,
persuasion, suggestion, reassurance, and ingdruction so that patients may see themsdves
and their problems more redigticaly and have the desire to cope with them.
nces.ed.gov/pubs2000/studenthb/glossary.asp

Psychother apy is athergpy provided with a psychodynamic framework. The therapy
may beindividua, group or family therapy.
www.socialcareassoc.com/resources/glossary/p.htm




Psychotherapy isamethod of trestment designed to produce a response by mental rather
than physicd dimulus; it indudes the use of suggestion, persuasion, re-education,
reassurance, and support aswell as hypnosis and psychoanadysis.
www.calib.com/nccanch/pubs/usermanuals/menthlth/glossary.cfm

Psychother apy involves meetings with amenta hedth nurse, psychiatrist, psychologist
or other trained person for the relief of emationd, psychologicd and related physica
symptoms of distress or dysfunction.
www.nursing.virginia.edu/centers/research/wait/psyched/glossary.html

Theterm Psychother apy covers avariety of theories of persondity development,
gpecific techniques and thergpeutic ams. For example, there are psychoanaytic
therapies, behaviourd thergpies, and interpersond therapies, dl of which have different
techniques and aims, and al of which qudify as a"psychotherapy”.
www.cmhanl.ca/education/publications/dcs/glossary.html

Psychotherapy helps onelook objectively a behaviour, fedings, thoughts, and
problematic Stuations to determine more effective ways of understanding and behaving.
www.nhfipa.org/terms.htm

Psychotherapy isamethod of trestment usng menta applications, such as

hypnotherapy.
wps.prenhall.com/chet badasch inthealthoccu 6/0,6847,517287-,00.html

Psychotherapy isaform of therapy in which trained professond uses methods based on
psychologica theoriesto help a person with psychologica problems. (p. 570)
www.mhhe.com/socscience/intro/cafe/lahey7/student/olc/chapl5glossary.mhtml

Psychotherapy isatreatment in which atrained professiond-a therapist- uses
psychologica techniques to help someone overcome psychologica difficulties and
disorders, resolve problemsin living, or bring about persond growth psychotherapy
(278.0K)

highered.mcgraw-

hill.com/sites/0072494263/student viewO/chapter13/glossary.html

Psychotherapy isthe trestment of emotiond or behaviourd problems by psychologica
means, often in one-to-one interviews or smdl groups. Modern psychoanayss and
cognitive therapies concentrate on the patient's beliefs. Other therapies, such asthose
within humanigtic psychology, atend to the patient's emotiona Sate or sengtivity. The
digtinction, however, is not clear-cut, as dl these therapies involve intense exploration of
the patient's conflicts, and most rely on the emotion generated in therapy as aforcein the
patient's recovery. In contrast, behaviour therapies derive from the view that neurossisa
matter of maladaptive conditioning and concentrate on modifying patients behaviour.
www.rehab-finders.com/glossary.html




Psychotherapy isthe branch of psychiatry concerned with psychologica methods
WWW.cogsci.princeton.edu/cgi-bin/webwn

Psychotherapy isthe trestment of mental or emotiona problems by psychologica means
WWW.cogsci.princeton.edu/cgi-bin/webwn

Psychotherapy isaset of techniques believed to cure or to help solve behavioura and
other psychologicd problemsin humans. The common part of these techniquesis direct
persond contact between thergpist and patient, mainly in the form of taking. Due to the
nature of these communications, there are significant issues of patient privacy and/or
client confidentidity.

Wikipedia, the free Encyclopedia

Psychotherapy isaset of techniques believed to cure or to help solve behavioural and
other psychologica problemsin humans. The common part of these techniquesiis direct
persona contact between therapist and patient, mainly in the form of talking. Owing to
the nature of these communications, there are Sgnificant issues of patient privacy and/or
client confidentiality

wordiQ.com

Psychotherapy isthe use of psychologica techniques to change behaviours, fedings,
thoughts, or habits. It is generdly employed to reieve symptoms of emotiona or
behaviourd dysfunction or distress, however it is dso used to help people achieve greater
levels of sdf awareness and to actudize latent potentid.

PlanetPsych.com

Psychotherapy isahighly persondized and collaborative effort, engaging atrained
professond with one or more individuas who are experiencing distress and disruption in
thar lives. Severd concepts will be useful to understand the bewildering array of services
that go by the name of thergpy. Most important among these are: "common eements;”
“"theory," "technique," and "socid processes.”

Keth Sonnanburg, Ph.D. Insghts from Psychotherapy
http://Aww.speakeasy .org/~keson/ezinehtm

Psychotherapy: noun

1. The branch of psychiatry concerned with psychologica methods.
2. The treatment of menta or emotiona problems by psychologicd means.

(WordNet 1.7.1. Copyright 2001 Princeton University)



THE HISTORY OF PSYCHOTHERAPY/MODERN PSYCHOLOGY
The oral teachings recorded in the Upanishads, Buddhist sutras, and similar records go back
thousands of years and provide evidence that mystical teachers of widely different cultures

describe away that leads to a higher leve of existence.

There are records of treatment of mental distress through psychological means from the
origins of civilization (priests, shamans, witch doctors). Asfar back as 15,000 B.C one can find,
depicted on the wall of a cave in southern France, a sorcerer, his head crowned with deer's
antlers. Primitive man understood himsalf through the heavenly bodies as well as the rhythms of
waking and deeping, and the rise and fall of emotions. Primitive cultures showed a genera
preoccupation with the nature and attributes of the soul. The conception of a psychic entity, or
detachable soul, made sense to him. The opening lines of Homer’s Iliad refer to the souls which,
in combat, have departed to Hades and, when Achillesis visited in the nether world heis ill, ina
sense, the Achilles once known. Primitive psychology sees the surviva of the soul after bodily
degth, through the view of immortdity, or permanent existence. Greek philosophy referred to a
ghost soul and, in the sixth and seventh centuries B.C. theorists tried to find a central substance or
principle from which al else could be derived. Democritus looked to a mechanica explanation,
Sophists saw the human experience as a meaningless flow of experiences, and Socr ates, with his
conversational, critical method confronted them both, erecting the architecture within from which
Western philosophy and psychology developed. Plato separated the soul from the body and
Aristotle ordered and defined the system of knowledge from which the soul and the living
organism could be brought into relation. From Coper nicus we get the belief in the natural order
and laws of nature and Gilbert, in his study of magnetism, gave us the modern term
‘experimental’. Francis Bacon, while not quite understanding al the theories, spread enthusiasm
for empirical methods and Isaac Newton gave logical use of experimental results. Descar tes

introduced physiology and the rationale nature and saw the Pineal gland as the ‘ seat of the soul’.



His analysis of emotions was significant as was his conception of the machinelike nature of the
reflex response. M alebranche aso worked with the physiologica definition of emotions while
Spinoza, in hisbook Ethics, published in 1677, and way ahead of other theorists of histime,
worked on a philosophy which fused the body and mind and included the memory, which brought
forward the idea of unconscious motivation. In the English empire Hobbes began to draw a
digtinction between origina nature and the products of experience glossing over what he saw as
acquired, innate activities and reflecting more on relaions to socia life, bringing us closer to our
understanding of motivation. David Hume (1711-1776) brought in the notion of causality and
Kant (1724-1804) brought this from the external natura world into the human mind. He saw two
separate domains of redity, one inside the mind, and the other completely outside. He recognized
the role of time and space and included twelve categories defining quality, quantity, relation and
mode. Johannes M uller (1801-1858) worked with the studies of sensation and perception and
Helmholtz (1821-1894), in taking away Muller’s belief in vitalismand embracing mechanism,
brought theorists to the belief that no other forces, other than the common physical-chemical
ones, are active within the organism. Briquet (1859) referred to Hysteria as a disease which
modifies the whole organism and was the first to show that this included chronic physical
complaints and psychological disturbances (Briquet’s Syndrome or currently called sometization
disorder-APA, 1994). In 1877 Char cot first conceptualized hysteria as a mental disease
recognizing that it involved disturbances of perception and control. Janet (1893) stressed
involvement of body and mind and saw hysteria as hereditary weakness which involved

emotiona and traumatic events.

Formal psychotherapy thus began to form in the eighteenth and nineteenth centuries when
treatment was taken over from the clergy by rationalistic medicine and eventually became the
specidty of psychiatry, which at first dealt primarily with madness. Freud's psychoanaysis

extended this view to include neurosis and hysteria, and psychotherapy now includes the



problems associated with existentia human suffering, the traditional domain of religion, from

which it historically originated.

Today, Western science is characterized by a split between the sacred and the rational. The
issue involves the fact that most contemporary theorists of psychotherapy are based on a
nineteenth-century physical and biologica scientific modd that is far too narrow to encompass

human consciousness.

Human beings need meaning. Without it they suffer boredom, depression, and despair.
Increasingly, psychotherapists are called on to dea with these symptoms as people confront aging
and degth in the context of a society that is coming to redize the possibility of its own decline and
extinction. Western psychotherapy interprets the search for meaning as a function of childlike
dependency wishes and fears of helplessness or, at best, a genetic disposition toward intellectua

control, preserved and enhanced by natural selection, because of its surviva vaue.

Our lives and our psychological hedth depend on a sense of purpose, and yet western
psychotherapists, to dite, have lacked a theoretica framework that provides meaning, direction,
and hope. Science's vision of an orderly, mechanical, indifferent universe can provide no purpose
for life. We live in a society where many people attempt to suppress despair at their
purposelessness and to substitute heightened sensation for meaning. Even the pursuit of materia
goas may be a blind response to the urge to attain a dimly sensed redlity in which purpose and

meaning are facts, not fantasies.

Pain and dysfunction inevitably result from the denia or distortion of reality. A person who
seeks psychotherapy may be suffering from a distortion of redity, not only at the interpersonal
but aso a the metaphysica level. Emations, thoughts, impulses, images, and sensations are the

contents of consciousness. We witness them, and we are aware of their existence. Likewise, the



body, the sef-image, and the salf-concept are al constructs that we observe, but our core sense of

persona existence, the "1", is located in awareness itself, not in its content.

The distinction between awareness and content tends to be ignored in Western psychology.
Most people have trouble recognizing the differences. Careful observation shows people that they
can suspend their thoughts, that they can experience silence or darkness and the temporary
absence of images or memory patterns that any element of mental life can disappear while
awareness itsalf remains. Awareness is the ground of conscious life, the background or field in
which dl dements exist, different from thoughts, sensations, or images. One can experience the
distinction simply by looking straight ahead. It is to this state that Transpersona Psychology

addresses itsdlf.



THEORETICAL APPROACHESTO PSYCHOTHERAPY
There are awide variety of theoretical gpproaches or orientations to psychotherapy.
The choice of approach is usudly determined by the training and experience of the
therapist as well asthe needs and desires of the patient. Some of the more widdy used

approaches are briefly described below.

Anxiety management training (AMT) can dso be classfied as a Cognitive- behaviourd
technique. It involves Relaxation training with a management of fear and anxiety through
the systematic relaxation of the magjor muscle groups or the imagining of reaxing images,
Breathing retraining which uses dow abdomind breath to help the patient relax and/or
avoid hyperventilation with its unpleasant and often frightening physicd symptoms, and
Assertiveness training which teaches expresson of one' swishes, opinions, and emotions

gopropriately and without aienating others.

(http:/Amww.ncptsd.org/wsah_booklet/32_the mental_health _pr.html)

Behavioural Therapy employs learning theory to effect changesin behaviour. It is
usudly symptom focused as opposed to working on unconscious materia. Unlearning
unwanted behaviours (including thoughts and fedlings) and learning desired behavioursis
the work of behaviour therapy. Ma adaptive habits are weakened and diminated
(extinguished) and adaptive habits developed and strengthened in very smal steps
(successive approximations). These changes are consolidated through reinforcements
(rewards, ether intringc or extringc) until stable behaviour change is established. .

(Bateman, 2000; Rowan, 2001)
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Cognitive Therapy seeksto ater habituad maadaptive thought patterns. Unredigtic
expectations, wishful thinking, living in the past (or future) and over generdizing can dl
lead to disgppointment and frustration. Cognitive thergpy emphasizes aratiord and
positive world view. It has proven to be especidly effective with anxiety and depression.

(Bateman, 2000; Rowan, 2001)

Cognitive-Behavioural therapy (CBT) involves amodification of unredidtic
assumptions, beliefs, and automatic thoughts that lead to disturbing emotions and
impaired functioning. It involves Imaginal exposure, or the repeated verbal recounting of
the traumatic memories until they no longer evoke high leves of disressand In vivo
exposure which is the confrontation with stuations that are now safe but which the
person avoids because they have become associated with the trauma and trigger strong

fear. Repeated exposures facilitate habituation to the feared Situation.

(http:/Aww.ncptsd.org/wsah_booklet/32_the menta _pr.html)

Eclectic Therapy dthough not aforma school of thought, is the use of a combination of
approaches or theoretica orientations. It is used by most therapists. There are many
different blends. It is arecognition that individuas may benefit from avariety of
techniques. The eclectic gpproach can be flexible and adaptive and avoid forcing
treatment into one szefitsdl limitations. It is necessary that the thergpist be well
grounded in severd of the more orthodox approaches to treatment rather than using bits

and pieces through alack of familiarity. (Bateman, 2000; Rowan, 2001)

11



Exigtential Therapy is an goproach that examines some of the mgjor issuesin our
exisience such as the meaning of life, londiness, mortality, and the chalenge of free will.
It focuses on taking respongbility for ones choices and cresting our own meaning and
purpose. It is especidly useful with the derly and in working on issues of death and
dying. Though it emphasizes needs of theindividud it usudly helps patients find new

meaning in their raionships. (Bateman, 2000; Rowan, 2001)

Psychoanalysis isthe persondity theory and psychotherapeutic approach pioneered by
Sigmund Freud, the father of psychoanalyss. The approach emphasizes making the
unconscious conscious and thereby giving the individud choicesin life rather than being
a the whim of unknown forces within themselves. Psychoandysis frequently uses
dreams and free associ ations (Spontaneous uncensored communications) as the subject
matter for trestment. . The thergpist (andyst) sayslittle but guidesthe patient in
interpreting the meaning of the intruson of unconscious meterid into everyday life.
Sessons are frequent, up to five times per week, and treatment usudly lasts for years.

(Bateman, 2000; Rowan, 2001)

Psychodynamic Psychother apy is the term used to describe treatment approaches based

on psychoandytic principas, but which are conducted less frequently, over a shorter
duration, and alows a small amount of eclecticism. Psychodynamic thergpists are more

active (communicative) than psychoandysts. (Bateman, 2000; Rowan, 2001)

Transgper sonal Psychother apy
Sutich describes trangpersondly oriented therapy as “therapy directly concerned with

the recognition, acceptance, and redlization of ultimate sates.” He describesthis asthe

12



“oldest of al the thergpeutic approaches.” He datesthat “ Trangpersond therapy isaso
concerned with the psychologica processes related to the realization, or making redl, of
dates such as‘illumination,” ‘mystical union,” ‘transcendence,” and ‘cosmic unity.’ It is
aso concerned with the psychologica conditions or psychodynamic processes which
directly or indirectly form barriers to these trangpersond redizations.”

(Boorstein, 1996, P. 10)

Wash and Vaughan remind us of the condrictions of a definition, preferring to use a
definition of processin order to make room for continuing growth and evolution. They
refer to Transpersonal Experiences as“experiences in which the sense of identity or self
extends beyond (trans-) the individua or persona to encompass wider aspects of
humankind, life, psyche, and cosmos,” Transpersonal Psychology as* psychology that
focuses on the study of transpersonal experiences and related phenomena.” (i.e. cause,
effect and correlates; disciplines and practices inspired by them), and Transpersonal
Psychotherapy as “thergpy informed by a trangpersona perspective which recognizesthe
vaue and validity of transpersona experiences and development.” (Boorstein, 1996, P.
17). Wash and Vaughan use atrangpersond paradigm modd of the psyche which
includes the dimensions of consciousness (defences and obstacles distorted by input from
redity and fantasy in accordance with needs as wdll as height potentid), conditioning
(tyranny of the mind, detachment), persondity (less centrdity to persondity which may
involve disdentification rather than modification), and identification (intrapsychic,

identity beyond the individual ego/persondlity).

13



Rowan (1993) tdls us that the Transpersond is not the extrapersond, is not the same
astheright brain, is not New Age, and is not ardligion. He sees the transpersond as
everyday life, which includes inner voices, intuition, creativity, and pesk experiences.
Brant Cortright (1997) gives us the following basic assumptions:

1. Our essentid nature is spiritua

2. Constiousness is multidimensiona

3. Human beings have valid urges toward spiritua seeking, expressed as a search for
wholeness through deepening individud, socia, and transcendent awareness.

Boorgtein (1996) reminds us that the trangpersona gpproach involves an enhanced
awareness with perceptions that need to be trained. Observing menta content, rather than
trying to change it, gives the opportunity to disidentify from and begin the processwhich

explores the question of Who am 1? and What am |?

The Trangpersond, with its wider spectrum of psychologica well-being, affords
individuas the opportunity of working at different levels. As Wash and Vaughan tdll us
“itisdifficult to see beyond our own level, and those individuals and systems that have
not recognized the possibility of, or experienced, trangpersond awareness may interpret
such experiences from an ingppropriate and pathologizing perspective.” (Boorstein, 1996,
P.21) Interpreting mystical experiences as manifestations of borderline psychotic
processes, which iswhat the Group for the Advancement Psychiatry (GAP, 1977) did,

shows amarked lack of understanding of atered States.

14



OTHER MODEL S OF THERAPY

Groft (2000) spesks to the optima spiritua emergence and the role of the psyche. He
reminds us that the experiences which manifest as spiritud awakenings are not artificidly
produced by aberrant pathopysiologica processes in the brain, but actudly belong to the
psyche. By transcending the narrow understanding we have held of the psyche usualy
offered by mainstream psychiatry, and using a vastly expanded conceptual framework,
such as Ken Wilber' s spectrum psychology (Wilber, 1977), Roberto Assagioli’s
psychosynthes's (Assagioli, 1976), and Jung's concept of anima mundi, or world soul
(Jung, 1958), we begin to see an emerging pattern of differentid diagnos's between
spiritual emergence and mentd disease. It isimportant to begin to ook a which
individud, experiencing an intense spontaneous Hol otropic state of consciousness, would
be more likely a good candidate for atherapeutic strategy that validates and supports the
process, and for whom an dternative approach would not be appropriate and current
psychopharmacologica suppression of symptoms would be more preferable. Groft
suggests beginning with an evauation that diminates organic and biologica conditions
from biographical, perinatal, and trangpersond experiences. Groft continues on to say
that psychotherapy, as it has been known in the past, does not address the multilevel
dynamic structure which may include sgnificant e ements from the perinatal and
trangpersond domains of the psyche. He suggests that the traditiond view of
understanding psyche function and why symptoms happen, which leads to a correction of
deviant psychodynamic processes, lacks the most fundamental of theoretical issues and
gppropriate therapeutic measures. With schools disagreeing considerably in regard to the

development of the psyche and psychopathology, their strategies and nature of

15



thergpeutic interventions remain limited. Influenced by their forma, basic training and

persona philosophy, their activities and interventions become more or less arbitrary.

Groft sees emotional psychosometic disorders as a representation of the
organisms atempt to free itsdf from old traumatic imprints, to hed itsdf, and to Smplify
its functioning. He sees symptoms as a mgjor opportunity, with effective therapy
conssting of temporary activation, intengfication, and subsequent resolution of the
symptoms through facilitator support in which the process spontaneoudy is set in motion.
“This saves the thergpists from the impossible task of determining what are the truly

relevant aspects of the materia the client is presenting.” (Groft, 2000, P.180)

In maingream psychiatry, under the influence of the medicd modd, psychiariss see
the intengty of symptoms as indicators of a serious emotiona and psychosomatic
disorder, with amdioration of symptoms seen as improvement. With dynamic psychiatry
the intengfication of symptoms suggest emergence of important unconscious materid
and herdds mgor progressin thergpy. “It isaso well known that acute and dramatic
emotionda dates rich in symptoms usudly have a much better dlinical prognosis than
dowly and ingdioudy developing conditions with less congpicuous symptoms.” (Groft,
2000, P.180) “...the god of red therapy of emotional disorder isto attain aStuation in
which symptoms do not manifest, because there is no reason for them to manifet, not
one in which they cannot appear because the sgnadling system is out of commission.”
(Groft, 2000, P.181) This Holotropic strategy of therapy encourages, facilitates, supports
the full emergence of underlying symptoms and helps to process and liberate traumétic

imprints and the emotiona and physical energies associated with them.



What mainstream and psychiatrists diagnose as psychotic and serious menta disease
can instead be seen as the cartography of the psyche that includes the perinatal and
transpersond domains, which explains the intensity and content of such extreme dates.
Groft suggests that human beings only function at afraction of potentid, a the leve of
€go and the physicdl. “This fase identification leads to an inauthentic, unhedlthy, and
unfulfilling way of life and contributes to the development of emotiond and
psychosomatic disorders of psychologica origin.” (Groft, 2000, P.182) A crissor
breakdown of old, usdess patterns of functioning makes way for unconscious discharge

into the conscious psyche which, if not supported and guided, can lead to life disruption.

By supporting, mohbilizing, and bringing to fruition these repressed and forgotten
traumas there is the possibility of liberation and discharge of dl symptoms and
experiences-biographical, perinatal, and/or transpersonal. When the term therapist isseen
in the Greek context of therapeutes (person assgting in the heding process), we can then
embrace the experientid unfolding without the need for rationdization. Somatic
regressive work, which supports the emotiona and physical sensations of the origina
traumatic Stuation from the perspective of the child and maintains the adult
consciousness, alows for conscious experience, processing, and integration. It ismore
important to *hold the space’ than to give therapist biased interpretations of materid.
“When we are patient and res st the temptation to share our own impressions, participants
very often find their own explanations that best reflect their experience.” (Groft, 2000,

P.200)
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Schilder (1999) reminds us that many therapeutic approaches vaue the notion of
"psyche" in the root of the word. Other approaches focus on the link between the mind
and body and try to access degper levels of the psyche through manipulation of the
physical body (e.g. Rolfing, Pulsng and Postura Integration). He suggests thet a
distinction should be made between those psychotherapies thet employ a medicd modedl
and those that employ a humanigtic modd. In the medica modd the client is seen as
unwell and the therapist employs their kill to help them back to hedth. In the humanistic
model the thergpist facilitates learning in the individua and the clients own naturd

process draws them to a fuller understanding of themselves.
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List of some of the Psychotherapeutic Modalities
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3

3
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Andyticd Psychology
Autogenic Psychotherapy
Behaviour Thergpy
Biodynamic Psychotherapy
Bio-energetic Anayss
Bio-synthesis

Jungian Psychotherapy
Rogerian Psychotherapy
Cognitive Andlytic
Psychotherapy

Cognitive Behaviourd
Psychotherapy
Concentrative Movement
Therapy

Core Process Psychotherapy
Dasains Andytic Psychotherapy
Encounter Groups
Exigertid Andyss

Family Therapy

Freudian Psychotherapy
Gedtat Therapy

Group Therapy

Humanigtic Psychology
Logo Therapy

A3 333 AIINIIIIIISN
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Neuro-Linguidic Programming
Person Centred Psychotherapy
Persona Construct Psychology (PCP)
Positive Psychotherapy
Posturd Integration

Primd Integration

Prima Therapy
Psychoandysis

Psychodrama

Psychodynamic psychotherapy
Psycho-Organic andys's
Psychosynthesis

Pulsng

Retiond Emoative Behaviour
Psychotherapy

Reichian Psychotherapy
Roalfing

SophiaAndyss

Sysemic Therapy

T Groups

Transectional Andyss
Transpersona Psychotherapy

List of some of the techniques used in Psychother apy

333 NIIIIISN

Art work

Body work

Catharsis

Coaching

Dream andysis and interpretation
Empathy

Journal work

Massage

Minima Encouragers

NI IINIIIAN

Paradoxicd intention
Reflective Ligening
Regresson

Roleplay

Sand play

Unconditiona positive regard
Vdiddion

Working through Projections
Working through Tranference

Schilder, Paul (1999) Psychotherapy: International Library of Psychology
Routledge, NY
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WHO DOES PSYCHOTHERAPY?

Although there are many smilarities, the varied training backgrounds of therapists
sometimes |lead them to choose different approaches and/or orientations. The table below
summarizes some of the characterigtics of different licensed practitioners. The specid
orientations listed are generdizations and individuds differ in their approaches.

Discipline Traning Specid Orientation
Ph.D. (Doctor of Philosophy Psychotherapy: All
Psychologist in psychology) or Psy.D. modalities and orientations.
(Doctor of Psychology) and Psychological Testing,

one year Internship.

Madgters Leve Psychologist

M.A.(Master of Arts) or M.S.
(Master of Science) or
M.Ed.(Master of Education)

Psychotherapy: Some
modadlities and orientations.
Psychologica Testing.

M.S.W.(Master of Socia

Psychotherapy:

Socia Worker Work) Inftqperspnd,_fanily, group,
milieu orientation.
M.D.(Medica Doctor) or
D.O.(Doctor of Biologica Trestment,
Psychiatrist Osteopathy) and Threeyear  |Psychopharmacology. Some
Psychiatric Residency Psychotherapeutic
moddities and orientations.
M.A.(Master of Artsin . .
Counsdllor counselling) or M.Ed.(Master Counsalling, Vocationdl and

of Education in counsdling)

Educationd Tedting.

From FreeDefinition.com
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THE ROLE OF A THERAPIST
Hawkins (2002) reminds us that in order to understand meaning we have to ask the
right questions. “Understanding doesn’t proceed smply from examining data; it comes
from examining data in a particular context.” (Hawkins 2002, P. 26) He reminds us that
we need “the gppropriate ingruments with which to measure the dataiin a meaningful

process of sorting and description.” (Hawkins 2002, P. 26)

Some of the faults of our cognitive process include:

?? The differentiation between subjective and objective

?? Digegarding the limitations of context inherent in basc design and terminology
?? Ignorance of the nature of consciousness itself

?? Misunderstanding causdity

Hawkins reminds us that “ Society congtantly expendsits efforts to correct effects
ingtead of causes’ (Hawkins, 2002, P.26) and suggests that this has caused adday in
human consciousness. We need to remember that information is usdess without meaning
and that true answers dways have the hadlmark of smplicity. It is not the elaborate
schemes of thinking that create a good thergpi<t, but their psychologicd, physicd, and
spiritud presence. The law of efficacy requires observation. “No definitive answer to any
problem can be found by isolating sequences of events and projecting upon them a
menta notion of ‘causdity’.” (Hawkins 2002, P.27) We need to find away to
discriminate the essentid from the nonessentiad, amethod to digtinguish power from the
ineffective. Societd choices have been the result of expediency, datisticd fdlacy,
sentiment, political or media pressure, or persona prejudice and vested interest. Force
(rules and regulations) and a rdliance on reason and feding, both inherently unrdigble,

have been the maingtay of therapy, and the life dandards of many, for along time, while
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awareness and human consciousness should be at the forefront. “ Consciousness
automatically chooses what it deems best from moment to moment” (Hawkins 2002,
P.29) and if we can learn to patiently observe, we may achieve anew leve of
understanding. Facts are accumulated by effort and truth revedsitsdf effortlesdy

(Kendall, 1971).

“Presence is dlent and conveys a state of peece. It' sinfinitely gentle and yet like a
rock. With it, dl fear disappears, and spiritud joy occurs on aquiet leve of inexplicable
ecstasy. Because the experience of time stops, there’ s no apprehension, regret, pain, or
anticipation. . ..nothing needs to be done, for everything is dready perfect and complete”

(Hawkins 2002, P.20-21)

“The difference between treating and healing isthat in the former, the context remains
the same, whereas in the latter, the clinica responseis dicited by a change of context so
as to bring about an absolute remova of the cause of the conditions rather than mere

recovery from its symptoms.” (Hawkins 2002, P.73)

Therapy is meant to resolve issues, such as shame, guilt, apathy, grief, fear, desire,
anger, and pride, and bring usto our level of courage, willingness, acceptance, reason,
love, joy, peace, and eventua enlightenment. Hawkins (2002) tells us that what is needed
to reach awareness is dedire to change, discipline and focus to act with constant and
universa forgiveness and gentleness, compassion to everything including our own sdif
and thoughts, willingnessto hold desiresin abeyance, and surrender of the persona will

to the Higher Good, or Higher Consciousness.
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Gardner (1992) suggeststhat atherapist should have:

?? A genuine desire to help the patient

?? A reasonable degree of sympathy and empathy (intellect and emation), respect
and receptivity

A reasonable capacity to identify with the patient

God's of trying to help as opposed to curing the patient

An understanding of the role family of origin and culture play

A sense of therapy as an educationa experience

A way of communicating, conceptudizing and providing experience
The ability to create a genuine thergpist-patient reaionship

A sense of pride in what they do

The experience of having their own therapeutic experience

A sense of timing and the ability to be *on the same wavelength
agrong parentad ingtinct with the ability to support

achildiike persondity characterigtic

afrudration tolerance with flexibility and cregtivity

comfort with thergpeutic failure

the ability to terminate therapy while leaving the door open for return (processin
moation)

NI IIITIINLIININN

Herman (1992) reminds us that therapists need a support system. “The didectic of
trauma congtantly challenges the therapist’s emotiond baance’ (Herman, 1992, P.151)
and it is common to have fedings of withdrawa and loss of baance, impulsive, intrusve
acts, rescue attempts, boundary violations, attempts to control the patient, doubts or
denid of the patient’ sredlity, dissociation or numbing, minimization or avoidance of the
traumatic materid, professond distancing, and abandonment of the patient. “The
guarantee of her integrity is not her omnipotence but her capacity to trust others.”

(Herman, 1992, P.151)

Thergpist’s support systems should include peer review and/or supervisory overview.
They must have a space to express emotiona reactions, technica or intellectua concerns,

and a supportive environment where they can be heard and believed , aswell as
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maintaining a balanced persond and professiond life. They need the ability to st
redidtic limits, to be ableto cdl on their most mature coping abilities and a sense of
humour. “By congantly fostering the capacity for integration, in themsdves and their

patients, engaged theragpists deepen their own integrity.” (Herman, 1992, P.153)

Ross (1995) reminds us that as many as 15% of professionals providing treatment to
Satanic ritual abuse survivors could either be sexua offenders or have dissociative disorders with
probably more than 50% having sexual-abuse histories of some kind. He reminds us that this data
serves to highlight the need for attention to boundaries, which he states includes management of
countertransference, understanding the meaning of and how to work with polyfragmented

systems, and working with the multitude of variances that may present.

Janov (1970) reminds us that when a patient is able to fed, the charting, testing, diagramming,
and schematizing done in order to understand human behaviour will be unnecessary. He tells us
that therapists need to know something about physiology and neurology so he knows when to
treat organic brain impairment and when to work psychologically. He must have an appreciation
of scientific methodology and know what evidence consists of. He needs to be open enough to
alow patientsto tell him what is real and he must be sensitive and perceptive, which comes from
living his own pains, and be able to sense the rhythms, the digointedness, and the neurosis of his
patients. He must live in the present and move from labeling to concern about the redlity

underneath.
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WHAT ISDISSOCIATION?

The American Psychiatric Association has taken the time to elucidate and categorize, placing
symptoms into recognizable dots. (DSM-1V, 1994) Dissociative Amnesia refers to the state of
disturbances where there are episodes of inability to recall important persona information,
usually of atraumatic or stressful nature. These symptoms must cause significant distress or
impairment and not be due to direct physiological or substance effects. Dissociative Fugue
happens when one travel s from home with the inability to recal their past. There is identity
confusion, with the possibility of assuming a new identity. Dissociative |dentity disorder requires
the presence of two or more distinct identities or personaity states which take control over the
person’s behaviour. Thereis an inability to recall persona information that can’t be explained by
forgetfulness. Deper sonalization disorder involves a persistent or recurrent experience of
detachment from self, asif becoming an observer of one’'s mental processes or body. Thereis also
aclassfication called Dissociative Disorder Not Otherwise Specified in which there are
Dissociative symptoms but the specific criteria aren’ t met. This may include people who have

encountered brainwashing or other forms of coercive persuasion or indoctrination.

Mot dinicianstoday believe that dissociative processes exist on a continuum with
mild dissociative experiences (daydreaming, highway hypnoss) on one end of the
gpectrum and severe, chronic dissociation with serious impairment or inability to function
a the other extreme. “When faced with highly anxiety- provoking Stuations from which
there is no physical escape, the child may resort to “going away” in hisor her head. This
ability istypicaly used by children as an extremely effective defence againg acute
physicad and emationd pain caused by highly traumatic Stuations, most commonly
severe abuse. Over time, for a child who has been repestedly abused, dissociation

becomes reinforced and conditioned.” (Cohen, 1991 P.xx) Even after the danger islong
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past these chronic defensive dissociations, which may lead to serious dysfunction in
work, socia and daily activities, are autometic responses to any anxiety or anticipatory

anxiety, even in non-abudve Stuations.

The common profile factors for a person with severe DID are: endured repetitive,
overwheming, and often life-threatening trauma at a sengtive developmenta stage of
childhood (usudly before the age of nine) and a biologica predisposition for auto
hypnotic phenomena. Many refer to DID as a highly creetive surviva technique “because
it dlows individuas enduring ‘ hopeless circumstances to preserve some areas of hedthy

functioning.” (Cohen, 1991 P.xx)

“Theorigts have long observed that dissociative experiences gppear in minor and mgor
forms (Berngein & Putnam, 1986) that seem to fdl aong a continuum (Berstein &
Putnam,1986; Ludwig, 1983; Putnam, 1989) ranging from transent everyday events
involving absorption (such as daydreaming) to more chronic and relaively rare
conditions characterized by dissociative pathology (such as disorders of memory and

dentity)”. (Butler, 2004)

Healthy Dissociation “Grey Zone” Unhealthy Dissociation

Healthy Defending Against  Defending Against PTSD Dissociative  Dissociative

Trance  the Pain of Being the Pain of Being Disorder Identity
States  Abused as a Abused as an Disorder
Child Adult {MPD)
(Whitfield, 1995)
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The Diagnogtic and Statisticad Manua of Mentd Disorders: Third Edition Revised
(DSM-111-R), published by the American Psychiatric Association first included MPD and
other Dissociative Disordersin their 1980 edition, legitimizing the diagnosis within the
psychiatric community. Many menta hedlth professionas continue to remain skeptica.
Some of the symptoms included: depression, mood swings, suicidality, deep disorders,
panic attacks, phobias, acohol and drug abuse, compulsions and rituas, psychotic like
symptoms (including auditory and visud halucinations), eating disorders, headaches,
amnesig, timeloss, fugues, trancing, out of body experiences, self persecution, sdf

sabotage, violence (sef inflicted and outwardly directed), etc.

Today, DID is seen as amethod of coping with and surviving overwhelming traumetic
severe, chronic childhood sexual and/or physical abuse, neglect, loss or changes of
caretakers. Child autohypnosis creates dtered states, or persondities, to contain the pain,
anger, and memories. Personswith DID are courageous, intdlligent, cregtive, socidly
skilled, talented people whose dissociative abilities dlowed them to survive traumatic
abuse. Some of the symptoms of DID include lack of appropriate emotiond response,
memory loss, lost time, not knowing what has been said or done, feding dream-like, a
sense of watching oneself speak or act, dizziness, headaches, numbnessin body parts,
feeling digointed, spontaneous trance states, not remembering childhood or mgor life
events, hearing voices or thoughts that don’t seem to belong to the person, unexplained
itemsin possession, drastic and rapid changes in mood and behaviours, addictions, eating
disorders and disruptive deep patterns, suicide attempts and salf destructive behaviours,

displays of hypervigilence and denia of behaviour observed by others.
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Stout (2001) tells usthat dissociation isanorma function of the mind and a universa
human reaction to extreme fear or pain. It alows us to disconnect emotional content from
conscious awareness and gives us a better chance of surviving the ordeal and getting
through a critica moment in which our emotions would only bein the way. The person
viewing an ongoing traumétic event becomes the spectator, which prevents the chance of
becoming overwhelmed. It is adaptive, and seen asasurviva function. The problem
begins when this adaptive behaviour becomes alife long disconnection from the saif and
old terrors reoccur within the present life.

Ross (1994) refers us to core symptoms such as: voices in the head, ongoing blank
gpdlls, periods of missing time, depression, anxiety, eating disorders, substance abuse,
deep disorders, sexua dysfunction, psychosomatic disorders, symptoms that mimic
schizophrenia, self-abuse and violence, etc.

The current quantitative research on DID comes from using the Dissociative
Experience Scade (DES), the Dissociative Disorders Interview Schedule (DDIS), and the

Structured Clinica Interview for DSM-111-R Dissociative Disorders (SCID-D).

When we look at the definition of dissociation, we come up with a noun, and the
following description:

1. The act of removing from association.

2. A state in which someintegrated part of a person's life becomes separated from
the rest of the persondity and functions independently.

3. (chemidgtry) the temporary or reversible chemicd processin which amolecule or
ion is broken down into smaler molecules or ions.

(WordNet 1.7.1. Copyright Princeton University 2001)

Dissociation comes from the Latin expression * dissociatio’ .
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The word ‘dissociation’ was firgt used in popular English literature sometime before
1790.

Firman and Gila (2002) refer to Primal Wounding, the results of violation of a person’s sense
of saf. Thismay occur from intentiona or unintentiona neglect by those in the environment and
from the inability of significant others to respond empathicaly. Firman and Gila (2002) believe
that no one has escaped from some level of debilitating primal wounding in their lives, which
involves a breaking of the empathic relationship by which we know ourselves as intrinsically
valuable human beings rather than as nonpersons or objects. “In these moments, we feel ourselves
to be‘it's rather than ‘Thou's', to use Martin Buber’s (1958) terms.” (Firman, 2002, P.27) This
experience creates feelings of isolation and abandonment, disintegration and loss of identity,
humiliation and low sdf-worth, toxic shame and guilt, fedings of being overwhelmed and
trapped, or anxiety and depression/despair.

Using this model, the greater the wounding, the more dissociated and polarized the parts of the
self can become as the entire personality system responds to the wound. Firman and Gilarefer to
this state as a painful, self-destructive synthesis that embodies the higher unconscious qualities
with the pain of the lower unconscious.

Spiegd (1994) reminds us that the depiction of self is culture bound. “People in other cultures
do not demand the same amount of continuity, consistency, univocality, or rationdity in
behaviour.” (Spiegel, 1994, P.114) What some cal an illness or disorder can be looked &, in
other cultures, as socidly sanctioned solutions for problems. He states that additiona pathology
may be missed, such astoo much ‘I’ can be as pathologica as too little. He reminds us that
dissociative phenomena are often subtle, delicate, and involve the interaction of ordinary
cognitive and socia processes related to imagination and self -characterization through memory
and narrative. While DID may exhibit unique features they are certainly not the only phenomena

of clinical interest. He suggests that DID is a self coherent story constructed about our actions
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with the ‘I’, or narrative center creating multiple stories with different narrative centers or
multiple selves and that we should not get caught up in the drama and urgency of the distress.

Kirmayer (Spiegel, 1994) refers to states of mind, as opposed to experience, with shifts awvay
from consciousness leaving gaps in experience. He speaks to “Much of conscious awvareness is
not focused on the self but directed toward objects or events that are the content of experience”
(Spiegel, 1994, P.99), which take the person away from the salf and place their experience in the
external world. He suggests that this externa world may actually occur within their body.
Kirmayer refers us to amode in which we shift our attention to restore self -consciousness, from
which we always drifting, and try to contextualize cues and emotions and re-address themin
terms of personal meaning, describing and contrasting the ‘I’ and the ‘not I’ with our
consciousness of the external world. Kirmayer reminds usthat DID, which is directly linked to
childhood trauma, must aso take into account temperament and family pathology and he refersto
religious possession cults which consider a visitation holy and worthy of welcome.

Firman and Gila (1997) remind us that dissociation, a creative mode of menta functioning,
can be useful in such things as focusing on an important task and only becomes problematic when

it is unconscious and chronic.

In contrast to repression, Whitfield (1995) reminds us that dissociation and denid are
apart of hedthy psychologica functioning. He tells us that what was an adaptive and
useful ill in defending againg the pain of childhood abuse when continued into
adulthood becomes a ma adaptive habit requiring healing and recovery and that when we
dissociate we dter our state of consciousness which leadsto spiritud advantages and an

ease with connecting to our Higher Power.
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Whitfield refers to the BASKIM modd,

Ihese are separated

B >
Behavior ‘ and unintegrated

A L
Affect (Feelings) processes

S -
Sensation that function

K -
Knowledge in parallel

1 — -
Identity and on a time

Imagery

M -
Memory continuum.

shows us some manifestation of Dissociation,

Some Manitestations ot issociation

; Healthy
Opportunit ;
ss of e Skill Splitting of

emory \\ Inner Life
\ / / Experiences

Dissociation ) ——————— Numbness

ossof// \ N age

Regression

Panic Survival
Attacks Aid

and reminds us that the heding will involve the ‘why’s, the *can | find meaning’, and the
‘letting go'.
People like Spanos (1996) hold true to the belief that DID does not exit. Before his

desth he wrote and ddlivered a blistering rebutta to long-held assumptions about multiple

persondity disorder. Bolstered by a thorough examination he declared that MPD isnot a



legitimate psychiatric disorder but acultural congtruct with roots in early beliefs about
demonic possession. He held, to his death, the belief that MPD was created by misguided

thergpists and willing patients.
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THE HISTORY OF DISSOCIATION/MULTIPLE PERSONALITY DISORDER

S.L. Mitchill and his patient Mary Reynolds was the first publicly recorded case of

Multiple Persondity Disorder in New Y ork City in 1816 (Crabtree, 1985).

William James, in the late 1800’ s, believed that psychology should study mentd life
and that dissociation provided this key information. James believed that al people had
'selves which had different functions, desires, and activities. He often referred to
examples such asthe socid sdf, the spiritud sdif, and the family sdf. What unified all
these selves, which he stated were often in conflict and power shifts, was the feding of
ownership in regard to the stream of consciousness. To him, cases of MPD proved this
belief, yet were abnormal because the stream of consciousness was affected (Heidbreder,
1993). James explained that normal people have a stream of consciousness that links
together the memories and separate parts of the sdlf. In those affected by MPD, the
dissociation of idess creates different streams of consciousness that do not span across
these different parts. In The Principles of Psychology (origindly published 1890) he
dates that in order for the states of persondity to change so thoroughly, so abruptly, and
with different memories, that the well-organized association pathsin the brain must
change and develop dong with the dtered states. He proposed that this physiologically
affected neurologica path modd explained how different aters could be present at the
same events, or be unaware of events that were occurring to other aters.

Sgmund Freud and Josef Breuer co-authored Sudies on Hysteria (origindly
published in 1895), in which they addressed dissociation and MPD as subsets of hysteria

Breuer'sinfamous patient, Anna O, was diagnosed as having MPD and her case sparked



Freud'sinterest. Together, Breuer and Freud wrote that traumawhich involved extreme
emotiond content was the cause of MPD and dissociation. Unlike James, they believed
that dissociation of ideas that were inadmissible to the consciousness of the primary self
crested a splitting of the mind. Freud believed this because he thought that splitting of the
consciousness was impossible. He pointed to the fact that an dtered sdif could recdl the
information that was inaccessible to the primary sef to prove that the information was

gill in the consciousness somewhere. Freud went on to say that the aters were defined by
what memories they held that were inadmissble to the complete consciousness. He cdled
for abreaction done with the assstance of hypnosisin order to bring those memories back
into complete consciousness as the cure for MPD and dissociation. Breuer and Freud also
brought forth the idea that aters could affect each other without direct contact, such as

through emotiona and memory leskage.

Alfred Binet wrote Alterations of a Personality (origindly published in 1896) in
which he focused soldly on MPD and dissociation. He witnessed and conducted research
done on MPD and dissociative patients, including tests of memory, hypnatizability,
autonomic writing, and differences between dters handwriting, Speech, and intelligence.
He noted, from this research, that there was a stable base of symptoms that linked MPD
patients. He felt that each dter had characteristics that differentiated them from another
dter, which included: memory recdl, state or digpostion, and the sate of senghbility,
movement, mental capacity, and physica differences or problems. Some smilarities he
found in early cases were: headaches, loss/shift in appetite, body pains from
psychologica sources, being highly hypnotizable, experience of loss of time and

memory, and different pain thresholds for different dters. Binet felt that sudying MPD
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and dissociative patients provided much informetion because he fdt they magnified the
phenomena not shown in cases of hysterica symptoms. Binet agreed with Freud and
Breuer that different atered states could affect and interact with each other, either
directly or indirectly. He fdt that something more profound than associationism must be
present. According to Binet, the process of dissociation was cregting different

consciousnesses, which could be identified by character and memory.

Pierre Janet in The Mental State of Hystericals (published in 1901) related
psychologica phenomenathat characterized disturbances as retraction of the fied of
consciousness and dissociation. He stated that hysterics display aretraction of
consciousness o that perceptions are not assmilated into norma consciousness and
persondity and are, therefore, not synthesized into persond perception or memory. This
non-assimilated mental phenomena was perceived and stored and began to lead a life of
itsown. Moreau de Tours (1845) introduced the descriptive concept of dissociation but
Janet was the author who most profoundly studied its manifestations, observing that
dissociative processes find expression in somatoform disturbances of sensation,
movement, speech, vison, and hearing, as well as disturbances of consciousness,
memory, and identity. (Nijenhuis, 1999) It was Pierre Janet who coined the word
disaggregation to identify changes in consciousness which disturbed the normd, well-
integrated functions of identity, memory, and thought in severd of his patients. Thisterm
was later trandated from the French as dissociation. (Cohen, 1991) Janet studied patients
with amnedia, fugue, and * successive exigences , now known as ater persondities. He
saw these symptoms as an affect of gplit-off parts of the persondity which were capable

of independent thoughts, actions, and identities. These patterns gppeared to be coming



from padt traumatic experiences with the symptoms being dleviated by splitting off from
memories and feglings. While Janet’ s contemporaries expanded upon his research and
produced a mode for the diagnosis and treatment of dissociation, the 1930's, and Freud's
theories, pulled the professond community away until an increased public and

professional awareness of child abuse and Vietnam veterans podt-traumatic stress

syndrome occurred in the 1980’s. (Putnam, 1989)

Morton Prince in The Dissociation of a Personality (origindly published in 1905) offers
information about MPD and dissociation as well as an early cross-cultura study of these
phenomena. Prince was much like James in his bdief that studying cases of MPD offered
knowledge about the norma functioning of the human mind. He noted that the alters had distinct
characterigtics, including different trains of thought, views, tastes, habits, memories, ideds, and
temperaments. He argued that the term double or multiple personality should be changed to
disintegrated persondities since this was a process of disintegration and separation, and not
degeneration or destruction. For Prince, each of the dters merely made up the whole, normal sdif,
which had undergone a process of the personal ego breaking apart. He felt that MPD patients
were not insane, but ‘functionally dissociative’ with their ‘elementary psychica processes
remaining normd. In addition, he said that since nothing was being destroyed in the process of
dissociation, that the alters were capable of being re-associated into a normal whole.

Cornelia Wilbur is considered to be the originator of the term Multiple Personality Disorder,
whichisnow called Dissociative Identity Disorder, and was the first to describe the complexity
of the ater system in patients. She saw it as a developmenta disorder related to childhood abuse
and trauma and was the first to formulate the modern view of dissociative defences and multiple
transference reactions. In 1980 DID had only about 200 cases reported in the world. Since then
publications have accumulated as well as many research groups forming centred around DID

studies. Since then it seems like there has been an explosion of cases, when, in fact, the diagnosis
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of Dissociative Disordersisreally aresult of the recognition of patients who have always been
with us but smply were not ‘seen’ before.

Ross (1989, 1997) and Duncan (1994) , in their trace of the history of MPD for the
years of 1910 through 1980 see thisas atime in which dissociation and multiple
persondity disorder fell from interest and research due to severa concurrent factors.
Duncan refersto this time as when the field reached its full maturity and then
experienced an unfortunate decline, so severe that dissociation and MPD were eliminated
amost completely. The authors point to the changes within the schools of psychology as
a cause of the rapid decline. Pavlov's theory and research on learning and conditioning
ushered the behavioura movement to the foreground. This school of psychology
repressed the study of dissociation and MPD as being irrelevant, unnecessary concepts.
Furthermore, Freud broke away from Breuer and repudiated their earlier theory that
childhood sexud trauma was the foundation and cause of hysteria. He ingsted thet the
reports of incest and child abuse were redly incestuous dreams and desires that women
were having, which fit into his theory of psychosexua development. In addition, Freud
a0 took the stance that hypnosis was not a treatment modality. Another cause of the
great decline was the rise in attention given to schizophrenia. As Ross cited Rosenbaum's
1980 research on the issue, from 1914 to 1926 there were more diagnoses of MPD than
schizophrenia. In the late 20's and early 30's, Rosenbaum says that the diagnosis of
schizophreniacaught on.” He saysthisis due to the field becoming more physiologica
and biologicd in focus.

A dgn of this pattern was found by Hilgard (1987), as cited by Ross. Hilgard points
out that 20 abstracts concerning dissociation and MPD appeared in Psychological

Abstracts from 1927 to 1936, eight from 1937 to 1946, two from 1947 to 1956, and only
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three abstracts from 1957 to 1966. Duncan states that two MPD patients with the same
symptoms would most likely be diagnosed schizophrenic or hysteric during thistime
frame.

Ross aso cites an article published by Taylor and Martin in 1944, in which the
patterns found in 76 patients with MPD from the US, France, Britain, Germany, and
Switzerland were analyzed. They found that 49 of the subjects had dua persondities, and
that only six subjects had five or more dters. They claimed that the causes of MPD could
be head injury, fatigue, intoxication, unbaanced urges, and excessve learning and
forgetting. At that time, no mention of trauma surfaced in their sudy.

(http:/Avww.2multiples.comvtwerew/index.html)

In the 1950's a persona account of MPD was published, and turned into a popular
movie. The Three Faces of Eve appeared to present arare case to the public eye, and
some fdlt that Eve was the only living case of MPD at that time. Duncan recounts being
ingtructed in graduate school in the late 60's that MPD was extremdy rare, usudly caused
by incompetent therapists and attention seeking patients, and probably something many

psychologists would never encounter directly.

Aswidl, an important psychologist hit the sceneinthe 50's, yet recaived little
acknowledgment &t the time for hiswork. George H. Estabr ooks began to study the early
literature that seemed to have been forgotten. Through his studies of Binet, Janet, Prince,
Sidis and Goodhart, Estabrooks began to publish articles concerning hypnosis, trances,
and MPD. Unlike the other psychologists who were aso beginning to redize the vast

amount of information that they had lost over the years, Estabrooks included Studies of
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Hysteria by Freud and Breuer. He began to talk about trauma and its role in dissociation.
In his 1957 edition of Hypnotism, Estabrooks presents case histories in which W.W.I1
personne were placed through rigorous techniques in which MPD was attificidly

creeted. In order to facilitate infiltration and other top secret, dangerous operations for the
government, the subjects were submitted to months of intensive conditioning, training,

and hypnosis. One reason Ross feds that Estabrooks is very important to the field is the
fact that he shows that iatrogenic MPD can occur. In contrast to the image of an
overzedous, inadequate theragpist with a suggestible, eager-to-please patient, Estabrooks
Stresses that the creation of MPD took an extreme amount of control, time, intent and
effort.

The next mgjor time period ranges from the 1970's to the 1990's in which dissociation
and MPD began to be studied and taken serioudy as their own entities once again. This
period is marked by the publication of Hilgard's Divided Consciousness (1977). This
book brought dissociation back to the research forefront. Two socid influences that
helped the resurgence were the attention to Post Traumeatic Stress Disorder (PTSD) after
the Vietham War, and the attention to child abuse brought forth by the Women's
Movement. The publication of Sybil in 1973 helped the public see not only how the
patient, but dso the therapi<t, ded with MPD. It was at thistime that there was areviva
in Janet’ swork, thanks to Ellenber ger (1970), Hilgard (1977), and Van der Hard
(1991), however this renewa has been restricted to psychologica manifestations of
dissociation. (Nijenhuis, 1999)

In 1980 the Diagnostic and Statistical Manua of Menta Disorders (DSM) 111

officialy congdered Multiple Persondity Disorder to be adiagnossin the fied of
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Psychiatry and Psychology. During this time the amount of literature on the fidd greetly
increased. Trauma, especidly childhood abuse, began to be looked at once again as the
cause of the dissociation and MPD. In 1984 the first mgor conference on MPD was held
in Chicago by the Internationd Society for the Study of Multiple Persondity and
Dissociation (ISSMP&D). This society continued, and in 1994 was renamed the
International Society for the Study of Dissociation (1ISSD). In 1983 and 1984 mgjor
journals published specid issues on MPD, which Ross cites: American Journd of

Clinicd Hypnogs, Internationd Journd of Clinicad and Experimentd Hypnos's,
Psychiatric Annds, and Psychiatric Clinics of North America. Researchers began to
notice that Freud and Breuer had been correct in their hypothesis that trauma was the
cause of MPD and dissociation. More research began to appear to illugtrate that. Hilgard
published a second edition of Divided Consciousnessin 1986 and in it saysthat MPD is
an effective method of coping with a very difficult childhood, which indudes: violent and
excessve punishment, overt sexud assaults, and unbaanced parentd roles.

In 1988, the leadersin the fidld of MPD were Bennett Braun and Richard Kluft. In
addition to the large amounts of literature they produced, they established the first
disociative disorders psychiatric unit and the first journd devoted exclusively to
dissociative disorders, entitled Dissociation. In 1989 two books for clinicians were
published concerning the diagnosis and treetment of MPD, which marked the field
coming back full circle.

Today the fidld of Somatoform Dissociation is being brought forward from the works
of Janet and Charcot by theorigts like Kihlstrom (1992), Nemiah (1990), Nijenhuis

(1990), and Van der hart & Op den Vede (1991) and in the Internationd Classfication



of Diseases, tenth edition (ICD and10, WHO, 1992) it now gtates that dissociation may
apply to apartid or complete loss of the normd integration of immediate sensations and
the control of bodily movement, which brings in an acceptance of dissociative disorders
of movement and sensation. To date there are studies being done to validate somatoform
dissociation and the early vies of Briquet and Janet.

| would beremissif | didn’'t include Raph B. Allison here, mainly for his unorthodox
way of working with MPD (he refuses to acknowledge the term DID). Allison was the
editor of the newdetter Memos on Multiplicity (1977-78) and was a colleague of Dr.
CorndiaWilbur's. His paper A New Treatment Approach for Multiple Personalities,
published in the American Journd of Clinicd Hypnos's spoke to symptomatology,
characterigtics of dter-persondity states and etiology of MPD. He formulated the concept
of the “Inner Self Helper” and described the first male multiple. He wrote the first paper
on the forendic agpects of MPD and was the professiona that examined Kenneth Bianchi
(Hillade Strangler murders) which led to the recognition that MPD could be maingered
in order to avoid crimina respongbility. His findings that 50% of his patients had
integrated their persondity system after an average of 14.7 months was the firgt attempt
at follow up of aseries of MPD patients. He was the firgt to attempt psychological testing
on agroup of MPD patients and he set the template for the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental disorders (3 edition, 1980). It
isto his credit thet, even while being criticized, he listened to his patients beliefs that
they were spirit possessed and he used unconventiond thergpy techniques to achieve true

heding.
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HOW THERAPISTSHAVE DEALT WITH DISSOCIATION
DID isatreatable, abeit difficult, disorder with tools that are eclectic,

psychodynamicaly oriented, as wdl as containing some cognitive principles. Snce the
patient presents with a conflicted internd family of salves, it is easy to think in sysemic
terms. With a cognitive focus we would look towards rules, boundaries, power, and roles.
It is not uncommon for patients to get caught in childhood double binds such as: | am
responsble for the abuse and not responsible for my own behaviour, | deserve
punishment, and why is this happening to me. Many patients are guilt-ridden, blame
themsdves for the abuse and punish themsdlves. The core beliefs can take the form of
erroneous Syllogisms or logica propositions with the quality of automatic thoughts.
There are usudly mora injunctions, al-or-nothing thinking, persondization and
overgenerdizations. Psychodynamic analysis would speek in terms of regression,
projection, and psychatic transference. There are infinite permutationsin their
assumptions and cognitions.

Bdlieving that the different parts of the salf have different bodies allows for saif abuse,
denid, and inability to take responghility. The primary persondity usudly can't handle
the memories o there is amnesia of the abuse and idedlization of the abusers. Cognitions
must be dismantled gradudly through a negotiated process of memory recovery. Acting
out and dangerous behaviour requires definement/refinement. Many times the cognitions
occur in overlapping sets. Norcognitive techniques would include abreactions,
adjunctive hypnosis, negotiation and interna dia ogues between dters.

The Internationa Society for the Study of Dissociation has suggested guidelines for

trestment for adults with DID, keeping in mind the fact that most patients, given the
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complexity of the disorder, have been frequently misdiagnosed. With an accurate
diagnostic procedure, early screening, and appropriate trestment there is more hope for a
positive outcome. It is suggested that primary treatment be outpatient psychotherapy with
sessons reflecting the patient’ s functiona status and stability. While aonce or twice a
week meeting may be sufficient, marathon sessons (longer than 90 minutes) should be
scheduled, structured, and have a specific focus. Cognitive therapy protocols can be used
for depression and anxiety with psychodynamically aware psychotherapy often
eclecticaly incorporated with other techniques. In patient trestment should be used for
specific therapeutic goad's and objectives. It should occur in the context of a goa-oriented
drategy, designed to restore stable levels of functioning. Emphasis should be on building
srengths and skills to cope with the destabilizing factors. Group theragpy is not considered
to be aviable primary trestment and e ectroconvulsive thergpy has been shown to be
ineffective and inappropriate. There is no evidence to support psychosurgery and
pharmacothergpy may or may not be effective for anxiety and stress symptoms but is il
experimentd. Physica contact is not recommended. Restraint, while indicated for

violent acting out, needs to be used cautioudy. Hypnotherapy can be used as crisis
management for flashbacks as well as ego strength and stability during painful sometic

and traumatic materid retrieval. Abreactions, while not a therapy in itsalf, may be useful
for retrieving information, for planning, exploration, and titration strategies and to help
develop a sense of control over the emerging materid. Art therapy, occupationd therapy,
sand tray therapy, movement therapy, play and recreationd therapy can be hel pful toward
achieving treetment gods. The timing and integration into the overdl treetment plan is

important. Boundary management must be monitored with trestment taking place at



predictable times with a predetermined sesson length. Relevant legd and ethical codes
with respect to gift exchanges, dua relationships, and informed consent for trestment
must be taken into consderation and abided by. Couples, family, or sbling sessons may
be indicated for DID patients that are parents.

Chu (1998) reminds us that we need to be cognizant of the fact thet while dissociation
isanormad pattern dong acontinuum, DID is the end of the spectrum and only occursin
20% of dissociative cases. He suggests the word pseudodissociation which can occur due
to poor therapeutic practices and sites cases where patients gppear to have some leve of
dissociative experiences and some leve of traumain their backgrounds, or an intense
identity diffuson and internal emptiness, and use the DID diagnosis to disavow
respongbility for their impulses and out of control behaviours. While he acknowledges
that patients with DID need to be diagnosed and follow appropriate trestment, those that
are, as he cdls, masguerading, must be held accountable and confronted and Mdingerers,
who are unable to manifest consstent dternate persondities over time, or those with
Munchausen's Disease, when given little attention tend to later recant the DID and
associated higtory of abuse and go on to other forms of gaining attention. Chu reminds us
that thereis no one way of understanding the nature of DID and dissociative symptoms.
“We must...acknowledge that apparent DID and dissociative symptoms may sometimes
emerge from different circumstances. Those of uswho trest and Sudy trauma related
disorders must now integrate multiple views of dissociation.” (Chu, 1998, P.204)

Crabtree (1985) mentions six main points or principles of treatment:

?7? the persondities must be identified

?? thethergpist must discover the reason for their existence
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?? thergpy must be done with al of the personditiesin order to bring about change

?? thetherapist must concentrate on positive qualities, trying to effect compromise
among the persondities

?? the patient must be made fully aware of the Stuation and actively contribute to its
positive resolution

?? antipsychotic medication should be avoided

He refers to basic dements of thergpy that include exploration of conventiona
therapeutic possibilities, the dteration of the therapeutic expectation framework, the
amplification of weak signds and the discovery of the dusive eement. He suggests
that therapists accept the experience as vaid and worthy of serious attention and
refers to therapy involving human possession. He suggests that the possessing entity
be dlowed to make contact with the relationship being explored and end result being
aresolution and moving on into the next phase of existence.

Crabtree combines the occult with the psychological and, while acknowledging
that the traditiona views of either are not accepted by the other, suggests that
Multiple Man or Multiple Mind gives a broader view of available techniques.

Sliker (1992) brings us back to the idea of sub-persondities expressed two
thousand years ago by Paul of Tarsus and well laid out by John Rowan (1990,
Routledge) in his book Subpersonalities. Freud, Jung, and Assagioli represent three
generations of thought on subpersondities, with Jung focusing on the inner
experience and Assagioli concerned with the conscious management and
development of inner potentid. Assagioli (1965) reminds us that everyone has

different sgves, and that thisis normal.
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HOW DO INDIVIDUAL THERAPIESVIEW DISSOCIATIVE STATES

Classical Psychoanalysis presumes that human beings are locked in mental conflict
which can be reduced but never fully resolved (Brenner, 1974). A strong ego, the
mediating factor between an irrationa id and a controlling super ego, is consdered the
halmark of hedth. Hedlth is defined as the absence of pathology.

“Psychoandyss ... was not origindly, and is not now, designed to ded with impulses
toward ultimate states’ (Boorstein, 1996, P.11).

Psychoandytic models encourage thergpists to minimize their affective involvement and
offer themsdlves as blank projection screens, putting aside their own fedlings, reactions,
and persond growth (Bugental, 1965, 1976).

Behaviourism indsts on measurability and verification of behaviour and change. It is
highly effective in ddimiting behaviourd problems, which tends to remove subjective
experience from condderation. Consciousness, thoughts, and fedings have been ignored
0 classca behaviourists cannot encompass central aspects of the human condition, such
as pogtive hedth and wel-being. It is limited to the trestment of pathologies which are
clearly defined, overt, and rdativdly smple.

Analytical Psychology indudes the in-depth exploration of the psyche beyond both
the ego and exigentid levels where it dedls with archetypes and the collective
unconscious. It recognizes that the psyche has a capacity for self-heding and sdlf-
redlization, however it remains predominantly concerned with the contents of
consciousness rather than with consciousness itslf as the context of al experience. It
stops short of valuing direct, imagel ess awvareness and prefersto refer back to the

mythologica dimensions of experience and images of dreams and active imagination.
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Humanistic Psychology is aholigtic, growth-oriented modd concerned with hedlth
and pathology. While the hedthy individud is seen as sdf-actudizing and aming for a
ba anced integration of the physicd, emotiond, and mentd dimensons, the spiritud
dimensionisusudly ignored or invaidated. Humanigtic psychology addresses
predominantly the ego and exigentid levels, with the development of the persondity and
achievement of ego gods being centrd.

The humanigtic/existentia model encourages the thergpist to open themselves fully to the
client’s and their own reactions (Bugenta, 1965, 1976).

The human capacity for sdf-transcendence, as well as transpersond experiences beyond
the saf are neither recognized nor explored.

Existentialism comes close to the transpersona concern with the search for meaning
and purpose, the confrontation of death and aoneness, the necessity for choice and
respongbility, and the demands of authenticity (Bugental, 1965, 1976). Thereis a belief
that we can shape our own redlity, that freedom can bered if we believein it and that we
can choose to cultivate many other values, brining the client closer to transpersond work.
The mask of our separate and dienated individuality can be revealed with its underlying
interconnectedness with dl life. With a centring in dudistic knowledge of ego-defined
identity, the trangpersonal experience may be overlooked; suffering has been discovered
but not the way out of it.

Trangper sonal Psychother apy incudes gods that include both traditiona (symptom
relief, behaviour change) as well as those aimed a the transpersond leve (conceptud

framework, psychological potential, assumption of responsibility, life experience as
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learning, dtered states, dangers of attachment, identificatiorn/disidentification, heightened
mindful awareness, modeling and service).

The Trangpersonad model is seen as one in which the thergpist and client work
together in the ways most gppropriate to their particular roles, with the therapist modeling
aprocess of learning and service. The thergpist is no longer the expert who provides
information and competency, but rather provides alearning-to-cope modd with
transparency, acknowledging and sharing their own efforts. The trangpersond perspective
sates that conflicts of the ego can be transcended.

“Psychosynthesis therapists work with both interpersona and transpersona problems.
Because the full range of pathologies and positive human possibilities is the gppropriate
concern of the transpersona therapist, he/she isinterested in and supportive of

psychologica work being done across the entire spectrum.” (Boorstein, 1996, P.12)

Over the years the research on MPD and dissociation has remained fairly constant in a
number of ways. Throughout the entire history of MPD and dissociation psychologists
have questioned the vaidity of the two phenomena Prince claimed that somnambulism
was the underlying disorder for MPD and dissociation. Freud believed that MPD was a
rare subset of the disorder hysteria. In the contemporary period, many believed that the
diagnosis of schizophreniawas the problem, with MPD being afase entity. Currently,
much research has been done comparing MPD subjects with other subjects with disorders
including schizophrenia, borderline persondity disorder, DDNOS, and histrionic
persondity disorder. The results of the current research show gtriking differences
between the groups, indicating that MPD is a separate diagnosis and not merely a part of

another disorder. Early psychologists lacked standardized tools to help them diagnosis,

49



and consequently work with MPD and dissociation. Today, the DES appears to be one of
the most useful diagnogtic tools available for practitioners. Other tests and measurements,
such asthe MMPI, the SCIDD, and the DDIS have dl been found to be highly accurate
and useful in the fidld. Further trends that have stayed throughout the years have been the
et of clinical characteristics of MPD patients and the trestment modality preferred by
menta hedlth professionas. Binet noted that cases of MPD shared symptoms such as
headaches and somatic symptoms. Freud and Breuer noted that cases of MPD appeared to
be caused by childhood trauma. Current research by Putnam, Ross, Loewengtein, and
Coons has supported these patterns. Freud and Breuer caled for abreaction done with the
assistance of hypnosis, while Prince spoke of re-association of the ideas and memories
that had been dissociated. Current research shows that integration of dters provides
ggnificant improvements for the patient (Ross, & Ellason, 1996). A survey of menta
hedlth professonds dso shows that most believe that hypnoss combined with
psychotherapy to be the treatment method of choice for MPD and dissociation (Putnam,
& Loewenstein, 1993)

There appear to be two trends that do seem to have faded over time. Thefirst trend is
trying to judtify studying dissociation and MPD. James, Binet and Prince al suggested
that the processes involved in MPD and dissociation needed to be studied in order to shed
light on the norma human mind functioning. Freud and Breuer felt that the processes
were pathologica and occurred due to trauma. Current researchers seem to believe both
with an accommodation for the norma and pathologicd levels of dissociation (the
Dissociation Continuum). The other trend that has faded is the argument of whether MPD

and dissociation are psychologicd, physiologica, or acombination of the two. The
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problem of lacking the gppropriate technologica equipment to study the question is till a
problem today. Although tests have been doneto look at EEG's and PET Scansin the
late 1980's, technology is till not able to answer that debate. For now, researchers seem
content to focus on other factors. Another possibility for this trend fading may be the
incredible amounts of research which point to the extremely high percentage of MPD
cases involving severe early childhood abuse. This could be answer enough for many in

thefied.
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THE TRANSPERSONAL/ REACHING BEYOND THE SELF
The persona and the transpersona dimensions are distinct but not separate. Both are

naturd to human enfoldment. Andra Angya (1965) refers to the individud’ s need to

achieve autonomy aswell as ‘homonomy’, or, union with a greater whole.

Roberto Assagioli refersto persond psychosynthess (development of awell-
integrated, effective persondity) and spiritua psychosynthesis (leading to the redization
of one's higher nature). Abraham Madow introduced the term transpersonal and
recognized three groups of people: sdf-actudizers (wel-integrated, strong, effective,
minima experience of transcendence), transcenders (strong spiritua contact, frequent
transcendent experiences, underdevel oped persondities), and transcending sdlf-
actudizers (srong and effective persondities, capable of transcending limitations of
persond identity, deep sense of eternity and the sacred (1971). “ Sdlf-redization, the
redization of our Transpersond Sdlf (Assagioli, 1965, 1973; Carter-Haar, 1978; Miller,
1978), involves the progressive unification, at higher and higher levels, of the two
dimensions of growth. It isimportant to remember that Sdf-redization is not something
we should do or make happen. Sdf-redization is anaturd process, and it occurs

spontaneoudy.” (Firman and Vargiu in Boorstein, 1996, P.121)

When we are functioning normally, in a stable environment, we begin to experience,
from the moment of birth, urges and needs that motivate us into activity. We develop a
sense of motivation and achievement, something that has value and meaning. Physicd
aurvivd isour firg, basic, primary need. When this need is satisfied we move into new

godswith different and/or greater meaning. We learn to master physica competence and
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meaningful relationships with the sengtive, degp emotions that this encompasses. We
desire to understand ourselves and learn more about the world, with the mind taking a
centrd place in our lives. We learn to coordinate and integrate our inner resourcesin a
unified way, in line with our ams. (Vargiu, 1977) Our fedings develop and harmonize so
we can relate to othersin a satisfying way. We learn to think cregtively, flexibly, and

with specific details and we move towards the full, harmonious integration of the

persondity: body, mind and fedings.

When personality development has been stifled, or arrested, and latency, or totdl
disruption has occurred, asin severe abuse, the self needsto find different waysto
expressitsdf, to ded with the deficiencies in specific persondity functions or conflicts

between the functions, which iswhat most forms of psychotherapy propose to do.

Psychosynthesis suggests an approach to salf-actudization, aming a the pogtive
development of particular aspects of the persondity, contributing to the gradua

integration into a unified, dynamic whole. Because there is not only a harmonization of

the persondity needed, but aso a gradua emergence and empowering of the ‘I, or center

of persond identity, Psychosynthesis, with it's resources such as the integration of
subpersondities and identification with the ‘I’ isthe ided form for working with this
dua process. As people move through the exigentid crigs, which changes and creates
the seeking of new gods and brings in the consciousness of the Transpersond Sdif, life
reorients itsdlf and the search for the truth begins. The move towards the disidentification
from the known sef of persondity moves into identification with a higher form and

meaning.
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But, what of those that have been so abused that they fed that they have no right to
exisence? Arieti (1955) refers to the child's experience of parent hostility and the utter
hope essness of obtaining parentd love and approvd. Believing themsdves to be the ‘bad
one the unloved child begins to see himsdlf as unlovable and his saif-esteem undergoes
injurious attacks as he begins to hate himself more than anyone dse possibly could. The
defence mechanisms become incapable of coping and the anxiety is experienced with the
same violence as experienced in childhood. The behaviour becomes more and more
symbolic, continues to be distorted by the power of the repressed experiences, and, over
time, may be experienced as panic or psychoss. Arieti suggests that the trestment of
these individuas becomes very difficult because of their lack of contact and fear of their
fedings. “He fearslest they be used againgt him to demonstrate how bad heis, just as he
origindly feared his parentswould do. He is il afraid thet fedings will bring about

rebuff, anxiety, and attacks on his sdf-esteem.” (Arieti, 1955, P. 65)

“Psychotherapy has branded...certain dtered states as intrapsychic aberrations, and
has been quite oblivious to the energetic basis of the symptomatology.” (Don, in
Boorgtein, 1996, P.353) while we know through scholarly studies of yogic texts (Eliade,
1969) of the dudism of body and mind and of the ‘bodies and states of consciousness
experienced through their particular ‘organs’ of perceptions (Meher Baba, 1967,
Isherwood, 1969) which speak of levels of bodies, with the physica body as the bottom
and higher levels of energy above. Although Freud had origindly formulated his theories
in terms of an energy variable, it was the work of Wilhem Reich (1972, 1974) who
formed the basis of the energy-oriented body therapies in the Western world with Lowen

(1971, 1976), Pierrakos (1975), Brown (1971) ,Kely (1971) ,Keleman (1975), and Baker



(1974) continuing on and developing systems for therapy based upon the release of

energy and muscular stasisin the body, coupled with psychologicd interpretations.

Norman Don reminds us that “working with people ... the therapists state of
consciousness, intentiondlity, and energy level are being percaived by some levd of the
client’s consciousness.” (Boorstein, 1969, P.373) Assagioli (1965) refers usto fact that
in practica psychosynthes's, or the actua construction of the new persondity, we need to
use the available energies (forces released by the andysis and disintegration of the
unconscious complexes and latent tendencies which exist on the psychologicd levels),
develop aspects of the personality which are deficient or inadequate (evocation,
autosuggestion, creetive affirmation, methodicd training, i.e. memory, imagination
and/or will) and coordinate/subordinate psychologica energies and functionsand creste
afirm organization of the persondity. He dso reminds us of the inherent polarities
polarities of the manifest and unmanifest, of spirit and matter, of the sympathetic and the
parasympathetic nervous system, emotiond attraction and repulsion, ambivaence and the
compensatory function, the masculine and feminine dements, the emotiond polarities:
pleasure-pain, excitement- depression; confidence-fear; attraction-repulson; love-hate,
the mentd polarities andytica activity (concrete mind) and abstract intelligence,
inductive process (from particular to general) and deductive process (from generd to
particular), lower Unconscious and Superconscious,; Pathos (Receptivity, Sengtivity,
Reactivity) and Ethos (Activity, Dynamism, Will), Eros (Fedling) and Logos (Reason),
and the spiritud polarities persondity and the Trangpersond Self (which isthe cause of
many inner conflicts until harmonious relationships and an increasing blending or

unification is achieved).
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Assgioli dso talks about interindividud polarities, such as Man and Woman, adults
and young people, parents and their children, and the various relationships between
individuas and the different groups to which they belong. Thereis dso a psychic entity
polarity in families: members who are dive and ancestrd influences and family traditions
which can be both an influence aswell as oppression. There are also socid groups of
different kinds (socid and professond classes, culturd and religious groups, nations)
with which the individua may find himsdlf associated, in a condition of passive
subordination or of cooperation, as leader and directing agent or in conflict. In groups one
may find polarities between families and families, classes and classes, nations and
nations, etc. and the hierarchica ones, between the family and the state, classes and
nations and between a Sate and a federation of sates. Asthe last step in looking at
polarities, Assagioli even looks a that between the northern and southern individuas and
groupsin each nation and continent and that between Western and Eastern peoples.
Assgioli refers to the method of synthesis which isandogousin acertain senseto a
chemical combination which includes and absorbs the two ementsinto a higher unity
endowed with qudities differing from those of ether of them. It isto this purpose that the

understanding of Trangpersonad Psychology can be most attributed.
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A BRIEF HISTORY AND INTRODUCTION TO PSYCHOSYNTHEIS

Roberto Assagioli formulated the idea of Psychosynthesisin 1910.For most of hislife he was
unrecognized except for asmall group of people in Europe. He was an Italian psychiatrist who
was a student of Freud, a member of the Zurich Freud society, and Italy’ s first psychoanalyst.
Along with those who are considered humanistic psychologists such as Fromm, Rogers, Jung,
Maslow, Bugental and Frankl, Assagioli believed that there are facets of the human being that are
just as powerful asingtinctua drives, and that a standard of emotional health must include the
aspects of atruism, creativity, love, and a sense of purposein life. Assagioli believed that, in
order to fully express such qudlities, the individual must integrate his personality to the degree
that he is free to fully express his potential, similar to what Maslow refers to as self -actudization.

Assagioli states that the individua should be freed to explore more fully his spiritua nature and
that the spiritual isavital aspect of the human being. His attention to and writingsin this area
have had some bearing on the emergence of the field currently called transpersonal psychology.

Specific Psychosynthesis Techniques

Assagioli suggested specific techniques for persondity integration which were later further
developed and refined. Such techniques are intended to help the patient make sense of inner chaos
and to strengthen the ego/self and cognitive awareness so that the patient has more charge over
and more choice about hisinner nature.

Subpersonality work involves exploring the nature of inner conflict through clarifying the
conflictual patternsin the person’s current life, defining the personality aspects involved and
gradualy resolving the conflicts through helping the patient assume an objective ‘ observer’
stance that enables more insight, responsibility and choice. Subpersondities are similar to Jung's
persona and Roger’ s false self, and to the concepts developed later, in the sixties, by Perls
(Gestdt), Berne (Transactional Analysis) and, more recently, Stone and Winkelman (Voice

Diaogue) and Watkins (Ego State Therapy). Getting a sense of the patient’ s subpersonalities can
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aid the therapist in assessing ego strength and in hypothesis factors such as patient safety issues,
boundaries, and speed and pacing of the work.

Disidentification isa core tool and process used in sessons, aong with journaing and
reflective work. This involves taking an objective stance in relation to, for example,
subpersondlities as well as to other personality contents and material that may be emerging from
the unconscious. This objective observer issmilar to James's“1”. In essence, it strengthens and
enlarges the ego/sdlf, empowering the patient with more options and the ability to make choices
more clearly. This disidentification technique is so key that Assagioli recommended formal
practices to support disidentifying from personaity contents and identifying with the central saif.

Imagery work is athird mgjor area considered at length by Assagioli. He states that the
imagination is a key function of the sdlf (the others being thought, intuition, emotion-feding,
impulse-desire, sensation, and, the function most intimate with the central self, the will).The
imagination itsalf, he observed, is of a somewhat integrative nature, combining as it does
thinking, feding, and sensation. He stressed the power of the image, for good or for ill; the effect
of images on the will; and the importance of training patients in the right use of the imagination.
To ad the patient in strengthening higher qualities of his nature, Assagioli recommended the use
of positive images as a focus for meditation. Imagery work is often also used to help explore
subpersonalities, or materia emerging from the lower or from the higher unconscious.

Psychosynthesis posits the existence of three levels of consciousness: the lower so —cdlled
Freudian unconscious containing instinctual drives, conflicts arising from childhood themes, and
anything from the persona past that lies outside the patient’ s awareness, including emotiond,
cognitive, or meaning aspects of partially remembered material. The middle unconscious
containing material that is easily accessible to us, such as remembering a name or phone number.
At the center is the point of awareness, that which one is conscious of at any given moment. The
third level of consciousness is the superconscious or higher unconscious. It is in this domain that

the qualities which are the most evolved, such as love, will, joy, compassion, exist. The higher
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unconscious is aso the source of intuitive insights, creative ideas, illumination, and the drive
toward meaning and purpose. By providing access to this domain experientialy, we have found
that a patient can be helped to see themselvesin aless critical and self-demeaning light and that
the healing process is expedited.

Assagioli distinguishes two levels of salf, the persona self or “I” and the transpersona or
Higher Sdf. In a Subpersonality map the ego is played out through magjor identification. The “1”
or saf isthe first transcendence of the ego/persondity level of being or development, where we
experience ourselves more centred in the core of our being in contrast to being caught up in our
personality. The central, or functional “1” is the most centred place a person can ‘get to’ at agiven
point in time before reaching the stage of pure self -awareness. The discovery of the “1” can be a
profoundly healing experience and is invariably accompanied by an increased freedom and clarity
of will. Every disdentification from alimited identification and recognition of what one was
identified with brings more freedom and choice.

Assagioli’s view isthat selfhood, once attained on a persona level, has the capacity to open to
the spiritual or transpersonal Self. These ‘peek’ experiences are considered to be normal and he
suggest that people from al walks of life have moments where they move beyond their personal
ego concerns. The psychosynthesis worldview is that each person is unique, evolving, capable of
reaching towards a persona sdlf or “1”, and is a spiritua being. Psychosynthesis refers to the
“ongoing synthesis of the psyche, a process which transcend specific models and methods”
(Brown, 1983, P.ix), and it was Assagioli’ s observation that this process goes on raturdly in life.
The beginning is where the person isin his’her current life and works to help the patient
disdentify enough to see patterns and resolve intrapsychic conflicts that may be impacting
interpersonal and work relations. Patients leave with a stronger ego, an experience of the persona

sdlf or “1” and may connect deeply to their spiritual nature.
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A comparative study with other therapies
Psychosynthesis utilizes interpretation, the evoking of insights from the client, which are
common psychodynamic and ego-building techniques, and is open to exploring any emerging
theories of psychology and integrating them into its practice. Developmental and ego psychology,
cognitive psychology and behavioura psychology are al being used by practitioners of
psychosynthesis, as well as using the transference and counter-transference tools of
psychodynamics.

“Erikson defines the ego as a central principle of organization in...experience and action”
(Erikson, 1963, P.415). Rogers description of ‘person’ (Rogers, 1961, P.124) a so resonates with
the psychosynthesis conception of the personal salf or “I”.

Chart 1-Psychother apeutic Comparisons TheFive For ces of Psychology givesacomparative
description of the various levels of therapy, the theorists, and the methods used. (Next Page)
Using Psychosynthesis with Dissociative clients

Psychosynthesis believes that we are wholeness bringing together our parts, much like the
actual therapeutic techniques used for Dissociative clients. It is a trangpersonal psychotherapy
that cdlsitsalf a psychology with a soul and it holds, asits primary belief, the fact that humans
have an innate instinct to wholeness and health. Psychosynthesis draws from many former, active
psychotherapeutic techniques while it sdely maintains the multi-polar model of the human
psyche, the central position of the sdlf, the importance of the will, the existence of the
transpersonal realm, the pathology of the sublime, the use of imagery for the exploration of the
unconscious, the transformation of neurotic patterns, and the expansion of awareness, the
concept of anatural tendency towards synthesis and syntropy, and the move towards the
spontaneous organization of meaningful and coherent fields within the psyche.

Psychosynthesis is known as a therapy in growth.
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THE FIVE FORCES

Chart 1-Psychotherapeutic Comparisons The Five For ces of Psychology

Behavioural

Exigential/Humanistic

Transpersona

John Watson B.F.
Skinner
Albert Bandura

Psychodynamic

Freud

Erikson-Ego
psychology
Berne-Transactional
Analysis

L acan-Psychodynamic
Psychoanalysis

L owen-Bio energetics
Perls-Gestalt Therapy

Carl Rogers-Person
centred

Fritz Perls-Gestalt
Victor Frankl-
logotherapy/l centred
Buber-1/Thou
relationships
Gendlin-focusing
Kierkegaard, Sartre,

Roberto Assagioli
Piero Ferrucci
Carl Jung

Herman Keyserling
A.H. Maslow
Robert Desoile

Klein, Guntrip, Camus, Heldeggar,
Kernbert-Object Laing, Husserl, Tillich,
relations May, Boss,
Brnswanger
Emphasizes the The past shapes the People are empowered | Organisms striving for
impact of science future to act ontheworld and | wholeness

Rooted in theideal of

Developmental stages

determine their own

Potential for growth,

progress Organized Human destiny Expansion of
Devaluation of the functioning Concerned with human | consciousness, hedlth, love
past Central Importanceof  existence and the and joy
Behaviour=Behaviour the superconscious infinite life possibilities

Impact of the Id, Ego, Super Ego Individudity

Environment Redlity constructed

Reinfor cer/Punisher through transactions

Counsdling-Applied

behavioural analysis

Assertiveness Free Association Analysis (eigenwelt, | Systematic use of al
Training Symbols mitwelt, umwelt) available active
Relaxation Training Dream based on Intentionality psychologica techniques
Systematic sexuality Rapport-structuring, | Starting/ending points
desensitization Analysis of resistance data gathering, dependant on individua
Modeling Transference/counter- determining outcomes | Can be done by the
Positive transference Generating individua or with aguide
Reinforcement Inter pretation alternative solutions | practitioner

Charting changes Self destiny Generalization

Relapse prevention Insight

Tri-Therapy: Body, Mind, Soul 1990 (Shamai Currim)
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THE FIVE FORCES

The Five Forcesin Psychology is amodel for viewing the history of Western Psychology.
Abraham Maslow suggested this model when he designated the humanistic approach as “the third
force’. He was indicating that humanistic psychology was a mgjor development distinct from
psychoanalysis and behaviourism. He aso anticipated fourth and fifth forces, which he labelled
“transpersond” and “transhuman”. Assagioli also recognized five forces, labelling the fifth
“psycho-energetics’. (Assagioli, 1980)

Psychoandysis, the Fir st Force, and till in current fashion, is based on a medica modd:
diagnosing people and providing treatment so they can become well-adjusted to their socia
environment. Psychoanalysis |0oks to a personal unconscious based on past history for the source
of psychologica problems. Sigmund Freud (1856-1939) advanced history with a comprehensive
and influentia theory of human behaviour while trying to solve the problems of the mentally ill.

He saw man as an animal and living matter as a result of the evolution of action of cosmic forces
on inorganic matter. Freud hoped to reduce human behaviour to chemical and physical
dimensions by speaking to the animal origin of basic, innate, instinctua, genetic drives and the
conflict between the life ingtinct for survival and propagation and the impulse to obtain
satisfaction through the pleasure principle.

The Second For ce, Behaviourism, is the study of observable behaviour. The general theory,
formulated by John B. Watson (1878-1958) reduces man's behaviour to chemica and physica
terms. Today this term is used to describe the work of a number of related theories of psychology,
sociology, and behavioura sciences covering the work of Edward Thorndike, Clark Hull, John
Dollard, Ned Miller, B.F. Skinner, as well as his predecessors | saac Newton and Charles Darwin.
Influenced by Ivan Pavlov, behaviourists place stress on the associative or stimulus-response

learning as amagjor explanation for human behaviour. While still holding the belief that man isan
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anima, like Freud and Darwin before him, Watson built on the theory by including the types of
behaviour man displays.

The Humanistic movement is seen as the Third For ce and deals with the central concern with
human identity, acknowledging each person as unique, valuing growth, recognizing the capacity
of individuas to discover meaning in life, acknowledging that we can take responsibility and be
aware of motivations, recognizing the role of anxiety and suffering in life, and seeing the future
as playing adynamic role in the present. Abraham Maslow (1908-1970) wanted to prove that
human beings were capable of something better than war and prejudice and hatred. His
experience with the Northern Blackfoot Indian tribe in Alberta, Canada and their non aggressive
lifestyle brought forward a humanistic approach which was seen an as dternative to objectivistic
psychology and orthodox Freudianism. His work was an attempt to assess what was useful,
meaningful, and applicable to mankind in both psychologies (first and second forces) and to go
on from there. He saw his job as an integration of various truths into a whole .His study of the
best of human beings caused him to conclude that there was a change in human nature and the
image of man and that the world can, and will change, dong with everything init.

James F. T. Bugental wrote extensively on the humanistic movement and he identified the

following characteristics of the Humanistic Movement:

1. Man must be the centra subject matter of psychology, not data from rat, monkey, or
pigeon studies

2. Man, being more than the total of his parts, must be studied as a unified organism

3. ahigh vaue must be placed on individua freedom, with the individua predicting and
controlling his own life

4. emphasis must be placed on human rather than non-human objectives which contain
intrinsic meaningfulness, coherence with other conceptions, validation through

observation and effectiveness in changing human experience

63



As defined by Bugental, the Humanistic point of view includes such terms as: man is
aware, man has choice, man is responsible and man has potential greater than he has yet
actualized.

Psychosynthesis, aform of Transpersona Psychology, and a part of the Forth For ce, began
with the work of Roberto Assagioli, an Italian psychiatrist. In adoctord thesisin 1910 Dr.
Assagioli presented a vision of a holistic approach in psychology emphasizing growth and
including the spiritual dimension of human experience. His studies focused on the higher aspects
of human nature, and represented a psychology of the whole person. Psychosynthesisis often
described as a process or away of life rather than a theory or a specific point of view. It is
dynamic and changing and known for its openness and continuous growth. For this reason there
has been areluctance to define it or formulate a precise theory, since definitions can be limiting.
When compared to psychoanalysis, psychosynthesisis seen as a method that is based on a growth
model: ng peopl€’s strengths and weaknesses and assisting them in self-improvement, sdlf-
fulfillment, and transformation. What Freud referred to as neurotic patterns of childhood, are
acknowledged and worked with actively in psychosynthesis. Where psychoandysis looks to a
persona unconscious based on past history, psychosynthesis includes a “higher unconscious,” a
realm of the future, of hidden potentials, and it confronts blocks to discover and actudize latent
talents and abilities. When compared to Behaviourists, psychosynthesis goes beyond the
observable behaviours and does a deep exploration within the realm of feelings and images,
bdiefs and attitudes, right into the deeper levels of the inner core of being. The behaviourist
method of “systematic desensitization,” a technique for dealing with phobias, is combined
effectively with guided imagery by psychosynthesis therapists. While there are many similarities
between Humanistic Psychology and Psychosynthesis, the main differences to be noted are : the
emphasison the Will as an essential function of the self, the idea of a self which experiences
awareness beyond content, the recognition and active fostering of positive, cregtive, joyous

experiences, the idea that loneliness is not ultimate or essential, the use of active techniques for



transforming, sublimating, or redirecting psychological energies, for strengthening undevel oped
function, and for activation of superconscious energies or latent potentias, and the conscious and
planned reconstruction of the personality.

Rationa emotive therapy works with the mind, devel oping new ways of reasoning to change
emotiona reaction patterns. Psychosynthesis encourages new ways of using the thinking mind
and specific exercises are provided for training the mind so that one can take a centred stance,
focus, and direct energies, and become more intuitive. Gestalt therapy emphasizes working with
the emotions, while Psychosynthesis also emphasizes work with the mind, moving toward the
future. Gestat philosophy and techniques are often used in psychosynthesis to promote awvareness
and a sense of responsibility for oneself and one's actions. The notion of responsibility and view
of individua growth holds that each person is an integral member of various groups and the

larger family of humanity, with the responsibility to support others' growth along with one’s own.
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WHERE DO WE GO FROM HERE?

Sege (1999) tels us that our mind emerges at the interface of our interpersona
experience and the structure and function of the brain. He reminds us that “emotion
and interpersona relationships are fundamenta motivationa aspects of learning and
memory” and that “forms of communication directly shape a child's developing
brain”, and that “Interactions with the environment, especially rdationshipswith
other people directly shape the development of the brain’s structure and function”
(P.xx), and that “ experience shapes development” (P.xi). Farther on he tell usthat
“the mind may be capable of dis-associating component modules by impairing the
integrative function of essentid associative neurd pathways’ which “canlead to a
child' sinability to mentaize’ with a*blockage of the corpus callosd fibres
interconnecting the two hemispheres, and of interconnections within the right
hemigphere itsdf, may be a mechaniam that dlows mindsight to be impaired as an
adaptation to certain overwheming stuations’ and that “the child adapts to particular
relationship context with the inhibition of reflective function and avoidant or
disorganized attachment.” He further states that this can “alow for the dis-occiation
of normally associated modes of processing information.” (P.202)

Where does that leave us? | believe we need to begin to focus on the child, and the
development of dl children. We need to become responsible adults and creste centres
of traning for dl those who have had insufficient mirroring in childhood and who

now require support and guidance on their journey.
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Alice Miller saysit so succinctly in the gppendix - The newly Recognized,
Shattering Effects of Child Abuse, an amended version of the Afterword to the
second edition (1984) of her book For Your Own Good. | quote, in her words:

“People whaose integrity has not been damaged in childhood, who were protected,
respected, and treated with honesty by their parents, will be-both in their youth
and in adulthood-intelligent, responsive, empathic, and senstive. They will take
pleasurein life and will not fed any need to kill or even hurt others or themsdlves.
They will use their power to defend themsdlves, not to atack others. They will not
be able to do otherwise than respect and protect those weaker than themsealves,
including their children, because thisis what they have learned from their own
experience and because it is this knowledge (and not the experience of cruety)
that has been stored up ingde them from the beginning. It will be inconceivable to
such people that earlier generations had to build up a gigantic war industry in
order to fed comfortable and safe in thisworld. Sinceit will not be their
unconscious task in life to ward off intimidation experienced a avery early age,
they will be able to dedl with attempts at intimidetion in their adult life more
rationaly and more cregtively”.

(Miller, 1984, P.161)



THE FUTURE OF TRANSPERSONAL PSYCHOTHERAPY
One of the limitations of the transpersond isfelt to beitslack of adequate

experimenta foundation. Many of the concerns of the trangpersond thergpist lie
outside the range of interest, competence, and investigative arenas of most
researchers. Assumptions remain experimentaly untested and many fed that, if the
trangpersond istruly to become what it clamsto srive for, namely, an effective
gynthesis of Eastern wisdom and Western science, then practitioners need to do all
they can to ensure that their work is subjected to careful scientific scrutiny. While
there isa growing body of research on meditation, few other transpersond areas have
been examined. One wondersif the investigation of transpersonal phenomenais
gpplicable to traditiond scientific paradigms. Novel approaches which are less
interfering, more sengtive to subjective states, and involving trained participant
observer investigators need to be found. Intellectuad comprehension demandsan
experientid foundation (Deikman, 1977; Wash, 1977, 1978). It isimportant to
recognize that it is through the experience that one can gppreciate the power and
implications of the changes. Even the most intellectudly, sophigticated mentd hedth
practitioners, if they are experientidly naive, may have no reference point from which
to draw an understanding. Transpersond Psychotherapy places stringent demands on
its practitioners, representing subtler, degper demands because the phenomenawith
which they are working are themselves subtler and deeper. Ferrucci (Weiser, 1984)
reminds us of the dangers of the trangpersona. After the origind enthusasm
generated by spiritual awakening, people have discovered that the transpersona

dimengon can oppress, torture, confuse, and even annihilate if it is approached with

68



inadequate psychologica equipment. If the attitude of the Higher SdIf isimmeature

there can be aviolation in the name of the spirit. “The numinous is not protected as it

was in the past, and we are on our own, entering free, naked, and vulnerableinto a

world of energies unknown.” (Weiser, 1984, P.23, 24) Some believe that

schizophreniais the result of sepping into the spiritua while sl identified with

some unresolved subpersonality. Ferrucci refers to Alberto Alberti who states that the

remedy is humility and not mordidtic impogtion from the thergpidt. It isanaturd

force which is spontaneoudy grown and needs to be skilfully evoked. Aswe move

toward greater health these psychologica phenomenawill become increasingly

subtler, and the tools most suitable for dealing with them will become

correpondingly less active and interfering, and more Ssmply observing, accepting,

and dlowing (Wash, 1976, 1977).

The perspective, attitude and orientation of a transpersona thergpist or counsellor

must include the following:

?? Beon their own spiritud/transpersona path

?? Acknowledge that any person be accepted and alowed to pursue their own path
and to change to another if that seems desirable

?? Commitment to the principle that dl human beings have continuous impulses
toward emotiona growth and ultimate states and that it is the respongibility of the
trangpersond therapist to help in the redization of emotiond growth aswell as
ultimate Sates

?? Know, including their function, the knowledge of the role of mechanisms

throughout the life cycle that can be sdlf-deceptive
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?? All individuds have impulses toward ultimate states whether or not they areon a
persond path, i.e., work with techniques and forms of reating that are directly

relevant to the current sate
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THE FIVE FORCES: WORKING WITH DISSOCIATIVE STATES
Preamble
This study comes from the experiences of therapists who aready have a good understanding
of Dissociation and the Dissociative States, and have experience working in the field. It isa
compilation of therapeutic interventions, broken down into the forces of psychology, so that the

actual techniques being used can be traced back to their historical roots.

The International Society for the Study of Dissociation (1SSD) formed a committee which
looked at the necessities of creating an outline for therapists to use when dealing with dissociative
clients. Because their members came from many different backgrounds, their eclecticism created
adifficulty of delving deeper into the authentic, effective tools necessary to work with. The ISSD
came up with alist of general guidelines, and ended with the wish that eventually they would be
able to create a study that deals with the many, varied tools and their effectiveness. It isto this

state that this research study is addressing.

This study originally hoped to show that there are some therapeutic techniques that are more
effective than others, and more commonly used by therapists and hoped to become a guide for

therapists in their further study of effective management of their patients.



INTRODUCTION
Statement of the problem

The Internationa Society for the Study of Dissociation (ISSD) at its meeting in VVancouver,
BC, Canada, in May 1994 adopted "Guidelines for Treating Dissociative |dentity Disorder
(Multiple Personadlity Disorder) in Adults (1994)." The guidelines present a broad outline of what
has thus far seemed to be effective treatment for Dissociative Identity Disorder (DID). They are
not intended to replace the therapist’s clinical judgment, but they do aim to summarize what most
commonly has been found to benefit DID patients. Where a clear divergence of opinion existsin
the field, the guidelines attempt to present both sides of the issue. Written by the members of the
ISSD Standards of Practice Committee, a diverse and opinionated group, they nevertheless found
much common ground. The committee invited input from ISSD members and they received about
100 letters. These guidelines, updated in 1996 to include the requested feedback, attempt to
summarize the numerous publications on the dissociative disorders, including case reports, open
clinicd trias, and investigations utilizing standardized tools. The guidelines reflect current
scientific knowledge and clinical experience specific to diagnosing and treating DID,

supplementing generally accepted principles of psychotherapy and psychopharmacol ogy.

Given the complexity of dissociative disorders, patients have been frequently misdiagnosed
for a period up to 20 or more years. Considerable progress has been made in the diagnosis,
assessment, and treatment of dissociative disorders during the past decade, as reflected by
increased clinical recognition of dissociative disorders, the publication of numerous scholarly
works focusing on the subject, and the development of speciaized diagnostic instruments. As
there are, at present, no controlled outcome studies of different treatment regimens, future
research, depending upon the use of new specidized clinical and research tools, will further add

to our present understanding of the efficacy of the various therapies for the dissociative disorders.



The Five Forces in Psychology isamode for viewing the history of Western Psychology.
Abraham Maslow suggested this model when he designated the humanistic approach as “the third
force.” He was indicating that humanistic psychology was a mgjor development distinct from
psychoanalysis and behaviourism. He also anticipated fourth and fifth forces, which he labelled
“transpersona” and “transhuman.” Psychoanaysis, the First Force, and still in current fashion, is
based on amedical moddl: diagnosing people and providing treatment so they can become well-
adjusted to their socia environment. Psychoanalysis |ooks to a persona unconscious based on
past history for the source of psychological problems. The Second Force, Behaviourism, isthe
study of observable behaviour. The Humanistic movement is seen as the Third Force and deals
with the central concern with human identity, acknowledging each person as unique, valuing
growth, recognizing the capacity of individuas to discover meaning in life, acknowledging that
we can take responsibility and be aware of motivations, recognizing the role of anxiety and
suffering in life, and seeing the future as playing a dynamic role in the present. Gestdt therapy,
another humanistic modality, emphasizes work with the emotions. Psychosynthesis, a form of
Transpersona Psychology, and a part of the Forth Force, began with the work of Roberto
Assagioli, an Italian psychiatrist. In a doctoral thesisin 1910 Dr. Assagioli presented avision of a
holistic approach in psychology emphasizing growth and including the spiritual dimension of
human experience. His studies focused on the higher aspects of human nature, and represented a
psychology of the whole person. Psychosynthesis is often described as a process or away of life
rather than atheory or a specific point of view. It is dynamic and changing and known for its
openness and continuous growth. For this reason there has been a reluctance to define it or
formulate a precise theory, since definitions can be limiting. When compared to psychoanaysis,
psychosynthesis is seen as a method that is based on a growth mode: ng peopl€'s strengths
and weaknesses and assisting them in salf -improvement, saf-fulfillment, and transformation.
What Freud referred to as neurotic patterns of childhood, are acknowledged and worked with

actively in psychosynthess.



Where psychoanalysis |ooks to a persona unconscious based on past history, psychosynthesis
includes a* higher unconscious,” aream of the future, of hidden potentials, and it confronts
blocks to discover and actualize latent talents and abilities. When compared to Behaviourists,
psychosynthesis goes beyond the observable behaviours and does a deep exploration within the
realm of feelings and images, beliefs and attitudes, right into the deeper levels of the inner core of
being. The behaviourist method of “systematic desendtization,” atechnique for dealing with
phobias, is combined effectively with guided imagery by psychosynthesis therapists. While there
are many similarities between Humanistic Psychology and Psychosynthesis, the main differences
to be noted are : the emphasison the Will as an essential function of the self, the idea of a self
which experiences awareness beyond content, the recognition and active fostering of positive,
creative, joyous experiences, the idea that loneliness is not ultimate or essentia, the use of active
techniques for transforming, sublimating, or redirecting psychologica energies, for strengthening
undeveloped function, and for activation of superconscious energies or latent potentials, and the
conscious and planned reconstruction of the personality. Rationa emotive therapy works with the
mind, devel oping new ways of reasoning to change emotiona reaction patterns. Psychosynthesis
encourages new ways of using the thinking mind and specific exercises are provided for training
the mind so that one can take a centred stance, focus, and direct energies, and become more
intuitive. Gestalt therapy emphasizes working with the emotions, while Psychosynthesis aso
emphasizes work with the mind, moving toward the future. Gestalt philosophy and techniques are
often used in psychosynthesis to promote awareness and a sense of responsibility for oneself and
one' s actions. The notion of responsibility and view of individua growth holds that each person
isan integra member of various groups and the larger family of humanity, with the responsibility
to support others' growth aong with one's own.

Psychosynthesis, atranspersonal psychotherapy, was not included in the original research and

collaboration of the ISSD committee that set up guidelines.



This research project hoped to address the needs of the ISSD and its members, and the greater
therapeutic community at large, as well as the many patients who find themselvesin the
dissociative state with a need for therapeutic intervention. Through a questionnaire (appendage)
which includes the expansive list of theragpeutic tools used by the multi-disciplinary team of
therapists, and space to record their own thoughts and experiences, this study should provide
some direction for the work of tomorrow.

Therapeutic techniques used by Transpersona Psychologists, such as Psychosynthess, have
been included in the hope of finding that, indeed, therapists are using this methodology perhaps
without giving it aformal name. Through this research project it was hoped that, in the
compilation of information, that therapists, the clinicians who have the most experience in this
field, will express that their experiences support the use of an eclectic list of therapeutic

interventions, which includes the use of transpersona expression.



CURRENT RESEARCH
In a search of the Psychological Abstracts from 1991 to 1997, there are over 400 abstracts
listed under MPD/DID , 56 of which deal with more than 5 subjects. These can be arranged
into the following categories of research articles that focus on:
-The Continuum of Dissociation (3)
-Genera Information and Treatment of MPD (9)
-Beliefs of Menta Health Care Professionals on MPD (3)
-Cross-Cultural Studies (7)
-Tests and Measurements for MPD (11)
-Comparative Studies (9)
-Secondary Aspects of MPD (7)
-Raritiesin MPD (7)

These articles deal with the dissociative continuum, defensive altered states, dimensional and
typologica models, types of dissociative experiences which can be empiricaly justified, genera
traits of MPD, the clinica history, phenomenology, symptom profile, history of violence and the
involvement with the crimina justice system and the relative commondlity in inpatients, the
prevaence of abusive childhood histories and cross-cultura studies that deal with comparisonsin
terms of prevalence and symptomotology.

In terms of diagnostic and therapeutic progress, the studies showed that individual
psychotherapy facilitated by hypnosis was uniformly endorsed as the primary treatment modality
for MPD clients. Adjunct drug therapies with antidepressants and anti-anxiety medications were
aso highly supported (Putnam & Loewenstein, 1993). Anne Mills, who offered art therapy on an
outpatient basis for MPD patients, found that most of the subjects felt that treating MPD was a
clinical specidty. The practitioners were both primary and adjunct therapists, and often met with
the client once aweek. They used art to help with pacing, containment, managing chronic suicida

tendencies of the clients, and enhancing self-efficacy of the client (1995). Richard Kluft found



that MPD patients are far from uniform in their response to treatment, even in cases where the
nature, orientation, and experience of the therapist are constant (1994). Latz, Kramer, and Hughes
found that those who met the DES and DDIS criteriafor MPD scored significantly higher on the
DES, and were younger than the non-MPD group. They aso found that there was no difference in
the length of hospital stay or admission status in the two groups (1995). Ellason and Ross studied
the effects of integration after atwo year period and found that integration provided the patient
with significant improvements of scores on the self-defeating, borderline, anxiety, dysthymia,
avoidant, passive-aggressive, and mgjor depression scales of the Milton Clinical Multiaxial
Inventory-I1. They concluded that MPD presents with polysymptomatology yet much treatment
progress can be achieved through the process of integration (1996).

A few studies have been conducted to see how mental health care professionals view MPD as
adiagnosis. Dunn and his associates surveyed found that 97.5% of psychologists and
psychiatrists believed in dissociative disorders, while 80% reported a belief in MPD, 12.3% did
not believe in MPD, and 7.7% were undecided. Y ounger professionals with less experience in the
field, asawhole, bdieved in MPD more than older, more clinically experienced professionals.
Furthermore, those who had previous experience with MPD clients tended to be more accepting
of MPD (1994). Hayes and Mitchell found that scepticism and knowledge about MPD are
inversely related, with moderate to extreme scepticism expressed by 24% of the sample. They
also found that MPD is diagnosed with less accuracy than schizophrenia and that the
misdiagnosis can be predicted by the scepticism of the professional (1994). Francois Mai found
that 27.8% of psychiatrists doubted the existence of MPD and blamed the media and inept
psychiatrists for the diagnosis of MPD. Again, younger psychiatrists were more likely to diagnose
and believe in MPD, which the researcher says may be due to the introduction of MPD in the

DSM-11 (1995).



Research has also been done covering aspects which do not occur frequently in MPD cases.
Torem spesks of research done on eating disorders which found that five of the women who met
the DSM-I11-R criteriafor anorexia nervosa or bulimiareally had MPD, and that the eating
disorder could not be aleviated until the MPD was dedlt with (1990). Bergu et d. discovered that
nine inpatients for eating disorders in Japan met the criteriafor MPD and six more were either
MPD or PTSD (1994). Research has also been done with over 500 mental health professionalson
the prevalence of diagnosing MPD and/or ritual abuse. No differences were found between ritual
abuse or MPD diagnosis rates of Christian and non-Christian therapists (McMinn & Wade, 1995),
or across disciplines or licenses (Bucky & Daenberg, 1992). The effects of religious exorcisms
have aso been researched in recent years. Almost all of the subjects who had been exorcised
reacted negatively, created new alters to deal with the exorcism, experienced PTSD and
depressive symptoms following the exorcism, and felt their spirituality/religious fervor numb or
cease (Fraser, 1993; Bowman, 1993). Hendrickson, McCarty, and Goodwin studied five women
who had one of more alters that were animals. They traced the creation of these animal atersto
childhood trauma involving the death, killing, or mutilation of animas, exposure to acts of
bestidity, and being forced to live or act asif an animal. They suggest that therapeutic work with
animal alters may be helpful and necessary in order to retrieve the underlying memories that lead

to the creation of the anima aters (1990).
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Other studies, collected from (c) 1997 APA/PsycINFO, that look at psychotherapeutic

techniques for working with dissociative states include:

Adams, M.E. (1990). Some observations on the nature and treatment of multiple personality
disorder. Psychoanalysis & Psychotherapy, 8, 161-168.

difficulties with diagnosis are discussed as well as aspects of the psychosocia histories, and
behaviors. Various treatments are suggested that emphasize the need for the therapist to be
imaginative and non-dogmatic.

Allen, JG., & Smith, W.H. (1993). Diagnosing dissociétive disorders. Bulletin of the Menninger
Clinic, 57, 328-343.

reviews dissociative disorders and describes the range of methods devel oped to assess them
(screening instruments, structured interviews, psychological testing, hypnosis). Ways to enlist
patients collaboration in the diagnostic process and space for them articulate their experience
helps the clinician begin to educate clients to the universaity of their experience The model
proposed by J. G. Allen (see PA, Vol 81:1710) can be used to help patients describe the nature of
their unfolding dissociative experience.

Allers, C.T., & Golson, J. (1994). Multiple persondlity disorder: Treatment from an Adlerian
perspective. Individual Psychology: Journal of Adlerian Theory, Research & Practice, 50, 262-
270.

examines the application of Adlerian techniques in the treatment of clients: building trugt,
understanding the client's lifestyle, and facilitating co-existence. Future areas of research are also
recommended, including examining the issue of integration of fusion as the primary god.

Altman, K.P. (1992). Psychodramatic treatment of multiple persondlity disorder and dissociative
disorders. Dissociation: Progress in the Dissociative Disorders, 5, 104-108.

describes how psychodramatic group psychotherapy has been effectively used in an inpatient
intensive treatment program for adult survivors of childhood abuse.

Anderson, G., & Ross, C.A. (1988). Strategies for working with a patient who has multiple
personality disorder. Archives of Psychiatric Nursing, 2, 236-243.

discusses trestment strategies in a hospital setting based on a multidisciplinary approach. The
authors discuss the importance of gaining the trust and ensuring the safety of patients,
emphasizing the need for ongoing assessment throughout hospitalization.

Andreason, P.J.,, & Seidd, JA. (1992). Behavioral techniquesin the trestment of patients with
multiple persondity disorder. Annals of Clinical Psychiatry, 4, 29-32.

illustrates the effectiveness of behavioral techniquesin helping to decrease and extinguish self-
destructive behaviors. Redity-oriented limits that were placed on Ss' behavior were respected
across dter personalities and continued to be effective at follow-up.

Araoz, D.L. (1983). Transformation techniques of the New Hypnosis. Medica Hypnoanalys's, 4,
114-124.

Twelve techniques used by the "New Hypnosis': relaxation, somatic bridge, subjective
biofeedback, dissociation, persondlity activation, materiaization, transfer, reliving, rehearsd,
emotiona bridge, paradox, and parable. Sees the therapist as a teacher or facilitator and the focus
of control lies on the client, not the therapist.
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Ash, SM. (1985). Cult-induced psychopathology: I. Clinica picture. Cultic Studies Journdl, 2,
31-90.

includes 3 stages of cult departure (reevaluation, readjustment, reacceptance) with
psychopathology of dissociation and dedifferentiation of ego boundaries (or mind extension or
expansion) while separating the mystical experience from other psychiatric disorders.(105 ref)((c)

Atanasov, A. (1986). The problem of catharsis in the scientific legacy of N. Krestnikov.
[Russian]. Zhurnal Nevropatologii i Psikhiatrii Imeni S - S - Korsakova, 86, 758-760.
discusses the treatment of catharsis with emphasis on the technique of reproducing
psychologically traumatic experiences.

Axelsen, E., & Sveaass, N. (1994). Psychotherapeutic understanding of women exposed to sexual
violencein politica detention. Nordisk Sexologi, 12, 1-12.

discusses theoretical perspectives on the psychological reactions to sexual trauma. The
psychologica reactions to sexud torture, including participation, powerlessness, guilt,
meaninglessness, dissociation, negative salf-image, and psychologica symptoms as coping
mechanisms, are identified. The goals and principles of therapy are described: (1) work with self-
esteem, (2) finish unfinished experiences and give new meaning to the trauma, (3) see the trauma
in alife span perspective, (4) work with body perception, (5) work with guilt, (6) clarify the
meaning in the reactions, (7) strengthen self-control, and (8) work with motivation through the
therapeutic relation.

Barach, P.M. (1991). Multiple persondity disorder as an attachment disorder. Dissociation:
Progress in the Dissociative Disorders, 4, 117-123.
sees attachment issues (J. Bowlby, 1988) as the central part of the disorder.

Barker, P., & Herlache, M. (1997). Expanding the view of treatment with an MPD client and her
family. Journal of Systemic Therapies, 16, 47-58.
implements a multisystemic treatment approach.

Barrett, D. (1994). Dreams in dissociative disorders. Dreaming: Journd of the Association for the
Study of Dreams, 4, 165-175.
looks at the dream characteristics of 48 patients with dissociative disorders.

Baum, E.Z. (1991). Movement therapy with multiple personality disorder patients. Dissociation:
Progress in the Dissociative Disorders, 4, 99-104.

endorses group movement therapy: establishing trust through kinesthetic empathy, negotiating
socid interaction, diciting expressive movement and traumatic material, and integrating a more
coherent sense of self.

Benjamin, L.R., & Benjamin, R. (1992). An overview of family treatment in dissociative
disorders. Dissociation: Progress in the Dissociative Disorders, 5, 236-241.

looks at family treatment interventions. Includes paralld therapy with a partner, marriage therapy,
child therapy, parenting counseling, group therapy with MPD mothers, and group therapy with
partners or parents of individuas with MPD

Benningfield, M.F. (1992). The use of hypnosisin the trestment of dissociative patients. Journal
of Child Sexua Abuse, 1, 17-31.

Three related components of the hypnotic state that make it particularly suitable for work with
trauma patients (selective attention, dissociation, and suggestibility).
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Blizard, R.A., & Bluhm, A.M. (1994). Attachment to the abuser: Integrating object-relations and
traumatheories in treatment of abuse survivors. Psychotherapy, 31, 383-390.

object-relations and attachment theories: the need to work in therapy with internalized object
relations and with the trauma, and how patterns of attachment to the abuser are manifested in
transference and countertransference.

Boon, S. (1997). The treatment of traumatic memoriesin DID: Indications and contra-indications.
Dissociation: Progress in the Dissociative Disorders, 10, 65-79.

indications and contra-indications for entering into the second phase in the treatment of DID
patients: the treatment of traumatic memories. Includes a checklist.

Bowman, E.S,, Coons, P.M., Jones, R.S,, & Oldstrom, M. (1987). Religious psychodynamicsin
multiple persondities: Suggestions for treatment. American Journal of Psychotherapy, 41, 542-
554. different God images in primary and secondary personalities are examined.

Braun, B.G. (1989). Psychotherapy of the survivor of incest with a dissociative disorder.
Psychiatric Clinics of North America, 12, 307-324.

behaviour, affect, sensation, and knowledge; the continuum of awareness and dissociation; and
the 3-P (predisposition, precipitation, perpetuation) model.

Bromberg, P.M. (1991). On knowing one's patient inside out: The aesthetics of unconscious
communication. Psychoanalytic Dialogues, 1, 399-422.

trauma, dissociation, and regression in the context of unconscious communication as a
transferential enactment of unsymbolized experience; a key element of the psychoanaytic
relationship is bridging dissociated aspects of salf through the creation of a dyadic experientia
field that is both "insgde' and "outside." The writings of M. Baint (1935-1968), D. W. Winnicott
(1951-1974), and severa other British object relational theorists are explored.

Bromberg, P.M. (1996). Standing in the spaces. The multiplicity of self and the psychoandytic
relationship. Contemporary Psychoanaysis, 32, 509-535.

psychoanalysis as a specialized communicative field. The shifting quaity of time and meaning
reflects the enactment of self-states in both patient and anayst that define the multiplicity of
relationships that go on between the patient's selves and the analyst's selves, only some of which
are being focused on at any given moment.

Buchele, B.J. (1993). Group psychotherapy for persons with multiple persondity and dissociative
disorders. Bulletin of the Menninger Clinic, 57, 362-370.

Group psychotherapy: helping to begin breaking the secrecy, mastering the trauma, learning that
talking helps, and accepting the diagnosisin brief group work solely with other MPD/DD
patients. Requires a therapist well trained both in GP and in the diagnosis and treatment of DDs
and MPDs.

Caddy, G.R. (1985). Cognitive behavior therapy in the trestment of multiple personality.
Behavior Modification, 9, 267-292.

cognitive-behavioral approach : analysis of the emotions and behaviors of each subpersonality
and then the process of integrating each aternate by cognitively developing in the Sthe
realization that her various alternates were facets of the same individual.
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Caul, D. (1988). Prognosis in the treatment of multiple persondity disorder. Dissociation:
Progress in the Dissociative Disorders, 1, 24-26.

16 questions useful in gauging whether or not a multiple personality disorder patient is likely to
have a good or poor prognosis for areatively straightforward psychotherapy and constructive
outcome. Knowledge in advance of the problems likely to be encountered during therapy may
reduce countertransference pressures on the therapist.

Chefetz, R.A. (1997). Abreaction: Baby or bathwater? Dissociation: Progress in the Dissociative
Disorders, 10, 203-213.

the primary task of treatment is stabilization of the patient prior to "working through" the
sequelae of trauma. The mid-phase of treatment may involve continued psycho-educationa
efforts to identify and name affects, the use of "dream-rules’ in the interpretation of abreactive
narrative, and a utilization approach which welcomes affect into the treatment setting in a safe,
skilled environment. Management of countertransference responses to avoid enactment which
could lead to boundary violations is essentid.

Chu, JA. (1988). Some aspects of resistance in the treatment of multiple persondity disorder.
Dissociation: Progress in the Dissociative Disorders, 1, 34-38.

therapist discomfort with resistance. Psychotherapy that requires the retrieval of past traumasin
the context of an interpersonal therapeutic relationship is tremendoudly threatening to the patient
with MPD and the importance of understanding and working with resistance as an intrinsic part
of the treatment.

Chu, JA., Matthews, JA., Frey, L.M., & Ganzdl, B. (1996). The nature of traumatic memories of
childhood abuse. Dissociation: Progress in the Dissociative Disorders, 9, 2-17.

psychobiology, cognitive research, clinical research, and clinical practice concerning traumatic
memory, focusing on implications for recovered memories of child abuse.

Comstock, C.M. (1991). The inner saf helper and concepts of inner guidance: Historica
antecedents, its role within dissociation, and clinicd utilization. Dissociation: Progress in the
Dissociative Disorders, 4, 165-177.

the inner salf helper, a speciaized psychic structure said to be unique to multiple personaity
disorder (MPD) patients

Comstock, C.M. (1991). Counter-transference and the suicidal MPD patient. Dissociation:
Progress in the Dissociative Disorders, 4, 25-35.

countertransference, pathological relationa patterns as they become replicated within the
therapeutic matrix, and the potential communicative vaue of suicide threats by clients with
multiple persondity disorder (MPD) and their trandation into useful dynamic materid. The
therapist's response is used as a clue to the meaning the patient is attempting to convey

Confer, W.N. (1984). Hypnotic treatment of multiple persondity: A case study. Psychotherapy,
21, 408-413.

hypnosis for understanding persondity dynamics maintaining dissociation, in recovering
dissociated experience, and in merging personality fragments.
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Coons, P.M. (1986). Treatment progress in 20 patients with multiple persondity disorder. Journa
of Nervous & Mental Disease, 174, 715-721.

Psychodynamic psychotherapy and hypnosis were the most widely prescribed therapies. The
progress of therapy was hindered by the overuse of the mental mechanisms of repression and
denid, the continued utilization of secrecy (which began during child abuse), and the production
of numerous crises. The most common countertransferences included anger, exasperation, and
emotional exhaustion.

Coons, P.M. (1991). Invited discussion of "Bandaging a 'broken heart': Hypnoplay therapy in the
treatment of multiple personality disorder.”. American Journal of Clinica Hypnoss, 34, 11-12.
comments that M. K. Shapiro (see PA, Vol 78:34153) overestimates the value of play therapy,
aone or combined with hypnoss, in the treatment of multiple persondity disorder (MPD). Play
may induce further regression and dissociation in some MPD patients.

Cornell, W.F., & Olio, K.A. (1991). Integrating affect in treatment with adult survivors of
physical and sexual abuse. American Journa of Orthopsychiatry, 61, 59-69.

theoretical and technica model for affectively centered treatment focusing on the function of
denial and dissociation as central defense mechanisms. The proposed therapeutic approach uses
noninvasive touch and body-centered techniques. Focusis on integrating affect and on the
importance of the therapeutic relationship.

Courtois, C.A. (1997). Healing the incest wound: A treatment update with attention to recovered-
memory issues. American Journal of Psychotherapy, 51, 464-496.

integrates psychodynamic, traumatic stress, developmental and feminist formulations, accords
greater emphasis to object relations and self-psychology perspectives, includes more attention to
dissocidtive reactions, and utilizes more cognitive-behaviora interventions. Includes
recovered/false memory controversy. This holistic model is sequenced, paced, and titrated
according to the patient's characterological structure, ego strength, and needs as well as the range
and severity of presenting problems and life difficulties. Specia consideration is given to issues
pertaining to memory and the maintenance of a neutral stance by the therapist, especidly in the
case of recovered rather than continuous memories and/or suspicions rather than actual
knowledge of abuse

Crawford, C.L. (1990). Using images, metaphor, and hypnosisin integrating multiple personality
and dissociative states: A review of the literature. Journal of Mental Health Counsdling, 12, 416-
433.

hypnosis, imagery, and metaphor as applied to the treatment and integration of those with
multiple personadity disorder (MPD) and dissociative states.

Dawson, P.L. (1990). Understanding and cooperation among ater and host personalities.
American Journa of Occupationa Therapy, 44, 994-997.

how the occupational therapist can help in the treatment of patients with multiple persondity
disorder by introducing the alter personalities to each other, encouraging rapport among the
persondities, helping patients validate the pursuits of each alter persondity, and providing tasks
that dlow the alter persondities and the host to work together for mutual benefit.

Ehlers, A., & Stell, R. (1995). Maintenance of intrusive memories in posttraumeatic stress
disorder: A cognitive approach. Behavioural & Cognitive Psychotherapy, 23, 217-249.

what is needed is a comprehensive assessment of the processes that prevent change in meaning,
going beyond the assessment of avoidance. In particular, safety behaviors, dissociation and

15



numbing, suppression of memories and thoughts about trauma, rumination, activation of other
emotions such as anger and guilt and corresponding cognitions, and selective information
processing (attentional and memory biases) may be involved in the maintenance of intrusive
recollections.

Ellerman, C.P. (1998). The phenomenological treatment of dissociative identity disorder. Journal
of Contemporary Psychotherapy, 28, 69-79.

a strategy that facilitates a therapist's ability to imaginatively enter and creatively fashion a
resolution of the dissociative drama enacted by hypnotically susceptible patients.

Elmone, P, Lingg, M., & Schwartz, M.F. (1996). Adult survivors of sexua trauma: A
conceptualization for treatment. Journal of Mental Health Counsdling, 18, 108-122.

client issues of numbing and intrusions, dissociation, intimacy disorders, sexua disorders, and
victims becoming perpetrators. Therapy concerns include the client-mental health counselor
relationship and the use of abreaction, expressive therapies, and cognitive techniques. The
primary goal of such a PTSD treatment model centers on the concept of integration.

Engle, P. (1997). Art therapy and dissociative disorders. Art Therapy, 14, 246-254.

art therapy offers a unique way to help clients understand and begin working with the traumatic
influences that shaped their lives. For the therapist, the artwork served as access to and
communication with unconscious (dissociated) states

Erskine, R.G. (1993). Inquiry, attunement, and involvement in the psychotherapy of dissociation.
Transactional Anaysis Journal, 23, 184-190.

the use of inquiry, attunement, and involvement in contact-oriented relationship therapy for
dissociated patients. The aim of the therapy is the integration of affect-ladened experiences and
the intrapsychic reorganization of the client's beliefs about self, others, and the quality of life.
Therapy that acknowledges, validates, and normalizes a patient's phenomenologica experience
and provides an empathetic presence that allows the patient to safely depend on the therapeutic
relationship and assess intrapsychic punishment is discussed. Contact facilitates the dissolution of
defenses and the integration of dissociated parts of the personality.

Eyre, D.P. (1991). Therapy with a sexually abused woman. International Journal of Psycho-
Analysis, 72, 403-415.

psychoanaysis gods. establish a therapeutic aliance and to change cathexis from hypercathexis
of the omnipotent bond between her and her internal parental objects to alow morelibidina
energy to be used for the cathexis of external present-day objects

Fagan, J., & McMahon, P.P. (1984). Incipient multiple persondity in children: Four cases.
Journal of Nervous & Mental Disease, 172, 26-36.
systematic play therapy approach to enable personality.

Finch, JE. (1990). Trust issues with multiple personality clients. Journa of Mental Hedlth
Counsdling, 12, 99-101.

clients must learn to trust the mental health counselor and the therapy process. The trusting
relationship will begin to develop with the personality that 1st comes for therapy, and trust must
be established with each emerging personality. Effective statements to be made to MPD clients
that address major fears about the therapy process are suggested.
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Fine, C.G. (1991). Treatment stabilization and crisis prevention: Pacing the therapy of the
multiple persondity disorder patient. Psychiatric Clinics of North America, 14, 661-675.
cognitively based treatment paradigm geared toward controlled abreactions with cognitive
restructuring throughout therapy: a suppression-dilution-of-affect model that focuses on the
achievement of control and mastery for patient and therapist alike.

Fine, C.G. (1994). Cognitive hypnothergpeutic interventions in the trestment of multiple
persondity disorder. Journa of Cognitive Psychotherapy, 8, 289-298.

cognitive and cognitive hypnothergpy (CHT) congderations to achieve unification of al
persondities. Stages of CHT for MPD patients are outlined, including suppression of
affect, uncovering each persondity's underlying beliefs, cognitive restructuring, working
with depressed and fearful persondities, cognitive reframing, and dilution of affect.

Fink, D. (1992). The psychotherapy of multiple personality disorder: A case study.
Psychoanalytic Inquiry, 12, 49-70.
psychotherapy sequence of confrontation, clarification, interpretation, and working through.

Fink, D.L. (1988). The core self: A developmenta perspective on the dissociative disorders.
Dissociation: Progress in the Dissociative Disorders, 1, 43-47.

the emergent, core, intersubjective, and verba selves--are used as the basis for describing
experiences of fragmentation. Four self-invariant components of the core sdlf --agency, coherence,
sdf-affectivity, and continuity--are found to be profoundly disturbed in MPD patients.

Florit, R., & Linos, R. (1998). Training in socia skillsin agroup of chronic mentd patients.
[Spanish]. Anales de Psiquiatria, 14, 339-346.

socid sKkills program using ingtruction, modeling, role play, feedback, social reinforcement,
repetition, and discussion.

Fraser, G.A. (1991). The Dissociative Table Technique: A strategy for working with ego statesin
dissociative disorders and ego-state therapy. Dissociation: Progress in the Dissociative Disorders,
4, 205-213.

series of techniques to access the inner ego system:  relaxation imagery; dissociative table
imagery; and spotlight, screen, memory protection, and fusion/intergration techniques.

Fraser, G.A. (1993). Special treatment techniques to access the inner personality system of
multiple personality disorder patients. Dissociation: Progress in the Dissociative Disorders, 6,
193-198. techniques used to access the inner persondity system including formal hypnosis, self-
hypnosis, guided imagery, meditation techniques, fear and pain, and chemical inductions of
trance states such as those induced by sodium amytal.

Fuhrman, N.L. (1988). Art, interpretation, and multiple personality disorder. Dissociation:
Progress in the Dissociative Disorders, 1, 33-40.

projective and spontaneous drawings of school children and compares them to drawings of
multiple persondity disorder (MPD) patients. It is shown that MPD patients function artistically
at different stages of creative growth, thus precluding artistic growth to flow smoothly, gradudly,
and predictably asit doesin non-MPD individuas.
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Gainer, M.J.,, & Torem, M.S. (1993). Ego-date thergpy for self-injurious behavior.
American Journd of Clinical Hypnos's, 35, 257-266.
ego-state therapy for the treatment of self-injurious behavior.

Gdlant, JP., Brownlee, K., & Vodde, R. (1995). "Not with me you don't": A story of
narrative practice and dissociative disorder. Contemporary Family Therapy, 17, 143-157.
therapeutic practice based upon the narrative metaphor. With a conclusion that
communication of respect for the client is of greet importance.

Gdlard, M. (1993). The graft. [French]. Cahiers Jungiens de Psychanalyse, 78, 17-24.
suggests that the phenomena of psychic dissociation and dissociability are pivota
elements in Jung's concepts of the unconscious and the analytic hedling process seenasa
loss of connection between parts of the psyche and the formerly controlling ego,
accomplished through the triggering of the symbolization process thet is based on the
archetypd representation ability and specific use of transference during the andytic
process.

Ganaway, G.K. (1995). Hypnoss, childhood trauma, and dissociative identity disorder:
Toward an integrative theory. Internationa Journd of Clinical & Experimenta Hypnos's,
43, 127-144.

inginctud drive theory, ego psychology, object relations theory, sdf psychology, socid
psychologica theory, socioculturd influences, and experimenta hypnossfindings The
importance of adopting a more integrative theoretical perspective.

Gelder, M.G. (1992). Treatment of the neuroses. International Journa of Mental Hedlth,
21, 3-42.

treatment of the neuroses. phobic disorders (agoraphobia, socia phobia, and nosophaobia),
anxiety disorders (panic disorders and generdized anxiety disorder), obsessve-
compulsive disorder, dissociative disorder, and depersonalization-deredization

syndrome. Three treatment categories are covered: (1) drug treatment, (2) non
pharmacologica physicd treatment (e.g., psychosurgery, ECT), and (3) psychologica
trestment (e.g., combined cognitive-behaviora treatment, exposure therapy with response
prevention, relaxation training, dynamic psychotherapy, counsding, or psychoanayss).

Some of the tests that have been used to study and diagnose and compare MPD and other

dissociative disorders to other disorders have included:
?? The Questionnaire of Experiences of Dissociation (QED)
?? The Minnesota Multiphasic Persondity Inventory (MMPI)
?? The Rorschach test

?? The DES and DES-|

18



? The Child Dissociative Checklist (CDC).

? The Positive and Negative Syndrome Scale (PANSS)

? The SCID-D

? The Beck Depression Inventory

? The MCMI

? Somatic symptom reports

? TheDDIS

? The Glover Vulnerability Scae

? The Wechder Adult Intelligence Scale Revised (WAIS-R
Visua tests

Evauation of dreams with school performance (1994).

? The Millon Clinica Multiaxid Inventory-I1
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LITERATURE: which supports the belief that there is a need to include the
transpersonal when fulfilling the mandates for a complete list of therapeutic
techniques:

Psychosynthesisis a viable and extremely useful tool when dealing with Dissociative
States:

Assgioli, Roberto (1991) Transpersonal Development: The Dimensions Beyond
Psychosynthesis, San Francisco, The Aquarian Press (P.43)

Assagioli, Roberto (1976) Psychosynthesis: A Collection of Basic Writings, NY, Penguin Books
(P.98)

Assagioli, Roberto (1974) The Act of Will, NY, Penguin Books (P.160)

Brown, Moally Young (1993) Growing Whole, Minnesota, Hazelden Educational Materids (P.78-
79)

Brown, Mally Young (1983) The Unfolding Self: Psychosynthesis and Counselling. LA,
Press (P.18)

Caveney, Therese A (1992) Healing the Wounds of Adults Abused as Children: A Transpersonal
Approach, Cdifornia, Sara Graphics

Ferucci, Pierro (1982) What We May Be, Los Angeles, Tarcher (P.85)

Firman, John, Gila, Ann (2002) Psychosynthesis: A Psychology of the Spirit, Albany, State
University of New York Press (P.68, 162-163)

Kramer, Sheldon Z.PhD (1995) Transforming the Inner and Outer Family: Humanisitic and
spiritual Approaches to Mind-Body systems Therapy,NY, The Haworth Press.(P120-121)

Yeomans, T. (1994) Soul-wound and Psychotherapy, MA, Concord Ingtitute
Whitmore, D (1991) Psychosynthesis Counselling in Action, London, Sage
Psychosynthesisis atool that gathers other therapies and expands on them:

Assagioli, Roberto (1966) Jung and Psychosynthesis: A Series of Three Lectures given at the
Istituto de Psicosintesi, Florence, Italy. NY, Psychosynthesis Research Foundation Inc.

Grof, Stanidav (1975) Realms of the Human Unconscious, Toronto, MacMillan

Hardy, Jean (1987) A Psychology with a Soul: Psychosynthesis in Evolutionary Context, NY,
Viking Penguin Books (P.55)

Sullivan, Rosemary (1980) Psychosynthesis: A bridge Between Psychological and Theological
Conceptions of Human Nature, Montreal, McGill University
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Weiser, John, Y eomans, Thomas (1984) Psychosynthesis: I1n the Helping Professions: Now and
for the Future , Toronto, The Department of Applied Psychology/The Ontario Indtitute for
Studies in Education (Yeomans, Psychosynthess in the Helping Professions P.5-15; Friedman,
Will-Psychosynthesis, Psychoanalysis, and the Emerging Developmental Perspective in
Psychotherapy P.31-45)

Thereare a variety of techniquesthat can be used to work with patients diagnosed with
Dissociative | dentity Disorder

Herman, Judith Lewis MD (1992) Trauma and Recovery: The aftermath of violence-from
domestic abuse to political terror, NY, Basic Books

Masterson, James F (1983) Countertransference and Psychotherapeutic Techniques, NY,
Bruner/Mazel

Miller, Alice (1983) For Your own Good: the roots of violence in child-rearing, NY, Farrar,
Straus and Giroux

Bugental, James F.T (1987) The Art of the Psychotherapist, NY, Norton and Co.
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PURPOSE OF THISSTUDY

This study is meant to provide alist of viable, effective psychotherapeutic techniques which
ad the clinician in their work with dissociative clients. There is a hope by the author that, in the
compilation of information, the transpersona therapy caled Psychosynthesis will be proven to be
aviable, and perhaps ideal tool when dealing with people who are living at the extremes of the

dissociative continuum as well as within the normal dissociative patterns of every day living.

Advocacy/participatory issue
This research gave birth to a questionnaire (see appendices) which was given to therapists
aready recognized as working in the field of dissociation.
Research Questions
Some of the questions which were included in the questionnaire came from these original
questions:

?? How does dissociation express itself in every day life?

(to get a sense of what the therapists consider to be dissociative behaviour. This would be taken
from the DSM 1V outline on DID as well as from their own experience)

?? What are the means by which you deal with dissociative as well as ‘other’ clients?
(thiswould be in the form of a checklist divided by, but not labelled, by the dif ferent disciplines
and would a so include space where therapists could add in their own viewpoint/experience)

?? Inwhat field of discipline did you receive your original thergpeutic training? And what

additiond training do you have?

Delimitationg/limitations
Initialy, this study was to be confined to therapists working in the field, preferable current
members of The Internationa Society for the Study of Dissociation (1SSD). Other disciplinary

schools were meant to be contacted if there was an insufficient gathering of information.
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In redlity, ISSD did not give permission for this questionnaire to be sent out to its members so
other professiona organizations were contacted, as well as people in private practice, socia

workers and psychiatric hospitals.

Procedures
This research study attempted to provide, from the knowledge base and experience of
professionals, alist of appropriate therapeutic techniques and interventions which are viable when

working with a population of clients that are dissocidtive.

Qualitative research strategy

This research used a questionnaire that draws from professionals and their ability to explore and
expound on the techniques that they use on adaily basisin their practices. While data collection
tools which explore the continuum of dissociation (SCID-D [Structured Clinical Interview for
DSM-1V Dissociative disorders], DES [Dissociative Experience Scale], DQ [Dissociation
Questionnaire], QED [Questionnaire of Experiences of Dissociation]) are available to find out if
clients show an preponderance to dissociation, the move from this diagnostic procedure to the
actual healing takes a great deal of thought, training and experience. It was the hopes of this
writer that the research would give the therapeutic community the chance to view what they and
their colleagues have been experimenting with, in the hopes that more efficient doorways to
knowledge may be opened and other techniques be researched and experienced.

Role of the researcher

The researcher had, in keeping in mind the stated problem, compiled research questions from the
multitude of material of different therapeutic techniques. The researcher placed these questionsin
order of disciplines, while keeping in mind that the reader should not be influenced, but should be
allowed room to express. The researcher contacted ISSD, in particular the committee that
compiled the ‘Guidelines,” in an attempt to gain some prior knowledge regarding past assemblage

and present and future research already completed or in process. The researcher did not gain
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permission from the ISSD, or their support and guidance. The researcher found away to present

this questionnaire in aformat that was computer adaptable. The researcher created and presented

aprécis, outlining the topic and specific problem to be solved, to the Westbrook University’s

committee for approval, which was received on November 6, 2003. The researcher set a deadline

for collection, compilation, evaluation and comparison, and preparation of final materia and a

method by which to receive the incoming materia which focused on those needs. A summeation

of the findings was prepared and submitted in written form to the University committee, and is

included in this completed work.

Data collection procedures (including the collabor ative appr oaches used with participants)

To find comparative literature the researcher:

?7?

identified the key words (dissociation, Dissociative episodes, Dissociative scale,
Dissociative continuum, psychosynthes's, the history of psychotherapy,
psychotherapeutic descriptions/comparisons, tools for working with dissociation,
methods for working with dissociative client, the five forces of psychology,
Psychoanaysis, Behaviourism, Humanistic Psychology, Transpersona Psychology, etc.)

?? searched through journds, books, databases, available literature, thesis, dissertations,

studies, abstracts

?? overviewed, designed, drafted and organized summaries, concepts, themes, and afina

7?
”

7?
”

INBAN

NN

proposal
got in touch with as much materia on dissociation, or dissociative disorders as possible

? got in touch with professional organizations that may have had journals, or research

materid in the field
searched the World Wide Web Virtua Library for pertinent information

? searched the American Psychoanalytic Association Jourlit Bookrev Search for relevant

information

searched the American Psychological Association ‘resources for students

searched for University Dissertations on the subject

did aweb search on all the web search engines to find out any other material that was
avalable

spoke to other professionals in the field to get their feedback and experience

got in touch with a reputable computer company that helped to present this questionnaire
on aprofessional website

For participants the researcher:

?? explained the reason for the research and how it would benefit them

?? helped them to see how this research would benefit their clients ,their practice, and
their role as a therapist

?? included a misnomer and guarantee of anonymity
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Data recording procedures
The actual material for this research was collected:
?? asasdf-administered questionnaire (hard copy and internet accessible). Two hundred
hard copies and five hundred emails were sent out to therapists, social workers and
psychiatric hospitals and hospices.

Data analysis procedures

The material was organized and prepared for analysis. The answers were screened and
collaborated. The material was observed for repetitive patterns with a view on gaining a genera
sense of the information and a reflection on its overall meaning. The tone, the general impression
of the depth, the credibility and the usefulness of the information was overviewed. The detailed
analysis was then coded, addressing topics that were expected, not expected, and issues that
reflect alarger perspective. The themes were then represented in a qualitative narrative with a
detailed discussion of themes, perspectives from individuals and what that meant in relation to the
whole. The fina step of interpretation included a persona interpretation, understanding, or
meaning derived from the comparison and correlated information, included in the narrative.

Strategies for validating findings
While aso occurring throughout the process of research, it was important that al findings be seen
as accurate (trustworthiness, authenticity, credibility). There was a checking of the validity of the
understanding of the information, a clear description along each step of the journey and counter
material, which may have been negative or discrepant, was viewed. Time was taken for the

process to complete itself, both in the intake and in the understanding.
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Questionnaire
Since this researcher didn’t have enough clinical experience, and because it was important to
get as broad a view as possible, this questionnaire was intended to reach out to active therapists
currently working with and classified as therapists with experience working in the field of
dissociation.

The questionnaire (included) was to have been sent out in both hard copy as well as emailed
copy to professional organizations, such as the Internationa Society for the Study of Dissociation
(I1SSD) and the Association for the Advancement of Psychosynthesis (AAP), with arequest to
receive permission to send this out to their membership. ISSD did not give their permission
because of the lack of an Internal Revue Board (IRB). AAP approached their Steering Committee
who formulating a plan of action for future requests and allowed an email to be sent out to their
members, informing them of the questionnaire which could be answered on line or in hard copy
at their annual conference. The format was made easy enough to answer in a short amount of time

and sdlf addressed stamped envel opes were included with hard copies.

Working from the ISSD Basic Guidelines on working with Dissociation, and following
Chart 1-Psychotherapeutic Comparisons/ The Five For ces of Psychology , the researcher
asked therapists what their experiences had been, in which therapeutic techniques they had
received their training, and which they currently use to best advantage with dissociative clients.
The questionnaire was broken up and presented in the format of the five forces of psychology,
unknown to the recipients, and easier to decipher when the results were tabulated and deciphered.
The questionnaire has been constructed using:
Chart 1-Psychother apeutic Comparisons/ The Five For ces of Psychology.
Applying the five forces in Psychology to the work of dissociation:
First Force-Behavioural

Assertiveness Training
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Relaxation Training

Systematic desengitization

Modedling

Positive Reinforcement

Charting changes

Relapse prevention

Second Force-Psychodynamic

Free Association

Symbols

Dream based on sexuality

Analysis of resistance
Transference/counter-transference
Interpretation

Sdf destiny

Insight

Third Force-Existential/Humanistic
Analyss (eigenwelt, mitwelt, umwelt)
Intentionality

Rapport-structuring, data gathering, determining outcomes
Generating dternative solutions
Generalization

Forth Force-Transpersonal

Systematic use of al available active psychologica techniques
Starting/ending points dependant on individua

Can be done by the individua or with a guide practitioner
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Fifth Force-Transhuman

Some believe that this will come forward in a body based, kinesthetic form of therapy.
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Working with Dissociative States Questionnaire

Asathergpist working in the field of Dissociation, you are being asked to teke a
moment to answer these questions around thergpeutic techniques. Y our answers could
help to further the field and aid those who most need our services.

This Questionnaire fulfills the requirements for a PhD Dissertation with Westbrook
University. The study looks at the techniques currently in practice, and is meant to
provide aligt of viable, effective psychothergpeutic techniques which ad dliniciansin
their work with dissociaive clients. Since the materid collected through this
guestionnaire is non traceable and no persona information, such as name, address, or
telephone number is requested, the information will remain anonymous and you, asa
participant will not be contacted for further follow up unless you specificaly request it.

1. Male__or female 2. Date:

3. Years of working as a therapist 4. working with dissociative clients

5. Primary/Formal training 6. which would include which
methodology/ies

7. Purist__ 8. or additional training 9. which would add in what additional

methodology/ies

10.When you first meet or interview aclient, what is your primary goa

11.Number of clients you see in a month

12.Number that are male female

13.Percentage of those clients that are Dissociative

14.Percentage of those that are Male female
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15.Looking at the DSM 1V description of Dissociative disorders, which ones hold meaning for

you?

16.What dissociation means to me;

17.When working with Dissociative clients | find that | tend to use the following techniques the

most

18.What is the shortest and longest therapeutic relationship you have had with a Dissociative

client?

19.How long do you think it would take to heal someone who is Dissociative?

20.What does healing mean to you?
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21.When dedling with clients with dissociation, which of the following therapeutic interventions

do you use? Please check the ones that apply.

a__ | give my clients active exercises in the hope of redirecting their experiences

b. | offer advice on how they can change their behaviour

c.__ | suggest that they write down their experiences and | offer aternative solutions
d.__ | listen carefully and offer positively reinforcing words and actions

e.__ | encourage them to speak out for themselves

f.__1 ad them in changing their patterns of behaviour

0. | offer relaxation techniques to aid them in their growth

h.__ I invite them to look at their fears and walk through different patterns leading to change
i.__ | reinforce their learning through role modeling

j-___ | ask them to keep ajournal and then we chart the noticed changes

k.l invitethem to look at their patterns of behaviour, noting when changes occur
[.__ I invite them to become aware of their actions and reactions

m.___ | encourage them to seek out help when they are having difficulty

n.__ | sit back and listen carefully to my clients, noting patterns on paper

o.__ | dlow my clients to speak. | never speak, or try to interrupt their flow

p.__ | offer words and alow them to follow an associative pattern

g.__ | encourage dream interpretation

r.__ | look for areas of resistance and note them

S.__ | keep aware of my feelings and the reactions of my clients

t.__ Patterns of transference and countertransference are important areas to look at
u.__ | help my clients with interpretation of their experiences

v.__ | try to keep aware of insightful ideas and | share them with my clients

w.__| listen carefully for patterns and symbolic interpretations

32



21.When dedling with clients with dissociation, which of the following therapeutic interventions

do you use? Please check the ones that apply

X.__ | encourage my clients through active listening skills

y.__ | respond by mirroring their words and actions

Z.__ | engage in didogue, following their cues

aa___| look for patterns of behaviour, with my client, and we share experiences

bb._ We look at the effect of certain behaviours on their life

cc.__ | alow space for re-enactment of memories

dd.__ | encourage the client to identify with their experiences

ee. | encourage the client to visualize a positive outcome to their fears'memories

ff.__ I invite the client to change the outcome of their memory/fear

gg.__ | invitedters, or parts of the personality to speak and become known

hh.__ I help the client identify with their fears and memories

ii.__ | encourage abreaction and alow lots of space for this to occur

jj-__ I use hypnosis to encourage memory retrieval

kk.__ I dlow abreaction and then encourage action/reaction

[I.__ I encourage my clients to map their progress

mm.___ | suggest that clients keep journals to help them understand their process and progress

nn.__ Helping the clients to contain and understand their experiences, through writing, drawing,
movement and/or sound is encouraged

00.__ | have space in my office where clients can identify with any part of themselves that they

need

pp.__ | create a safe space where clients can do anything they feel they need to
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21.When dedling with clients with dissociation, which of the following therapeutic interventions

do you use? Please check the ones that apply

gg.__ | make contracts with my clients, and parts of my clients, to ensure safety

rr.__ | make sure my client is grounded enough to leave my office before alowing them to leave
ss. | have space in my office for clients who need some ‘aonetime’ before leaving

tt. My clients can cal for an appointment any time then want/need to

uu.__ My clients have aregularly kept schedule of appointments to ensure continuity

w.__| provide aternative methods of reaching me when | am unavailable

22.Are there others that are not listed here?

23.When dedling with clients that are dissociative, are there rules that you follow, like a“do and

don't’ list that is specificaly for these clients?




24.Please mark which statements are True in regard to your patients that are displaying symptoms

of dissociation or are coming with other complaints:

Dissociative Other

A. Patients need to go through stages of growth in order to develop

B. Personality integration is an important step

C. Thereisa potentia for persondity transcendence

D. Mastering the physical body isimportant

E. Learning to regulate and direct emotional energies

must be considered

F. Thereis a sense of centred salf that needs to be fostered

G. Relationships with others is very important

H. Denia and dismissal of self and potential are defences used

I. Projection or the admiration of others to the detriment of the self

is a defence used
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24.Please mark which statements are True in regard to your patients that are displaying symptoms of

dissociation or are coming with other complaints:

J. Thereis aways a sense of sdlf, or “I” that will eventually manifest

K. Thereisasense of a higher consciousness, or a higher knowing

that can be called in to help give direction

L. By embracing hedlthy redlistic beliefs and attitudes one is able

to resolve inner conflicts

M. Development comes with a mastery and expanded awareness

of saf and others

N. Patients show agreat dedl of guilt and pain coming from their

inability to actualize their potential

O. Actions, images, emotions and thoughts are all varied

forms of energy

P. Intuition can be trusted to guide and revea new inner

qualities and the next step ahead

Q. When the point of energy can be recognized then the cues
or way towards solving a problem can be identified

Dissociative

Other
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24.Please mark which statements are True in regard to your patients that are displaying symptoms of

dissociation or are coming with other complaints:

R.I am aware of the energy around my client and am able

to guide them to the next step by being aware of this energy

S. Tough mindedness, bold assertiveness and a strong will

are al aspects of human nature

T. Peace, love and joy are al aspects of human nature

U. Integration, dis-integration and re-integration isto be

encouraged, understood and appreciated

V. Our current experience or sense of identity is only a moment

intime-a step in alarger process of development

W. Physical mastery to emotional and mental mastery

to higher consciousness is some of the work that | do

X. Thereisan inner blueprint which guides our growth

and comes from the Higher Unconscious

Dissociative

Other
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24.Please mark which statements are True in regard to your patients that are displaying symptoms of

dissociation or are coming with other complaints:

Y. Stress, pain, or frustration can come from aloss

of saf or a connection to our Higher Knowing

Z. Harmonious personality is the goa to reach for

AA. Sdf autonomy must be considered for health to occur

BB. Learning appropriate expression and sublimation

of emotions and desires is important in order to adapt

to the socia environment

CC. Asone growsto a deeper identity there isthe

possibility to reach the soul, or Higher Sdif

Many thanks for taking the time to complete this questionnaire.

Dissociative

Other
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Budget
| incurred the following costs:
Printing of 200 copies of the questionnaire
Computer: programming cost
Mailing: stamps/envelopes
Total actual output

Time Line

Once approved by the committee of Westbrook University, | had anticipated a one month
leeway to get the questionnaire up and running on my professiona website (with links to

professional organizations). | had thought it would probably take at least one month, if not two,

$ 80.00
$200.00
$174.00

$454.00

to get permission from the various professional organizations to create alink and at least another

two to three months to collect the data. | anticipated two months to decipher and graph the

information and prepare the report to give back to the University committee. In total, this part of

the research was expected to be completed by the spring of 2004. In actuality, the questionnaire

was up on the website within a month. It took more than five months to get the fina rejection of

approval from ISSD and atotal of six months to complete the intake and seven months to present

the first rough draft to the University Committee.
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THE RESULTS
This questionnaire was answered by 10 men and 15 women who have worked from 5 to 53
yearsin the field, with a mean of 21 years as atherapist and a mean of 14 years working with
dissociative clients. Their stated training went from none at al to Masters and Doctorates in Art,
Divinity, Education, Medicine, Nursing, Socia Work and many different forms of Psychology
(cognitive-behavioural, group, Freudian, Humanistic , Transpersonal, Psychoanaytic,

Psychosynthesis).

They are licensed in and certified as Alcohol & Drug Counsdllors, clinical Hypnotists, Imago
and Adventure Based Therapists, Gestalt therapists, Psycho Pharmecologists, Psychodrama and
Reiki therapists and Traumatologists, and have hours of training in Domestic Violence, Sexua
Trauma Training and Child Abuse, Mental Hedlth Clinics as well as assessment, diagnosis and
treatment of al mgor disorders (esp. mood disorders, trauma, human sexuaity and personality

disorders), and 79% say they are not purist in their methodol ogy.

They work with: abreaction techniques, Adlerian therapy, art and expressive therapies,
Attachment Theory , Brain Cognition, bringing memories to consciousness, Cognitive
Behavioura , CBT, CDG, Child Development, Colin Ross training, Counselling Psychology
,coupleswork , DBT, defence and transference issues ,dream analysis and interpretation ,
ecopsychology, EFT,EMDR, energy based interventions, expressive therapies, feminist
orientation , focusing, free association , Friesen, Gestalt, Grounding, group therapy, Healing
Touch ,Hope Alive ,hypnosis, imagery, indigenous hedling, individua counsdling,
intersubjectivity, indght oriented, Kluft , Mapping, Massage, Masters and Johnson-Sexual
Trauma Training, Parenting, meditation, Personality Theory, post-abortion recovery, prayer,
Psychoanalysis, Psychodrama, Psychodynamic Experiential Object Relations, Psychoeducational

training, psychologica testing, Psychosynthesis, Putnam, regression, Reiki ,reintegration,
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relationd , Rogerian , Ross, self training tapes, shame and anger redirection, somatics,
subpersondlities, synthesis, systems thinking, transference/countertransference, TAT, TFT, TIR,
theosophical prayer, ‘I', legd issues, Trauma resolution/theory, TIR, using drugs appropriately
and women's issues, as well as awide variety of trainings from generic trauma thru traumatic

grief.

38% of respondents said that their primary goa in working with clientsis assessment and
evauation of purpose, goals and levels of functioning. Another 34% emphasized the importance
of creating a safe space where the client can feel comfortable. 41 % mentioned establishing a
rapport within the therapeutic relationship. 16% specificaly mentioned finding out why the client
has come forward 4% mentioned seeking God's lead and 21% mentioned determining the fit
between the therapist and the client.

The words that came forward were: aliance, assessment, contact, determine goals, establish
connection, evauate, explore, God's lead, process, identify, rapport, resonance, safety, listen,

serve, understand and work.

On the average, these clinicians see from 1 to 150 clients per week with from 1-25% being
male and from 10-100% being female. The number of these that are dissociative ranged from 1-

66% with 1-100% being male and from 1-100% being female.

They see these clients anywhere from 1 session to 30 years with the longest client/therapist

relationship coming in at an average of 11 years.

Although the questionnaire did not list the DSM 1V descriptors for DID, the participants cited
DID, DDNOS, Fugue, Psychogenic Amnesia ,Depersondization , PTSD and Bi- Polar asthose

they most believed in. 8% said they didn’'t believe in any of them.
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When asked what Dissociation meant to them, the respondents became more expressive.

They mentioned: patterned energy, not conscioudy aware, capacity that we all have to drift
away/remove ourselves from situations, create an aternative mental/emotional space, use of
atersto function, division of the personality, some degree of loss of voluntary control/awareness
over menta/physica actions, phobic avoidance, involves neurobiologica processes, rigid/
involuntary retraction of the field of consciousness, lowering of the level of consciousness,
involves the encoding and storage of information in different parts of the personality, necessary,
often life saving defence in childhood, old patterns get in the way of living afull lifein the
present., a response to trauma that protects, ego splits off the intolerable experience, personality
split :one part is unaware of another part, period of time where a person is out of contact with
mind/body, split in consciousness/will, extreme case of sub-personality identification, process of
organizing and processing psychologica (thinking, feding, percelving, sensation, etc) content.,
ateration in norma menta and emotiona functioning, loss of consciousness for the present
moment, loss of focus/structure, escape-shut off neurological emotional experientia connections
to traumaltriggers, pathologica (origindly defensive) disintegration and compartmentalization of
otherwise normal psychologica processes, periods of time missing, personality disorder,
individual blocks out chaos, invaidating environment or lack of control of a Situation, people do
things they don't know they've done, loss of time that cannot be accounted for and cannot be
attributed to an acoholic blackout or something similar, mgjor portions of the personality
function (body, feding, mind) outside norma waking consciousness and A little girl day
dreaming about alittle girl who is daydreaming about alittle girl who is being

sexudly/physicaly/ emotionally abused.
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When asked what ‘healing’ meant to them many referred to balance, integration and function.
These respondents cited: conscious awareness and balance and integration of different aspects of
the unconscious/having body mind and spirit in balance, person is able to effectively manage
their system-able to consistently do the maintenance to keep that in place, continuum of increased
functioning, reduced symptoms, boundary building, restoration/establishment of satisfactory
relationship with God, integration of al parts of the persondlity into an adaptive whole, ability to
be self aware, focused, to act reflectively rather than reactively, have flexible and intimate
relationships, more and more comfortable in life, able to manifest best qudities and abilitiesin
the world, living a congruent life that is stable, functional, able to deal with stressors without
switching, to be whole and to know it, more communal and interpersona interaction, client
knows alters and works with them, emotional well-being, high interpersona, socia and
occupational functioning, internal awareness, easy access to persona history, reduced

dissociative episodes and be with him/her self in satisfactory manner.

In terms of how long it takes to reach a state of healing, the answers ranged from “We are
aready whole (healed) and how long it takes to know it varies with the individual” to “forever.”
Most responded that it is dependant on the individual and the degree of investment and pathology.

Of those that responded with atime frame, 8 years came in as the average.
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These therapists then went on to describe their actual working techniques as. planning and
implementation, grounding, resource building, EFT, TIR, reintegration strategies, EMDR, prayer,
TIR, cognitive restructuring, journaling, relationa work (skills and
transference/countertransference working with inner conflicts, physiologica and psychologica
regulation techniques K eeping therapy focused on process rather than content), client centred
approach , talk, art, holding a Psychosynthetic understanding of wholeness, acceptance of clients
subjective experience, positive regard, hypnoss, trans/countertransference analysis, dream
interpretation, Psychosynthesis, Psychoanalytic techniques, exploration of function of
identity/state, Gestalt techniques., DBT therapy and skills, supportive, deductive, empower,
mingle, imagery, sub-personality maps and Centring (strengthening "I consciousness),
persondity dialogue, mindfulness, development of Will and goals, Psychodynamic, inter-
subjective, self psychology, CBT, facilitating internal communication, alow them to do what
they need to do, insight oriented, self care, catharsis, encourage personalities to communicate
with other persondlities, establishing and maintaining safety, affirmation of the presence of dters,

evidencing, mapping and audio taping for PT playback.

When looking at actual therapeutic techniques that therapists use, these were the 10 most
chosen from alist of 48:
96% stated that “1 keep aware of my feelings and the reactions of my clients
91% stated that “I make sure my client is grounded enough to leave my office before allowing
them to leave’
87% stated that “I make contracts with my clients, and parts of my clients, to ensure safety” and
“I encourage my clients through active listening skills” and * | invite them to become aware of
their actions and reactions’ and “We look at the effect of certain behaviours on their life”
83% stated that “| offer relaxation techniques to aid them in their growth” and “My clients have a

regularly kept schedule of appointments to ensure continuity”



79% state that “1 encourage them to speak out for themselves’ and | invite them to look at their
patterns of behaviour, noting when changes occur” and | engage in dialogue, following their

cues’ and “I invite alters, or parts of the personality to speak and become known”.

Of the therapeutic techniques least chosen:
4% stated that “1 allow my clients to speak. | never speak, or try to interrupt their flow”
16% stated that “I encourage abreaction and allow lots of space for this to occur”

23% stated that “I use hypnosis to encourage memory retrieval”.

Some of the other techniques that respondents felt had not been included in the origina list
included:
encourage all parts to participate in each session, support and direct an experience of
remembering in the safe present while oriented to the present and to the therapeutic relationship,
encourage collaborative processing of the therapeutic relationship, consistency, reach another
therapist in my absence, set flexible but firm and very consistent therapeutic boundaries,
encourage them to attend community support groups and workshops, identify polarities and
devise experiments to help client come in contact with polarity, mirror awareness of
limitations/boundaries, calling upon Wise Being and other spiritua sources through imagery, they
can phone, email, write snail mail, readings, journaing, encourage to stay in here and now, may

reference past but do not desire to retraumatize, internal shame and anger reduction.

45



When asked what they “do” and “don’t do” with dissociative clients, these were the responses:
DO:
encourage phone messages as check-ins between sessions, encourage outside support besides the
individual sessions, encourage medication evauation by psychiatrist, encourage a collaborative
process, encourage the therapeutic relationship, support adaptive dependency and adaptive
autonomy, encourage al parts to relate to each other more than they relate to the therapist, be
aware of and treat comorbidity--it is almost always present, have adequate backup in the
therapist's absence, support secure attachment, stay flexible, warm, clear, and grounded, treat the
patient respectfully and as an adult at all times, view the patient as one person, be aware of
sexudl, culturd, religious, and socid issues in the therapy, make crisis calls short with the goa of
grounding, not conducting therapy, engage in regular self-care of the therapist, treat each part
with equanimity and respect, regression in service of the ego, be consistent... be ready and able to
deal with whatever comes up, respect their subject experience, follow the wisdom of their psyche,
contact ALL professionas working with this person so that splitting does not occur, rules as limit
setting/special alowance for needs, smaller steps, avoidancei.e. of retraumatization, treat
dissociative clients in the same way that | treat other clients and try to ensure that | do not do
things for them that | would not do for other clients, work on grounding/stabilization before
anything else, work on staying in the present., vaidate the patient's perceptions, not everything
the patient doesis "transference" to be fed back to him or her, be consistent and transparent in
your rules of conduct, set good boundaries and be clear on what is expected as well as their

safety, tell them their diagnosis, but time intervention carefully.

DON'T:
make any physica contact without asking, get too many on a caseload at any one time, work
harder than the survivor, react without thinking to client's requests or demands, encourage

abreaction, encourage maladaptive dependency: don't need to be needed, treat without
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supervision or consultation, cross a boundary without reflection, awareness of the consequences,
and checking with severd trusted and knowledgeable colleagues, suppress parts, or otherwise try
to make them go away, treat clients in private setting that are unable to control behaviour that is
dangerous to themselves or others, lead them, impose own redlity, allow them to ‘trash’ the office
or come into the office building to 'hang out', use hypnosis to retrieve memories, assume that we
know what happened to them in childhood, say that a particular memory did or did not occur,
alow yourself to beffed abused by the patient, low physical violence acted out toward others,
prescribe drugs without careful discernment —hospitalize, use EMDR, contact for 24 hours if

hospitaized.

In the question area that queries the practice techniques used for clients that are dissociative,
as opposed to what is referred to as ‘other’ clients, there are certain features that stand out.
Fostering a sense of centred self seems to be very important for clients that are dissociative, asis
taking a step towards personality integration. Defences of denia and self-dismissal are more often
used by clients with dissociation and there tends to be a sense of a higher consciousness, or higher
knowing that can be called on to give direction. There tends to be more of a sense of stress, pain,
or frustration coming from the loss of self and the learning of appropriate expression and
sublimation of emotions and desires is important for adaptation and eventua integration. The idea
of asense of sdlf, or “I” eventually manifesting was seen more for ‘other’ than for the dissociative
asisthe embracing of a healthy, redistic belief and attitude which leads to resolution of inner
conflicts. Tough mindedness, bold assertiveness and a strong will, as well as the reaching for a
harmonious personality, were al thought of as techniques for *other’ more than for the
dissociative. Mastery, expansion, growth, relationships and the potentia for persondity

transcendence were all seen as balanced for all.

47



When we begin to look at dl thisinformation in light of the background of the participating
therapigts in relation to their original training and background experience, one can see that many
have not alowed their origina training to be their main mode of working. It is obvious that this
group of therapists have spent many long hours in gaining more and more diverse technica tools
in order to do their work. Two participants, who claimed they didn’t have the educational
background, cited many different ways of acclaiming the necessary skills. Many hold multiple
degrees and certifications. In looking over the pattern of their answers, one can see the

eclecticism of their responses.

While the questionnaire was originaly set up in a breakdown fashion of therapies that build
on each other (see Chart 1), it was obvious that, other than one or two respondents, there was no
set pattern that was emerging. Therapists with a great deal of different training were more apt to
use more and varied techniques and appeared to be more mindful and expressive of their motives.
Therapists with minimal orientation used simple, modest, effective techniques. Transpersonal
therapists were giving cognitive answers, and behavioural therapists were cluing into more
energy based approaches. Therapists with the same training background were not showing any
influential patterns. It appears that their belief and voicing of the fact that each individua client
needs to be assessed and followed in their own unique fashion certainly rings true here at some
level. Many times the pattern of thinking and responding did not match the original orientation.
While the response sometimes appeared to come from a basic training pattern, the actual
deference to a certain agenda was not in evidence. My origina thinking that therapists are
oriented according to their own inner consciousness was being shattered and replaced with the
understanding that we al have individual processes, understanding from experiences, and need
alowance for individuad interndlization of ideas. While therapies can be labelled and boxed into
parameters, therapists can not. Each individual reacts, knows, understands, and acts from self

based knowledge and experience.
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This researcher hopes that al who have taken the time to complete this questionnaire will
come out enriched in some way. Perhaps, having read the many different modes of working
therapeuticaly, and being alowed the opportunity to give some thought to their own actions, they
will come away with a new found sense of discovery and continue to honour their eclecticism and

alow it to carry them forward in their work.

Some of their closing comments included:
“| see dissociation on a continuum as both away of organizing information and as a process that

is employed by most human beings (if not al).”

“risky to use hypnosis to encourage memory retrieval and to alow abreaction and encourage
action/reaction. Don’'t allow patients with DID to re-enact memories or identify with their

experiences. Clients need safe boundaries.”

“While persondlity integration may be an important step, some clients want only symptom relief.
By embracing healthy realistic beliefs and attitudes one is able to resolve inner conflicts neglects
unconscious conflict. Harmonious personality is not aways the god to reach for-it could be an

over ambitious goal.”
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CONCLUSION

While the origina vision for this study was to show that psychosynthesis, a Transpersona
Psychology, was a viable dternative and perhaps one of the best options, for working with clients
that are dissociative and, while the questionnaire was set up in such away asto differentiate the
different modes of therapy, the fina results were difficult to fit into this mold. It was found, by
this researcher, that the respondents in this study had very diversified backgrounds and, while
continuing to include many more thergpeutic techniquesinto their repertory than their origina
training, showed how eclectic a therapist working with clients who are dissociative can, and
perhaps should, be. Dissociation can be very difficult to diagnose, and even more difficult to
work with without the proper training. Psychosynthesis therapists relate back to their belief that
we are adl in a state of perfection and just finding our way back to that perfect state and do not
refer to dissociation as a pathological state. The respondents that showed a background of
Psychosynthesis did not use the DSM 1V diagnosis to fit their patients into. They showed more
awareness of the idea of the transpersonal, or beyond the sense realm, and used the term ‘ super

conscious' to refer to the state of being that is perfection, and which guides us to that state.

When looking at actual therapeutic techniques that therapists use, the 10 most chosen from a

list of 48 were:

“I keep aware of my feelings and the reactions of my clients’ (96%)
and

“I make sure my client is grounded enough to leave my office before alowing them to leave”
(91%)
which amplifies and affirms the two most important attributes of a good therapist: that of being
present, conscious and alert and that of making sure that the client is safe. It was obvious that
none of the therapist respondents felt the need to use hypnoss, even though many of them had

thisinitial training, and some even discouraged its use for memory retrieval. They aso did not
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encourage abreaction, for fear of retraumatization, and preferred to be present to whatever
presented and to set firm boundaries which lead to self realization, acceptance and actualization
into whoever they are meant to be. Creating a safe container, for the client, in which to do their
work came forward many times, as well as supporting adaptive dependency and adaptive
autonomy. Fostering a sense of centred self seemed to be very important to keep in mind, as well
as helping client to take a step towards personality integration, although the majority of therapists
made a point to say that integration is not the main focus of therapy. While some of the therapists
showed that they had some training in the Energy Psychologies, very few were actualy aware, at
the level of intuition, of the energy fields around them at the time of the therapeutic relationship.
While awide margin of the respondents had some form of transpersond training, many were not
aware of, or did not respond to the questions on the Higher Self or Higher Conscious or Soul
Redlization. The main thrust of focus seemed to be on the concrete, on the actual ‘can do’ forms
of therapy, rather than on the abstract. The adage “process over product” certainly rings truein
this situation and these therapists have certainly reached alevel of proficiency in using many,

varied therapeutic techniques.

Personal Reflection

| found that the most difficult part of this research was in reaching those therapists working in
the field, and helping them to feel safe enough to answer the questionnaire. We are currently in a
societal time where people in the healing professions are being held accountable for their actions
to a degree that stifles creativity and openness. The fear of being sued by clients has multiplied
and Insurance companies have taken advantage of this. Universities have set up Internal Review
Boards to make sure that all research materia is not hazardous to the health and well being of its
participants. What | interpret as ‘ over precaution’ has prevented this study from reaching out to
more, and very experienced therapistsin thisfield. While | tried to manoeuvre, and over extend,

and even tried to fit into the mold, | found this very difficult and, eventually, was unable to meet
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their requirements and had to let go of my initid wish. While | fed that | have gleaned much
information, and look forward to my work as a therapist working with dissociative, as well as
many other forms of clientele, | hope that | can continue to hold my ‘dream of helping others out
in front of me and do not eventually succumb to the fears of society. As atherapist | hope |
always remember the lessons of this study and continue to more forward with curiosity

and the eagerness and creativity needed to make this work a craft of art.
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