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ABSTRACT.

“A man has as many social selves as there are individuals who recognise him and
carry an image of him in their minds”
(William James ‘Principles of Psychology 1890)

When faced with overwhelming trauma the human psyche finds ingenious ways to
protect itself. Dissociation is the ability to take a part of the mind away from one’s
own immediate situation or surroundings. It is a natural ability that we all have and
we all dissociate several times every day. There are varying degrees of dissociation, or
varying depths. At one end of the dissociative scale is the ability to day dream, go 1nto
highway hypnosis, or become deeply involved in a book or film. On the mid range ot
the scale are altered states of consciousness that could be described as a trance, prayer
or meditation. Yoga teaches dissociation. On the far end of the scale 1s the ability to
split the mind completely into different personalities or parts and to have out of body
experiences where the dissociated part of the mind actually witnesses the actions of
the body. This thesis looks at the far end of the scale at Dissociative Identity Disorder
which is an attempt by the human mind to deny an unbearable situation or anticipation
of 1t and to protect itseltf from anmhilation. Inevitably there are lasting consequences

to such an extreme coping mechanism.

In looking at this phenomenon I have attempted to discover some of the feelings that
are connected with dissociation and how they can affect behaviour in someone with
Dissociative Identity Disorder. In order to achieve this I have engaged in qualitative
research using a single case study. It 1s a very personal research project as the
researcher 1s also the researchee. Data has been gathered from on going counselling
sessions for a period of two-and-a-half years using audio taped sessions. Analysis of
the data has been done using a heuristic approach with one tape being analysed using
a grounded theory approach. Because of the vast amount of data collected tapes for

analysis have been randomly selected.

We all see what we want to see according to our needs at the time. Beneath the
complex layers of our own individual mask of self-created 1llusion which we call ‘our
truth’ are other complex layers of our reality. The process of dipping into these hidden
truths takes us from the peak of the iceberg, which 1s the conscious mind, into the
realms of the unconscious mind below the surface. When we have dipped into this
realm of the unconscious we begin to discover the true self and the deeper we go the
more we come to realise that the difference between us as individuals begins to
disintegrate. Eventually we learn that we are all very much the same beneath the
surface.

[ hope the reader 1s able to gain some insight into and perhaps a greater awareness of
human reaction to trauma.

Anne Burdess
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“The journey of a thousand miles begins with a single step’

(Chinese Proverb)

CHAPTER 1.
INTRODUCTION.

“We shall not cease from exploration and the end of all our exploring will be to arrive

where we started and know the place for the first time.”
T.S.Eliot.

When faced with overwhelming trauma the human psyche finds ingenious ways to
protect itself. This dissertation looks at one of these ways. Dissociative Identity
Disorder 1s an attempt by the human mind to deny an unbearable situation and to
protect itself from annihilation. Whilst it holds a place in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV) as an Axis 1 disorder and described
as a “hysterical” response to a situation, I believe from my own experiences that 1t 1s a
normal adaptive response to severe trauma and not a psychotic response. I hope this
thesis will convince its readers that this is the case. Inevitably there are lasting
consequences to such an extreme coping strategy and again I hope this study aims to

enlighten its readers to some of the emotional effects of Dissociative Identity

Disorder.

Dissociative Identity Disorder (DID) is a contentious subject. There are those who
would argue for its existence (Bliss 1986: Kluft 1985, 1992: Ross 1997: Putnam 1986:
Mollon 1998, 2002) and there are those who are sceptical (Allison 1980: Aldridge-

Morris 1989). Whatever views we hold the continued research that is being conducted

in psychobiological fields (Nijenhuis 2002, 2003: Vedat Sar 2002) 1s exciting and

suggests that there is now more reliable evidence than the words and presenting

symptoms of those who are purported to live with the experience of Dissociative

Identity Disorder. This will be explored in more detail in Chapter 2.
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DID 1s a valid phenomenon often misdiagnosed (Ross1997: Bliss 1986). It has been
the subject of much valuable research. When looking into the phenomenon for my
own 1nterest I was struck by the lack of research into the emotional side of DID and
the absence of any research undertaken from the perspective of the client. This is one

of the reasons that led me to embarking on this study.

Theory produces guidelines and, like anything else, guidelines are a developing
process of understanding. Theories are important; they offer contrasting explanations
for phenomena and tell us what we may expect in a given situation. However theories
are inevitably a distortion of what they try to represent; part of their value is that they
simplify. I see the need to replace the approach of selecting the “correct” theoretical
explanation from a series of choices and instead look for ‘organic’ complexity. The
need therefore 1s to relate theories to personal experience which has not always been
the case with Dissociative Identity Disorder. As far as I have been able to find there
has been no research conducted by someone who dissociates and who 1s currently 1n

therapy so hence there is nothing to actively compare to the little theory there 1s on

emotions equated with Dissociative Identity Disorder.

Much of the valuable research into Dissociative Identity Disorder and 1its subsequent

theory is in the area of aetiology, gender relation, psycho-biology, treatment and

outcomes and other related areas which I will allude to later 1n this study in Chapter 2.
There is also the ever ongoing debate as to its authenticity between the well known
proponents, such as Bliss, 1986; Ross, 1989, 1997: Kluft, 1985: Mollon. 1996;

Nijenhuis, 2002 and the sceptics such as Loftus, 1995: Aldridge-Morris, 1989:

Spanos, 1985, 1997; Pendergrast, 1998.



We are all individuals and our response to given situations is unique. I have not set
out to produce dry theories or hypotheses but to offer further and perhaps some deeper
insights into emotions that can be around for someone who dissociates in the hope
that 1t will contribute to the developing understanding of Dissociative Identity
Disorder. It can be very painful to discover that we do not fit guidelines laid down.
Being placed outside the ‘mainstream’ theories can be a lonely place indeed. I hope

this study will in some way broaden the constraints of current guidelines and theories.

1. REASON FOR SUBJECT CHOICE AND CONTINUED DEVELOPMENT
OF INTEREST.

“Clinicians would say that I ‘suffer’ from Dissociative Identity Disorder (DID). For
as long as I can remember I have been ‘different’ from other people. At first I
thought that the way I behaved was exactly the way that everyone else did and 1t
never crossed my mind to question it or discuss it with anyone else. What I did was
my way of coping with the realities of my life and I thought 1t was the accepted thing
to do. It wasn’t until I realised that what was happening to me as a child on a daily
basis was not happening to other children that it became apparent that my method of
coping with the horrors of every day life was not the way my friends or others were
behaving. This realisation only served to further 1solate an already lonely child and I
did my utmost then to hide it from all those around me. Although 1t was a normal
existence for me I had some innate sense now that it would not be accepted, that I
would be considered some sort of freak, if not mad. I was afraid of the consequences

of people finding out. I had no idea that the medical/psychiatric Fraternity had given it
a name!” (Burdess 2000. p.2)

Eight years ago I entered into counselling. [ was in my early forties. Because of my
previous experiences, it took a long time for any sense of autonomy to occur and to do
this I had to internalise the safety of the counselling relationship. Before entering into
counselling I had no prior idealised person so found it almost impossible to mobilise

the trust that is necessary for internalisation and growth. It was (and 1s) with patience.



a genuine desire to understand, acceptance and a willingness to voyage into uncharted
territory and unfailing belief in ‘me’ that this counsellor has given me the strength to
look not only at my experiences, reactions to them and my consequent coping
strategies, but also at what constitutes ‘me’. He has taught me that not only do I have
the right to emotions and feelings but that it is both normal and healthy to have them —
and to have them in ‘my’ own right. This counsellor was not trained in or experienced
in dealing with DID and once described the process as “flying by the seat of my
pants”. We have come a long way over the years. It has been a difficult and often
almost 1impossible journey but I have grown to trust him over those years and am
willing to continue ‘flying by the seat of our pants’ rather than trade him in for an
‘expert’ 1n the field. He has an integrity that is second to none and although we have
made mistakes in our process on the way, we continue to have a mutual respect and
trust 1n each other. His willingness to accept and work with the dissociative parts of
‘me’ has been the backbone of ‘my’ growth and of ‘my’ learning and understanding

of self, slow though that progress often is.

This research 1s built on the back of a study I completed in 2000 for a Masters degree,
looking at what some of the overriding feelings are for someone living with DID and
their effects. Doing the MA research made me very aware of an area that has been
vastly neglected in terms of research and therefore understanding. The MA was a
minor study which highlighted the expanse of the subject and a need for an in depth
pursuit. I was uncovering an enormous potential for discovery in how those who live
with Dissociative Identity Disorder feel and how they can respond to those feelings. It
felt imperative that I continued looking at this field as the constraints of a Masters’

research meant that much of what needed to be said had to be omitted as what was
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explored came during a relatively short period of therapy and I was tied by the
number of words I could use. This research allows me to explore a far longer period
of therapy, in effect two-and-a-half years (June 2000 — December 2002) The data for
this research began six months after the data was collected for the MA. This in itself
brought greater insights in that feelings are not static. They are fluid and change with
newer or better understanding of experiences and information, and when we are able
to put experiences into perspective. So, as therapy continues and things become
clearer, some emotions dissipate and others surface. It is therefore important to

recognise that what 1s discovered 1s relevant to that time 1n the therapeutic process.

In looking at the literature and research around the subject, I found a wealth of
material with regard to such things as actiology, prevalence, ways to treat, expected
outcomes, all very clinical and written mostly by therapists, clinicians and
psychologists — the experts. It gave me a knowledge base and a medical understanding
of my ‘condition’. It gave what was happening to me a name. It gave me statistics,
models, hypotheses and findings. It gave me 1nsights into the turbulent world of the
seemingly endless debate on the validity of the ‘condition’. What it did not do was
give me reassurance: reassurance that I was real, a valuable and valid member ot
society who has every right to her feelings and opinions. It gave me no 1nsights into

how I could expect to feel. It had the effect of isolating me even further from the

society I was struggling to be a part of. It made me a statistic.

As I have said, looking at the literature around the subject of DID. I was aware that
there is a wealth of material from the climician/therapist’s perspective but a great

dearth of material from the eye of the client especially in the area ot how 1t feels to
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live with the ability to dissociate and be labelled dissociative and the subsequent
emotions that this brings. I found very little literature written by multiples specific to
their teelings around dissociation. What was available tended either to be second
hand, reported through the therapist or clinician treating the DID client, cameos in text
books or through accounts describing the practicalities of being dissociative and life
stories. This was encouraging in the sense that I could see similarities to my own
existence but I wanted to know what feelings (if any) were around for them in
connection with their dissociation and how they affected their lives. I could find no
evidence of research done by a client in therapy into their emotions felt as a result of
their life’s experiences and subsequent dissociation. I began questioning and
challenging what was written and making comparisons with my own experience. The
findings for me were significant — enough to encourage me to look deeper into this
area. 1 found that it furthered my awareness of human reaction to trauma and has
given me a greater insight into the world that I inhabit. The experience has, 1 think,

enabled me to carry the knowledge gained from it into my own counselling practice to

help in the recovery process of my clients.

“It’s in vain, Trot, to recall the past, unless it works some influence on the present.”
(Charles Dickens. ‘David Coppertield’)

My fear lies in how it will be received. How do I challenge those research
methodologists who would have me measure my experiences and findings? As John
McGuiness (2001) asks, “How do you measure pain?” I ask, “How do you measure
anger, shame or fear?” More to the point though, perhaps we should ask who. Who
should measure pain? Who should research and analyse these emotions: should it be a

bystander or the therapist or should it be the person(s) experiencing the feeling? We
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could argue that it depends on the information we want to know. If we need to know
general information about numbers, prevalence, gender or origins then a bystander
would suffice and a quantitative research would produce answers. If we want to

understand the complexity then it is first hand experience we need and an in depth

qualitative study.

I was heartened at a recent lecture given by John McLeod (2003) *Counselling and
Research” when he advocated that more research should be undertaken by clients. He
talked of the role of counselling research in relation to the reconstruction of practice
and how 1t contributes to the creation of communities of practice. He continued to
explain how research can enhance public understanding and how it can impact on
clients. This was my very reason for doing this research. It feels that there 1s a deficit
in research and knowledge in the understanding of how DID clients could feel and
what emotions they may expect to experience. Who better to do this research than a
client? McLeod (2003) was encouraging systematic case studies and research done by
clients as well as sociologists, anthropologists, economists and clinicians. As a
therapist myself I agree with his thinking that case studies are often more meaningtul
to the practitioner than statistical analysis and that we need more research done by the

clients. As therapists we work with clients. Who better to inform us of their

complexities which we work with together than them?

In an interview in the Guardian newspaper (2005) Peter Beresford, a professor at
Brunel University, talked of his experiences as a long term user of the mental health

system and believes he is the first “out” mental health service user to become a

professor and has written a paper ‘The Changing Role of Professor: Including
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everyone s knowledge and experience” (2004) in which he advocates the importance

of research into personal experience.

“As we have all become more conscious of who we are, our place in society and why
we do what we do, as women and men, black and white. enlightenment based
assumptions of objectivity and traditional positivist approaches to learning and
knowledge have been challenged — in science as in art — and new debates developed
about the relation of subjectivity to academic study.” ( pl)

Berestord’s experience of the mental health system from in-patient to group therapy,
from psychiatrist to psychologist over many years has equipped him to “develop a
new type of ‘user controlled’ research where disabled people and other service users
initiate their own research topics” (Guardian 2005). In doing so they are able to raise
questions and challenge knowledge based on the traditional assumptions of validity. |

found this encouraging and it reinforced my own beliefs that individual experiences

have a valid place in expanding knowledge and understanding. Beresford (2004) says

“Furthermore, because interest in an academic career has often grown out of
people’s personal experience, its relation with the world that they live 1n and the
desire to address 1ssues which have confronted them, academic curiosity has
increasingly been coupled with a commitment to change. This encourages a natural
and ready relationship with the world outside and a belief that academe should be

part of its community, challenging, not perpetuating, traditional preconceptions
about ‘1vory towers’.” ( p2)

I was aware of the limitations of a Masters work and at the time felt tettered by them.
Time and word limits restricted the study. This study gives me a greater scope
although I have to admit there were times when the very size of it became
overwhelming in itself. I was faced with data spanning two-and-a-halt years of
therapy. It is a continuation of the Masters in as much that 1t 1s looking at what

feelings are around for someone with DID and their likely eftects. The big difterence
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in this study compared to the MA, besides an increased length of time for collection
of data, is a more in depth introduction of the alter personalities and their greater
involvement. The wealth of material obtained has also allowed for a broader and more

in depth exploration of traditional thinking and theory.

I am also aware of the shortcomings of this research and possible perceptions of its
shortcomings, the fact that it is conducted with only one subject writing about
subjective experience inevitably raises questions about whether it accounts as
research; possible criticisms of this kind will be considered in the methodology
chapter. Also it 1s again time limited (partly because the therapy is ongoing and will
continue to be so until ‘I’ feel that I have resolved as much as I can) and therefore
restricted to where the counselling process 1s at the time of the study. In not being able
to find any similar research I have nothing to which this can be compared or
contrasted. But once again I feel the findings are worth consideration by both
sufferers and those who treat and help them. Research in any field has to start

somewhere. Research, too, needs to be fed back to individual practitioners and ottered

to clhients as well.

1.2. STRUCTURE OF THESIS.

In 2000 I completed some research for a Masters, the title of which was “What are
some of the overriding feelings experienced by a client with Dissociative Identity
Disorder and their effects?” In that study the participants were willing to allow me to
use their material but wanted to remain anonymous. They were referred to and
identified by the use of bolded initials. Those involved were my counsellor (K) and

‘myself” (A) and some of ‘my" alters who were also referred to by the use of bolded

initials.
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This study is both an extension and a progression of that research. Some of the alters
who made a contribution to the MA appear again in this thesis along with some
others. My counsellor will remain anonymous and continue to be referred to as K as
will any reference to ‘me’, A. However many of the alters are now willing to be
1dentified by name and therefore will be referred to by them. as appropriate. and also
with bolded initials where quotes from tapes and transcripts are used. Any reference
to other people and geographical identity will be disguised. This provides an
additional layer of confidentiality over and above that already defined in the

Participation-Release Agreement (see Appendix D).

Any quotations I make from notes, tapes or thoughts made in response to the taped

counselling sessions will be 1n ‘italics’.

The term Dissociative Identity Disorder will be abbreviated by the initials DID and

the term Multiple Personality Disorder will be referred to as MPD. The False Memory

Syndrome will be referred to as FMS.

The thesis is divided into 7 chapters in order to provide the reader with a framework
by which to understand and follow the content and process. Chapter 1 1s the
introduction and provides the backdrop to the research. Chapter 2 introduces the
reader to the field of study, namely Dissociative Identity Disorder (DID) and gives a
flavour of the ‘condition’ and the literature and research that is around. It also
explores the climate of the academic and medical debate. Chapter 3 lays out the

choice of methodology and Chapter 4 introduces the alter personalities who are
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integral participants. Chapters 5 and 6 look at the themes and the findings that have
resulted from the study and the discussion that ensued filtering it through the

traditional literature. Chapter 7 is the conclusion.

1.2.1 Reflexivity.

At this point I would like to say that as with previous research I have tried to be as
open and as honest as I can about the process and about issues that have arisen around
trust and rapport, the balance of power, the dynamics of the relationship and also

about ‘my’ perceptions and hopes for the outcome of this piece of work.

McLeod’s point (1994. p99) that I am the main “investigative tool” as the researcher

of qualitative research remained very much in my conscious awareness throughout
this study. It is because of this that I feel it 1s necessary to give some background to

‘me’ and to the alters. I was struck, too, by Rowan’s observations when identifying

five areas of weakness in thesis writing.

“ The first area of weakness...was the anonymity of the researchers. More often
than not the reader was never told the age, colour, sex, previous experience or
anything else about the researcher.” (Rowan, J. 1999. p28)

[t seems important to me that the reader has a good knowledge of who is taking part in
the research as well as a picture of the author. I think qualitative research by its very

nature requires this involvement in order that the reader has some understanding of

how the participants make meaning, of and through their interactions.
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T'aking this on board. as both researcher and researchee in this study I will begin by

giving the reader some background to the origins of this research and the participants.

1.3 RESEARCH PARTICIPANTS.

1.3.1 K. The Counsellor.

K 1s an accredited counsellor with the British Association for Counselling and
Psychotherapy and 1s an experienced counsellor having been in practice for many
years. He was recommended to me as someone with Christian values which at the
time were of importance and pertinent as I was studying for a degree in Theology. I
also felt that the problems I was encountering at that time were compounded by my
strict Catholic upbringing and teaching. It was a good meeting as over the years we
have unravelled and kicked into touch many of the false beliefs I was ted through the

scriptures that imprisoned me, preventing what Rogers would describe as self-

actualisation.

“ . the directional trend which is evident in all organic and human life — the urge to

expand, extend, develop, mature — the tendency to express and activate all the

capacities of the organism or self.” (Rogers 1988 p351)
He has allowed me to question Church, faith and God all of which, 1 believe, played a
part in determining my need to dissociate. Here | can put forward theories. 1deas,
thoughts, memories, emotions and embroider, explore, reject, experience without the

uncomfortable suspicion that this man, deferentially listening, his face carefully

expressionless would be thinking “For God’s sake what’s she thinking up now”" or

“She’s getting fancitul.”



He 1s male! I think 1 made the choice to see him, as opposed to a female counsellor,

because initially I saw that it was males who had done the damage so a male could put

it right.

However it was some time into therapy when I discovered that the perpetrators of my
abuse were both male and female and it was a female that had without doubt done the
most psychological damage. If I am honest [ saw K as a means to direct my anger at
men not realising the difficulty I have in expressing that anger. I have over the years

come to see K as K. His gender 1s not an 1ssue. He 1s who he 1s.

In working with me, K approaches each session in a most person-centred way. He did
not suggest that I had DID. He is not a counsellor who is experienced in working with
DID. It was I who informed him of what was happening to me and together we have
walked the path to discovery. At the beginning I was unaware that there was a name
for what was happening to me let alone that it was a recognised condition. He has
never encouraged the disclosure of my personalities nor indeed my story but has been
attentive, believing, supportive and sensitive through some of the darkest and most
painful hours. There have been times when his frustration has spilled out into our
sessions and he has been unable to hide it — congruence I think is the word! There
have been many times too when his compassion has filled the room; as Lord Byron
said “The dew of compassion is a tear.” I have never experienced him as voyeuristic
or sensationalist, on the contrary, he has been utterly ethical in his practice and his
respect of me, my story and my need for privacy. This is in sharp contrast to the
socio-cognitive beliet that DID clients are therapist tutored (Spanos 1985). He

recently confided that he would have been content to live his life without the
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knowledge of the things I have brought into his world but having done so is willing

and committed to support for as long as it takes.

1.3.2 A. The Client, the Researcher and the Researchee.

My first memories are of abuse. As far as I can establish it began at a very early age. |
have memories now as far back as two years old although there are signs that it may
have begun earlier than this. There were multiple perpetrators involved, both male and
female. As with a lot of experiences of sexual abuse, physical, mental and emotional
abuse went hand in hand. It was sustained and covered my childhood and adolescence

and reached into my young adulthood, and the effects have been lifelong.

| grew up in the Fifties as an only child with adoptive parents in a strict Catholic
household. It was an era that still retained an aura of innocence. The word “incest”
was never spoken and the subject of sex and pregnancy was not discussed in public or
in gentile circles. Sexual abuse was not recognised or at least no one wanted to admit
that 1t existed. It was a time before TV brought sexuality and violence into our sitting
rooms. It was a time that had all the hallmarks of innocence and normality. I was
educated in a convent, which I think played a strong and significant part in my
dissociation. I feared the Church teachings as they ran contrary to what I was
experiencing at home. I grew up confused because what I was experiencing was 1n
total contradiction to what I was being taught at school, in church and at home. That
was distressful and enough to cause a dissociation in 1itself. I feared - and perhaps still

do fear - the concept of the traditional image of God, the father figure situated ‘up

there’ somewhere who does not respond or react as a parent 1S supposed to. My



concept ot “God’ has changed through the years of therapy. Perhaps this is a sign that

I am beginning to believe in a right to my own opinions and beliefs. I am allowed to

think for myself. Now that’s an admission for ‘me’.

Outwardly I was the model child. Whatever was wrong with my childhood was never
apparent to anyone except me. No matter how articulate I became I was never able to
voice, let alone conquer, my depression and fear, something I now realise is a direct
product of abuse. It taught me the lesson that I existed at the whim of adults. I was of
no consequence. I felt worthless, being treated as disposable and easily forgotten.
Sometimes I thought that what they did to me was an exercise to see how far I could
be degraded. Was there no depth to which I could be driven? My curiosity to see how
much I could endure stopped me on many occasions from committing suicide. [’d
seem to be pushed to the limits and just as I reached a limit some little voice 1nside
said “No. If you die they win!” If a child is not loved by those who are supposed to

love them how are they to ever accept that they can be loveable?

It seems to me that abused children can respond to their situation in two ways. They
can shut down completely, preferring to feel nothing rather than risk the
overwhelming pain and humiliation. They seek refuge in isolating activities like
reading, sleeping and hiding in their bedrooms, anything to avoid the terrible reality of
their life. They become passive and are seen as “well behaved” children and a “credit”
to their parents. Alternatively they can resist, becoming rebellious, erratic and angry —
“difficult” or “problem” children. They use their rebelliousness as a way of avoiding

the reality. In effect both responses are the same. Both are used to blot out their living

terrors and both permeate other areas of a child’s life. My own response was the



former. No one questioned why I spent so much time on my own or why I was so
unnaturally quiet. I obeyed instantly never daring to contradict for fear of the
consequences. At the same time I remained hyper vigilant against danger. 1 switched
off to feelings never crying or laughing, never screaming in response to pain. All this
was done inside my head. I still do not feel the cold, except in extreme temperature.
The only real outlet ‘I’ seemed to have was in my nightmares. It felt I was waging a
war with no understanding of purpose other than my own determination to survive,
but survival only led to an existence not life. I couldn’t believe that things could get
any worse and didn’t dare hope they would get any better. This was how 1t was

always going to be. Hope had gone. All that was left was patience.

There is no love as pure and uncomplicated as that of a child. A five year old will
adore you simply because you are you. Sometimes all she needs to feel happy 1s the
sound of your voice. At the age of five I first considered dying at my own hands. |
didn’t understand the concept of suicide then. I had read ‘The Story of Little Black

Sambo’ in which the tigers had melted away to butter.

“And the Tigers were very, very angry but still they would not let go of each other s
tails. And they were so angry that they ran round the tree, trying to eat each other up
and they ran faster and faster, till they were whirling round so fast that you couldn’t
see their legs at all. And they still ran faster and faster and faster, till they all just
melted away and there was nothing left but a great big pool of melted butter (or
“ohi” as it is called in India) round the foot of the tree.” (Bannerman 2003 pp51-52).

I thought if I ran long and fast enough in a circle I would melt away too.

Originally created in childhood during severe abuse experiences, my alter

personalities had formed separate minds and periodically took control of the body



during extreme stress. As a young adult, I managed to escape the home and make a
new life for ‘myself’. I married and had children and for a long time rarely
experienced stress severe enough to cause my alter personalities to surface: my
Symptoms were manageable and not too intrusive. For many years I blanked the
experience of abuse. In choosing to wipe my mind clear I forgot what was
unforgivable. It was only when studying for a degree in Theology that memories
began to come back. Church and religion were triggers. Some of my memories have
been corroborated but some have gone to the grave with my abusers. The revelation of
the existence and the severity of the abuse brought severe emotional distress and as
the memories broke into my conscious state my alter personalities began to emerge
more frequently and more urgently. It was as if it was now time for them to be
recognised and heard. Until now the memories of what happened had been retained
only in the minds of my personalities and now they wanted to be known. Many were

angry that ‘I’ had remained ignorant of the abuse and it’s consequences for so long.

For so many years | have seen my dissociation as something to be concealed at all
costs. Although as a child I didn’t really consider that what I was doing was in any
way unusual, - after all it took away the pain and what could possibly be wrong with
that, - [ had this innate sense that others would not view it in the same way. As I have
grown older, coming into counselling and becoming aware of the controversy
surrounding DID among the experts, I have become even more fanatical about
concealing my dissociativeness. As an adult I have often questioned my sanity and the

fear that others would consider me insane fed my resolve to hide this aspect of myself.
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However, I now see DID as an adaptive defence mechanism to severe trauma and not

a psychotic response. I had been in counselling three years before revealing it to K. It

was an immense relief to tell him.

“He felt the enormous relief of speaking without prudence to someone who, he
believed understood him....encouraged him to lay down for a short time the
burden of secrecy.” (Graham Greene. ‘The Human Factor.)
According to Bliss (1986) and Ross (1989) it is not a condition, which the client
openly displays but often carefully endeavours to conceal it. From my own experience
I would concur with this view and dispute Spanos’ (1985) that DID clients are
attention seeking. My experience was one of secrecy and I developed ingenious ways
to disguise what was going on. I never liked being the centre of attention for fear of
discovery and would invent all manner of reasons or excuses to exempt myself from
situations and devise and plan methods of blending into the background. I became
adept at covering up my dissociation and am just considered somewhat forgetful and
clumsy by family and friends but it was becoming increasingly harder to disguise

what was going on. I still carry the fear that people will not believe my story but 1t 1s

not stopping me any more from searching for truth and researching into the

phenomenon.

Proponents of the False Memory Syndrome (FMS) (Pendergrast 1998: Spanos 1989)
believe that repressed memories are manufactured by therapists and instilled into the
minds of highly susceptible and vulnerable women and I can understand that this may

happen. However my own experience and I’m assured the experience of many others,

(Olsen 1997) was of memories being retrieved long before entering therapy. My abuse

was constant and over a long period of time. I had a lot to repress. Memories began to
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come back in no logical order. Once ‘I’ began to recall then my alters began to tell
their stories. I/we remembered events where you could understand a child’s need to
"split’ off in order to cope. I also began to remember entire episodes of abuse and
parts of others. The FMS proponents claim that such deficits in memory prove the
falsity of recovered memories. However, even under the most ideal conditions
memory 1s not linear or indeed necessarily chronological. I am amazed at the clarity
of some of my memories and can add weight to the theory that the body remembers.
(Goodwin & Attias 1999) My senses have been, and still are, very acute. Often when
recalling an event I can remember through my senses such details as the smell of
aftershave and sweat, what people were wearing, the taste of salt, the wind blowing
and the leaves on the trees rustling. At first I could not understand why I did not
remember in chronological order but what I now understand is that memories will

return when we are emotionally able to deal with them.

Scott Peck’s words sit comfortably with me,

“We are all in need, in crisis, although most of us still seek to hide the reality of our
brokenness from ourselves and one another.”

(Peck 1990. p78)

“Oh the comfort, the inexpressible comfort of feeling safe with a person; having
neither to weigh the thoughts nor measure the words, but to pour them all out
just as they are chaff and grain together, knowing that a faithful hand will take
and sift them, keep what i1s worth keeping and then with a breath of kindness

blow the rest away.”
(George Eliot. ‘Colonies of Heaven.” Taken from ‘The Celtic Prayer Book’ )

It was a huge relief to be able to trust someone enough to allow them into this side of
my world. It was - and still is a huge risk, but it 1s a relief to tell, like poison being

extracted from me. I have come to realise that without these personalities I would



have been mentally, if not physically, destroyed by the depravity inflicted on me as a
child. Because they inhabited the same body as ‘me’ we all had to learn to live and
work together as a whole. It was not easy but we managed without drawing too much
attention to ourselves. I think we were helped by the lack of knowledge around the
subject of multiple personalities. I am more sure than ever that DID is an adaptive

detence mechanism to severe trauma and not a psychotic response.

Many DID clients report having spent years in the psychiatric system being
misdiagnosed and misunderstood. There are others who cope with their dissociation
‘and may never seek therapy or help. I did not spend years in the psychiatric system
myself. I came from a family who did not believe in illness or in discussing one’s
problems with anyone else. We were expected to cope with our own problems.
Looking back I can see this was a way of hiding what was going on. However there
were periods of immense despair and as a child my behaviour was often described as
either ‘over dramatic’ or ‘withdrawn’ and which as a young adult drove me to attempt
suicide. I was prescribed anti-depressants (which I didn’t take) and warned about the

consequences of not eating and sent on my way to go it alone. Fear cannot hurt you

unless you surrender to it — then it can kill you.

Mollon (1996) explains that clients, whose early development has been distorted in
various ways, often by the non-mirroring of the significant carer and by extensive
abuse, achieve a level of functioning through the splintering of selt and warding oft of
experiences of trauma. This way of functioning, he says, can be “unstable and
deceptive” where some dissociative clients, in order to maintain a facade of

functioning for a limited time, move from job to job. In maintaining this tagade of
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self, he says that other parts are allowed expression at other times, which can be
chaotic and indeed cause havoc with integration and stability. Whilst I can understand
this may be the experience of many multiples, I have always managed to maintain a
good work performance, in fact holding down quite taxing and responsible jobs for
many years at a time. Ross (1989) acknowledges this factor of DID. I have had
changes of jobs over the years but they have been natural progressions and career

moves not an attempt to hide chaos.

At present I am working as a counsellor in Primary Care and for the Psychological
Services. 1 also have a flourishing private practice. All of my working life has been
spent 1n the ‘caring’ professions. When I left school I trained as an RGN and spent
twenty years nursing, ten of which were running my own nursing home. For physical
health reasons, circumstances outside my control and out of personal interest I gave
up nursing and decided to study for a degree in Theology and Ministry. This led to
furthering my training in counselling and to working as a lay minister in a busy
parish. I am a senior accredited counsellor with the British Association for
Counselling and Psychotherapy and work by their code of ethics and guidelines. I
have an accredited supervisor who is aware of my dissociation and monitors my

practice thoroughly. Neither he nor K would allow me to practice if they felt there

was any risk in any way. I am still in counselling.

As a counsellor I am used to facing the unique, dealing with people in their entirety.
My personal counselling orientation is an integrative, person-centred approach based

on the belief that counselling will be effective if it is client-centred and chient-

determined with direction and interventions chosen according to the client’s values,
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perceptions and environment, all this achieved within a trusting, accepting client-
counsellor relationship.

Deciding to embark on this research led me to look at the part "I" play. Shakespeare’s
line in “As You Like It’ (2/7) .....sprang to mind, “...each man in his time plays many
parts...” . In this study I am the researcher and the researchee (the client). and my

“alters” are participants. However, all constitute ‘me’ as the whole .

client

/\

mc

alters researcher

Fig 1 Dynamics of research participants

1.3.3 The Alters

For the ease of the reader I have chosen to introduce the alter personalities in Chapter
4 1n more detail. They are integral participants of this research but for reasons that
will become clearer 1t would be more beneficial to introduce them before the chapters
containing the themes and the discussions. However i1t 1s important for the reader to

have some knowledge of who is participating at this stage so I have listed them with

briet detail here.

Helen, age 7yrs — female
Susie, age 11yrs — female
Emily, age 14yrs — female
Simon, age 9yrs — male
Leah, age 26yrs — female
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Not only 1s it important for the reader to have some insight into the participants of this
study but it 1s equally important that they have a knowledge base of the subject of the

phenomena being researched. Chapter two gives an insight into the field of study.



CHAPTER 2.

THE FIELD OF STUDY.DISSOCIATIVE IDENTITY DISORDER. —

“But it’s no use now thought poor Alice ‘to pretend to be two people! Why there'’s

hardly enough of me left to make one respectable person’.
(Lewi1s Carrol pl3)

2.1. THE DID DEBATE.

“The debate 1s potentially humiliating to both clinicians and academic memory
specialists. [what of the client/patient I ask here?] Each are faced by the realisation

that their domain of knowledge 1s 1nadequate.”
(Mollon 1998. pxv)

Many clinicians, as well as many of the public, are sceptical of the diagnosis of DID

and downplay its validity and the numbers of people being discovered who have 1t

(Dell 1988).

Such proponents as Gleaves 1997; Putnam 1986; Ross 1999; Bliss 1986; Kiuft 1985;
Mollon 1998; Spiegal 1986; Hopper 2002; claim that DID represents a psychiatric
disorder with a unique and stable set of symptoms and behaviours. They believe that
DID affects mainly women, although more evidence of men dissociating 1s coming to
light, and starts early in life in children subjected to severe trauma, usually
physical/sexual and emotional abuse and neglect. They claim, too, that DID 1s often
misdiagnosed by clinicians because of the subtle and covert presentation of the
disorder by patients/clients. According to Kluft (1985 pp218-219) approximately 15%

of adult multiples are diagnosed when they spontaneously dissociate in the therapist’s



presence; 40% show some subtle signs of DID that could alert the therapist who was
aware ot the diagnosis and the indicators of DID. Another 40% show no “classic
signs” of DID and may be discovered accidentally or by a therapist or client who
really makes an effort to figure out what is going on. If you add the 40% who show
only subtle signs with the 40% who show no obvious signs, 80% of multiples already
in treatment will be very difficult to diagnose and very good at concealing their

symptoms. Kluft (1985) also believes that the diagnosis of DID requires

“...no more than the presence, within an individual, of more than one structured
entity with a sense of it’s own existence.” (p231)

and that 1f we stick strictly to the DSM-1V-R criteria (which requires the existence of
two or more) then DID will continue to be both under diagnosed or misdiagnosed.
There are several measures that can be used for diagnostic purposes. The Dissociative
Experiences Scale (DES) was developed by Frank Putnam and Eve Bernstein Carlson.
(see appendix A). The Divided Hearts Reading Room issued a document giving

information on signs to look for in DID (see appendix B).

Whilst I agree with this school of thought, I would challenge DID as being a
“psychiatric disorder” in itself. Its presence in the DSM-V suggests 1t 1s viewed as a
condition needing treatment. I see it rather as being a highly developed and
sophisticated method of self detence. It 1s an adaptive detence mechanism to severe
trauma and not a psychotic response. After all, if we find ourselves in danger. it is
instinctive to remove ourselves from it for self-preservation which seems to me to be
the accepted thing to do. It 1s perhaps the ensuing internal chaos that presents the

‘psychiatric’ problem. My experience with working with DID clients. and of course
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my own experience, is that they do not mostly present themselves for therapyv because
they have the personalities but because of other symptoms such as depression, self
harming, eating problems, relationship issues, loss of self-esteem and self-worth that
cause them a level of dysfunction. Each DID sufferer presents symptoms and
behaviour patterns that have to be treated and responded to in an individual manner.
T'reatment 1s almost tailor made for each individual. With a diagnosis of schizophrenia
for example, or bipolar disorder, we know that drugs and a certain regime will contain
and 1n some cases reverse the problem. There are no drugs that will treat DID per se.
Medication can help to relieve symptoms such as anti-depressants for depression but
not to treat DID. Counselling and psychotherapy are the most effective courses of

action.

On the other hand, the sceptics such as Aldridge-Morris, 1989; Loftus, 1995; Spanos
1985; Thigpen & Cleckley 1984; Underwager and Wakefield, 1994; Pendergrast
1998 doubt that DID exists at all except as a media or therapist induced disorder with

its onset in adulthood as opposed to childhood in the trauma model.

Spanos, with several of his colleagues, conducted a series of experiments on what
they call the social psychological model of DID. They believe that people can
combine their knowledge of DID gained from the media with information provided by
the therapist to learn symptoms of DID and with the encouragement of the therapist
they can reinforce, generate and maintain those symptoms. (Spanos et al 1985: Spanos
1994). It seems to me this criticism of DID is very important as it alleges therapeutic

misconduct of the gravest order. The therapist’s fascination with the client’s

symptoms supposedly reinforces the behaviour and hence produces the syndrome.
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This has never been my experience. My therapist is not an ‘expert’ in working with
DID clients and I was unaware that what was happening to me existed as a recognised
condition. In working with me, my therapist works in a very person-centred way. He
did not suggest that I had DID. It was I who informed him of what was happening and
together we have walked the path of discovery. He has never encouraged the
disclosure of personalities or indeed my story but has remained willing to listen,
believing, supportive and sensitive through some of the darkest and most painful
hours. I have never experienced him as voyeuristic or sensationalist but completely

ethical in his practice and respectful of me, my story and my need for privacy.

That DID is induced by medical portrayals seems to me to ignore much research and
debate that has been carried out on the effects of violence seen on our television
screens on both children and adults. There are media effects but they are not simple,
direct identifications but cumulative and confounded by individual and situational
variables (Friedlander 1993 pp66-81). Watching violence on the television 1s far more
common than programs on the portrayal of DID, yet Spanos and other critics of DID

would have us believe that the minute proportion of media time given to DID is

directly responsible for the increase in DID cases.

In response to Spanos, I find myself asking several questions. “Why this disorder?” If
I am so suggestible why did I not develop other disorders and why should suggestion
effects be only applicable to DID? Psychiatrists and therapists ask questions and show
nterest in other symptoms. We do not believe that asking about eating disorders
produces them in clients so why should asking about the existence of ‘other

personalities’ or ‘other parts’ of the self manufacture alter personalities? The media
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portrayal of mental illness in chat shows, drama and soap operas could provide me
with plenty of information to develop such disorders as obsessive compulsive
disorder, phobias, bipolar disorder, sexual dysfunctions and many others (all given far
more coverage than DID). Why therefore don’t suggestible individuals identify with
these or why don’t sufferers of these conditions get accused of being influenced by
the media? It seems to me that DID is an adaptive defence mechanism to severe

trauma and not a psychotic response.

Another criticism of Spanos and his critics (1985) i1s that following media
acknowledgement of DID there was a sharp rise in the numbers diagnosed. The same
could be pointed out for the numbers of cases of “battered baby syndrome™ and of
“child abuse”. It also applies to other medical conditions. What media coverage can
do is open a subject up and educate its listeners. It also reflects a basic process in
medicine associated with the compilation and dissemination of the profiles of
syndromes. Symptoms that were once unrelated can be organised into a coherent,

syndromal presentation thus enabling doctors/therapists to identify the condition more

often.

However, Spanos does pose an important challenge to depth psychology approaches
to understanding DID. One way of excluding, in future cases, the kind of explanation
Spanos offers is by eliminating the kind of iatrogenic influences from therapists which
Spanos discusses and the International Society for the Study of Dissociation (ISSD)

has now drawn up guidelines for treating DID in adults in order to do just that.
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Gleaves (1997) argued the case for the post-traumatic model of DID criticising the
sociocognitive model supported by Spanos (1994). In the post-traumatic model,
development of DID begins with severe childhood trauma and as a way of coping the
child dissociates into several personalities or alters. Treatment is aimed at resolving
the conflicts between the various alters and possible reintegration. The sociocognitive
model takes an 1atrogenic approach and highly criticises psychotherapy and
counselling saying that their mismanagement is the main cause of the disorder.
Treatment 1s approached by ignoring the alters and thereby not reinforcing the
behaviour. Gleaves concludes that although 1atrogenic factors may play a role, DID is
certainly not due to these alone. It 1s a genuine condition. He criticises further
assumptions made by the sociocognitive model. Spanos supported the assumption that
DID individuals are attention seeking and obvious in their display of symptoms by
referring to the increase of supposed DID sufferers following the publication of the
book ‘The Three Faces of Eve’ (Thigpen & Corbett 1957). Critics of this book
believed that individuals were merely trying to draw attention to themselves.
However, Gleaves says, this is not consistent with recent literature that reports how
those with DID take great pains to conceal their condition. And this 1s my own
experience. | have spent much of my life hiding evidence of my dissociation for many
reasons - fear of being thought ‘mad’, fear of losing jobs through being seen as
incompetent, fear of passing it on to my own children through learned behaviour. It
nothing else perhaps the book gave sufferers both the courage and the permission to
disclose that aspect of themselves and for the first time believe that there was help out
there and that someone would be willing to listen. Attention seeking is actually lower
in DID sufferers than in any other form of mental disorder and indeed, Armstrong and

[ oewenstein also found DID clients to be intellectual, introspective and obsessive



about privacy. (1990). According to Putnam et al (1986). studies show that there is no
difference in symptoms or numbers of personalities in multiples who spontaneously

reveal their DID to therapists versus those with therapists who suspected the DID

before 1t was revealed.

It appears that the conflict between the two models centres on disagreement as to
whether there are actual distinct psychological states in DID or just a number of
Intricate social roles. Ross (1999) identifies three basic problems in the dispute

between the trauma and socio psychological models.

“a) the dispute tends to be anecdotal and ideological in nature, rather than scientific.
b) advocates of each model tend to view the two models as mutually exclusive.
c) no one has proposed a crucial experiment or piece of research that would

definitely differentiate the two models, proving one and disproving the other.”

(p185)

There 1s still no conclusive evidence that DID exists — but then neither 1s there any
proof that it doesn’t. For me, it’s a little like trying to prove the existence of God —
there are many theories as to why it should/could exist but there is no real, concrete
evidence save the experience of individual sufferers and their testimonies, and as
counsellors and therapists it seems to me that it is crucial that we respect those
experiences regardless of our own beliefs. There 1s an interesting
philosophical/language question here. DID definitely exists in some sense. lhe
interesting point is the explanation of DID and the different explanations may not be

as far apart as is sometimes assumed. Conscious, deliberate deception is one distinct
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category but all else seems to occupy a similar ‘family’ resemblance to me. DID
clients have different levels of awareness of the presence of alters, some have no
recollection of an alter’s presence and some have co-consciousness (1.e. they are
aware of the presence of an alter but seem unable to control what is happening or
being said). Even if DID has been internalised and suggested by the media in some
way unless i1t 1s deliberate deception it seems to me to be a valid condition. We could
say that all 1dentity is constructed and defined from the ‘outside’. The main purpose of
my empirical research is not to ‘prove’ the existence of DID through personal
testimony. This would not in any case be possible because the sceptic would remain
unconvinced. The aim is to help others understand more and in turn become more
open to exploring the exciting research that is currently in progress. My hope then is
that therapists and clinicians will have a greater confidence to work with those with
DID who seek their help. We are not as frightening as we can sometimes appear.

There are some exiting psychobiological studies of trauma-related dissociation being
empirically and experimentally researched (Stein MB, Koverola C, Hanna C, Torchia
MG and McClarty B 1997: Nyenhuis E 2003) which I will touch on in the section on
research. Given this fact perhaps psychiatry needs to spend less time discussing the
authenticity and existence of dissociative disorders and more time and money into
investigating the psychobiology of the phenomena that the term ‘dissociation’
captures. Up till now, it seems to me also, that little effort has been mvested in the

study of dissociative disorders that involve such “high subjective and societal costs™

(Nijenhuis 2003).

However, there are points of agreement between the two models (the socio - cognitive

or the socio - psychological model and the post - traumatic model). DID is considered
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to be the most complex and disabling of the dissociative disorders. Those who are
diagnosed with the disorder very often experience other disorders alongside their
DID, e.g. depression, suicidal ideations, eating disorders, panic disorders and have
long mental health histories. People with DID do not need treatment simply because
they have many different identities inside them. They need help because of the

accompanying symptoms as stated. I did not seek help because of ‘my’ alters but

because ot the conflict between them and the confusion I was experiencing in a big
way, all of which were causing me self-doubt, loss of confidence and a distorted view

of my own humanity and right of being — all contributing to a marked disintegration

of functioning.

It 1s known that over 90% of DID clients describe serious childhood trauma of
sexual, physical and emotional abuse and describe childhoods full of chaos, loss,
violence and pain (Putnam, Guroff, Silberman, Barban, & Post.1986) and this has
been my experience. But in order to make sense of ‘my’ symptoms the past had to be
faced. Both models agree that the goal is for the client not to have DID anymore and
for this to happen for me, that past had to be remembered, faced, acknowledged as
‘my’ history and returned to ‘me’ and not assigned to those within me. It feels also
that (and here 1 acknowledge this for my case in question) each alter needs to be
heard, to be allowed to question, to express feelings and thoughts and 1n the case of
the younger alters to be allowed to play, to express, to be curious — and to mature. In
essence they need parenting in order for them to ‘grow up’. Perhaps in ‘growing up’,
in maturing, they and in turn ‘I’, can achieve integration 1if this is going to be
beneficial. I take heart in Ross’ (1999) observation that the integrated DID client 1s

« often healthier than the average person in our culture.” DID therapy 1t would
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seem 1ncludes a great deal of ego state therapy. which 1s applicable to the abnormal

polypsychism, we all experience.

“The clinical controversy centres on the disagreement about the best diagnosis and
treatment plan for people who meet the DSM-1V criteria for DID. The only
systematic, prospective treatment outcome data comes from the trauma model
(Ellason and Ross, 1997), while advocates of the socio-cognitive [socio
psychological] model have provided no data of any kind to support etficacy of
their vaguely defined treatment model.” (Ross 1999. p18)5)

Because as yet there is no hard evidence both models continue to be supported by
varying evidence, which can actually support both schools of thought. Although my

own experience undoubtedly leaves me supporting the trauma model, I find | am in

agreement with Ross when he expresses the view that both models have validity.

“No one from the two warring schools of thought has provided a compelling
argument as to why the two schools of thought must be mutually exclusive. An
alternative viewpoint is that the aetiology of DID is a mix of different influences
that varies from case to case (Ross1997). According to this approach, some
cases are predominantly artefacts of therapy; others have arisen 1n childhood,

and others represent a mixture of both forms of causality™.
(Ross 1999. p185)

There are certain myths about DID that arise out of scepticism.

2.1.1 Hypnosis.

[t has also been suggested that hypnosis can create multiplicity. One of the
accusations made against DID is that it is therapist induced. It alleges therapeutic

misconduct of the gravest order. It seems that the therapist's fascination with the
client’s symptoms supposedly reinforces the behaviour and therefore produces the

phenomena. One of the varations of this cited is the improper use of hypnosis.



Experiments by Nicholas Spanos (1985) are sometimes used as examples of the
creation of DID by role playing students. We are invited to compare the verbal

responses of undergraduates responding to a staged situation with the symptoms of

DID as reported 1n the clinical literature.

There have been two clinical studies examining the effects of using hypnosis on the
symptoms and behaviours of DID clients (Putnam et al, 1986: Ross 1989) It seems
there were no significant differences between DID cases diagnosed and treated with
or without hypnosis. Since like myself DID appears in many clients with no history of
the use of hypnotic interventions, misuse of hypnosis would appear to not be

responsible for the syndrome.

Putnam et al (1986) have shown that multiples do not use autohypnosis, 1.e. they do
not consciously induce trances to create DID after learning hypnotic techniques from
therapists. Their ability to go into trance is natural and spontaneous and an

unpremeditated dissociation in response to life-threatening or perceived life-

threatening situations.

With Putnam’s use of client studies and Spanos’ use of role-play I feel that credibility
of findings belongs in Putnam’s camp. Methodologically Putnam was sounder. As I

see it to gain any sense of authenticity and accuracy of findings then the subjects of

the research must be DID clients.

There are therapists who cautiously use hypnosis but it is not something that either K

or | have even considered. ‘I’ have never been to a hypnotist. ‘I" feel out of control
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enough with DID without deliberately entering into a state that has. for me. a potential
for further abuse.

2.1.2 Regression.

Another belief about DID could be that it is simply a regression to a child state that
occurs when a client is anxious (O’Regan 1985). However. there is a difference
between clinical regression and the dissociation that occurs in DID, but the difference
1s not always easy to distinguish. O’Regan (p22) defines regression as “a reversion to
earlier behaviour patterns or modes of thinking”. Generally it can be said that our
emotions, perceptions, thoughts, opinions and behaviour mature as we grow older but
that these can regress to earlier experiences when we are under stress or feel
vulnerable. Regression exists on a continuum from mild to severe. Pathological
regression occurs when we stop attending to outside stimuli and become totally
immersed in ourselves. Shutting out others is seen as a disturbance of social contact
(Pruyser 1981). DID, by contrast, is a disturbance of the consciousness of self.
According to Pruyser (1981) there are four characteristics of an intact selt and two of

these are absent in someone with DID:;

a) awareness of identity, the ability to say “I am the same one that I ever was and

shall be”

b) awareness of oneness, the ability to say “I am only one at each moment, for I have

(or I am) an unity” (p228)
Most people dissociate at times and have experienced daydreaming and highway
hypnosis but do not dissociate from themselves as those with DID do. DID begins as a

response to childhood trauma and the child encapsulates and organises each resultant

part of her/himself who then become personalities, with their own experiences,

memories, history, function and indeed life. (Kluft 1986)
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Regression allows a person to withdraw from a difficult situation. It does not create
separate parts. Those with DID not only feel, think and behave like children, they are
children when child parts (alters) are out. They behave as children in the present
moment as opposed to reverting back to memory of how they were as children. DID
clients very often do not remember switching or splitting and also have varying levels
of awareness and communication. The personalities have their own story and history,
which 1s associated with their time and purpose of creation. Regression is different.

The people involved continue to have, and experience for themselves, one life history.
2.2. THE CONCEPT OF DISSOCIATION.

It 1s well over a hundred years ago now that the French psychiatrist Pierre Janet
coined the word ‘disaggregation’ to identify changes in consciousness, which upset
the normal functions/patterns of memories, thoughts, and 1dentity that he observed 1n
a number of his patients. Translated from French this term 1s now referred to as
‘dissociation’. His ideas were published in his dissertation °Psychological
Automatism’ in 1889. Through his studies and observations of patients with symptoms
of amnesia, fugues (loss of memory coupled with disappearance from one’s usual
resort) and what he described as ‘successive existences’ (now
known as other personalities) Janet became convinced that
their symptoms were as a result of detached split-off parts of
the personality capable of independent thoughts, words and
deeds — in other words identities. %
Added to this he attributed the dissociation that caused the .J N

symptoms to past traumatic experiences concluding that these

Figure 2 “‘Split’ off parts.
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symptoms could be eased if the split-off memories and teelings could be brought into

the consciousness.

Janet’s work 1s important because it gave the first trauma-based model of dissociation.
He saw traumatisation as a result from failure to take effective action against threat or
potential threat, leaving the victim helpless which in turn resulted in ‘vehement
emotions’ interfering with memory storage. Mollon (1995) explains clearly Janet’s

theory of memory,

“Janet suggested that memory itself is a kind of action — the action of telling a story.
This action of creating a narrative, by attaching words to the experience so that it
can be made sense of, forms part of the wider action of responding appropriately
to a situation. He argued (1935) ‘Making intelligent sense of an unexpected
challenge leads to proper adaptation and a subjective sense of calm and control’
(p-409). The vehement emotions aroused by the frightening and overwhelming
event prevent this process of adaptation and result in defensive dissociation. The
traumatic experience is not lost from the mind, but persists as a “subconscious
tfixed 1dea’ which functions both to organise the memories of trauma and also to
keep them out of awareness. Despite this attempt at mental defence, these highly
emotionally charged ‘fixed ideas’ containing the memories continue to affect
perception, mood and behaviour. The person behaves ‘automatically’ according
to images and perceptions and emotions derived from the past rather than realistic

assessment of the present.” (p37)

This certainly bears out my own experiences whereby triggers, whether external in the
form of my senses such as smell and sound or internal such as feelings and emotions,

initiate responses that come into automatic play and have not been thought through.

For years there were times when I could not understand where these automatic

responses were rooted and what caused them. Dissociation was/is my automatic

response to fear. Mollon goes on to say that

“Janet thought that for adaptation to trauma 1t was necessary for a person to be able
to talk to themselves and others about it, to form a narrative: ‘It is not enough just to
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pe aware of memory; it is also necessary that the personal perception “knows’ this

image and attaches it to other images’ (Janet 1909b. p1557)”
My question here is, ‘Is this not exactly what is happening in dissociation?” In the
face of an overwhelming event and no one else at hand to have this narrative with,
does the ‘core’ personality create the ‘alters’ to “talk” to and to experience the
overwhelming pain in order to adapt to the trauma thereby both protecting his/her
psyche and surviving? Janet also postulated that memory is a creative act in which we
organise and categorise our experiences in order to assimilate them into existing
structures. Is this not what a multiple personality does; only instead of categorising
their experiences in one ‘core’ mind, they split their experiences into different
personalities 1in order to assimilate them? When a child is being abused it is usually
done 1n ‘secret’ and ‘behind closed doors’. It 1s usually done out of reach of the
possibility of entering into a narrative with another person in order to adapt to the
situation. When the abuse is isolated, systematic and sustained another path to

adaptation has to be made and the narrative is created with ‘alter personalities’ —

hence dissociation.

Janet saw the ‘narratisation’ of experiences as being disrupted by dissociation. He saw
dissociation as a ‘narrowing of consciousness’ whereby experiences cannot be
associated with each other so that thinking cannot occur (Mollon 1995). My’
experience here is somewhat of a paradox. I acknowledge that in dissociating ‘1" did
not allow ‘myself® to think. ‘I’ divorced ‘myself’ from the situation at hand thereby
‘narrowing my consciousness’ but listening to the alters on the tapes it is apparent that

thinking did occur by the alters and they are now only too ready to ask their questions
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of K as in this dialogue between K and Susie (age 7yrs) shows. (Susie had been

relating an incident with her mother)

S. Is my mummy bad?
K. Pardon?

S. Is my mummy bad?

K. You mean... your mummy at home?....What do you think Susie?
S. Mummies are not supposed to be bad.

K. No. They’re not. You’re right. Is your mummy bad?
S. I don’t like her very much.

K. You don’t like her very much....Is she bad?....Is she bad?....... OK...I believe
you....If you say to me that your mummy’s bad then I believe you.

(Tape 12)

A little later on Susie asks another question. Again she had been relating an incident

involving her mother and her pet canary

S. I picked my canary up...once and it squeaked...
K. Uh huh.

S. ...and my mummy hit me...She said we’re not supposed to make things hurt....I
was cruel....I didn’t mean to. I just picked it up too ...(deep sigh)...too tight.

K. You didn’t mean to hurt it....but they’re very cruel to you aren’t they...and they
make you hurt?

S. So why can they hurt me and I can’t hurt......

(Tape 12)
At the time there was no one to ‘narratise’ with but 1t would appear that thinking in a
sense did not stop just went underground. Now, in therapy that thinking can emerge
through the alters to the surface and can be faced by ‘me’. In recording the sessions “I

can listen to these personalities and their thinking can be brought into ‘my’

consciousness. I am unaware as yet of any research or explanation into the concept of

this.
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Mollon (1996) gives the example of a patient, whose multiple personality had been
partially resolved in therapy, who had difficulty in thinking. He describes her as only
being able to “...‘see’ the surface of whatever was in the forefront of her mind: she
could not look beyond this or ‘into’ this without help from the therapist.” It appeared
that her dissociated pieces of experience “...formed isolated cores of consciousness.
taking turns to emerge into the foreground of awareness, and which did not
communicate with each other so that experience could not be thought about.” There
have been times when this has caused me problems and I struggle to make sense of
my perceptions and beliefs particularly around what ‘I’ saw as my responsibility in
the abuse. I could not at times rationalise where they have formed or come from. [ am
still sometimes unable to look beyond what is in ‘my’ consciousness at a given time.
It 1s here that the use of audiotapes 1n counselling sessions has been invaluable as I
can revisit sessions and coupled with my therapist’s ability to track what I have said |
can begin to make connections. There are times when thinking 1s difficult but
listening to the interaction that K has with ‘my’ personalities ‘I’ can make those
connections. It would appear that ‘my’ personalities have a good ability to think and
to process information. They, too, are able to debate, to reason and to rationalise with
K. They can ask questions, hear explanations and receive validation. It feels, for “me’,
that the whole counselling process and the involvement for them 1s 1n a sense
‘orowing them up’. particularly the younger alters. Instead of remaining stuck in their

time and beliefs and perceptions, they are being educated and are receiving the

parenting that was sadly lacking, bringing them to a sense of maturity.

A. ( sounding upset)...Um....having listened to some of the tapes with Helen and the
others....it feels as though sometimes ...... what i1s going on is....you are doing the job
that maybe my parents should have done.....

K. Mmm.
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A. ...In....um....it’s almost as if this process is.....helping them grow up....Does that
make sense?

K. Uh huh.....Yes....I can accept that....I mean this is what.....it seems to me with
Helen here we have a seven year old child asking basic questions.

A. I could never have asked my mother...I mean I don’t ever remember asking....l
don’t ever remember um......

K. I mean it’s very much a child phrasing the questions....putting the questions. ..
(Tape 72)
Janet's conclusion that dissociation takes place as a mental defence against anxiety
fits with my own experience of survival. In order to safeguard my sanity and at times
my life, 1t was necessary for me to develop some form of protection. The protection
was not forthcoming from anyone else. He believed that memories are stored at
various levels for processing, as sensory perceptions, visual images, stories and if

these memories are stored at levels less than narratives then they can return intrusively

and disconnected with what 1s the current reality — known as “flashbacks’.

Janet’s work was followed a few years later by Freud and Breuer (1893-95) in Studies
of Hysteria. Both European and American contemporaries of Janet expanded upon his

work and a model for diagnosis and treatment was built.

It was during the 1930°s, when the psychiatric profession took on board Freud’s
theories that interest in the study in dissociation declined. Following the ‘Studies of
Hysteria’ Freud concentrated on the concept of repression and the innate conflicts of

the mind especially the Oedipus complex. Freud wrote several papers discussing

repression of an instinct and an idea and also repression ot various other mental
contents. His theme was a sexual one. Repressed sexuality, the unconscious denial of

a forbidden and now forgotten sexual wish or experience, seemed to him to be a

fundamental cause of the great majority of neuroses which he had encountered. He
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turned away from a trauma-based model of psychology (although not entirelv

dismissing it) towards a more innate, more instinctive, programmed conflict. As

Mollon says

“The concept of repression applies well to a theory of instinctual conflict. but less
well to a theory of trauma. ‘Repression’ implies a mastery of an instinct by pushing
1t back down from whence it comes, whereas ‘dissociation’ implies an attempt to
escape from some unbearable situation by denying. through a kind of pretence,

that one 1s present.” (1996. p36)

In 1970 Ellenberger put dissociation into the realm of academia and in the 1980°s it
became officially recognised by the psychiatric fraternity. In 1980 the Diagnostic and
Statistical Manual-111(DSM-111) introduced the diagnosis of dissociation and 1n
1984 the International Society for the Study of Multiple Personality and Dissociation
(ISSD) was founded. During the 1980’s an awareness, both publicly and
professionally, of child abuse and the steep rise in treatment of Vietnam War

veterans’ post traumatic stress syndromes brought about a renewed Interest among

professionals.

More recently, 2002, the UK Society for the Study of Dissociation (UKSSD) has been

relaunched after a two-year break. It was initially founded in 1994 as a component

society of the ISSD.

Currently the Victims of Violence and Abuse Prevention Programme (VVAP) 1s

being established in partnership with the Home Office. Professor Cathy Ilzin 1is
running the programme and four other expert groups are being set up:-

e Domestic Violence and Perpetrators
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¢ Child Victims of Domestic Violence and Child Sexual Abuse
e Adolescent and Adult Sex Abusers/Offenders

¢ Adult Rape and Sexual Assault

2.2.1. Dissociative States.

The Diagnostic and Statistical Manual — fourth edition (DSM-1V) published by the
American Psychiatric Association identifies four dissociative disorder groups.
Dissociative disorders are a group of psychiatric conditions, which share certain
common features, not as yet understood to be due to an organic mental disorder or any

other disorder.

2.2.1 |a] dissociative amnesia.-(psychogenic amnesia)

-which 1s sudden 1nability to recall important personal information too extensive to
be explained by ordinary forgetfulness. It does not occur exclusively during the
course of another mental disorder and is not as a result of the effects of a

substance or neurological/medical condition. (adapted from DSM-1V pp478-481)

2.2.1 |b] dissociative fugue.- (psychogenic fugue)

-which is sudden unexpected travel away from one’s home or work place with the
assumption of a new identity and the inability to remember one’s past. This does not
occur exclusively during the course of DID and 1s not as a result of the eftects of

substance or medical condition. It is usually related to traumatic, overwhelming life

events (adapted from DSM-1V, pp481-483).
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2.2.1 |c] depersonalisation disorder.

-which 1s persistent or recurrent episodes of depersonalisation (in which the usual
sense of one’s reality 1s lost or changed) sufficiently severe to cause marked

distress. It too, does not occur exclusively as the result of another mental or

medical condition (adapted from DSM-1V, p490).

2.2.1[d] dissociative identity disorder. (DID)- (multiple personality disorder)

-*...characterised by the presence of two or more distinct personalities or
personality states that recurrently take control of the individual's behaviour,
accompanied by the inability to recall important information that is too extensive to

be explained by ordinary forgetfulness.” (DSM-1V, p487)

The current version of the manual adds two more qualifying characteristics in an

effort to clearly define the disorder and hence limit the possibility of misdiagnosis.

“ The disturbance is not due to the direct physiological effects (e.g. blackouts or
chaotic behaviour during alcohol intoxication) or general medical condition (e.g.

complex partial seizures).”

“In children the symptoms are not imaginary playmates or other fantasy play.”

There are a group of clients who show some degree of dissociative symptoms but who

fall short of the criteria listed above. These can be described as suffering trom

Dissociative Disorder Not Otherwise Specitied (Cohen et al 1991).
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However, there is some exciting research being done to try to give tangible credence
to dissociation. There has been a study by Murray B Stein at UC San Diego (1997) in
which magnetic resonance images of the brains of 20 women with histories of
prolonged abuse have been observed. The size of the hippocampus was found to be
significantly smaller in the women with abuse histories. It was also found that among
these women those with the smallest hippocampal volume had the highest scores on a

standard test for dissociation. It is an exciting field of research and may hold the key

to beliet and credibility for someone like myself.

[information taken from the internet. Bower, 1995]

2.3. HOW DOES IT START? - ITS ROOTS IN CHILDHOOD.

Roses are red.
Violets are blue.
A face like yours
should be seen in the zoo.

This was the first rhyme I learned. I was about three years old. My mother would

repeat it to me over and over again.

It 1s generally accepted that dissociation has its roots in childhood and that DID arises

in childhood mostly between the ages of 3 to 9 years.

“Current mainstream thinking on the aetiology of MPD [DID] is summarised in the
four-factor theory (Kluft,1984a). This theory holds that the individual who will
develop MPD has the capacity to dissociate (factor 1), and 1s subject to sutficient
exogenous stressors that his or her non-dissociative defences and coping resources
are overwhelmed (factor 2). (In contemporary American society, the usual source of
these stressors 1s child abuse, reported by 97 to 98 percent of contemporary MPD
patients [Putnam et al., 1986: Schultz et al., 1989].) The mind uses any number of
available substrates to serve the nidus of personality formation (factor 3). In the
absence of soothing, protection tfrom additional traumata, and the opportunity to
process and metabolise the traumatic material (factor 4). the dissociative adaptation
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s reinforced, becomes relatively fixed, and may become further elaborated. In my

series of patients, there was no inevitable association of trauma within a particular
developmental stage and an MPD outcome, but clear indications that
developmental considerations influenced the conflicts embodied in the several
alters. The prevailing wisdom in the field is that it is unlikely that a neurologically
normal child who has reached the age of eight or nine without suffering severe
trauma will develop MPD. There 1s a fledgling literature on MPD in children

(reviewed 1n Klutft, 1986); the youngest documented case is in a three-year-old
oirl (Riley & Mead, 1988).

(Kluft R. 1985).

Valerie Sinason (2002) asks the question

“What happens when a child has to breathe in mocking words each day? What

happens when a parent, an attachment figure utters those words: someone the child
needs in order to emotionally survive?” (p4).

Here she seems to be relating to Kluft’s factor 4.

In her answer

“Sometimes, that mocking voice gets taken inside and finds a home. It then stays
hurting and corroding on the inside when the original source of that cruelty might

long ago have disappeared or died.” (p4).

she is connecting to Kluft’s factor 3.

She goes on to ask

“What happens when the toxic nature of what is poured into the undeveloped?
vulnerable brain of a small child is so poisonous that it is too much to manage”

clearly relating factor 2.
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Mollon (1996) says,

“Dissociation involves an attempt to deny that an unbearable situation 1S happening
or that the person is present in that situation. Thus dissociation involves the defence
of denial, but in addition requires a degree of detachment of part of the mind from

what another part is experiencing.” (p4)
[t seems that many contemporary clinical theorists (Putnam 1986: Kluft 1985:
Gleaves 1997: Herman 1998.) studying the psychological effects of trauma contend

that early traumatic childhood events lead to the repeated use of dissociation until it

becomes the child’s primary psychological defence. which they carry then into

adulthood. This dissociation manifests itself in alterations in the experience and
perception of self and the world. (Kluft 1985: Putnam et al 1986). These models
define a causal continuity between childhood trauma and the subsequent dissociation

of adulthood and this causal link is fundamental to how these theorists explain and

therefore treat dissociation.

It could be said that there is evidence against trauma as a cause for dissociation
(Kendal-Tackett, Williams, Finklehor,1993). Many people suffer trauma but do not
resort to dissociation and perhaps there are those who would question that childhood
sexual abuse i1s by definition traumatic. According to Kluft’s four-factor theory, a
child who has an extensive ability to dissociate 1s subjected to overwhelming and
repeated trauma. 97% of multiples have a history of trauma that includes chronic and
severe physical, emotional and/or sexual abuse (Putnam, Guroftf, Silberman, Barban
and Post 1986). In some cases the trauma may have been non-abusive such as a near
fatal accident or the death of a parent or divorce. The definitive factor for trauma, it

seems to me, is the presence of overwhelming and extreme anxiety. Kluft’s theory
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(fourth factor) also states that a child who dissociates is without resources that could
change the situation, provide safety and support or give the child the opportunity to

process the trauma. In the absence of safety the child resorts to the only coping skill at

his/her disposal.

Lazarus (1999) distinguishes between stress and trauma

“In common-or-garden stress, the person is able to cope without falling apart or
developing serious symptoms of adaptational struggle. The person 1s “‘whelmed™

so to speak, but not “overwhelmed”, but this is always a matter of degree. When
people are traumatised, however, they are overwhelmed, which means being unable
to function without substantial help, possibly only temporarily, though the
dystunction could continue indefinitely.” (p129).

In the face of overwhelming anxiety/trauma and no resources to change the situation,

the child uses its coping skills of dissociation.

Having detined trauma as being in an overwhelmed state, how then do we distinguish
between being “whelmed” and overwhelmed? Lasarus (1999) sees the essence of

trauma as “...that crucial meanings have been undermined” (p129). These meanings,

he says, have to do with

“..feelings of unworthiness, the belief that one 1s not loved or cared about and
perhaps the most important, people who are traumatised no longer believe they are
able to manifest any control over their lives. The fundamental meanings that once
sustained traumatised persons — 1n effect their very reason for living — have not been
just threatened or challenged, as in most stressful transactions, but severely damaged

or destroyed by the traumatic event.” (p129)
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I can remember being in this position as a child, reaching the point where all hope had

gone and only patience remained. Dissociation seems to me to be a response to that

destruction.

In 1993 Kendal-Tackett, Williams and Finkelhor went further and questioned whether
all cases of sexual abuse necessarily involved overwhelming affect, fear for safety and
helplessness. My own belief here is that not all sexual abuse, or any other abuse,
necessarily produces all of these states. Many factors other than the act of abuse itself
have to be taken into consideration, the relationship of the perpetrator to the child, the
nature of the abuse, the location of the abuse, the length of time the abuse was over.
what was involved and the innate psychological strength of the child. What is
experienced as traumatic for one person may not be seen as such to another. My own
experiences of these factors in my abuse led me to know when my safety was
threatened. There were times when, although not liking what was happening, 1 knew
my life/existence was not in danger and at other times I did not know whether I would
survive the ordeal. I learned at a very early age to discern the difference. Neither,
however, stopped me feeling out of control and helpless. In the end to dissociate at
any hint of abuse was the safest thing to do. Some occasions were more traumatic
than others. Often just the anticipation of abuse was traumatic in itself. The longer it
went on the more ‘overwhelmed’ I became and steps had to be taken to
psychologically and physically survive. For me, abuse was traumatic. It was both a

physical and a psychological shock, which has had a lasting effect on my

subconscious and ability to function.
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In terms of dissociation the cause or the reason for it has been theorised as related to
the individual’s survival (Spiegal 1986) and this certainly was the case for me when it
was happening. However 1t 1s argued that the continued use of dissociating must also
have a purpose. After all, why continue to dissociate after the trauma has ceased? |
can only speak for myselt here and liken it to driving a car. After years of changing
gears whilst driving 1t becomes an automatic response, one you become unaware of
performing. The manoeuvres taken on board when a learner, become second nature
with use and automatically come into play when needed, emergency stops, three point
turns. It seems to me to be the same with dissociation. When faced with
overwhelming feelings and events it kicks in as an automatic response. As a defence
mechanism it was second to none. What may have been a suitable response to a
situation as a child may not be so for an adult but as therapists if we dismantle a
coping mechanism that has been in place for years we must replace it with one equally
as efficient and acceptable to the client. This might mean partial or total integration
and the client being able to face future crisis as ‘themselves’ without resorting to

dissociation or it may mean the client learning to live in harmony with their alters.

There have been studies, which have identified a link between childhood abuse and
dissociatio.(Putnam 1991). One of <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>