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Dissociative Identity Disorder and Systems Theory
Introduction    A Systems Model of Dissociative Identity Disorder  (DID)
In this and following papers (Davidson & Percy, in preparation), we use general systems theory (von Bertalanfy, 1968; Wright, 1988; Senge, 1990) and family systems theory (Nichols, 1984) to discuss Dissociative Identity Disorder and its treatment. Our interest in this topic has several sources, not the least of which are the pleasure we take in pursuing such reflections and the help such reflections give us in sharpening our clinical skills.

We are also intrigued by the "individuality paradox" inherent in treating Dissociative Identity Disorder.  The paradox can be expressed in this way:  In treating Dissociative Identity Disorder, we must deal with alter personalities as individual persons, while realizing that the alter personalities are neither individuals nor persons, but parts of a larger "whole". 

This paradox presents theoretical and pragmatic challenges to any prevailing model of psychotherapy, because these models presuppose a basic distinction between that‑which‑is‑conscious and that‑which‑is‑not‑conscious. Psychotherapy can name the not ​conscious implicit consciousness, or can ignore it, but leaves intact this distinction. In the major models of psychotherapy, the not‑conscious is treated as if it works differently from the conscious. Colin Ross says, "Multiple Personality Disorder (sic Dissociative Identity Disorder) teaches us that much of what was thought to be repressed is material, governed by primary process and available only using free association or dream analysis, is in fact not far away and is easy to get at. ... In this sense Multiple Personality Disorder (sic Dissociative Identity Disorder) teaches us that the unconscious is not unconscious" (Ross, 1989, p. 70).

Conventional therapy techniques designed to integrate the not‑conscious  are paradoxical in Dissociative Identity Disorder, because we apply them to entities (alter personalities) which are "merely" defenses, but which, in fact, have most of the marks of personalities. In practice, prevailing individual models of mind require us to adopt an "as if" attitude toward the alter personalities. In effect, we say, "I will interact with you as if you were an individual, but I will think of you as a only a part, a defense mechanism."  In a therapy so critically dependent on integrity in its operations, a seed of dissembling is sown, perhaps necessarily, in the very beginning.

(Perhaps our discomfort with the individual paradox arises from our anticipating the grief at becoming attached to psychological entities who [which?] we know are not persons in their own right, and yet who [which?] elicit from us every feeling conceivable, and who [which?] we know are destined to be entirely transformed.

But whatever the origins of our discomfort with the paradox, a systemic model of Dissociative Identity Disorder addresses it explicitly. Family systems models grapple with how people individuate within the larger family system. Indeed, in a systemic model, the individuality paradox becomes the central organizing concept: The whole is greater than the sum of its parts.

Additionally, we are interested in a systemic model of Dissociative Identity Disorder because we have been seeking a way to organize the wealth of data both from single cases and from a series of cases in terms of (relatively) few parameters. A systems model "works" as economically for a client with one hundred (100) alters as it does for one with ten (10). As reports of Dissociative Identity Disorder increase and as the phenomena swirl around and in our heads, it is useful to have a model that: 

•  is reasonably straight forward;

•  can be applied equally to all cases, simple and complex; 

•  can provide therapeutic guidance; 

•  is isomorphic with other levels of analysis (e.g., biochemical, neurological, social, etc.);  and,

•  integrates data from other models and fields of study (such as brain research and trauma theory).

In other words, a systems model of Dissociative Identity Disorder provides a parsimonious way to conceptualize the disorder and to structure the treatment.

Clinical Observations Leading to the Idea of the "Mind‑as‑system"

From the beginning, we noticed many spontaneously referring to the constellation of entities "inside" the client's mind as a "system". This word appeared in conversations with colleagues, in the literature, in courses and workshops, and was occasionally used by clients referring to themselves. However apt and obvious the term, to our knowledge only Moshe Torem (1993) has extensively used systems theory as an alternative to the psychodynamic, cognitive‑behavioral, or traumatic ​stress models. If the term system aptly describes the workings of the minds of client with many personalities, perhaps systems theory is a useful way to think about it.

We made a second observation.  Often the inner world of the client with multiple personalities is organized like the client's family of origin  For example, one client who had been raised in a hotel had alters who "lived" in a structure with a hotel‑like organization, with "rooms" along "corridors" on "levels," inhabited by alter personalities who felt unconnected and unrelated except as passing acquaintances. Another client grew up in a remarkably disengaged family;  she had an inner world characterized by invisible walls in which no one was able to touch or talk with another. Raised in a harsh and hypocritical fundamentalist family, a third client had an internal patriarchy in which the male alters controlled and terrorized the females, who in turn acted out their resentment passive aggressively — mirroring exactly the process in her family of origin.

However, these observations about the multiple's inner world can be explained (Braun, 1984; Franklin, 1990; Schwartz, 1987; Young, 1988), if the mind of the multiple resembles her family system, perhaps it can be conceptualized usefully as a system.

Further, we have observed that clinicians with family therapy training seem to "catch on" to "thinking about Dissociative Identity Disorder" more readily than do those with no family therapy training. Are those with no training in family treatments at a disadvantage in their training to work with an individual? Those without family therapy training can meet alter personalities who look and act like individuals, and they sometimes forget to think of the hidden others in the internal system. The systemically trained, on the other hand, often begin from the premise summed up in Carl Whitaker's semi-facetious aphorism: I don't believe in individuals, only in fragments of families.

We further observed that, as we thought about our own cases and our teaching and consultation, we found that "family" metaphors have a particularly intuitive capacity to clarify and organize. Once, for instance, one of us was trying to explain to a class why all the alters who have knowledge of a dissociated memory must be present at the abreaction of that memory. Struggling with a complicated set of concepts from object relations theory, both he and the class were frustrated. Suddenly, he heard himself saying "It's like you're working with a family who have a secret. If Uncle Joe knows about it and doesn't come, not only will his part of the secret not be told, but any beneficial effect of airing the secret will be diminished because the family will still have to keep quiet and act unconscious around Uncle Joe."  The class quickly understood. Although such metaphors can sometimes be limited, they also sometimes have  striking force and clarity, which penetrate to the therapeutic heart of the matter. Hence to describe Dissociative Identity Disorder in systems terms is useful, if even for heuristic purposes.

 A last observation. Michael Gazzaniga (1985) and his team follow a line of neuroscientific research which suggests that brain and mind are organized in "modules," semi‑autonomous but inter‑linked agencies or operating networks, each performing highly specific tasks or routines. These modules in turn form clusters, and the clusters solve problems, control bodily functions at all levels, evaluate information, etc. Gazzaniga's phrase for this model of brain‑mind is "the social brain."

Working on one approach to artificial intelligence, Minsky (1986) arrived at a similar model of mind, which he calls "the society of mind." In another wing of  artificial intelligence research, neural network theory, other authors have come to similar conceptualizations (Johnson, 1991; Anderson, 1988; Nadel, 1989). Although a conceptual bridge between these various theories of mind and Dissociative Identity Disorder does not yet exist, the two areas of study are compatible. If the normal brain/mind is organized in clusters of discrete modules, serving specific operating purposes, then we can hypothesize that in neurological structures (Gazzaniga, 1985) and cognitive theory (artificial intelligence) lie the bases for Dissociative Identity Disorder which should develop if some triggering event, such a child abuse, occurs. And since an "organized modularity" certainly is a system, then an appropriate model for describing the organization of the multiple mind would be a systemic one.

The Delineation of this Model

We are proposing a descriptive model of Dissociative Identity Disorder, not an etiologic (theory of origins) nor an explanatory model (the reason that Dissociative Identity Disorder is this way and not another). This paper attempts to describe the mind of the client with Dissociative Identity Disorder as follows:

The mind of the client with Dissociative Identity Disorder is organized and functions as a system. This paper identifies the main assumptions and central concepts of such a systemic model of Dissociative Identity Disorder and attempts to sketch the basic principles for therapy with those with Dissociative Identity Disorder based on systems thinking.

Later in this paper, we will discuss therapeutic techniques, strategies, problems, and methods flowing from this model. Our immediate purpose is to initiate scientific dialogue; our long-range hope is to find new ways to alleviate the pain that clients suffer.

Basic Assumptions 

 Nature is not rational; but it is organized.

We assume that nature — and the brain/mind of the dissociative client —is not rational, but that it does have order and organization. We also assume that open (or "complex adaptive") systems (von Bertalanffy, 1968) tend toward increasing levels of organization, while closed systems tend toward entropy, or increasing disorder (See Prigogine, 1980). 

All theory is modeling; models are designed to enhance our living. 

Although we do not assume a rational universe, we do think that people can rationalize (make models of) their world, and that "our" models are constructions, which help us, understand and operate in the domains, which interest us. The best models help us to live or act or work well (however that is defined), but no model is complete. 

We all have many personalities.

We assume that "social brain" models (Gazzaniga, 1985; Minsky, 1986; Nadel, 1989; Schwartz, 1987)  are a reasonably accurate picture of the neurophysiology of the human brain/mind. From this, we take as a starting point  the idea that everyone is endowed with many personalities. That is, every "person" has a number of relatively distinct "personalities", each suited to a specific environmental situation or context.1 On this view, having "multiple personalities" is the norm (see Schwartz, 1987).

For clarity, we use the term "personality" in the sense of DSM‑IV (1994), as a relatively enduring and consistent pattern of affective, cognitive, and behavioral responses to environmental cues. Note that the "pattern of responses" and the "environmental cues" are reciprocal; that is to say that "personality" is defined not only by the person's responses but by the environmental situation as well. However, an individual's "personality" is not assumed to change when environment changes. (In evaluating a client for organic brain syndrome, for example, we ask whether recent "personality changes" have been observed, but we presume that the client's world has not radically changed, else we cannot be sure the personality changes are pathological.)

Thus, if a normally mild‑mannered woman becomes ferocious when her baby is threatened, she supports the contention that people ordinarily have several available personalities, which respond to differing environmental stimuli. 

Dissociative Identity Disorder is a disorder of information and learning.

Since everyone normally has many available personalities, we suggest that  the "disorder" of Dissociative Identity Disorder lies in the difficulty or impossibility of exchanging information and learning (usually coded in the form of memories) across personalities. Because these limits on encoding and decoding, the client does not respond to environmental situations accurately or appropriately (although during early development, the dissociation of memory permitted a safer adaptation to abuse and trauma than learning what was happening would have offered). As a result, needs go unmet, relationships are not gratifying and not easily repaired, and often extreme pain abounds.

Humanism and Feminism Inform Our Work.

A systemic model of Dissociative Identity Disorder need not exclude values. We endorse, and believe that our systems model supports, the values of mutual respect, personal freedom and responsibility, the primacy of feeling, the recognition that all "mental illness" exists in social‑political contexts (of gender, class, culture, etc.) which alter its meaning, the central importance of power and love in human relations, and the Golden Rule. Such "human values" seem to us to be human‑level expressions of general systemic properties, which can be described, with the appropriate qualifications, at other systemic levels. Many share this notion (Boulding, 1953; Dawkins, 1976; Gray, 1968; von Bertalanffy, 1968; Wilson, 1975; Wilson, 1978).

Allow us a small example: numerous insect and animal species appear to act "altruistically," but their behavior can be explained more parsimoniously on the basis of kin selection (a corollary of natural selection). Among humans, altruistic behaviors can have a subjective feel of rightness, which, because we are conscious and self‑reflective, we elaborate into "value‑statements" which we teach our children as "the right way to act". To suggest that the human value of altruism has a similarity of form to the instinctive behaviors of insects does not reduce human values to a lower level. Altruism is not "merely" gene‑protecting kin selection (but neither altruism nor gene‑protecting kin selection is intrinsically unrelated). Nor does this view anthropomorphize primitive behaviors: prairie dogs warning their mates are not acting "altruistically" in human terms. Rather, we recognize an implicit similarity of form between particular features of systems at different levels of analysis.

Similarly, we see no reason to think that a systems model of Dissociative Identity Disorder needs to ignore issues of power, race, class, and gender, or the values that attract to these issues like filings to a magnet. Values are part of systems.2 In our experience, this systems model has enhanced our humanness by enabling us to discover, even in our most primitive responses and feelings, elements that correspond to the clients' most deeply human self. 

We assume that our readers are familiar with the phenomenology, etiology, the diagnosis, the therapeutics, and the various clinical issues surrounding treatment of Dissociative Identity Disorder.

 All behavior is intentional.

We assume that human beings are intentional; they are always constructing or finding meaning in their world.3 Every idea, feeling, and behavior "fits" the perceived world, simultaneously constructing the world (by forcing it to have meaning, forcing it to "fit" previous experiences) and being formed (as when new data change old meanings) by that world. The human interprets her situation according to cognitive schema already established, thus "making meaning"; or she grapples with cognitive dissonance until new meaning emerges; or she "acts out" some inner meaning or purpose, forcing the world to "fit" her dimly felt meanings.

Consequently, the productions and behaviors of the client are intentional. They either make or express meaning or purpose. Philosophers say that the human system and the world are two poles of a single phenomenon (cf. Merleau‑Ponty, 1962), which Heidegger (1927) named Dasein, sometimes translated "being‑in‑the‑world." Or as we wrote earlier, personality and its environment are definable only in terms of each other.

"Systemic" Habits of Thought.

We assume that "thinking systemically" about Dissociative Identity Disorder requires these attitudes or habits of thought:

•
Wholism. One consistently keeps the WHOLE in mind, trying not to lose sight of the whole while working with the details of the parts.

•
Pattern. We look for repetitions, recursions, themes, motifs. What repeats? What follows it? What introduces it? Patterns in words, feelings, behaviors, and relationships are the gems we look for in the ore mined in our sessions.

•
Structure. How is the system organized? How does its various components relate to one another? What are the alignments, boundaries, and functions of the various parts with each other?

•
Ecology. How is the system related to its environment? What stresses and sources of nurture are available to it? How will the client's behavior affect the family? How does the family's behavior affect the client?

•
Meaning. How does the system use information about its world to orient itself successfully to that world? How does it interpret stimuli? Does it use those interpretations to initiate action, which benefits itself?

The reader will notice these themes recurring, in numerous variations, throughout the paper.
Major Concepts of Systems Theory as Applied to Dissociative Identity Disorder

This paper focuses on six core concepts of systems theory. 

•
Wholism.

•
Structure and Function.

•
Information/communication.

•
Self‑similarity or isomorphism.

•
Self‑regulation or homeostasis.

•
Hierarchy of subsystems and systems.

Wholism.

The idea that people are "wholes," more than "the sum of their parts," is the commonplace of contemporary thought. In treating clients 4 with DID, we can easily forget that the alter personalities, no matter how well‑formed and richly articulated, are interrelated parts of a larger whole. Inevitably, all get snared in intricate tangles of over‑involvement with individual alters. One therapist we know had become overwhelmed by her client's fury with her. The client had an extensive alter system, nearly all of whom trusted and cared about the therapist. The therapist had relied heavily on that affection to safeguard her as she prodded the more reluctant alters to reveal their secrets. When finally she met alternate personalities embodying the pent‑up hatred and rage of the client‑as‑a‑whole, and experienced the full force of that bitterness directed at her as the safe object, she was stunned and sought consultation. Had she kept in mind that every person with Dissociative Identity Disorder is a coordinated whole, she would have been less surprised at the hurricane of resentment which raged over her. After all, there are many sides to any person, not just one.

Another aspect of wholism is the idea of the emergence of qualities of the whole, which are different from the qualities of the parts. Von Bertalanffy (1968) writes: 

The meaning of the somewhat mystical expression, "the whole is more than the sum of its parts," is simply that constitutive characteristics are not explainable from the characteristics of isolated parts. The characteristics of the complex, therefore, compared to those of the elements, appear as "new" or "emergent" (p. 55).

No one would try to predict the flavor of a chocolate cake from tasting an egg, some flour, some cocoa, and some sugar, hence one should not believe that the client's  full self is revealed through the presence of a few alters. The entire complex of alters, parts, fragments, etc., does not even predict fully what the emergent self of the client will be as therapy progresses toward integration. Nevertheless, patterns, clues, and recursive themes (ideas, issues, behavior sequences, etc.) give direction and guidance. We hold the belief that more of importance is always going on in the client than we can see. Especially during a crisis or in an impasse, we inquire about what is being activated about which we are ignorant. 

Another principle derived from the concept of wholeness is that the behavior of a given alter or subset of alters, no matter how puzzling, is always meaningful in light of the overall needs, developmental trajectory, and perceptions of the whole. Family therapists recognize in the misbehavior of a child the unmistakable sign of family  stress, even when the family members protest the presence of other problems. Suppose a client with Dissociative Identity Disorder begins uncharacteristically to attack the therapist. This "acting‑out" by an unfriendly alter may confuse and distress other alters who are well attached to the therapist, but the discerning systems therapist will recognize that the obnoxious alter has been delegated to express some real or perceived anger or anguish on behalf of the whole alter‑system. Whatever the behavior of an alter or part, whether positive or negative, it reflects in some way a movement of the whole person.

"Wholism" also directs our attention to the interconnectedness  of all the parts of the system. Like strands of a web or net, there are complicated connections among the parts, and an intervention with one part may reverberate in other parts in ways the therapist could never predict. Even when dissociative barriers are strong and certain alters remain subjectively "unaware" of work being done by others, these alters will be stirred to active involvement and even interference, if that work should contradict their perceived interests.

In a case seen in supervision, when the therapist asked (early in therapy) for details about reported sexual abuse, a frightened alter appeared and engaged many therapy hours with anguished questions about the course of treatment, the prognosis, and so on. This diversion served as a "brake" on the therapy. Despite the protests of other alters and their urging her to press ahead, the therapist interpreted the reluctant alter's anxiety as a signal that the whole needed to slow down. Naturally, this led to internal strife, hence to the eager alters making attempts to contact the reluctant one. These contacts eventually led to a greater system‑wide stability and a more cautious therapeutic approach in general.

In a similar vein, the principle of interconnectedness alerts us to the fact that, although an issue preoccupying one alter may seem to be unique to that part, it usually foreshadows a larger analogous concern of the whole system.

For example, during a period of fairly mundane work, a previously uninvolved alter suddenly became eager to have an affair and to inject some pleasure and excitement into her "drab" life. Initially, the other alters expressed dismay and varying degrees of disgust with her wishes for sex and romance. But after exploration, one by one, each began to admit, somewhat sheepishly, to a growing curiosity about healthy sexual expression and pleasure. Although each described unique concerns, all were grappling with the same underlying issue. Had we failed to see the original protagonist's plans as part‑of‑a‑whole probably would have led to conflict, acting out, and perceived needs for "therapeutic limit setting".
Structure and Function

When Von Bertalanffy (1968) defines a system as "a set of elements in mutual interaction", the phrase in mutual interaction is critical to the definition because living systems are never static. The ways in which elements interact over time become fairly stable5. Every system has a structure manifesting or embodying its recurring patterns of interaction. The distinction between structure, or the arrangement of the parts in relation to one another, and function, or the patterns of interaction and roles assigned to different parts, is an arbitrary one, like that between anatomy (structure) and physiology (function or interaction) in medicine.

In systems' theoretical approaches to psychiatry ( Gray, 1968,) and family therapy  (Nichols, 1984), structures are commonly described in terms of:

• the pattern of alignments,

• the boundaries between and among parts,

• the distribution of power in the system,

• and the various subsystems present.

Functions can be described in terms of:

• their rules,

• their roles,

• and their purposes (or intentionality).

Alignments describe the ways in which alters or alter‑groups exist in relation to one another. The three most common and therapeutically useful types of alignment are alliances, coalitions, and triangles.

An alliance is a relation between two parties based on a common interest. An alliance, expressing some sort of "common ground," is usually a helpful kind of alignment, because it gives a basis for bringing parts together that might have otherwise remained dissociated. As such, alliances frequently are, to borrow Greaves (1991) phrase, "precursors of integration."

A coalition is an alliance between alters (or groups of alters) whose common interest is an opposition to some third party (such as the host, a third alter, an abuser, the therapist, etc.). A coalition is not usually a positive thing, since it is based on opposition and tends to promote conflict. But to the extent that it joins two or more parts in an affiliation against a "common enemy," where no other reasons for those parts to affiliate exists, it may be considered a precursor to integration. Most coalitions tend to be disintegrative, however, and careful work by the therapist to transform coalitions into integrative alliances, or at least to tone down the conflict, is mandatory.

Clients' systems of alters and parts usually provide an array of alliances and coalitions, and mapping these with the client always proves helpful in understanding who helps and who hinders whom.

A triangle is a three‑party unit, whose purpose is to reduce a conflict between two of the parties, either by scapegoating the third party or by recruiting him/her to join one of the combatants ( Zuk, 1971). "Triangulation" is a common feature of family life — "Mom! Billy hit me!" — and it is a common structural feature of the system of clients with Dissociative Identity Disorder.

Suppose a client, "Joan," has an alliance with one of her adult alters, "Jo," based on their love of Bach. Jo also has an alliance with another alter, "Joseph," with whom she enjoys working out and the pleasures of physical exercise. Joseph, in turn, shares with "Jan," another female alter, an antipathy to the child alters whom Joseph and Jan consider weak and worthless. Usually this was a relatively passive coalition.

These various alignments are more or less active at any given time, but they are an important structural feature of Joan's therapy. Working with these inner relationships provides many opportunities for the client‑as‑a‑whole to explore the joys and problems of relationships, and to experiment with creative ways to handle them.

Whenever Joseph and Jan had a conflict, Jan would viciously attack one of the child alters (another triangle, designed to reduce tension between herself and Joseph). This process activated Jo (the Bach lover) to rescue the child. Jo was strong like Joseph, but unlike him, she cared for the children. So when Jo defended the child, Joseph would "go away" to "talk" with Jan (with whom he shared a resentment of the children). Thus, Jo's intervention had the net result of restabilizing the system‑as‑a‑whole. How? By occasioning Joseph's reconciliation with the violent Jan. But this triangulation process (Jan fights with Joseph, destabilizing the system >> Jan attacks child >> Jo defends child against Jan >> Joseph defends Jan against Jo, restabilizing the system) takes a toll on the group, by weakening the healthier alliance between Joseph and Jo. Although it restabilizes the system temporarily, it enhances neither Jan's and Joseph's acceptance of the child alters, nor the children's comfort with the adults. Thus, this analysis of the structural alignments and their functioning could lead the therapist to intervene to shore up the Jo‑Joseph alliance and to teach Joseph‑Jan to resolve conflict directly.

Some writers in family systems suggest that the triangle is the basic unit of relationship (Bowen, 1978; Minuchin, 1974; Zuk, 1971). Triangles always serve the purpose of defusing conflict, and can be formed among individual alters; groups of alters; among inner parts and people such as a spouse or the therapist; or among the client and other people. Triangles, like all alignments, may be fluid and temporary, organized "ad hoc" to deal with an immediate but transient problem. These triangles frequently fade and do not cause too much trouble. But, recurring triangles tend to become fixed and rigid, leading to failure to resolve ongoing intrasystem conflict.

Given the basic nature of triangulation as a strategy for stabilizing conflict, a systemic therapist expects that every apparent dyadic interaction implies a "third party" who is quite interested in that interaction. When a client is in crisis, for instance, we often search for a currently operating triangle: Who is aligning with whom against whom? For example, in a  crisis which is common and which typically occurs after a period of fruitful therapeutic work, the therapist often learns, after stabilizing the crisis, that a previously unknown protector alter has emerged to "punish" the alter who had done the productive therapy work. This is a triangle between the protector alter, the working alter, and the therapist.
Triangles can restabilize systems either constructively or pathologically. One form of pathological restabilization happens when a conflict is detoured onto a third party, as in the case described above where the conflict between Jan and Joseph was detoured onto Jo. Although stability returns, a high price is paid; the larger system loses resilience and healthy alliances can be weakened. A second type of pathological restabilization happens when the conflicting parties try to enlist the support of the third party against each other. Divorced parents forcing children to choose sides provide an all‑too‑familiar version of this destructive triangle. Both detouring and enlisting triangles are destructive over time, because:

• the original conflict became submerged, and is not explored and resolved, and 

• inevitably, someone must bear the pain of the conflict without being soothed.

Consequently, the residual resentment in the system increases with each reenactment of the triangle, setting the stage for further trouble.

Imagine that Jo, when Joseph and Jan begin to fight, intervenes in such a way that both Joseph and Jan feel supported enough to work out their conflict with each other. This is an example of constructive triangulation6. If the conflict can be kept within the troubled dyad, and the third party can provide support and encouragement to the dyad to resolve their problem together, the triangles is healing.

Boundaries are the components of systems (or subsystems) that separate them from other systems (or subsystems). A boundary defines what is "inside" the system and what is "outside" it. The border between the United States and Mexico, or a person's skin, represent simple boundaries. Cell membranes are boundaries. On the street where one of the authors grew up, there was a boundary at the third house from the corner: everything on his side belonged to his gang, everything beyond it belonged to their rivals.

Kinship is a powerful boundary, as are the rules or constitutions or doctrines of organizations or corporations. One is either "in" or "not in" the Roman Catholic Church or the Masons, for example, according to whether one accepts their basic precepts. Similarly, contracts create a boundary by defining a relationship between parties in which each agrees to act in specified ways. Only certain acts are "in" the relationship, and only the parties agreeing to be are bound by the contract are "in" it. Marriage is an example, as is carrying a credit card. The psychotherapy relationship has a boundary, one of whose many characteristics is confidentiality. Clearly, only the client and the therapist are "in" the therapy relationship, and there are specific behaviors expected of each. 

Boundaries, then, can be stated as rule‑statements about who belongs and who doesn't  in a given domain (country, relationship, club, etc.), and about what behaviors are expected and forbidden within that domain.

Boundaries are more complex than simple "rules about participation." Boundaries also serve as the meeting place, the field of encounter between the "insiders" and the "outsiders." Everyone knows that boundaries, therefore, must be sufficient  to contain and give shape to what is within, while being sufficiently permeable to allow necessary forms (e.g., food, energy, information, new members, etc.) from the outside. Disorder results when boundaries are either too rigid (stagnation) or too permeable (chaos).

In treating our clients, we see too‑rigid boundaries when alters cannot or refuse to communicate with one another. Put another way, unhealthy dissociation is a "too​ rigid boundary" problem. Information is blocked and growth stops. But the solution is not to swing to the other extreme and insist on extensive information exchange. Too much information flooding the system can disrupt it, like water breaching a dike. Opening a closed system before the previously inflexible internal boundaries have been "massaged" to greater flexibility is one of the reasons for the crises, numerous flashbacks, and devastating periods of affective flooding which characterize treatment of clients with DID. Rigid mental boundaries must be soothed and massaged patiently.

Protector alters (particularly the hostile ones) operate as boundary guardians. In keeping with the above principle then, negotiating patiently, methodically, and at length to change the rules that express the boundary, they keep is a useful therapeutic approach to these negative and obstructive alters. Patience, methodical negotiation, and "soothing and massaging" are metaphors helpful in dealing with protector alters. These alters show up when we attempt to "open" the previously closed boundaries. They appear to set the work back, but patient attention to their boundaries is, in fact, the work.

Boundaries  and limits  are frequently confused, but they are different. Boundaries have two dimensions:  they are the "rules of participation" for a system, and they are the interface between the system and its surrounding world. Limits, on the other hand, have only the first dimension: they are rules about what can and cannot be done in the system. But there is something else about "limits."

In practice, no one speaks of "setting limits" until a client acts in some way which the therapist finds disruptive. Many behaviors do indeed disrupt the integrity of the client or of the therapy system ‑‑ or of the therapist, for that matter ‑‑ and restorative limits are sometimes necessary. This is a natural component of any relationship. When one's partner offends, for instance, "attention must be paid," to borrow Willy Loman's phrase. But the punitive tone of some discussions of "limit setting," and the ferocious rationalization for limit setting sometimes  obscures the purpose of limits and boundaries.  (Clients with "bad" boundaries are often the recipients of ferocious limit setting.)

In order to clarify our objection to ferocious approaches to "setting limits", two points about the notion of "bad boundaries" must  be made. First, the client's boundaries are not bad. "Bad" is a moral term. The boundaries may be rigid, or too loose, but they are not bad. Human boundaries (including those of therapists) become overly flexible or impermeable because in the real world, the person repeatedly learns that just such a degree of permeability has been adaptive. Calling boundaries "bad" and "setting limits" on the client (in the name of "good" boundaries) may have a satisfying ring for the therapist, while giving the client further evidence that her environment (which at the moment includes the therapist who is busily setting limits on her) is punitive and unyielding.  And the client infers as ever that her previous adaptational boundaries are probably just about right.

The second point about "bad" boundaries is that the types of behaviors which most commonly set off "limit‑setting" behaviors in therapists, including the authors, involve such things as late‑night telephone calls, invasions of privacy, excessive demands for time, and so on. These usually violate the therapist's boundaries, not the client's. What gets "bad" here is the feelings the therapist has. The client's "interface" is just fine: she perceives a need for support and picks up the phone and calls for it. The trouble is that we do not like to be disturbed at home unnecessarily (in our views). Our boundaries have been breached. In most of these situations, it is the therapist's boundaries that are "bad," in the specific sense of "wounded".7

Now the main point: After a breach of boundaries, like after a wound, reparative action is needed. "Limit setting" is one form of such reparative action. If one's skin is wounded, one applies a dressing, an "artificial skin' which serves as a temporary boundary until the skin heals and can resume its various functions. No one applies the bandage to the knife that cut one's finger. Similarly, limit‑setting can make a temporary "bandage" when a boundary has been violated, so that the wound can heal. Boundaries are the skin; limits are the bandage. They should be applied to the wounded area, not to the wounding person.
We belabor this distinction because of the significant technical and therapeutic consequences of the distinction. To give one example, if boundaries are natural and permanent (albeit changeable) features of a system, and limits are ad hoc, temporary, "artificial" quasi boundaries applied to facilitate healing a boundary wound, then limits are by definition short‑term, arbitrary, and tailored to an actual wound. Clarifying who has been wounded is a necessary step in this process. "Setting limits" is a healing activity, not a controlling or punishing or "natural consequences " activity. When a client disrupts me such that I am hurt or my boundaries breached, analyzing and changing her behavior is a therapeutic task that is different from my finding a way for the boundary to heal. Just as teaching a child to use a knife safely is an activity distinct from bandaging my cut and soothing my pain.

We also belabor the distinction between boundaries  and limits  because the distinction highlights the importance of the so‑called "treatment frame," or treatment contract. According to Greaves (1988), citing Langs (1979), the treatment frame consists of:

•
the definitions of who and what the therapist is;

•
a clarification of what the patient wants, needs, and expects of the therapist (emotionally, spiritually, intellectually, etc.);

•
an explanation of what the therapist can reasonably provide in response to the patient's stated needs; 

•
a detailed discussion of the therapist's fees and acceptable the method of payment;

•
a mutual understanding of where, when, how, and in what form  the psychotherapy is to be applied; and

•
an agreement about the stated reason for the psychotherapy (Greaves, 1988, p.62).

In other words, the treatment frame is the agreement (contract, treaty, constitution, etc.) that serves as the boundary of the therapy system — what people, activities, goals, and responsibilities are within the therapy system and, in some cases, what are not. In too many therapies, the treatment frame is never clarified; it must be clearly established from the beginning. You see, if a given behavior (such as late night calls) has not been ruled out by the treatment frame, then the client will naturally use late night calls in a crisis if she thinks she will benefit.  Clarity about the boundary rules is the  precondition for living by them. When a clear boundary has been established, and someone violates it, then a repair is necessary. Of paramount importance is that both the therapist and client  know who has been wounded and who is being repaired .
Power and love are demonstrated in the ways that parts of a client's system interact with themselves and with the world.  Power and love describe a continuum of interaction in any living system.

Power, defined operationally as the ability to achieve ends which benefit oneself, is a crucial structural dimension of all complex living systems. Above all, living systems must survive, and doing so requires power. We define operationally love as the ability to achieve ends which benefit other parts of one's system. Because a part of a system (e.g., a heart or lung, or a partner, or an alter personality) cannot achieve its ends for very long without fostering the well‑being of its partners in the system, we believe that love  has a reciprocal relationship with power.

Every system can be located on a power‑love continuum. How well can the system achieve its purposes? Does its environment enable or prevent it from doing so? Our purpose is to explore which parts of the internal system have more power either simply to meet their own needs or to help, thwart, or control others in their own efforts.  We are also interested in which parts have less or no power. We look for the balance between power and love in the system. The greater the imbalance of power and love, the greater the potential for dysfunction.

What passes for power or love in clients with Dissociative Identity Disorder (or in anyone) may not, in fact, be power or love. To meet one's needs and achieve one's purposes in a living system  implies both being free to act according to one's nature and a unique dependence on others: For a heart to have the "power" to contract and relax rhythmically and steadily, in order for it to be a thriving heart, the stomach must work well (to supply the heart with metabolites). Thus, when evaluating the inner system of a client in these terms, power does not mean merely being able to "do what one wants." It includes being able to do what one wants in ways, which strengthen those upon whom one's continued well‑being depends. What may appear "powerful" or "loving" may be self‑defeating in the long run.8
Imagine a male alter who inflicts pain on the other alters to prevent them from speaking and revealing shocking secrets, thus, he controls them. In his hurting others, he has, to the extent that hurting others protects his survival or furthers his desires, some degree of power. But as we have defined it, his pain‑infliction may well be interpreted as love, since it serves the survival of the others as well. However, this love is a Pyrrhic love, one that weakens the self and that diminishes his power. He is feared by those he protects, no matter his loving intent. He cannot love the others without damaging himself, and he cannot exert himself without harming the others. Here, power and love  reduce each other, creating a power (love) imbalance. Hence in systemic terms, because of the imbalance, such a system is dysfunctional. 

Seeing power‑love as a structural dimension of living systems  introduces the political analysis  essential for dealing honestly with survivors of abuse and violence. Approaching this political analysis in our work, we take a feminist stance: Gender in our social‑cultural world inherently introduces a structural power/love imbalance that is amplified exponentially in abusive relationships. We also make a social analysis of the therapeutic relationship, interpreting the therapist‑client relationship system to be out of balance, because the therapist has more power (more inherent ability in the relationship to meet his or her own needs and desires) than does the client. Perhaps it will remain out of balance, therefore dysfunctional.

Faced with the therapist's inherent social (and maybe gender) power, the client, socialized by early abuse, will try to right these imbalances by loving the therapist more than the client loves herself (i.e., by taking more concern for the well-being of the therapist than for her own). But in human systems, as long as the one has the power and the other does the loving, all is lost.

Nor  does the therapeutic system benefit from the therapists' disowning our power and influence, as many of us do with our early dissociative clients, and trying to love  clients to health. An infusion of love from the therapist will not solve the deficit of both love and power existing within the client. The problem is four ​dimensional:


• First, the client suffers from a power imbalance: She is too willing to seek the well being of others (love) and unable to seek her own (power).


• Next, therapists (equally conditioned by our own training and abuse experiences) suffer from the power imbalance:  Therapists are too ready to use "therapeutic" power and too unready to love ourselves openly.


• Then, the therapy relationship (system) is unbalanced by design: Therapists are given  most of the power, while clients are unprepared from the start to exercise self‑love (power);


• Last, this layered dysfunction can be healed only through the restoration of a reasonable power‑love balance within both parties.  How is this done?  Who does it?  Therapists cannot without depriving clients of power (self determination) and clients cannot without risking reenacting the victims' role of bending to the powerful one.

This is the dilemma of love and power:  Until both therapist and client have power and love — that is, are able meet their own needs and work to gratify the other — the therapy system is out of balance, and to that degree dysfunctional.

The implications are stunning. They suggest that therapy, especially with survivors of abuse, is about forming a dysfunctional system and then patiently growing it toward healing, from within. Unless both therapist and client are healed, neither client, nor therapist nor system is. 

"Subsystems" denotes the components of systems, and connotes that the components are themselves like systems, at a "higher level of magnification." In other words, an alter personality is a "subsystem" of the whole client‑system, and as such is a "set of parts in mutual interaction." A fully developed alter has, for example, an unique set of feelings and attitudes about life, a characteristic set of bodily sensations, and so on. These "parts" of the alter interact systemically.

A group of alters  can serve as a subsystem. So can a single alter. As many ways to name "subsystems" in living systems are available as are the possible combinations of components.  We tend to look for the "major subsystems" that all living systems need in order to thrive and to not think too hard about the myriad of other ways in which to divide the picture.

Subsystems look and act like systems; we distinguish a "subsystem" from a "system" by saying that a subsystem is  a component of a system designed to carry out a single, fairly clearly demarcated role or function, whereas the wider system  has an broad array of roles and functions. This fairly trivial criterion has a number of important implications.

The first is suggested by Putnam (1989) when he notes that "alter personalities can be thought of as performing specific functions or tasks required by the patient for overall functioning " (p.106). These functions are determined by the fact that living systems, including people, have certain minimum requirements for survival and growth. Subsystems take care of each of these functional requirements.

These requirements include:


• Energy and information must be imported.


• Decisions must be made and carried out about a vast array of matters.


• Toxins and wastes must be exported from the system or metabolized within it.


• Tension must be high enough to keep an energy flow and low enough to permit "relative" comfort and enjoyment.


• Memory must be preserved to facilitate learning and to minimize energy waste.


• Boundaries must be kept in good repair, neither too loose nor too tight.


• Some form of self‑regulation must be available, dampening oscillations, which might disrupt the organism, while amplifying reactions, which might improve the organism.


• Self‑interest must be constantly balanced against species‑interest: reproduction must be provided for in some fashion. The corollary here is that in therapy we concern ourselves with the subsystems, which address these various survival and growth needs of the whole system, and we (relatively) ignore the rest. 
Here is another implication of the "single‑function" criterion: Like the products of evolution everywhere, a certain economy is present in the evolution of alters in DID. We have not found unnecessary duplication of the psychophysiological subsystems (alter clusters) of clients. Although a "fairly clearly demarcated role or function" may be carried out by a cluster of alters, each controlling one or two concerns, we have not seen cases where two alters were created for the same task. As we say to our clients, exactly as many alters are in the system as were needed for survival and growth under the conditions of horror. For instance, one alter may serve as "gatekeeper," while a second keeps other alters informed of necessary material, a third oversees relations with people outside the system, a fourth makes decisions for the system, and a fifth directs the flow of information, including memories, to various subsystems, and so on. This cluster of alternate personalities can be considered the "executive subsystem."
Dysfunction in a system can be conceptualized as arising when the functions of the system are not being carried out. Some examples would be:


• A given subsystem may be unable to handle its assignment;


• numerous or even all subsystems may be acting without coordination;


• some subsystems (such as those charged with protection and

survival) may be interfering with other subsystems' functioning (such as those

charged with memory protection or information exchange.)

To translate the subsystem types into the language of Dissociative Identity Disorder, we propose this rough set of functions, which we see in our clients:


• The executive subsystem. This subsystem usually includes the host personality, alternate hosts, and others charged with making and carrying out decisions and world activities related to the external environment. The difficulties for a client without such a functional executive are apparent.


• The receptor subsystem(s). Every system must import energy, information, affection, etc. from the outside. This can be done by the executive subsystem, but is usually a separate function. These alters interact with the world when situations arise which contain something the system needs or wants. Often, for example, clients will have student alters or alters who specialize in attending therapy or even seductive or child‑like alters who specialize in obtaining love and affection. 


• The protector subsystem(s). These alters and alter‑groups enforce activities which might enhance or inhibit activities which would somehow endanger the client. (These alternate personalities often are "introjects" or "isomorphs" of the persecutors from childhood;  they represent the incorporation of mastery.) They can be protective or persecutory, restraining or enforcing, loving or hateful, passive or violent, or any combination of these. They may operate internally or externally, or in some combination. They are the boundary guardians. As many categories of protector alters are present usually as were kinds of abuse. Obviously, if the protectors are not adequately informed , then they "perceive" dangers and benefits that have more force than do "real" dangers or benefits, frequently causing trouble.


• The helper subsystem(s). The members of this subsystem can include the Internal Self Helpers, and other similar alters who provide continuity of self and memory, an overview, or guidance and purpose to the other alters. Sometimes these resemble Hilgard's (1984, 1986) "observing ego"; at other times they more resemble a sort of Assagioli's (citation unavailable) transpersonal Self. Helpers also include alters who specifically take care of other alters, such as "nannies" who care for child alters. Clients without helper subsystems are exceedingly chaotic and difficult.   


• The repository subsystem(s). These subsystems hold dissociated content, whether memories, pain, affect, cognitions, or whatever. Most often, child alters are in this category. Their functions are to hold the dissociated material away from the rest of the system, which then is free to operate normally in the world. (Note the term, "repository".) The memory subsystem in the client is usually intact, and the functions of memory spread normally across the whole system. For example, all the alters usually speak the same language (or can learn it quite quickly once doing so becomes safe), recognize the home environment, share the basic fund of knowledge, etc. Traumatic memory is that which is dissociated, and deficits of memory are related to any material that would jeopardize the continued dissociation of that‑which‑must‑be forgotten. Thus the term "repository" subsystem, to distinguish it from the general memory subsystem.


• The information‑communication subsystem(s). Information must be shared within the system or withheld if appropriate. We will address this particular subsystem later.


• The metabolic or energy‑transformation subsystem(s). Energy and information are brought into the system by the receptor subsystem mentioned above. Similarly, excess energy must be managed  — either transformed  into usable form (metabolites, nutrients) or exported from the system (wastes). The three most common forms of excess energy (generally directly related, of course, to "excess" or dangerous information) are despair-​suicidality, depression‑anger, and shame. Quite often alter or group of alters are dedicated to each of these experiences.


• The self‑regulatory (homeostasis) subsystems. "Keeping cool" when the environment gets "hot" is a prime requirement of survival. An alter or group of alters may be dedicated solely to this goal — dampening affect, removing agitation, and providing a stable inner environment. Unfortunately, genuine self-regulation is a highly complex set of autonomous activities that are system‑wide and really cannot be "located." Everything is homeostatic, in really complex systems.

The presence of such a self‑controlling subsystem in a client may in fact be a protector subsystem. But we do see self‑regulatory or quasi​-homeostatic mechanists available to all the alters in the system.

Thinking in terms of "subsystems" is particularly useful when mapping the system. The therapist should assume, for instance, that executive functions need to be carried out. If the therapist and client discover one alter who appears to be the executive, but notes that this alter is not permitted to make decisions, they should infer that other executive alters are probably at work, whom they do not yet know. Conversely, if unable to discover any other "executive alters," they might deduce that this is a function, which requires therapeutic shoring up.

The concept of subsystems helps us think clearly about the phenomenon of layering seen in so many clients. Putnam (1989) describes layering: "It is as if certain groups of personalities overlie each other or are buried beneath other personalities" (p. 124). Think of Chinese boxes, each smaller than and hidden within the next one. Layering of alters (or fragments) can often be quite complex and seem endless. Think of the various "layers" as subsystems serving some particular function. Most often, the purpose of layered alters is to contain fairly complex, extremely painful, or otherwise overwhelming memories. Thinking of a layer of alters as a subsystem  allows us to assume some of the following:


• that among groups of layered of alters will be a mini‑executive, a mini-information‑importer, a mini‑protector, etc.


• that layering serves some necessary function for the wider system;


• that layered alternate personalities are organized structurally within themselves;


• that if within its own structure a particular layer does not account for the basic systems' functions, it is probably closely related to some other alter, group, or layer which assists it. 

Armed with these hypotheses, the therapist has a clear sense or what to look for when mapping a system or subsystem (including a newly discovered layer).

The idea that layered alter subsystems are analogous to Chinese boxes introduces the concept of the self-similarity, or isomorphism, of systems. Although we will discuss this later, we will point out here that when mapping the system, the structure of subsystems will often be similar to that of the overall system. For example, one client who was the sixth of seven children, had forty‑nine subpersonalities, many of them fairly fully developed alters. Originally, the system appeared to be randomly, even chaotically, organized, but over time we learned that there were seven "families" of alters and parts, each with seven members. Next, we learned that in each family, the "sixth" was in some way wounded. Finally, each of these wounded alters was found to be a layered alter, with six sub‑alters hidden "inside or "behind" him, carrying a portion of the abuse memories.

Obviously many clients are less precisely organized, but usually an underlying form  exists in systems that is replicated at "lower" or "higher" levels with  recurring self‑similarity. Without forcing the client into a Procrustean bed of isomorphism, be mindful of such recursions. 
Rule‑governed behavior. In living systems, all behavior is governed by rules. Alters act according to their particular roles, and they are free only within the domain of possible behaviors congruent with their functions. It is a common observation that alters will lose interest and energy and will ask to withdraw, when the interview ceases to relate to their raison d'etre 9 . The rule seems to be: If it doesn't concern me, I lose interest. It is like the "sleep" command on my laptop computer, which puts it into dormancy if no activity is going on.

Stating what a subsystem (an alter, for example) does or what the alternate personality has as its function, amounts to a generic "rule" governing its activity. Rules can be further specified over time, as therapist and client note patterns of recursion and repetition in the behaviors. For example, an angry protector alter once sent one of the authors a note saying: 

Back off! I will not allow these children [a group of child alters who were growing attached to the therapist] to be raped again. If you try to talk to them again, I will kill them.

From the note, we hypothesized that the alter's function was that of boundary guardian for the child alters, and further hypothesized that he was permitted to do anything, even "murder" his little charges, to protect them. When he was questioned, he replied with this curious, poignant note: 

Don't you see? I can do anything violent. But the one thing I am not allowed is to show them love. How then can I bear to hurt them (read: protect them), as I must?

So the "rule" grows clearer. He must protect them, but only by violence. Any kind of violence is permitted, presumably depending on the circumstances. Clearly, he is also permitted to acknowledge his loving feelings to others, but not to the objects of that love. This latter rule, "Never acknowledge your true feelings to the object of those feelings," proved to be a system‑wide rule.

Subsystems have their own rules, but each level of the hierarchy appears to obey the rules of higher levels. Thus, with a systemic rule that says, "Never divulge abuse", all the alters and parts will follow it, particularly early on in the therapy (before the therapeutic process helps the rules change). However, if all male alters have a subsystem rule  of "Never be loving", other alters (females and/or animals) may be able to appear loving. In the jargon of communication theory (cf. for example, Watzlawick, Beavin, and Jackson, 1967) rules, meta-rules, meta‑meta-rules apply to systems.   In thinking about therapy with clients with Dissociative Identity Disorder, we think in terms of subsystem rules, system rules, social rules, and so on. Each level subsumes the next layer's rules.

Just as in family systems therapy, we have found that a higher  level of rules (meta‑rules) modifies or interprets the lower level rules. Hence, the alter's rule permitting violence in order to protect is "interpreted", or given a special meaning, by the more general meta‑rule: Never revealing love to the object of that love suggests that violence "means" love.

An awareness of this feature of rules and meta‑rules — that the higher rule informs the lower rule — helps therapists deal with the frequently confusing and apparently contradictory statements and behaviors seen in clients. Sometimes we can only discern the meta‑rule by thinking about the contexts of the behavior that concern us.  One client, for instance, went suddenly into trance any time her therapist said the word, "help"  as in "I am trying to help  you", or "I'd like to help you  with that." (The therapist, being something of a caretaker, persisted in activating this mystifying trance!) The rule seemed to be: "Go into a trance if someone offers to help you".

What could possibly be the meaning of such a rule? The other alters, who were equally mystified, were not illuminating the issue, but the actual circumstances were. The therapist noted that the trances were deep and catatonic, and lasted quite long enough to forbid any further discussion during the session. Could the meta‑rule be something like "You must never accept help"? or "You must short‑circuit help when it is offered"? The answer proved to be simple. A previously unrecognized alter had been taught viciously by her parents that she must never accept anything from anyone, and especially never accept help in any form. But the parents also taught, again sadistically, that the little girl must always be unfailingly polite. Thus, the only functional solution to carrying out both rules — refuse help (which would be rude) and always be polite — was to leave the situation completely, and the catatonia was her method.10

Most clients, not unlike most people, have a set of rules which we might call "mega‑rules," which serve to contextualize all the lower level rules. Isaac Asimov, in many of his science fiction novels, describes robots as being programmed with such mega‑rules, which he always calls, "Prime Directives". Their purpose is to provide the robot with a means of deciding fundamental choices, which other rules cannot comprehend. Examples of  "Prime Directives" are "Never allow harm to come to a human being" and "Never allow any programming which might interfere with the first directive." Clients "mega‑rules" usually include:

• Never allow another to kill you.

• Amnesia for the sufferings endured must be protected at all costs.

• Suicide is preferable to violating either of the first or second mega-rules.

• Never reveal the Dissociative Identity Disorder. (This rule seems less universal than the first three, and often quickly changes after the diagnosis is confirmed. Media attention to Dissociative Identity Disorder may be affecting this as well.)

• Keep the system under control. (This may have corollary rules focusing inward [controlling self] and outward [controlling the world].)

Information and Communication

Information is the third major concept in a systemic model of Dissociative Identity Disorder. It is an elusive idea, apparently clear, almost self-­evident; but upon closer scrutiny not clear at all (Wright, 1988). Bateson (1972) defines information as "news of a difference that makes a difference." In practical terms, this means that information is any message (including signs and symbols) that instructs one about something in the environment in such a way that the behavior toward that environment is shaped or informed (Wright, 1988). For instance, a stop sign contains information  because it offers instruction about the environment — being at a dangerous intersection — in such a way that  behavior is shaped by recognizing the consequences of not stopping, namely that a driver might be killed or injured.

Thus, information contains two essential components:

• a message about the state of the environment.

• a message (sometimes implied) about what should be done to "fit" the environment and  needs together.

Obviously this also applies to other complex forms of information.  The application seems to work well for newspapers or news broadcasts, for instance. A car owner's manual  qualifies as "information" under this definition. As would a blueprint or a check register or a physician's diagnosis or the flashing red light atop the patrol car. The flashing light is "news of a difference" (it didn't flash a moment ago!) that "makes a difference" (I'd better pull over!).

Conversation, one of those apparently "information rich" experiences, upon inspection, may not be so informative after all. Suppose a woman tells her husband about her experiences during the day, to which he listens without enthusiasm. Her work is so obscure to him that nothing in her narrative relates to him. It would seem that, despite sending messages, little information  is being conveyed: Her messages do not relate to his environment and do not bear on what he might or should do to fit his environment better.

However, he notices in her non‑verbal behavior a kind of pride in herself for something arcane she accomplished that day. This he can relate to! He loves her, wants to support her, and so he says something like, "You seem proud of that." She smiles, happy to be affirmed. He smiles in return, glad to have made her happy. In this case, her non‑verbal behavior was information; it informed him about something in his environment (namely, that his wife was proud of something) and that he could do something to "fit" positively (namely, praise her).

For our purposes, then, we define information as messages that instruct us as to how to make more beneficial our "fit" with our environment. The relation between information and power‑love is obvious: the better my fit with the environment, the more likely I am to have power and to exercise love (ability to meet my needs and yours, beneficially).  For a full discussion of information and its importance, see Wright (1988), especially his chapters, "What is information?" and "What is meaning?"

Information is the life‑blood of living systems, and the analogy between a molecule of hemoglobin and a unit of information is fairly precise (Wright, 1988 ). Information can be expressed mathematically as the negative of entropy (Shannon and Weaver, 1963). In mathematical terms, this means that information is the measure of order. A system is able to maintain inner and outer order to the extent that it can continuously recalibrate its relationship with its environments (both inner and outer). Recalibration is effected through the transfer of information.

In human terms, this means simply that one can survive and grow only to the extent that one can get and properly process  bits of information — sights, sounds, tastes, smells, touches — from the world. 

But clients with Dissociative Identity Disorder frequently are unable to send or receive crucial bits of information (in the form of memory and learning) necessary to adjust beneficially to aspects of their environments. So we contend that the core deficit of Dissociative Identity Disorder is this inability to exchange and process necessary information. The result is increasing disorder or entropy. Correspondingly, the core treatment of multiplicity involves enhancing this information exchange in all the dimensions of the client.

For example, a woman with Dissociative Identity Disorder was raped while an alter was conscious. Because the alter's rules and meta‑rules forbade disclosing sexual abuse, the assault was hidden from the host. Unfortunately, the rapist gave her a sexual disease, which would have been detected upon examination, had the host sought medical treatment.  As it was, the infection spread rapidly and led to serious medical complications, which were explained later only when the  alter who had been raped could bear the secret no longer and talked to the therapist. This lack of critical, dissociated information from the alter caused serious difficulties for the client‑as‑a‑whole.

When a person encounters new information, they must process it. Simply put, the client must learn something. Usually, they must learn what the information tells them about their environment and their "fit" with it. Faced with a stop sign, the client must "learn" about stopping or risking their  life. Faced with evidence of having been raped, they must learn what to do (go to the doctor?). Most learning happens in phases that can be named: dynamic processing, feedback loops, and reflexes.l 1 As such, it represents a movement from conscious knowledge to unconscious or from "explicit" to "implicit" memory (Kosslyn & Koenig, 1991). 

The following discussion provides a "floor" for our understanding of how alters develop.  Imagine the process of learning something novel, such as driving a car. Approaching a first driving lesson, the tyro usually has a great deal of anxiety and energy. The novice must attend to everything closely, and learning is slow, often involving trial‑and‑error with an expenditure of lots of energy. Indeed, relative to the amount of energy expended, relatively little is actually learned. The amount of information assimilated is proportionately small for all the attention and anxiety and work that expended. The information that does get exchanged does so amid dynamic processes. Initial learning happens by such "dynamic processes."

As one grows familiar with the car, certain behaviors that beneficially "fit" one to the environment (such as letting the clutch out smoothly) become routine, requiring less awareness and expenditure of energy. The processes shift from being dynamic to routine. The driver stops thinking consciously about what to do about the jerking motion of the car (which is the information) and simply, routinely, unconsciously  does it. One might say that what was previously thought becomes reflexive. Kosslyn and Koenig (1991) suggest this reflexive action is exactly what happens. Ultimately, the vibrations of the car serve as feedback, which loops unconsciously as a reflex, directing the novice driver to apply more or less gas or clutch. The same transformation — from the sweat and ​tears of "dynamic processes" of utilizing novel information to the relatively unconscious feedback loops operating reflexively — characterizes nearly all learning.

Next, we address "chunking".  Consider learning to play the piano. First, you master a wide variety of discrete skills — fingering, sight reading, coordination of right and left hands, and pedaling. Each is an aggregate of micro-skills. Initially, each micro-skill (such as putting each finger down with the same force and in rhythmic succession while playing scales) is learned in a dynamic process, requiring much concentration and energy. As the micro‑skills become more routine, they are "chunked" together. You gradually learn to place and lift your five fingers in synchrony, smoothing out the motion, as you practice scales. At every point, the information about how the behavior "fits" with the environment — how smooth your tones sound — provides the learning. But the information becomes gradually "hidden" in the routines. The routines "chunk" together, forming complex "meta-​routines", until you no longer even think consciously about reading the music and playing the piece. Instead, you concentrate on subtleties such as phrasing, shading, interpretation, emotion, tone. At first, these too require attention and sweat: dynamic processes. Later, even artistic interpretation gets "chunked": tonality is woven in with phrasing and emotional interpretation. Soon, the notes themselves blur and the interpretation is unconscious, "spontaneous." Now you are a master pianist.12

The crucial point here is that the essence of the process of learning is information: Messages from the environment instruct the learner about how to fit increasingly effectively.

Consider, finally, the child who is being abused by a ferocious adult. The very same process of learning takes place. First, the child enters an intense, concentrated, highly energized arousal in order to ''get' the information needed to "fit" this overwhelming environment. So intense, we know, so concentrated that it generates in her that neurochemical brain state we call trance. Suppose the abusive encounter is repeated. Micro‑skills for coping with it are learned. The skills start to become routine. They get ''chunked" with other skills into more elaborate routines. Smaller stimuli are necessary to activate the coping routines, which then need less awareness to operate. Finally, only small hints of the original environmental information are needed to trigger corresponding routines; sometimes merely a word or look will do it. Out comes an alter, representing the constellation of the now‑routine mastery of the particular environmental situation. As simple, in the end, as driving a car.

But what is wrong with clients having Dissociative Identity Disorder? Put simply, crucial information cannot get in or out. It is dissociated. Necessary information is not shared, neither among alters nor with the therapist. The course of treatment is a series of events at whose core is the client's opening channel after channel of communication, both within their mental system and with the therapist, about their life experiences. 

These considerations can be applied on two levels:  First, the goal of treatment is to facilitate the exchange of information both within and without the client's psychological system. And second, the processes or methods of therapy involve learning techniques that  enable the client to move from dynamic processes to routines (feedback loops) for exchange of information.
Implications for strategies and techniques of treatment will be discussed later.  But note here that a cardinal principle of systemic therapy, the sine qua non,  for all dissociative disorders is the open flow of information between therapist and client about all aspects of the therapeutic relationship and the therapeutic process. 

Information is energy.  Messages that instruct a system about how to adapt to its environment means doing work, which requires energy. Intriguing, from a theoretic standpoint, is that messages also provide energy, like receiving a letter that says, "For heat, burn me." Information, we noted, can be described mathematically as "negative entropy," where entropy is the tendency of systems to distribute available energy in increasingly random (therefore unusable) forms. Here is a classic thermodynamic example: Mix two fluids together, one quite warm and one quite cool. Initially, the warmer fluid is separate from the cooler. Energy is available within the system in the form of heat, and can be utilized. But as the fluids mix, the heat is gradually, evenly distributed through the mixture. Then, no part is warmer than another, leaving no usable energy because the energy is now randomly distributed through the beaker. When it is randomly distributed, energy is no longer available for use. Hence, entropy. Hence, disorder. 

Information, then, is a measure of order. Precisely, information is a measure of usable energy: Usable for increasing order and organization. Remember the stop sign. Think of the information‑learning processes experienced by the abused child. Both demonstrate that information enters, in the form of a stop sign or of stimuli from the abuser, and feedback from previous learning.  The driver or the child decides how to adapt to the environment. In one case, stop the car, in the other, stop the consciousness. In summary, then, information is any "message" resulting in increased usable energy (i.e.. increased order) and in a new adaptive "fit" to the environment. 
The pragmatic question is whether this information is helpful in therapy. We take up the question later, but note, for now, this example. Recently, a client, who had suffered a variety of physical injuries, which were impairing her activity, became despondent. An alter who expresses rage had begun emerging uncontrollably, launching painful attacks on the body. Everything seemed to be falling apart. She was especially petulant with the therapist whom she suspected of being ready to abandon her because she was being "pouty". He felt sympathetic, but disliked her attitude and her veiled demands for more attention and time. He avoided his own irritation for a while, but the situation worsened. Finally, in as kind a way as he could muster, he said, "I think maybe you are missing the boat here". This startled her and gave him time to explain his worry:  that in her pique at not having "sufficient" time with him, she was failing to use well the time she had with him. "I need more from you," she complained. "Yes, you do," he said. "But you just aren't going to get enough from me. But you can get something."  This message from her environment, about her environment, enabled her to gauge her "fit" with that environment. She paused, sighed. There was a palpable relaxing. She smiled and noted, "If you can't be with the ones you love, love the ones you re with". Then, they got back to work.

We must also consider disinformation?  Consider, for example, often abusive parents tell children that if they tells anyone about the abuse, that person will be killed. This is a threat, which is not true, but the threat results in increased organization in the children's thinking about the situation and in a new adaptive "fit" to the abusive environment. The threat is not really information.13 Although the threat is clearly not true, it does meet the definition of information. 

Any message, which instructs about the environment and how to adapt to the environment is meaningful information. If the adaptation suggested by the message (e.g., stopping one's car before entering a busy intersection) proves to be beneficial, the information is both meaningful and true. If the recommended adjustment is not beneficial, the information is meaningful, but false.  A learned response based on information from one environment — say, keeping silent about abuse — may be beneficial in that environment, therefore the information which generated it would be true. But if the environment changes (or, say, the organism changes), then the same information might be considered false, because it no longer leads to beneficial adaptation.

Look at the example.  When the child learns that, if she tells, she will be killed, she will find it beneficial for her to adapt to that information with silence. In fact, many abusers indeed increase the violence when children try to tell. Additionally, kids are often ignored or shamed for "saying such a terrible thing about your father". Being ignored or shamed can certainly be construed as a "killing."

But later, perhaps when the child no longer lives with the parent or able to protect himself, then such information loses its "beneficial‑truth" value. Now, to keep silent is no longer beneficial. Perhaps, for example, in the "new" environment of spousal sexual experience to remain silent is counter‑beneficial. At this time information — keep silent or die  — is false. Encouraging a client to "tell" what happened to her, may not be a simple good. The evaluation of the environment in which the information will be processed determines whether to tell is appropriate. Perhaps the client's telling or (even) her knowing will not prove beneficial if the client still lives with her abuser.

This theoretical analysis and the pragmatic treatment of Dissociative Identity Disorder lead to the same conclusion; hence we consider the information‑exchange model as central to the "disorder" of Dissociative Identity Disorder leading to many fruitful insights about the pragmatics of therapy.

Self‑similarity or Isomorphism
"Isomorphism" is derived from the Greek, translating fairly directly as "same shapeness". For von Bertalanffy (1968), the term is a key element of his general system theory that designates "structural similarities . . . in different fields" (p. 33). Originally, the term was primarily used to designate mathematical similarities, as can be seen in this quotation: 

To take a simple example, an exponential law of growth applies to certain bacterial cells, to populations of bacteria, of animals or humans, and to the progress of scientific research measured by the number of publications in genetics or science in general. The entities in question, such as bacteria, animals, men, books, etc., are completely different, and so are the causal mechanisms involved. Nevertheless, the mathematical law is the same (p. 34).

Mathematical similarity or identity, however, is not the only type of isomorphism. The term is used to mean "information‑preserving transformations" (Wright, 1988 and Hofstadter, 1979), or "self‑similarities" (Gleick, 1987) in the real world. A blueprint and the building it represents are isomorphic, as are the DNA molecule and the organism it "produces." In each case, a complex transformation leads from the former to the latter, and the transformation preserves certain information from start to finish. Another kind of isomorphism is found in the notion that at a certain critical mass, which can be defined fairly precisely, populations of things — Uranium atoms, rats, people — will cross some threshold and enter chaos. We call such isomorphisms analogy or metaphor. Chaos theory (Gleick, 1987) is an interdisciplinary description of the way that  apparently random disruptions in orderly systems follow the same basic principles, no matter whether the chaos in question is mob violence, fluid dynamics, weather perturbations, economic fluctuations, or the behavior of physical organs, such as brains or hearts.

Consider Hofstadter's (1979) discussion of the isomorphism between the structure of the DNA molecule (the genotype) and the physical organism (the phenotype) into which the genotype is converted. Despite the extremely complex process that accounts for the transformation from the DNA molecule to the actual physical organism, truly the DNA's structure contains the information about the organism's structure. Hofstadter calls this an example of exotic isomorphisms, in which the two terms are so very different, but contain the same information.

Hofstadter offers by contrast prosaic isomorphisms, such as that between a record and a piece of music, where the listener knows that to any sound in the piece exists an exact "image" in the patterns etched into the grooves. Whether an isomorphism is exotic or prosaic — i.e., whether the mapping of the structure of one term onto the structure of the second term is exact or whether the mapping undergoes many complex intervening steps, each is relatively prosaic while the result is exotic — the crucial point is that information is preserved across the range of transformations.

Isomorphism in Dissociative Identity Disorder. The notion of isomorphism suggests that "if you see one structure, you see them all" is not literally true, but it is close enough: Therapists and clients can intuit information about hidden structures of the client's mind from the structures that are visible. The "visible structures"  include parts of the client's mind that are already known, as well as macrosystems (such as family, neighborhood, school, etc.) that the client inhabited during formative years.

In fact, the first isomorphisms we noted were between the inner systems of clients with Dissociative Identity Disorder and their families of origin. We can call this "phenomenon", in deference to earlier workers in social psychology and family systems theory, system isomorphism. Clients frequently organize their inner worlds — their minds — similarly to their families' organizations. They "introject" the external systems in which they lived most painfully.

One client was raised in a hotel. Her inner system was structured as a hotel, with levels, and private rooms, with no one knowing who was "staying" next door. Another client was raised in a family who never touched one another, and her alter system was seemingly unable to make any nurturing contact with one another. Any "touch" between them brought pain and was avoided.

One pragmatic point about this: In gathering data about the family and social history of the client with Dissociative Identity Disorder, try to discern the structural patterns which stand out in the client's descriptions. Quite likely, they offer clues to the organizing themes or structures of her inner world.

If external systems can be introjected, so can outside people. Acknowledging the tradition of object relations theory, we call this second isomorphism personality isomorphism. A particular outer person becomes the model for an alter who performs some similar inner function. Usually, these are fairly negative characters. Suppose a little boy thinks, as little boys do, that if he can only stop annoying his dad, his dad's violence will stop. So the boy splits off an alter (unconsciously, of course) to protect himself. Since the model in the child's world for effectively keeping the boy from doing something is the abusive parent, the model for the new alter will be that abusive parent;  the "internal father" alter will treat the boy internally much as the abusive parent treats him externally.
Many types of personality introjects or isomorphisms parallel the inside and the outside worlds; some are quite literal self‑similarities (My father is inside me.) and some are highly metaphorical isomorphisms. Animal alternate personalities, tree alters, rock alters,  frequently are metaphoric; in our experience such objects are chosen for the alternate personality for structural reasons as well as for their metaphoric force (A tree is strong, or silent, or high above it all, or has a tough bark.).  Further, they are chosen, because a real object of that type once provided some kind of refuge or comfort for the child during painful periods. Thus, the way an alter or other part‑self is structured reveals clues to actual abuses, circumstances, sources of comfort, etc. These parallels may never become clear, of course, until after the memories have been worked; always assume, however, that the structure of the client's system is isomorphic with and offers data about the structures of her experience.

Self‑similarities are present among the alters (or other subsystems) also. In one case, every alter, no matter how inimical to the therapist, values honesty above all else, and can be relied upon not only to tell the truth, but to listen carefully to the truth. In another situation, the entire system is based on an authoritarian model of family life; each alter, no matter how angry or rebellious, will accept the "rules" laid down by the host in consultation with the therapist. The isomorphism in these cases lies in the nature and presence of the value systems.

Usually, when alters or groups of alters are layered , the layers are isomorphic with each other or with the overall structure of the system. In one case, in which the inner map resembled a tree, each subsystem had a branch with five smaller radiating branches. We discovered that if a branch had fewer than five subbranches, that branch or subsystem would prove to be a difficult one with which to work, until the missing alters (or subbranches) had revealed themselves. Naturally, such finely calibrated self‑similarity is not found in every case, but recurring patterns will continue to recur and should be predicted.

Time‑related isomorphisms  occur between the present and the past.   A particular type of reenactment is worthy of mention. Sometimes, clients act out certain tightly scripted sequences, often even involving others (often the psychotherapist) in the drama. Frequently the client will involve another with such skill that the other finds herself playing a role, that she herself is unclear about, as if in a dream without any idea how she learned it! One client, called a "borderline," had been abused as a very young child by her doctor. He would have her come to his office daily, where he would torture and sexually abuse her. Now with her therapist, she sets up elaborate scenarios which require the doctor to spend inordinate amounts of time with her; after these sessions, the client always feels hurt and rejected. The therapist is mystified at the process and says that she feels that she is "caught up in some script ".  The "beauty" of such reenactments, not unlike transference (another isomorphism), lies in the vast information available to the alert therapist. Isomorphisms of all kinds are information‑preserving transformations.

Flashbacks are, of course, isomorphic reenactments of the original trauma. l 4  Another form of self‑similarity, which spans the time from past to present, occurs when alters are "stuck" in a time trance in which they persistently  relive an episode of abuse. All the present experience is reconstructed in terms of the abuse experience, and the present is reshaped in the likeness of the traumatic moment in the past. "Reality" is the abuse‑time, not the current time. This kind of temporal isomorphism, the stuck-​in‑time problem, more often afflicts fragmentary alters who hold shards of past consciousness with little actual real-time experience. Often, repeated opportunities to talk to the therapist and interact in this present world moderate the being stuck. But this sort of isomorphism can be particularly malignant.

Later, we discuss the therapeutic principles and strategies deriving from the recognition of isomorphisms. To anticipate that discussion briefly, we suggest that the critical information preserved in isomorphisms is information about the abuse memories and experiences that must ultimately be integrated into the whole personality system. A classic example: One of us saw a new client for four or five sessions. The man was quiet, even meek, and was suffering from depression and worry since having recently given up a thirty‑year alcohol habit. One day (on February 16th), the therapist bid him good-bye after their session and went to lunch. When the therapist returned, the frantic secretaries hustled him to his office where he found the man curled on the floor, as if in a seizure, whimpering "Gone away", sucking his thumb, clutching his groin. When the therapist tried to connect with him, the man cowered flapped his arms helplessly. (Naturally, the poor man ended up in hospital.)

This experience was a flashback of a particular incident of abuse in which he had been severely beaten and raped by a farm hand. The town doctor had taken the three year old little to the hospital. (The event had occurred happened on February 16, forty‑plus years earlier. In other psychotherapies, these are  sometimes called anniversary responses.)  Each facet of that flashback (the isomorph) preserved a unit of critical information that we later were able to decode. The clutched groin replicated the rape‑pain; the flapping arm equals the broken arm; the thumb‑sucking reproduced the actual thumb‑sucking; the words being whimpered ("Gone away . . . all gone away") were the words that whimpered the day being remembered.  The words gone away  contained the core meaning of this episode in his life: His mother had gone away from him, forever. 

We see seven ways to use isomorphisms to tease out valuable information:

• in looking for missing data, we will not be done until we learn why his arm flapped;
• in anticipating developments in mapping the system's architecture, we should look for some part, some alter, who remembers a broken arm;

• in predicting the unfolding of the memories, we know that sometime we will come to a memory with the fetal curl, the held crotch, the thumb‑sucking, and the floppy arm;

• in recognizing the values and beliefs of the system, we remember that belonging and being abandoned are central to this man's value system;

• in learning the meanings of events to the client or various alters, we know that he existential crisis in this experience was seeing his mother as gone;

• in organizing complex data, especially from a series of chaotic memories,  we see in the flashback a template for emerging information; and 

• in providing guidance for therapeutic interventions, metaphors, and illustrations, we can utilize these patterns to expedite the treatment.

Finally, isomorphisms are the bearers of meaning  like poetic motifs or themes, which give life experiences their coherence and context. As Hofstadter (1979) says, 

It is a cause for joy when a mathematician discovers an isomorphism between two structures, which he knows. It is often a "bolt from the blue," and a source of wonderment. The perceptions of an isomorphism between two known structures is a significant advance in knowledge — and I claim that it is such perceptions of isomorphism that create meanings  in the minds of people. 

The notion that the external world of a person does indeed organize the psychological structures of the mind, and that the recognitions of these links generates meanings, should not shock. When adolescents mimic each other's hairstyles, and manner of clothing, speech, and behavior, they become isomorphic with one another.  Similarly, both the outer body and the inner attitude and value system of the young Marine is shaped by basic training and his years in the Corps. The tortured mind of the abused child is similarly shaped by its environment and reflects that environment in its very structures and ways of operating.

Self‑regulation (Homeostasis).
Self‑regulation, or homeostasis are complex concepts. Although some continue to use the word homeostasis  (Cannon, 1932 and Minuchin, 1974) to characterize the internal adaptation of systems, we prefer the term self‑regulation.  We mean that humans, including multiples, have precisely tuned mechanisms for preserving both an internal balance of affect and energy that parallels the external balance between the person and her surrounding world. (Another isomorph.) Fundamentally, "homeostatic" systems are equipped with feedback mechanisms regulating the various systemic parameters (temperature, amount of fuel, response to infection, etc.) to the end that they fluctuate only within specific boundaries necessary for survival. These feedback mechanisms or loops are often quite elaborate and are beyond conscious control.

As von Bertalanffy (1968) pointed out, while mechanical homeostatic models account for the ways that complex systems keep an inner equilibrium and an outer adjustment to the environment, they cannot account for phenomena such as how adaptive systems change, how subsystems differentiate themselves over time without disrupting the wider system, or for negentropy (the presence of increasing orderliness), the production of improbable states, creativity, the building‑up of tensions, emergent states, or self‑realization (p. 23). Indeed, Cannon, who originated the term homeostasis, acknowledged as much and postulated something called "heterostasis" to include such phenomena, although he did not elaborate on that concept .

Self‑regulation  means that people have to be able to do two things simultaneously without consciously thinking about them:

• first, maintain a fairly stable internal equilibrium  while adjusting continually to the environment,

• second, maintain the core self  (physical, psychological, spiritual, social) intact  while going through the myriad of changes called life. 

Failure to do either means serious trouble.

Think of walking a tightrope. Think of maintaining yourself while journeying through all the bureaucracies that try to crush your spirit. Without the ability to change in response to outside demands, an organism either ceases to exist or ceases to be itself. Self‑regulation  implies an ability to change. An organism also cannot respond well to its environment15 if the external demand is met with a chaotic and random response. Self‑regulation demands the ability to stay the same. Stability of structure and function must be maintained for change to be possible, and resilience of form and function are prerequisites for stability.

These are not paradoxical.

Clients with Dissociative Identity Disorder often have elaborate "rules" or mechanisms that protect their equilibrium. Most notably, they protect the secret of multiple selves. When anyone "discovers" the secret and contacts an alter, the old equilibrium is ruined. Often some chaos arises at this point, as some parts compete for attention while others struggle to regain control and to return to the old way. If successfully negotiated, this chaotic period resolves into a new equilibrium that includes the relationship with the therapist.  Further, structures within the system begin to change as different alters come to terms with the novel situation. If the resolution is not successful, the client may attempt suicide, decompensate to the point of hospitalization, or leave therapy. (Another significant point for consideration is the way in which the therapist's self‑regulation is challenged by the Dissociative Identity Disorder diagnosis.)

Individuals use numerous ways of self‑regulating. They are seldom conscious or volitional. Self‑regulation is a system‑property and happens spontaneously. Consequently, any time a novel demand is placed on the system, either from within (e.g., the emergence of a new alter  or the management of anger) or without (e.g., the therapist's inquiry into forbidden material), automatic responses will seek to return the system to the "pre‑demand" situation. Not to worry when clients "act out" or "resist" the therapy at these times, because self‑regulation will always move backwards (to the old equilibrium) first. Our experience is that such resistances are soluble in a "bath" of careful conversation and provision of new means of self‑regulation and safety. (Recall the idea of "soothing and massaging" a rigid boundary.) In other words, when we push clients beyond the parameters of their ability to self‑stabilize, they push back homeostatically. Self-​stability must be preserved. On the other hand, when we take them to the edge in incremental steps, allowing them to stabilize at each new step, they move ahead quite well without undue resistance. Change is also necessary for growth and survival. Clients' organisms know these things, sometimes better than therapists' organisms do.

Of course, despite the best effort for self‑regulation, chaos develops. The environment demands too much, too quickly. Just as in physical medicine some infection can rage inside, or an injury bleeds into interstitial spaces, upsetting the body chemistry. Shame from the incest memory of a twenty year old alter leaks into the thoughts of the successful middle aged  lawyer. In all cases, she cannot work or love. Turbulence arises. Chaos is waiting outside the door.

A detailed typology of the mechanisms for self ​regulation in clients with Dissociative Identity Disorder is beyond the scope of this section and comes later. However, a few general types can be listed:

• secrecy and hiding;

• diverting attention (subject changes, false alarms, red herrings);

• switching (presenting alters able to remain stable in situation);

• dissociating (psychological and physical);

• reenacting and transference;

• self injuring;

• mobilizing the environment to stabilize the system (including hospitalizations);

• triangulating (both internally and externally).

When a client's usual means of self‑regulation fail, anxiety escalates.  Early in therapy, the client usually has many "back‑up" homeostatic mechanisms, which dampen the anxiety and restore equilibrium. For instance, in some clients the threat of exposure is handled by developing a severe headache, which forces the host to retire from the social situation in which the exposure might occur.

As the host becomes aware of the other alters and the purpose of the headaches, she may not so quickly succumb to the "message." Then the self regulation alters may become even more agitated; their techniques for self regulation are failing. Maybe the self-regulators "steal" the host's thoughts so she cannot continue. Maybe one seizes control directly to change the subject. Sometimes one will leave the room abruptly. One client developed, after a period of months a tic, which served to distract her. These examples demonstrated the escalations of self-regulatory responses that happen more or less involuntarily, depending on the degree of threat perceived by the self-regulators. Now, paradoxically, the client now looks and feels more "out of control." What is required is patience: As therapy progresses, the client learns new and less painful ways to avoid threat, to calm herself, and to restore inner balance and/or outer safety.
Sometimes, the instability approaches that which we would label as chaos. Initially, inexperienced therapists can panic at how unstable the client is getting and will mount a campaign to stabilize the client. This is a mistake on two counts. First, the client's responsibility is to discover her own ways to restabilize; the therapist's job is to coach or assist. Second, in trying to stabilize the client, the therapist is usually seeking to recalibrate the therapist's own anxiety. The therapist's concentrating and focusing on the therapist's directly addresses the source of some of the anxiety and provide a stable relationship  within which the  currently unstable client can be contained. This, of course, is Winnicott's great teaching (1958,1971).

Winnicott's wisdom relies on the two‑way nature of self‑regulation, which is to stabilize one's inner world simultaneously with one's relationship with the environment. An upset therapist becomes an additional environmental demand, exactly at the time the poor client's internal system is turbulent. This is gasoline on the flames. Just as, on an airplane, parents are instructed to put on their oxygen masks first, then, to help their children; so in therapy (especially with multiple or borderline clients), therapists must first calm themselves, then tend to the client.

When clients cannot self‑regulate, crises ensue which can only be called chaotic. "Chaotic" however does not mean random or meaningless. In order to define the order and meaningfulness of chaos, we offer a bit of theory. 

Begin with an analysis of the client's pre‑crisis behavior; it is relatively stable, it is relatively predictable. The longer the stability continues, the less information emerges,

because the situation has little novelty. 

Gleick (1989) illustrates this by describing a hydrologist studying the whorls of water in a stream flowing steadily around a boulder. If the speed of the flow is constant, the whorls stay in place, and their size and direction remains relatively constant. At a higher rate of flow, the whorls change. They may elongate, swirl faster, even spin off secondary whorls further downstream. Consider a very simple experiment: the scientist picks a spot near the whorls, and asks at uniform time intervals, whether the whorl is to the left or to the right. Geick writes: 


If the whorls are static, the data stream will look like this: left‑left‑left-left‑left‑ left‑left‑left‑left‑left‑left‑left‑left‑left‑left‑left- left‑left‑left‑left‑left- left‑left‑left. After a while, the observer notes that new bits are failing to offer new information about the system.


Or the whorls might be moving back and forth periodically: left-right‑left‑right‑left‑ right‑ left‑right‑left‑right‑left‑right‑left right‑left right‑left‑right. Again, though at first the system seems one degree more interesting, it quickly ceases to offer any new information.

As the system becomes chaotic, however, strictly by virtue of its unpredictability, it generates a steady stream of information. Each new observation is a new bit (1987, p. 260). 
Students of chaos have discovered that there is order in even the most chaotic systems. Patterns emerge in the oscillations, and they can be found on varying levels of scale, as the shape of solar systems has patterns stunningly similar to the shape of atoms (more isomorphism) (cf. Peitgen and Richter, 1986). The Mandelbrot Set (Mandelbrot, 1977) is a hauntingly beautiful set of computer "designs" showing that apparently random shapes and patterns recur at many levels of magnification. What they actually show are the points on a graph calculated by a reiterating equation set (the Mandelbrot set). The marvel is that such a chaotic pile of mathematical points should have such orderly patterns, and that such patterns should keep recurring at numerous orders of magnification. They must be seen to be believed.

For our purposes, the point of this digression into chaos theory is that the chaos which ensues when a client's self‑regulatory mechanisms break down, although it is threatening and demands stabilization, contains a wealth of information about the system, waiting to be decoded. While helping the client re​stabilize is foremost, the therapist must take an inquiring attitude toward the new forms and new information that emerge from the crisis. The whorls have shifted, new data come in, and growth is now possible.

The question, of course, is how to control chaos, find re​stabilization, and provide safety. Paradoxically, clients with dissociative disorders are at once both highly defended (that is, capable of self‑stabilization despite extreme external pressure, such as rape or torture) and exquisitely sensitive to the smallest perceived danger in the environment. (Think particularly of clients with Borderline Disorder.) For example, a woman who endured years of violence by her brutish husband without apparent destabilization, decompensated into near psychosis at any hint that her therapist was aggravated by her remarks. Every therapeutic inquiry or intervention has the potential of pushing the Dissociative Identity Disorder client into chaos. The line is then because the mass is "critical" and the solution is "supersaturated"  (Michele Brooks, personal communication). 

Therapy can be viewed, therefore, as the controlled experience of destabilizing the homeostasis, traversing a turbulent or even chaotic transition, restabilizing at the new level, learning from (from dynamic processes to reflexive learning, or "second nature") the information which emerged in the chaotic period, and then re‑entering the cycle again. The ability to move through this cycle of stability and chaos and to learn from it, without excessive suffering, defines adequate self‑regulation. Hence, the therapist in effect becomes a temporary "self‑regulatory mechanism" for the client and the therapy system itself, until the client can take over the task. The therapist paces the therapy so that it is neither too fast (too much chaos) nor too slow (too much stability). The task of the therapist is to help the client learn safe ways of restabilizing and self-regulating!
Managing chaos implies understanding it. Chaos in Dissociative Identity Disorder can take many forms. A single alter‑subsystem may become unstable for reasons known or unknown. A single alter may decompensate. Alters may switch so rapidly that no information can be processed. Inner "noise" — shouting, yelling, perceived blows and threats, contradictory messages — may overwhelm consciousness. An alter with malevolent intent may assume control and do serious damage to the body. The body may be thrown down stairs or into the path of a car.

Sometimes self‑injury is the attempt of an alter or system to restabilize itself by means of the injury, which may have symbolic, cathartic, or chemical effects. Many, if not most, of the difficult or frightening aspects of work with clients with Dissociative Identity Disorder involve the client's system desperately attempting to regain control and stability after some perceived threat has overwhelmed its homeostatic equilibrium. Despite their chaotic look, many crises are about restabilization.

Usually crises or chaotic episodes have precursors. In our experience, chaos follows on a period of turbulence, of upset, of steadily mounting anxiety. The usual pattern is not stability >>> chaos.  More likely the pattern is stability >>> anxiety >>> turbulence >>> chaos.  In some cases anxiety/turbulence in one area of the system may become tolerable to the system‑as‑a‑whole, but then for some reason (usually external) the upset seems to spreads. The more the upset relates to the core intentionality (meanings and purposes that inform the client's actions, the more likely the turbulence will "disintegrate" into chaos. Notice again always predictability governs the systemic response. ( McCann and Perlman, [1992] refer to core intentionality as "salient cognitive schemas".)

Previous crises in the client's life and therapy offer rich information for predicting later ones. The questions to ask are:  "What set it off? What was the salient variable or set of variables from which the client could not restabilize? What parts got involved? Why?" Such information must be gotten to when the storm has passed; later when the therapist sees or senses similar developments, therapeutic wisdom suggests predicting a new storm on the horizon.

Much chaos can set off by therapists' actions. In general, we find five categories of therapeutic action which interfere with client's restabilization and self-regulation: 

• too fast, • too slow, • too much love • too little love, • not safe.

Examples of therapist's  behaviors that “facilitate” the client’s succumbing to chaos are:  

• when the therapist proposes movement for the client which move too fast into troubled waters,

• when the therapist delays (too slow) moving into areas the client is ready to explore, 

• when the therapist is too focused on the wounds and the sorrow of the client or is too reinforcing of client's preoccupation with wounds and sorrow (too much love), 

• when the therapist loses sight of the therapy in a fascination with the client as person or in the rush for accomplishment (too little love), 

• when the therapist gets lost in  technical issues or setting limits (too little love), 

• when the therapist misappraises the real (inner and outer) dangers in this client's life.  

In any of these occurrences, the client has the likelihood of becoming chaotic.  Hence, we can predict from our own work.

Another important point about chaos and self-regulation is that sometimes a small push can set off an avalanche; this push to chaos is known as the cascade theory (Waldrop, 1992).   The cascade theory of the onset of chaos is demonstrated in the teenage girl who has brooded for a week, and suddenly, at a word from her dad about emptying garbage, launches an explosion. A single push, sometimes only an innocent word sets off the avalanche. Of course, on the bright side is the discovery of the meaning in the push; in processing the avalanche client and therapist learn what the word or action was that set off the crisis.  Further, just as a "gentle" push can precipitate chaos, the same push can direct the restabilization.   Often, for example, a suicidal borderline needed just to hear the care in the therapist's voice to be calmed; or the self-destructive multiple has become restabilized because the steady, faithful therapist was there.  We believe that those "grand" efforts that "save" clients — the midnight marathons, the 911 calls, the hospital visits — are little more than another  push into a new avalanche or a new equilibrium. The simple word of care, an acknowledgment of the crisis and the pain, an expression of fidelity often facilitates the client settling again.  Often the client finds restabilization in the "container" of the care filled therapy. 16 As important as the offer of care is, more important is the provision  of safety.

"Safety" in this model means that clients have enough real control of self and environment to tolerate therapeutic interventions and inquiries without being able to return to a relative equilibrium in a reasonable time period without severe upset. The operative term is the client's experience of sufficient real control.  When clients say "no", we must hear "no". When they say stop, we must stop, at least until it becomes clear to both of us that it is safe to go on. This work can take a long time, largely because we move slowly. We believe that the self‑regulatory mechanisms are strong, and they are natural, and we must work with them, not despite them. In the film What About Bob?  (Oz, 1991) the chronically obsessive Bob is helped immensely by the psychiatrist's (cynical) recommendation that Bob stop trying to get better and instead take "baby steps." The great wisdom is great, but it makes the therapy long! 17
Hierarchy

We speak of systems being organized in hierarchies, even though the term hierarchy  is unpopular. Hierarchy connotes systems set up by people interested in controlling others by rank and status. 18 Still, any open system has a way of ordering subsystems into a hierarchy, so that work is efficiently done. The brain, for example, receives scarce oxygen before the extremities do. This arrangement does not suggest that the brain is "better" than the limbs. If the limbs are compromised, fewer additional subsystems are as affected as they would be if the brain were compromised. In every aspect of life and science are examples that demonstrate subsystems organized in levels.  

Levels in the hierarchy also matter. When confronting a problem in a system, we must know what level of the system is specific to the problem to be solved.  Global or inclusive levels (or subsystems) often are more difficult to change than are the discrete subsystems.  Inclusive subsystems also need of stabilization in crises.  

Another approach to this concept uses the term "frames" (Minsky, 1986) rather than "levels". A frame is a context for something, usually another frame that is somewhat "smaller". For example imagine a huge ocean liner ready for cargo. The ocean liner is the "gross" frame. Into the liner, we insert mammoth cargo containers. Each of these is smaller than the liner, but very large themselves. Each cargo container  has been loaded with smaller shipping crates (a third level of frame), inside which are boxes of goods. Frames nested within frames. If a storm arises at sea, the captain may order either boxes, or crates, or even cargo containers to be jettisoned to save the ship, which is the largest of the frames.
Concepts and mental representations usually take the form of nested frames. If we say, "Think of Dissociative Identity Disorder," you will imagine something with qualities that match that phrase. Perhaps it will be one of your clients, or a set of symptoms you have learned, or the image of a book you read recently. If we add qualifiers to this, such as ". . . in a woman," ". . . in a forty year old nun," " . . who has been abused in a ritualistic manner," ". . . by her Mother Superior", each qualifier is more specific and is "contained" within the prior term.

Each frame or level has its own set of "subframes" as well. For instance, in the third level of  frames on the ocean liner are the large packing crates. Within each crate are shipping boxes. You can "zoom down" to investigate these boxes individually or remain at the packing‑crate level and look at the number of such crates, noting their organization.   

This set of images defines the hierarchy of systems. We speak of levels or frames, always with the understanding that levels are nested within each other. A second important feature is that  "higher" or more inclusive the level, the more critical that subsystem  is to the survival of the whole. A common example arises often in treating clients: In crisis, an alter or group of alters may become "stuck" in a trance which threatens the survival of the client (for example, a suicidal impulse based in an abuse laden flashback). To save the whole system, the alters can decide to restrain the suicidal part of the system. Recognizing the existence of nested levels or frames in Dissociative Identity Disorder alerts the clinician to the need to assess accurately how relatively important each alter is in the overall picture.  (Earlier we emphasized working with the parts of the client's alter system even handily.  Restraining a suicidal alter to maintain the survival of the system does not contradict this principle.)

Finally, recognize that within a given level will be housed its own set of nested sub‑levels. Particularly remember this concept when working with an alter who appears to be the source of some discomfort to the larger system, while nothing seems amiss. In one clinical case, after an apparent final fusion, a stubborn infection refused to heal. At the level of the newly "whole" client, no psychogenic reasons for this could be found, yet medical treatment brought no relief. After some weeks of suffering did a previously buried set of alters come to the surface. The therapeutic search had been focused on the wrong system‑level. The concept of "hierarchy" or nested levels would have, perhaps, hastened the cure.

Scaling  Often a proportional relationship exists between nested levels. The type of proportionality varies from client to client. In some cases the identification of proportion may be gender — all "good alters" are female, all "bad alters" are male. Or the relationship follow the origins of the level: Level A may represent  memories of abuse by Perpetrator A, Level B about Perpetrator B, and so on. Or the ratio may be related to age:  Each child alter is matched by an adult; or for each four‑year old is a fourteen year old, for each eight year old, an eighteen-year-old, etc. Levels may also have to do with the host's chronological development with Level I containing memories from early childhood and Level II containing memories from adolescence.

By "proportionality" we mean some scheme by which levels are related, and by which they can be differentiated. One client had a system divided into four levels (literally represented as floors in a building). At the highest level there was one alter. At the second, there were six. At the third level, there were nine. At the fourth level, there were four. Finally, there were three who moved from level to level, guarding the entire system. Upon exploration, the levels were differentiated as follows: Level I was the "escape" level, where memory could be stored in the form of "out‑of‑body" experiences. Level II contained dissociated material experienced in the world outside her family during her childhood, youth, and college years. On this level were no abuse memories, but lost memories of the miseries of growing up in a lonely world while hiding the abuse. On Level III existed all the abuse memories occurring throughout life, with the exception of episodes of ritual abuse. These memories were kept by alters on Level IV. The three "roving" alters served as protectors in all the life‑experiences ‑‑ during normal times, during the "ordinary" abuse, and during the ritual abuse. The proportionality in this case was related to the degree of "ordinariness" of the dissociated material: the more ordinary, the higher the level of residence.

Hypothetically, if the proportionality could be measured, it would show up as some kind of fractal dimension. We are certainly unable to do so at this time. But how various levels in the client's mind are organized must depend on the neurostructural organization of her brain (Churchland, 1986).  Thus we can suggest that the relationship between various levels (parts) is probably fractal in nature (Briggs and Peat, 1989, p.105). This concept brings us to another application of the term scaling.

Scaling means that similar patterns exist across all scales of a system. Scaling here

does not mean that at each level the shape or pattern is identical, but the shape or pattern is self-­similar.  As any system develops over time, it follows a rule ("Where should the next segment be put?") that is fractal in nature (Gleick, 1987). The rule is followed at whatever level the growth is occurring.

Think of how a family grows. When a baby is born, one "rule" of its development, obviously, is its DNA. As a genetic blend of his mother and father, the child replicates neither of them perfectly, but is a "new" version who nevertheless is recognizably similar to each of the parents. But the child's growth does not strictly adhere to genetic rules. The child is socialized into a particular family by the family's unique myths and stories and behaviors. "You are a Smith, and we Smiths never cry!" Over the years, he will resemble not only his biogenetic parents, but also will become a "new" version embodying all the old Smiths. In the growing child, the observer can discern the self‑similar patterns — genetic and social — of the  Smith clan, writ at his smaller scale. 

Thus, when alters are generated in the dissociative child, the basic "rules" of personality formation unique to the whole child will be preserved and followed on the lower scale. In the part, one sees traces of the whole. Indeed, Briggs and Peat (1989) claim that this is true in the opposite direction as well; the whole shape of things depends as well upon the minute part.  To this end the part becomes the whole and the whole becomes but a part.

Science is not yet capable of measuring the proportionate scaling between alters and the whole personality. We envision a number of possible lines of research, including determining how many "bits" of anxiety the various levels of a multiple personality can sustain before becoming turbulent and then chaotic. The concept of self‑similarity across levels (scaling) would predict that there would be some constant ratio. This in turn, if it could be determined, could allow the therapist and client more precisely to titrate the painful demands of therapy against the client's ability to bear those demands without slipping into crisis.

We know that in chaos is order and recurring patterns. We long to graph the chaos of the client with Dissociative Identity Disorder so that these recurring patterns can be recognized and predicted. This work probably depends on whether  patterns of electrical wave action in the brain can be studied fractally  ( Briggs and Peat, 1989, p. 105; Ullman, 1987; West and Goldberger, 1987).

Scaling could also assist therapists and clients in the identification of unique clients' responses to crisis, enhancing the precision of therapeutic response and intervention. A simple example suggests an outline of this proposal. A fairly stable client of many years tended to swing rapidly from stability to chaos (literally, with all the alters shouting and screaming to such an extent that even physical movement became impossible). After repeated experiences, a pattern emerged. If five key clusters of alters became anxious simultaneously, the system would spiral out of control. If any one of these five levels remained calm, chaos would not ensue. Knowing this pattern allowed the therapist to devise a variety of interventions such as calling out the key alters, calming them, which stabilized their level, which in turn stabilized the entire system. Preventative measures were then taken, such as limiting the interactions on matters that were anxiety eliciting. Knowing these patterns allowed quick recognition of how other levels became turbulent. Because the same principle also operated at "lower" levels of alters, we could predict how to stabilize lower level related groups of alters.
Summary and Conclusion Part One
Summary. 
Many interests lead us to conceptualize Dissociative Identity Disorder in systemic terms, some intellectual and some compassionate. Because Dissociative Identity Disorder presents a dazzling array of phenomena, a mix of problems, many levels of complexity, and countless variations across cases and even within a single case, we look for a model which can be applied to all types of cases, on all levels of analysis, while remaining reasonably straightforward and isomorphic. We propose a descriptive model of Dissociative Identity Disorder: The mind of the client with Dissociative Identity Disorder is a system. It can be described as such, using concepts common to all living systems. Chief among these are wholism, structure/ function, information, self-​similarity (isomorphism), self-regulation (homeostasis), and nested ​levels (hierarchy).

Conclusion.
When children are tortured and no one protects them, they have only what they carry within their bodies. In their world of brutality and perversion, bereft of tenderness and beauty, these little sufferers must find internally what their cruel handlers forbid them to have externally. So they carve and split their minds, putting off till another time or another life the agony they cannot bear but cannot escape in this one.


When they split, their minds follow patterns that lie in all of nature. The splits coalesce as a complex ordered whole, no matter how diverse the parts and deep the gulfs between them. That the divisions of the multiple mind mirror so faithfully the underlying order‑in‑chaos that bonds all nature in a living wholeness is just; moreover that the divisions of the multiple mind arise in the loneliness of human evil is poignant. These little ones, cast from the shelter of human care and left to weep uncomforted, find their only safety in the systemic order of their shattered minds, an order left for them by the universe, an order shared with them by the wild turbulence and branchings in the wind and waves, in the leafing out of trees, in the convolutions of the brain, and in the soft and rhythmic beating of the human heart. In working out our model, we seek a way to bring them home.

1 For "personality" here and throughout, readers may substitute the term "personality state" or even "ego state," if they are more comfortable with the notion of a single unified "personality." Except for esoteric discussions of arcane personality theories, the result is the same.

2 Contemporary feminist criticism that systems models tend to dehumanize people and to omit consideration of gender, race, and class differences are pertinent to our work, as are critiques of psychotherapy as gender‑ and class‑biased.

3 By the term "world," of course, we speak of the person's everyday taken for granted world. This world, while it is grounded in the same universe and earth, is naturally different for each of us. It is "my world" and "your world."

4 Henceforth, unless we specify otherwise, the term "client" in this paper will refer to clients with Dissociative Disorders and Chronic Trauma Disorder. 

5 This is analogous to Hebb's  principle (1940) that synapses that are used become more strongly likely to be used again.

6 Like successful marital therapy in which the therapist sides with both parties sufficiently to enable them to face their problems with each other, not to project them onto a third party (such as a child). 

7 Not to argue that such actions by a client are appropriate. Obviously, irritating your therapist or any other important figure is unwise and "maladaptive".  We object to therapists' apparent unwillingness to admit that their feelings are hurt and their projections onto the client that the client has "bad" boundaries and must be "limited." Being straightforward is effective and educative: "What you did bothered me, and I want you to stop doing it". 

8 The recent work of Gustafson (1992) and Gustafson & Lowell (l 990)  evokes these themes, especially in their treatment of the "stories of subservience," in which apparent  leads clients into being used, and "stories of overpowering," which inevitably lead clients to despair. 

9 The same can be said of normal fully developed personalities who, because they maintain a wide variety of functions in relative consciousness, remain engaged much longer, but eventually withdraw or become bored when a conversation ceases in its relevance. 

10 The so‑called "programming" of sadistic cults is an elaborated and deeply ingrained version of this same sort of phenomenon. 

11 As background to this discussion, we would suggest reading Kosslyn and Koenig's (1991) excellent discussion of implicit memory and learning (pp. 180 ff). 

12 An extended discussion of the details of this process is found in Minsky (1986, pp. 8l92) in his "K‑line" theory of memory. 

13 This raises a host of philosophic problems, which we do not discuss here, except to say that disinformation suggests a difference between meaningful information and truthful information. We draw attention to this for the purpose of laying groundwork for discussing in a later paper the technical problems in treating alters who have been deeply conditioned with untrue, but highly meaningful, information. 

l 4 In asking what binds traumatized neuron circuits so tightly when they have only some associational neurons ​in common, contemplate the similar bond existing among soldiers from the same combat unit or survivors of the same catastrophe. Trans‑temporal isomorphisms are fascinating phenomena, worthy of extensive study.

l 5 That is, to seek the "best fit" with the environment as suggested by the information. 

l 6 The other side, of course, is our medical‑legal liability. "Simple words of care" are much safer and wiser later on, when you know the client well, and they know you. In the beginning, play by the book until you together formulate clear new rules. 

l7 For a full discussion of the various dimensions of safety in this work, see Fine (1993). 

l 8 Gustafson and Lowell (l 990) offer a profound and extensive study of how to help clients and therapists come to terms with the power struggles inherent in our "hierarchized" world.

Dissociative Identity Disorder and Systems Theory:  Practice

Introduction   Review of General Systems Concepts for Treatment

The concepts of systems theory that have been discussed earlier recur throughout the treatment model.  Initially, we review those concepts and then we offer a specific protocol that incorporates systemic concepts.  The protocol includes a rationale for treatment planning and a model treatment plan.  We consider Post Traumatic Stress Disorder, Borderline Disorder, and Dissociative Identity Disorder within the general rubric of Dissociative Disorders, hence, we sometimes speak of our work not with the descriptor of Dissociative Disorder or Dissociative Illness, but using the term Chronic Trauma Disorder.  

Remember in working with clients with Dissociative Illness that the treatment is with a whole and with the parts.  Rely on your awareness of wholism.  Think of the whole and involve all the parts.  Remember that all work impacts the whole system.  In this work try to keep the system forward in therapy and in mind.  Offer this "individual" therapy  as though working with a family with absent members.  

Dissociative disorders can be seen as a problem of information and learning. Part of the work is to shift the context of the multiple's system from one that is closed to one that is open.  

Opening the therapeutic system requires a clear statement of rules and procedures set forth and agreed to by client and by therapists.  Therapeutic consistency is exceedingly important.  

Part of the dynamic in working with clients with traumatic histories is the development of therapeutic trust.  This process is accomplished by contract.     

One of the key variables in the success of the therapy is the integrity of the therapist and of the therapeutic alliance.  As the client grows in trust, the client observes the integrity of the therapeutic alliance, the client observes the integrity of the therapeutic alliance, the client will grow in trust.  This growth demonstrates both wholism and isomorphism, 

A significant factor in the growth of the therapeutic alliance and client's trust is the therapeutic acceptance of and tolerance for the client and the client's productions.  Acceptance implies that the therapist offers a continuing connection with the client while the therapist offers constructive feedback about the productions.   Hence the client learns about evenhandedness and observes the model for "self" acceptance. 

Whereas, the therapist must model and develop  tolerance for the client's productions, the therapist must take everything offered by the client at face value and must also take nothing that the client offers at face value.   To explain this further, the therapist must not be swept into the client's "hysteria" about the productions and must appreciate the client's fear and must offer constructive suggestions for restabilization when the client seems lost in the productions. 

Although the therapist joins the client's system, the therapist must be mindful of the clarity of roles.  The therapist delineates appropriate ego boundaries in an interactive therapy.

The clients (individuals and systems) with childhood trauma are faced with learning to appreciate themselves with respect, reverence, and love.  The modeling offered by the therapist is the catalyst for the isomorphic change in clients.  

The questions of which therapists must be consistently mindful is "What is the systemic purpose for this presentation?  What is the systemic imperative being announced?"

Treatment Planning for Clients with Dissociative Disorders 
First, Dissociative Disorders must be treated in stages, phases, or clusters. In part because the work is horrific and in part because it is destabilizing.  Further, depending on the extent and the development ages at which the client was injured, client may not be able to do certain kinds of work until preliminary or reparative work is finished.   Memory recovery work is destabilizing and stressful.  If client has shaky ego controls, cannot self-soothe, has no external safety or support, these must be attended to first.

A primary goal for therapy is to maintain and protect the client's abilities to function as with as much stability as possible in everyday life. Protecting the client's abilities to function  protects the client and the family (internal and external)  from excessive disruption and  keeps costs (including the hidden social costs) of treatment down (by avoiding hospitalization, for instance).  In systemic language this is the maintenance of a kind of equilibrium of stability while opening up the system.  
If we treat Dissociative Illnesses in phases then we must plan for the transitions from one phase to another.  Transition criteria govern the plan for moving from one phase to another and the actual movement from one phase to the next.   Transition criteria can be considered the "intermediate goals" of therapy.  In other words, certain goals are specific to each stage, and these should be accomplished before moving to the next stage.  These goals are not the final goals, but are intrinsic to success.  These "intermediate goals" are the foci for the work in each stage-period. 

Clients and therapists must plan treatment together:  The therapy model is based in the concept of "Interactive goal-orientation.  "Interactive goal-orientation" finds its basis in systems theory, and it means that the client and the therapist work together to set, pursue, renegotiate, and evaluate the goals — both the long and short range goals — of therapy.  When deciding about treatment alternatives (to move ahead into memories or wait longer, for instance), both the therapist and the client take responsibility for asking how the suggested alternative brings us closer to the overall therapeutic goal(s).

At the risk of over stating the issue, we want to offer a few additional points to our rationale for treatment planning.  The treatment plan is like an agenda, a statement of what we hope to accomplish and how we plan to do it. Treatment planning  fosters the sense of safety, control and mutuality so essential to this therapy.  

Two treatment plans are put in place:  The inner treatment plan is the more detailed, fluid, evolving, organic "plan" that the client and therapist develop as time moves along.  The "inner treatment plan" is something like the coordinated inner marriage that a couple makes up as they go along.  Woe to us if the "inner treatment plan" is different for the two partners!  The formal treatment plan is the document used as outline, map, guide for the therapy (and is sometimes sent to Managed Care case reviewers.)

Treatment plans address the following issues, answering them on paper:  The problem(s) or that which is to be changed.  The clinical baseline data on which the diagnosis is based, or where the client is now.   The diagnosis and prognosis. The ultimate goals for treatment.  The strategic goals for treatment that are the methods that will achieve the ultimate goals.  The tactical goals or the design of the treatment such as the type of therapy, the frequency of sessions, the length of sessions, etc. The criteria for termination that will mark the end of the treatment. We will say more about the goals later in this section.

Treatment plans are important for their  political dimensions.  They protect people:  Payer's, from needless claims:  Client's, from unnecessary therapy.  Therapists, from unjustified denials by payers or excessive resistance from clients.

If we think systemically we know that payers need some relatively orderly display of what the therapist and client see, think, are planning to do -- in order to make informed decisions.  The dark side is that payers arbitrarily focus on paper descriptions and blind themselves to real-life fluidity and dynamism. This is reinforced by clinician-exaggeration. Clinicians need some relatively orderly display of the "map," so as not to bog down in unneeded tangents.  The dark side: To ensure payment, clinicians may over display the troubles and woes rather than concentrating on the gains. This is reinforced by payer myopia.

Most treatment models for Chronic Trauma Disorder are phasic ones, including Braun and Sachs, Putnam, Ross, and Briere and the Victims of Violence Center.  Minnesota Center for Dissociative Disorders offer a five-phase model with each phase being defined as  "linear" points in treatment  based on the  particular tasks at hand.  Each of the phases is recursive depending on the age of the client at the time of the trauma and the severity of the trauma.  And, the clusters or stages are epigenetic. 

Models for Treatment of Dissociative Illnesses
The treatment model offered by the Minnesota Center combines psychodynamic and systems theories.  

THE MINNESOTA CENTER FOR DISSOCIATIVE DISORDERS TREATMENT PARADIGM

PHASE ONE

	  TASKS

Building a relationship.

Educating about multiplicity,  and discovering the 
	GOALS 

The goal of this cluster is to build a relationship between the therapist and

client and to learn 
	STEPS

• meeting first chair alters.  

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

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


PHASE ONE Continued

	structures and
functions of the  emerging system. 


	characteristics and function  of the emerging  system. 

An integral part of this phase is the

refinement of  containment techniques.

 
	•
(early) identifying  memory shards.

•
defining containment skills.

•
offering new coping skills to build ego in present.

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

•
building a present and a future.




PHASE TWO

	TASKS

Confirming the diagnosis and preparing the system for memory work.
	GOALS 

The goal here is the development of internal cooperation and  the  investment of sufficient mastery  in the system to begin memory work
	STEPS

•
acquiring agreements among known  alters for diagnosis.

•
discovering specific details about characteristics and role of 1st chair alters (as in an orchestra).

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

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

•
facilitating working relationships between alters in system.

•
refining trance skills for containment and preparation for abreactions.

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

•
organizing data for preliminary memory work.

•
welcoming emerging alters presenting at this stage.

•
reiterate cluster 1 & 2 tasks with emerging alters.

•
supporting living in present while wading through the past.

•
contracting for adjunctive work.

•
involving significant others.




PHASE THREE

	TASKS

Abreacting memories.     
	GOALS

The goal of this cluster is the sharing of  knowledge among alter 
	STEPS

•
pooling knowledge about memories.
•
reviewing patterns of memories and participants in memories.

•
reexperiencing traumatic memories (physically, 


PHASE THREE Continued

	
	personalities and the abreaction of traumatic  memories. 

	emotionally, cognitively, behaviorally, spiritually).

•
gathering yet raveled threads of memories.

•
recapitulating  finished memories.

•
incorporating finished memories.

•
discovering potential fusions as a result of abreacting memories.




PHASE FOUR

	TASKS

Defining the meaning of memories and bringing together fragmented selves.  







	GOALS 

The goal of the cluster is the recognition of the existential  crises of the traumatic past ,  the confrontation with the losses from the past, and the disruption of the functional fragmentation of multiplicity. 


	STEPS

•
defining the meaning of the abreacted memories.

•
identifying the existential crises in traumatic memories.

•
facing the truth of the traumata.

•
grieving the losses inherent in the memories.

•
integrating alters whose fragmentation are no longer functional.

•
resolving pain that comes with integrating members of system.


PHASE FIVE

	TASKS

Empowering the consolidated ego and

building a future without fragmentation.
	GOALS 

The goal is the resolution of embedded losses resulting from the traumatic past and the confrontation with living as a "single".  


	STEPS

•
confronting new existence as one with consolidated ego.

•
reviewing  losses that inhered in traumatic past.

•
reconstructing no longer functional behaviors inherent in traumatic past.

•
building new skills for the future.

•
learning new dissociation skills.

•  letting go.


Please note that this treatment model outlines the material that we cover in the presentation today.

Another way of considering such a phasic model is offered here.  

A Phased Model for the Sequential Treatment of Chronic Trauma Disorders 

DID, BPD, PTSD, DD-NOS

	Assess, Diagnose,

Plan Treatment
	 Manage  Symptoms,

Ego-Strength,

Life-skills
	Prepare for

Trauma   Resolution
	Resolve Traumata

&

Related  Memories
	Consolidate Gains 

& Terminate

Treatment



	Evaluate for

Class; severity; type

of trauma history
	Reduce crises &

Impair-ments;

reduce hosp. stays
	Learn hypnosis &

trance skills
	Abreact, desensi-

tize memories.
	Reprocess relevant

memories of abuse

	Diagnose accurately.
	Teach symptom

management skills
	Itemize traumata; 

map system
	Metabolize relevant

memories
	Integrate

dissociated aspects

	Educate client re:

Dx and Treatment
	Strengthen ego,

boundaries self
	Form treatment

contracts with alters
	Access meaning and

impact of traumata
	Consolidate 

fragmented Ego

	Set long-term

Intermed-iate, and short-term goals
	Practice life skills,

reduce social

isolation
	Develop anxiety and 

pain reduction

skills
	Resolve initial trauma; find sense of survival,

and safety.
	Grieve

	Establish initial treatment plan.
	Stabilize primary

Relation-ships
	Teach skills to contain flashbacks
	
	Address life issues and relationships

	
	Find meaningful work, school, volunteer, etc.
	Teach skills to access memory
	
	Address normal functions.

	
	Reduce self-injury, suicide, etc.
	Teach "Starting & stopping" skills
	
	Terminate & follow up


In the course of treatment we must  distinguish among objectives (ultimate goals), strategic goals (intermediate goals or transition criteria), and tactical goals (short-term goals).

Examples of Objectives (ultimate goals) are:    


•
The resolution of the impairment or dysfunction responsible for client's entry into therapy. 


•
The maintenance of the improvement and relapse prevention. 


•
The resolution of traumatic material underlying the impairments and symptoms. 



•
The achievement of client long-term goals for treatment. 


•
The integration of the self.  We add this because we believe it is the only way for clients with Dissociative Illnesses to ensure resolution and maintenance of the improvement over time.

Examples of Strategic goals (intermediate or "transition criteria") are:  


•
The achievement of the transition criteria for the current stage. 


•
The provision and the protection of SAFETY, INTERNAL CONTROL, & MUTUALITY. 


•
The maintenance and protection of the treatment relationship and contract. 


•
The amelioration of crises, the promotion of stability, the enhancement of the  client's functioning in the everyday world.

Examples of Tactical goals (immediate or short-term goals) are:    


•
Those steps toward an intermediate goal. e.g. The client cannot discuss her history without severely dissociating, such that she cannot awaken within the allotted time.  Short-term goal thus is to learn to control dissociation, to "come back" when called. 


•
Client learns to respond to life's "throw-ins" or unexpected events, i.e., the unexpected crises, problems, immediate concerns, etc. which are not the reason for therapy (and may have little in fact to do with therapy) but which threaten the client's stability for therapy; e.g., Client was doing fine in stage two when her mother died unexpectedly throwing her into a deep crisis. Stage two work must be put on hold, and series of short-term goals set to help her through the crisis.  One goal, for instance would be to spend 15 minutes each day calling friends and chatting (to keep her from withdrawing and dissociating so much). 


•
Client must learn to protect herself from the reactions to the danger from the "throw-ins".  Sometimes, bringing in numerous crises and problems not related to therapy is a form of resistance.  Herein lies the need for skill in practicing the art of therapy. 


•
Because we cannot predict the "throw-ins",  since by definition they are random, attempt to anticipate upcoming events, which can be planned for; then set tentative goals for managing the stress.

We think in terms of "goals-by-phases."    Each phase has its own peculiar goals.  We get more done sooner by working where we are rather than by rushing ahead, because going too fast usually leads to regression and destabilization.

Regressions and destabilization usually have one of three immediate effects, all of which increase costs.  If the client regresses, treatment can be prolonged, and often trust can be lost.  If the client terminates therapy completely or seeks referral to someone else, the therapy is prolonged. Hospitalization is very expensive and sometimes can results in substantial regressions.

The treatment plans should (ideally) have three levels of goal-statements:  Statements of objectives (overall goals), of transition criteria for current stage, and of immediate or short-term goals.

Another five-phase model for treatment of Dissociative Identity Disorder demonstrates a way to offer treatment to clients and to managed care agencies.  


Early phase of treatment


Goals of early treatment.



Build a relationship between therapist and client.



Establish the early treatment contract (frame).



Learn characteristics and functions of the client's system.


Tasks.



Host accepts diagnosis and treatment contract (frame).



Begin initial contracting with system.



Educate client about dissociation and multiplicity.

Pre-middle phase of treatment


Goals of pre-middle phase of treatment.



Strengthen treatment alliances and coping skills.



Client and therapist develop safety and control.



Client learns and practices abreactive techniques & practices them.



Client learns crisis management techniques


Tasks of pre-middle phase.



Begin to map system.



Build treatment contract with alters.



Work also using general supportive therapy.



Refine ego strengthening.



Practice hypnotic preparations.

Middle phase


Goals of middle phase.



Process memories.



Uncover, initiate integration of subsystems and alters.






Maintain functioning in the external world.



Prepare for integration.


Tasks of middle phase.



Recourse to earlier phases as needed.



Work through memories.



Support through a very difficult time.

Late-middle phase


Goals of late-middle phase.



Achieve final stage of integration, as  defined by client.



Maintain and improve functioning.



Resolve grief.



Hold integration to a stable system for 6-12 months.


Tasks of late-middle phase.



Return to earlier phases of the treatment depending on issues of client.



Continue memory work.

Late middle phase tasks continued




Integrate BASKs.



Integrate alters and the subsystems of alternate personalities.

End phase of therapy


Goals of end phase of therapy.



Client will function as “single”.



Achieve therapy goals.



The integration will hold stable against testing and for 2 years.


Tasks of end phase of therapy.



Client will seem integrated in the world, in relationships and will have reference points  integrated in nature.



Client will experience “normal psychotherapy” because of early therapy experience.  

Another way of offering the treatment clusters is to focus on ego-strengthening, stabilization and containment, alternate awareness, trust development, memory management, meaning exploration, integration,  consequence management.

The on-going  goals and tasks of the therapy are to maintain safety, promote a shift to internal control, to protect the treatment frame, to enhance and support ego functioning, to develop additional non-dissociative defenses, and to tend to epigenetic development.    

Treatment Principles
General Treatment Principles

Major theme: All our work, all our interventions, all our strategies, all our techniques should foster these three, overarching "ambient goals":

Principle One

The first principle is directed toward defining the safety and control in the therapy.

SAFETY<----------> INTERNAL CONTROL <------------> MUTUALITY

SAFETY is of the client, inside, and outside,  of the therapist, of the therapy relationship or system

INTERNAL CONTROL implies that interventions, interpretations, techniques, and all interactions with client should be oriented toward fostering client's sense of being in control of his or her own experience.

MUTUALITY suggests  collaboration, not intervention;  Interaction, not operation on client. It also suggests being conscious of and naming the power differential in the therapy.  It implies that we work from a feminist or humanistic model.  And particularly it informs Transference and Countertransference as aspects of the mutuality and reflective of the interactive system (client-plus-therapist).

Principle Two

The second principle sets the order for the content of the work.

EXPLORE ------------> EXPERIENCE -------------> INTEGRATE

To EXPLORE is to talk about, intellectualize, map, keep distance, objectify, until fairly clear, until the affect begins to move.

To EXPERIENCE is  have the experience, not before it can be managed.

To INTEGRATE means to return, rethink, process, take out the meaning, close the Gestalt, etc. To make whole the disowned.

Principle Three.

The third principle is that the treatment relationship is the primary healing agent. Together client and therapist  must establish and protect the treatment frame. And therapists in the treatment alliance offer a sanctuary like Winnicott's "holding environment."

The client with Dissociative Identity Disorder is a single person; each part is important and necessary.  Each part must be treated evenhandedly.  Unpleasant alters must not be avoided, and delightful ones must not be over invested.  Promote integration as a process, not as an event.

Undertake no tasks unless the client and therapist are prepared, aware, and strong enough to benefit from it.  Tend to ego building before doing uncovering and memory work.  Work constantly at restabilization.  Slow down and ease up on the work if ego strength is being threatened.  Remember all this work is recursive.  

The client sets the pace and the content for the therapy, while the therapist sets the structure.  However, the therapist also applies the brake when appropriate.  Therapists need not be undone by resistance;  reframe resistance.  Resistance marks the wisdom of the system.  Often crises are set off by the therapeutic interventions that are too severe or too quick.  (Some of us push too hard in an effort to get the client from the misery.)  Many, if not most, crises are set off by the therapy.

Constantly monitor the mutuality of the treatment in order to stabilize the transference and counter transference. 

Specific Treatment Principles and Applications
Establishing and Protecting the Treatment Frame or Contract

The "treatment frame" is both a contract and a statement of an alliance.  Negotiating the treatment frames begins making the process of contracting a contact. Establishing a contract is a basic technique for interacting with the system:  Contracting is not merely limit setting.  Contracting follows a quid pro quo design.  We contract with all parts of the system. Contracting with parts solidifies a contract with the unconscious.

A number of elements comprise the treatment frame or treatment contract:  It defines the purpose or reason for the relationship: "We are working together as therapist and client, for the following outcome . . . ". I states what the client needs, wants, and expects from therapist. It defines what the therapist can provide, and where the other things can be found, if possible.  It states the goals of the relationship. It sets forth  all agreements about:  fees and their payment, setting times and places for meetings, scheduling practices, rules for the therapy, arrangements in the event of emergency, e.g. phone calls, extra sessions, and renegotiation of the treatment frame.

An important aspect of the treatment contract involves getting clear about the goals of therapy for clients with dissociative illness.  Goals are negotiated at the beginning, and in an on-going way.  Whereas the client's goals always take precedence, strategy and pacing are the responsibility of the therapist.

Goals are overall, intermediate, and short term.  (Remember that we have made reference to this concept earlier.)  


Overall Goals for treatment reflect the client's basic therapy goals, the client's being relatively free from impairing psychiatric/medical symptoms and problems; the client should have enhanced ego strength and ability to be-in-the-world; the client should have re-grown psychologically, socially, and spiritually, and the client's person shall be integrated.


Intermediate Goals include preparation for the next phase of therapy.  These goals involve reworking unfinished pieces from previous phases.  These goals support and maintain the treatment frame and alliance.  Intermediate goals account for progressive increases in client safety and internal control and toward enhanced ego functioning and social functioning.  Intermediate goals address increased internal communication and inter-alter cooperation.  Also included is the client's assumption of increasing share of self-nurturing tasks.


Short-term (here-and-now) goals include maintenance of stability (re-stabilize), prevention of massive decompensation, and palliation of impairing symptoms.  Also they address taking  immediate, small steps toward Intermediate, Overall goals.  Short-term goals speak to managing of crises, to teaching relaxation, anxiety management, flashback containment, self hypnosis, hypnosis, to increasing contact with wider (internal) system.  They serve to offer reminders about integration, system, internal communication, teach basics of self-care, self-parenting, and to renegotiate agreements when they break down.

An important consideration in the treatment frame is the evaluation and review of the frame itself.  The reviews "should" be quarterly or semi-annual.  Evaluation really means to reframe in such a way that the team without shame can enhance what is working and modify  what is not working.  Clients with dissociative diseases, having such a deep shame base, tend to hear "evaluate" as another shame experience.

Contraindications for Treatment of Dissociative Disorders

A number of contraindications for treatment must be offered:  Treatment cannot begin or progress without a treatment contract:  The first task of the therapist is always to 

come some formal agreement about the reasons and purposes of therapy.  This may take months, but is still the first task.  Inability of the client to commit to even a rudimentary agreement about therapy should stop therapy.

"Maintenance" or support may certainly be provided, but therapy cannot be offered.  In this case, a pre-therapy contract, one that facilitates getting ready for change, can be implemented.  We prefer to refer clients in this case to day hospital programs. 

Sometimes the client seems not to be present. Perhaps after reasonable period of time, apparent host or ego state capable of speaking for the system or making commitments to the therapy emerges.  In some cases the person presenting for therapy is so unstable or decompensated that no semblance of a stable, coherent self is present in the therapy.  A third situation can exist when the client begins therapy in such a decompensated condition that resolution of the stresses and crises which resulted in this decompensated state of affairs might be a prerequisite of therapy.  This solution will look like a provision, supportive program designed to "build" a coherent-enough alter system to commit to therapy.  In the second two examples these therapeutic endeavors must be cautious and guarded.

Another contraindication for therapy is the lack of a competent or committed therapist.  For instance,  we do not recommend that inexperienced therapists treat Dissociative Identity Disorder, particularly interns, students, externs, fellows, and those recently graduated, as well as therapists with NO experience treating child abuse, incest, or childhood trauma.  Other reasons for disallowing a therapist occur in the following situations:  The therapist does not feel competent and cannot obtain consultation and training; the therapist is impaired or knows of a coming impairment which will render him or her unavailable or incompetent for more than a brief interlude, the therapist does not "believe" in Dissociative Identity Disorder, child abuse, incest, etc., or the therapist cannot tolerate the client's productions.

In some cases reasons exist which preclude the establishment of a therapeutic relationship.  Without a solid or growing relationship, no therapy can happen.  A particularly salient issue happens when the therapist or client dislikes the other; the work is too damn hard when the partnership is filled with mutual regard.  Without that regard, the therapy is doomed.  Another example of a breach in the therapeutic relationship is the recurring breakdown of the therapeutic alliance or contract (treatment frame):  Many skilled treating professionals discover that some clients cannot meet the conditions of the treatment frame.  A major disruption in the relationship occurs when either therapist or client is assaultive of or violent toward the other. Other examples are when the therapist exploits the client in any way and when the team is unable to form a working agreement and relationship.

A  not uncommon contraindication for the treatment exist when the clients are unable, over time, to come to a working acceptance of the multiplicity and continue to actively reject their systems.

A number of ongoing factors can interfere with the therapy but do not necessarily contraindicate it, such as: active substance abuse, active self-injury, involvement with abusers, e.g., family and/or cults, and  acting out. All  of these render therapy difficult and become subsumed in the immediate goals for the therapy. An off-on, either-or attitude to such problems usually results in double binds for both the client and the therapist, and double binds shut down therapeutic progress.

If the therapist or client plans to move, retire, or in some way be unavailable to work to the end of the treatment then the client should be referred to another therapist.   However, in some cases, the initial work can be undertaken under these conditions, as long as it is quite clear to all parties what and when the interruption is and is going to happen.  The treatment team must be mindful of the potential interruption or premature termination in order to ameliorate the issues of abandonment in the client.  Most clients with dissociative illness have experienced so many losses and actual abandonments that they  avoid mobilizing their grief because of the residual pain involved.  Having such a profound loss in the present activates all the losses of the past.  In case of premature endings to the treatment the clients and therapists must pay attention to grief issues, transference, and countertransference.

The Management of Crisis

Crises are in the treatment of dissociative illnesses are common, expectable, and frequent, especially as the client's (former) "homeostatic" arrangements are affected by therapy without the emergence of new equilibria. Crises always take precedence over ongoing "routine" work.  Be mindful, however,  chronic crises are also as much an obstacle and sign of reluctance to proceed in treatment.  Offering the interpretation that crises are often diversionary rarely resolves the issue.  

Crises have many sources.  They usually occur with change and with the interfaces of client and therapist.  Some general reasons for crisis are that alters emerge and struggle to  control the process of the therapy.  Having  new memories leak through the amnesiac barriers is crisis inducing.  In some case the client's life-situations prove overwhelming and in other cases the client's life-situations (including the people in their lives) are too similar to past abuse situations.  A common cause of crisis is the pacing of the therapy:  the therapy is too much, too fast, too slow, etc.  Therapist 's errors such as shaming, withdrawing, not acknowledging affect toward client, not acknowledging stress in therapist's world, particularly personal life or agency life, and fearing  the client or client's productions are an invitation to crises.  

From the beginning of the therapy the client and the therapist prepare for crises by learning techniques crisis management strategies.  Remember that the client with the dissociative disorder has dissociated aspects of memory, in some cases the cognitive component has been dissociated behind an amnesic barrier, in other cases the affective component of a memory has been dissociated.   The techniques for managing crises utilize the aspect of behavior (affective, cognitive, actions, etc.) of the aspect itself.  For instance, affective issues are managed with affective strategies. 

To manage affect clients learn relaxation training and other anxiety reducing techniques like affective bridging.  To manage cognitive intrusions clients learn thought stopping and thought replacement,  key words that elicit relaxation, and "proponent" repertoires of cognitive behaviors.  For behavioral intrusions clients use  time-out techniques, lists of useful coping strategies, and criteria for calling the therapist.  Many trance based techniques are also useful, such as images safe places or comforting surroundings, technologies for containment of affect, memories, flashbacks, visualizations of treatment areas — safe place, meeting place, viewing room — communication in trance with therapist, and idiomotor signaling.  

Contracting is a core intervention for crisis management:  In crisis, some alters generally need something.  If you can, deal directly with them, discover their need, and provide a solution.  You offer a strategy in exchange for their stopping the critical behavior.  Alters are usually quite fair, they will respond to the quid pro quo when they can.   Practice making contracts in sessions, e.g., "I know you want to talk to me; would you let me talk with so-and-so for ten minutes in return for my talking with you then?"  This model sets a paradigm for saying in crisis, for example: "I realize you feel that we should not talk about that memory (or whatever the alter is worried about); if I agree to help you store the memory and NOT talk about it until you think it's safe, will you agree to stop cutting on your body?"

These are basic rules for managing crises: 


Acknowledge the crisis, do not minimize or shame the client — or yourself.


Utilize the "least disruptive" (to client and to yourself ) intervention first:


•
Talk the crisis down.


•
Use relaxation techniques.


•
Use deeper trance techniques.


•
Contact troubled alter, negotiate agreement.


•
Use  technology, e.g., inner video taping, to intervene.


•
Negotiate a truce until next session.


•
Offer a special session tomorrow.


•
Offer an extra  session now, on phone. (Do not make a habit of doing therapy on the telephone.)


•
Offer to meet the client for session now, at office.


•
Consider hospitalization.

Do not allow the intervention, no matter what level, to deflect the current issues in the therapy, unless there is good reason to do so.  For example, a crisis may be about an emerging memory, which an alter is unprepared to face, and so starts cutting.  While the solution may involve temporarily putting the memory "on hold," work should be initiated to help that alter prepare for the eventual memory work.

With regard to hospitalizations, when client is an inpatient focus the goals for the hospitalization very clearly;   establish them early with the client and the inpatient staff.  In crisis situations, the goal should be limited to stabilization, including any deeper work needed to reach stability, e.g., an emerging memory  may cause a crisis, which cannot be stopped until the memory is worked through.  This "uncovering" would be in the service of stabilization, not vice versa.

When Early Crises Have Settled, Mapping the system.

Early in treatment clients almost always have a "psychic stampede".  This stampede represents a release for parts of a system that are willing to have the system destabilized in the interest of the individual recognition.  

When early crises have settled, begin cognitive mapping.  The cognitive map is not unlike the genogram in family therapy.  The map is usually requested by the therapist and implemented by the client's  system.  The map can be a rigorous exercise that is hard for the client to deliver. 

The client creates literally a map of the internal system.  It can offer names and information about each of the alters and  groupings and relationships among the alters and groups of alters.  It can also offer a sense of the internal structure of the system.  It makes some effort at establishing themes.  Maps can also generate chronology.

 Maps can create a bridge between "external" history and "internal" history:  External history is world-time, world-space, world-events.  Internal history is subjective time, subjective space (including internal spaces), meaning-events. These two streams can and should be compared, added to, and interwoven as the history emerges.

	External
	Internal

	Chronological Time
	Subjective Time

	Geographic Space
	Psychological Space

	Historical Events are Benchmarks
	Meaning events are Milestones

	Document:  Formal History
	Document: System Map


Clients generate many different kinds of maps. Some are color-coded with separate pages for different alters or subsystems.  Some may be large newsprint productions with symbolic representations, organizational charts, internal family trees, etc.

The issue of history is at best contaminated.   We  think in terms of the therapy as history-making;  the "history" is constructed from the fragments of memory and external information. The history is on going without a sense of finality.  The history is continually  re-worked like editing a manuscript. Return to "the history" frequently, as new information emerges at each phase of the therapy.  The history-making is an exceedingly important treatment tool, because it demonstrates the integration of information, it demonstrates the opening of the system to dissociated material  Be mindful that to remember something means to make sense of it in the here-and-now and to let the past be informed by it.  This is the process of the psychotherapy: This is integration.
Working with the Protector Alters.  

Malevolent alters (Charme prefers  the term maleficent to malevolent)  begin as carriers of abuse experiences, then identifying with the abusers (the "Stockholm Syndrome"). In some cases, they begin as introjects of the abusers. Often they are personifications of the "trauma membrane" (Lindy, 1985), that is, they buffer for the rest of the system from the memories themselves.

The primary function or purpose of maleficent parts of a system is the protection of the system against situations or people which promise abuse, against abuse itself, and against the host's (or another alter's) "weakness," which could get the system in trouble. This also presents as forms of resistance, often to preserve the therapist relationship; the belief in the system often is that, if the therapist knows, the therapist will leave.   

A number of types of ("negative") protector alters present themselves. They are very often children, masquerading as violent scary adults.  Sometimes the protectors are self-injuring, suicidal, homicidal (of another part), or pain causing.  Sometimes they work as psychological protectors behaving in critical, self-condemning, nagging ways.  Often they see themselves as frightening and they exercise their power by inducing  fear in other parts of the system.  Quite frequently they present in angry, hostile ways in order to drive other people away.

One group of protective parts of a system, we speak of as "restorative".  This artificial term indicates that some protectors may be doing something noxious not for direct protection, but to re-enact abuse or the end of abuse, to restore feelings (after numbing out), to create a sense of reality, or some such "restorative" function, which seems to therapists and others on the outside to be malevolent.  For example, think of "cutters" caught in a time warp who, when the pain and the blood come,  know that the abusive experience is over.

Other protector alters, not perceived as maleficent, are labeled as helpers (the Internal Self Helper) or adorable children.  Often they also function to block the therapeutic process, just in a socially acceptably manner. 

Specific strategies are available for dealing with "malevolent" protector alters.  First, court the alter.  

Establish the overall treatment frame (contract and alliance) early, so that new and noxious alters can be invited to join it.  Remember that a partner is usually perceived to be less noxious than an enemy.

At all times, assume that all alters (positive and negative) are listening. They will eventually be part of the therapy alliance. They are valuable, important, helpful. A negative alter after having been won over to the treatment team will prove to be a major helper.

Most negative alters will be willing to try cooperation (at least in a limited way, at first) if they know that they are  safe and that the system is safe with their cooperating.  These parts of the system must  clearly  feel that they are in control of their participation in the therapy.  

In general, managing "malevolent" alters follows these principles:  Use even-handiness in dealing with any alter; accord all alters the same respect and courtesy. Re-frame the noxious behavior as somehow protective; work to discover how the behaviors is protective.  Remember that a positive alliance is more productive than any/many varieties of control.  Use no tricks; use no violence.  Because the client-as-a-whole is strong, the system must find the method that frees that internal ability to self-modulate.

Some general techniques for dealing with "malevolent" alters are, first, to form a treatment alliance, then, to understand the part's position and needs, then, negotiate an agreement that "meets" those needs in return for cessation of the dangerous or noxious behavior.  (Note that this model is isomorphic with the early phases of the therapy.)  

If these interventions fail, ask if other members of the system can control the behaviors, because sometimes the rest of the system can control the behavior or the alter temporarily. In this situation use "permissive" control, e.g., "Maybe you will be willing to let the others control you temporarily while you decide whether to work with us.";  this intervention allows the protector part of the system to "save face".

In general, put other on-going work aside when a "malevolent" protector is active,  concentrate on forming an alliance with that one.

The following are specific techniques for dealing with protective alters:

When the maleficent alter initially presents indications of its presence use strategies that communicate that you know of the part's presence.  Talk through others to the part that you want to engage.  Often these parts of a system will begin using idiomotor signals.  Talk to the others about this part by reframing the behaviors of the maleficent part.  Encourage other parts of the system to engage this "new" part by introducing it to the therapist, educating it to the therapy, and welcoming the new one.  Tell stories about that will engage the maleficent parts: tell  fairy tales, dream work, personal stories, personal or cultural myths. Make "assumed contracts" state something like "I assume that if we can find out how to meet this part's needs, it will give us a chance to go on with our work."  Take an interest  in the new part; do not argue with the alter in question.  No form of affirmation and respect is more effective than a sincere question. "Who are you?  How did you come to be?  What are you about?  What do you think?  Why?"

Early on try to contact the troublesome parts using idiomotor signaling.  Allow the part to withdraw when it is ready.  Offer amnesia as a strategy if the part seems overwhelmed.  Be graciousness, courteous, and respectful. Move slowly, get acquainted, take it easy, and take small steps.  Be ready, when meeting a new alter, to ask what that part might want of you as a therapist.  Be honest about what you will or will not deliver.  If the part wants to talk for ten minutes be mindful of the time.  After eight minutes, note the time and offer to stop, or to continue if the part wants.  Communicate that you want a relationship for the sake of the system not for yourself.  

If the emerging protective alter appears violent or dangerous to self or others, use one of these ideas.  Suggest hypnotic commands such as "Close" to end the trance.  Using physical cues for stillness and paralysis are good also.  Have other alters to "stand-by" holding the body in the chair for safety.  Plan  an incomplete switch ("Come only part way out.").  Have  specific "Rules of Engagement" stated and agreed; usually even severely malevolent parts will regard rules seriously.  Have other therapists available or on call or have another therapist present. Avoid using restraints unless restraints are the only option. Utilize genuine empathy.

The thorough realization of the therapist must be that the protector alters are, in fact, protectors whose acting out is not personal to the therapist and not aimed at the therapist although the therapy activates the acting out.  Malevolent alters represent the consummate in homeostatic maintenance.  

Conclusion of Part Two

In this paper we have set forth a rationale for conceptualizing Dissociative Disorders in systemic terms and have organized a treatment design that is compatible with the systemic philosophy.  Having worked from this belief system for some time has led us to be unable to imagine working successfully with clients with Dissociative Disorders from any other than a systems model.   

Footnotes begin on page 40.
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