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Course Objective
The purpose of this course is to equip clinicians with the knowl-
edge and skills that they need to better understand dissociation 
and its connection to trauma.

Learning Objectives
Upon completion of this course, you should be able to:

 1. Define dissociation in a trauma-focused manner. 

 2. Describe the impact and manifestations of  
trauma and dissociation on the brain.

 3. Identify common myths about working with  
dissociative clients in psychotherapy, including  
historical roots. 

 4. Outline diagnostic criteria for dissociative disorders.

 5. Describe the Dissociative Profile exercise.

 6. Describe the screening tools and inventories  
available for use in clinical settings regarding  
dissociation. 

 7. Apply personal metaphor and parts work in  
the care of clients with dissociation.

 8. Outline the similarities between addiction  
and dissociation and how they can be framed. 

 9. Discuss key components of successful treatment  
planning for clients with dissociation.

 10. Implement approaches for early and later  
phases of dissociative disorder treatment. 

Sections marked with this symbol include 
evidence-based practice recommen-
dations. The level of evidence and/or 
strength of recommendation, as provided 
by the evidence-based source, are also 

included so you may determine the validity or relevance 
of the information. These sections may be used in con-
junction with the course material for better application 
to your daily practice.
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INTRODUCTION

Dissociation is great puzzlement to many clinical 
professionals, and often it is through no fault of their 
own. Many graduate training programs skim over 
the dissociation part of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) and teach that 
dissociative identify disorder (DID) is extremely rare. 
Likewise, very little may be included on trauma as 
well, so the potential association with dissociation 
is often left unexplored. 

Since 2000, there has been more interest and 
a greater respect for trauma and what is called 
trauma-informed and trauma-focused care in the 
clinical professions. The term trauma comes from 
the Greek word meaning wound, and in its most 
general sense, it can be defined as any unhealed 
wound of a physical, emotional, psychological, 
sexual, or spiritual nature. Like physical wounds, 
other types of trauma can be experienced in vari-
ous degrees and levels of intensity. If left unhealed 
or unprocessed, problems can result that impair an 
individual’s lifestyle or way of being in the world. 
The most common trauma-related diagnosis is post-
traumatic stress disorder (PTSD), although other 
clinical diagnoses (e.g., adjustment disorders, reac-
tive attachment disorder, personality disorders) can 
also have their root in unhealed trauma. As trauma 
awareness and understanding increases, the field is 
also realizing that many other diagnoses can have 
a root in unhealed trauma or their severity can be 
exacerbated by unhealed trauma. 

Some have hypothesized that wherever there is 
trauma, some aspect of dissociation exists, reflected 
in the idiom: “If trauma is walking in the door, 
dissociation is at least waiting in the parking lot.” 
If systems of care are truly going to be trauma-
informed (i.e., understanding how unhealed trauma 
affects the brain and manifests in human distress 
and behavior), they should also work toward being 

more dissociation-informed. The hope is that all 
systems of human services can at least be trauma-
informed, yet many clinicians are also in a position 
to be trauma-focused in their care. Trauma-focused 
care recognizes the role that unhealed trauma plays 
in human pathology, and trauma-focused clinicians 
develop treatment plans using the modalities in 
which they are trained to actively target sources of 
trauma and work to bring about resolution [1]. To 
deliver trauma-focused care, competency in working 
with dissociation is imperative. 

The aim of this course is to equip clinicians with the 
knowledge and skills that they need to better under-
stand dissociation and its connection to trauma. 
These knowledge and skills will allow clinicians to 
be more trauma-informed and trauma-focused in 
their approach to clinical work. There can be frustra-
tion that comes with addressing dissociation, which 
often originates from myths and misinformation in 
the field—and teachings on dissociation from some 
sources that can be too technical. 

This phenomenological approach will hopefully 
empower clinicians to more effectively address dis-
sociation and its various manifestations in clinical 
practice. Having a sense of dissociation’s inherent 
normalcy in the human experience is a critical aspect 
of demystifying dissociation. The more one is will-
ing to be introspective throughout this course, as 
opposed to just reading through the content, the 
more that can be gained from the course. A series of 
guided exercises are designed to assist in this process.

Author’s Note: The voice with which I am guiding you 
in this course is one of a trauma and dissociation special-
ist, trainer, and author. I am also a woman in long-term 
recovery from a dissociative disorder. I was diagnosed in 
graduate school when I struggled with internship due to 
my own unhealed trauma. I endeavor to use my lived 
experience in concert with modern scholarship about dis-
sociation. Personal stories and experiences will be included 
throughout the text in italics.
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FUNDAMENTALS  
OF DISSOCIATION

DEFINITIONS AND ORIGINS

The word dissociation is derived from a Latin root 
word meaning to sever or to separate. In clinical 
understanding, dissociation is the inherent human 
tendency to separate oneself from the present 
moment when it becomes unpleasant or overwhelm-
ing. Dissociation can also refer to severed or sepa-
rated aspects of self. In common clinical parlance, 
these separations may be referred to as “parts.” 
Older terminology (e.g., “alters,” “introjects”) may 
still be used, although parts is generally seen as more 
normalizing and less shaming as a clinical conceptu-
alization strategy. Just like all humans dissociate, all 
humans have different parts or aspects of themselves. 
In cases of clinically significant dissociation, the 
separation of parts is typically more pronounced. 

The fact that dissociation encapsulates two mean-
ings—the separation from the present moment that 
can manifest in a variety of ways and the separation 
from aspects of self—can make learning about and 
understanding it rather confusing. Consider, how-
ever, that the general purposes of dissociation are 
the same in both constructs: to protect oneself and 
to get one’s needs met. Even the most innocuous 
example of a person “zoning out” or daydreaming 
can be seen through this lens. Individuals can go 
away in their minds to protect themselves from the 
distress of the present moment, whether that distress 
shows up as boredom, pain, or overwhelm. Parts, 
or aspects of self, will either develop over time or 
fail to integrate with the total self (depending on 
defining theory) to protect the self or to get needs 
met, typically needs that primary caregivers are not 
providing. Underlying theories of dissociation will 
be discussed in detail later in this course. 

One of the leading psychiatric scholars in the treat-
ment of dissociation is Dr. Elizabeth Howell. In her 
book The Dissociative Mind, she contends [2]:

Chronic trauma...that occurs early in life 
has profound effects on personality devel-
opment and can lead to the development 
of dissociative identity disorder (DID), 
other dissociative disorders, personality 
disorders, psychotic thinking, and a host 
of symptoms such as anxiety, depression, 
eating disorders, and substance abuse. In 
my view, DID is simply an extreme version 
of the dissociative structure of the psyche 
that characterizes us all. Dissociation, in a 
general sense, refers to the rigid separation 
of parts of experience, including somatic 
experience, consciousness, affects, percep-
tion, identity, and memory.

This contention has inspired scores of clinicians. 
The key to better understanding dissociation truly 
rests in normalizing it [2; 3]. 

When contemplating dissociation in a general sense, 
common expressions that come to mind include 
daydreaming, “zoning out,” inability to make appro-
priate eye contact, escaping to imaginal or fantastical 
landscapes in the mind, or losing emotional connec-
tion to a story being told. Some people will start to 
yawn, fall asleep, or lose appropriate volume in their 
voice when distressed. It is very likely that most (if 
not all) people have done one or more of these things 
in their lives and may even do them on a regular 
basis, with or without a clinically significant dissocia-
tive diagnosis. Modern-day examples of dissociation 
include watching too much television, playing on the 
smartphone, or mind numbingly scrolling through 
social media. These activities are not dissociative in 
and of themselves but can be used in a dissociative 
manner. Even activities used in therapy for emotion 
regulation, including guided visualizations, can be 
dissociative because they remove the practitioner 
from their present surroundings and experiences. 



__________________  #76080 Demystifying Dissociation: Principles, Best Practices, and Clinical Approaches

NetCE • Sacramento, California Phone: 800 / 232-4238  •  FAX: 916 / 783-6067 5

While the intention may be solid and indeed very 
helpful to many people, consider how a person could 
continue to use such an exercise as an escape instead 
of as a healthy coping strategy. 

In normalizing dissociation, it is useful to look 
at the construct of adaptive and maladaptive in 
describing dissociative phenomenon. These dis-
tinctions of adaptive and maladaptive are essential 
to eye movement desensitization and reprocessing 
(EMDR) therapy [4]. As constructs, they are similar 
to the descriptors healthy and unhealthy but with 
much less of a value judgment. Furthermore, what 
is adaptive to one person may not be adaptive to 
another person. What was adaptive at one point 
in one’s life may not be adaptive at other points in 
his or her life. Consider this example as it relates 
to dissociation: For a young child growing up in 
a dysfunctional home, daydreaming was adaptive 
because it helped him/her survive the perils of this 
upbringing. However, as an adult, chronic daydream-
ing can impede one’s ability to work and support 
oneself, keeping one removed from certain realities 
that need to be faced. 

Another example of commonplace dissociation is 
binge watching television. This practice could be 
dissociative in a maladaptive sense, but it could also 
be a needed avenue for self-care that helps a person 
disconnect from the rigors of work life and day-to-day 
responsibilities, depending on the relationship and 
intention with the activity. Clinicians can assist cli-
ents in making this distinction only after considering 
how these patterns show up in their own lives. For 
example, a clinician may regularly binge watch televi-
sion and feel like it is a healthy outlet for rest. When 
the clinician is dealing with intensity in their feelings 
and life, it is important that they take a break. One 
could argue that it would be more dissociative, as an 
avenue to escape feelings, if the clinician dove into 
doing more work to keep from being present. Work 
can be tricky for individuals to evaluate, because 
while it is often an inherently positive activity, it 

can be taken to a maladaptively dissociative place. A 
later section of this course will more fully examine 
the intricate relationship between dissociation and 
addiction, but briefly, addictive behaviors generally 
begin as dissociative coping, usually in response to 
trauma or to distress. 

In normalizing dissociation, it is also imperative to 
examine the notion of parts or aspects of self. Again, 
this will be more fully explored later in this course, 
but before starting this activity, take a moment to 
examine whether or not you relate to having dif-
ferent parts, sides, or aspects of yourself. Many use 
the common terminology of “inner child,” vis-à-vis 
the more rational, presenting adult. If you have ever 
used this language, you are already recognizing the 
construct of parts. Some people, especially those 
who struggle with addiction, may reference having a 
“Dr. Jekyll and Mr. Hyde” phenomenon happening 
within them. Some people will even say that their 
sadness, anger, or other emotional experience can 
take on a life of their own, which can also speak to 
the separation of parts, or that they feel “cut off” 
from their bodies due to an injury, illness, or other 
distress. As illustrated in the passage from Dr. How-
ell, diagnoses like DID or other dissociative disorders 
refer to a more rigid separation of this very natural 
part of the human condition [2].

TRAUMA, DISSOCIATION,  
AND THE BRAIN

There have been many advances in better under-
standing trauma and dissociation through a neuro-
biologic lens. While this section will conclude with 
some of that research, it is important to obtain a 
basic understanding of the human brain and how 
unhealed trauma can impact its functioning. The 
simplest explanatory model that seems to work 
the best for clinicians to gain this understanding 
is the triune model of the human brain, originally 
developed by psychiatrist Paul MacLean [5]. Many 
modern scholars (e.g., Bessel van der Kolk, Daniel 
Siegel) continue to use it as a base of explanation. 
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The triune brain model espouses that the human 
brain operates as three separate brains, each with its 
own special roles—which include respective senses 
of time, space, and memory [5]:

• The R-complex or reptilian brain: Includes  
the brainstem and cerebellum. Controls 
instinctual survival behaviors, muscle  
control, balance, breathing, and heartbeat. 
Most associated with the freeze response  
and dissociative experiences. The reptilian 
brain is very reactive to direct stimuli. 

• The limbic brain (mammalian brain or heart 
brain): Includes the amygdala, hypothalamus, 
hippocampus, and nucleus accumbens 
(responsible for dopamine release). The  
limbic system is the source of emotions and 
instincts within the brain and responsible 
for fight-or-flight responses. According to 
MacLean, everything in the limbic system 
is either agreeable (pleasure) or disagreeable 
(pain). Survival is based on the avoidance  
of pain and the recurrence of pleasure. 

• The neocortex (or cerebral cortex): Contains 
the frontal lobe. Unique to primates and  
some other highly evolved species like  
dolphins and orcas. This region of the  
brain regulates our executive functioning, 
which can include higher-order thinking  
skills, reason, speech, and sapience (e.g.,  
wisdom, calling upon experience). The  
limbic system must interact with the  
neocortex in order to process emotions. 

Many strategies in the psychotherapeutic professions 
work primarily with the neocortex. For a person with 
unprocessed or unhealed trauma symptoms, the 
three brains are not optimally communicating with 
each other when the limbic system gets triggered or 
activated [6]. During periods of intense emotional 

disturbance, distress, or crisis, a person cannot opti-
mally access the functions of the neocortex because 
the limbic, or emotional brain, is in control. In 
essence, a dissociative phenomenon occurs. Blood 
flow slows to the left prefrontal cortex when the 
limbic system is triggered to some degree. Thus, a 
person may be aware of what is happening around 
them, and yet that disruption or dissociation from 
the brain’s innate totality impedes a person’s capac-
ity to process or make sense of it.

Consider these examples that may be familiar to your 
clinical practice: Have you ever tried to reason with 
someone in crisis? Have you ever asked someone 
who has relapsed on a drug or problematic behav-
ior, “What were you thinking?” Have you ever tried 
to be logical with someone who is newly in love or 
lust? Attempting any of this is like trying to send 
an e-mail without an Internet signal. You may have 
awesome wisdom and cognitive strategies to impart 
and you can keep clicking send, but the message is 
not ever going to get through. Moreover, because 
the activated person has awareness, they may grow 
increasingly annoyed by persistence, which can acti-
vate the limbic responses even further. 

Triggers are limbic-level activities that cannot be eas-
ily addressed using neocortical interventions alone. 
If a stimulus triggers a person into reaction at the 
limbic level, one of the quickest ways to alleviate 
that pain/negative reaction is to feed the pleasure 
potential in the limbic system. As many traumatized 
individuals discover, alcohol use, drug use, food, 
sex, or other reinforcing activities are particularly 
effective at killing/numbing the pain. For children 
growing up in the high distress of a traumatic home, 
dissociation can become the brain’s natural and 
preferred way to escape the pain. Cultural commen-
tators and scholars have referred to dissociation as 
a “gift” to the traumatized child for this reason [7]. 
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Dissociation, trauma-related disorders, and addic-
tion are inter-related because dissociation is a 
defense that the human brain can call upon to 
handle intense disturbance. People dissociate in 
order to escape—to sever ties with a present moment 
that is subjectively unpleasant or overwhelming, 
stemming from unhealed trauma and its impact. 
In referencing the triune brain model, dissociative 
responses—often conceptualized as similar to freeze 
responses—are even deeper than the limbic brain, 
taking place in the R-complex or brainstem [8]. This 
is a testament to their primary, protective quality. 

Precise neurobiologic explanations of dissociative 
phenomenon are still being investigated, and under-
standing remains incomplete. In their comprehen-
sive review, Krause-Utz, Frost, Winter, and Elzinga 
summarize that there is a suggested link between 
dissociative symptoms and alterations in brain activ-
ity associated with “emotion processing and memory 
(amygdala, hippocampus, parahippocampal gyrus, 
and middle/superior temporal gyrus), attention and 
interoceptive awareness (insula), filtering of sensory 
input (thalamus), self-referential processes (posterior 
cingulate cortex, precuneus, and medial prefrontal 
cortex), cognitive control, and arousal modulation 
(inferior frontal gyrus, anterior cingulate cortex, 
and lateral prefrontal cortices)” [9]. Electrical neu-
roimaging studies show a correlation between the 
temporoparietal junction—an area involved in sense 
of self, agency, perspective taking, and multimodal 
integration of somatosensory information—and dis-
sociative symptoms, and specific forms of dissocia-
tion are connected with brain areas in question [10]. 

While the neurobiologic implications of dissociation 
are discussed in detail later in the course, this section 
has endeavored to give enough base knowledge to 
understand that trauma and dissociation are inter-
related. Basically, dissociation can be described as an 
inherent mechanism of the human brain that can 

be called upon to manage distress. The higher the 
degree and the more intense the trauma, the greater 
the likelihood that some aspects of dissociation, 
whether clinically significant or not, can manifest. 

DEBUNKING MYTHS  
ABOUT DISSOCIATION

Dissociative identity disorder or DID, formerly 
referred to as multiple personality disorder, can 
make for fascinating plot points and opportunities 
for characterization in the media. Unfortunately, 
these media portrayals have fed perpetuated myths 
and misconceptions about dissociative disorders 
that persist in the general public and in mental 
health professions. In many cases, the media only 
showcases the most extreme or sensationalized cases 
of DID [11]. Many clinicians do not realize that their 
clients are experiencing distress that can be described 
through the lens of a dissociative disorder because 
their clients are not presenting with symptoms that 
look as extreme or severe as the largely fictionalized 
Sybil or the highly sensationalized portrayal in the 
2016 film Split. If clinicians are only using these 
media portrayals as their point of reference, they 
may be unnecessarily frightened to treat their dis-
sociative clients, fearing violence, self-injury, or other 
expressions they may not feel prepared to handle.

Many individuals who dissociate express trepidation 
about making their condition known to the general 
public; this can even include fear about coming 
out to one’s partner or one’s therapist in fear of 
judgment.

For example, I, a mental health professional active in 
addiction and trauma care, found “coming out” fully as 
a person with a dissociative disorder was much scarier 
than being out as someone in recovery from addiction or 
being out as a bisexual woman. There was a great fear 
that I would no longer be taken seriously, especially among 
professional colleagues, if I was public and open about my 
experiences.
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In 2010, Jaime Pollack started the Healing Together 
Conference with the goal of providing survivors of 
complex trauma who identify as having a dissociative 
disorder a place where they could feel safe enough to 
share freely. Pollack and others did not feel welcome 
to share from personal experience as non-clinicians 
at professional conferences that address trauma 
and dissociation. Even professional clinicians have 
experienced a similar sense of disregard for the lived 
experience. Spaces like Healing Together give people 
with dissociative disorders from a variety of profes-
sional backgrounds a chance to be open and share 
freely, something that can be a rarity in this world. 

There are a variety of myths and misconceptions reg-
ularly encountered from clinical professionals and 
from colleagues who also work as trauma trainers. 
The most common are the usual fears about people 
with dissociation acting out and causing harm to 
self or to others, although clinical experience and 
evidence suggests that there is no more risk of these 
behaviors than with other diagnoses [12]. The next 
set of myths revolves around treatment. There can 
be a sense that people with clinically significant 
dissociation, especially DID, do not respond well 
to treatment and cannot live full and functional 
lives. In many cases, professionals who hold such 
myths generally do not have enough grounding in 
trauma-informed or trauma-focused care to realize 
the connection between unhealed trauma and the 
successful treatment of maladaptive dissociation. 
The other major treatment myth is that for successful 
treatment of DID or another dissociative disorder 
to occur, there must be an integration of the various 
alters or parts into one presenting person. While 
this is discussed further in the section on treatment, 
for the time being, please know that many exist 
functionally and adaptively with the help of their 
system, and integration in the simplistic sense is 
never achieved—nor does it need to be.

Many individuals with DID or other dissociative 
disorders do not shun the word integration, but 
instead view integration as a healthy sense of cohe-
sion or communication between the system. The 
term working wholeness may be preferred. How-
ever, when working with a client with dissociation, 
integration can be quite a triggering word, because 
previous providers may have used the term incor-
rectly or abusively, making them believe that they 
must integrate if they want to live a normal life. 
This can cause upheaval in the system, especially if 
more vulnerable parts believe they are going to be 
forced out. Consider this metaphorical comparison: 
For many years the United States was referred to a 
“melting pot” of sorts, suggesting the people from 
various backgrounds came together and blended. 
This metaphor has garnered criticism because a 
melting pot suggests that various peoples come 
together, melt down, and then a single, ideal alloy of 
an “American” emerges. While some people would 
like this to be so, it is neither culturally inclusive 
nor sensitive. An alternate metaphor refers to the 
United States as a salad or a bowl of stew, indicating 
that each ingredient brings their own unique flavor 
while contributing to the whole. This metaphor is 
also workable when referencing dissociative systems. 

Many individuals with clinically significant dissocia-
tive disorders do not reach the “integration” debate 
stage of treatment with their providers because 
many mental health providers are not willing to 
take on their cases. Screening out for dissociation 
and making referrals is very common, leaving many 
with a message that they are “too much to handle.” 
Often, individuals with dissociative disorders can 
be prematurely admitted into psychiatric facilities 
at the mention of self-harm or blanking out time. 
While clinical professionals should not go against 
their ethical training if there is a viable intent or a 
plan articulated for injury to self or others, bear in 
mind that suicidal ideation and self-harm can be a 
very normal complex trauma response and part of 
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one’s dissociative profile. In some cases, having these 
feelings normalized and a viable plan for addressing 
them developed is insufficient. Yet, many individuals 
who struggle with dissociative issues will not articu-
late struggles to their providers out of fear of being 
committed to an institution, which can be an unsafe 
place for someone with a dissociative disorder. 
Perhaps the biggest misconception in the mental 
health field is that dissociation is not real, does not 
exist, or, if it does, is extremely rare. Not only is 
this an invalidating experience for individuals, they 
can end up receiving a host of other diagnoses that 
result in excessive or improper pharmacotherapy. 
To understand more about the invalidation factor, 
please read on to the next section, which discusses 
historical perspectives on dissociation, how to treat 
it, and how to diagnose it. 

HISTORICAL PERSPECTIVES  
ON DISSOCIATION

The issue of dissociation and how to diagnose it 
has been historically shrouded in controversy in 
the psychological and helping professions, largely 
because trauma can make people uneasy. Giving 
people, especially children, trauma-related diagnoses 
can be an uncomfortable matter. When a child gets 
a diagnosis like attention deficit and hyperactivity 
disorder (ADHD) or bipolar disorder, the implica-
tion and suggestion of the medical model is that 
something is impaired with their brain. Medications, 
although often prescribed in concert with some kind 
of behavioral therapy, are typically emphasized as the 
solution. However, when a child receives a trauma-
related diagnosis, generally someone is responsible—
a parent or guardian who exposed them to harm, the 
school system, or even society at large. This mean-
ders into uncomfortable territory for many people. 
Further, most medications used in the treatment of 
dissociative disorders focus on comorbid symptoms 
(e.g., depression, anxiety); psychotherapy remains 
the cornerstone of treatment.

Although clinically significant dissociation can 
develop in adulthood as a response to trauma or 
other distress, its etiology is usually traced to sig-
nificant, complex trauma in early childhood. Often, 
this trauma is of a developmental nature, meaning 
that it happened when a child was still vulnerable 
and often involved betrayal by someone they loved 
or trusted. Useful distinctions between trauma as 
an incident or event (typically associated with the 
PTSD diagnosis as presented by the DSM) and com-
plex or development trauma is that complex trauma 
experiences [13]:

• Are repetitive or prolonged

• Involve direct harm and/or neglect or  
abandonment by caregivers or ostensibly 
responsible adults

• Occur at developmentally vulnerable times  
in the victim’s life, such as early childhood

• Have great potential to severely compromise  
a child’s development

Initially, even Freud seemed to be convinced of 
trauma’s impact in his early investigation of disso-
ciative phenomenon. As is well-established in the 
history of psychology, widespread pressure from 
his influential colleagues resulted in Freud backing 
down from this hypothesis and instead focusing 
more on repression and subconscious desires as 
etiology for mental and emotional disorders. The 
gendered label of hysteria was put into wide use, a 
construct that modern trauma scholars now view as 
a manifestation of complex trauma and dissociation 
[14]. Much of the early thinking in the field, espe-
cially from Pierre Janet, suggested that there is an 
element of dissociative phenomenon in all mental 
and emotional disorders, even conceptualizing what 
would come to be known as schizophrenia through 
this lens [12]. Other French colleagues of his era 
proposed similarly.
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The dissociative disorders formally debuted in 
the DSM-III in 1980. The PTSD diagnosis also 
appeared in that edition as an anxiety disorder, but 
dissociative disorders were presented as a separate 
category. Although new to DSM-III, their discus-
sion and inclusion were not new to the field [15]. 
With every iteration of the DSM since then, up to 
the current DSM-5, there has been intense debate 
and scrutiny over the dissociative disorders as being 
worthy of inclusion. In reality, many leaders of the 
field, especially those on DSM work groups, openly 
doubt their existence [16]. The purpose of this course 
is not to engage in this debate—clearly the position 
of this course is that dissociative disorders do exist 
and are potentially more widely prevalent than once 
thought and reported. However, major medical and 
psychological groups continue to report that disso-
ciative disorders are extremely rare. This approach 
to dissociative disorders and resistance to their 
existence is borne from the same discomfort about 
trauma and responsibility that Freud encountered 
in the early days of his work. Although the general 
phenomenon of dissociation can show up in a wide 
array of clinical diagnoses, it has been established 
that unhealed trauma is a major etiologic factor in 
the development of clinically significant dissociative 
disorders [17]. 

Clinicians interested in reading more about the his-
tory and debate around dissociation, trauma, and 
memory are directed to Anna Holtzman’s article 
exploring the “memory wars” in the field of psychol-
ogy, written in the wake of the Harvey Weinstein 
trials (Resources). The memory wars refer to decades 
of debate in the field about the trustworthiness of 
memory, particularly as it relates to accusations of 
abuse by survivors of trauma. She discusses the his-
tory of the False Memory Syndrome Foundation, 
founded by the parents of Dr. Jennifer Freyd (a 
former president of the International Society for 
the Study of Trauma and Dissociation [ISSTD]). 
Dr. Freyd accused her parents of abuse and their 
response was to establish an organization to discredit 
survivors of abuse. 

As long as unhealed trauma continues and people 
are threatened by its impact or made to feel respon-
sible for it, there is a likelihood that such debate, 
even in scholarly settings, will continue. The general 
state of the evidence suggests that not only are dis-
sociative disorders real, the prevalence is higher than 
previously thought [18]. 

While the ISSTD and mainstream advocates in 
the field of dissociation have promoted research 
and scholarship to prove that dissociation exists, 
there is a concern by advocates that such a focus 
may measure the experiences of survivors without 
adequately including their voices into the advocacy. 
In the spirit of both/and, this course acknowledges 
that while scholarship and research are always critical 
to validate constructs in the mainstream, clinicians 
can get overwhelmed by trying to study dissociation 
in this manner. Normalizing dissociation as a human 
phenomenon and describing how trauma and dis-
tress can impact its manifestations should also be a 
part of the discussion moving forward. 

DIAGNOSTIC PERSPECTIVES  
ON DISSOCIATION 

Because dissociation can be explained as a coping 
device that crosses the line to being a maladaptive 
symptom for some individuals, it can be contended 
that trauma-associated dissociation manifests in 
a variety of clinical diagnoses. In this section, the 
primary diagnoses categorized in the Dissociative 
Disorders chapter of the DSM-5 are presented 
[19]. However, remember that these are not the 
only places where dissociation may show up diag-
nostically. Substance use and other disorders, for 
instance, have a strong dissociative component, and 
these will be handled separately in another section. 
There is also a great deal of confusion about where 
the line exists between distraction (that might be 
more commonly associated with diagnoses like 
ADHD, but can also appear in clients with PTSD) 
and dissociation. Moreover, in the most recent 
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updates to the DSM, there is a new subtype of PTSD 
that specifically addresses dissociation, which will be 
included in this section. 

For an individual to meet any of the diagnostic 
criteria that follow, dissociation must not be better 
explained by a phenomenon like intoxication. Thus, 
it becomes imperative for clinicians to understand 
the intricacies of how trauma and dissociation 
manifest, because many different diagnoses may be 
on the proverbial table for consideration. 

The following sections have been reprinted with 
permission from The Infinite Mind [20]. These sum-
maries are clinically sound (reflecting what appears 
in the DSM-5) while also being written in a language 
that the general public will likely find friendly.

DISSOCIATIVE IDENTITY  
DISORDER (DID)

DID, formerly called multiple personality disorder, 
develops as a childhood coping mechanism. To 
escape pain and trauma in childhood, the mind 
splits off feelings, personality traits, characteristics, 
and memories into separate compartments which 
then develop into unique personality states. Each 
identity can have its own name and personal history. 
These personality states recurrently take control 
of the individual’s behavior, accompanied by an 
inability to recall important personal information 
that is too extensive to be explained by ordinary 
forgetfulness. DID is a spectrum disorder with vary-
ing degrees of severity. In some cases, certain parts 
of a person’s personalities are aware of important 
personal information, whereas other personalities 
are unaware. Some personalities appear to know 
and interact with one another in an elaborate inner 
world. In other cases, a person with DID may be 
completely aware of all the parts of their internal 
system. Because the personalities often interact with 
each other, people with DID report hearing inner 
dialogue. The voices may comment on their behavior 
or talk directly to them. It is important to note the 
voices are heard on the inside versus the outside, as 
this is one of the main distinguishers from schizo-

phrenia. People with DID will often lose track of 
time and have amnesia to life events. They may not 
be able to recall things they have done or account 
for changes in their behavior. Some may lose track of 
hours, while some lose track of days. They have feel-
ings of detachment from one’s self and feelings that 
one’s surroundings are unreal. While most people 
cannot recall much about the first 3 to 5 years of life, 
people with dissociative identity disorder may have 
considerable amnesia for the period between 6 and 
11 years of age as well. Often, people with DID will 
refer to themselves in the plural [20].

DISSOCIATIVE AMNESIA

The most common of all dissociative disorders 
and usually seen in conjunction with other men-
tal disorders, dissociative amnesia occurs when a 
person blocks out information, usually associated 
with a stressful or traumatic event, leaving him or 
her unable to remember important personal infor-
mation. The degree of memory loss goes beyond 
normal forgetfulness and includes gaps in memory 
for long periods of time or of memories involving 
the traumatic event [20]. 

DEPERSONALIZATION DISORDER

Having depersonalization has been described as 
being numb or in a dream or feeling as if you are 
watching yourself from outside your body. There 
is a sense of being disconnected or detached from 
one’s body. This often occurs after a person experi-
ences life-threatening danger, such as an accident, 
assault, or serious illness or injury. Symptoms may be 
temporary or persist or recur for many years. People 
with the disorder often have a great deal of difficulty 
describing their symptoms and may fear or believe 
that they are going crazy [20]. 

UNSPECIFIED  
DISSOCIATIVE DISORDER 

Symptoms of unspecified dissociative disorder do 
not meet the full criteria for any other dissociative 
disorder. The diagnosing clinician chooses not to 
specify the reason that the criteria are not met [20].
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OTHER SPECIFIED DISSOCIATIVE 
DISORDER (OSDD)

The other specified dissociative disorder category is 
used in situations in which the clinician chooses to 
communicate the specific reason that the presenta-
tion does not meet the criteria for any specific dis-
sociative disorder [20]. 

TRAUMA- AND STRESSOR- 
RELATED DISORDERS

Many experts have expressed confusion that disso-
ciative disorders were separately categorized instead 
of being included in the DSM-5 chapter grouping 
trauma- and stressor-related disorders. This may 
reflect some of the controversy and misunderstand-
ing about dissociative disorders, or a lack of cohe-
sion among the work groups that determine the 
categories in the DSM.

The chapter of trauma- and stressor-related disorders 
(which includes PTSD, acute stress disorder, adjust-
ment disorders, reactive attachment disorder, and 
disinhibited social engagement) does make mention 
of dissociative symptomology as a potential feature of 
PTSD. In the DSM-5 version of the PTSD diagnosis, 
there is a qualifier option of PTSD with predomi-
nant dissociative symptoms. Dissociation can play 
out in all five symptom areas of the PTSD diagno-
sis, with flashbacks (under Criterion B, intrusion) 
specifically being described as a dissociative phe-
nomenon. In DSM-5, depersonalization is defined 
as “persistent or recurrent experiences of feeling 
detached from, as if one were an outside observer 
of, one’s mental process or body” (potentially an 
avoidance or negative mood/cognition manifesta-
tion) [19]. Derealization is defined as “persistent or 
recurrent experiences of unreality of surroundings” 
(potentially a part of the PTSD symptoms of intru-
sion, avoidance, or negative mood/cognitions) [19]. 
Although depersonalization and derealization still 
appear as their own diagnoses in the dissociative 
disorders category, those diagnoses should be ruled 
out if PTSD is the better explanation. 

This is a gray area to navigate diagnostically, par-
ticularly because people struggling with clinically 
significant dissociative disorders likely meet the 
criteria for PTSD. With PTSD long being conceptu-
alized as a more event-centric diagnosis that does not 
accurately encapsulate the depth of complex trauma, 
this qualifier may be more appropriate for adults 
who experience a traumatic event not connected to 
childhood or developmental trauma and develop 
these dissociative tendencies as a result. 

THE DISSOCIATIVE  
PROFILE EXERCISE

The Dissociative Profile is a process used to evalu-
ate and become aware of one’s own tendencies to 
dissociate, both adaptively and maladaptively, and 
identify best strategies for directing one’s knowing 
awareness back to the here and now. Therapists 
and helping professionals should first know their 
own dissociative profile and by doing this, will help 
clients to investigate their own [21]. This exercise 
is not only valuable as an exploratory device—the 
knowledge gleaned from it can become a valuable 
part of treatment planning, especially in manag-
ing distress that may rise between sessions. This 
approach is presented prior to discussion of formal 
psychometric measures with the intent that a general 
understanding and ability to identify association will 
help you truly understand these psychometrics and 
how to use them. 

Before engaging in this exercise, please remember 
that every human dissociates; it is natural and 
normal. This is not intended to be an exercise in 
shaming; rather, it should focus on self-inquiry. To 
engage in the Dissociative Profile exercise, take the 
following steps, using the sample Dissociative Profile 
(Table 1) as a guide as needed.

Take out paper or open up a word processing pro-
gram on your computer. Make two columns. Title 
the left-hand column “My Dissociative Tendencies,” 
and title the right-hand column, “Strategies for 
Returning to the Present Moment.” 
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Take as much time as you need to make a list of the 
ways in which you tend to dissociate—this can be 
general patterns like “zoning out or daydreaming 
when I’m bored,” or “spending time on Facebook 
wondering what everyone else is doing.” You can 
take this inventory a step farther by noting if these 
strategies or behaviors are adaptive, maladaptive, or 
both (depending on context). Also note, perhaps, 
how often you engage in these dissociative strate-
gies and if you have knowing awareness about what 
triggers them (e.g., boredom, emotional pain, over-
whelm, conversations with certain people). 

After the left column feels complete, go to the right 
column and beside each item on the left, make some 
notes about what helps you return to the present 
moment when you need to. This can be more intrin-
sic skills (e.g., my mindfulness practice, especially 
grounding with solid objects), or more externally 
motivating factors (e.g., hearing my child call out 
that they need me). Remember that this is not an 
interrogation; it is simply a true assessment of where 
you stand. You are also free to be honest and note 
that you are not sure yet how to draw yourself back 
to present moment awareness when you get stuck 
in certain patters.

After finishing your own dissociative profile, take 
a moment to notice whatever you notice. Is there 
anything that surprises you? Is there anything you 
ought to consider sharing with your own therapist, 
friend, partner, or members of your support system? 
How can you use what you discover here to assist 
you in your own personal development and goals 
or intentions for healing, whatever those may be?

If you are guiding a client through this exercise, be 
open to debriefing their discoveries with them and 
developing a plan of action. This can form a solid 
base for engaging in treatment planning. Moreover, 
many trauma-focused approaches to therapy stress 
the importance of having a skills-and-strategies plan 
for between sessions so the client stays as safe as pos-
sible, especially if distress arises in between sessions. 
Engaging in the Dissociative Profile exercise gives 
you and your client a general sense of where they 
stand in terms of existing adaptive skills, and what 
they need to build for more adaptive engagement 
with the present moment. 

SAMPLE DISSOCIATIVE PROFILE EXERCISE

My Dissociative Tendencies What Helps Me Return to Present Moment

Daydreaming when I’m bored. This was adaptive when I was 
a kid; it’s how I survived my parents’ fighting. Somewhat of 
a problem/maladaptive now, as it can keep me from paying 
attention at work or with the kids. 

Telling myself to “snap out of it” helps sometimes. This is 
something I’d like to work on though, because it can be hard 
to get out of the dream world.

Playing too much Candy Crush on the phone. Boredom also 
seems to trigger this. Doesn’t seem to be a problem at the 
level of addiction or anything; I just know I do it. 

Sometimes my eyes get too strained or tired, and that helps 
me put it down. When I know I have something more 
exciting/stimulating to work on, I stop. This can include 
having a conversation with people I enjoy. 

Saying “it’s no big deal” to my own therapist whenever I 
get too emotional. It’s clear that this protected me at home 
growing up (adaptive), but I know it gets in the way of me 
doing deeper work

Having my therapist, who I fundamentally trust, gently call 
me out on it seems to help. When she can guide me through 
one of her mindfulness exercises encouraging me to notice 
my body and sit with whatever is coming up, I make steps in 
the right direction.

Problems paying attention when I drive (only sometimes). 
I’m not sure if this is dissociation or just general distraction. 
Either way, it does seem to happen when I’m overwhelmed. 

Playing music I like in the car helps. I haven’t yet taken my 
therapist’s suggestion of taking a few deep breaths before I 
start driving regardless of how I’m feeling; perhaps I should 
try that. 

Source: Author Table 1
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FOUNDATIONS OF WORKING  
WITH CLINICALLY  
SIGNIFICANT DISSOCIATION

The introduction and first section of this course are 
designed to provide a foundation to understand the 
phenomenon of dissociation and how it manifests 
in the human experience. With this foundation 
in place, this section seeks to take you deeper into 
some of the tools, models, and strategies that may 
be useful in clinical settings to optimally work with 
dissociation. These may also help to inform treat-
ment planning, which is covered in a later section 
of the course. 

WORKING WITH PSYCHOMETRICS

There are a variety of psychometrics and clinical 
interview guides available for clinicians to help in 
their identification of dissociation. It is important 
to keep in mind, as a trauma-focused clinician, many 
of these devices may be too interrogatory, Use good 
clinical judgment about whether some of these scales 
or measures are a good fit for your practice and 
your clients. They have all played a role in research 
and helping to validate the existence of dissociative 
disorders. However, taking a test for a psychometric 
evaluation can be triggering in its own right and can 
lead to a sense of confusion in a person’s system if 
they are not properly guided.

According to the International Society for 
the Study of Trauma and Dissociation, 
some measures commonly used in 
psychological testing can provide 
understanding of the patient’s personality 
structure and may yield information useful 

in making the differential diagnosis between disorders 
often confused with DID, such as borderline personality 
disorder and psychotic disorders. 

(https://www.isst-d.org/wp-content/uploads/2019/02/
GUIDELINES_REVISED2011.pdf. Last accessed  
May 21, 2021.)

Level of Evidence: Consensus Statement/Expert 
Opinion

 

Dissociative Experiences Scale (DES)

At a minimum, clinicians should be familiar with 
the Dissociative Experiences Scale (DES), developed 
by Eva Bernstein Carlson and Frank Putnam [22]. 
This is a screening device, not a pure diagnostic 
evaluation, so a clinical interview will be necessary 
in order verify a diagnosis. Even as a screening 
device, the DES can be a conversation starter and 
vehicle for investigation, regardless of a person’s 
specific diagnosis. The DES is a 28-item screen in 
which people are asked to give a general impression 
of how often they engage in a certain behavior or 
activity that can be potentially dissociative. Sample 
items include [22]:

• Some people have the experience of driving 
a car and suddenly realizing that they don’t 
remember what has happened during all or 
part of the trip.

• Some people sometimes have the experience 
of feeling as though they are standing next 
to themselves or watching themselves do 
something as if they were looking at another 
person. 

• Some people sometimes find that they  
become so involved in a fantasy or  
daydream that it feels as though it  
were really happening to them.

In the DES-II, people taking the evaluation rate these 
items by percentage (e.g., this happens to me about 
20% of the time). In the DES-III, a basic 0–10 scale 
is adapted that corresponds with percentages; both 
versions are approved for clinical use.

To get an average score on the DES-II, you add up the 
total number of percentages and then divide by 28 
(the number of items on the evaluation). Anything 
above 30% is generally considered to be caution-
ary for a clinically significant dissociative disorder. 
Anything greater than 40% is generally considered to 
be in the range of a clinically significant dissociative 
disorder. The DES is a starting point for clinicians 
and clients alike who are not familiar with addressing 
dissociation. Of course, nothing significant occurs at 
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30% or 40%; these are simply meant to be a guide for 
further diagnostic evaluation. One concern is that 
training programs in specialty therapies that use the 
DES to screen for dissociation can promote fear. For 
example, in the EMDR therapy community, some 
programs can promote the idea that people with a 
DES score greater than 30% are not appropriate 
candidates for EMDR or other types of deep trauma 
work. This is another of the myths and misconcep-
tions. If the DES is greater than 30%, precautions 
should be taken and therapists can use the informa-
tion gleaned from the DES to obtain a better sense 
of a person’s relationships to dissociative responses 
based on their trauma. 

After a client takes the inventory (preferably in 
office, so a therapist is available if they have any ques-
tions or concerns or get triggered), review the high 
item responses with them (greater than 30% to 40%) 
and ask them to talk more about when they started 
noticing that response over the course of their life 
and how it plays out for them presently. You may 
also ask if they notice how the specific behavior helps 
them to cope in any way. This information is more 
valuable, both in diagnosis and treatment planning 
(which also includes between-session safety planning) 
than any specific number. 

In the spirit of getting to know one’s own dissociative 
profile and relationship with dissociation, clinicians 
should take the DES for themselves first. It can be 
scored, but it may be more valuable to investigate 
how some of the higher scoring items fit into the 
Dissociative Profile exercise completed in the previ-
ous section. Other psychometrics in use clinically 
include:

• Structured Clinical Interview for  
Dissociative Disorders (SCID-D) 

• Dissociative Disorders Interview  
Schedule (DDIS)

• Multidimensional Interview  
of Dissociation (MID) 

Many of these tools are available online (Resources).

Fraser’s Dissociative Table Technique

One of the classic concepts and articles in the field 
of dissociation studies is Fraser’s Dissociative Table 
Technique. This concept was key to introducing 
the idea that a person with dissociative parts could 
get to know their system and how the various parts 
inter-relate with each other. Publication of Fraser’s 
seminal article led to the popularization of the 
“conference table” metaphor for individuals with 
dissociation mapping out their parts and how they 
inter-relate. Fraser introduces a variety of other meta-
phorical possibilities as well for this mapping, with 
an emphasis that the table metaphor is only one part 
of his larger technique [23; 24]. In his core article, 
he discusses the use of the following approaches that 
make up the Dissociative Table [23]:

• Relaxation imagery: Using guided imagery  
as preparation and resourcing. 

• Dissociative table imagery: Presented as the 
most important component of the exercise, 
this involves using the principle of imagery  
for a client to begin seeing their internal  
system take seats around a table (with  
modifications if tables feel unsafe). He  
credits this as a Gestalt-based technique. 

• Spotlight technique: Sets up the idea of the 
spotlight being shined on the alter (or part) 
that is directly speaking to the therapist  
(with modifications if the light feels unsafe).

• The middleman technique: Establishes a 
system of communication between the alters 
or parts whereby one can speak on behalf of 
several others. This technique addresses the 
concept of co-consciousness, referring to two 
or more parts/alters sharing consciousness  
at the same time (not blacking out, “going 
away,” etc.).

• Screen technique: A distancing technique 
whereby distressing memories can be viewed  
as if they are on a screen in the same room  
as the table.
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• Search for the center ego state (inner self-
helper): Establishing or revealing what may be 
referred to as the “core self” of the presenting 
self that has the strongest overview/sense of 
the entire system. This may be referred to as 
the presenting adult or the core self. Some 
controversy exists over whether or not it is 
necessary for some dissociative systems to  
have a center ego state. 

• Memory projection technique: Another  
technique for furthering communication 
between the various alters/parts and their 
memories, using the various parts to bring in 
resources as other states may work to process 
or heal other memories on the screen.

• Transformation stage technique: A technique 
that can be used to transform a person’s  
relationship to the memory and how they  
see themselves in the memory in terms of 
time, space, and age.

• Fusion/integration techniques: Although 
there is some controversy and trigger potential 
around integration in these techniques (as 
discussed previously), Fraser ultimately seems 
to be an advocate of integration using some  
of these fusion points as stepping stones.

The original article is a vital source of informa-
tion for those interested in working more deeply 
with dissociation (Resources). Although it has its 
flaws, Fraser’s Table can be a good starting point 
for clinicians who want direction on how to work 
with a system. The piece is also important because 
Fraser advocates for the reality of dissociation and 
how to work with it. He also addresses one of the 
controversies around dissociation—the idea that the 
therapist inserts parts or alters and their memories. 
While clinicians can guide people into identifying 
their own system and understanding how it works, 
it is vital that they do not force agendas and ideas 
on a person about what is happening. In EMDR 
therapy, there is a concept of therapists staying out 
of the way as much as possible and viewing them-

selves as facilitators or guides. Such an attitude is 
very helping, regardless of orientation, in helping 
people work with and identify their parts. 

Theory of Structural Dissociation

While Fraser’s Table is arguably one of the most 
popular approaches in the first wave of dissocia-
tion studies following the formal introduction of 
dissociative disorders into the DSM-III, the Theory 
of Structural Dissociation, developed by Onno van 
der Hart, Ellert Nijenhuis, and Kathy Steele, has 
become the focus of dissociation studies in the 21st 
century. Many trauma-focused professionals are 
advocates of this theory because, at its heart, it is 
non-pathologizing, positing that everyone is born 
with a fragmented or dissociative mind [25]. This is 
normal for infants, who get their various needs met 
in the absence of speech, language, or a more devel-
oped neocortex. Healthy development is defined by 
needs being consistently met engendering a natural 
integration of the personality structure. Yet, in the 
presence of unhealed trauma, disorganized attach-
ment or developmental distress, a natural separation 
can remain. 

The two main terms used in the Theory of Struc-
tural Dissociation are apparently normal personal-
ity (ANP), which is similar to Fraser’s idea of the 
center ego state, and emotional part or personality. 
Emotional parts remain to protect or to meet a 
need, and some systems contain a more complicated 
interconnection of emotional parts and ANPs than 
others. While this is a bit of an oversimplification 
of how structural dissociation plays out systemically, 
it gives people new to this theory a good frame of 
reference. The model also makes use of the terms 
primary structural dissociation (which is more 
likely to be used in relation to PTSD and other 
trauma-related disorders), secondary dissociation 
(mainly related to personality disorders, dissociative 
disorders other than DID, and complex PTSD or 
developmental trauma), and tertiary dissociation 
(classically presented as DID). Figure 1 provides a 
visual presentation of how this may play out.
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The Theory of Structural Dissociation is certainly 
not without criticism. For example, psychiatric 
leader in the field of dissociation Dr. Colin Ross 
proposed an extensive modification to the theory. In 
his modification, Ross proposes that an emotional 
part does not have to be separate entities in and 
of themselves; instead, they can hold a fragment 
or experience like a thought, feeling, memory, or 
sensation. In this modification to the model, he 
expands on the Janetian idea that many disorders 
can be viewed through the lens of dissociation and 
that the idea of parts can be used as treatment 
conceptualization for conditions like substance use 
disorders and compulsive behaviors. 

The theory of structural dissociation is a step in the 
right direction, and Ross’ modifications expand 
the scope of what is possible and gives more per-
mission to modify, which is essential in any facet 
of trauma-focused care. If rigidly interpreted, the 
original model is too inflexible, which is dangerous 
when applied to the phenomenon of systems that is 
fundamentally fluid and unique to the individual. 

Another consideration is the potentially offensive 
use of the adjective “normal” to describe the core self 
or presenting adult (ANP). This speaks to a reality 
of care in helping people to identify and to get to 
know their system; part of this is helping them to 
identify the terminology that best works for them 
and their understanding. 

PERSONAL METAPHOR  
AND PARTS WORK

In working with clients with dissociation and iden-
tifying your own dissociative tendencies, clinicians 
can lean into the metaphorical possibilities that 
people can develop as they endeavor to understand 
their systems and how they work. Fraser’s metaphors 
are a solid start, and the circles and shapes often 
used to represent structural dissociation are a good 
jumping off point. However, because creativity and 
expression are part of what defines the dissociative 
mind, using more creative metaphors may be better 
serving to you and to your clients [21]. 

VISUAL PRESENTATION OF THE THEORY OF STRUCTURAL DISSOCIATION

ANP = apparently normal personality, EP = emotional part.

Source: Created by Author Figure 1



#76080 Demystifying Dissociation: Principles, Best Practices, and Clinical Approaches __________________

18 NetCE • October 17, 2023 www.NetCE.com 

Consider Ms. M, a client with an unspecified dis-
sociative disorder. Ms. M is aware of a very defined 
inner world before coming into therapy, an inner 
world that she describes as a series of eight parts, 
all with their own name and purposes. Ms. M is 
delighted and surprised when her new therapist 
allows her to reference her parts and talk this way 
about them, as previous therapists discouraged her 
from using this language and conceptualization to 
refer to herself. “Show up as the adult,” is something 
she heard more times than she ever cared to count.

The therapist asks Ms. M if she sees her parts in any 
specific way, and she answers immediately—”Yes, I 
see them as a dollhouse!” She goes on to describe 
that each part has their own room, and that when 
she wants them to come together and have a discus-
sion, she senses that they all meet in the living room 
for a gathering of sorts. They use this mapping of 
her system as vital information in developing her 
treatment plan and approach. Interestingly, Ms. 
M did not require assistance in developing this 
metaphor—it was already innate within her, and 
she just needed permission and space to speak it. 
Other clients may require more of a guide or some 
examples to help them map out their parts and how 
they interplay within a system. This can be a creative 
exploration to understanding the self whether or 
not a person has a clinically significant dissociative 
disorder. Other metaphorical possibilities include:

• A car or van

• A circle of people, like you see in group 
therapy or a 12-step meeting

• Balloons

• Bouquet of flowers

• An orchestra or band 

• Salad or stew

• Mosaics

• Hindu gods 

• Gathering of saints

• The elements (i.e., earth, air, water, and fire)

• Keys on a ring

• Movie references (e.g., the houses used in 
Harry Potter, ensemble pieces like Star Wars, 
Guardians of the Galaxy, Black Panther, or  
The Wizard of Oz) 

• Other pop culture references (e.g., television 
shows, songs on a playlist, characters from 
literature) 

Figure 2 is an example of how visual representation 
or other art work can be used to help a person iden-
tify the parts of their system and how the inter-relate. 

The example in Figure 2 is from my own healing jour-
ney. I find the car or the van to be a particularly useful 
metaphorical construct for helping me (and others) to 
understand my system and how the parts inter-relate. The 
way I know myself, my presenting adult or core self is 
always driving the car. However, if the various parts that 
ride along with me—who I call 4, 9, and 19 (representing 
their ages)—are not getting their needs met or are not being 
listened to, they can start to act out or withdrawal in the 
car. For me, they usually do things like tap on my shoulder, 
pull my hair, or scream until I pay attention to them and 
what they are trying to tell me. During an earlier period of 
my own healing, when the 4-year-old state had some serious 
healing work to do, it literally felt like she was sneaking 
behind me and covering my eyes with her hands just so 
I would pay attention to her. Clearly that caused some 
distress in my life, and I was not able to return to a place 
of equilibrium and optimal functioning until I engaged in 
therapeutic work that helped to heal the four-year-old, the 
actual age when my own traumatic experiences intensified. 

If you have ever been on a road trip with children, you know 
that keeping the peace can be a delicate balance. That 
is what my mind feels like when I am not listening to the 
consensus of my system. My 9-year-old part, for instance, 
is now good about telling us when we need to pull over 
and take a break. Although she originally developed as 
the part that held destructive behaviors like self-injury and 
suicidal thoughts, she has become the voice, in our heal-
ing, that tells us when we need to take care of ourselves. I 
have also used my 19-year-old part as a middlewoman of 
sorts (using the Fraser term) to broker peace between the 4 
and 9 year old, who can annoy each other. Although 19, 
who has a babysitter quality, can be good at this, she has 
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recently become very good at telling me when this tires her 
out too much and she needs her own space. Interestingly, 
I experienced a series of traumatic losses and also crossed 
the threshold into active addiction at 19 years of age, 
which is why she emerged or stayed around as a separate 
emotional part in my system. In healing, I have come to 
appreciate 19 as a strong, rebellious spirit who started to 

question the norms in which she was raised. Though this 
naturally brought about some distress for her, healing from 
this distress has helped to heal our whole system.

I hope this personal look at a few metaphorical possibili-
ties has been helpful to you as you begin to conceptualize 
systems and parts work. 

EXAMPLE OF METAPHORICAL EXPRESSIVE ARTS: THE CAR OR VAN

Source: Created by Author Figure 2
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EXERCISE: MAPPING  
YOUR PERSONAL SYSTEM

Some clients will develop names for their parts, 
some will refer to them just as numbers or ages (as 
in the related experience), and others will refer to 
them just by descriptive qualities (e.g., my angry 
side, my soft side, the shame part, the inner child). 
Before beginning work with people using Fraser’s 
Table, mapping in the spirit of structural dissociation 
theory, or one of these more creative metaphors, 
clinicians are encouraged to first do some mapping 
of their own internal system. In essence, this is an 
important continuation of the Dissociative Profile 
exercise.

To do this, first spend some time brainstorming, 
preferably writing down, how you see the parts of 
yourself. Remember that if you are stuck and noth-
ing you are reading here resonates, you can use the 
basic presenting adult/inner child construct. If that 
is the case, how do you see them inter-relating? Stay-
ing with the idea of the table, perhaps you simply 
imagine them sitting down to interact over a cup 
of tea (or maybe your adult drinks the tea and you 
pour lemonade for the inner child). 

Using paper and whatever basic art supplies you 
might have on hand (or even just a pen or pencil), 
begin to map how you see your internal system inter-
relating. Doing this exercise does not diagnose you 
with a dissociative disorder. We all have parts, and 
seeing ourselves in this way can be a useful strategy 
for conceptualizing. 

This exercise is not about being an outstanding 
artist—you are not being graded or judged. Simply 
think of this as drawing out a rudimentary map (and 
for that matter—the “map” itself could be another 
useful, metaphorical example). Some people like 
to use the idea of a circle (e.g., in some cases using 
plain white paper plates) as the backdrop for how 
they map out their system. 

Take as much time as you require to complete the 
exercise. When you are though, consider journaling/
writing some impressions or sharing them with a 
friend or colleague. What have you learned about 
how the various parts of your system inter-relate? 
Where is there room for a greater sense of commu-
nication or understanding in your system? Are there 
any blocks that are apparent to communication, 
cohesion, or wholeness?

An exercise like this offers creative, client-centered 
insight into working with parts or mapping a system, 
and it may certainly be used with clients, especially 
in the early stages of working together. What you 
learn here can phenomenally inform your strate-
gies for treatment planning, which is covered in 
a later section. Perhaps you are already beginning 
to understand that what works for one part of the 
system for resourcing and healing may be different 
than what other parts in the system require. This 
will be valuable information for moving forward 
with treatment. 

ADDICTION AS DISSOCIATION

EXPLORING THE SIMILARITIES  
BETWEEN DISSOCIATION  
AND ADDICTION

The addiction treatment field is making steady 
steps toward becoming more trauma-informed, but 
a deficit in professionals’ ability to identify signs 
and symptoms of dissociation persists [26]. This is 
a problem, especially because of the strong interplay 
between dissociation and addiction. Many clients 
will be unaware of dissociative symptoms experi-
enced in childhood because drinking and using 
drugs can become their dissociative outlet in adult-
hood. Specific dissociative symptoms (e.g., “zoning 
out” at work or when emotionally overloaded) can 
develop in sobriety, and will require trauma-focused 
treatment. This phenomenon is relatively common 
in recovery circles, but it is often written off as “the 
pink cloud of recovery is passing,” or “things are 
getting tough.” When a person has a difficult time 
staying sober after getting sober, unhealed trauma 
is usually the culprit, and dissociation is a possible 
manifestation [6; 26]. 
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In an article on the importance of dissociation-
informed treatment, several other dissociative 
behaviors that manifest clinically but that profession-
als often fail to identify were identified [26]. They 
included clients struggling to pay attention in group, 
at 12-step meetings, or during lectures; a client 
changing tone (e.g., “It’s like I’m suddenly speaking 

to a 5 year old”) when something distressing comes 
up in sessions or in group; and other manifestations 
of blocking or resistant client behaviors. When a 
client gets belligerent or angry, this may be a sign of 
dissociation. In some clients, these types of behaviors 
could be a part speaking out to protect the system 
or to get a need met. 

ADDICTION AS DISSOCIATION MODEL

Foundation: The Human Brain

Integration, a process by which separate elements are linked together into a working whole, is optimal for healthy  
brain functioning.
Adverse life experiences can cause traumatic and dissociative responses. 
Temporal perceptions are distorted by overwhelming experiences.
Bottom up/survival-oriented processes over-ride the neocortex.
Dissociation, a bottom-up process, is the survival-driven act of disconnecting.
Addiction is on the dissociative spectrum and can be viewed as the act of connecting to dissociation. 
Similar to traumatic memory, addiction memory creates intrusive symptoms and produces dissociation.
Endogenous opioid and cannabinoid neurotransmitters play a key role in dissociation and underlie addictive processes.

The Impact of Trauma-Dissociation-Addiction

Addictions are an extreme way to meet one’s basic survival needs of safety, belonging, and nurturing. These are based  
on the hardwired emotions of fear, panic, anger, play, care, seeking, and lust.
Addiction is the relationship created between unresolved trauma and the continued and unchecked progression of 
dissociative responses. 
Addictive behaviors can be considered self-abuse and produce dissociative symptomology through intrusive means.
Dissociative states can switch subtly and produce re-enactments/feedback loops.
Active addiction can be seen as a dissociative state whereby one is trying to meet their basic survival needs.
Addictive behaviors are survival-oriented, a substitute for attachment, seeking connection, stress management,  
and/or acts of self-soothing.
Due to the role of the endogenous opioid system, traumas that produce dissociative states can become addicting.  

Treatment and Healing Implications

There are a variety of solutions that providers can consider for healing trauma-dissociation through the lens of Janet’s three-
stage model (i.e., symptom management, memory reprocessing, and maintenance), with respect to appropriate interventions 
for ego state/parts work. 
Naltrexone helps prevent dissociative states from overpowering conscious awareness and helps manage symptoms of alcohol 
use disorder. 
Time-honored strategies for treating addiction can still be useful for initial healing, although therapies that provide symptom 
management alone (e.g., top-down processes) undermine unconscious healing processes, which can lead to treatment 
resistance.
Healing traumatic-dissociative-addiction memory through memory reconsolidation is paramount. The reconsolidation 
generally involves body-centered therapies that address bottom-up processes and allows for holistic integration of lived 
experience. 
Integration of experience and neurobiological disharmony is imperative for individuals to live a more adaptive life.

Source: [27] Table 2
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THE ADDICTION AS  
DISSOCIATION MODEL 

The Addiction as Dissociation Model posits that 
addiction is a manifestation of dissociation. When 
children grow up in traumatizing, invalidating, or 
high-stress environments, the natural tendency is 
to dissociate in order to get needs met and protect 
themselves. If this happens frequently, the systems 
bond to this dissociative experience. At a later point 
in life, when chemicals or other reinforcing behav-
iors are introduced as possibilities, the chemical 
impact enhances the potency of an already familiar 
experience [27]. 

The term addiction is controversial in the modern 
era, because many critics feel that term is stigmatiz-
ing and not adequately trauma-informed [28]. To 
address this, the Addiction as Dissociation Model 
defines addiction as “the relationship created 
between unresolved trauma and the continued and 
unchecked progression of dissociative responses” 
[27]. In presentations where primary addiction 
treatment has failed to address trauma, dissociative 
experiences may produce a dissociative disorder or 
clinically significant symptoms of dissociation. Simi-
larly, if dissociation in trauma has not been treated 
accordingly, addiction can often manifest [29]. The 
model contends that addiction develops in relation 
to trauma and dissociation, because trauma (cause) 
produces dissociation (effect). 

According to the dissociation in trauma concept, 
there is a “division of an individual’s personality, 
that is, of the dynamic, biopsychosocial system as 
a whole that determines his or her characteristic 
mental and behavioral actions” [29]. This distinction 
can also be seen in Waller, Putnam, and Carlson’s 
taxometric analysis regarding nonpathologic and 
pathologic (e.g., adaptive and maladaptive) dissocia-
tive traits, of which “dissociation in trauma” would 
be represented by the latter [30]. Dissociation is 
what creates safety and ultimately pain relief in the 
moment of need. Trauma deeply impacts a person’s 
psyche—extreme limits are pushed, and extreme 
reactions become necessary. 

Mergler, Driessen, Ludecke, et al. examined the 
relationship between the PTSD dissociation subtype 
(PTSD-D) and other clinical presentations [31]. In 
a sample of 459 participants, the PTSD-D group 
demonstrated a statistically significantly higher need 
for treatment due to substance use problems, in addi-
tion to higher current use of opioids/analgesics and 
a higher number of lifetime drug overdoses. They 
ultimately concluded that PTSD-D is related to “a 
more severe course of substance-related problems 
in patients with substance use disorder, indicating 
that this group also has additional treatment needs” 
[31]. Such a connection seems like clinical common 
sense, but it has not been fully explored in the treat-
ment literature. 

Table 2 illustrates the tenets of the Addiction as 
Dissociation Model, a cohesive presentation of what 
exists in the literature on the inter-relation and inter-
play of trauma, addiction, and dissociation. While 
the literature clearly exists to support such a model, 
the model represents the first cohesive discussion 
of their interplay. The implications for treatment, 
which are summarized here and continued into the 
next section, are various.

IMPLICATIONS FOR TREATMENT

Case conceptualization that respects addiction as 
dissociation and the related interplays between 
trauma, dissociation, and addiction acknowledges 
that addictive behavior is a dissociative response that 
can elicit its own continued trauma. Moreover, case 
conceptualization in this model defines and validates 
the symptoms of addiction accurately and sees the 
survival behavior as adaptive. This model presents 
how trauma and dissociation become addictive (i.e., 
highlights the endogenous neurochemical processes 
that create the dependent bond in dissociation/
addictive processes), how unconscious re-enactments 
and feedback looping are foundational to recidivism, 
and provides the justification for comprehensive 
treatments to directly incorporate a memory recon-
solidation phase.
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This contention does not suggest that time-honored 
interventions for treating addiction should be 
abandoned. However, these interventions should 
be fortified based on the light of evolving knowl-
edge about trauma and dissociation [6]. Solutions 
worth highlighting include developing the power 
of nonjudgmental support communities and the 
importance of cultivating daily practices that lead to 
lifestyle change. As such, the community of mutual 
help fellowships also benefits from an understanding 
of trauma and dissociation. Peer support services 
and fellowships like Alcoholics Anonymous, Nar-
cotics Anonymous, Al-Anon, and Adult Children 
of Alcoholics can provide a safe place to discuss 
solutions, as long as there is a reasonable degree of 
trauma-informed ethics in the culture of the meet-
ing. 

Cognitive-behavioral therapy (CBT), dialectical 
behavioral therapy (DBT), and Seeking Safety (SS) 
are often used in the treatment of addiction. There 
is an evidence base for their use in successfully treat-
ing addiction and other substance use disorders 
[32]. Yet with the public health crisis of addiction 
continuing, it is clear that more should be done to 
address the root of the problem—trauma. Each of 
these approaches lacks a comprehensive definition 
of addiction, a conceptualization of where addic-
tion fits into the psychopathology of mental health 
disorders, and an appreciation for how addiction is 
experienced as traumatic and how addiction relates 
to trauma and dissociation. Furthermore, they do 
not directly incorporate memory resolution or 
memory reconsolidation as an aspect of treatment. 

Treatments like DBT and SS specifically offer PTSD 
symptom management, and they can be helpful to 
clients in early stages of treatment for addiction and 
for individuals with clinically significant dissociative 
disorders. However, they are not comprehensive 
therapies if one appreciates addiction as a manifesta-
tion of dissociation, as the memory resolution phase 

of the three-stage consensus model of trauma treat-
ment is absent [33]. Clinicians who mainly practice 
CBT are advised to incorporate trauma-focused CBT 
(TF-CBT) to work with both trauma and addiction 
memory. While processing the narrative or explicit 
memories is important, having ways to process the 
physical aspects of trauma is necessary for adaptive 
resolution and to produce personal transformation 
[34; 35; 36; 37].

Ultimately, incorporating trauma resolution and 
memory reconsolidation therapies is essential to 
bring about healing of the root of the problem, 
not just the symptoms. Memory reconsolidation 
is based on the belief that the brain, through a 
process of memory retrieval and activation, can 
delete unwanted emotional learning [35]. Progres-
sive counting, emotional coherence, brainspotting, 
deep brain reorienting, and EMDR therapy provide 
more direct ways of resolving traumatic/addiction 
memories [4; 35; 37; 38; 39]. 

SUCCESSFUL  
TREATMENT PLANNING

No instant cure or approach to psychotherapy exists 
for healing trauma, dissociative disorders, or any 
mental health conditions. In fact, if a professional 
claims that they have the curative answer for working 
with trauma and dissociation, proceed with caution. 
Particularly when working with dissociative systems, 
the answer to successful treatment rests in finding 
the approach or series of approaches that works best 
for that client to achieve their treatment goals. With 
the intricacies of parts and dissociative systems, it 
is very likely that a variety of tools and approaches 
will be necessary, as what works for one part may 
not resonate with another. This is where being an 
eclectic or integrated therapist, albeit with a solid 
understanding of trauma, will serve best. 
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This section does not endorse any one specific 
approach for working with or treating dissociation. 
Some people approach coming to treatment to 
address clinically significant dissociation as a process 
of healing maladaptive dissociation while funda-
mentally working to embrace the aspects of having 
a dissociative mind that serve them. As with treating 
any mental health condition using any approach 
(or approaches) to psychotherapy, it is important to 
get a sense of what the client’s goals and intentions 
are for engaging in treatment. Never assume that 
integration is the client’s goal or promote any biases 
that integration is what is required for a person to 
heal and to live an adaptive life, especially when a 
client presents with DID or any other dissociative 
condition that involves parts. Plausible goals that 
may appear in a treatment plan include:

• To manage problematic dissociative  
symptoms that get in the way of day-to-day  
life by more regularly using coping skills 
focused on grounding and mindfulness.

• To eliminate acting out behaviors (e.g.,  
drinking, dangerous sex) that are more  
likely to happen when intense feeling  
is trying to be avoided.

• To promote a greater sense of communica- 
tion in the internal system that will lead  
to a reduction of acting out behaviors and  
dissociating in situations that may be  
harmful (e.g., driving, at work).

• To decrease incidents of acting out inappro-
priately at work (e.g., shouting at superiors, 
ignoring colleagues) when feeling triggered. 
This will require working on two of the  
protector parts and the origin of their  
traumatic experience.

• To complete a creative project (writing a  
book) that is currently in progress, learning 
how to harness the potential of the mind  
and its dissociative qualities to help in  
reaching this goal.

The International Society for the Study 
of Trauma and Dissociation asserts that a 
fundamental tenet of the psychotherapy 
of patients with dissociative disorder is 
to bring about an increased degree of 
communication and coordination among 

the identities.

(https://www.isst-d.org/wp-content/uploads/2019/02/
GUIDELINES_REVISED2011.pdf. Last accessed  
May 21, 2021.)

Level of Evidence: Consensus Statement/Expert 
Opinion

REFLECTION

Are there any other goals, knowing the clients you 
are treating right now, that may feel appropriate in 
developing a treatment plan with a dissociative client?

THE THREE-STAGE CONSENSUS MODEL 
OF TRAUMA TREATMENT 

After treatment goals have been established in the 
early stages of rapport building and setting the foun-
dation for treatment, paths for intervention can be 
more clearly established. Please bear in mind that 
treatment goals can change and evolve throughout 
the course of treatment, and this is especially true 
when working with complex trauma and dissocia-
tion. Regardless of the specific interventions a clini-
cian is trained to use, the general recommendation 
in working with complex trauma and dissociation is 
that the three stages of treatment established by Janet 
in 1889 be used as a general guide for treatment plan-
ning [33]. The field of trauma study generally refers 
to this model as the three-stage consensus model of 
trauma treatment because a consensus does exist on 
their use as a general structure in treatment planning 
for anything connected to trauma or dissociation. 
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The stages and their tasks, as presented in modern 
language are [40]:

• Stage 1: Stabilization, symptom-oriented  
treatment, and preparation for liquidation  
of traumatic memories

• Stage 2: Identification, exploration,  
and modification of traumatic memories

• Stage 3: Relapse prevention, relief of  
residual symptomatology, personality  
reintegration, and rehabilitation

Put simply, clients work to become prepared to 
handle the symptoms that show up in day-today life 
while also preparing for a deeper level of work, if 
they have the intention to go there and heal trauma 
at its root. Treatment should also include preparing 
clients to adjust to the changes in their life that hap-
pen as a result of unhealed trauma being addressed 
and transformed. Trauma resolution is only part of 
treatment—it is not the entire process. Preparation 
and adjustment to life are also major components 
of treatment. 

These three stages are accepted by the current 
academic literature reviews that guide formal treat-
ment for dissociation in adults by the ISSTD [41]. 
Clinicians can access the academic papers cited by 
ISSTD as best practice treatment guidelines free of 
charge on the ISSTD website (Resources). 

The three-stage consensus model is not without 
controversy or challenge. In a 2016 review, de 
Jongh, Resick, Zoellner, et al. contend that the 
three-stage consensus model has no clear evidence 
base in treatment of more complex manifestations of 
trauma [42]. They generally contend that survivors 
of trauma may not be able to achieve any semblance 
of stabilization until they first engage in some type 
of complex trauma work. This debate speaks to one 
of the greatest clinical puzzles that exists in working 
with complex trauma—when is a client ready to do 
the work of trauma resolution? Is taking them to 
the core of their traumatic memories for healing 
dangerous and thus focus ought to be on symptom 
resolution?

Unfortunately, the answer is that there is no easy 
answer; it must be evaluated on a case-by-case basis. 
When a dissociative system is involved, clinical judg-
ment should take into account how the entire system 
works. In EMDR therapy, the term preparation is 
used instead of stabilization [4]. Perfect stabilization 
likely will not exist for a survivor of trauma unless 
they have engaged in some degree of trauma work. 
Stabilization, like dissociation, really can be seen as 
a continuum. So, the better question may be: Is the 
client stable enough or sufficiently prepared to take 
their healing to a deeper place? Preparation suggests 
that certain skills will need to be in place to manage 
life on a day-to-day basis, and widening a person’s 
(or a system’s) affective window of tolerance will be 
required for experiencing emotions and body sensa-
tions that are imperative in true trauma resolution 
work. Evaluating what a client has and what they 
may need to prepare themselves for meeting their 
treatment goals is a natural by-product of the Dis-
sociative Profile exercise discussed previously. 

TRAUMA-FOCUSED PREPARATION  
AND GROUNDING SKILLS

Many of the approaches to treatment that exist in the 
mental health field make wide use of guided imagery 
or visualization in preparation; these techniques 
are exclusively cognitive. In working with trauma, 
especially complex trauma and dissociation, it is 
vitally important that clinicians have a wide variety 
of skills that they can offer clients for use during 
and between sessions. These skills should work 
with all of the senses and many avenues of human 
experience [6; 43]. Grounding is the very practice of 
using all available senses and all available channels 
of human experience to remain in or return to the 
here and now. 

Although clients will not respond favorably to all 
of these skills and strategies, it is important to offer 
choice. This choice becomes even more imperative 
when working with a dissociative system, because 
one skill may work well for one part when they are 
active and not another. Certain skills may work bet-
ter to prevent maladaptive dissociative responses, 
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while others are superior for helping a person (or 
certain parts) return to the present moment when 
they experience problematic dissociation. 

Skills that may be used for preparation and widening 
affect windows of tolerance generally fall into the 
following categories:

• Basic awareness/mindfulness and  
grounding strategies

• Breathing strategies

• Muscle tensing/releasing exercises

• Visualization and multisensory soothing 

• Containment (i.e., having a visual strategy  
or actual physical container to “hold”  
material until the timing is better to  
address; different than avoiding or pushing 
something away)

• Movement strategies

• Identification of other recovery capital  
(e.g., hobbies, support systems, mutual/ 
self-help/church groups, advocacy activities, 
community support resources, pets) 

Video teachings on skills in each of these categories 
are available online via the Trauma Made Simple 
website (Resources). 

Some may be further ahead than others in use of 
such skills in clinical practice, so some clinicians may 
require a deeper investigation on how to use these 
skills personally and teach them to others. Regard-
less of the skills a clinician uses, it is important to 
trauma-inform the language and leave people plenty 
of options for modifying. Reading an exercise out 
of a book, showing a client a video, or even reading 
one of the skills word-for-word from this course will 
generally not be sufficient. If a client expresses that 
something is not working, it could be that they are 
overwhelmed; a general best practice is to modify 
the skill either in length or style. 

In modern clinical work, many of the skills advo-
cated for helping people to ground or widen their 
affective window of tolerance can be described as 
mindfulness practices. Mindfulness is fundamentally 
about remaining in or returning to the here and 
now. Consider that dissociation, by its nature, is the 
antithesis of mindfulness. Forner posits that mind-
fulness is fundamentally about connection (e.g., to 
the self, to the present moment, to others), whereas 
dissociation is ultimately about surviving discon-
nection [44]. If a person dissociates long enough or 
becomes bonded to this state (as proposed in the 
Addiction as Dissociation Model), they can become 
phobic of mindfulness. As with any other phobia, 
the answer is not to avoid teaching mindfulness 
strategies. Rather, clinicians should be cognizant 
of the idea that when mindfulness strategies are 
presented to people who dissociate, they are being 
asked to try something that can feel radical and new. 
Small steps are required to help people become more 
comfortable with being present. 

Trauma- and Dissociation-Informing Practices

Strategies for trauma (and dissociation)-informing 
existing practices are diverse [1]. First, remember that 
eyes can stay open. Many clinicians and approaches 
to therapy or meditation automatically will tell 
people to “close the eyes,” either because they have 
been trained to do this or because closed eyes help 
them to focus more effectively. Consider, however, 
that many people feel claustrophobic or closed in/
trapped when their eyes are locked shut. This can 
promote anxiety. Moreover, closed eyes can be a 
dissociative response that can create a greater sense 
of drift or separation from the task at hand. Any 
exercise can work just as well with the eyes open, 
and for many clients with dissociation, keeping the 
eyes open can create a very necessary dual awareness 
between the room they are in (the present moment) 
and the memories or experiences that they are visit-
ing in their work. 
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Second, time in the exercise is variable. Different 
approaches to clinical work and meditation will 
often write up skills with suggested lengths of time 
spent in each strategy, ranging from 3 to 5 minutes 
up to 25 minutes. Skills on the high end are gener-
ally too long for people who dissociate or who are 
just getting used to working with mindful skills and 
strategies. Clinicians are always empowered to alter 
the length of time that they guide a person through 
an exercise. Even 15 to 30 seconds at first can be 
an accomplishment for a client, and they can always 
build on this progress. 

Next, let people know how long the exercise, particu-
larly the silence, will last. Many people are triggered 
or further activated to dissociate when they are not 
sure how long something will last, especially periods 
of silence. While a goal may be to help people sit 
with silence for longer periods of time, be advised 
that a clinician’s voice can be an anchor in many of 
these exercises. If there will be a period of silence 
in a meditation or skill, preface the exercise with, 
“We will now sit silently for the next 30 seconds.” 

It is also important to clarify any misconceptions or 
misinformation about what mindfulness, medita-
tion, or yoga means. Many people think that these 
strategies are automatic relaxation devices, but in 
reality, their intent is to help people be with what is, 
even if that present moment experience is something 
distressing or upsetting. A solid working definition 
of mindfulness is the practice of returning to the 
present moment or noticing whatever is in the pres-
ent moment without judgment. 

Be open to variations in practice. Some people 
associate mindfulness as purely a sitting meditation 
practice. While this is a popular and potentially very 
beneficial way to work with mindfulness, any activity 
can be a vehicle for practicing mindfulness. Many 
find that walking, engaging in expressive arts prac-
tices, using grounding objects (e.g., rocks, crystals, 
soft blankets), or even activities of daily living (e.g., 
cleaning, cooking) are better avenues, especially at 
first. It is all about the intention and where the cli-
ent is keeping their focus. 

Clinicians are encouraged to have their own mind-
fulness practice. Clinicians who have their own 
practices realize the importance of modifications 
and can draw on this experience in teaching clients. 

“Starter Pack” of Grounding Skills 

The following grounding skills are written in lan-
guage that clinicians might use with clients, with the 
intent to model the principles of trauma-informing 
exercises. The modifications and variations pre-
sented are not exhaustive. Consider what else might 
be coming up as variations that can be used in pre-
senting these skills. 

Basic Grounding and Sensory Scan
Take a look around the space that you are in right 
now. Start naming the different things you see. Be 
as specific as possible. For instance, you might say “I 
see the carpet below my feet. The carpet is blue with 
some bits of brown in the thread. I see the lamp on 
the desk. The base of the lamp is brown glass, and 
the shade is beige.” Keep going for as long as you 
need, until you feel fully present in the space.

If you need, move on to the other senses. What are 
you hearing (or not hearing) in this moment, in this 
space? Observe and describe. What are you smelling? 
What are you tasting? Use your hands and either 
touch your clothes or make contact with the chair or 
the table. Observe and describe the touch sensation.

If you are working with an entire system, feel free 
to ask if all of the parts in a system feel sufficiently 
grounded and “here.” If the answer is no from the 
presenting adult or the person/parts you work with 
primarily, invite those part(s) to engage in the same 
exercise. In using strategies like this, it is recom-
mended you continue to speak to the present adult, 
using only a middleman (Fraser’s term) or speaking 
directly to the parts in question if needed. In the case 
of DID in which there are multiple ANPs/presenting 
adults, the general advice is to work with whoever 
is present with you.
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Mindful Breathing 
In working with complex trauma and dissociation, 
it is important to recognize that breath work may 
be both a trigger and a resource. So, while deeper 
breathing strategies may be appropriate eventually, 
know that starting with basic breath tracking is suf-
ficient.

Pay attention to your normal breathing for 30 sec-
onds to 1 minute. If your mind starts to drift, that 
is okay, just bring the focus back to your breath. 

A whole minute can be a challenge to start. Do not 
worry; start slowly and be gentle with yourself. If 
you can eventually work your breath practice up to 
three minutes, you will find that your breath will be 
there for you to help you calm yourself when you 
need it most. It takes practice. If you need the extra 
help, consider using this classic mantra as a guide, 
saying it to yourself as you breathe: “As I breathe in, 
I know I’m breathing in—as I breathe out, I know 
I’m breathing out.” A simple “in-out” also works. 

Clench and Release
Start with your hands, if they are available to you. 
Clench your fists together and notice your edge. Do 
not hurt yourself. Once you feel you are squeezing as 
tightly as possible, begin to notice your nails make 
contact with your skin. Notice the tension. As you 
do this, bring to mind a person, place, or thing that 
is causing you distress. Hold the clench as long as 
you can, at least 10 to 20 seconds.

When you feel like you no longer want to hold on, 
slowly release the grip of the fists. Feel each finger 
unlock and spread out. Notice the sensation of let-
ting go and how you experience that in your body. 
Take a few breaths of your choice as you notice the 
sensations of release. Repeat as many times as neces-
sary until you are at your desired level of relaxation 
about the stressor.

Optional: You can also choose to take a deep breath 
in with the fist clench and hold it as you clench your 
fists. Release the breath as you release the fists. Only 
do this if you feel comfortable enough holding the 
breath.

Variation: Some people are not able to make fists 
due to body differences or medical conditions (e.g., 
rheumatoid arthritis), or it may not be considered 
culturally appropriate. Any muscle group can be 
tensed and released for this exercise, including the 
shoulder, the stomach, the forearms, the thighs, or 
the feet. 

Mountain Pose/Standing Meditation
In this practice, we will be working with one of 
the core poses of Hatha yoga—mountain pose—to 
explore the idea of standing tall and holding your 
ground, no matter what distress may exists around 
you. You do not need a yoga mat for this practice; 
just use the ground on which you stand. 

Come to the front of your mat or to a place on the 
floor where you feel strong in your stance. Keep 
your feet together. If this puts too much pressure on 
your knees or hips, modify by stepping the feet apart 
slightly (no wider than hip width) while maintaining 
your balance. Press down into your feet and extend 
up through the crown of your head. Keep your eyes 
open and look straight ahead. Bring your hands into 
prayer position in front of your chest. To engage the 
energetic potential of the pose even more, become 
firm through your buttocks and inner thighs and 
drop the tailbone. 

As you inhale, extend your arms straight overhead, 
interlacing your fingers if possible. If this is not avail-
able in your body, keep the arms straight overhead, 
palms facing each other, shoulder distance apart. 
Do your best to keep the arms alongside your ears 
and slightly back.
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Use your breath to help you support the holding of 
the pose. This is not a contest to see how long you 
can hold the pose. Rather, when you first notice that 
you want to come out of it, challenge yourself to use 
your breath and other tools you now have to help you 
sustain the pose. Remember that the purpose of an 
edge is never to strive or push through pain. Always 
honor your body and back off when you need to. 

Reset and try again if possible. The lesson we can 
learn in doing this type of work is of one’s ability to 
practice adaptability by taking a break, resetting the 
breath, and then trying again. 

Variations: You are free to use the wall or a chair for 
support. You can stand up and come up against the 
wall for that extra support. If using a chair, you can 
stand behind the chair and hold on with one hand, 
and do your best to use the other hand and arm for 
the overhead component of the pose. If you are not 
able to stand, feel free to modify the spirit of this 
pose as needed from a sitting position. Press down 
wherever you can in your lower body, and bring the 
upper body into position as you are able.

After engaging in this practice with a system, you can 
also inquire to see if all of the parts in the system 
responded well to this pose or if any struggled. If so, 
explore the source of that struggle and ask, perhaps, 
if there is a resource you can align for working with 
that part when they are standing up. For instance, 
some parts may not like the prayer hands, especially 
if they experienced spiritual or religious trauma. It 
may feel better to keep them at the side. Another 
part may like to envision a bright and healing light 
while they are standing tall. The options are limitless 
if you are willing to get feedback from clients as you 
go and explore options and variations. 

THE THERAPEUTIC ALLIANCE

While the therapeutic alliance is an important fea-
ture of any therapy and in working with any popula-
tion, issues around therapeutic alliance should be 
attended to in a special way when working with the 
spectrum of dissociation. A clinician’s willingness 
to admit that dissociation is real and that a system 
is not manifestation of one’s imagination is a great 
start in building rapport. As always, clinicians should 
be mindful not put their own agendas or projections 
on to a client, even in taking a more normalizing 
approach to dissociation. 

Navigating the particulars of the therapeutic rela-
tionship can be sensitive. For instance, some parts 
in the system may not like a therapist or not be a 
fan of therapy in general. Clinicians are encouraged 
to roll with this resistance and take great care not to 
take any insults personally. Rather, consider what 
that particular part may find distressing and work to 
explore a solution. In doing clinical work, “hearing 
out” a part is generally more beneficial than trying 
to fight it. 

Another potential problem area is a tendency for 
therapists to over-attach to younger or more vul-
nerable parts. There can be a desire for younger 
parts to turn the therapist into a parent figure, and 
this can cause some enmeshment and blurring of 
boundaries. While it is certainly possible to validate 
a client’s or system’s desire to see one as a parent, it 
is important to be clear that you are not their par-
ent. This can feel cruel, but many of clients suffer 
because good boundaries were not modeled for them 
in early childhood. So, clinicians are in a position to 
validate their feelings and also challenge them into 
action, all while modeling and offering instruction 
about healthy boundaries. If this type of relationship 
is developing, ask the client/parts what qualities 
are being exhibited that they may have needed in a 
parent. These qualities can be used when evaluating 
what resources need to be built or worked on for 
younger parts in the system. 
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The following meditation and resourcing strategy 
may prove helpful for you and your clients in this 
process. As always, feel free to adjust and modify if 
needed.

Protector Figures

Protector figure resources may include people (real 
or imagined), spiritual entities, or even fictional char-
acters to whom the client has a special attachment 
can be used. Another adjective may feel better than 
protector, including guardian, nurturer, advocate, 
or healer. Precautions should be taken, especially 
if using people who are still alive or may qualify as 
a mixed resource (i.e., they possess adaptive and 
maladaptive qualities). The exercise is written to go 
slowly and be adapted to the specific person and 
their system. Guided visualization may be used for 
this, as can expressive arts strategies or any strategy 
that works in the system of therapy in which you 
are trained. 

Single Figure
Start by working with just a single figure. Try to stay 
away from real people at first. Think of the spiritual 
realm, fictional characters, or an entity that you cre-
ate using the power of your imagination. You can 
choose if you want to use an adjective to describe this 
figure, like protector figure or sacred figure. Maybe 
a word like cheerleader or nurturer works better for 
the intention that you are setting today. 

Breathe and notice. Does this figure you chose have 
a name? What do they look like? What are they 
wearing? If they have a face, what do you observe 
on their face? Notice what this figure is doing, or 
where they are in relation to you in this meditation. 
Maybe they are literally sitting beside you. Maybe you 
imagine them putting their hands on your shoulders 
in support. Maybe you are engaging in an activity 
with them. Notice whatever you notice.

Then notice the qualities that the figure you have 
selected brings to you. How do they make you feel 
about yourself? What are you noticing in your 
thoughts, your feelings, and your experiences when 
you are in their presence? Is there a certain bodily 
sensation that you may be noticing, the deeper you 
engage or notice this figure of yours? Keep breathing.

To go further, recall a challenging situation that may 
be coming up in your life the next few days or weeks. 
What would it look like, or what would it feel like, if 
you imagined bringing this protector figure with you?

Circle of Figures
After establishing this practice with a single figure, 
you can go further by imagining a circle of sup-
port—people who are spiritual entities or fictional 
entities from whom we have drawn great strength. 
Historical figures and inspirational persons who 
have passed away can also be part of your circle. You 
can also bring people who are in your life right now 
into your circle, as long as they feel like a primarily 
positive resource. Imagine who is surrounding you. 
Who constitutes your circle of support?

Maybe there are only two figures, or maybe there 
are several. Maybe each figure takes on a different 
quality. Perhaps you have a protector figure, a sacred 
figure, a cheerleading figure, and a nurturing figure. 

Notice what you most need in your life today, or in 
your life in general. Who are some figures that you 
can ally with to present you with those qualities? 
Take a moment here to see what comes into focus.

Think of a situation coming up in your life in the 
next few days or the next week that may present a 
particular challenge. When that has come into your 
awareness, notice it. Notice what that would feel 
like, and what that would look like. Next, notice 
your response as you imagine your circle of support 
taking you into this challenge. Keep breathing.
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OPTIONS FOR REPROCESSING  
AND HEALING TRAUMATIC  
ETIOLOGY OF DISSOCIATION

When a client (and their system) experiences an 
adequate sense of preparation to move forward, 
the system can begin heal using any number of 
therapeutic strategies. Before continuing, it can 
be helpful for clinicians to contemplate what they 
consider to be their primary therapeutic orientation 
or orientations. In many cases, professionals can use 
what they have already learned to help people reach 
their established goals by assisting them to process 
or modify how traumatic memories are stored in 
the brain.

For instance, EMDR therapy is appropriate for 
working with dissociation if the clinician offering 
the therapy is well-informed in how dissociation can 
play out in an individual or their system and plans 
their targets and strategies with respect to how the 
system may work. Regardless of the approach used, 
if a block or a resistance shows up in the work, this 
is likely another part trying to have their voice heard, 
either to meet a need or to protect the system. Cli-
nicians should be prepared with protocols in place 
to address these blocks. Seeking consultation from 
someone who practices the specific therapeutic 
approach and is well-skilled in working with disso-
ciation and dissociative parts may be warranted to 
help build skills and confidence. 

Expressive arts therapy, which refers to using any and 
all available creative forms (e.g. dance/movement, 
writing, art, drama, music) in combination, or any 
of the creative arts therapies as singular strategies 
can be a solid adjunct to any strategy available for 
processing or transforming trauma’s impact in the 
brain. In many cases, parts in a system are young in 
terms of chronological age or exist in a state that 

cannot easily be accessed by words or language. 
Drawing or dancing may be a way to access the 
material that needs to be processed. Expressive arts 
strategies can be used in concert other approaches to 
trauma-focused therapy if the clinician has a sense of 
adventure and a willingness to personally try these 
strategies [45]. 

Table 3 provides a list of therapeutic approaches and 
online resources to access additional information. 
All of these approaches have some form of evidence 
base for working with the processing of traumatic 
memories and a protocol for how to best handle 
dissociation. Some of the modalities require more 
training than others, and clinicians who feel unpre-
pared to work with processing traumatic memories 
in a holistic way may consider pursuing additional 
training in one of these modalities. 

In the treatment recommendations provided by 
the ISSTD, no one specific treatment modality is 
endorsed for doing stage 2 work. What is important 
is that clinician and client has a solid therapeutic 
alliance established with good boundaries, and 
that they understand how to work with abreaction 
(when material shifts from the sub-conscious into 
consciousness, with some type of affective release 
typically accompanying it). Working integration will 
help a client and their system be able to put the past 
in its proper place and allow all facets of experience 
to be attended to. With a system involved, this may 
not be an easy task; it should be handled with care 
and attention to the system. The client-driven An 
Infinite Mind organization also does not endorse 
any one modality in the treatment of DID. Instead, 
they emphasize the importance of finding a therapist 
who believes in dissociation and who is willing to 
work with it, while also giving a client/survivor of 
trauma options for care. 
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RESOURCES FOR THERAPEUTIC APPROACHES TO PROCESSING TRAUMA AND RELATED DISSOCIATIONa

Approach Recommended Resource 

Accelerated experiential dynamic psychotherapy (AEDP) https://aedpinstitute.org

Acceptance and commitment therapy (ACT) https://contextualscience.org/act

Art therapy https://arttherapy.org

Body-centered psychotherapy and somatic psychology https://usabp.org

Brainspotting https://brainspotting.com

Cognitive processing therapy https://cptforptsd.com

Coherence therapy http://www.coherencetherapy.org

Dance/movement therapy https://www.adta.org

Developmental needs meeting strategy https://www.dnmsinstitute.com

Dialectical behavior therapy (DBT) https://linehaninstitute.org

Drama therapy https://www.nadta.org

Emotional freedom techniques (EFT) https://www.emofree.com

Energy psychology https://www.energypsych.org

Equine-assisted therapy https://www.eagala.org

Exposure therapy https://www.apa.org/ptsd-guideline/patients-and-families/exposure-therapy

Expressive arts therapy https://www.ieata.org

Eye movement desensitization and reprocessing (EMDR) https://www.emdria.org

Focusing https://focusing.org

Gestalt therapy https://aagt.org

Hakomi mindful somatic psychotherapy https://hakomiinstitute.com

Hypnosis and hypnotherapy https://www.asch.net

Internal family systems therapy (IFS) https://ifs-institute.com

Music therapy https://www.musictherapy.org

Narrative therapy https://narrativetherapycentre.com

Neuro emotional technique (NET) https://www.netmindbody.com

Neurofeedback https://isnr.org

Neuro-linguistic programming (NLP) https://www.neurolinguisticprogramming.com

Play therapy https://www.a4pt.org

Progressive counting (PC) https://www.childtrauma.com/treatment/pc

Psychoanalysis https://apsa.org

Psychomotor therapeutic system https://pbsp.com

The Sanctuary Model https://www.nctsn.org/interventions/sanctuary-model

Sensorimotor psychotherapy https://sensorimotorpsychotherapy.org

Somatic experiencing https://www.somaticexperiencing.com

Trauma-focused cognitive-behavioral therapy (TF-CBT) https://tfcbt.org

Trauma incident reduction (TIR) https://www.tira.org

Trauma Resiliency and Community Resiliency Models https://www.traumaresourceinstitute.com

Yoga therapy https://www.iayt.org
aThis list is not intended to be exhaustive, and other modalities and resources may be appropriate.

Source: Compiled by Author Table 3
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HELPING PEOPLE TO LIVE  
A MORE ADAPTIVE LIFE

An estimated 10% of the adult population is esti-
mated to have a dissociative disorder; the majority 
are living typical lives and making valuable contri-
butions to society [46]. Prevalence rates are higher 
in certain populations (e.g., psychiatric inpatients). 
For the sake of these patients, biases or preconceived 
notions about the impossibility of healing and opti-
mal functioning in people who clinically dissociate 
should be put aside. These clients deserve the best 
available care to address their traumatic memories 
and improve their quality of life. The third stage of 
the three-stage consensus model of trauma treatment 
is generally called reintegration, and its primary 
objective is to assist people to make adjustments 
based on healing gains in therapy, ultimately living 
more adaptive, fulfilling lives. 

How a clinician approaches stage three work with 
individuals who have DID or otherwise dissociate is 
not unlike how one might approach this stage with 
any other client impacted by trauma. One should 
be mindful that this work should be geared toward 
helping the system function as optimally and as 
peacefully as possible. Much of the work that took 
place in the preparation stages has a natural carry 
over to the reintegration phase. A helpful strategy 
can be to have the client and their system do the 
Dissociative Profile exercise at several intervals to 
see if any adjustments may need made. Complet-
ing one after an initial round of some work in stage 
two and also re-evaluating as termination nears is 
recommended.

Another question that arises is whether or not 
people with DID especially will require continued 
treatment or care for the rest of their lives or if ter-
mination is possible. In many ways, DID and other 
dissociative disorders are no different than any other 
major mental health disorders when contemplating 
termination. Some people will need long-term care 

as they adjust to living a more adaptive life aligned 
with their goals and intentions; others will reach a 
place where regular therapeutic care is no longer 
necessary. Like many issues in mental health, a case-
by-case approach should be taken. Pharmacotherapy 
is outside of the scope of this course, but clients with 
dissociative symptoms or DID might be prescribed 
medications under the care of a psychiatrist or 
addiction medicine specialist. If this is the case, as 
a therapist, it is important to have regular contact 
with these providers to assure continuity in care and 
interprofessional collaboration.

According to the International Society for 
the Study of Trauma and Dissociation, 
psychotropic medication is not a primary 
treatment for dissociative processes, 
and specific recommendations for 
pharmacotherapy for most dissociative 

symptoms await systematic research.

(https://www.isst-d.org/wp-content/uploads/2019/02/
GUIDELINES_REVISED2011.pdf. Last accessed  
May 21, 2021.)

Level of Evidence: Consensus Statement/Expert 
Opinion

REFLECTION

Now that you are nearing the end of this course, it 
may be a good idea for you to go back to your original 
Dissociative Profile exercise and re-evaluate. Knowing 
what you know now, after reading and working through 
this course, are there any adjustments that you would 
make? Even if this course has inspired you to take on 
healthier, proactive skills in the area of grounding, 
do there still seem to be some places where you feel 
stuck? Remember that there is no shame, especially as 
a therapist or helping professional, to seek out your 
own care, especially where issues around trauma or 
dissociation are concerned. Not only might this care 
help you to live a more adaptive life, it will likely have a 
positive impact on your efficacy as a therapist, especially 
in navigating complex situations.
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Introduction to Parts Journaling 

Parts journaling is an exercise based on Gestalt prin-
ciples and other time-honored strategies in the field 
of psychotherapy, with an expressive arts twist. Like 
any exercise in this course, clinicians are encouraged 
to personally complete it first, and then consider 
sharing it with clients. 

For this exercise, refer to any artwork or mapping 
that you created for your personal parts exploration. 
The purpose of that exercise was to provide a sense 
of how your system works. In this exercise, the objec-
tive is to further explore how the system interacts. 
Where might some areas of communication need 
to take place? As you examine the artwork you cre-
ated, is there one part, segment, or facet that is most 
jumping out or resonating for you right now? If so, 
notice it and consider this question: If that part 
had a message for me right now, what would it be? 
It is permissible to use the presenting adult/core 
ego state/ANP, if that is what you are noticing the 
most. Take about three to five minutes to free write.

After this initial writing, look at the art work once 
more and notice if there is a second part, segment, 
or facet that is also calling your attention. Follow 
the same steps—notice and ask if that part had a 
message for me right now, what would it be? Again, 
take about three to five minutes to free write.

Now you are encouraged to write a dialogue between 
the two parts, segments, or facets. Take at least three 
to five minutes to let this unfold, although you can 
take longer if you wish. Consider the following 
example:

Adult Jamie (AJ): I’m working on my presentation for 
the EMDR conference.   

9: Oh, boy. You still go to that? 

AJ: Of course. It’s gotten better for me. For all  
of us, I think.

9: What are you teaching on this year?

AJ: Dissociation—about how our mind works.

9: Oh, brother. Do you think we can handle it  
without chewing their heads off?

AJ: I’m hoping we can. Can I get your input first?

9: You really sure you want to hear from me on  
this one?

AJ: Yes, I do.

You can name your parts, segments, or facets what-
ever you wish. (What appears in the example reflects 
how I specifically engage in parts journaling.) As with 
every exercise outlined in this course, it is important 
not to censor yourself—let whatever unfolds happen, 
being open to any surprises or insights. If at any 
point you feel too overwhelmed, you have permis-
sion to stop and go back to one of your grounding 
or other coping skills. You can choose to resume the 
exercise later or leave it. What did you notice about 
yourself, the process, and your own internal world 
as a result of this exercise? 
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Parts journaling can be particularly useful for cli-
ents working with material in the system between 
sessions. There are also many implications for this 
sense of dialogue and communication can be used 
to help one’s systems and internal world live more 
adaptively. When using this exercise with a client, 
it is strongly advised that it is personally completed 
first and that the client do the exercise in the pres-
ence of the clinician the first time it is attempted, 
so they have assistance working through any distress 
or overwhelm they might experience. As always, it 
is vital to use good clinical judgment about assign-
ing this as therapeutic homework between sessions. 
Clients may do very well with this on their own after 
they understand its intention—to give voice to parts 
of the system that may need to speak and to engen-
der a higher degree of communication. Although 
one should begin writing between only two parts 
to start, the voices of other parts can be brought in, 
especially if they have a mediating influence or hold 
an important part of the solution. 

Other expressive arts possibilities (e.g., art, move-
ment) can be integrated into parts journaling work. 
For some people, after they engage in the parts 
journaling, it can feel nourishing and transforma-
tive to make art (even if it is scribbles or doodles) on 
top of the words. With any kind of journaling, it is 
important to let clients know that they do not need 
to keep the writing or leave their words exposed; 
ripping pages or burning them safely are always 
options. Making art on top of the words is another 
option that speaks to this idea of making something 
beautiful out of something potential painful. If work-
ing with movement, consider this variation: If Part 
A’s message could be expressed in a movement or 
a gesture, what would that be? If Part B’s message 
could be expressive in a movement or a gesture, what 
would that be? Then spend a few minutes going back-
and-forth between the movements/gestures and see 
what naturally unfolds. 

CONCLUSION

Dissociation is a natural and normal part of the 
human experience. An inherent mechanism of the 
primitive brain, dissociation allows for needs to be 
met and for protection when one feels especially 
vulnerable. Understanding the intricacies of dis-
sociation is imperative if a therapist or other help-
ing professional wishes to be as trauma-focused as 
possible. Trauma and dissociation go hand-in-hand, 
and this interplay can manifest in ways that are 
clinically puzzling. However, a main theme of this 
course is that understanding one’s own relationship 
with dissociation and internal world of parts is an 
important educational step to working with disso-
ciation effectively. There is a time-honored piece of 
wisdom—we cannot take our clients farther than we 
have personally gone ourselves. A clinician’s willing-
ness to do this work, even if it starts with the three 
experiential exercises that appeared in this course, 
will go a long way. Moreover, clinical consultation, 
or consultation with a trauma survivor who has DID 
or another dissociative disorder, can be valuable. 
As with any pursuit in the helping professions, it 
is important not to let the science over-ride the art. 
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RESOURCES

An Infinite Mind
https://www.aninfinitemind.com

DID Research
https://www.did-research.org

Discovering DID
https://blog.discoveringdid.com

Dissociative Disorders Interview Schedule
https://www.rossinst.com/ddis

Dissociative Experiences Scale-II
http://traumadissociation.com/des

How to Use Fraser’s Dissociative  
Table Technique to Access and Work  
with Emotional Parts of the Personality  
by Kathleen Martin
https://connect.springerpub.com/content/
sgremdr/6/4/179

Harvey Weinstein’s “False Memory”  
Defense and Its Shocking Origin Story  
by Anna Holtzman
https://medium.com/fourth-wave/harvey-
weinsteins-false-memory-defense-and-its-shocking-
origin-story-2b0e4b98d526

Institute for Creative Mindfulness 
Dissociation and Addiction Resources
https://www.instituteforcreativemindfulness.com/
dissociation--addiction-resources 

International Society for the Study  
of Trauma and Dissociation
https://www.isst-d.org

Multidimensional Interview of Dissociation 
(MID)
http://www.mid-assessment.com

Deconstructing the Stigma of Dissociative  
Identity Disorder by Olga Trujillo, JD
https://olgatrujillo.com

Ritual Abuse, Ritual Crime, and Healing
http://ra-info.org

Dissociative Disorders Interview Schedule 
(DSM-5 Version)
https://www.rossinst.com/Downloads/DDIS-
DSM-5.pdf

Trauma and Dissociative Disorders Explained
http://traumadissociation.com

Trauma Made Simple
https://www.traumamadesimple.com 

Guidelines for Treating Dissociative Identity 
Disorder in Adults
https://www.isst-d.org/resources/adult-treatment-
guidelines

Guidelines for the Evaluation and Treatment  
of Dissociative Symptoms in Children and  
Adolescents
https://www.isst-d.org/resources/child-adolescent-
treatment-guidelines
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