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A Case Study: The Integration of Intensive EMDR and 
Ego State Therapy to Treat Comorbid Posttraumatic Stress 

Disorder, Depression, and Anxiety

Farnsworth Lobenstine
Amherst, Massachusetts

Deborah Courtney
Fordham University, New York

This study used a quantitative, single-case study design to examine the effectiveness of the integration 
of intensive eye movement desensitization and reprocessing (EMDR) and ego state therapy for the treat-
ment of an individual diagnosed with comorbid posttraumatic stress disorder (PTSD), major depressive 
disorder (MDD), and generalized anxiety disorder (GAD). The participant received 25.5 hr of treatment in 
a 3-week period, followed with 12 hr of primarily supportive therapy over the next 6-week period. Clinical 
symptoms decreased as evidenced by reduction in scores from baseline to 6-week follow-up on the fol-
lowing scales: Beck Depression Inventory (BDI) from 46 (severe depression) to 15 (mild mood disorder), 
Beck Anxiety Inventory (BAI) from 37 (severe anxiety) to 25 (moderate anxiety), and Impact of Events 
Scale from 50 (severe PTSD symptoms) to 12 (below PTSD cutoff ). Scores showed further reductions 
at 6-month follow-up. Results show the apparent effectiveness of the integration of intensive EMDR and 
ego state work.

Keywords: EMDR; ego state therapy; depression; anxiety; PTSD; evidence-based practice

This article describes the brief, intensive treat-
ment of a college student using a combination 
of eye movement desensitization and repro-

cessing (EMDR) and ego state therapy. Initial assess-
ments indicated that she had posttraumatic stress 
disorder (PTSD), major depressive disorder (MDD), 
and generalized anxiety disorder (GAD), but no for-
mal dissociative diagnosis. Nevertheless, the client’s 
powerful co-conscious ego states had sunk her into 
a vegetative depression, which led to a psychiatric 
hospitalization. The client chose not to stay in the 
hospital. At the beginning of treatment, the client 
was on 200 mg of Zoloft, 12.5 mg of Seroquel, 150 
mg of Lamictal, and 0.5 mg of Ativan as needed. She 
saw her psychiatrist regularly during this treatment. 
After a week of the successful combination of inten-
sive EMDR and ego state therapies, the client was 
able to return to college part-time; and after 3 weeks 
of treatment, the client returned as a full-time stu-
dent. Assessments showed that she no longer met 
the criteria for the disorders at follow-up. At the end 

of treatment, the client was taking only 200 mg of 
Zoloft and 0.5 mg of Ativan for sleep. Her own sum-
mary of the work also illustrated a profound shift in 
how she understood herself.

Eye Movement Desensitization and 
Reprocessing

EMDR therapy was created by Dr. Francine Sha-
piro as an integrated approach for the treatment 
of trauma and other adverse life experiences or 
psychological stressors. It incorporates many mo-
dalities including cognitive behavioral, psychody-
namic, and body- centered therapies and organizes 
them in an eight-phase methodology (Shapiro, 
2001). The eight phases of the EMDR process are 
as follows:

1. History taking and treatment planning (obtaining 
background information, assessing suitability of 
EMDR, identifying potential target memories for 
processing)
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concentrated format can be highly effective in symp-
tom reduction (Abel, 2011; Grey, 2011;  Wesson & 
Gould, 2009). Intensive EMDR, for example, may in-
volve seeing the client 3–5 days a week for 60-, 90-, or 
120-min sessions or for two separate 60-min  sessions 
each day (E. C. Hurley, personal communication, 
July 1, 2011). Such treatment has also been described as 
consecutive day EMDR treatment (Grey, 2011) or con-
centrated EMDR treatment (Abel, 2011). The research 
on this model, albeit limited, supports its efficacy in 
reducing trauma symptoms. Grey (2011) successfully 
treated a woman with comorbid MDD with psychotic 
features and panic disorder with agoraphobia with 
three 90-min sessions per week for 4 weeks. After 
3 months, she maintained subclinical scores on the 
Beck Depression Inventory (BDI)-II and the Beck Anx-
iety Inventory (BAI). Wesson and Gould (2009) treated 
a British medic in Iraq for an acute stress reaction to a 
land mine explosion. He was seen 2 weeks after the 
explosion and treated with the EMDR Recent Events 
Protocol on 4 consecutive days and was then imme-
diately able to return to frontline duties. Treatment 
effects were maintained at 18-month follow-up. The 
promising results of these studies support the need for 
further research on an intensive model of EMDR.

Using EMDR to Treat Posttraumatic  
Stress Disorder

Several randomized clinical trials and meta-analyses 
support the efficacy of EMDR in reducing PTSD symp-
toms (Bisson & Andrew, 2007; Bradley, Greene, Russ, 
Dutra, & Westen, 2005; Davidson & Parker, 2001; 
Hogberg, 2008; Marcus, Marquis, & Sakai, 2004; Max-
field & Hyer, 2002; Seidler & Wagner, 2006; Van der 
Kolk et al., 2007). Neuroscience research also supports 
the efficacy of EMDR. In one study, the brains of 10 peo-
ple with PTSD were assessed before and after EMDR 
treatment. Following EMDR therapy, there was a re-
duced arousal level, a reduced orienting to new stim-
uli, and a significant improvement in PTSD symptoms 
( Lamprecht, Kohnke, Martin, Matzke, & Munte, 2004). 
Most recently, the National Registry of Evidenced-
Based Programs and Practices of the U.S. Department 
of Health and Human Services Substance Abuse and 
Mental Health Administration (EMDR International As-
sociation, 2011) listed EMDR as a treatment for PTSD, 
anxiety, and depressive symptoms along with general 
global mental health function.

Using EMDR to Treat Depression and Anxiety

MDD is diagnosed in 6.1% of the American adult 
population annually, whereas GAD is diagnosed in 

2. Preparation (including preparing clients for EMDR 
and increasing their ability to switch to positive 
affect states)

3. Assessment (accessing specific targets and identify-
ing the components of memories)

4. Desensitization (reprocessing experiences to resolu-
tion with procedures that include bilateral stimulation)

5. Installation (increasing connections to positive 
cognitions and emotional networks)

6. Body scan (bringing awareness to the body and 
processing any residual disturbance)

7. Closure (ensuring stability at the end of and in 
between sessions)

8. Reevaluation (at the subsequent session, revisiting 
the processed memory to see if any residual mate-
rial requires processing; Shapiro, 2001).

Shapiro (2001) also developed the adaptive informa-
tion processing (AIP) model, which is the conceptual 
basis of EMDR.

[T]he model regards most pathologies as derived 
from earlier life experiences that set in motion a 
continued pattern of affect, behavior,  cognitions, 
and consequent identity structures . . . pathology 
is viewed as configured by the impact of earlier 
experiences that are held in the nervous system 
in state-specific form. (pp. 16–17)

She asserts that there is an inherent information 
processing system in the brain, which processes the 
multiple elements of an individual’s experiences in 
an adaptive manner. EMDR’s eight-phase treatment 
methodology is used to access and treat the impact of 
disturbing life events and traumas, whether specific 
or recurring (Shapiro, 2001). It does this by targeting 
those past events, their impact in the present (referred 
to as triggers), and how they may be expected to affect 
the individual in the future. Some form of bilateral 
stimulation, such as back-and-forth eye movements, 
or alternating auditory or physical sensations, helps 
the client maintain present awareness while focus-
ing on a past event, and also stimulates the brain’s in-
formation processing system. After each brief period 
of bilateral stimulation, the client is invited to share 
what has come up, until that memory feels resolved 
or as resolved as possible given the circumstances.

Intensive Eye Movement Desensitization and 
Reprocessing

The typical format for EMDR treatment has been con-
sistent with the traditionally accepted procedure of a 
weekly psychotherapy session. Recent research, how-
ever, suggests that using EMDR in a more  intensive or 
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& Watkins, 1979). According to Watkins and Watkins 
(1997), ego states are defined “as an organized system 
of behavior and experience whose elements are bound 
together by some common principle, and which is 
separated from other such states by a boundary that is 
more or less permeable” (p. 25). Furthermore, because 
of the various ego states within an individual, the cli-
ent can be viewed as a family of the self; as a result, ego 
state therapy involves  individual, group, and family 
therapeutic techniques to resolve the internal conflicts 
among the various ego states.

Three major processes by which an ego state de-
velops have been delineated. The first process is 
through “normal differentiation” where children 
develop healthy ego states with fluid and flexible 
boundaries that help them deal with parents, teach-
ers, and playmates. The second process is through the 
“introjection of significant others,” such as healthy 
or abusive parents. For example, if children introject 
two parents who are often at conflict as ego states, 
they are likely to experience frequent headaches later 
in life because these two introjected ego states may 
be warring internally. The third process is that of dis-
sociation; if children experience severe trauma, they 
may dissociate (Watkins & Watkins, 1997).

Because the client described in this article did not 
meet the criteria for a dissociative disorder, this article 
did not discuss the use of ego state therapy with disso-
ciated parts of self (or alters). However, it is helpful in 
the context of this article to understand a few aspects 
of dissociation. According to the structural theory of 
dissociation of the personality, people who are se-
verely traumatized have an apparently normal part of 
self (ANP) that lives daily life and emotional parts of self 
(EPs) that live in trauma time in the past. People with 
dissociative identity disorder have two or more ANPs. 
Emotional parts have powerful stories to tell that are 
full of vehement emotion that the ANP cannot toler-
ate. Thus, the ANP develops a phobia of traumatic 
memories held by the EPs, whereas some EPs are 
also phobic of other EPs (Van der Hart, Nijenhuis, 
& Steele, 2006). Although Van der Hart et al. (2006) 
reject the term ego state as too limited, their concepts 
clarify some of the issues commonly confronted in 
ego state therapy. In this article, the terms ego states, 
parts, or parts of self will be used interchangeably.

Ego State Therapeutic Techniques

Paulsen’s (2009) extensive work with ego states in-
cludes a technique where the client creates an image 
of a meeting place in the client’s mind where the ego 
state work will be done. The part that wishes to speak, 

approximately 3.1% of the American adult population 
annually (National Institute of Mental Health, 2011). 
Given the prevalence of trauma within the mental 
health population, EMDR would appear to be an ap-
propriate method of addressing the life experiences 
that could contribute to the comorbidity of MDD, 
GAD, and PTSD (e.g., early trauma, attachment dis-
ruptions, and grief). Some preliminary research sup-
ports this assertion and shows that after treatment 
with EMDR, there may be a reduction of fear and 
other anxiety symptoms (Gauvreau & Bouchard, 
2008) and a reduction of depressive symptoms both 
related to grief (Sprang, 2001) and to non–grief- 
specific depression (Bae, Kim, & Park, 2008).

Ego State Therapy

Federn, a colleague of Freud, was the first to use “ego 
state” as a way of clinically describing various parts 
of the personality. “He believed that each ego state 
has its own history, thoughts, feelings, sensations, and 
behaviors, and that each ego state contains personal-
ity energy that interacts with the energies of other 
ego states, somewhat like the members of a family” 
( Phillips, 2000, p. 86).

The two-energy theory derived by Federn consists 
of the ego (perceived as “me”) and the object (per-
ceived as “not me”), each having energy or cathexis 
when they are dominant (Forgash & Knipe, 2008). 
Paulsen (2009) further explains that cathexis refers to 
the investment of emotional energy in a particular 
point of view. More specifically,

Ego-energy or ego-cathexis means that a part 
is executive, which means it would use the first 
person “I” to speak of its point of view. This 
contrasts with object-energy or object-cathexis 
which means that other parts would use the 
third person, he, she, it or they, to refer to parts 
“over there” which are in that moment experi-
enced as “not me” (not in ego). (Paulsen, 2009, 
pp. 244–245)

For example, a student may have a very studious part 
of himself and a wilder and fun-seeking part of him-
self. His grades on a particular exam will be higher if 
the studious part is ego cathected in the days before 
the exam and will be lower if the fun-seeking part is 
ego cathected, which may lead the student to go ski-
ing for the weekend rather than studying.

Watkins extensively developed ego state theory 
and made it a cornerstone of his psychoanalytic hyp-
notherapy, which he initially used to treat World War 
II veterans who had experienced shell shock (Watkins 
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to step back and allow the client, who is no longer a 
child, to make decisions by himself or herself, even 
if he or she may make a mistake, is often a first step. 
A way for the protective part to express concerns, 
rather than take over, is agreed upon. Sometimes, 
protective parts are willing to take on a very different 
or even opposite role in the present.

In the treatment described in this case study, a nego-
tiation with the client’s powerful protector—what she 
termed the perfectionist part of self—was the essential 
first step to making change possible. The perfection-
ist part of self was intolerant of the client’s emotional 
life and of her romantic relationships. (In structural 
language, it was phobic of some of the client’s other 
EPs.) This had to be addressed for the client to accept 
all of herself and to be less internally embroiled.

Some writers emphasize the idea that underneath 
the costume of the often fearsome honcho is a fright-
ened young child ego state that was forced to take on 
that protective role (Paulsen, 2009; Schmidt, 2006). 
Thus, after the honcho’s power is acknowledged, 
that protective part is sometimes willing to take off 
the costume or mask and access the child ego state 
to meet early needs. That step was not used in this 
treatment.

Ego states may be defined by a particular age or by 
a function or trait. In this treatment, there were five 
parts of self: a 7-year-old, an adolescent, a perfection-
ist, an academic, and a nurturing mother, all of which 
were known by and readily accessible to the client. 
This previous accessibility made the work more effi-
cient. Often in ego state therapy, protective parts are 
difficult to access, whereas child and adolescent parts 
come forward readily because they are eager to be 
heard and have their needs met. Protective parts may 
remain obscure and inaccessible because the client’s 
ANP cannot tolerate acknowledging these protective 
EPs (Gonzalez & Mosquera, 2012). The practitioner 
has witnessed this in sessions with other nondissocia-
tively disordered clients.

Integration of Ego State Therapy 
With EMDR

The standard EMDR protocol (Shapiro, 2001) works 
with remarkable proficiency for many clients and on 
many issues. When clients are temporarily stuck in 
a child memory involving self-blame, for example, it 
is often sufficient to ask the client a standard cogni-
tive interweave such as “if this were your child, what 
would you want her to know?” (Shapiro, 2001, p. 264).

However, when clients have a known or undiag-
nosed dissociative disorder, the EMDR protocol may 

or with whom the therapist would like to speak, is 
asked to look through the eyes of the client. The part 
that is looking through the eyes has ego cathexis. The 
other parts have object cathexis and may be referred 
to in the third person (Paulsen, 2009).

A more common way of working with ego states, 
and the one that was used in this treatment, is the 
Dissociative Table Technique developed by Fraser 
(1991, 2003). For a more detailed description of this 
technique, see Martin (2012). Forgash calls this a 
workplace (Forgash, 2004, 2005; Forgash & Knipe, 
2008), whereas others call it a meeting place procedure 
(Gonzalez & Mosquera, 2012). It is also commonly 
called the conference room technique in which the 
therapist uses guided imagery to bring the client to 
a room with a conference table (Paulsen, 2009). The 
client’s ego states (or those parts relevant to a par-
ticular issue) are then invited in the client’s mind to 
come into the room and join the client at the table. 
A conversation ensues, which may involve mapping 
the internal system, negotiations with parts that are 
currently impinging on the client’s well-being, meet-
ing the needs of younger parts of self, and other work 
specific to a given client.

Although it is understandable to want to work with, 
protect, and try to rescue an abused child part, it is es-
sential in ego state therapy to first honor and work with 
powerful protective ego states (Paulsen, 2009). These 
powerful parts originally served a protective purpose 
in childhood or adolescence, but in adulthood often 
lead the client to behave in self-destructive behaviors 
or in ways that prevent optimal growth. These pro-
tector parts are often introjects of abusive parents, 
other role models, or perpetrators. Paulsen (2009) calls 
them “honchos.” In Internal Family Systems language, 
they may be “managers” or “firefighters” (Schwartz, 
1995). The therapist acknowledges their many years 
of hard work that was initially helpful in some ways 
in childhood. Parts of self “typically seek to protect 
their existence and roles, even if those are counter-
productive,” so change involves strategic negotiations 
(Forgash, 2005, p. 6). Ego state therapy, like all thera-
py, is rooted in the belief that change is possible. And 
as parts of self change, accept new roles, and/or are 
brought into present awareness, the client’s progress is 
often dramatically enhanced.

The therapist carefully explains to the client that 
parts cannot be extinguished, even ones that the cli-
ent may hate. Then the therapist helps educate a 
protective part about how it is now unintentionally 
sabotaging the adult client’s ability to grow and thrive 
in the present (Forgash, 2005; Forgash & Knipe, 2008; 
Paulsen, 2009). Negotiating with the protective part 

Copyright © Springer Publishing Company, LLC



Journal of EMDR Practice and Research, Volume 7, Number 2, 2013 69
EMDR and Ego State Therapy

work can help the client achieve characterological 
trait change, a treatment goal of EMDR.

Fifth, initiating ego state therapy early in treatment, 
such as through the conference room, allows for a 
much more comprehensive understanding of the core 
issues and competing internal points of view, which 
can significantly reduce the length of EMDR treat-
ment. Sixth, ego state therapy may decrease  internal 
conflict and increase internal communication. This 
practitioner has worked with several nondissociative 
clients who report, “There’s a committee in my head 
and they’re always arguing.” Combining ego state 
therapy with EMDR has been very helpful in quieting 
down those internal arguments.

Seventh, nondissociative clients may often have a 
“whiny” child part or a “scary” adolescent part and 
so forth. Often, a single session of conference room 
work, using a technique such as loving eyes, will 
enable clients to develop compassion and understand-
ing for such parts (Knipe, 2008). Follow-up work with 
those parts has allowed their needs to be met, en-
abling these ego states to become happier child parts 
or to merge with the adult client. The adult client 
may then notice an increase in playfulness or energy.

However, it is also important to note that there are 
some potential limitations to consider when integrat-
ing these two modalities. For instance, it may prolong 
the treatment if there is no need for ego state treat-
ment. Some clients cannot acknowledge the idea of 
parts of themselves and so will not be open to it.

The integration of EMDR and ego state therapy is 
often indicated for work with clients with childhood 
trauma and/or neglect or those who have complex 
PTSD; it is considered essential for clients with dis-
sociative disorders (Forgash & Knipe, 2008; Paulsen, 
2009; Twombly, 2005). On the other hand, it may be 
less useful for work with clients who do not have a 
history of trauma.

A resolution of the seven issues discussed earlier of-
ten comes through integrating ego state therapy with 
the EMDR process, as will be shown. For example, 
a client having an overwhelming abreaction may no 
longer have access to dual attention awareness or his 
or her AIP capacity. This may only resolve by speaking 
directly and actively with that child ego state, provid-
ing information that the child ego state does not know 
in that moment—that the abuse is over, that the child 
part grew up to be an adult (perhaps with children of 
her own), and that the child part is safe in the present 
space at the present time.

Several strategies can be used when integrating 
ego state therapy with EMDR to facilitate safety for 
the client and for the ego state(s) being worked with. 

not be sufficient and can actually be destabilizing if 
parts get triggered in ways that are difficult to contain 
with typical resource development or self-soothing 
techniques (Paulsen, 2009). Bilateral stimulation 
can break through dissociative barriers (Paulsen, 
2009; Twombly, 2005). For instance, when a client 
has a known or undiagnosed dissociative disorder, 
EMDR processing may bring forth an ego state or 
alter that is not oriented to the present and whose 
violence or terror the client cannot contain. The re-
sultant destabilization could lead to hospitalization 
(Paulsen, 2009). This illustrates the need for an en-
hanced dialogue about integrating ego state work 
with EMDR. See Appendix B in Shapiro’s 2001 text 
for recommended guidelines for EMDR’s use in the 
dissociative disorders (Shapiro, 2001).

It can be beneficial, and sometimes necessary, to 
use ego state therapy even when there is not a formal 
dissociative disorder. There are several reasons for 
this. First, PTSD itself is defined by dissociative aspects 
of reexperiencing the past in the present, including 
avoidance of stimuli, generalized numbing, and in-
creased arousal (American Psychiatric Association, 
2000). If ego states hold these memories and/or physi-
ological processes, ego state therapy may become 
essential to full resolution of the traumatic memories. 
Second, clients with complex PTSD may experience 
blocked processing that does not resolve with standard 
EMDR interventions, such as a change in the length or 
direction of eye movements or a cognitive interweave 
(Shapiro, 2001). Blocked processing may include loop-
ing, a failure for subjective units of distress (SUD) level 
to drop to 0 (or to an ecologically acceptable level), 
or for the validity of cognition (VOC) of the positive 
cognition to rise to 7 (Shapiro, 2001). A potential cause 
of blocked processing can be ego states that are not 
ready for EMDR or protective parts that have not been 
consulted and have not agreed to allow the EMDR 
processing to occur (Forgash & Knipe, 2008; Paulsen, 
2009).

Third, blocked processing may also include very 
strong abreactions, such as a reexperiencing of ter-
ror, in which the client becomes “lost” in a childhood 
trauma making it difficult to maintain dual awareness 
because an adult state living in present reality is not ac-
cessible to either the client or the therapist. Thus, the 
client cannot access his natural AIP capacity. Fourth, 
ego state therapy can take the work to a much deeper 
level. For instance, clients may process their targets 
to an SUD level of 0 and a VOC of 7, yet the present-
ing problem—such as the lack of a felt sense of safety, 
low self-esteem, fear of emotional or sexual intimacy, 
or anxiety—hardly shifts. The integration of ego state 
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integrated throughout. The 25.5 hr of integrated 
EMDR and ego state therapy treatment were provided 
over 3 weeks. In Phase 1 (history taking and treatment 
planning), an updated history was taken, with attention 
given to how dysfunctional ego states were currently 
affecting her. In Phase 2 (preparation), grounding tech-
niques were reviewed to prepare the client for EMDR 
treatment. Phase 2 also involved meeting ego state 
parts to establish communication and negotiate new 
roles for them that would allow the client to heal, also 
assuring that each part had a safe place or grounding 
technique to access. In Phase 3 (assessment), the client’s 
negative cognitions were assessed and connections 
were made to her different ego states. During Phase 4 
(desensitization), crucial interweaves and interventions 
in relation to her parts were employed. The integration 
of intensive EMDR and ego state therapy continued to 
be used during all EMDR phases, as will be shown in 
the following texts.

In Week 1, there were six sessions for 60, 90, or 
120 min in length that totaled 9.0 hr. In Week 2, there 
were five sessions, four of which were 120 min and 
one was 60 min, totaling 9.0 hr. In Week 3, there 
were five sessions of 60, 90, or 120 min totaling 7.5 hr. 
Lateral eye movements were the primary form of 
bilateral stimulation during EMDR Phases 4 and 5 
(processing and installation), although tactile stimula-
tion was sometimes used instead.

Pretreatment Assessment

An interview grounded in the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth Edition, Text 
Revision (DSM-IV-TR) diagnostic assessment pro-
cedures revealed that the client met the diagnostic 
criteria for PTSD, MDD, and GAD. The practitioner 
administered five quantitative assessment instru-
ments: the BDI (Beck, Ward, & Mendelson, 1961), the 
BAI (Steer & Beck, 1997), the Impact of Events Scale 
(Weiss & Marmar, 1997) as a measure of PTSD symp-
toms, the Schwartz Outcome Scale (Blais et al., 1999) 
as a measure of self-satisfaction and confidence, and 
the  Dissociative Experiences Scale (DES; Carlson & 
Putnam, 1993) as a measure of dissociation. The cli-
ent’s negative cognitions were also assessed (Shapiro, 
2001). The practitioner relied on the clinical interview 
as well as the definitions provided by the aforemen-
tioned scales for the diagnoses.

At baseline, the client’s BDI (Beck et al., 1961) 
score was 46, which is considered “severe.” Her BAI 
(Steer & Beck, 1997) was 37, which falls in the “severe 
range.” The Impact of Events Scale (Weiss & Marmar, 
1997) indicated “severe PTSD,” with a score of 50: 12 

These include Knipe’s (2002, 2010) Back of the Head 
Scale and Constant Installation of Present Orientation 
and Safety (CIPOS) and loving eyes procedure (Knipe, 
2008). Other strategies include creating a home 
base where the ego states remain between sessions 
(Forgash, 2010; Forgash & Knipe, 2008), orientation to 
present reality (Forgash, 2005), and Twombly’s (2005) 
picture in a picture technique where the client goes 
back and forth between his or her safe or calm place 
and the traumatic memory. In addition, although 
the safe or calm place may provide adequate safety 
for the adult part, the young ego states may need fur-
ther comfort or security measures such as a blanket, 
playroom, and so forth. It can be useful to have an 
affect dial or dimmer switch in the workspace so that 
the level of disturbance during processing is carefully 
monitored (Paulsen, 2009). Finally, in setting up tar-
gets, Forgash (2005) explains, “Each ego state may 
require a separate VOC, SUD, NC, and PC . . . length 
of sets and type of stimuli are also selected by con-
sensus, both between therapist and client and among 
the ego states” (p. 19). Although these strategies will 
not be described in  detail here, it is recommended 
that clinicians interested in learning more about these 
techniques consult the respective sources.

The Present Case Study

Design

This study used a quantitative single-case study design 
to examine the efficacy of the integration of intensive 
EMDR treatment and ego state therapy with a client 
who met the criteria in the Diagnostic and Statistical 
Manual of Mental Disorder, Fourth Edition (DSM-IV) 
for the following diagnoses: PTSD, MDD, and GAD 
(American Psychiatric Association, 2000).

Participant

Throughout this study, the client’s confidentiality was 
maintained and ethical procedures were followed for 
her protection. The client was a single, 21-year-old, 
White college student attending a major university in 
the Northeast. The first author (FL), herein referred to 
as “the practitioner,” had treated her for a year during 
high school and now agreed to treat her intensively 
with EMDR and ego state therapy for symptoms of 
PTSD, depression, and anxiety as an alternative to a 
recommended hospitalization.

Treatment

This intensive treatment followed Shapiro’s eight-
phase EMDR standard protocol, with ego state work 
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heightened conflict prematurely interrupted her 
grieving, as she withdrew to defend herself.

As a young child, the client experienced being 
left alone much of the time, with few memories of 
spending time with her parents. She reported feeling 
“unseen, unheard, and blamed.” During this course 
of treatment, the client had supportive conversations 
with her father who corroborated much of her child-
hood and adolescent experiences.

At the time of this clinical treatment, the client 
presented with profound depression because of rela-
tional, academic, and familial pressures and her ego 
states’ responses to those pressures. The intensity of 
the depression confined her to her dorm room for 10 
days. Her therapist recommended voluntary hospi-
talization to treat her “vegetative depression,” so she 
took a medical leave from the university. Once at the 
hospital, the client’s perfectionist ego state pushed 
the client hard “to get out of here.” The client found 
this internal pressure empowering at a time when she 
had been quite helpless. The client was able to recon-
nect with the practitioner who proposed an intensive 
level of work that might enable her to complete her 
semester. The client’s short-term goals for treatment 
were to significantly decrease her symptoms to be 
able to complete her semester’s coursework. The cli-
ent’s long-term goals were to feel proud of herself, to 
put less pressure on herself about her studies and her 
relationships, and to no longer feel burdened by an 
unrelenting sense of responsibility for others.

Case Conceptualization

The practitioner viewed the client’s symptoms as 
related to traumatic familial experiences. He thought 
that her difficulty in forming attachments and her 
struggles to acknowledge her needs in intimate 
relationships, which she reported in Phase 1, and the 
development of her self-critical personality stemmed 
from her complex family history. The practitioner 
used the theoretical underpinnings of the AIP model to 
conceptualize the case and understand the client’s pre-
senting symptoms. The client’s symptoms manifested 
in cognitive themes about a sense of worthlessness and 
a sense of responsibility. The negative cognitions that 
this treatment focused on were “I must be perfect” in 
relation to her sister, “I am a failure” in relation to aca-
demic work, and “I am a bad person” in relation to her 
mother.

When working with long-standing relational 
trauma, it is often necessary to expand Phase 2 (prep-
aration) to develop stronger internal resources. The 
client was easily able to access her calm place as well as 

on the avoidance scale, 20 on the intrusion scale, and 
18 on the hyperarousal scale. The Schwartz Outcome 
Scale is an assessment of perceived satisfaction with 
life (Blais et al., 1999); the client had a total score of 
only 8 out of a possible 60. Finally, her score of 15 on 
the DES (Carlson & Putnam, 1993) did not indicate a 
dissociative disorder.

On the EMDR Negative Cognition Checklist 
(Shapiro, 2001), which lists 37 of the most commonly 
held negative cognitions such as “I am not safe” or “It is 
my fault,” the client checked a remarkably high 27 of 37 
statements as true for her. Negative self-beliefs may be 
strongly connected to particular parts of self. The depth 
of what she described as her “self-hatred,” evidenced 
by the very large number of negative beliefs about her-
self, contributed to the practitioner’s conceptualization 
of the case, and determination that ego state therapy 
would be helpful, despite the absence of a dissociative 
disorder.

Ego State Assessment

The client was fully aware of several ego states, and 
she understood during this treatment that these had 
caused her hospitalization and/or prevented healing. 
It became evident almost immediately to the practi-
tioner that intensive EMDR would yield only small 
gains if treatment did not address these parts of self 
and their related needs and concerns. The most pow-
erful of these ego states was the perfectionist, which 
had an unremitting focus on superior achievement 
both in academics and in outside activities to the 
exclusion of all emotions. Other ego states, as men-
tioned, included a 7-year-old state, which was focused 
on a core traumatic memory. Guided imagery work, 
as will be shown later, in which the 7-year-old ego 
state was healed by a nurturing mother ego state part 
in a sacred space, produced a fundamental resolution 
of the client’s self-hatred. Treatment also included 
negotiations with the perfectionist ego state and the 
academic ego state about completing the semester’s 
work over the summer.

Client History and Presenting Problems

The client was the youngest of three daughters, born 
to middle class White parents. The first was 5 years 
older than the client and was born with severe neuro-
logical impairments, requiring intensive care. When 
the client was 8 years old, her eldest sister died. The 
client explained that she had been very close to this 
sister and the sudden loss was devastating for her. 
She also experienced more criticism from, and more 
conflict with, her mother. The client stated that this 
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place in this treatment. The practitioner would guide 
the client down a set of stairs to her great room. Once 
there, the practitioner would ask the client to invite 
the ego state(s) relevant to a particular issue to come 
into the room. The practitioner would then speak 
with the part(s) through the client.

Because the client believed that the perfectionist 
ego state’s demands had led to her hospitalization, 
the first such meeting was with the perfectionist. 
The practitioner acknowledged its concerns and got 
this ego state to recognize that its unbending insis-
tence on relentless academic achievement had landed 
the client in a psychiatric hospital. It then agreed to 
step back considerably and make room for change. 
This was the essential precondition of much of the 
progress that the client experienced in this intensive 
EMDR course of treatment. The practitioner used the 
conference room technique several times during the 
course of treatment, primarily to negotiate with the 
perfectionist and the academic ego states.

The first two EMDR memories that were targeted 
related to the client’s eldest sister who was severely 
handicapped. The first, a vivid image at the age of 
6 years of how she could do so many things her sister 
could not do made her want to use all of her capa-
bilities to excel as a way of honoring her sister. The 
client’s trait of perfectionism, she thus realized, had 
much earlier roots than she had ever recognized. 
Here, the client began to understand that it was only 
because of her “open heart” that she was able to be so 
close to her sister and to be a deeply loving presence 
in her life. The client was shocked to learn that these 
loving emotions were in fact the source of her wish 
to excel. She had always believed, because of the self-
critical perfectionist ego state, that emotions were her 
nemesis. This false perception had created such a pro-
found inner conflict that the client worked on this first 
memory of the 6-year-old’s experience for 6 hr in the 
first week of therapy. This work ended with the client 
imagining a much better life in the future by keeping 
her open-hearted relationship with her sister in mind, 
a clear example of future template work (Shapiro, 
2001). A paradigm shift was beginning to settle in.

The client targeted her “life of self-hatred” through 
a second, later memory around her sister. During 
EMDR reprocessing, the client realized that her sister 
had been “extraordinary” despite her handicaps be-
cause she had had the constant attention of their two 
parents and a team of caregivers. Through AIP, the cli-
ent developed a new positive cognition about the child 
she was: “I deserved help and I wasn’t a bad person if 
I needed help, even if I needed more help than some 
other people.” It appeared that after this second target, 

her container in which to put away disturbing images 
and memories, which she had established during her 
initial work with the practitioner 3 years earlier, and 
further resourcing appeared unnecessary.

As was explained earlier, it is often very useful to 
use ego state therapy within the EMDR protocol to 
meet the competing needs of a client’s ego states, 
parts, or alters that are preventing change or caus-
ing self-harming behaviors (Forgash, 2005; Forgash 
& Knipe, 2008; Gonzalez & Mosquera, 2012; Knipe, 
2008, 2009; Paulsen, 2009; Twombly, 2005; Twombly 
& Schwartz, 2008). The practitioner hypothesized 
that as the client reprocessed her traumatic experienc-
es, integration of these experiences and of her parts 
would occur and her symptoms would reduce, allow-
ing for better functioning and improved well-being.

Course of Treatment

Week 1: Preparation and Her Sister. At the begin-
ning of the first week of treatment, treatment focus 
was the first three phases of EMDR along with iden-
tifying problem-causing ego states. In Phase 1, the 
client’s history was updated. In Phase 2, the client 
recreated her container and calm place, and created 
a new calm place combined with the light stream—
a guided imagery technique that can relieve tension 
and create an internal state of calm (Shapiro, 2001).

In Phase 3, the client identified many negative cog-
nitions and then labeled each one as being rooted in 
her experience of her eldest sister, and/or her mother, 
and/or school. Following the AIP model, the earli-
est relevant memory of her eldest sister and of her 
 mother were targeted first. The negative cognition 
“I have to be perfect” was used for both memories 
related to her sister in Week 1.

The client had five co-conscious ego states. As men-
tioned earlier, she had a perfectionist, an academic, a 
7-year-old child, an adolescent, and a nurturing mother 
part of self. The ego state that had the greatest im-
pact on her daily life was her highly self-critical voice, 
which she called the perfectionist. The perfectionist 
demanded an unremitting focus on achievement both 
in academics and in outside activities to the exclusion 
of all emotions. The perfectionist was especially angry 
when the client was in turmoil about a boyfriend. The 
client believed that the perfectionist ego state’s insis-
tent demands on her had caused her hospitalization.

During therapeutic work with the Dissociative 
Table Technique, the client imagined a great room 
with a big table and chairs as well as a comfortable 
living room. This, then, was her conference room and 
it was a primary place where ego state therapy took 
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believing as a child: “Everything I did was bad, but I 
didn’t know how to stop being me.”

There was a part of her that did not believe those 
thoughts even as a child. “I constantly struggled be-
tween being very angry with my mother for abusing 
me and angry with myself for being so flawed,” she 
told the practitioner. “This internal conflict caused 
such anxiety that it was in some ways worse than my 
mother’s endless blaming of me.” During the pro-
cessing of the first memory of being in the therapist’s 
office, the client experienced herself as the frightened 
7-year-old ego state. Extensive cognitive interweaves 
enabled her to develop greater distance from the 
power of the memory. The next day, the client’s pro-
cessing went back and forth between the experience 
of the 7-year-old ego state with that therapist and 
several experiences in high school, especially a con-
frontation with her parents “about how rageful and 
emotional I was.” The client spontaneously ended 
the second week by imagining breaking into the child 
therapist’s office as a 21-year-old and dramatically res-
cuing the 7-year-old ego state.

The third week of intensive therapy continued with 
the original target in the child therapist’s office. The 
client felt like the 7-year-old again, wondering “why 
am I so terrible? I don’t want to be a bad person. I hate 
myself so much.” When the practitioner noted that 
these thoughts as a 7-year-old might have been the 
very beginning of her self-hatred, the client replied, 
this is “the strongest feeling and belief of all.” The cli-
ent then sobbed uncontrollably, visibly overwhelmed 
and shaken. She was unable to continue EMDR Phase 
4 (processing). Because the practitioner experienced 
both the client and the 7-year-old ego state to be very 
distressed, simply using the safe/calm place seemed 
inadequate. Hence, the practitioner chose to shift to 
a more powerful form of guided imagery, leading the 
client and the 7-year-old ego state from her calm place 
to a sacred place in which the 7-year-old part was 
healed by a nurturing mother part of the client. This 
reengaged the client’s access to AIP, and the EMDR 
processing of this target was successfully concluded. 
The client experienced a dramatic shift, understand-
ing, for the very first time, that she had never done 
anything fundamentally wrong. The client’s SUD was 
0 and her positive cognition, “I deserve love not be-
cause of hard work but because I am human,” was 7.

The client then targeted the second memory with 
her mother, which occurred at the age of 15 years. 
The client had been distraught about a big argument 
with her best friend. She was shaking with rage. Her 
mother entered and escalated the situation dramati-
cally, ridiculing her for being so upset. “I could not 

the client was beginning to integrate many of her 
early experiences related to her sister and the family’s 
complex dynamics into a new, more positive under-
standing of herself. She was thus able to acknowledge 
the positive cognition above in the present tense.

Week 2: College Work. The second week of treat-
ment began with a reevaluation (Phase 8) of the tar-
gets around her sister. There were no longer any 
negative irrational beliefs but rather an appropriate 
sense of loss. Because the client was already transi-
tioning back to classes 1 day a week, the work shifted 
to target present triggers for reintegrating herself into 
school. The client’s core negative cognition was, “I 
am not the person I thought I was. I am a failure.” 
With the perfectionist’s concurrence obtained in the 
conference room, the first 3 days significantly cleared 
away the blocks to getting her academic work done. 
Not surprisingly, because she hadn’t attended classes 
for nearly 3 weeks, going back to classes was very 
difficult. On the second day of Week 2, after a par-
ticularly difficult time with classes, the client was very 
overwhelmed (“I’m in a big gray bag with no exit,” 
she declared). Somatic interweaves—pushing against 
the practitioner with micromovements as she said, 
“Get off of me, depression . . . this is my life. I am 
going to live it . . . I want my life back”—proved to be 
a very powerful way to turn her helplessness around. 
The client was then able to evoke her eldest sister’s 
presence again in response to a cognitive interweave 
from the practitioner (“If your sister were here in this 
moment, what would she tell you?”). The client real-
ized, “She is telling me that if I love myself, even if I 
screw up, I can still do something and love myself and 
keep going.” Although often challenged, the client 
continued to have increasing success at school from 
Week 2 forward.

Weeks 2 and 3: Her Mother. In the last 2 days of the 
second week and during the third and final week of 
intensive EMDR and ego state therapy, the client re-
ported she was doing reasonably well commuting one 
day to classes, and that she was ready to target what 
she had experienced as her mother’s emotionally 
abusive relationship. The negative cognition, “I am a 
bad person,” was used for both memories processed 
 related to her mother.

The client began with a vivid image of being 
brought as a 7-year-old by her mother to a child thera-
pist; the treatment focused on the young client’s rage 
issues. The client experienced her therapist and her 
mother as ridiculing her for loving her cat, which she 
felt was her only source of unconditional love. In her 
processing, the client repeated what she remembered 
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to a sacred place where she was healed by a nurtur-
ing mother part of herself, it was agreed that the  client 
would take the lonely part of herself to this same sa-
cred place through guided imagery. This created an-
other significant shift for the client.

The work ended when the client flew west to a 
summer internship. She was in a profoundly health-
ier place than when we began. Over the 6 weeks of 
follow-up treatment, her understanding of herself 
had changed significantly. And under the close su-
pervision of her psychiatrist, before she left for her 
internship, she was now completely off Lamictal and 
Seroquel, only taking 200 mg of Zoloft plus 0.5 mg of 
Ativan for sleep.

Summary of the Work

The previous description of the intensive therapeutic 
work illustrates how the phases of EMDR were used, 
and how ego state therapy was integrated throughout 
these various phases. This successful integration of 
EMDR and ego state therapy resulted in the full re-
processing of each of the targeted memories, with the 
level of disturbance reduced to 0 and the VOC rising 
to 7. The practitioner’s negotiations in the conference 
room with the client’s perfectionist and academic ego 
states successfully modified their self-critical influence 
so that continued academic, social, and emotional 
well-being was much more likely. The ego state ther-
apy with the 7-year-old and lonely part of self led to 
profound shifts in the client’s self-acceptance.

Results

Psychometric Measures

In the first week of treatment, after 9 hr of EMDR, 
the client’s score on the Impact of Events Scale had 
dropped from 50 to 27 (Figure 1). This indicated that 
her PTSD symptoms were now in the moderate range, 
whereas her score on the Schwartz Outcome Scale 
had doubled from 8 to 15, indicating greater self-sat-
isfaction and confidence (Figure 2). Midway through 
the second week, after 14 hr of EMDR treatment, the 
client’s score on the BDI dropped from 46 to 24, indi-
cating a moderate level of depression ( Figure 3). Early 
in the third week, after 22 hr of EMDR treatment, the 
client’s score on the Impact of Events Scale had fur-
ther dropped to 12 (see Figure 1). Each of these mea-
sureable changes indicates that the client had a major 
reduction in symptoms. At that point, the client also 
endorsed only 8 out of the 37 negative cognitions, sig-
nificantly reduced from her initial endorsement of 27. 
Furthermore, all 8 negative cognitions that the client 

hate myself anymore than I did at that moment,” 
the client reported. This target image had frozen her 
in terror; she was visibly pale. This was a memory 
the client and practitioner had targeted with EMDR 
3 years earlier, and yet it overwhelmed her now; she 
experienced it viscerally as the adolescent ego state. 
It was necessary to ground her repeatedly for the 
target memory to be clear, so the practitioner used 
Twombly’s (2005) picture in a picture technique (see 
the original source for more details on how to use this 
technique). This repeated process of titration enabled 
her to fully process the target. By the end of the ses-
sion, the client’s fear and self-hatred were gone, her 
righteous anger was high, and her positive cognition 
(“I am a stable, moral person”) felt completely true 
(a VOC of 7).

In the following session, the client realized that 
her guilt and sadness about her mother had been the 
major cause of her vegetative depression. After pro-
cessing these two memories at ages 7 and 15 years, 
and working with the corresponding ego states, she 
said, “There is no longer any guilty thought that I 
should do something [in the present] to take care of 
her.” The third week of intensive EMDR ended with 
a conference room discussion with two ego states, 
the perfectionist and the academic. The practitioner 
got each to support her goals of returning to college, 
functioning effectively and completing her semes-
ter’s work. After 3 weeks of intensive therapy, she 
returned to living on campus and attending classes 
full time. She came home each weekend on Friday, 
which enabled the practitioner to continue sup-
portive therapy for 6 more weeks until she left for a 
summer job.

Weeks 4 Through 9: Adjusting to Being a Full-Time 
Student and Further Ego State Therapy. The practitio-
ner continued to treat the client for 2 hr a week for 
6 more weeks while she was back at the university full 
time. She commuted home for long weekends. Half of 
the work addressed her many challenges catching up 
with an intensive academic load. The client also came 
face-to-face with her profound challenges in her rela-
tionships with men because two men “who I shouldn’t 
touch with a 10-foot pole” pursued her. She became 
mistrustful of everyone and felt hypervigilant. In the 
conference room, there were several conversations 
with a newly encountered lonely part, the perfection-
ist and the academic. The client became aware that the 
lonely part, who “looked 16,” had  actually been a part 
of the client’s life since early childhood when she had 
first experienced the absence of a mother  figure. Be-
cause of the earlier success taking the 7-year-old part 
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25 (described as “moderately, it wasn’t pleasant at 
times”; Figure 4). Similarly, her score on the BDI had 
dropped to 15, indicating only a mild mood disorder 
(Figure 3). Ultimately, at the Week 4 reassessment, 
following the intensive 3-week treatment, the psy-
chometric instruments indicated that the client no 
longer had any significant symptoms of PTSD, no 
longer met the criteria for MDD, and her GAD had 

held to be true related only to being behind in school-
work, further evidence of her profound shift.

In the fourth week, the client’s Schwartz Outcome 
Scale rose to 25 (see Figure 2), triple the original score. 
Because the BAI addresses “the past month,” 33 days 
after the client had begun the intensive treatment, 
it was readministered. Her score had dropped from  
37 (described as “severely, it bothered me a lot”) to  

FIGURE 1. Scores on the Impact of Events Scale-Revised.
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FIGURE 2. Scores on the Schwartz Outcome Scale.
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While home for a visit 6 months after her intensive 
treatment, the client met with the practitioner for a 
follow-up. During this meeting, the client’s score on 
the BDI score was 4 (0–10 is considered “normal ups 
and downs”) and her score on the BAI was 1 (1–21 
indicates “very low anxiety”). The client’s score on 

decreased from severe to a moderate level. She also 
reported many fewer negative beliefs about herself 
and expressed greater self-satisfaction and confidence 
(see Figures 1–4). There were no further changes in 
her psychometric scores during the 6 weeks of fol-
low-up therapy.
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FIGURE 3. Scores on the Beck Depression Inventory.

FIGURE 4. Scores on the Beck Anxiety Inventory.
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She continued,

The most obvious thing is the death of a family. 
It was believed to be stable. It wasn’t. My par-
ents divorced and it wasn’t my fault . . . I need 
to grieve the absence of a mother . . . then when 
I’m a mother, I won’t do it her way. I’ll start 
from scratch.” She added, “I’ve been dealt bad 
situations. I choose to honestly feel the pain and 
get over them. I couldn’t do that while I was still 
living with my mother. My ending is not a fairy 
tale ending, but it’s a good one. I am glad I can 
come to this point, even if it’s painful.

At the 6-month follow-up, the client reported that 
she had completed her semester’s assignments by the 
agreed date and had received excellent grades. The 
client excitedly described all she was learning at an 
internship in a Midwest aeronautical company. The 
client stated that she is increasingly excited about a 
career in “the real world” rather her original goal of 
academia.

Discussion

This single case study indicates that the integration 
of intensive EMDR and ego state work was success-
ful in very quickly reducing severe symptoms of 
PTSD, depression, and anxiety for this client. In this 
situation, it was an effective alternative to psychiat-
ric hospitalization. At the beginning of treatment, 
the client was experiencing intense distress and was 
severely symptomatic. She met the criteria for co-
morbid PTSD, MDD, and GAD. She appeared un-
stable and hospitalization was recommended, but it 
was determined that she was not at imminent risk 
for suicide. The value of the rapid work meant that 
she was able to target the sources of pain and suffer-
ing in a much shorter amount of time than would 
have been possible in traditional weekly psychother-
apy, or in the inpatient hospital setting, where much 
less individual trauma-focused work would have 
been possible.

For her, the advantages of integrating EMDR with 
ego state therapy were clear: Early traumatic experi-
ences that had deflected her normal developmental 
trajectory (Siegel, 2011) were thoroughly reprocessed, 
so they had much less impact on her present daily 
functioning. The combined work also allowed her 
ego states to integrate these experiences in a safer and 
more comprehensive way, adding to her recovery. 
Success was evident in multiple ways: her decreased 
scores on all psychometric measures; the fact that she 

the Impact of Events Scale score was 10, indicating 
the continued absence of any significant PTSD symp-
toms. The client’s Schwartz Outcome Scale score had 
dramatically improved to 53 out of a possible 60 (see 
Figures 1–4). Finally, regarding negative cognitions, 
she ascribed to 6, but reported that none of them had 
a powerful influence on her daily life. These scores 
indicate sustained success from treatment after  
6 months.

The practitioner spoke by phone to the client 
18 months following the intensive treatment. The 
client was now studying abroad for the year, success-
fully handling a course load of engineering classes in 
Germany and adjusting well to living there. She had 
several German and American friends at the univer-
sity where she was studying. Her mood was bright 
during the conversation.

Behavioral Changes

As mentioned earlier, after 3 weeks of intensive 
EMDR therapy, 25.5 hr, the client returned to live 
on campus and resumed classes full time. She com-
muted home for long weekends and the practitioner 
saw her for 2 hr a week for 6 more weeks until she 
left for a summer job out of the area. Psychometric 
scores did not shift further during this second stage of 
work. This may have been caused by the high level 
of stability she had reached. However, there were 
major functional shifts. She was able to face her chal-
lenges in an increasingly coherent way. The client’s 
own evaluation at the end of the 9 weeks of treatment 
showed major insights about herself and her family. 
She had consolidated a new narrative about herself, 
evidence that the 3 weeks of intensive EMDR and ego 
state therapy had allowed for further integration of 
her painful experiences,  resulting in both less chaos 
and less rigidity ( Siegel, 2011).

Near the end of the work with this practitioner, 
the client said, “This has been one of the calmer peri-
ods of my life. I’m terribly behind in my schoolwork 
and I’m not crying every day.” In her last session, the 
client reflected at length on what she had learned in 
these 9 weeks,

The month after my sister died, I experienced 
disbelief, then anger, then knowing I would be 
really upset for years. Then I repressed my grief 
because the abuse from my mother began. So 
I see the emotions ahead as the grieving pro-
cess that is completely normal. It’s not PTSD or 
 another psychological disorder. And there are a 
lot of different things to grieve.
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conferencing, following of EMDR fidelity protocols 
and objective psychometric measures to assure ethi-
cal procedures and to decrease this threat to validity. 
A complicating factor in this study was the inability to 
conduct an extensive follow-up with the participant 
because of her summer internship in the Midwest, 
transfer to a university across the country, and then 
her study abroad.
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Introduction 
 

Ana is the adult daughter of a long-term client of mine.  I worked with Ana for 
several months in early 2009.  Her stabilization and growth was phenomenally quick, due 
in large measure to her determination and the effectiveness of the Conference Room.   

 
Ana’s mother was suddenly forced to flee a Central American country when Ana 

was four years old.  She and her brother were left in the care of their maternal 
grandmother.  Ana experienced a profound sense of abandonment from this event that led 
her to reject herself on many levels, though her public persona was quite strong.  With the 
help of the Catholic Church in Los Angeles that was very actively working with Central 
American refugees, Ana and her year-older brother were reunited with their mother a 
year or so later.  Ana quickly learned in school in Los Angeles that it was not safe for her 
to be herself.  She was hit by teachers and bullied by children for being Central American 
and not speaking English.  So, she “put away” her Central American four-year-old self in 
a safe place inside herself and focused totally on acculturating as quickly as possible.  
Her story has made me wonder about the acculturation stories of countless other 
immigrant children. 

 
We had targeted her mother’s leaving for the previous three sessions using EMDR. We 

had done EMDR with adult Ana and her 4 year-old self but it felt incomplete and 
not real 

 
Because she “spaced out” during EMDR, I instructed her to do either the cross crawl or 
the butterfly hug during sets of eye movements.  I timed the eye movements to coincide 
with the pace of her self-administered BLS.  During these intense sessions, Ana had come 
to understand that the very strong frustration and lack of patience she had been 
experiencing recently with her daughter was because she was about to turn four, the same 
age at which Ana was involuntarily abandoned by her mother.  Ana has realized in our 
brief work together that this was the core event that led to her hating herself, to her 
having a self-negating voice running 24 hours a day.  I introduced her to the Conference 
Room and she agreed to try it even though she couldn’t imagine being able to do it.   
 
 This ninety-minute session began with a lengthy introduction to the Conference 
Room.  I guided her down the steps and Ana entered a room.  Her nickname as a child 
was Cheni.   
 
 Her persistent use of “me” to refer to younger parts of self is powerful, striking 
and often grammatically confusing.  Most clients refer to other ego states in the third 
person (she/he). 
 
A – Adult Ana 
C – 4 year-old ego state “Cheni” 
F – Farnsworth 
17/18 – 17 or 18 year-old ego state 
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Conference Room  

 
A I’m on the couch. I’m comfortable there and happy there. And through the door 

comes me as a little girl and my little dress that I wore to Montessori in [her 
Central American country]. (Teary.) And I’m just so sad and I look so scared. I’m 
trying to get myself to come closer to me, but she stands by the door. And I’m so 
sad for her.  

 
F [I introduce myself. I talk at some length about Ana being grown up.] 

 
Little one, do you remember Ana has been bringing you out of the darkness and 
holding you?  Little one, what would you like to be called? 
 

A Cheni (4 yr. old)  
Ana reports Cheni is more in the room, closer to the couch. 
 

F What do you see in that woman on the couch? 
 
C Patience and love and someone who just cares. 
 
F And would you like her to hold you? 
 
C Shakes head no. 
 
F Take all the time you need to feel comfortable with your grown-up self. 
 
C I stand holding my doll really tight. Looking from me to you, a little scared but 

more confused. 
 
F Did you have any idea that you were now living in the US? 
 
C I’ve been in that dark hallway for so long and no one has ever invited me out. So, 

I’m scared. 
 
F And what has it been like for these last few weeks for Ana to finally invite you 

out. 
 
C &A It’s like we’ve been waiting for this moment. And my adult self is happy and 

patient and reaches out and she just wants to hold her doll. 
 
F Little one, Cheni, it’s so beautiful you saw patience and love and someone who 

just cares. Just take in what you’ve been waiting for, for so long. Now the dry 
desert is turning into a beautiful waterfall.  How are you feeling now, Cheni, as 
you soak up this long-awaited love? 
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C I don’t feel so alone. And I’m not sitting by myself wondering how long I’m 
going to sit there by myself. It’s nice to see people. And it’s nice to see me. It’s 
comforting and I can relax now.  

 
F Cheni, take some nice deep breathes as you relax into the present.  

 
What are the tears about and who’s crying? 
 

A I cry to look at it but neither of us is crying. Grown up me is very patient and 
comforting and little me is still scared. And I cry since it’s been so long since I’ve 
seen her. 

 
F And what’s it like Ana to have her back in your life? 
 
A It’s warm. It’s different and hard. It’s been a long time. And we’re both very, very 

ready for this. Like she has been waiting for me to enter this room and sit on the 
couch and patiently wait for her.  

 
C And, I came out scared. I didn’t want to leave the closet. It’s dark in there.  
 
F Cheni, I bet you’ve had many conversations with your doll. I’ll bet she’s been a 

big support to you. Who else helped you back then in that time. Maybe your 
Montessori teacher? 

 
C I didn’t have anyone. Just me there. 
 
F I’m so sorry. You must have been so scared.  
 
C I never left that hallway to explore the rest of the house. [Cheni is using a 

metaphor of being hidden away inside Ana all these years. Cheni was never 
forced to be in a dark closet or a boarded-up house.] They boarded up the 
windows and the doors and I’ve just been patiently waiting in the dark, in the 
corner. And now the window is open. A big window (the conference room). The 
lights are on. It’s so pretty.  

 
F Welcome to today. Today is different from all of the years you’ve been waiting. 

And what ‘s pretty in the room, with the lights on? 
 

C The furniture. New. Everything is bright. The sun comes through the window. 
 
F And what’s it like to be in the sun again? 
 
C A little scary. 
 
F And what else? It’s pretty. You said you really like it. 
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C It’s very pretty and also very intimidating. 
 
F Ana, can you tell her you will be right here with her and help her feel safer? 
 
A big sigh 
 
A&C I sit with me now.  I’m able to allow myself, my little self is able to allow me to 

come over. I trust me.  
 
F Who trusts who? 
 
A My little self trusts me now. 
 
C I can sit right next to me [my grown-up self.]. 
 
F What’s that like, to sit next to your grown-up self? 
 
C crying.  I’ve just been waiting for someone to show they care and it’s nice to have 

me there.  
 
F That’s the best, isn’t it? 
 
C And a strong me. Being little, it’s nice having someone next to me who is strong 

and patient and who genuinely cares. 
 
F Take that into your heart and into every cell of your body, Cheni. 
 
C I’m comfortable now. I can put my doll down and be OK. I’ve been holding that 

doll forever so tight so it wouldn’t go away. But now I have me. 
 
F And, Cheni, can you look into the eyes of your grown up me? (Yes) And What’s 

that like? 
 
C The grown up me is really comforting me, robbing my back. We’re together. I can 

see how much I care about myself. I can see it in my eyes. I know I will not let 
myself be in this house by myself anymore. My adult self came in, turned on the 
lights, opened the window, brought in this comforting aura. It’s like I came back 
as an adult and I’m starting to take care of everything. I’m not a little girl in this 
house trying to take care of everything. I can make sure I take care of everything, 
that I’m OK.  

 
F And, Cheni, is there anything you’d like your grown-up self to tell you? 
 
A I already said it when I first came in the door and saw me standing by the door 

and I reached out my hand and said, “I love you. Nobody can love you the way I 
love you.” 
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It’s strange. I understand my absence from me. I understand why I had to be in 
that house alone. And I believe me when I say I’m not going to leave.  
 

F I’m sensing in this quiet moment, a sense of peace, of peace that you’re sharing 
with each other, with yourself. (Ana cries.) 

 
A? C? I miss me. 
 
F And you don’t ever have to miss each other again. 
 

Several minutes of silence. [Conference Room sessions like this one have taught 
me to tolerate lengthy silences.] 
 

F Perhaps you could tell me what’s happening now. 
 
A It’s like I just took away all of this burden and all of this aloneness that my little 

one felt and I can take it on me now and handle it and let her grown up. It’s such a 
relief. I’m strong enough to take everything away from my little self and show her 
that I will take care of everything. All she has to do is run around and be happy. 
And that’s all she wants. The house is not what it was. It was dark and ugly and 
boarded up. And that’s why when my little self came out of the hallway she was 
scared. But now since I opened all of the windows and told her I love her, she can 
be a child. And I’m not an overwhelmed adult, for once.  

 
F You certainly aren’t. 
 
A Both of me are very comfortable.   
 
F Is there anything else either of you would like to say to each other in this room, in 

this house? 
 
A Just a lot of hugs. A lot of embracing me. Guilty feelings and then forgiving me 

right then and there. …My little self will be OK now.  
 
F And what would be just right for your little self. To stay in this happy house and 

you’ll check on her. Or to come live with you? 
 
A I’ve brought my other self, my 17 or 18-year-old, in to take care of me [Cheni]. 
 
17/18 I am happy to do that.  
 
F I was supposed to ask you and you did it on your own. [Remember, you want to 

tuck little ones in with an older part of self who would be delighted to do so.] 
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17/18 Laughter. I come in wearing my big baggy jeans and sweatshirt. Life is just 
starting for me. And I am so happy to be in that house with the little me, because I 
can’t leave me alone. I refuse to leave me alone.  

 
A It almost feels like I’m a mom of a teenager and of a four-year-old and I’m telling 

the teenager what to do before I go. And I’m more at ease now, knowing that I, a 
happy me, will take care of me.  

 
F Any final words? 
 
A I’m really proud of myself, of my little me for being there for so long and being 

so strong, and for accepting me back so fast with no questions. And I’m very 
proud of middle me for wanting to be there, for almost volunteering to be there. 
That part of me has also been waiting to be asked. Cries. It feels like I have my 
family back, if that’s not weird. I’m the old one, the responsible one, and that 
feels good to know that I can…I almost don’t want to go [leave the Conference 
Room and end the session.]  

 
F You can come back soon, whenever you want. And you promised to help the 

four-year-old write a song. 
 
A I’m very comfortable with leaving. And the little me is very comfortable with 

letting me go for now.  
 
She suddenly opens her tearful eyes and says she’s back. And cries some more.  
 

 
 

Evaluation of First Conference Room 
 

A Wow! 
 
F And you thought you couldn’t do it! 
 
A It was so real. I’m so proud of myself for doing what I just did. I have never 

allowed myself to see myself [my four-year-old self], to rub my back, to just be 
there.  

 
F And how was this different from the last several times when you’ve taken care of 

the four-year-old during EMDR.   
 
A The other times I wasn’t anywhere. I allowed me to touch and feel me but there 

was always part of my little self that said, “Whatever.” I guess I knew I’d leave. It 
was always in the black open space. It felt more real being in the house and 
watching myself. And giving me the space to stand in that doorway for as long as 
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I needed to. And leaving an older part of me there. That really made it OK this 
time. Like I know I’m being taken care of. 

 
F I was supposed to ask if there was an older part who would like taking care of the 

little one. 
 
A I knew I needed to leave but I knew I couldn’t leave her. So I invited this other 

part, the 17/18 year-old part, of myself. And I was just so happy to take care of 
her. The 3 of us have been waiting for this for a very long time. It doesn’t make 
me feel guilty because my own daughter won’t be left behind. But it’s ok to leave 
my 4-year-old and take care of my own 3-year-old daughter. I had to be sure I 
was OK first.  

 
A But this wouldn’t have been as easy this time if I hadn’t given my little self the 

hugs I had given her the last couple of sessions. WOW. … What a relief. I didn’t 
think I could do that. But the feelings are so strong that there is no denying them 
once you’re there.  

 
She agrees with me that this experience of being involuntarily abandoned by her 
mother as a 4 year-old was the core event that led to her hating herself, of having 
a self-negating voice running 24 hours a day. 

 
A I’m so happy to be grown up. I felt like a very little girl for a very long time.  

Now I’m allowing myself… I took away the pressure from me to take care of the 
4-year-old and gave it to my 18 year-old who was so strong, stronger than I am 
now. Things have been hitting me so hard. 

 
F Stronger than you were. But I don’t think stronger that you are now after our work 

together. 
 
A I’m very relieved to know I’m OK and that I can forgive me for not being there. 
 

The End 
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Reevaluation 
 

For a couple of reasons, including a need to grow into her new sense of self, we 
did not meet again for a month. 
 

Ana told me, “I feel like I grew up [to adulthood] in one week after our last work 
a month ago. I can take care of me and my daughter; I can take of my inner children, both 
the little one and the teenager; and I can take care of my sister, my nephew, my brother, 
my mother. Lay it all on me and I’ll tie it all up with a nice little bow and give it back. I 
feel this is my time right now.” 
 

At another point she shared that she was finally telling her daughter’s father that 
he had to consistently step up to the plate and spend time with her or be out of her 
daughter’s life. 
 

When Ana was a child, she was called by her nickname, Cheni. When adult Ana 
is speaking, I use A:. When four-year-old Cheni is speaking, I use C:. At the end of the 
first Conference Room, adult Ana spontaneously invited her 17/18 years old to come in 
and take care of Cheni until our next session. 

 
Ana’s mother and I have worked together for a number of years, typically in 

Spanish. During that time, I have met all three of her adult children several times. They 
all call me by my Spanish nickname, Francisco. These transcripts speak eloquently to the 
price children (perhaps especially) pay in the process of immigration. I cried quietly as 
she sobbed in the latter part of this session.  

 
In 2009, I routinely spoke to parts directly. My study of Structural Dissociation 

has changed that and now I emphasize speaking through the adult client, or preferably, 
through her most mature part of herself. 
 

Conference Room 
 

I guide her down 5 steps, through a door, into a large room with a conference table and 
comfortable chairs on one side and a living room with comfortable chairs and sofa(s) on 
the other. I invite her to find the seat just right for her. 
 
F When you’re there, let me know what you notice. Your kids are probably not 

there yet. 
 
A It’s bright. The windows are open. There is lots of light. It feels good to be there. 

I’m sitting on the couch in the living room.  
 
F I’d like to invite the child and adolescent parts to come through the obscure hall 

and door. 
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A I feel a lot of happiness. I can almost feel her and hear the giggles before she 
comes…Seems almost too good to be true because she’s so happy. 

 
F And is the little one shy again? Or perhaps she’ll skip in. 
 
A She laughs walking in, just a warm …not alone, and happy. 
 
F Hello Cheni, it’s so nice to see you again and I’m glad you’re happy. Remember 

me? I’m Francisco. 
 
A It’s almost like she’s shy again, holding that doll. 
 
F And where is she in the room? 
 
A She’s next to me, looking at you, not scared, just shy. 
 
F Little one, what have the last few weeks been like, since we first met in this 

room? 
 
C Alive. Happy and bright. There’s no more sitting in the corner in the dark.  I’m 

just not alone anymore. 
 
F I’m wondering what sorts of things you did with the 17 year old. Did she take 

good care of you? 
 
C A lot of tickling. I feel a lot of laughter and hugs. 
 
F I’m so glad. You’ve been waiting a long time. 
 
A It’s almost like they’ve been together forever.  (teary) 
 
F And yet it’s only been a month. Little one, have you also been feeling the 

presence of grown-up Ana? Ana sure has had you with her. 
 
A I knew she would be back. She knew I’d be back. 
 
C ’m very shy. (A. drops her head. Eyes have been closed all along in the CR) 
 
F I’m wondering if there are other ways we can help you? I’m wondering if you 

have other needs after all these years of waiting that we can help you meet. 
(Sniffles and I bring her tissues.) 

 
C I think about my grandmother. I feel as if she is there with me somehow. 
 
F Would you like it if we invited your grandmother into the CR? 
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C I don’t know. I think she may be mad at me for leaving. I used to sing to her every 
night before I went to bed. And we haven’t sung together for so long. 

 
F Do you remember one of the songs you’d sing to her? 
 
C No. 
 
F Little one, did you know that you grew up to be a singer and a songwriter? What 

does that feel like to know that now? 
 
C A little sad. 
 
F How come? 
 
C Because I missed everything. I wasn’t there for anything. (Cries.) 
 
F So it sounds like one of the things you need is to get told a lot of stories about 

how you grew up. The good stories. The strong stories. But not the bad trauma 
stories. The 4 year old doesn’t need to know those. 

 
C It feels like everyone forgot about me. 
 
F Ana, the 4 year old was hidden for a very long time. Maybe to survive you had to 

do that. Maybe you were also protecting her. 
 
A That’s true. I put her away so no one would touch her. I did everything in my 

power to hold her. (Cheni begins to cry.) I never knew what I was doing to her. I 
never forgot her. But I did have to turn my back once or twice. And nothing 
makes me sadder. BUT I never forgot! I never walked away. Whispers, “I’m so 
sorry.” It’s hard because she doesn’t understand, you know? It’s really hard to 
explain. 

 
F: Can I interrupt A? I would like to ask the Cheni. “Cheni, what is it like to hear 

these words, of why she put you away and tried to protect you and to hold you?” 
 
C It’s nice. I knew (still crying). It was easy to wait for so long knowing she would 

come back. But it was a long time. 
 
F And how could you be so certain, little one, that she would come back? Lots of 

grown up don’t know that kind of thing. 
 
C Cause I sat and waited in the spot where she left me. I didn’t move. I didn’t 

change rooms. I didn’t touch anything. (Cries more). And I waited. 
 
F Do you remember, Cheni, that moment when she left you? 
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C There were different moments. When I met my [younger] sister for the first time. 
Changing the country I lived in all of a sudden. Learning English for the first time 
and forgetting everything. THAT WAS WHEN I SAT DOWN AND WAITED. 

 
F So when Ana came here to the US and realized that she had to learn English to 

survive, and put [her Central American country] behind her, that was when you 
sat down and waited, that was when you felt she left you? 

 
A I think our innocence was ripped away from us. Being hit by the teachers and 

beaten up by the kids. That was when I turned my back on her the first time. That 
was when I did what I had to do. Everything I knew was gone and I had to be 
new, a different person. So that’s when I had her sit down and had her wait for 
me. I somehow told her I’d be back. (Crying steadily). And she listened and she 
did. 

 
F What a story, what a powerful story. I’m sorry coming here was so full of 

difficulty. First you lost your mother and then you lost yourself. 
 
C I miss my grandma. [I asked who was talking.] 
 
A This is weird because I feel like the Cheni doesn’t know the life I had. She looks 

at me confused. It’s so hard to explain. She doesn’t understand that the only way 
to keep going was to turn my back on her. (Several minutes of silence). I have a 
lot of guilt for leaving me there instead of just taking me with me. 

 
F You were only a child and you survived the best way you knew how. What would 

help wash away that guilt? 
 
A Time. Just time. I just want to pamper me (the 4yo), just be there now. Me getting 

older is like I almost forgot. 
 
F But of course, as you’ve learned these last few months with me, time can be 

speeded up and healing can happen very quickly. Cheni, I’d like to ask you a 
question. Can you forgive your grown up self for leaving you behind?  (Someone 
is crying.) she nods yes. (A big sigh and more crying.) 

 
A She forgave me a long time ago. There’s no anger that I left. There’s none of that.  

There’s no resentment. I’m just so happy to be here with her and I know I can feel 
it from her, too. (Even longer silence.) 

 
F Are you holding the 4 yo? 
 
A Yes. She’s sitting on my lap. And she’s fine. It’s almost as if she were never 

alone.  I just can’t believe it took me this long. 
 
F But now is now and now you’re here. 
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A I can love her like you couldn’t believe. It’s sad it needed to take that long. But 

only the adult me is sad. The little me is ecstatic that everything is happening. I’m 
very grateful to be seeing her again. And I feel the other me is just kind of 
lurking…the 17 year old. It’s funny, because I am so so sad, so guilty. I will never 
turn away from myself again. My 17-year-old self is so proud to be looking at me 
doing this and my little self is just so happy.  

 
F So, Ana, it sounds like your younger parts are wiser than you are and know that 

it’s time to let go of the sadness and guilt. 
 
A I feel so old and I wasted so much time. (She sobs.) And everybody could have 

turned away from her. But why did I? 
 
F And what can your wise 17yo tell you? About surviving, about forgiveness? 
 
A She’s not around. She won’t come in. She knows I just need this time with the 

little me. 
 
F So I would like to say to the 17 year old that I look forward to meeting with her 

another time, to hearing her story, to helping her heal, as well. And I want her to 
know that she is very important and right now she’s expressing her wisdom that 
this is the time for the grown up and Cheni to be alone together. 

 
Ana is no longer crying. She has become very still. Then she tips her head and 
sniffles. 

 
A I am very, very grateful to be there with them. I’m proud of myself for waiting. 

I’m sad but I’m not. I’m very sad at the situation that sucks but I’m very happy to 
be allowed back in. And it is a tremendous amount of guilt to feel sitting here, but 
my 4yo likes me! She really does like me. And it doesn’t matter to her. It’s over 
for her. Everything has passed. The house is bright. Everything is giggly and 
happy. It’s just me, my older self that feels all of this. They’d pat me on the back 
for anything. I can feel the warmth, the absolute love that I have for myself. 
[Another long quiet pause.][I have this sense of being in the presence of healing 
that is going on within Ana. I need say nothing now.]  

 
F [10 minutes later] Ana, perhaps you could catch me up on what’s been going on, 

how you’re feeling now. 
 
A I’m very much more relieved. There’s just been a lot of hugging. She smiles a lot 

to me. It’s almost like she reaches in and takes away that guilt for a time. A lot of 
hugs and smiles. She’s like a normal four year old. And I just enjoy looking at 
her. 
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F Ana, if she is just like a normal four year old, what does that say about erasing her 
past and erasing your guilt? 

 
A I feel like the only person who can help me with that is Cheni. 
 
F She’s already doing that.  
 
A All I can feel is her outgoingness, her playfulness, and her joy. I’m so proud of 

her. 
 
F Ana, I spoke here a little while ago about the way EMDR speeds up healing to 

warp speed. [I offer a post-hypnotic suggestion even though she is not in a 
formally induced trance.] And I want you to know, that each second that you 
spent with your four year old today, can be a day. And each minute, can be a 
month. And so as she is reaching into you to heal you, the clock is spinning 
through days and months and years.  (She’s crying again). And I want you to 
know that every minute you spend with your daughter “Ileana” [who is three], 
you are also spending it with your four year old.  

 
A (crying and nods)  That’s how she feels to me. Cheni is like Ileana, with a twist. 

[Ana breaks into a full smile]. We are healing together and my four year old 
Cheni is helping me a great deal. And it’s funny because I thought I was the one 
that would have to help her a great deal. I feel so happy that she would accept me 
back. A part of me felt it wasn’t going to happen. I didn’t realize how much we 
cared for each other….She’s so excited she almost can’t sit with me anymore. She 
has a huge house here and it’s not dark anymore. 

 
F It’s time to be closing down and tucking in. Where would be the best place for 

Cheni to tuck in? 
 
A Her day is bright. The sun is shining. She’s off to be a 4yo in the house and we’re 

happy to see each other and happy to let each other go. 
 
F And will you check in with her every day, Ana? 
 
A Always. And she knows that. That’s why it’s so easy to be able to say goodbye.  

(Crying steadily.) I’ll miss her a great deal from now till the next time I come 
here. 

 
F Ana, I would to suggest that you don’t have to wait. You really can, on your own, 

check in with her.  
 
A It feels like I can’t yet by myself. I would love to do so. 
 
F [NEXT TIME WE NEED FIGURE OUT HOW.] 
 



Second Conference Room with “Ana”  2/25/2009 

Farnsworth Lobenstine, LICSW 
 

A I’m very happy and she’s very happy. 
 
F Leave and climb the stairs. 1…2…3…begin to be aware of the sound of passing 

cars, 4…wipe your nose (she is) and maybe get a new Kleenex…5. When you’re 
ready open your eyes and be here in my office in this space that we have made so 
sacred together. 

 
 

Reflections 
 
A I just don’t know how to word any of my additional thoughts. Sad, happy, surreal. 

I’m very satisfied. It’s almost like you physically touch her, so it’s very 
emotional. It feels so good to be back and know everything is OK.  It’s almost sad 
I have to leave again. 

 
F Were there any parts that were most helpful? 
 
A Just the time that I took to really absorb the moment, to really get inside myself to 

the point where the silence allowed me…  
 
F …to heal. 
 
A Yes, that’s the word for it. I was looking for that word. The silence let me settle in 

myself, to pull in the energy, to really, really know she was OK. Now I can get 
back to my life.  

 
F I knew that very deep healing was happening in those silences. It was probably 

the longest I’ve ever sat in silence in all of the years I’ve been a therapist. (25 
minutes in this hour?)  

 
A There was a lot of forgiving in that time.  
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Bringing a child ego state, who has been guarding  
the past for forty years, into the present. 

 
 This four-hour journey (in two two-hour sessions) with “Ava” is some of the most 
moving and powerful ego state therapy I have ever done. I am grateful that she gave 
permission to share these and other sessions with my consultees, and chose the name 
“Ava” for these transcripts being shared. 
 

Ava grew up in an extended family embedded with alcoholism and abuse. She 
was the victim of torture (waterboarding) and sexual abuse by her mother’s sadistic sister, 
who had abused Ava’s mother as well. Her mother was unable to protect her or even be 
present for Ava. When Ava’s father left when she was six, Ava and her mother and 
brother went to live in a home with her mother’s sadistic older sister. 

 
In talk therapy, Ava thought she had figured out her childhood. In EMDR therapy 

she was hit with an overwhelming recovery of abuse memories and then the 
waterboarding became uncovered as well. (She had written fiction and poetry for nearly 
30 years about water and had never known why.) Her EMDR therapist’s competence did 
not include any knowledge of ego state therapy. Standard EMDR helped Ava the adult 
and she no longer had PTSD. But standard EMDR didn’t help her child ego states. Ava, 
herself a therapist, drove a distance to see me for ego state based EMDR therapy. Her 
goal in requesting Ego State Therapy was to overcome her inability to trust enough to get 
close to people and to let close friends and her partner to get closer to her. 

 
We met twice a month for two-hour sessions in May and June 2011, once in Sept., 

once in Dec.; and then three times in early 2012 following the suicide of her younger 
brother Paul. She had survived all of the abuse in part because she thought she was 
protecting her brother. Ava’s sadistic aunt got her compliance in part by always making 
sure her younger brother Paul was watching the torture. 

 
Ava “ran away” to college at 18 but got lost in drugs and alcohol. She ended up in 

rehab, became active in AA, and later went on to graduate school and became a social 
worker. 

 
In 2010, her brother Paul came to live with her for the summer and Ava finally 

had to face how damaged psychologically he was. In the fall of 2011, Ava agreed to have 
Paul’s son John, 18, live with her and her partner while he attended community college 
nearby. Ava has a very strong community of women friends who are very supportive and 
who understand that no one is allowed to get too close to her emotionally, not even her 
life partner. Ava wanted to change those rules! 
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May 13, 2011 
Ava: Anytime I run long distances, I see parts in my mind. IT’S WHY I CAN MOVE 
FORWARD SO WELL AND STAY SO STUCK. When they come up, they are photos 
that I remember. 
 
As preparation we use the Theratappers to do Calm Place, Container, and the last five 
steps of the Affect Skills Management Training. Her grounding image is having both feet 
flat on the floor in my office “feeling solid like a rock and connected to the earth.” This 
enables her to repeatedly let go of her fear of this work today. 
 
We are ready to start the Conference Room and she asks me to guide her down the steps. 
I turn on the Theratappers.  
 
A – Ava 
11 – 11 year old Ego State “The Easter Dress Girl” 
F – Farnsworth 
 
 

Conference Room 
 
A Before I get down the stairs, I hear the noise of a little kid.  “Get down here!  

Come on!” 
 

I’m in the room. She’s laying on the table, 6 or 7 years-old. Green pair of shorts 
on. Tank top and sneakers. She’s laughing and being silly.  
 
On the end of the table, seated quietly and disapprovingly, there is another girl, 
older, with really short bangs. She’s dressed up in a tight dress.  
 
A 20-year-old is standing by a big bay window, smoking a cigarette. 
 
That’s all I can see now. 
 

F Where are you? 
 
A At the head of the table. 6 or 7-year-old is nearly face to face with me. Serious 

girl at far end, notebook and pencil. 20-year-old ignores me. There is a lounge 
chair on the side. Can’t see who is there.  

 
F Introductions. I establish Hallway. Waiting room. Play room. 
 
A In the playroom there is a baby sleeping in a crib. Sun is on her. She looks 

content.  
 
A Now the very serious girl is at the door blocking anyone else from entering.  The 

other one is like a colorform character, not a full person. She slides in and out.  
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F How old is she? 
 
A An adult.  
 
F What is the adult’s purpose.  
 
A To hold the underlying guilt. 
 
F Any more thoughts about the Conference Room? 
 
A The girl who is farthest away in the dress. It’s the part that took all of the abuse, 

so that the rest didn’t have to experience it. It didn’t happen to the silly girl. The 
serious girl doesn’t feel very liked because she’s uptight. The serious girl says, 
“It’s pretty simple. These really bad things happened to me.” She knows they’re 
over. There is a distant angry quality to her. 

 
F I introduce myself. 

Would she speak to me, Ava? [In Ego State Therapy it is not uncommon to speak 
to parts, though not preferred. In Structural Dissociation, this is discouraged when 
parts are co-conscious. The preference is to speak through the adult to promote 
integration. More on this during the weekend workshop.] 
 

A Yes. 
 
F Do you have a name? 
 
11 The Serious Girl: No name. I have on the Easter dress so you can call me The 

Easter Dress Girl. I’m 11.  
 
F Where do you live? 
 
11 Benton Street. 
 
F Anything OK there? 
 
11 Nothing. 
 
F I’m sorry. That’s so tough. What would you like us to understand? 
 
11 I know it’s over but I can’t leave. Everyone else gets to leave and I have to stay.  
 
F Why? 
 
11 Ava, the whole group left. I have to guard the house. 
 



“Ava” Conference Rooms  May 2011 

Farnsworth Lobenstine, LICSW 
 

F How come you had to stay? 
 
11 My job. They all get to go. My job is to stay here. (scrunched face) My job is to 

keep my aunt there locked in the house.  
 
F That sounds really scary. 
 
11 She’s pretty scary. She’s a butcher. She chops up animals. (tears) She lies, a lot. 

She isn’t who she says she is. I don’t know if she’s a boy or a girl. I know I have 
to keep her there or she will contaminate everything. No one else gets it. They get 
to live and go forward because I’m here. They think I’m too serious and should 
change my dress, etc. That little silly girl couldn’t be who she is. The drug addict 
smoking a cigarette who ruined everything couldn’t be who she is. And Ava 
wants me to leave and be free and be a kid but she wouldn’t be who she is if I 
didn’t do stay here keeping my aunt locked up in the kitchen.  

 
F That sounds like you have a weight of 1000 lbs on your shoulders. How do you 

manage to be so strong? 
 
11 I was always like that.  
 
F Do you remember when you came into being? [Ego states have a specific purpose 

and usually come into being in a particular situation or time. This is important to 
know about her.] 

 
11 When we moved here, at 5 or 6. Everything was good before that. Then we 

moved here and it’s such a mess. Somebody had to be strong. Mom is crying and 
useless. Dad is gone. Grandma is drunk. Grandpa is crazy. My aunt is a butcher. 
Her girlfriend is useless. My brother is younger. They got out. 

 
F And you were left behind as the guard. 
 
11 Yes, thank you. I know it’s over. But there’s something I have to guard. I’m not 

being hurt. I remember it. The little girl didn’t feel the bad things happening. My 
brother doesn’t feel it. 

 
F Is there a spirit you are guarding? 
 
11 It’s like if I leave the house, everyone else gets ruined, and I’m ruined. 

[Remember her purpose is to keep everyone else from being contaminated.] So, if 
I stay here, everyone else is ok, even the partier (yuck!) I know the addiction is 
over too. 

 
F Could I ask Ava a question? 

 
Ava, what is this like for you? Is there anything you can tell her? 
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A I really like her. She’s the one who took the worst abuse. I didn’t remember 

anything that happened until EMDR. Maybe she stays because she was forgotten 
all those years. I would like her to leave. I would like all of us to leave. I know 
[about the abuse and torture] and I am not contaminated. 

 
F 11yo, what do you feel in your body when you hear Ava’s words? [The 11 year- 

old is stuck in an ancient protective role that no longer serves a purpose. I am 
trying to get to the 11 year- old somatically.] 

 
… Sometimes it’s hard to our connect to our bodies… I don’t have any feelings. I 
like the idea of leaving, but not so easy.  
 
Ava knows it all and she’s not contaminated. Ava, do the other parts now know 
the story too? 
 

A Yea 
 
F Are they contaminated? 
 
A No 
 
F And 11-year-old, is this new information? 
 
A They were around when I was doing the EMDR. They watched. I would think of 

a bad memory and see them in the therapist’s room. Sometimes I would hold the 
little girl’s hand. Sometimes the 20yo would hold my hand. And I would imagine 
that we swim and kayak together. 

 
11 Ava doesn’t really know everything. [Ava has recalled enough new memories in 

EMDR that she knows that she may not know all that happened. But she is clear 
that she knows most of what happened and can handle new information.] She says 
she can handle it. But I hold it all. I’m not sure she can. I’ve been holding it all 
my life. The EMDR thing made it come out and it was hard.  

 
F Of course, very hard. 
 
11 It’s not for little kids. 
 
F And it should never have happened to you. 
 
11 Or that [our] mother put us there. 
 
F She did not know how to protect you. 
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11 Ava sends her mother’s day cards but not the good ones. It’s a compromise. I 
wish she wouldn’t send her one at all. 

F 11, you know that Ava is 50, and that she is a social worker, and that she has a 
very strong group of friends that have seen her this far and have never left her. 

 
11 Yes (to all). And she got rid of all of those losers [addicts and alcoholics in her 

late teens and twenties]. 
 
F Can you begin the process of trusting Ava with the rest of the story so that you 

can be free and she can be close to people? 
 
11 I won’t let go but I am thinking about it. But it’s the colorform character 

who is the barrier to closeness.  
 
F That’s really helpful. 

It’s time to tuck in. Who will go with the silly little girl? Who will tuck her in? 
 
11 Ava can tuck her in. All love her. 
 

[I FORGOT TO ASK IF ANYONE WANTED TO SAY ANYTHING BEFORE 
THEY LEFT.] 

 
F Everyone goes down the hallway and tucks in until the next time we can do this 

work.  
 

Is the room empty? 
 
A Yep. 
 
F Climb the stairs. 1-2-3-4-5 
 
 

Reevaluation 
 
A I knew the struggle with her. But I didn’t know that the 11-year-old knows 

everything. She is the gatekeeper in a way. I am aware of that struggle. When I 
did the straight EMDR work, I knew I didn’t know all of the trauma. And I knew 
nothing until the EMDR. I spent many sessions in my earlier EMDR therapy just 
choking and choking. Then I remembered being choked and I’d see another little 
girl watching. We didn’t understand ego states then. 

 
The colorform piece is new. I loved playing with them as a child.  I was kind of 
surprised that there is this colorform part who is also interfering.  That amusing 
little girl is always making me laugh in the midst of my upset. 
 

F Does she represent keeping things safe? 
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A There was no jokester in my family. That wasn’t tolerated. I had a great first 5 or 

6 years. Even during the trauma, my paternal grandparents took us swimming, 
boating. Neighbors often had us outdoors. The silly young girl is a very healthy 
part of who I am.  

 
 
May 24, 2011 
 
Revaluation:  Overall, doing well. Some weird dreams …I’ve had great success at home 
practicing the grounding techniques we did last time, and I’ve been teaching it to my 
clients. I went birding with some friends and felt extra grateful for their friendship. 
 
Ava has come to understand on her own that her parts are on two docks. She has always 
been a swimmer. 
 
When I do a SPIN class on Saturdays, sometimes I go into my ego states work 
spontaneously. I pictured the two docks – girl with dress and spunky girl. On the other 
dock is my party girl, a see through character. The adult me [she is referencing several of 
them] are on the shore with the baby. In the middle of the water is a drowned girl. I had a 
dream of a 15-year-old drowned girl that started my therapy. Around that age, I was 
drinking heavily and I remember consciously deciding whether I would come up or not 
when I fell off a boat. The 15-year-old is in between the children and the older girls. That 
goes back to the 7-year-old being drowned by my aunt – guilt. Part of the 7-year-old felt 
she should just die and not do what my aunt wanted me to do.  
 
At 15 I’m acting out my avoidance of others caused by my sexual abuse. My mom has 
remarried a racist bigoted Catholic and becomes Catholic. She views me as a sinner. I 
was punished for graduating high school and going to college. In fact, I cast myself out.  
 
Review of CR: 
Colorform character allows intimacy without feeling. My father’s sister. Not real. That 
character is very allied with the drinker. Me in my 20s so different. I took a bus to college 
and worked f/t to buy books. Surrounded by wealth. I did really well there and made 
really good friends and drank a lot. 
 
Ava, can you be present for the trauma work with the 11year-old? 
 
Ava: I think I can be present and hard not to. I have only vague recollection of the sexual 
abuse that came later. The 11year-old in the dress took the hit. The little girl stays present 
and spunky. Then I began drinking and partying as only way to try to hold back the 
abuse. I had to adjust slowly to the idea of abuse over many years. It was so painful to 
have my brother live with me last summer. The 11year-old thought she had saved John 
and when he came to my home, obviously I hadn’t. 
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Conference Room 
 
Theratappers on. 
Stairs 
 
F Does it look similar or different?  
 
A Silly girl on the table. 11yo with notebook and pen right across from me. The girl 

in her 20s in the corner with the colorform. Baby in sunny playroom sleeping. 
 
F I welcome the parts and thank them for coming. 
 

I ask those present if they have any thoughts on the last week or two? 
 
A Not a lot of talkers. The 11year-old has snapped her pen. Impatient. 
 
F 11, please speak up. 
 
11 I am impatient but no one will listen.  
 
F What if we really are listening? 
 
11 I think it would help. 
 
A Absolutely. 
 
F I am too. We are so clear you hold the keys to this puzzle. So please share.  
 
11 It’s my job to keep everything together. And I am really irritated by the party girl 

and Colorform for screwing everything up, always partying. They’re in the 
background but I’m still afraid that they‘ll take over and screw it up again. They 
make stupid choices. I had a plan and they screwed it all up. They put us back 
with the losers, the addicts and drunks.  

 
11       They don’t listen to me. I got us out of that mess and they got us into another one. 

I am always afraid. I know they are me, and therefore I can’t trust me.  
 
F How much can you trust grown up Ava? She’s been sober for more than 20 years.  
 
11 [Some tears.] She doesn’t do any of that bad stuff. She doesn’t like those people. 

She lets us be kids and do fun things. She doesn’t make fun of me because I’m 
kind of prissy. She defends me. People tease us. She says its OK. I trust her. I 
know that she loves me. She thinks about me a lot. I can feel it. But I can’t leave 
the house. I have to stay there, because I’m ruined and I don’t want anyone else to 
be ruined. (Cries.) And I know my brother’s ruined and that wasn’t supposed to 
happen.  
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F You tried so hard to protect him. You sacrificed yourself so he’d be OK. 
 
11 And he’ll never be OK. You shouldn’t make deals with people like that. I ruined 

myself and then I made another deal that I won’t ruin anyone else, that I wouldn’t 
ruin Ava’s beautiful life. And I want her to just leave me alone now. It’s been 
working. I don’t know why she’s always messing with it. She keeps coming back 
for me. She’s a royal pain in the ass. 

 
F May I ask Ava? 
 
11 Yea. 
 
F Ava, why do you keep coming back for the 11 year-old? 
 
A Nobody belongs there anymore. We never should have been left there. No one 

will get ruined if everyone leaves. [Cough] 
 
F Can your aunt hurt you, grown-up Ava? 
 
A No, my aunt is an old woman who lives very far away. I told my mom I will never 

talk to my aunt again. I’m not afraid of her. She’s old and sad. 
 
F So, 11year old, you’ve been carrying 1000 lb weight on your shoulders for 40 

years. That’s not right for kids. Parents take care of kids, not vice versa. Grown-
up Ava is an adult. That is why she keeps coming back for you.  

 
11 Silent tears.  
 
F She loves you so much. 
 
11 Silent tears. 
 
F Just take in her love. That’s the only reason she keeps coming back for you. 
 

The only reason. 
 
11 I am the pet of a monster, my aunt. I am the one my aunt loves. 
 
F To torture? 
 
11 Yes. Who can want that? 
 
F Ava, do you? 
 
A No. Silent tears.  
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F Take in this truth, 11 year-old; Ava can’t be whole till you feel safe to leave that 

house. 
 

Silent tears.  
 
11 Ava is showing me she knows all and it’s not my fault. It’s hard for me to realize 

that my aunt is old and that I am now bigger than she is.  
 
F She was terrifyingly big when you were a child.  

Can you let Ava hold you? 
Can you put your hand on her heart as she puts her hand on your heart? 
 

11 We have to step outside the house and sit on the fence in the yard to do that.  
 
[This powerful right brain to right brain, heart felt connection is the turning point 
in these four hours of therapy to help the 11-year-old leave the past behind and 
come into the present.] 
 
F And how does that feel.  
 
11 I keep thinking I‘d like to burn that house down. 
 
A We’ve gone back there. It looks the same. Yet different people live in it now. 
 
F And does your aunt still live there. 
 
11 No.  
 
A She lives in Florida. And my grandparents are dead. And my mom lives 

somewhere else. 
 
F 11, Ava knows she doesn’t know about all of the sexual abuse. Is that why you’re 

still protecting the house? 
 
11 I don’t think so. I belong there with my aunt who ruined me. I’m not sure I 

remember it all. That whole water thing (waterboarding me) has me freaked out. I 
don’t remember a lot after that. I like being out of the house looking at it. I like to 
think of my aunt being old and smaller than me. I was her pet and she had a thing 
for me but I never loved her. I just did what I had to do. That makes me feel 
better. I loved my mother. That was stupid. I didn’t love my aunt or her stupid 
jokes and her stupid girlfriends. I never loved her. I just kept my mouth shut. That 
way she never won. There was a piece of me she never got even when she held 
me under the water, the part that loves.  

 
F The playful little girl? 
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11 Yes. She’s the best part of me. I refused to let her have that little girl.  
 
F 11 you were heroic. You never gave up. 
 
11 I wanted to live and I felt bad about that. [She said earlier that if she had let her 

aunt drown her it would have brought down the house of cards. There would be 
no more ignoring what she did in the basement. Her aunt would have been sent to 
jail.] But when my head was under the water I wanted to get out of there and live. 
Now I no longer feel guilty about that. She was going to get what she wanted 
anyway. She was a monster. She never got that other girl.  

 
F So she never won. 
 
11 No. There was a time of a really bad fight and she wanted to kill herself and I was 

all right with that but she didn’t. Such a bad fight. She broke her girl friend’s 
fingers [Ava had flexed her right hand.] I hid my brother. My mother said it never 
happened and you’re never going to talk about it. Ava is good about that now. She 
doesn’t let her mother give her any crap. 

 
F 11, out here in the back yard sitting on the stone wall looking at the house, hands 

on each other’s heart, do you have more safety? 
 
11 Ava sees everything, sees me and is patient. She doesn’t see me as a monster. I 

am not that bad thing that happened. [Silent tears]. It’s not my fault. I cannot save 
anyone but myself. I tried to save my drunken grandma. I can’t save her, either.  

 
F As you sit on this fence and know these things, and as you are child Ava, does 

some of you begin to realize that you don’t have to guard that house. 
 
11 I’m just thinking of all of the other things I used to do. I’d step on mulberries to 

make mulberry wine, dolls I loved, cats,  
 
F And so you’re remembering the good things. [Being out of the house she now has 

access to positive memories that had been blocked off.] 
 
11 I had friends. I loved my grandparents. And I can take that with me. I had a 

garden and I still have one. I have woods where I live now and a rock garden and 
I love my dog. I love to swim and when we go on vacation I make everyone swim 
around the islands in Maine. So I took that with me. And that makes me feel like I 
can leave. [Being connected to those positive memories creates the stepping-
stones to complete the leaving.] All of that is with me now.  

 
F What will be the perfect way to leave, arm in arm with Ava or inside of Ava? 
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11 I can imagine walking with her side by side, down the street, down the hill, 
walking out of that town and towards where we live now. And I won’t forget that 
place but I won’t live there anymore.  

 
F And, Ava, will you keep her with you and cherish her? 
 
A Yes. 
 
F And will you take her all the way to your home now. Taking alllllll the time you 

need just let me know when you’re there. 
 
A I can picture her with me in the sunroom with the dog.  
 
11 This will take some getting used to. A little weird. Who will I be like if I’m not in 

that old house. 
 
F Can you go with Ava and explore all of the parts of her home and garden and area 

that she loves so you’ll feel comfortable.  
 
11 I used to wish as a kid that somebody would take me out of there. I learned I 

would be the only one who could save me. So, it feels right. 
 
F I am sorry you had to wait so many years, and I am so glad today was the right 

time. 
 
11 I had to let go of my brother Paul, realize that he wasn’t in the house anymore. 

He’s not there.  
 
F And 11, is there anything else you need Ava to tell you, that you need to know? 
 
11 No. I just want to get used to being here. I think I’m going to be the gardener.  
 
F And you’ll always be outside. 
 
11 Yea. 
 
F And, Ava is there anything else for you to do here, or is it time to go back to the 

Conference Room? 
 
A She just wants to settle in. 
 
F And just tell me, taking allllll of the time you need, if you can shift gears. 
 
A I’m back in the CR, in gardening hat and clogs, staying close to the silly 6-year- 

old. She has a lot of plans. I’ve been thinking about getting bees. That would be 
really a fun project.  
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F And Ava, you’ve done light-years worth of work, is this a good stopping place.  
 
A Sure 
 
F Who will tuck in the 6 year-old? 
 
A I picture the 11 and 6 year-old together.  
 
F So do you need to take the 6year-old too? 
 
A yes. 
 
F Can the party girl and colorform girl go back to the dock on the lake? 
 
A Yes. They’re there. 
 
F Is there anyone else in the Conference Room? 
 
A No. 
 
F So the 3 of you climb the stairs back to your home and then Ava is going to come 

back to my office.  
 
A I’m here. 
 
 
 

Re-Evaluation 
 
A We’ve been moving there slowly. I had to let my brother go last year. It was so 

healing to have him live with me. I grieved my inability to save him but I had 
to acknowledge that in order for the 11 year-old to leave the house on Benton 
Street. 

 
I will never understand how my mom left me with her sister. 

 
F The power of the abuser. 
 
A I read Middlesex. So confusing. Both male and female. My aunt was very 

masculine. She was a butcher and came home with blood on her clothes. My mom 
told me, “Your aunt tortured me. I don’t remember anything before age 12.”  

 
I told my mother 5 years ago that my aunt abused me. I think she believed me.  
This came out because she wanted to be closer to me. I told her, “But you view 
me as a sinner and we have to talk about the past.” She said she was sorry for the 
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abuse but didn’t know it. I realized I didn’t need someone in my life like her. She 
lives an hour away and has only joined us for holidays once. 
 
I will have to adjust to the fact that no one is guarding the old place, Benton 
Street.  
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Fraser’s “Dissociative Table Technique”
Revisited, Revised:

A Strategy for Working with Ego States
in Dissociative Disorders
and Ego-State Therapy

George A. Fraser, MD, FRCPC

ABSTRACT. The challenge in the management of a number of the
dissociative disorders–which is not present in any other psychiatric or
physical disorder–is the need to manage a person who has a dissociative
plurality of self identities. Each self identity or ego state believes in its
own separate existence, and that it can relate to the outside world without
any need of the other co-existing ego states. The primary treatment of
dissociative disorders is psychotherapy (and psychopharmacology when
Axis I comorbid disorders cause functional impairment), much like the
psychotherapy of other disorders. However, in treating dissociative dis-
orders, it is often necessary for the therapist to interact with the various
ego states. To ignore the clients’ subjective reality of such ego states of-
ten leads to therapeutic failure, a fruitless focus solely on the comorbid
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conditions, termination of therapy, or a flight to another therapist. Effec-
tive therapy most often results from the recognition and acceptance of
the subjective reality of the client’s separate ego states and the ability of
the therapist to lead the client towards a dissolution of the amnestic barri-
ers and disharmony of these ego states. For many clients, however, the
switching of ego states is chaotic and uncontrolled. The Dissociative Ta-
ble Technique offers a technique to allow clients to recognize internal
ego states, and to structure and control switching and internal communi-
cation. It is an adjunctive strategy to the psychotherapy and has proven
successful in establishing internal cooperation and integration of the var-
ious ego states. Drawing on principles from hypnosis, gestalt therapy
and clinical experience, the strategies of the Dissociative Table Tech-
nique allow the therapist to teach the dissociated person to facilitate in-
teraction of ego states, and to integrate and eventually join or fuse the
dissociated ego states into a consistent sense of self brought about by the
cooperation and coawareness of all ego states who learn to function as a
unit. This is an expanded and updated version of the original publication
of this technique (Fraser, 1991). [Article copies available for a fee from The
Haworth Document Delivery Service: 1-800-HAWORTH. E-mail address:
<docdelivery@haworthpress.com> Website: <http://www.HaworthPress.com>
 2003 by The Haworth Press, Inc. All rights reserved.]

KEYWORDS. Ego states, dissociative disorders, dissociative identity
disorder, ego-state therapy, integration, fusion

The Dissociative Table Technique is a strategy developed to assist
therapists in accessing and working with dissociated personality or ego
states (also known as “alters”) in dissociative state disorders. This tech-
nique is primarily utilized with Dissociative Identity Disorder (DID;
American Psychiatric Association, 1994) previously known as Multiple
Personality Disorder (MPD). However dissociated ego states may also
be present in other dissociative disorders, e.g., Dissociative Disorder,
Not Otherwise Specified (DDNOS) and Dissociative Fugue. The Dis-
sociative Table Technique has also been used in conjunction with
Ego-State Therapy (Watkins & Watkins, 1991, 1993, 1996), and has
been employed more recently as an adjunct to EDMR (Eye Movement
Desensitization and Reprocessing; Shapiro, 1995) when used with
dissociative disorder clients (Paulsen, 1995).

Some therapists take the approach that one should ignore dysfunc-
tional ego states hoping they eventually will “go away.” There are no
studies that support this approach. In contrast, when dissociated ego
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states are engaged in therapy, successful outcomes have been reported,
showing the value of accepting the validity of dissociative disorders and
offering appropriate therapy (Ross, 1997). This paper is meant to assist
those who are prepared to provide the challenging and often difficult
therapy with those suffering with dissociative state disorders–a therapy
which includes negotiating with ego states. The Dissociative Table
Technique was first published in 1991 (Fraser, 1991). Since that time it
has gained considerable popularity. A second article further elaborating
this strategy was adapted from a plenary presentation given at the Frie
University in Amsterdam when the International Society for the Study
of Dissociation held its first meeting in The Netherlands (Fraser, 1993).
Because of its ease of application and its ability to readily access ego
states, the Dissociative Table Technique has been adopted by many
therapists and used in the various stages of therapy. The technique is es-
pecially helpful in setting up dialogues allowing the therapist to engage
the various ego states in negotiations leading to an eventual resolution
of the ego fragmentation. It also permits the client to become familiar
with the “internal cast” that was created as an attempt to cope with ear-
lier traumatic events. It is not a therapy in itself, but rather an adjunctive
strategy devised to assist the therapist in his or her preferred therapeutic
approach.

Though the Dissociative Table Technique, also known as the “table
technique,” has proven itself a useful strategy for accessing and manag-
ing ego states, some changes have been made over the years to improve
its ease of use. This latest version will make it even easier for therapists
to use in managing the various dissociative states–states which may ac-
tively take exclusive control or merely influence from within. This revi-
sion also discusses the strategies of the Dissociative Table Technique in
more detail than in the original.

Before describing the table technique, several issues concerning its
applicability should be mentioned. Some clients may present to therapy
with an awareness of their dissociative system and may not need any as-
sistance from the therapist to initiate dialogue within that system. Yet
others may have ego states that present spontaneously in the therapy
session or do so readily at the request of the therapist. Such cases would
not necessarily need the table technique. In some situations, therapists
may prefer strategies other than the table technique to engage ego states,
e.g., through writing or journaling. Thus, the table technique is but one
of a number of strategies that can be used to access ego states. Nonethe-
less, the table technique, besides providing accessing and dialoguing
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strategies, has additional elements facilitating the ongoing therapeutic
process in dissociative disorders.

While the table technique does not employ a formal hypnotic induc-
tion, it should be noted that dissociative patients are generally high hyp-
notic responders (Boyd, 1997; Rhue & Lynn, 1991), and many of the
clinical features may be related to auto hypnotic trance phenomena. Ac-
cessing strategies such as the table technique may tap into hypnotic phe-
nomena whether the therapist intends it or not. For this reason it is
recommended that anyone using the table technique should have either
formal training in hypnosis or obtain supervision for their first few
cases from someone who is familiar with hypnotic techniques and the
presentation and management of ego states.

While the table technique is relatively simple to employ, it cannot be
overemphasized that it delves very quickly to the dissociative phenom-
enology by readily engaging ego states that may or may not welcome
this internal probing. If one is to use this technique, one must be well
prepared to manage the consequences of interaction with ego states.
Such ego states often view themselves as separate entities and expect
recognition as such once they agree to relate with a therapist. While
therapists understand that dissociated ego states are not separate “peo-
ple” but are dissociated aspects of a single person, to facilitate therapy
and earn a therapeutic alliance, it is best to initially accept that they be-
lieve they have separate identities. Avoiding an initial and aggressive
challenging of this delusion of separateness better promotes a positive
therapeutic relationship. Initially it may also be better to refer to them
by the names or identities that they believe themselves to be. As therapy
progresses, it can be gradually introduced that each of them is, in fact,
one facet of the client’s total personality, and that eliminating dis-
sociative barriers and bringing about ego state harmony is the ultimate
aim of therapy.

There are often early relational problems that must quickly be settled,
for as often as not, ego states erroneously believe the goal of therapy is
their elimination. It is important to clarify early on that ego states are not
eliminated or “killed,” not even the “nasty” ones. These “nasty” states
often possess the energy and assertiveness that will be very much
needed when they are finally together as a team. The therapist early on
should explain that all ego states were developed for special needs, and
that each has an important role to play that they will understand better as
therapy proceeds. Therapists often quickly find themselves in the addi-
tional roles of teachers, mediators and negotiators between ego states
who are often hostile to each other. Being faced with an angry ego state
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can be sometimes intimidating for the novice in this field as well as the
seasoned therapist. Yet, these angry ego states often have vital strengths
that will be needed in the process of integration of ego states and be-
yond.

While hypnotic phenomena are accessed with the table technique, it
is basically an imagery strategy. Initially I considered it to be a guided
imagery technique, but actual guidance by the therapist is minimal save
for arranging the place and setting where the interactions between ego
states takes place. After that, exchanges between ego states are, for the
most part, inner-directed by the client. As such, the technique more
properly would be considered inner-directed imagery rather than guided
imagery, as the latter implies that the therapist is suggesting the content.

This article presumes that the therapist is familiar with the clinical
presentations of dissociative disorders and the therapeutic goals in the
management of dissociative disorders. The reader would benefit from
familiarity with the Guidelines for the Treatment of Dissociative Iden-
tity Disorder (International Society for the Study of Dissociation, 2000)
and the clinical literature in concerning the treatment of dissociative
disorders (see Putman, Guroff, Silberman, Barban, & Post, 1986; Ross,
1989, 1997; Kluft, 1991), attending workshops such as the annual meet-
ings of the International Society for the Study of Dissociation, and read-
ing this journal and its predecessor, Dissociation: Progress in the
Dissociative Disorders that was edited by Dr. Richard Kluft.

THE DISSOCIATIVE TABLE TECHNIQUE

Pre-Table Work

I refer to the state that presents for therapy as the “presenting person-
ality.” As yet, there is as yet no universally accepted term for the ego
state that is the first to present to the therapist’s office seeking help. Be-
sides “presenting personality” some have used the terms “birth person-
ality” and “host personality,” and, more recently, “apparently normal
personality” (APN; Steele, van der Hart, & Nijenhuis, 2001). The real-
ity is that any ego state may initiate the therapy, although most often it is
the ego state that carries on with everyday activities (and is likely expe-
riencing amnesia when other states decide to take over). For this paper, I
use the term I used in my original paper, that is, “presenting personal-
ity,” for the Dissociative Table Technique can be initiated with any pre-
senting ego state. Prior to engaging the client with the table technique, it
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is wise to presume that at least some of the ego states are probably al-
ready listening in, even though no formal contact has been attempted by
the therapist. Thus, this is a good time to remind the presenting person-
ality that the aim of therapy is to engage all the personalities in the ther-
apeutic process and form them into a new team, and that the elimination
of any ego state is not in the therapeutic agenda. This clarification will
generally result in better cooperation when the table technique is ini-
tially used. However, therapists should not be surprised when they run
across episodes of resistance and even sabotage–rather, they should be
surprised if they don’t!

The client should be told that this technique is to be employed to gain
contact with their internal system (for some, a very confusing system in
which they may never have had any previous controlled dialogue with
the inner ego states) (see Figure 1). Trying to sort out the chaos in the in-
teractions of dissociated ego states in the early stages of therapy can be
like spring housecleaning; everything gets put into the middle of the
room before eventually put in its proper place. As such, things may ap-
pear initially more disorganized. The client should be informed that
therapy may seem more chaotic before it eventually progresses to facili-
tating internal cooperation and eventual resolution. Some therapists
may wish to have an informed consent signed indicating the person is
aware that therapy may be stressful while contacting various ego states,
and uncovering and resolving conflicts. Therapists too should be aware
that the therapy may be stressful for them and that they must avoid the
trap of being over-involved in the therapy, and must guard their per-
sonal boundaries and not become overstressed. Therapists should not
hesitate to get supervision or speak with a colleague if they are experi-
encing difficulties in providing the therapy.

Of course, one does not use the Dissociative Table Technique in the
first clinical session. It is only used after a proper diagnostic assessment
has been done and other comorbid conditions have been considered and
managed as appropriate. For example, it would be inappropriate to
commence the table technique if a patient is depressed or suicidal; the
depression should be managed first. Other comorbid conditions such as
substance abuse, anxiety disorders including posttraumatic stress disor-
der, eating disorders, and self mutilation behavior must be contained. It
may be possible to manage such clinical difficulties while still employ-
ing the table technique, but this will vary depending on the clinical cir-
cumstances. Therapists should be familiar with stage or phase oriented
treatment that has been suggested for the treatment of survivors of
childhood abuse (see Chu, 1998; Courtois, 1998; Herman, 1992). Stage
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oriented treatment models recommend an initial period of stabilization
prior to attempts to access and process traumatic memories. Estab-
lishing safety, containing florid symptomatology, maintaining basic
functioning, and promoting the ability to engage in collaborative rela-
tionships are some of the essential goals of early stabilization. With
some survivors of severe and chronic childhood trauma, stabilization
may require extended treatment prior to exploration and abreaction of
traumatic experiences.

THE TABLE

The Dissociative Table Technique is an imagery strategy facilitated
by the client’s own hypnotic capacity. All work is done with the client
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FIGURE 1. This drawing by a patient with DID was done for the author depict-
ing how she perceived her ego states “in the background.” She knew they were
there by the voices. Friends confirmed that at times one or another would come
to the front, pushing her behind with consequent time loss.
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sitting in a chair in the office as is traditionally done in therapy. To make
the table technique easier to use, I will describe strategies along with the
actual wording I would use with that person. The strategies of the table
technique have partly been derived from such areas as gestalt therapy
and hypnosis. Other strategies have developed through my clinical ex-
periences as the table technique has evolved.

The Dissociative Table Technique often utilizes the image of a table
in a safe room, with chairs for the ego states (including the presenting
personality). However, some clients, for various reasons, may not wish
to utilize such a setting, and they can be given permission to choose
their own meeting area. For example, some may choose a scene such as
sitting around a rock on a beach, or other more personalized locations.
Nonetheless, the principles of the table technique are the same and the
setting is not critically important. Most clients prefer to use the table im-
agery, often in a conference room atmosphere, where negotiations can
take place during the therapy.

SETTING THE TABLE

To begin I say to clients, “I want you now to close your eyes, and be-
fore we go to the table, I want you to imagine yourself in a safe relaxing
place. Some people may pick a beach, others choose some other relax-
ing place. When you have chosen that place I would like you to describe
for me what you are seeing.” This generally takes one or two minutes.
By having the image described to me two things are achieved. First, I
find out if in fact they have visualized this relaxed place. Once they be-
gin reporting their scene–any scene–I know that they are actually able
to focus on an internal image of a location. I have not had dissociative
disorder patients who could not readily experience quite vivid visual
images. (Actually their capacity for imagery is remarkable, which is
probably why the table technique works so well with this group.) If no
visual imagery was experienced one would have to consider conscious
or unconscious (i.e., interference by an alter ego state) resistance and
this would have to be resolved before proceeding. Second, I have also
set up the expectation that they can also speak to me in my office while
describing their internal imagery. This simple strategy is often all it
takes for a dissociative individual to enter into a trance state, without the
therapist needing to use formal hypnosis.

If the clients have not included themselves in the scene, I say, “I want
you now to see yourself in this relaxed place. Notice for instance what
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are you wearing there.” Generally, they then readily visualize them-
selves in the scene. By asking to see themselves and what they are wear-
ing I have, in fact, given the expectation that they should be able to do
this. This is because I also wish them to later be able to include them-
selves as one of the members at “the table.” In the rare case in which
they still do not see themselves, I say once more, “I would like you to
now place yourself in that relaxed place and then describe how you ap-
pear.” As most will now have done that, I will proceed (even if they
haven’t yet seen themselves but have at least described the scene). If
imagery is not achieved here, resistance should be considered, which
could be a defense suggesting that more preparation has to be done, or
the possibility that the clinical impression of a dissociative disorder
needs to be reevaluated.

I continue, “I would like you to now change this image. I want you to
imagine yourself in a safe room. In this room is a table. Around this ta-
ble are chairs. One chair is for you, the other chairs are for those others
who play a role in your internal life.” If the person has already given
names to members of their internal system I may say, “The chairs are
for you and those you are aware of who are inside” (you could use
names or other references that earlier were made by them of their ego
states, e.g., the “inner voices”). I always try to use the term that the cli-
ent has used in reference to their own ego states to avoid any suggestion
on my part.

I continue, saying, “And I want to emphasize that this is a safe room.
In here, no one gets hurt. I don’t hurt you and you don’t hurt me. Those
around the table don’t hurt each other. This is a place to get to know
each other better. We can talk, but we don’t act out. No one is allowed in
here except those parts which play a role in your internal life.” (This
can be adapted to suit each case.) The intent here is to set up a negotia-
tion room and to indicate that this is not just another setting in which to
carry on the chaotic relationships which preceded therapy. Also it is im-
portant to emphasize that the expectation is dialogue and not acting out;
dialogue both with the therapist and within the system.

I then say, “Let me know when you see yourself in a chair.” Since
later there can be arguments about who gets to sit at the head of the ta-
ble, I often suggest an oval table. As mentioned earlier, if there appears
to be any difficulty with table imagery, I suggest they choose any other
meeting imagery they might prefer.

I proceed, “Now tell me what you see in the other chairs.” A variety
of responses are possible. If you are lucky, all the involved personalities
have accommodated you and have placed themselves in the chairs

George A. Fraser 13
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around the table or the other chosen site. More often, however, you may
be told that there are chairs but no one is in them yet! Since the confi-
dent expectation by the therapist that this is going to succeed is so im-
portant, the therapist must not be upset by any delay. If no other ego
states have yet come to the table (or whatever place they chose), the
therapist persists by saying, “OK, now I would like you to look towards
the door (even though no door was mentioned before!) and now invite
the “others” (or by whatever term they have been using for the ego
states) to enter the room and take a seat.” At this stage the therapist
waits in expectation and is generally rewarded by at least a few reluctant
inner cast members who come to the table. For example, there may be
seven empty chairs but only three states come to the table. “That’s
good, and when the others feel safe to enter then they can come when
they feel ready.” (The time of arrival can vary widely!)

This Setting the Table part is quite interesting and can open up an un-
expected awareness of the actual extent of the internal ego system (see
Figure 2). Perhaps the most amazing part of the whole Dissociative Ta-
ble Technique is that the presenting personality, for the first time, may
be actually visualizing the other ego states. Hitherto, these states may
only have been experienced as voices, or had their behaviors and perso-
nae described by other people. But what is also most interesting in that
each ego state brings its own sense of identity and body image to the ta-
ble. The presenting personality is often surprised by the physical ap-
pearance of the other ego states (e.g., that gruff voice that was so feared
actually belongs to a young child ego state, or that some ego states are of
a different gender, or that some look like the presenting personalities
when they were younger). It is to be emphasized then, that what appears
at the table is not the interpretation of the presenting personality, but
rather each ego state’s own perceived identity. This often opens up a
major new understanding of how the internal system operates and is an
important element in the usefulness of the table technique. The various
ego states’ presentations may represent ages at the time that states were
formed or may be symbolic of their roles, e.g., a tough looking persona
or a seductive one, to just name a couple of possibilities.

Often the number of chairs reported around the table gives a more ac-
curate estimate of the complexity of the internal system than the client
may be able to report. For instance, if initially the person reported two
voices, one might expect that the safe room would have three chairs–
one for the presenting personality and two for the two inner voices (ego
states). However, if that person reports there are six chairs present but
only two occupied by the ego states previously experienced, it is now

14 JOURNAL OF TRAUMA & DISSOCIATION

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
J
T
D
 
-
 
J
o
u
r
n
a
l
 
o
f
 
T
r
a
u
m
a
 
&
 
D
i
s
s
o
c
i
a
t
i
o
n
]
 
A
t
:
 
1
9
:
5
0
 
1
5
 
F
e
b
r
u
a
r
y
 
2
0
1
1



highly suspicious that the other chairs represent places to be filled by
ego states that exist but have not yet revealed themselves. Once therapy
progresses, and trust ensues, then it would be expected that the four as
yet unknown guests (or more) will eventually join the table. Keep in
mind that rarely does everyone come to the table on the first “setting.” It
may be months or longer in complex cases before everyone attends.

THE DIALOGUE SET-UP

Now that the initial group has come to the table, the next step is to set
up a way to communicate with those ego states in an organized manner.
Remember that until this point, these ego states generally have only
made unexpected spontaneous appearances, much to the distress of the
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FIGURE 2. The same patient who drew Figure 1 depicted how she perceived
her ego states when first using the Dissociative Table Technique. Now she had
a visual representation of those ego states around the table but also included
herself. This set the stage for interaction and dialogue.
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presenting personality. Just as likely, some have been operating totally
inside, either through taunting via auditory hallucinations or by “made
actions” (such as those described as Schneiderian First Rank Symp-
toms; Gainer, 1994). For some clients, there may never have been any
previous dialogues with the internal states nor co-conscious awareness
until this point.

The Spotlight or Microphone Technique

I now introduce the communication strategy that I refer to as the
Spotlight Technique or the Microphone Technique. “Now that you are
at the table, I would like to set up a way in which you can speak with me
and to each other. You can choose to speak to me directly or speak
through (name the presenting personality). We will arrange that we can
have a spotlight shine on the one who wishes to speak or we could pass
a microphone to whoever wishes to speak. Which would you prefer, a
spotlight or a microphone?” If they said neither was acceptable, I
would work out an agreed upon alternative. I’m going to use my word-
ing as if the spotlight was chosen. “OK, now I want you all to listen
when someone else speaks so you can all be aware of what is said in
therapy.” It is important to stress to the presenting personality that he or
she is also expected to listen to other personalities as they speak. This is
a very important aspect of the table technique; it teaches the presenting
personality to now be aware of the other personalities as they dialogue
with the therapist and with each other at this table. Our role as therapists
is to assist in ending such dissociative barriers. Being aware of other
ego states and hearing them speak may be a first time experience for
many. This also bypasses the need for the presenting personality to ask
at the end of the session, “Well, what went on when you were talking to
the others?” This is another strategy in eliminating amnestic barriers. I
emphasize that everyone should pay attention to the conversations. This
strategy allows for relationships to develop between ego states; many
who also may not have been aware of each other and not on speaking
terms for one reason or another.

To continue, I next say, “I’d like to demonstrate how the spotlight
technique (or microphone technique) works. Would whoever is willing
to speak with me first, put up your hand?” (Most times there will be a
volunteer willing to talk with the therapist.) I then address the present-
ing personality and say, “Whose hand is up?” If no hand is up, I may
suggest a volunteer whom I think might be more willing to speak.
“Thank you for volunteering. I want you now to all be aware of a spot-
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light shining on the one who is going to speak to me. When I count to
three, the spotlight will be shining on you (the volunteer). Ready? . . .
one . . . two . . . three. Great, now tell me a little about yourself.” The re-
sponse allows the therapist to discover how much cooperation has been
obtained. Notice the use of an open-ended question and not a leading
question. If all goes well, the therapist will be told the name and the role
of the ego state that is speaking. After a brief conversation I thank that
ego state and may suggest we do one more trial to make sure everyone
sees how it is done. I would then say, “Thank you for speaking with me
and now would you look around and see who else is willing to speak
next?” Once another ego state volunteers, I continue speaking to the
one under the spotlight and say, “When I count to three, would you
place the spotlight over that person who will speak next? Thank you . . .
one . . . two . . . three. Thank you for also agreeing to speak. (To this next
volunteer) Tell me a little about yourself.” Notice again, I try as much as
possible to ask non-leading questions. These clients are often quite sug-
gestible and the therapist must always keep in mind to avoid suggestive
questioning both here and at all times in the therapy.

I end the Dialogue Set-Up by asking that the spotlight now be placed
back on the presenting personality. I may ask what that experience was
like for the presenting ego state. Often I may do the Table Set up and in-
troduce the dialogue technique at the same session. If there are a reason-
ably small number of ego states, I may speak to them all briefly using
the spotlight or microphone technique. Otherwise I will end with
(speaking to the presenting personality who is still at the table, under the
spotlight), “I’d like to thank you all for your cooperation. This is a strat-
egy we can use so we can readily speak with each other. I’m now going
to bring (name the presenting personality) back to my office. The rest of
you are invited to listen into the therapy sessions from now on at all
times. OK, when I count to five (addressing the presenting personality), I
want you gently to open your eyes and return to my office (from the ta-
ble). Ready, one . . . two . . . three . . . four . . . five.” When the eyes open,
I ask, “Well, tell me what that was like.” I’m especially hoping to hear
that all ego states were seen by the presenting personality and that he or
she can recall the conversations of those who spoke while under the
spotlight (or by using the microphone). I remind the client that from
now on I expect that ego state conversations in therapy are heard by all.
I remind all ego states I am therapist for each of them and intend to be
fair and evenhanded with every one of them.

It is not expected that at every session that the use of a microphone or
spotlight must be suggested. What often occurs is that after a few ses-
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sions of using the spotlight or microphone, it has been established that
direct conversations can occur with any ego state. Soon, ego states be-
gin to speak without bothering with the spotlight/microphone.

Mediator Technique

At times, in the Dialogue Set-Up, some states may be unwilling or
unable to speak directly for one reason or another. Here I use what I call
the Mediator Technique (the Middleman Technique in the Fraser, 1991
paper). I will ask if that reluctant ego state would be willing to speak to
the presenting personality who could then relate the conversation to me
and in essence act as an interpreter between that state and myself. What
generally happens is that the reluctant ego state, after only a few ex-
changes, begins bypassing the presenting personality and we end up no
longer needing the mediator and suddenly are speaking directly to each
other. The Mediator Technique may also be especially helpful if there is
an ego state who speaks another language which the therapist does not
understand, or a state which may be afraid, too shy, too young, or
ashamed to speak for some reason or another. In the latter case I might
ask the Mediator, or another volunteer, to relay what that state may be
trying to convey. Various improvisations can be made using the Media-
tor Technique.

The Table Set Up and the Dialogue Set-Up (including the Mediator
Technique) are the essence of the Dissociative Table Technique. Once
these have been used a few times the client learns to use them upon sim-
ple request. The therapist need only say, “I would like you to now go to
the table.” This quickly becomes a request to be at the table with the
personalities assembled. As well, since it no longer becomes necessary
to use the spotlight or microphone, the therapist need only say “I’d like
to speak to . . . .” The ego states use the appropriate imagery without
further need of direction from therapist. In effect, at this point, in less
than a minute, one can have the alter personalities assembled around
this table and engaged in a dialogue. Generally the client prefers to do
this with eyes shut, which helps to focus on the internal imagery being
used. However, when speaking with the various ego states once they
have presented, their eyes often open as you would expect in any dia-
logue with a person. They may briefly close their eyes as they shift to
another ego state.

The Dissociative Table Technique can be far more useful than just
the core elements described above. That safe room with tables and
chairs (or other selected safe place) along with the ego states can be-
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come a meeting place where additional strategies can be employed in
the course of therapy: a therapy in which the aim is to assist the ego
states to realize they are the vital parts of a puzzle which ultimately is
meant to be solved and joined together. At that point, they will be able to
interact and function together in whichever way they will ultimately
feel most comfortable. Speaking of the benefits of further integration I
say, “It’s so nice to be able to spend a full day and know where you were
and what you did all that day, and to awake from sleep in the morning
knowing you didn’t leave your bed except perhaps to go to the bath-
room. This will happen when you all get together. Its worth the work.”

SWITCHING HEADACHES

Some clients may experience a sudden headache caused by switching
from one ego state to another. This headache can be quite painful and
commonly is known as a switching headache. If you feel comfortable
that the timing of the onset of a headache suggests it indeed is a switch-
ing headache and not something physical, then you could use the fol-
lowing guided imagery strategy: “Close your eyes and imagine a
balloon as big as that headache. Now begin to gently let the air out of
that balloon. As it gets smaller and smaller let it go way, way to the back
of your mind. As the balloon goes further and further away, so too does
your headache. When the balloon gets as small as it possibly can, and
as far back as it can, gently open your eyes.” If it is a switching head-
ache, chances are the headache has dramatically if not completely gone
and you will be quite impressed, as will your client.

THE SCREEN STRATEGY

The Screen Strategy can be used in a number of different ways. There
may be times when an ego state may wish to let the others know of an
event or events that should be known by the others before any attempt at
fusion (joining together). It usually is better to do experience sharing in
bits and pieces rather than have the floodgates open by a fusion without
any preparation. It is the nature of dissociation that traumatic or fright-
ening events may be in the memory bank of some but not all ego states.
With fusion, these amnestic barriers generally break down. It is best not
to have to deal with new traumatic material at unplanned moments.
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One use of the Screen Strategy then, is to share history, or events, by
one ego state or group of ego states which are deemed to be important to
be known, but hither to have not been known by all personalities. Of
course, this brings up the question of whether techniques such as this
can lead to false memories. Although hypnosis, guided imagery, or any
other similar means can elicit erroneous memories, such memories may
also be accurate (Kluft, 1995). Without external corroboration the ther-
apist cannot be expected to be the adjudicator of the validity of memo-
ries. This is an important issue to discuss with clients in order to avoid
erroneous confrontations with others or law suits that are based solely
on recollections that have no external corroboration. Clients must be
made aware of the vagaries of memory recall in therapy. Therapists
must avoid leading questions and any other techniques that would influ-
ence the content of memories. I will not go into details of the cautions
and guides regarding recovered memories, for this area is extensively
discussed elsewhere (see Brown, Scheflin & Hammond, 1998; Kihlstrom,
1994).

With the potential difficulties discussed, and informed consent issues
considered, one can then proceed with caution to use the Screen Strat-
egy. Still utilizing the room with the table, I say, “You will notice a
movie screen or a television, or computer monitor in a corner of the
room. When someone feels it is essential for the others to know of an
event some others don’t know, but must be known in order that you get
together as a team, then this can be conveyed to the others by a movie
(or video) clip of that event. Those watching can have a remote control
switch in front of them so they can shut the picture and sound off for
themselves if they feel they are not yet ready to look at that scent/event.
Everyone has his or her own individual remote control so if any remote
is shut it off, it doesn’t interfere with others who wish to continue to
watch.” To start, I say, “We are now going to watch an event that (name
ego state) feels is important to share. When I count to three, that scene
will begin to play on the screen. If you feel uncomfortable, you can shut
it off.” I generally will ask that ego state to describe what he or she is
showing, so I can monitor not only what is being shown but also the
emotional state of the story teller to make sure he or she doesn’t slip into
a reliving or revivification of that event. If I feel that emotions are run-
ning too high, I might suggest the scene be discontinued and looked at
later, possibly only in segments that can be tolerated. I then may moni-
tor reactions, and perhaps at this stage in initial work, reminding them
once again of the difficulties surrounding memory recall. This can be a
very stressful experience for both client and therapist, and the therapist
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must always to be prepared for the unexpected and always be ready to
step in and calmly control any difficulties arising. A calm exterior by
the therapist–no matter what is being actually experienced inside–is
quite reassuring. Active work with memories should be considered on
an individual basis. Therapists should err on the side of caution if in
doubt, and proceed slowly with memory exploration. However, clients
often require a narrative for traumatic events as a key to recovery, so it
may be essential for some to deal actively with such events.

A second use for the Screen Strategy is that it can be helpful for cur-
rent amnestic episodes as therapy proceeds. For instance, an ego state
may have taken over the previous day and the others are upset because
they do not know what happened. In a similar manner to that described
above, I would say, “You can learn to discover what happens during
those lost times by getting together at the table and having that (name
the ego state) who took the time, show you on the screen what went on
for that period of time.” While I may have to encourage that part to
show the rest what went on, very soon they learn to gather their group
together, on their own, and figure out how to break through such
amnestic periods–one of the primary goals of the therapy. This can be a
very empowering experience for them. As mentioned earlier, such a re-
play does not guarantee that this is historically accurate.

THE INNER SELF HELPER (ISH)

The term for this special, though illusive ego state was coined by
Ralph Allison (1974), though earlier therapists including Pierre Janet
were aware of this controversial ego state. The Inner Self Helper (ISH)
rarely presents spontaneously and if it does, it speaks as if it were a
monitor or observer of the other ego states, but not one of them. It ap-
pears to know all the memories of the other ego states and sometimes
can offer valuable information to the therapist. It does not show up at
the Dissociative Table nor does it have an image that can be seen by the
other ego states.

The concept of the ISH was falling out of use in the 1980s. Another
dissociative disorders therapist, Christine Comstock, and I found it use-
ful, and attempted resurrecting its use under the term Center Ego-State
to reflect where that state placed itself within the system (Comstock,
1987). However it is no longer generally used in DID therapy and I will
not go into further detail about the ISH. Nonetheless, I do mention it
here as it could spontaneously present itself during therapy. Those who
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wish to learn more about it could refer to the writings of Ralph Allison
(1974). The reader may refer to this author’s original article concerning
the Dissociative Table Technique (Fraser, 1991) for a strategy used to
access the ISH/Center-Ego State.

THE CHANGING ROOM TECHNIQUE

This was referred to as the Transformer Technique in the original pa-
per (Fraser, 1991), but is now revised and better can be called the
Changing Room Technique. This technique may not be needed for all
cases, just as the Screen Strategy may not be necessary for all clients.
Nonetheless, frequently there are ego states who are of a different age or
gender than that of the biological reality of the person. In some cases the
psychological adjustments towards biological reality may proceed nat-
urally along with the therapy, or may resolve immediately at the time of
fusion. However, in some cases, these quasi-delusional beliefs of differ-
ent age, gender or other factors may present stumbling blocks to both
integration and fusion. I should clarify here that I use Kluft’s definition
for these terms (Kluft, 1993). That is, integration refers to the process of
working together of ego states as therapy proceeds, and is the sense of
blending together. Some clients may decide that the ultimate goal of
therapy is only to act as a cooperative team working in unison, i.e., inte-
gration rather than total fusion. Others will have the goal of integration
and complete fusion. Whatever seems to work best for the client is ac-
ceptable provided that it is the best compromise or decision that can be
reached. Integration with total fusion is probably the best and most sta-
ble solution for most.

A full discussion with details of the progressive development of ego
states as therapy progresses is beyond the scope of this paper. Suffice to
say that some ego states may prefer to progress naturalistically by
stages and eventually progress to the true age, stage and gender of the
client. However, there are instances where the Changing Room Tech-
nique can facilitate the way in which ego states view themselves. Sup-
pose a five year old ego state has told her story and wants to “grow up”
but not “all the way” at once. I would ask what age she would feel com-
fortable to progress to. Assuming she said, “Twelve years old,” I would
say the following (working from the dissociative table setting): “To one
side of the room you will notice a small “changing room” just like you
find in stores where you can try on clothes to see if they fit. You will note
that there is a nice full curtain instead of a door. Inside is a large mirror
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and a light so you can see. The curtain is nice and thick and when you
are inside no one out here can see you. The changing room is safe and
only for you. No one can hurt you there and you can ask me any ques-
tions if you wish when you are in there. Say “OK” when you are in
there. (Wait for the OK) Ready? When I count to five (or any number)
you will feel yourself changing from a five year old to a 12 year old.
Here we go . . . one . . . two . . . three. Feel yourself getting older . . . four
. . . five! Now you are now 12 years old! Look in the mirror and describe
how you look.” (Their description allows me to know whether this has
worked–it mostly does–or whether I have to make a few adjustments to
the directions.) “OK, you can now come out of the changing room. No-
tice also that your mind knows more than before and (if appropriate)
you can now speak like a 12 year old. Well, how does that feel?”

Similarly I can use the same changing room if it is necessary to have
the gender identity of an ego state transformed to that of the true biolog-
ical assignment of that person (which most often is correctly perceived
by the presenting personality). Preparation for this usually is preceded
by a considerable amount of therapy assuring that ego state that strength
is in personality, not dependent just on the one’s gender. Often, such a
change in gender identity is met with initial resistance. But when such a
change time is ready, then I use the same strategy in the changing room
as described for age changes but might say, “As I count to five you will
feel yourself changing from a boy to a girl (or vice versa). Ready?”
Again I have them use the mirror in the change room that not only al-
lows them to describe the change but lets me again know how success-
ful the process has been.

FUSION STRATEGIES

As therapy continues, and various strategies are employed, the coop-
erative working together of the ego states progresses at speeds that vary
greatly from case to case (one year being considered fairly rapid, and a
number of years in therapy being more common). As therapists, we
know that we aim for not only a cooperative integration, but ideally a
fusion or joining together of all ego states to comprise a whole and com-
plete individual. As mentioned earlier, this may not be the wish of all
clients, and they have the right to choose what works best for them.

Initially, any suggestion of blending (fusion) will be met with skepti-
cism if not outright rejection. As mentioned earlier, this is because the
therapist may be seen as someone who is trying to eliminate certain ego
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states in preference to others. As therapy progresses, and the therapist
becomes more trusted by showing a consistent pattern of advocacy for
all ego states, there will come a time when a limited amount of trust will
be given to the therapist–enough trust to allow limited cooperation to
demonstrate the concept of fusion.

Partial Temporary Fusion

Some therapists may use one-step fusion as the final major step of
blending when all states are ready to unify. My experience, having
worked with many DID cases, has been that a partial temporary fusion
or blending of a two or more ego states has most often been preferred.
By partial temporary fusion I mean two things. First, only part of the
system–two or more personalities or ego states–agrees to blend. Sec-
ond, the blending or fusion is time limited as decided in the session (this
may be a few minutes or even until the next therapy session, whatever is
agreed upon). At the end of this agreed upon trial, each state will be re-
turned to the same as before until some agreement for a more prolonged
fusion (and perhaps including more ego states) has been arranged. This
kind of trial allows the involved ego states to “see what its really like,”
and other ego states to look on so they may assure themselves that not
only are ego states not “lost” in the process, but also that they can later
separate back to their own identities after the trial fusion without being
altered in any way.

As an example, if two ego states have agreed for a temporary partial
fusion with the presenting personality, I would say the following, “I
would like the three of you who have agreed to this partial and tempo-
rary blending (or fusion) to stand up and face each other. I would also
like all the rest of you to look on and observe that no one gets lost in the
process and to see that it is quite possible for a group of you to work to-
gether as one. I would now ask the three of you to join hands and form a
circle.” (This has not presented a problem even though circles may
have various meanings in various cultures–this could be adapted in in-
dividual cases.) “Please nod your head when you have done this.” (I
await the nod.) “Good, now as I count to five I want you to continue
holding hands and walk towards each other being totally blended as
one when I reach five. Ready! One, start walking together, two . . . three
. . . blending . . . four . . . forming a perfect fit . . . five . . . now all together
as one! Next I want to do a roll call so the others can see you all exist to-
gether in this new blending.”
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I then do a roll call asking them each to respond in the positive when I
call their name. Then I say, “O.K., I’d like you now to open your eyes to-
gether, as one, and describe what this experience is like.” I then await
their comment together as a unit. Often, they comment on how interest-
ing it is. Sometimes they comment that my office seems brighter. I may
ask them to note that they may be aware of each other’s thoughts and
feelings when blended this way. For some, this partial fusion experi-
ence leads to a sudden understanding of the advantages of functioning
as a unit. For others, the temporary fusion may be uncomfortable, as
some may not be used to the unpleasant emotions that one or more of the
others may have. In such cases I may limit the fusion to only a few min-
utes.

After they have experienced this fusion, I will say, “We agreed that
this was only a trial to show you the potential benefits of blending and to
guarantee you and those watching that no one gets lost in this exercise.
So, to get back to your original state, you only have to reverse what we
did in the fusion. Now I will count backwards from five. When I am at
one (or zero) you will be back to your usual self before you joined.
Ready! Five, four . . . begin to step backwards . . . three . . . now you are
in a circle holding hands . . . two, let go hands and take another step
backwards. Now, one, and you are separate again!” I will likely have
them discuss the experience and then I will make a general comment
such as, “So you all can see that fusion is possible. You don’t get lost.
You share strengths and ideas, and you can begin to function like the
rest of the world–combining your strengths and being able to handle
any situation together without having to dissociate to one state or an-
other.”

Final Fusion

The number and differing combinations of partial trial fusions will
vary from case to case before the ego states are ready for a total get-to-
gether. Although some may prefer to settle for some kind of a coopera-
tive team, I encourage them to strive for complete fusion of states as this
seems to work best in my experience. When I have agreement for a co-
operative coconscious team or preferably complete fusion, I prepare for
this permanent fusion by saying “I want to congratulate you all for hav-
ing reached this special moment when you all have agreed to come to-
gether as one. Preparing to being able, as one, to share your skills and
from now on able to be able to manage the world together without hav-
ing to dissociate.” (I may embellish on this depending on my perception
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of what needs to be added here.) “I want you all to now join hands and
as I count to ten (or any number), I want you to walk together and blend
just as we did in the practice partial fusion sessions. However, this time
you have agreed to stay together. Ready!” Then I slowly count, encour-
aging blending as per the partial fusion instructions. “Now open your
eyes all together as one. Congratulations! You did it. Tell me how it
feels!” Generally the fusion is successful, though in some cases adjust-
ments may be needed. These are left to the therapist based on the needs
of the particular client. Success here is often a peak experience and I
make sure everyone recognizes what a special moment this is. Although
this is just one more step in a therapy that has evolved step by step over
the months or years, it is a major advance in the overall treatment.

POST-FUSION INTEGRATION

But, . . . the therapy is not finished yet, though for the most part the
use of the dissociative table is no longer needed. Now the therapist en-
ters the phase of post-fusion integration. This is to now teach the person
how to handle various life stressors as a fully integrated individual with-
out having to use dissociation to cope. Pre-fusion integration began
with initiation of the Dissociative Table Technique. Now integration
proceeds with the fused person. The necessity of cooperative teamwork
becomes more evident than it ever was.

It is beyond the scope of this paper to describe the ongoing therapy
from this point. It should be pointed out, however, that during initial
stages of post-fusion, old habits could possibly result in some slips
backwards (a brief dissociative episode) and it may be necessary to
re-fuse states that may be “bumped out” in an unexpected stressful situ-
ation. The table technique may once again be of help. With persistence
and patience, all will work out!

This writer hopes that the Dissociative Table Technique will prove
useful to readers who must keep in mind that this is only an adjunctive
strategy meant to assist in the psychotherapy between clients and thera-
pists. Those using the dissociative table for the first time will be pleased
to discover how relatively easy it is to use. But never forget this tech-
nique can quickly delve deeply into the unconscious mind processes
and should only be used with the cautions given at the beginning of this
paper. Responsible and productive psychotherapy must utilize the full
abilities and perspectives of both patients and therapists to promote safe
and effective treatment.

26 JOURNAL OF TRAUMA & DISSOCIATION

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
J
T
D
 
-
 
J
o
u
r
n
a
l
 
o
f
 
T
r
a
u
m
a
 
&
 
D
i
s
s
o
c
i
a
t
i
o
n
]
 
A
t
:
 
1
9
:
5
0
 
1
5
 
F
e
b
r
u
a
r
y
 
2
0
1
1



REFERENCES

American Psychiatric Association (1994). Diagnostic and statistical manual of mental
disorders, 4th ed. Washington, DC: Author.

Brown, D., Schefllin, A.W., & Hammond, D.C. (1998). Memory, trauma treatment,
and the law. New York: Norton & Co.

Boyd, J.D. (1997). Clinical hypnosis for rapid recovery from dissociative identity dis-
order. American Journal of Clinical Hypnosis, 40, 97-110.

Chu, J.A. (1998). Rebuilding shattered lives. New York: John Wiley & Sons.
Courtois, J.A. (1998). Recollections of sexual abuse. New York: W.W. Norton & Co.
Fraser, G.A. (1991). The dissociative table technique: A strategy for working with ego

states in dissociative disorders and ego-state therapy. Dissociation: Progress in the
Dissociative Disorders, 4, 205-213.

Fraser, G.A. (1993) Special treatment technique to access the inner personality system
of multiple personality patients. Dissociation: Progress in the Dissociative Disor-
ders, 6, 193-198.

Gainer, K. (1994). Dissociation and schizophrenia: An historical review of conceptual
development and relevant treatment approaches. Dissociation: Progress in the
Dissociative Disorders, 7, 261-271.

Herman, J.L. (1992). Trauma and recovery. New York: Guilford Press.
Paulsen, S. (1995). Eye Movement Desensitization and Reprocessing: Its cautious use

in the dissociative disorders. Dissociation, 8, 32-44.
International Society for the Study of Dissociation (2000). Guidelines for Treating

Dissociative Identity Disorder (Multiple Personality Disorder) in Adults (1997).
Journal of Trauma & Dissociation, 1(1), 117-134

Kihlstrom, J.F. (1994). Hypnosis, delayed recall, and the principles of memory. Inter-
national Journal of Clinical and Experimental Hypnosis, 42, 337-345.

Kluft, R.P. (1993). Multiple personality disorder. In D. Spiegel (Ed.), Dissociative dis-
orders: A clinical review (pp. 17-44). Lutherville, MD: The Sidran Press.

Kluft, R.P. (1991). Clinical presentation of multiple personality disorder. Psychiatric
Clinics of North America, 14, 605-630.

Kluft, R.P. (1995). The confirmation and disconfirmation of memories of abuse in
dissociative identity disorder patients: a naturalistic study. Dissociation: Progress
in the Dissociative Disorders, 8, 253-258.

Putnam, F.W., Guroff, J.J., Silberman, E.K., Barban, L., & Post, R.M. (1986). The
clinical phenomenology of multiple personality disorder: A review of 100 recent
cases. Journal of Clinical Psychiatry, 47, 285-293.

Rhue, J.W., & Lynn, S.J. (1991). Fantasy proneness, hypnotizability, and multiple per-
sonality disorder. In J.F. Schumaker (Ed.), Human suggestibility: Advances in the-
ory, research and applications (pp. 200-218). Florence, KY: Taylor & Francis.

Ross, C.A. (1989) Multiple personality disorder: Diagnosis, clinical features, and
treatment. New York: John Wiley & Sons.

Ross, C.A. (1997). Dissociation identity disorder: Diagnosis, clinical features, and
treatment of multiple personality, 2nd ed. New York: John Wiley & Sons.

Shapiro, F. (1995). Eye movement desensitization and reprocessing: Basic principles,
protocols and procedures. New York: Guilford Press.

George A. Fraser 27

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
J
T
D
 
-
 
J
o
u
r
n
a
l
 
o
f
 
T
r
a
u
m
a
 
&
 
D
i
s
s
o
c
i
a
t
i
o
n
]
 
A
t
:
 
1
9
:
5
0
 
1
5
 
F
e
b
r
u
a
r
y
 
2
0
1
1



Steele, K., van der Hart, O., & Nijenhius, E.R.S. (2001). Dependency in the treatment
of complex posttraumatic stress disorder and dissociative disorders. Journal of
Trauma & Dissociation, 2 (4), 91-92

Watkins, J.G., & Watkins, H.H. (1991). Hypnosis and ego-state therapy. In P.A.
Keller, & S.R. Heyman (Eds.), Innovations in clinical practice: A source book, vol.
10 (pp. 23-37). Sarasota, FL: Professional Resource Press.

Watkins, J.G., & Watkins, H.H. (1993). Ego-state therapy in the treatment of dis-
sociative disorders. In R.P. Kluft, & C.G. Fine (Eds.), Clinical perspectives on mul-
tiple personality disorder (pp. 277-299). Washington, DC: American Psychiatric
Press.

Watkins, J.G., & Watkins, H.D. (1996) Overt-covert dissociation and hypnotic ego
state therapy. In L.K. Michelson, & W.J. Ray (Eds.), Handbook of dissociation:
Theoretical, empirical, and clinical perspectives (pp. 431-448). New York: Plenum
Press.

RECEIVED: 12/20/02
REVISED: 01/16/03

ACCEPTED: 01/17/03

28 JOURNAL OF TRAUMA & DISSOCIATION

For FACULTY/PROFESSIONALS with journal subscription
recommendation authority for their institutional library . . .

Please send me a complimentary sample of this journal:

(please write complete journal title here–do not leave blank)

If you have read a reprint or photocopy of this article, would you like to
make sure that your library also subscribes to this journal? If you have
the authority to recommend subscriptions to your library, we will send you
a free complete (print edition) sample copy for review with your librarian.

1. Fill out the form below and make sure that you type or write out clearly both the name
of the journal and your own name and address. Or send your request via e-mail to
docdelivery@haworthpress.com including in the subject line “Sample Copy Request”
and the title of this journal.

2. Make sure to include your name and complete postal mailing address as well as your
institutional/agency library name in the text of your e-mail.

[Please note: we cannot mail specific journal samples, such as the issue in which a specific article appears.
Sample issues are provided with the hope that you might review a possible subscription/e-subscription with
your institution's librarian. There is no charge for an institution/campus-wide electronic subscription
concurrent with the archival print edition subscription.]

I will show this journal to our institutional or agency library for a possible subscription.
Institution/Agency Library: ______________________________________________

Name: _____________________________________________________________

Institution: __________________________________________________________

Address: ___________________________________________________________

City: ____________________
Return to: Sample Copy Department,The Haworth Press, Inc.,

10 Alice Street, Binghamton, NY 13904-1580

State: __________ Zip: ____________________

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
W
J
T
D
 
-
 
J
o
u
r
n
a
l
 
o
f
 
T
r
a
u
m
a
 
&
 
D
i
s
s
o
c
i
a
t
i
o
n
]
 
A
t
:
 
1
9
:
5
0
 
1
5
 
F
e
b
r
u
a
r
y
 
2
0
1
1



 
 
 
 
 
 
 
 
 
 
 
 

Page Intentionally 
 

 Left Blank 
 
 
 
 
 
 
 
 



MEETING	PLACE	SCRIPT	–	PRACTICUM	SCRIPT	
 

Farnsworth	Lobenstine,	LICSW	 	 Rev:	10/29/18	by	Kristen	Wold	LMFT	1 

Introduction	–	Please	read	PRIOR	to	beginning	the	practicum	exercise	
	
Welcome.		This	two	day	practicum	is	designed	to	provide	an	interactive	
introduction	to	utilizing	the	Meeting	Place.		Whether	working	in	quads	or	triads,	
each	participant	will	have	the	opportunity	to	be	in	the	role	of	client,	therapist	and	
observer.			
	
Day	1	will	focus	on	developing	the	meeting	place,	inviting	parts	who	want	to	
participate	and	beginning	to	explore	the	roles	and	relationships	between	parts.			
	
Day	2	will	focus	on	continued	exploration	of	the	roles	and	relationships	between	
parts	and	possibly	meeting	some	basic	needs	of	parts	(i.e.:	loving	eyes,	
acknowledging	parts’	role(s),	validating	parts’	experiences,	etc.)	
	
Facilitators	
	
Each	room	or	section	of	the	room	will	be	monitored	by	at	least	one	Facilitator.		
The	role	of	the	Facilitator	is	to	monitor	each	groups’	process	and	progress.		The	
Facilitator	will	also	provide	time	updates	to	the	therapist	in	order	to	pace	the	
work	appropriately.		If	at	any	time	during	the	exercise	the	therapist	has	a	concern	
or	question,	the	observer	or	therapist	can	flag	down	the	Facilitator	for	additional	
support.			
	
Your	Role	as	the	Client:	
	
When	participating	as	the	client,	it	is	essential	you	take	responsibility	for	your	
experience	and	have	a	good	sense	of	how	to	maintain	your	own	emotional	safety.		
	
It	is	entirely	your	choice	whether	to	enter	the	meeting	place	via	the	peaceful	
space	or	the	staircase	induction.		Utilizing	the	staircase	is	not	advised	if	you	have	a	
known	dissociative	disorder	or	a	history	of	childhood	trauma.		
	
If	you	are	concerned	about	meeting	child	parts	in	your	Meeting	Place,	then	I	
highly	recommend	intentionally	working	with	your	Adult	Selves	(i.e.:		Therapist	
Self,	Parent	Self,	Sibling	Self,	etc.)	
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On	a	rare	occasion,	a	workshop	participant	may	feel	it	is	not	safe	for	them	to	be	
the	client.		If	that	is	the	case,	please	discuss	options	with	your	Facilitator.			
	
Your	Role	as	the	Therapist:	
	
When	participating	as	the	therapist,	there	are	a	few	things	to	keep	in	mind.		The	
following	script	is	designed	to	be	utilized	as	a	general	guide	through	the	process.		
Please	take	time	to	read	through	the	script	and	improvise	as	necessary	when	
working	with	your	client-partner.			
	
Go	slow!		Give	your	client-partner	the	space	to	engage	in	the	visualization	
process.		This	will	also	allow	you	to	review	the	script	as	you	go	and	provide	ample	
time	for	anticipating	the	next	steps/questions	in	the	process.			
	
Be	respectful	of	your	client-partner’s	process.		The	work	is	very	intimate	and	it	is	
your	co-responsibility	with	your	partner	to	keep	the	process	safe.		Respect	the	
boundaries	established	by	your	partner	and	seek	your	Facilitator’s	support	if	you	
become	stuck	or	concerned	at	any	point	during	the	exercise.			
	
Your	Role	as	the	Observer:	
	
Your	role	is	to	observe	the	process	and	flag	down	the	Facilitator	if	your	therapist	
or	client	partners	need	additional	support.		Once	the	rotation	has	completed,	
your	feedback	will	be	valuable	to	both	partners.			
	
Use	of	Bilateral	Stimulation:		
	
During	the	practicum	experience	we	will	not	utilize	BLS.		During	the	didactic	
portion	of	the	workshop	I	will	discuss	how	and	when	to	utilize	BLS	when	working	
with	clients.			
	
	 	



MEETING	PLACE	SCRIPT	–	PRACTICUM	SCRIPT	
 

Farnsworth	Lobenstine,	LICSW	 	 Rev:	10/29/18	by	Kristen	Wold	LMFT	3 

Beginning	the	Exercise	(Notes	for	the	Therapist	Partner):	
	
At	the	beginning	of	each	round	the	therapist	partner	should	obtain	some	basic	
information	about	the	client	partner	to	help	facilitate	the	exercise.		As	you	will	see	
in	the	script,	it	will	be	helpful	to	tell	the	parts	that	come	into	the	room	a	bit	about	
your	client.			
	
I	suggest	you	ask	your	client	partner’s	name,	age,	where	they	live,	work,	pets,	and	
a	few	of	their	adult	interests	or	passions	before	you	begin.		It	will	be	helpful	to	
write	these	down	on	the	notepads	provided.		You	will	also	want	to	keep	notes	of	
parts	you	meet	during	the	practicum.			
	
Ask	if	they	have	developed	a	peaceful	place	and	find	out	a	little	about	this	place.			
	
Ask	if	they	would	like	to	transition	to	the	Meeting	Place	via	the	staircase	induction	
or	the	peaceful	place.		It	doesn’t	matter	if	their	peaceful	place	is	indoors	or	
outdoors,	work	with	the	client	to	create	an	appropriate	transition.			
	
The	exercise	starts	on	either	page	4	(stairs	induction)	or	page	5	(peaceful	place)	
depending	on	how	your	client	wishes	to	transition	to	the	Meeting	Place.			
	
	
	
IF	STAIRS	INDUCTION	-	BEGIN	THE	SCRIPT	ON	PAGE	4	
	
	
IF	PEACEFUL	PLACE	-	BEGIN	THE	SCRIPT	ON	PAGE	5	
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STAIRS	INDUCTION	–	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	to	your	peaceful	place.		Let	yourself	settle	in	

and	experience	it	with	several	senses.		If	you	would	like	me	to	
facilitate	the	process,	let	me	know.			

	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	to	transition	from	your	peaceful	place	to	the	

meeting	place.		Locate	the	door	to	the	meeting	place	and	find	
yourself	at	the	top	of	a	set	of	stairs.	

	
INDUCTION	
	
Therapist	 You	are	at	the	top	of	a	staircase	with	five	steps.		As	you	take	the	first	

step	down,	turn	your	attention	inward	twice	as	much…	
	

[pause	between	each	stair.]	
	
As	you	take	the	second	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	third	step	down,	you	are	less	and	less	aware	of	your	
surroundings,	and	you	turn	your	attention	inward	twice	as	much	
again…	
	
As	you	take	the	fourth	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	last	step	down,	you	step	into	a	large	room.		The	lights	
are	already	on.	

	
CONTINUE	TO	PAGE	6	-	“A	proposed	structure	of	the	room”	
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PEACEFUL	PLACE	-	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	your	peaceful	place.		
	

Let	yourself	settle	in	and	experience	it	with	several	senses.		
	
If	you	would	like	me	to	facilitate	the	process,	let	me	know.		
	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	you	to	transition	from	your	peaceful	place	to	

the	meeting	place	you	have	chosen.		
	
The	following	transitions	may	be	useful.	
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	enter	your	indoor	meeting	place	through	a	door	you	

see	nearby.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	go	outside	and	walk	briefly	to	the	outdoor	meeting	

place.		
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	leave	your	peaceful	place	and	take	a	short	walk	to	your	

meeting	place.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	transition	to	another	indoor	space	for	your	meeting	

place.			
	
	
CONTINUE	TO	PAGE	6	-	“A	proposed	structure	of	the	room”	
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DAY	1:		MEETING	SOME	OF	THE	PARTS	
	
A	proposed	structure	of	the	room:	
	
Be	attuned	to	your	partner’s	own	structure	and	description	of	their	meeting	place.		
The	following	is	a	sample,	proposed	structure	of	a	room	that	has	often	been	
helpful	for	my	clients.		But	many	clients	choose	an	outdoor	space	and	a	few	have	
chosen	a	cave.	
	
Therapist	 [IF	INDOORS,	YOU	MAY	SUGGEST	THIS.	But	follow	their	description	

if	it’s	different.]	On	one	side	of	the	room/place,	there	may	be	a	large	
table	with	comfortable	chairs	around	it.		On	the	other	side	of	this	
room	there	may	be	a	living	room	space	with	comfortable	chairs	and	
couches.		Find	just	the	right	place	to	sit	and	settle	in.	

	
Adjacent	to	this	room	is	a	waiting	area	(where	parts	of	you	can	listen	
but	not	be	seen)	and	a	play	area	(where	parts	can	stay	when	they	
don’t	want	to	participate	or	need	to	be	protected	from	what	will	be	
discussed	in	the	meeting	place).			
	
Take	some	time	to	enjoy	all	the	rich	details	of	the	room	and	when	
you	are	ready,	please	share	some	of	what	you	observe.	

	
Therapist	 [IF	OUTDOORS,	INVITE	THEIR	OWN	DESCRIPTION.]	

	
Take	notes	of	the	description	of	their	meeting	place	for	reference	later.	
	
Therapist	 I	would	like	you	to	imagine	that	in	this	comfortable,	pleasant	place	

that	you	will	be	able	you	to	meet	with	some	parts	of	self	that	would	
be	willing	and	who	feel	ready.			

	
[IF	INDOORS:]	Now	notice	on	one	side	of	this	place	there	is	a	door	
that	leads	into	a	hallway.		I	would	like	to	invite	the	parts	of	the	self	
who	are	comfortable	and	ready,	to	come	down	that	hallway	and	into	
the	meeting	place.	
	
[IF	OUTDOORS:]	Invite	client	to	invite	parts	in.	
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Meeting	Parts	
	
Therapist	 Let	me	know	when	the	parts	have	come	in.	
	
Client	 OK,	they’re	here.	
	
Introduce	yourself	and	your	relationship	with	the	adult	client	and	the	purpose	of	
the	work	in	the	meeting	place.		
	
Therapist	 My	name	is	___________,	and	I	am	a	grownup	counselor	or	therapist	

working	with	[name	of	client]	who	is	[age]	and	who	is	a	therapist	
participating	in	a	workshop	today.		You	may	not	realize	it,	but	you	are	
all	part	of	him/her	and	he/she	has	grown	up,	and	is	[share	what	the	
client	has	told	you	about	him/her	self.]	

	
Can	you	tell	me	which	parts	of	you	have	come	into	the	meeting	
place?			

	
	
Establishing	Safety	
	
Therapist	 Welcome	to	all	of	the	parts	who	have	joined	us	today.		I	want	to	

emphasize	that	this	is	a	safe	space.		In	here,	no	one	gets	hurt.	I	don’t	
hurt	you	and	you	don’t	hurt	me.		We	don’t	hurt	each	other.		This	is	a	
place	to	get	to	know	each	better.		We	can	talk,	but	we	don’t	act	out.			

	
The	intent	here	is	to	set	up	a	place	to	learn	about	each	other,	and	
work	together	toward	healing.		This	is	not	just	another	setting	in	
which	to	carry	on	the	conflictual	relationships	that	preceded	therapy.	
	
Does	everyone	understand	and	agree?	
	
Can	the	Adult	describe	the	mood	in	the	room	today?	
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Getting	to	Know	the	Parts	
	
As	you	begin	to	get	to	know	the	client’s	internal	family	system,	there	are	many	
useful	questions	you	may	wish	to	ask.		Be	as	specific	or	as	general	as	fits	the	
situation.		Some	suggestions	are:	
	
	 What	is	the	mood	in	the	room?	
	

Where	are	the	parts	in	the	room?	
	

	 Who	is	seated	next	to	whom?	
	
	 Did	anyone	choose	to	go	to	the	play	or	waiting	areas?	
	
	 What	are	the	relationships	between	the	parts?	
	
	 Are	there	any	parts	in	conflict	with	each	other	or	the	adult?	
	
	 Are	there	alliances	between	any	of	the	parts?	
	
Take	notes	of	these	descriptions	including	age,	appearance	and	where	parts	are	
located	in	the	room.			
	
Ask	the	client	to	speak	directly	with	the	parts	through	their	Adult	Self.		Initially	the	
client	may	need	you	to	handle	the	communication	but	empowering	the	client	to	
take	charge	in	clear,	loving	ways	is	a	priority.			
	
You	may	do	some	other	brief	explorations	if	there	is	time.		It	is	not	uncommon	that	
one	part	needs	attention	or	has	a	story	to	tell.		Always	thank	the	part	for	sharing	
and	explain	the	process	if	you	are	unable	to	address	or	explore	a	situation	fully.			
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Closure	
	
Therapist	 We	will	need	to	complete	our	work	in	the	meeting	place	for	today.		

Thank	you	all	for	participating.	We	will	meet	here	again	tomorrow	to	
continue	our	exploration.		Is	there	any	part	that	needs	to	say	
something	before	we	complete	for	today?			

	
[If	applicable…]	I	would	like	every	part	to	put	any	memories,	pictures,	
feelings	and	emotions	that	have	come	up	today	and	store	them	away	
here	in	the	meeting	room	until	we	are	ready	to	look	at	them	again.		
There	is	a	vault	in	the	wall	and	the	door	is	open	where	it	can	all	be	
kept	safe	and	not	overwhelm	you.		
	

	 (Client’s	name),	let	me	know	when	everything	has	been	put	away	and	
you	have	closed	and	locked	the	vault.		It	can	be	opened	another	time	
to	take	out	one	thing	to	work	on.	

	
Therapist	 Now	I	would	like	all	the	parts	to	get	ready	to	tuck	in	and	return	from	

the	door	which	they	came	in.		Older	parts	please	accompany	the	
young	ones.		

	
Look	around	and	let	me	know	when	all	the	parts	are	gone.	

	
Client		 They’re	gone.	
	
Therapist	 Now	we	will	begin	transitioning	out	of	the	meeting	place.			
	
	
If	your	client	partner	utilized	the	staircase	induction	see	the	top	of	the	next	page	
“Returning	via	Staircase”.	
	
If	they	utilized	the	peaceful	place,	see	the	bottom	of	the	next	page	“Returning	via	
Peaceful	Place”.	
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Returning	via	Staircase	
	
Therapist	 So	now	I’d	like	you	to	stand	up	and	go	to	the	doorway	to	the	

staircase.		Turn	off	the	light	to	conserve	energy.		
	
As	you	take	the	first	step	up,	you	begin	to	become	more	aware	of	
your	body.		
	
As	you	take	the	second	step	up,	begin	to	pay	attention	to	your	
breathing,	in	and	out.		
	
As	you	take	the	third	step	up,	begin	to	move	your	body.		
	
As	you	take	the	fourth	step	up,	you	may	notice	[describe	the	noises	in	
the	room,	such	as	others	talking,	air	conditioning	or	cars	going	by.]			
	
As	you	take	the	fifth	step	up,	you	re-enter	this	room/office	
	
You	may	open	your	eyes.		You’re	back	in	this	room.		Look	around	and	
know	you	are	here.	

	
[Skip	to	the	next	page.]	
	

	
Returning	via	Peaceful	Place	
	
Therapist	 Now	I’d	like	you	to	stand	up	and	go	to	the	doorway	where	you	

entered	the	meeting	place.		Turn	off	the	light	to	conserve	energy.	
	
	 Transition	out	the	doorway	and	back	into	your	peaceful	place.		Take	a	

minute	or	two	to	experience	your	peaceful	place.		
	

When	you	are	ready,	begin	to	transition	back	into	this	room…noticing	
any	sounds,	the	chair	you	are	sitting	on	and	your	feet	on	the	floor.		
Now	slowly	opening	your	eyes,	gazing	downward	at	first	before	fully	
returning	to	the	room.	
	
Look	around	and	know	you	are	here.	
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Grounding	/	Assessing	for	Disturbances	
	
	
Therapist	 Now	I’d	like	you	to	close	your	eyes	again	and	check	inside.		Notice	if	

there	is	any	disturbance.		
	
If	NO:	
	
Therapist	 Thank	you.	I’d	like	you	to	ground	yourself	in	my	office	by	describing	

something	in	detail	that	you	see	here.	
	
If	YES:	
	
Therapist	 That	usually	means	there	is	some	part	of	you	still	left	in	the	meeting	

place,	perhaps	a	young	child	part	hiding	somewhere.		
	

Go	back	to	the	meeting	place	and	look	around.	Is	there	anyone	
there?	
	

Usually	the	client	says	yes.	
	
Therapist	 Hello…do	you	need	to	say	anything	before	you	are	tucked	in?	
	
	 Are	you	ready	to	be	tucked	in?		
	
You	may	want	to	ask	an	older	caretaking	person	to	come	out	and	accompany	
them	if	it	is	a	younger	part.	
	
Therapist	 Now	is	the	meeting	place	empty?		Let’s	transition	back	to	the	room.			
	

	 Welcome	back.		Is	your	body	clear	now?	
	
If	the	body	is	still	not	clear:	
	
I	suggest	you	do	the	Over-Energy	Correction,	a	deep	breathing	exercise,	or	
progressive	muscle	relaxation	exercise.	
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REFLECTIONS	
	
Invite	your	client	partner	to	reflect	on	the	process	by	asking	them	questions	such	
as:	
	

	 What	was	most	interesting	to	you?		
	

Were	you	surprised	by	any	part	that	appeared?		
	

How	did	it	seem	helpful?	
	
If	appropriate,	you	and	the	observer	may	share	a	few	of	your	own	reflections.		
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DAY	2	-	PRACTICUM	
	
Please	read	PRIOR	to	beginning	the	practicum	exercise	
	
Today,	I	would	like	you	to	utilize	the	Meeting	Place	to	continue	exploring	the	
relationships	between	parts	and	possibly	exploring	something	useful	for	your	
client	partner.		To	begin,	I	will	ask	you	to	guide	your	client	partner	to	the	Meeting	
Place	and	then	ask	them	what	will	be	most	helpful	today.			
	
Perhaps	it	will	be	meeting	the	needs	of	a	part;	facilitating	the	cooperation	
between	two	parts	(an	older	and	a	younger	part);	asking	a	part	to	consider	
stepping	back	because	they	are	interfering	with	the	grown-up	client’s	functioning	
and	do	not	realize	it	(or	do	not	realize	the	client	is	now	an	adult	with	many	adult	
skills).		
	
In	on-going	work	with	clients	there	is	often	a	clear	plan	as	to	what	will	be	done	
week	to	week.		It	might	be	a	process	of	working	with	internal	parts	to	enable	a	
client	to	function	better	at	home,	at	work,	or	in	school.		And,	of	course,	there	can	
still	be	surprises,	plenty	of	them.		
	
Ask	your	client	partner	if	they	will	be	using	the	same	induction	script	as	yesterday	
and	proceed	as	follows:	
	
	
IF	USING	THE	STAIRS	INDUCTION,	GO	TO	PAGE	14	
	
	
IF	USING	THE	PEACEFUL	PLACE,	GO	TO	PAGE	15	
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STAIRS	INDUCTION	–	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	to	your	peaceful	place.		Let	yourself	settle	in	

and	experience	it	with	several	senses.		If	you	would	like	me	to	
facilitate	the	process,	let	me	know.			

	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	to	transition	from	your	peaceful	place	to	the	

meeting	place.		Locate	the	door	to	the	meeting	place	and	find	
yourself	at	the	top	of	a	set	of	stairs.	

	
INDUCTION	
	
Therapist	 You	are	at	the	top	of	a	staircase	with	five	steps.		As	you	take	the	first	

step	down,	turn	your	attention	inward	twice	as	much…	
	

[pause	between	each	stair.]	
	
As	you	take	the	second	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	third	step	down,	you	are	less	and	less	aware	of	your	
surroundings,	and	you	turn	your	attention	inward	twice	as	much	
again…	
	
As	you	take	the	fourth	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	last	step	down,	you	step	into	a	large	room.		The	lights	
are	already	on.	

	
CONTINUE	TO	PAGE	16	-	“Working	with	Parts”	
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PEACEFUL	PLACE	-	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	your	peaceful	place.		
	

Let	yourself	settle	in	and	experience	it	with	several	senses.		
	
If	you	would	like	me	to	facilitate	the	process,	let	me	know.		
	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	you	to	transition	from	your	peaceful	place	to	

the	meeting	place	you	have	chosen.		
	
The	following	transitions	may	be	useful.	
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	enter	your	indoor	meeting	place	through	a	door	you	

see	nearby.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	go	outside	and	walk	briefly	to	the	outdoor	meeting	

place.		
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	leave	your	peaceful	place	and	take	a	short	walk	to	your	

meeting	place.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	transition	to	another	indoor	space	for	your	meeting	

place.			
	
	
CONTINUE	TO	PAGE	16	-	“Working	with	Parts”	
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Working	with	Parts	
	
Therapist	 Find	a	comfortable	seat	and	enjoy	the	rich	details	of	this	place.	
	

Is	the	place	the	same	as	last	time,	or	different?		
	
If	it’s	different,	would	you	describe	it	to	me?		

	
	 I’m	wondering	what	will	be	most	helpful	to	do	today	in	this	place.		It	

might	be	meeting	the	needs	of	one	or	more	parts.		It	might	be	
resolving	differences.		It	might	be	asking	for	a	controlling	part	to	
consider	stepping	back	so	that	you,	the	adult,	can	function	better	in	
daily	life.		It	might	be	meeting	new	parts.			

	
Check	inside	yourself	and	ask	yourself,	“What	will	be	most	useful	to	
you	today?”			

	
Therapist	 Let’s	just	make	sure	that	the	work	you	are	choosing	to	do	is	of	a	

manageable	size	for	the	next	20-30	minutes.		If	it’s	too	big,	can	we	
just	work	on	part	of	it	today?	

	
	 So	let’s	get	ready	to	invite	the	part	or	parts	that	will	help	us	with	this	

today.		It	might	be	just	one	or	a	couple	of	parts.		It	might	include	
other	parts	that	know	about	this	concern	who	can	be	helpful.		

	
	 If	any	part	or	parts	opposes	this	work	today,	we	need	to	begin	by	

understanding	their	objection(s).		If	it	turns	out	to	be	a	
misunderstanding,	that	part	or	those	parts	may	be	in	full	agreement	
with	proceeding.		If	not,	we	will	ask	for	their	agreement	not	to	
interfere	with	the	work.	

	
Notice	the	door	in	this	place	that	leads	onto	a	hallway	where	the	
parts	entered	and	exited	yesterday.		I	would	like	to	invite	the	parts	of	
the	self	who	are	comfortable	and	ready	to	help	with	this	issue	or	who	
oppose	this	work	today	to	come	down	that	hallway	and	into	the	
room.		
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Setting	up	today’s	work	
	
Therapist	 Let	me	know	when	the	parts	have	come	in.	
	
Client	 OK,	they’re	here.	
	
Therapist	 Please	tell	me	who	has	come	in	and	where	they	are.	
	
	 Welcome	[again].	My	name	is	___________,	and	I	am	a	grown-up	

counselor	or	therapist	working	with	[name	of	client]	who	is	[age]	and	
who	has	chosen	today	to	work	on	[chosen	issue	or	problem]	

	
	 [READ	ONLY	IF	NEW	PARTS	ARE	PRESENT.]		You	may	not	realize	it,	

but	you	are	all	part	of	her/him	and	she	grew	up,	and	[share	details	
about	your	client	partner’s	life.]	

	
Establishing	safety	
	
Therapist	 Welcome	to	all	of	the	parts	who	have	joined	us	today.		I	want	to	

emphasize	that	this	is	a	safe	space.		In	here,	no	one	gets	hurt.	I	don’t	
hurt	you	and	you	don’t	hurt	me.		We	don’t	hurt	each	other.		This	is	a	
place	to	get	to	know	each	better.		We	can	talk,	but	we	don’t	act	out.			

	
The	intent	here	is	to	set	up	a	place	to	learn	about	each	other,	and	
work	together	toward	healing.		This	is	not	just	another	setting	in	
which	to	carry	on	the	conflictual	relationships	that	preceded	therapy.	
	
Does	everyone	understand	and	agree?	
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Exploring	the	Issue	/	Meeting	Parts	Needs	
	
	
Therapist	 Who	would	like	to	begin	by	sharing	why	they	are	here	and	how	they	

are	connected	to	this	issue	or	problem?			
	

Since	all	parts	are	speaking	through	you,	the	adult,	I	would	like	you	to	
tell	me	who	is	speaking.		

	
	
You	will	now	use	your	clinical	skills	to	explore	an	issue,	allow	different	parts	to	
express	their	ideas	and	concerns	(just	like	you	might	in	a	family	therapy	session)	
and	address	what	comes	up.		It	is	so	varied	I	can’t	provide	a	script	for	the	actual	
work.	
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Closure	
	
Therapist	 We	will	need	to	complete	our	work	in	the	meeting	place	for	today.		

Thank	you	all	for	participating	in	this	exercise.		Is	there	any	part	that	
needs	to	say	something	before	we	complete?			

	
[If	applicable…]	I	would	like	every	part	to	put	any	memories,	pictures,	
feelings	and	emotions	that	have	come	up	today	and	store	them	away	
here	in	the	meeting	room.		There	is	a	vault	in	the	wall	and	the	door	is	
open	where	it	can	all	be	kept	safe	and	not	overwhelm	you.		
	

	 Let	me	know	when	everything	has	been	put	away	and	you	have	
closed	and	locked	the	vault.		

	
Therapist	 Now	I	would	like	all	the	parts	to	get	ready	to	tuck	in	and	return	from	

the	door	which	they	came	in.		Older	parts	please	accompany	the	
young	ones.		

	
Look	around	and	let	me	know	when	all	the	parts	are	gone.	

	
Client		 They’re	gone.	
	
Therapist	 Now	we	will	begin	transitioning	out	of	the	meeting	place.			
	
	
If	your	client	partner	utilized	the	staircase	induction	see	the	top	of	the	next	page	
“Returning	via	Staircase”.	
	
If	they	utilized	the	peaceful	place,	see	the	bottom	of	the	next	page	“Returning	via	
Peaceful	Place”.	
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Returning	via	Staircase	
	
Therapist	 So	now	I’d	like	you	to	stand	up	and	go	to	the	doorway	to	the	

staircase.		Turn	off	the	light	to	conserve	energy.		
	
As	you	take	the	first	step	up,	you	begin	to	become	more	aware	of	
your	body.		
	
As	you	take	the	second	step	up,	begin	to	pay	attention	to	your	
breathing,	in	and	out.		
	
As	you	take	the	third	step	up,	begin	to	move	your	body.		
	
As	you	take	the	fourth	step	up,	you	notice	[describe	the	noises	in	the	
room,	such	as	others	talking,	air	conditioning	or	cars	going	by.]			
	
As	you	take	the	fifth	step	up,	you	re-enter	the	office.			
	
You	may	open	your	eyes.		You’re	back	in	the	room.		Look	around	and	
know	you	are	here.	

	
[Skip	to	the	next	page.]	
	

	
Returning	via	Peaceful	Place	
	
Therapist	 Now	I’d	like	you	to	stand	up	and	go	to	the	doorway	where	you	

entered	the	meeting	place.		Turn	off	the	light	to	conserve	energy.	
	
	 Transition	out	the	doorway	and	back	into	your	peaceful	place.		Take	a	

moment	to	take	in	the	details	of	this	place.			
	

When	you	are	ready,	begin	to	transition	back	into	the	room…noticing	
the	sounds,	the	chair	you	are	sitting	on,	and	your	feet	connecting	to	
the	floor.		Now	slowly	opening	your	eyes,	gazing	downward	at	first	
before	fully	returning	to	the	room.	
	
Look	around	and	know	you	are	here.	
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Grounding	/	Assessing	for	Disturbances	
	
	
Therapist	 Now	I’d	like	you	to	close	your	eyes	again	and	check	inside.		Notice	if	

there	is	any	disturbance.		
	
If	NO:	
	
Therapist	 Thank	you.	I’d	like	you	to	ground	yourself	in	my	office	by	describing	

something	in	detail	that	you	see	here.	
	
If	YES:	
	
Therapist	 That	usually	means	there	is	some	part	of	you	still	left	in	the	meeting	

place,	perhaps	a	young	child	part	hiding	somewhere.		
	

Go	back	to	the	meeting	place	and	look	around.	Is	there	anyone	
there?	
	

Usually	the	client	says	yes.	
	
Therapist	 Hello…do	you	need	to	say	anything	before	you	are	tucked	in?	
	
	 Are	you	ready	to	be	tucked	in?		
	
You	may	want	to	ask	an	older	caretaking	person	to	come	out	and	accompany	
them	if	it	is	a	younger	part.	
	
Therapist	 Now	is	the	meeting	place	empty?		Let’s	transition	back	to	the	room.			
	

	 Welcome	back.		Is	your	body	clear	now?	
	
If	the	body	is	still	not	clear:	
	
I	suggest	you	do	the	Over-Energy	Correction,	a	deep	breathing	exercise,	or	
progressive	muscle	relaxation	exercise.	
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REFLECTIONS	
	
Invite	your	client	partner	to	reflect	on	the	process	by	asking	them	questions	such	
as:	
	

	 What	was	most	interesting	to	you?		
	

Were	you	surprised	by	any	part	that	appeared?		
	

How	did	it	seem	helpful?	
	
You	and	the	observer	may	share	a	few	of	your	own	reflections.		
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The	following	is	a	Meeting	Place	script	for	use	with	your	clients.		It	includes	an	
introduction	to	the	Meeting	Place,	a	proposed	structure	of	the	room	and	meeting	
some	of	the	parts.		
	
Prior	to	working	with	your	client,	discuss	the	transitions	into	the	Meeting	Place,	
the	stairs	induction	or	entering	through	the	peaceful	place.		Just	a	reminder,	if	
your	client	has	a	known	dissociative	disorder,	I	recommend	NOT	utilizing	the	
stairs	induction.		In	addition,	be	mindful	in	your	use	of	BLS	during	the	Meeting	
Place.			
	
Once	the	Meeting	Place	has	been	established,	in	future	sessions	you	can	utilize	
the	script	for	the	continued	exploration	of	the	relationships	between	parts	and	
exploring	something	useful	for	your	client.		To	begin,	guide	your	client	to	the	
Meeting	Place	and	then	ask	them	what	will	be	most	helpful	today.		Perhaps	it	will	
be	meeting	the	needs	of	a	part;	facilitating	the	cooperation	between	two	parts	
(an	older	and	a	younger	part);	asking	a	part	to	consider	stepping	back	because	
they	are	interfering	with	the	grown-up	client’s	functioning	and	do	not	realize	it	(or	
do	not	realize	the	client	is	now	an	adult	with	many	adult	skills).		
	
In	on-going	work	with	clients	there	is	often	a	clear	plan	as	to	what	will	be	done	
week	to	week.		It	might	be	a	process	of	working	with	internal	parts	to	enable	a	
client	to	function	better	at	home,	at	work,	or	in	school.		
	
	
IF	USING	THE	STAIRS	INDUCTION	-	BEGIN	THE	SCRIPT	ON	PAGE	2	
	
	
IF	USING	THE	PEACEFUL	PLACE	-	BEGIN	THE	SCRIPT	ON	PAGE	3	
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STAIRS	INDUCTION	–	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	to	your	peaceful	place.		Let	yourself	settle	in	

and	experience	it	with	several	senses.		If	you	would	like	me	to	
facilitate	the	process,	let	me	know.			

	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	to	transition	from	your	peaceful	place	to	the	

meeting	place.		Locate	the	door	to	the	meeting	place	and	find	
yourself	at	the	top	of	a	set	of	stairs.	

	
INDUCTION	
	
Therapist	 You	are	at	the	top	of	a	staircase	with	five	steps.		As	you	take	the	first	

step	down,	turn	your	attention	inward	twice	as	much…	
	

[pause	between	each	stair.]	
	
As	you	take	the	second	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	third	step	down,	you	are	less	and	less	aware	of	your	
surroundings,	and	you	turn	your	attention	inward	twice	as	much	
again…	
	
As	you	take	the	fourth	step	down,	turn	your	attention	inward	twice	
as	much	again…	
	
As	you	take	the	last	step	down,	you	step	into	a	large	room.		The	lights	
are	already	on.	

	
CONTINUE	TO	PAGE	4	-	“A	proposed	structure	of	the	room”	
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PEACEFUL	PLACE	-	ENTERING	MEETING	PLACE	
	
Therapist	 I	would	like	you	to	go	your	peaceful	place.		
	

Let	yourself	settle	in	and	experience	it	with	several	senses.		
	
If	you	would	like	me	to	facilitate	the	process,	let	me	know.		
	
Tell	me	when	you’re	ready	to	move	on.	

	
Therapist	 Now	I’d	like	to	invite	you	to	transition	from	your	peaceful	place	to	

the	meeting	place	you	have	chosen.		
	
The	following	transitions	may	be	useful.	
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	enter	your	indoor	meeting	place	through	a	door	you	

see	nearby.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	go	outside	and	walk	briefly	to	the	outdoor	meeting	

place.		
	
If	the	peaceful	place	is	outdoors	and	they	will	meet	outdoors:	
	 Let	me	invite	you	to	leave	your	peaceful	place	and	take	a	short	walk	to	your	

meeting	place.	
	
If	the	peaceful	place	is	indoors	and	they	will	meet	indoors:	
	 Let	me	invite	you	to	transition	to	another	indoor	space	for	your	meeting	

place.			
	
	
CONTINUE	TO	PAGE	4	-	“A	proposed	structure	of	the	room”	
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SCRIPT	1:		MEETING	SOME	OF	THE	PARTS	
	
A	proposed	structure	of	the	room:	
	
Be	attuned	to	your	client’s	structure	and	description	of	their	meeting	place.		The	
following	is	a	sample,	proposed	structure	of	a	room	that	has	often	been	helpful	for	
my	clients.		But	many	clients	choose	an	outdoor	space	and	a	few	have	chosen	a	
cave.	
	
Therapist	 [IF	INDOORS,	YOU	MAY	SUGGEST	THIS.	But	follow	their	description	

if	it’s	different.]	On	one	side	of	the	room/place,	there	may	be	a	large	
table	with	comfortable	chairs	around	it.		On	the	other	side	of	this	
room	there	may	be	a	living	room	space	with	comfortable	chairs	and	
couches.		Find	just	the	right	place	to	sit	and	settle	in.	

	
Adjacent	to	this	room	is	a	waiting	area	(where	parts	of	you	can	listen	
but	not	be	seen)	and	a	play	area	(where	parts	can	stay	when	they	
don’t	want	to	participate	or	need	to	be	protected	from	what	will	be	
discussed	in	the	meeting	place).			
	
Take	some	time	to	enjoy	all	the	rich	details	of	the	room	and	when	
you	are	ready,	please	share	some	of	what	you	observe.	

	
Therapist	 [IF	OUTDOORS,	INVITE	THEIR	OWN	DESCRIPTION.]	

	
Take	notes	of	the	description	of	their	meeting	place	for	reference	later.	
	
Therapist	 I	would	like	you	to	imagine	that	in	this	comfortable,	pleasant	place	

that	you	will	be	able	you	to	meet	with	some	parts	of	self	that	would	
be	willing	and	who	feel	ready.			

	
[IF	INDOORS:]	Now	notice	on	one	side	of	this	place	there	is	a	door	
that	leads	into	a	hallway.		I	would	like	to	invite	the	parts	of	the	self	
who	are	comfortable	and	ready,	to	come	down	that	hallway	and	into	
the	meeting	place.	
	
[IF	OUTDOORS:]	Invite	client	to	invite	parts	in.	
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Meeting	Parts	
	
Therapist	 Let	me	know	when	the	parts	have	come	in.	
	
Client	 OK,	they’re	here.	
	
Introduce	yourself	and	your	relationship	with	the	adult	client	and	the	purpose	of	
the	work	in	the	meeting	place.		
	
Therapist	 My	name	is	___________,	and	I	am	a	grownup	counselor	or	therapist	

working	with	[name	of	client]	who	is	[age]	and	who	meets	with	me	
weekly	for	counseling.		You	may	not	realize	it,	but	you	are	all	part	of	
him/her	and	he/she	has	grown	up,	and	is	[some	personal	details	
about	your	client.]	

	
Can	you	tell	me	which	parts	of	you	have	come	into	the	meeting	
place?			

	
	
Establishing	Safety	
	
Therapist	 Welcome	to	all	of	the	parts	who	have	joined	us	today.		I	want	to	

emphasize	that	this	is	a	safe	space.		In	here,	no	one	gets	hurt.	I	don’t	
hurt	you	and	you	don’t	hurt	me.		We	don’t	hurt	each	other.		This	is	a	
place	to	get	to	know	each	better.		We	can	talk,	but	we	don’t	act	out.			

	
The	intent	here	is	to	set	up	a	place	to	learn	about	each	other,	and	
work	together	toward	healing.		This	is	not	just	another	setting	in	
which	to	carry	on	the	conflictual	relationships	that	preceded	therapy.	
	
Does	everyone	understand	and	agree?	
	
Can	the	Adult	describe	the	mood	in	the	room	today?	
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Getting	to	Know	the	Parts	
	
As	you	begin	to	get	to	know	the	client’s	ego	states,	there	are	many	useful	
questions	you	may	wish	to	ask.		Be	as	specific	or	as	general	as	fits	the	situation.		
Some	suggestions	are:	
	
	 What	is	the	mood	in	the	room?	
	

Where	are	the	parts	in	the	room?	
	

	 Who	is	seated	next	to	whom?	
	
	 Did	anyone	choose	to	go	to	the	play	or	waiting	areas?	
	
	 What	are	the	relationships	between	the	parts?	
	
	 Are	there	any	parts	in	conflict	with	each	other	or	the	adult?	
	
	 Are	there	alliances	between	any	of	the	parts?	
	
Take	notes	of	these	descriptions	including	age,	appearance	and	where	parts	are	
located	in	the	room.			
	
Ask	the	client	to	speak	directly	with	the	parts	through	their	Adult	Self.		Initially	the	
client	may	need	you	to	handle	the	communication	but	empowering	the	client	to	
take	charge	in	clear,	loving	ways	is	a	priority.			
	
You	may	do	some	other	brief	explorations	if	there	is	time.		It	is	not	uncommon	that	
one	part	needs	attention	or	has	a	story	to	tell.		Always	thank	the	part	for	sharing	
and	explain	the	process	if	you	are	unable	to	address	or	explore	a	situation	fully.			
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Closure	
	
Therapist	 We	will	need	to	complete	our	work	in	the	meeting	place	for	today.		

Thank	you	all	for	participating.	We	will	meet	here	again	next	week	to	
continue	our	exploration.		Is	there	any	part	that	needs	to	say	
something	before	we	complete	for	today?			

	
[If	applicable…]	I	would	like	every	part	to	put	any	memories,	pictures,	
feelings	and	emotions	that	have	come	up	today	and	store	them	away	
here	in	the	meeting	room	until	we	are	ready	to	look	at	them	again.		
There	is	a	vault	in	the	wall	and	the	door	is	open	where	it	can	all	be	
kept	safe	and	not	overwhelm	you.		
	

	 (Client’s	name),	let	me	know	when	everything	has	been	put	away	and	
you	have	closed	and	locked	the	vault.		It	can	be	opened	another	time	
to	take	out	one	thing	to	work	on.	

	
Therapist	 Now	I	would	like	all	the	parts	to	get	ready	to	tuck	in	and	return	from	

the	door	which	they	came	in.		Older	parts	please	accompany	the	
young	ones.		

	
Look	around	and	let	me	know	when	all	the	parts	are	gone.	

	
Client		 They’re	gone.	
	
Therapist	 Now	we	will	begin	transitioning	out	of	the	meeting	place.			
	
	
If	the	client	utilized	the	staircase	induction	see	the	top	of	the	next	page	“Returning	
via	Staircase”.	
	
If	they	utilized	the	peaceful	place,	see	the	bottom	of	the	next	page	“Returning	via	
Peaceful	Place”.	
	
	 	



MEETING	PLACE	SCRIPT	
 

Farnsworth	Lobenstine,	LICSW	 	 Rev:	12/5/18	by	Kristen	Wold	LMFT	8 

Returning	via	Staircase	
	
Therapist	 So	now	I’d	like	you	to	stand	up	and	go	to	the	doorway	to	the	

staircase.		Turn	off	the	light	to	conserve	energy.		
	
As	you	take	the	first	step	up,	you	begin	to	become	more	aware	of	
your	body.		
	
As	you	take	the	second	step	up,	begin	to	pay	attention	to	your	
breathing,	in	and	out.		
	
As	you	take	the	third	step	up,	begin	to	move	your	body.		
	
As	you	take	the	fourth	step	up,	you	may	notice	[describe	the	noises	in	
the	room,	such	as	others	talking,	air	conditioning	or	cars	going	by.]			
	
As	you	take	the	fifth	step	up,	you	re-enter	this	room/office	
	
You	may	open	your	eyes.		You’re	back	in	this	room.		Look	around	and	
know	you	are	here.	

	
[Skip	to	the	next	page.]	
	

	
Returning	via	Peaceful	Place	
	
Therapist	 Now	I’d	like	you	to	stand	up	and	go	to	the	doorway	where	you	

entered	the	meeting	place.		Turn	off	the	light	to	conserve	energy.	
	
	 Transition	out	the	doorway	and	back	into	your	peaceful	place.		Take	a	

minute	or	two	to	experience	your	peaceful	place.		
	

When	you	are	ready,	begin	to	transition	back	into	this	room…noticing	
any	sounds,	the	chair	you	are	sitting	on	and	your	feet	on	the	floor.		
Now	slowly	opening	your	eyes,	gazing	downward	at	first	before	fully	
returning	to	the	room.	
	
Look	around	and	know	you	are	here.	
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Grounding	/	Assessing	for	Disturbances	
	
	
Therapist	 Now	I’d	like	you	to	close	your	eyes	again	and	check	inside.		Notice	if	

there	is	any	disturbance.		
	
If	NO:	
	
Therapist	 Thank	you.	I’d	like	you	to	ground	yourself	in	my	office	by	describing	

something	in	detail	that	you	see	here.	
	
If	YES:	
	
Therapist	 That	usually	means	there	is	some	part	of	you	still	left	in	the	meeting	

place,	perhaps	a	young	child	part	hiding	somewhere.		
	

Go	back	to	the	meeting	place	and	look	around.	Is	there	anyone	
there?	
	

Usually	the	client	says	yes.	
	
Therapist	 Hello…do	you	need	to	say	anything	before	you	are	tucked	in?	
	
	 Are	you	ready	to	be	tucked	in?		
	
You	may	want	to	ask	an	older	caretaking	person	to	come	out	and	accompany	
them	if	it	is	a	younger	part.	
	
Therapist	 Now	is	the	meeting	place	empty?		Let’s	transition	back	to	the	room.			
	

	 Welcome	back.		Is	your	body	clear	now?	
	
If	the	body	is	still	not	clear:	
	
I	suggest	you	do	the	Over-Energy	Correction,	a	deep	breathing	exercise,	or	
progressive	muscle	relaxation	exercise.	
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REFLECTIONS	
	
Invite	your	client	to	reflect	on	the	process	by	asking	them	questions	such	as:	
	

	 What	was	most	interesting	to	you?		
	

Were	you	surprised	by	any	part	that	appeared?		
	

How	did	it	seem	helpful?	
	
You	may	share	a	few	of	your	own	reflections.		
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Farnsworth Lobenstine, LICSW 

 
The following is an example of the use of the Conference Room. It was the first 
time this client whom I will call Ann and I had used it. She is a woman in her late 
forties who grew up in a high conflict family. Her parents fought a lot, especially 
until she was 8. Her father, a pastor, had affairs until they moved to another state 
when she was 8. Her mother was emotionally destroyed much of the time by this 
and often beat the two older siblings with a paddle in a rage. Her father used the 
paddle as well. My client tried to be perfect and also absorbed mom’s shame and 
hopelessness as a woman. She has huge issues of fear of rejection and feeling 
inadequate. She is a devout Christian. She drove a distance to see me. 
 

The Conference Room 
 
I explained the idea and physical representation of a conference room giving her 
some leeway to define it. There were large conference chairs. I indicated the 
obscure hallway and a listening room for anyone who only wanted to listen. 
 
A It’s quite a crowd. There is a large room with lots of stuffed chairs and a 

chaise lounge. There are big windows on one side with light colored 
curtains. There is dark mahogany paneling with detailed woodwork. There is 
a thick red carpet and a huge fireplace. A lovely bouquet of fresh flowers is 
on the mantle. 

 
[In the opposite of the usual order she tells me ages from older to younger.] 
 
A There is a young adult me, 19, on a gray blue chair. 

16 year old me. She’s on the chaise lounge. 
12 year old me is crouched by the fireplace. 
11 year old me is seated next to the mirror wondering if her breasts will ever 
grow, if anyone will ever love her. 
10 year old me who’s angry is seated cross-legged on the floor. 
7 year old me… 

 
F [I introject] showing what emotion?  
 
A Is lying on her belly with her face in her arms, very sad. 

4 year old me is hugging her knees, very afraid. 
3 year old me is trying to find someone to hold her. 

 
F Who would enjoy holding her? 
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A I’ll hold her. [This turns out later to be the 33 year old.] 
 
F Is there anyone else there or in the listening room? 
 
A Everyone is in the room.  The 33 year old me is sitting at the piano. 
 
F Is that everyone? (yes). I introduce myself: 
 

I’m Farns Lobenstine. I’m a therapist or counselor and I’ve been working 
with adult Ann for the past several months. Does everyone know that they 
grew up to be adult Ann, who is 48 and who is the mother of a 20-year-old 
daughter and a 17-year-old son? 

 
A Yes 
 
F 3 year old Ann, I would like you to come over to adult Ann and put your 

hand up against her hand. Do you see how big her hand is? I’d like you both 
to stand up and see how tall grown up Ann is. I’d like everyone to compare 
their height and hand size. 

 
 I sense there is a strong need for strength to handle all this and I suggest we 

all sing a hymn together. This has been helpful several times before. I begin 
singing Be Thou My Vision and Ann and I sing with all of her ego states. 

 
 I then tell everyone why I asked them all to come forward today. 
 

Grown up Ann has been experiencing a lot of fear of rejection by men in the 
last few months and we want to work with the child and adolescent parts 
who have felt this.” [The agenda here is to work directly with the ego states 
which are triggering her in the present, and to meet their needs so that adult 
Ann can be more functional and present, in church especially.] 

 
19 I’m at XYZ School of Music and I’m very proud to be there. 90% of the 

students are men! So I get a lot of attention. I finally met a guy I really liked, 
the first person I connected with on an intellectual level. He was also 
attractive. We hit it off. It was my very first real relationship. I don’t know 
what happened. He started to talk all of the time about his old girlfriend who 
was better because she was Italian. One day he slapped my thigh and said, 
“You’re really out of shape. Maybe you need to lose some weight.” I 
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weighed 115 lbs. [She’s 5’5”?] For him I allowed myself 2 bites of food a 
day and lost weight. I was never good enough. Then one night he told me he 
wasn’t sure of the relationship. I told him I wanted to throw myself off the 
roof we were on. He told me, “You’re crazy. You need help.” Then he said, 
“Let’s talk in a few weeks.” Several weeks after that I went to his house to 
get a textbook and he was in bed with an Italian girl. I thought I was crazy. 
Why would I want to let a relationship make me want to die? That’s my 
story. 

 
F Are there any much younger parts who want to speak about fearing rejection 

by men? [I’m looking for the origin of the childhood folder named I’m 
unlovable (or some similar belief), the Touchstone Event.] 

 
7 I’m the 7 year-old me. I’m watching my mom who is feeling very rejected. 

Will I be unlucky like her? Will Dad leave us for someone else because he 
doesn’t love us anymore? And I’m afraid of rejection by mom because she 
gets really mean sometimes. That’s my story. 

 
F Any other young parts? 
 
4 I’m the 4 year old me. I’m afraid a lot. 
 
F Of what? 
 
4  I’m afraid of being hit. I hate it when my brother (4 years older) gets hit. He 

gets hit really hard with the paddle. I wonder, “Will it break him?” I love 
him but he hates me. I don’t know why but he does. I wish he’d be my friend 
and look out after me and keep me safe. But he’s really mad and he hurts 
me. I feel very hated and very scared. 

 
F Would you like a hug? 
 
4 That’s OK? 
 
F And if you are so scared, what would it feel like to be held? 
 
4 Good 
 
F Is there a part that would really enjoy holding 4 year old? 
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A The 33 year old loves children and has a 3 year old in her lap. 
 
F Would the 3 year old in your lap be willing to share your [her] story? 
 
3 I don’t remember much. The boys hate me. [Neighborhood boys.] I just 

wanted to be friends.  
 
F How old were they? 
 
3  10, 11, 7, 8 
 
F How do they hate you? 
 
3 They pretend to be nice but then they hurt me. 
 
F How? 
 
3 They pulled down my pants and they laughed at me and they poked me and 

it hurt. I just want to put my clothes on and run home. 
 
F What did happen? 
 
3 I don’t remember. 
 
F [referencing the present tense she speaks in] You just got stuck in that 

moment. What if you told mom or dad? 
 
3 I wouldn’t know how. They probably wouldn’t believe me or have time to 

hear me.  
 
F How does it feel now to have us believe you and to have [33-year-old] Ann 

hold you?  
 
3 It’s good. 
 
F Can you look eye to eye at your grown up self? 
 
3 Her eyes are nice. They’re not mean. 
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F What’s it like to know that that happened a very long time ago. Ann is now 
48 years old. Those boys can never hurt you again. 

 
3 I’m no longer afraid of those silly boys who do dumb things. 
 
F And what can 48 year old Ann tell you about whose fault it was that that 

happened? 
 
A It’s not your fault. They were mean and stupid. It’s OK to want to be friends. 
 
F And what can 48 year old Ann tell you about what’s special about having a 

vagina and a womb? 
 
A We can have babies. 
 
F Can boys do that? 
 
A No 
 
F 3 year old, what’s it like to hear these words? 
 
3 It’s good. It means I am special. 
 
F And how do you feel now? 
 
3 Better and safe. But I don’t trust boys. 
 
F Do you have any ideas about whether you trust your Daddy or other men? 
 
3 I don’t know him very well, but I love him. He’s funny sometimes.  
 
[I knew we had extra time if we needed it. It’s now 11:10.] 
 
F It’s almost time to tuck in. Does anyone else want to say something? Is there 

an older part who would enjoy taking 3 year old? 
 
19  Yes, I will. 
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F It’s time to tuck in. I want to thank you all for being present. Now I want 
you all to go to someplace safe, perhaps to sleep or to play in a playroom or 
outside. [The implicit message is so you don’t mess with Adult Ann’s life.] 

 
A They’ve left. 
 
F Now I want you to get up from your chair, leave the Conference Room. 

From the landing, I want you to go down the steps as I count from 1 to 10, 
becoming more present one tenth of the way with each number. [At 5 or 6 
she hasn’t stirred at all and I talk a lot more.] Feel the wood steps and 
banister. Notice your breathing. 8 Notice the traffic outside. 9 Transition 
back to my office in the cape house I live in. 10 Open your eyes. 

 
Re-evaluation 

 
A It was interesting. I had the feeling I have after feeling rejected. I condemn 

myself for seeking friendship. It was interesting that I heard myself say, 
“There is nothing wrong with wanting to be friends with someone.” It’s OK 
to let someone know you’re interested in them. [She continues to look for an 
adult partner.] 

 
F You had many scary experiences. And you unconsciously took on your 

mother’s profound sense of rejection. 
 
F I offered, and she declined as unneeded, her Container and Safe Place. 
 
The following week’s re-evaluation of the Conference Room 
 
A It was pretty clear well-known stuff. I feel there is a piece I’m not 

remembering. I struggle with the belief that my pain is not legitimate. I have 
lots of shame. I was told so often, “Oh, you’re so lucky to grow up in a 
lovely Christian family.” So I believed it must be my perceptions. I wonder 
if it is OK, legitimate to face my past in therapy or am I just whiny? [A 
friend always discounts Ann’s experience of Ann’s own childhood, believing 
her own abuse was real and Ann’s was nothing.] If I knew (she suspected 
she may have been sexually abused by her brother, 5 years older, and in the 
session before the Conference Room processing had suddenly stopped with 
the sudden appearance of seeing her 10-year-old (?) brother’s penis. And in 
a later session Ann remembered her sister, 3 years older, had told her 10 
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years ago that she had been sexually abused by him) If I knew the piece I’m 
not remembering, I would feel my pain is legitimate. 

 
F You have had LOTS OF TRAUMA! [I review some of it.] Your pain is so 

legitimate and understandable.  
 

I give her a detailed review of our work and where I think we will go next. 
We have done EMDR and made some steady progress and have now hit a 
wall. (Hence the Healing Circle and now the conference room.) We set up a 
core target memory when she was 4 and her sister, 7, was beaten and made 
to be topless because she had dirtied her blouse, and are still processing it. 
Her NC is “I’m defective.”  

 
 
This client gave me permission to type up these sessions as a way of teaching 
others about the Conference Room and was pleased to be offered a copy. 
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Conference Room 
 
I used CD and tappers throughout. 
Victorian home 
Climb stairs and enter the conference room and find a comfortable chair. 
Obscure hallway.  
I invite the part or parts that brought up the creepy man feelings on Saturday at the 
seminar and again on Sunday in church when she cried.  
Long pause 
 
A No one is coming. 
[She’s been feeling lots of shame.]  
 
F So, speaking to all of the parts of the self, I’d like to invite those parts that carry 

shame to come into the room. [Making allowances for shame, I add] You can 
hide. 

 
A A little girl is hiding behind a chair. She doesn’t want to be seen.  
 
F [I introduce myself. Then I say] Hello Little Girl (LG). I’m glad you’re here. Do 

you know that you grew up to be Ann, an adult and mother of a 17 and 20 year 
old? 

 
LG Yes. 
 
F What can I call you? 
 
LG Shadow 
 
F What is your job? How do you try to help grown up Ann? 
 
LG I keep her from exposing the bad stuff. 
 
F Sounds like a lot of hard work. A really hard job that’s kept you from being a 

child. 
 
LG I don’t know any other thing. 
 
F How old are you, Shadow? 
 
LG I think I’m four, but I’m not sure.  
 
F It must be scary to be so young and have such a hard job. If we could make it 

easier on you, would that interest you? [This question has proved to be a very 
powerful way to get a part’s attention and to consider allying with you.] 
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LG But I can’t let the bad stuff be known. I don’t even know it myself. But if people 
knew… 

 
F And what is the worst thing that could happen if people knew? 
 
LG They would see Ann in a different light, differently. 
 
F And? 
 
LG She would be weak and vulnerable. They would think she’s icky. 
 
F Did you see her crying throughout the service on Sunday? 
 
LG Yes 
 
F And what was that like for her?  
 
LG Yes, weak and vulnerable. 
 
F So it seems like you’re trying to protect her from something she felt anyway.  
 
LG Yea 
 
F What do you need? How can we help you? 
 
LG I want to wash this ickyness away and I can’t.  
 
F Do you know where the ickyness came from? 
 
LG No 
 
F Do you think it’s connected to all of the fighting between your mom and your 

day? 
 
LG It doesn’t feel like it. 
 
F Is it connected to what those older boys did to you, making you undress and 

making fun of you, when all you wanted to do was be their friend? 
 
LG Maybe, but there’s a creepy man and he’s mean. But that’s all I can remember. 
 
F That sounds very scary. 
 
LG I don’t want anyone to see me like that, the way he saw me.  He hated me. I 

wasn’t worth anything. I was just garbage. I don’t know if he told me I was awful 
or I just knew that. 
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F Do you remember where you saw him or met him? Do you remember if you were 

inside or outside? 
 
LG I think it was outside by the church. I used to play over there a lot.  
 
F Are you willing to go back there with a helper? 
 
LG I’m kind of there now. [So I didn’t find someone to help her. Given her age this 

might have been a big mistake.] 
 
F Are you alone or with someone else? 
 
LG I’m alone.  
 
F Tell me exactly what is happening. 
 
LG I take bottle caps and I make pies with dirt. 
 
F Sounds like a fun project for a four year old.  Tell me what else happened. 
 
LG I can’t remember anything else. It’s all so confused. 
 
F I want you to know this is only a memory and it happened more than forty years 

ago. Can you believe that? 
 
LG Yea.  
 
F And what difference does it make if it’s only a memory and it happened more 

than 40 years ago? 
 
LG It’s old. And it shouldn’t matter anymore. I think he smoked cigarettes.  
 
F Can you picture what he was wearing or what the weather was like? 
 
LG No…maybe a white shirt, dark hair,  
 
F You’re working really hard and this way we can help you. What else do you 

remember? 
 

Did he seem like a stranger or someone you knew from the church? 
 
LG:  think he was someone from the church. 
 
F Did he talk to you? 
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LG I don’t remember. 
 
F Did he touch you or just look at you in a really ugly way. 
 
LG I don’t know. Why can’t I remember? 
 
F It happened a really, really long time ago. 
 
F And what do you want to say to him? 
 
LG I’m just a little girl. I’m not dirty. I’m not icky. I don’t even understand this. It’s 

not me… 
 
F Would you like me to tell him first?? 
 
LG Yes 
 
F Listen man, my friend Ann is just a little girl. You know that because she’s 

having fun making pies with bottle caps. She’s a very sweet girl. She is not dirty 
or icky. And you have no right making her feel dirty. Do you understand? 

 
What’s it like for me to tell him off? 

 
LG It’s nice to have someone to protect me. 
 
F Well, grown up Ann and I would be very happy to protect you.  Knowing that 

we’re protecting you, can you now tell him? 
 
LG I’m just a little girl. It does feel good but I’m not supposed to feel those feelings 

now because I’m just a little girl. It doesn’t make me feel icky but I do feel icky.  
 
F Is there anything else you want to tell that man? 
 
LG You’re evil. You’re bad. Why would you do this to a little girl and tell her that 

she’s the icky one. 
 
F: That’s right.[I use a strong voice in these statements to encourage her to feel we 

are stronger than the man is.] Is there anything else you want to tell him? 
 
LG Go away and leave me alone. 
 
F [Loudly] Yes, man, go way and leave her alone! 
 
F What other parts of Ann do you know? 
 
LG I know all of her. 
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F So I would like to talk with a part that would like to help 4-year-old Shadow, a 

part that would enjoy helping her. Is there an older part? 
 

26 year old announces her presence. 
 
F Say, “I’m here” when you’re ready. 
 
26 I’m here. 
 
F 26 year old, what do you want to tell Shadow? 
 
26 That man told you lies. It’s not true. He had no business telling you it’s your fault. 

You’re just a little girl and I’m going to protect you. 
 
F Shadow would you like 26 year old to give you a hug? 
 
LG Yes 
 
F And what is happening now? 
 
26 I’m holding her. 
 
F Shadow, how does that feel? 
 
LG Good 
 
F Shadow, how do you feel now? 
 
LG Better 
 
F So did anything terrible happen because you remembered what happened? 
 
LG No  
 
F That’s good to know. And does it feel like you can begin to let go of the shame 

now that you’ve told the story. 
 
LG I want to. 
 
F And do you have any ideas on how we can help you let go of the shame? 
 
LG I just need to be reminded it’s not me, the ickyness. I wish it wouldn’t have 

happened. It was wrong. 
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F I need you to know something. And I need the 26 yr old to remind you of this. 
Even when children are being abused, sexually abused, it’s normal that it can feel 
good. And that’s one of the cruel ways that grown ups hurt children because they 
tell them that they liked it or that it was their fault. Your body just works that way 
and you didn’t like it for one second. It’s the way God made you, but you weren’t 
supposed to know about that part until much later. What’s it like to hear me say 
that? 

 
LG It makes me feel a little better. 
 
F 26 yr old, what else do you want to tell Shadow? 
 
LG You’re not dirty or icky. You’re just a little girl. Somebody did something to you 

that they shouldn’t have. That doesn’t change who you are. You are still a sweet 
little girl.  

 
F Shadow, where are you right now. I’ll bet you’re not still hiding behind that chair. 
 
LG No, I’m sitting on a grown-up’s lap. 
 
F And I’m wondering if you’re ready to adopt a different name, now that you don’t 

have to hide anymore. 
 
LG Well, my real name is Ann. 
 
F Would you like to be called Ann? 
 
LG Yes 
 
F How does that feel? 
 
LG It feels good. 
 
F Can you look in 26 yr old in the eyes and tell her, “My name is Ann?” 
 
LG My name is Ann. 
 
F And what do you think 26 will say back? 
 
LG  know. I’m you. You’re me.  
 
F 4 yr old, does this help you know you really grew up? It happened a very long 

time ago. 
 
LG Yes 
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F Let’s find a safe place to put or bury all this shame that you’ve carried around for 
so long. Can you help her 26 yr old? 

 
26 Yes, we can use the container.  
 
F So tell me when you’re done and if you need help, 26 yr old. 
 
LG OK It’s put away. 
 
F And 26 yr old, how does 4 yr old look now? 
 
26 The color is back in her cheeks. Her eyes aren’t so dark. 
 
F And 4 yr old, are you ready to play some games? 
 
LG Yea 
 
F And then tuck in someplace cozy and safe? 
 
LG Yea 
 
F And 26 yr old will you play some games with her and then tuck her in? 
 
26 Yes 
 
F Is there any part that has a need to say something before we stop for today? 
 
A No. 
 
F Adult Ann, I’m turning off the tappers. I’d like you to get up and go to the door. 
 

Yes, open it. Now come down the stairs from 1 to 10.  Come back to my office.  
10. Open your eyes. Describe the flowers. 

 
 

Re-evaluation 
 
F What was that like for you? 
 
A Really strange. 
 
F Is there some small sense of resolution. 
 
A Yes. I do feel a sense of putting it away.  
 
F How’s your body now? 
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A Very calm and relaxed. 
 
F Quite different than yesterday at church? 
 
A Yes, definitely. 
 
F We’ve talked about your sense that something sexual happened and that you 

didn’t really have an abuse story to tell because you couldn’t identify it. [This 
incident clearly seems to be one of sexual abuse.] Yet I’ve underscored that all of 
the conflict and fighting between your parents was a long story of abuse. 

 
A It still feels vague. 
 
F But you began today with pie making with bottle caps. 
 
A I haven’t thought of that in a very long time. 
 
F Perhaps this shame is connected with your mother’s shame you took on. 
 
A But that stamp of shame has never felt like my mother. 
 
F I never heard you say that before. 
 
A Like I’ve been stamped with indelible ink on your soul. 
 
F That is often how sexual abuse is experienced. 
 
A These men (2 brothers at church and 1 of them at the gym with friends of his) 

really seem to trigger that awful man, especially the guy at the gym I don’t know. 
He gives me the creeps, the willies. Very few people make me feel that way. 
There’s a hatred. And I feel this sense it was the same kind of person, this evil…I 
feel he looks at me that way – creepy.  

 
F I hope you can now be more disconnected from that look. 
 
A I think last week realizing this misogynist thing with that family of the 2 brothers 

was clarifying. Now at the gym, I no longer feel something is terribly wrong with 
me, like when one of the brothers was coming near me. I felt like I caused it. Now 
I’m going to the gym, I’m making friends, having conversations. I’ve talked with 
other attractive men. It’s been an eye opener. It’s not me!! I’ve been attracted to 
several men at the gym and we talked and it hasn’t been weird. [All apparently 
since our last session.] 

 
F Hurray 
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Do you need to use the container as the adult? 
 
A No  
 
 
Underlined questions and comments are from Gordon Emmerson, Ego State Therapy, 
(2003) Crown House Publishing, pp. 37-45. 
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Clinical Presentation to the Annual Meeting of Western Massachusetts EMDRIA Network 
 
The Effective Use of the Conference Room 

 
Reasons to do Conference Room: 

 
To know what we are dealing with: 
Our clients with Complex PTSD are always are dissociated in some way, and it is very important 
that  we can understand the complexity of what has been dissociated, as well as the stronger 
parts of self, so that we can work with both.  
 
It is also important to help our clients know and understand more about their own complexity 
and the reasons for it.  This week I was working with someone who was annoyed at what she 
calls her "sick part", which is helpless and weak, and wanted to get rid of her.  In doing the 
Conference Room, she came to understand that this part is not her 50-year-old self, but a child 
self, and she could then have more compassion for that part of herself and could work toward 
helping that part feel validated and supported by her other parts. 
 
Along those lines, I'll start with what I have come to understand about working with the stronger, 
more functioning and resourced parts of self, which can be of great help to the emotional child 
parts. I do this work on its own, without bilateral stimulation, as a form of resource building, and 
this work also becomes important when doing EMDR in Conference Room to help emotional 
parts tolerate the EMDR processing.  
 
So, the first reason for doing Conference Room: 
 
To identify and access parts that contain resources and strengths so that they can use those  
to help soothe, reassure,  and strengthen other parts of self. 
 
A recent example of when I did a Conference Room session without EMDR was to help a client 
who was destabilized by a lot of stress in her life, and couldn't get herself grounded or calm or 
soothe herself.  She was frozen by her anxiety, and wasn't able to function.  Knowing her 
strengths at other times in her life, I helped her invite her strong and resourced parts in the 
Conference Room, who could tell her what she needed to hear, that she can ground and soothe 
herself, and what she can do now to be able to calm and reassure herself, that she can do one 
thing at a time, and do good self-care as well.  I used the theratappers to install and strengthen 
these resources, and she felt much better. 
 
I have made up a list of the kinds of resourced parts that I have seen so far in my experience 
doing Conference Room.  Clients usually make up their own names for their parts, but I wanted 
to give you this list as something to help you keep in mind what kinds of resources people can 
have that can be invited into conference room.  Sometimes my clients don't think of bringing 
these parts of themselves into the room, and I have found it helpful to suggest that they do. 
 
  



Jane Laskey, LICSW - The Effective Use of the Conference Room - 10/10/2013 

 15 

The parts that can be resources can include: 
 
-The functioning parts:  The parts that take care of life, get things done, and are competent.  
This can also be thought of as the ANP, the Apparently Normal Part.  It can be helpful to a 
depressed or anxious client who feels unmotivated to do anything, or feels incapable and helpless 
for example, in the face of having a dirty, disorganized house, to remember the times when that 
client was able to accomplish important things, taking one thing at a time, prioritizing, taking 
care of one important task, and giving herself credit for getting that one thing done. 
 
-The connecting parts:  These parts can be especially helpful for clients who can get into states 
in which they feel totally alone and bereft, as if no one ever cared about them or ever will.  These 
states of total aloneness usually originated in a childhood of severe neglect, and when triggered, 
these clients can feel again what they felt then, an almost unbearably painful aloneness.  These 
clients often can be helped to think about some relationships that they do have with some people 
in their lives now, and can be helped to get in touch with the part of them that can connect with 
people and can feel some attachment which can ease that pain of aloneness and give them some 
hope.  They can also use that connecting part to connect with their alone child parts, which can 
help them feel less empty. 
 
-The thinking, reflective parts:  It can be helpful to have in the Conference Room a part of the 
self that is able to think about choices they have and likely consequences, to help the parts of self 
that are so emotionally stirred up that they feel they can't think.  For example, someone who is in 
great distress and is drawn to go into a potentially triggering situation, such as being with 
someone who has been abusive to them before, can be reminded to call upon a part of 
themselves, when calm, that is able to weigh consequences of their actions.  These parts are like 
"rational mind" in DBT language, the part that can get a more objective distance on themselves 
and their lives, and can think,  using their heads instead of their hearts. 
 
-The healthy coping skills parts:  These are parts that can allow themselves to notice and feel 
their emotions, and have the ability to use words to describe their emotions. These parts have the 
capacity at times to ground themselves and  tolerate painful emotions.  These are parts that also 
can sometimes have moments being able to allow themselves to experience positive affect, and 
can enjoy some activities or relationships.  The client, when other parts are triggered, cannot do 
these things, and so having a part like this in Conference Room that you can remind them to call 
upon, can be helpful.  This was one of the helpful parts that my client I mentioned before who 
was paralyzed by her stress and fear was able to call upon.  
 
-Creative, imaginative parts:  One of my clients remembered that as a child, left alone a lot of 
the time, she would entertain herself by creating adventures with her Barbie Dolls for hours, 
putting moss and rocks around them to make houses and gardens.  She was able to value this part 
of herself when she brought it into Conference Room, and this part thought of creative ways to 
handle current problems. 
 
These last three are the resources that are described in doing Healing Circle work , and can be 
very important: 
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-The Spiritual parts:  Many clients can get in touch with a higher power or can feel the love of 
God inside of them, and that can be an important source of strength, of hope, and of feeling that 
they are worthy. 
 
-The Nurturing Parts:  With a few of my clients, when I point out for them times that they were 
nurturing with their own children, I can call on that part to also be nurturing to themselves. 
 
-The Protective Parts:  Again, often when I help them call to mind times when they protected 
their children, as an example, went into the school and dealt well with their child being bullied, 
making sure the school was doing something about it, I can ask them to access that part to 
protect themselves. 
 
 
The second main reason for working with parts has to do with: 
 
For us and our clients to develop understanding of, and compassion for, all parts of self 
Our clients have parts that go out in the world and function, which is referred to in the literature 
as ANPs, or Apparently Normal Parts, and also dissociated parts that are called EPs, or 
Emotional Parts, that carry the painful memories and feelings.  There are also different kinds of 
Protector Parts as well as Internalized Parent parts.  It is important for us to understand and 
access all these different parts, and to know whom we are dealing with at any given moment, and 
what might emerge.  For example, if a wife is betrayed by her husband, we need to know that it 
is a child part that is emerging who feels so helpless, alone, self-blaming, and deserving of the 
betrayal.  If a client is starting to feel fuzzy, like everything looks distant, we need to know that 
that is a protector part coming in to dissociate her from her feelings. 
 
In Conference Room, we identify, access, and work with part selves in these ways: 
• We help clients give their different parts a name, a voice, a story, and a point of view 
• We help our clients understand and have compassion for the  "good reasons" why they got 

created, and at what time in their life they got created 
• We work with our clients on understanding the function and role of each part  - what they did 

to help the client survive and be able to function 
• We promote dialogue and conflict resolution among the warring parts 
• We make sure no parts "are gotten rid of";  we help to create new roles for parts to be loyal to 

the self 
 
In addition to the ANP and Resourced parts, other parts of self can include: 
 
Emotional Parts - EPs 
There are EP child parts that carry some kind of memory or feeling from the traumas that they 
experienced.  It is crucial to know these parts and include them in the Conference Room so 
we can know what the emotions are.  Healing comes when the client is helped to tolerate the 
feelings, put them into words, and accept the validity of their feelings. 
 
I thought it might be helpful to delineate some of the EPs that can be complicated to deal with. 
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• EPs can be weak, scared, and vulnerable child parts.  These terrified and helpless EPs 
may not know how to describe or understand what it is that they are experiencing, might 
not have words for it, and might be afraid to talk because they carry that prohibition they 
learned as children to keep what they experienced or witnessed a secret.  As children, to 
speak up or even acknowledge the painful reality of what was going on in their families 
might have risked for them a loss of attachment and an unbearable aloneness which they 
couldn't have tolerated then.  It is crucial to eventually be able to help these parts put their 
emotions into words and tell their stories in a way that is fractionated and manageable so 
that they don't get flooded or overwhelmed. 
 

• EPs can be Angry Parts.  Our clients with Complex PTSD are often afraid of their anger, 
as this has been an affect that is especially threatening to the relationships they depended 
upon with their caretakers.  Usually there has been no help in the family with accepting 
the validity of their anger or teaching or role-modeling the appropriate expression of 
anger.  In most cases, in these dysfunctional families, the children witnessed no anger or 
else they witnessed out of control anger, and were prohibited from expressing their own 
anger at all.  The Angry EP parts are often one of the most problematic parts for the 
system.  I have a client who believes that anger is "ugly", and she cannot accept the 
validity of her own anger.  She is always apologizing and blaming herself for everything.  
The fear is that the anger will be out of control or that it will destroy relationships and the 
client will be all alone.  Her anger is all directed toward herself. 
 

• There can be many other EP parts as well: including Guilty Parts, Shameful Parts, and 
Fearful parts. Clients name their own parts, and we can understand them as EPs when 
they started young and carry a lot of strong affect. 
 

• Protective Parts.  Protective Parts are the ones that numb the feelings and push down 
the memories of trauma.  They work very hard to try to survive by not feeling the fear, 
the sorrow, or the rage and pretending everything is fine.  They often were created as 
children, and were doing the best they could at the time to try to cope with growing up in 
a family that was hurting or neglecting them.  They often try to convince themselves that 
it wasn't so bad and they can just get over it and move on.  

 
Protective parts are especially important to connect with because they will block the 
treatment by blocking access to affect and memory, and stopping the processing. 
Protective parts often won't come forth as a part they see and name coming into 
Conference Room, but we can be alert to noticing that aspect of them and inviting that 
part in.  I will often explain these "good reasons" as a way to connect with these parts, 
and will empathize with how hard they had to work to keep the feelings and memories 
pushed down so they can function. 
 
The "good reasons" why the Protective Parts exist include: 
• To preserve the illusion of having had loving and adequate parenting, e.g., by 

minimizing or denying that what happened to them was that bad, and they should just 
get over it and move on.  They often idealize parents, if they preserve that illusion, 
they can pretend that they came from a normal loving family so they don't have to 
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feel that terrible aloneness or rage or terror or sorrow if they face that this was not so.  
A client with a violent alcoholic father who was at times attentive will tend to focus 
on the times that they did get something from the father, will idealize him,  and 
disconnect from or deny anger at him.  Who wants to face that the one father they had 
was so disturbed and caused so much damage to them?  In current life, this same 
client may have an alcoholic abusive boyfriend, and her child part is triggered and has 
that same need to disconnect from her anger at him, when he says nothing about the 
abuse or apologizes, she is relieved and reports that she loves him.  It is too painful to 
live without the boyfriend or to realize she didn't have the father she thought she had. 
 

• To protect the ANP so that they can function. If they allowed the ANP to feel the 
very painful feelings and remember the terrible memories, they are in danger of 
getting so scared or angry that they can't concentrate or so sad that they can't get out 
of bed 

 
• To protect themselves from being overwhelmed or flooded by painful affect:  

Parts that are addicted to something such as drugs or alcohol or shopping or gambling 
or sex are protective parts.  They use the addiction to numb themselves, thus 
protecting themselves from feeling the affect. 
 
We need to work with the protective parts because they will be triggered to come 
forward to stop or prevent the remembering and processing of trauma. 

 
Internalized parental abusers or neglectors 
I often use what I heard from Sandra Paulsen about everyone internalizing their parents:  that if 
we didn't internalize our parents, no one would ever pick up their dirty socks from the floor.  In 
dysfunctional families, the children internalize parents who abused or neglected them.  They then 
have these internalized parental parts which feel that they are unlovable, to blame for everything, 
and deserving of punishment.  These are the parts that can be very harsh and critical of 
themselves, don't do good self-care, and that keep themselves from succeeding.  
 
These internalized parental parts as well as the Protector parts are called "Honchos" by Sandra 
Paulsen, and the first order of business in Conference Room is often to build an alliance with 
these parts, or they will block progress in the treatment. I often talk to them about how they were  
just a child at the time they go created, and they were doing the best they could. for 
understandable reasons.  We can explain these to the Internalized Parent Parts. 
 
The "good reasons" why the Internalized parents exist include: 

• To carry the "toxic energy" from the parents and not contaminating all parts of the 
self with it:  If this one part is "mean" to themselves, there can be other parts that can be 
nice to themselves and others. 

• To maintain a connection to the parents by agreeing with them about them being to 
blame for what is wrong, or being undeserving, unworthy, or unimportant.  If they have 
that connection and are not angry at their parents. they won't feel so alone. 

• To continue the survival technique they started in their childhood of "keeping 
themselves in line", to be what their parents need or want them to be.  For example, 



Jane Laskey, LICSW - The Effective Use of the Conference Room - 10/10/2013 

 19 

if their parents can't tolerate them expressing any anger, they might  yell at  themselves if 
they start to feel anger, and that protects them from more harsh treatment from their 
parents.  
 

I have one client whom I will call Janet, whose mother blamed her for causing her to go back to 
smoking cigarettes, because this client dropped out of swimming lessons as a child.  She 
internalized her mother, and hated herself for dropping out, as well as for many other times when 
her mother turned things around and blamed her.  She called this part of herself "Rotten Melon", 
which she named after that familiar feeling she would get in her gut when she felt she was put in 
"no-win" situations with her mother, trapped, with no possible way to win her mother's love or 
approval.  If she would have spoken up for herself and said it wasn't her fault that her mother 
went back to smoking, her mother, an adult skilled in projecting her bad self onto my client, 
would have been able to turn it around and make my client feel even worse about herself.  
 
Janet's internalized self-blaming Rotten Melon part also helped her maintain some feeling of 
connection to her mother.  On an emotional level, it was too hard for her to think of her mother 
as emotionally abusive.  When she would start to feel  the huge gap of connection to the mother, 
she had another part, a Protector she called Choker, who would literally make her choke so that 
she was unable to speak of that emptiness that came with facing those feelings.  Not being able 
to speak of it made it less real, and in that way, she could stay being Rotten Melon, feeling bad 
about herself, but protected from feeling  so alone and empty.   
 
Janet had other internalized parent parts as well.  She had one she named after her mother, and 
this was her Mary-Part.  This Part is the one who would treat others like her mother treated her, 
finding subtle ways to make others feel inferior or uncomfortable, which would give her a 
feeling of having some power.  
 
After doing a lot of Conference Room sessions with Janet, eventually we went back to the old 
target scene about her mother blaming her for picking up smoking again, and brought the EMDR 
processing into Conference Room.  I worked with Choker to step aside, with Rotten Melon to 
find a new role, to be able to notice when she needed to work on something to improve herself, 
without feeling that this made her a completely bad person, and with her Mary-part, to take off 
her Mary costume and leave it on a hanger, leaving the power from that part inside of her, 
pictured as a cone of energy, which she could use to give her a feeling of power without having 
to make other people feel badly in the process.  She also worked on using her Competent, 
Mindful, and Nurturing resourced parts to give support and comfort to the child parts.  Progress 
was made. 
 
Let me now delineate the reasons to do EMDR in Conference Room: 
 
The reasons for doing Conference Room on its own that I went over above apply for doing 
EMDR in Conference Room, but more specifically, doing EMDR in Conference room can help 
in keeping the client in a window of tolerance, both being able to access feelings and memories 
by having the emotional child parts there, and also by not getting hyper-aroused and flooded.  

1. Can provide a concrete way of having all parts begin the EMDR on board with 
doing the processing.  I got the idea from Sandra Paulsen to have lights in the 
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Conference Room for each part to press when we are deciding to start doing EMDR in 
Conference Room.  If they press green, it's a go, if they press yellow, that's caution, and if 
they press red, it's no.  Then we discuss the concerns of the parts that pressed yellow or 
red, and we don't do EMDR until all parts press green.  Usually this works pretty well, 
though of course that's not the end of the interference in doing EMDR that will come.  
 

2. Can help to fractionate the work with objects such as screens and affect dials you 
can use in Conference Room  - to help clients from getting hyper-aroused and flooded I 
often have the parts look at the target scene on a screen as a way to put more distance 
from it.  Sandra Paulsen has many ideas of things to put in Conference Room to help 
fractionate the work. 
 

3. Can help to preserve the adult functioning part (ANP) by having the option to have 
that part go into a soundproof room for the processing. 
 

4. Also to prevent hyperarousal and flooding:  Can help the child Emotional Parts (EPs) 
to be able to tolerate the increased access to painful childhood memories and 
feelings.  As the client is more ready to have the child parts present and able to tell their 
story, we can also have the more adult and resourced parts hold the child, reassure her 
that it wasn't her fault, and validate how painful it was, for example, to witness her father 
beating up her mother or her brother sexually abusing her. 
 

5. Can help to deal with looping when doing EMDR by noting that the Protective and 
Internalized parent Parts are working hard to do their job when they keep the client 
from successfully doing Adaptive Information Processing, getting to be able to see the 
target scene any differently, in a more adaptive way. 
 
I have a client I'll call Susan I've been working with for 4 years, whose case illustrates 
dealing with looping. When I first started working with her 4 years ago, we were doing 
EMDR on her father ignoring her.  Her negative cognition was "I'm not important", and it 
would seem at the end of a session that she was getting it that his neglect wasn't because 
she wasn't cute or smart enough, and it was because of how he was as a father.  She 
seemed closer to completely believing her Positive Cognition, that she is lovable as a 
person, but then the next session, she'd be back to trying to figure out what she could do 
to get his attention, again thinking that without that, she can't possibly be important.  We 
stopped the EMDR to deal with the looping by understanding her parts in Conference 
Room.  I then brought up our EMDR  target into Conference Room, with all her parts 
present.  We could understand and address the protective parts that did not want to take 
away the hope that someday she'd get what she needed from her father, and we could also 
use her Strong and Resourced parts to nurture, reassure, and comfort the Little Girl.  
 

6. Can help to deal with blocked processing.  Especially the Protective parts block the 
processing by distracting or numbing. We work with that in an EMDR session in 
Conference Room by talking to those parts.  We identify which part is blocking, what 
that part's concerns are, and we support  how hard they worked, how that helped them 
survive, but how that also resulted in not being able to heal. We ask them if they would 
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be willing to step aside for a few minutes to allow the work to be done for the purpose of 
healing. I find myself often saying to the Protective Parts that healing can happen when 
previous avoided affect can be allowed to be felt.  I will give you an case example of 
dealing with a Protective Part when doing EMDR in Conference Room in my case 
example below. 
 
One note about how I've been using bilateral stimulation when doing Conference Room 
and when doing EMDR in Conference Room.   I usually do have the clients hold the 
theratappers most of the time when doing Conference Room.  There are times I don't use 
the theratappers doing Conference Room, when I am working with a more disturbed or 
fragile client and I need to be careful about not stirring up too much too soon.  When I 
start doing EMDR in the Conference Room, I usually put on the theratappers when I have 
them put the target scene up on the screen for EMDR processing in Conference Room, 
and often ask them to take down the scene, I turn off the theratappers, and check in, 
asking them what they are getting. Sometimes different parts are getting different things, 
and we look at all of it. 
 

Case Example 
 
I started working with this man, whom I will call Bill only about a year ago, at the time in my 
practice when I was getting more used to integrating EMDR and Conference Room.  I think that 
Bill's case illustrates having a Protector that needs to be worked with during the EMDR 
processing to stop the blocking, and also how more resourced parts help him stay within the 
window of tolerance during an EMDR session, and give him needed comfort and reassurance. 
 
Bill is in his late 40s, is married with two teenage children, and he and his wife both work 
professional jobs.  Bill was referred to me by his psychiatrist, for treatment of childhood traumas 
and resulting feelings that he is disconnected from people and from life, unable to be close to 
anyone or to truly enjoy anything, feeling that he is fake and that others can see underneath his 
facade that there is something wrong with him.  He kept himself very busy to keep from thinking 
and feeling.  He'd had a number of previous attempts at therapy, including some EMDR, but 
nothing had helped alleviate these core issues. 
 
A little about his history:  He was the youngest of 5, and he frequently witnessed throughout his 
childhood his alcoholic father beating up his passive mother or violently fighting with his older 
siblings who would try to protect their mother.  Bill was also sexually abused by an older 
neighborhood boy for a period of 2 or 3 years, from ages 5-8.  He carried a tremendous amount 
of guilt and shame about the sexual abuse, seeing himself as bad, dirty and guilty.  In his adult 
life, when aroused sexually, he would feel afraid and he would numb that feeling because the 
"Dirty Child Part" of him that carried the guilt and shame about the sexual abuse would be 
triggered.  Bill also would shut himself down when he was beginning to enjoy anything or feel a 
connection with anyone.  That was to keep his scared and confused vulnerable little boy part 
from being triggered to feel as he did as a child, for example, when his father would go into 
rages at times Bill was trying to have fun, like when he was jumping on the bed and interrupting 
his father trying to sleep off a hangover.  
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When we first started meeting, Bill was repeatedly explaining this experience of feeling fake, 
and not able to be happy.  I began by setting up a Conference Room with him early in the 
treatment, because of his history of complex PTSD and because I could see how he numbed 
himself, was focused on self-blame about not being "normal" and being fake.  
 
Bill brought in a wonderful black and white framed photo of himself from about age 5, which I 
put out on my desk for every session, and often make reference to, in order to clarify how his 
Vulnerable Little Boy feels.  In this photo, he is dressed in an old-fashioned snowsuit, is holding 
onto the handle of a little red wagon and has a bat in his hand, but is looking anxiously at the 
door, ignoring his toys, seeming to worry about what is going on inside the house, not paying 
attention to his toys or his wish to play and have fun.  Referring to this photo has been a way for 
him to develop understanding and compassion for the vulnerable Little Boy, who looks too 
worried about what is going on inside the house to enjoy his toys.  I also use that photo to 
express my caring and compassion for that little boy, and I think he that does feel that holding of 
his Vulnerable Little Boy part, which is what that part needs. 
 
We began doing EMDR in Conference Room on the sexual abuse, but the violence in the 
family, which I learned occurred frequently, kept coming up and needed to be processed first. 
We put aside the sexual abuse target, and will return to that after the violence is processed.  The 
target scene we are working on now is witnessing at age 5 his father dragging his mother across 
the floor by her hair and punching her. 
 
One of Bill's most dominant parts is called "the  Sabotager" . The Sabotager is a Protector part 
that doesn't want to feel anything.  He is also partly an internalized neglecting parent part, 
who feels he's not good enough, that life should not be enjoyable, and that he doesn't deserve 
anything good.  We do a lot of work in Conference Room with the Sabotager, as this part works 
hard to keep him from feeling anything or enjoying anything.  When processing the witnessing 
of the violence, I often know the Sabotager has come in when my client says that it wasn't so 
bad, or when Bill is distracted to think about something else, like what he was planning on doing 
that afternoon.  
 
I talk to his Sabotager about how he is trying to protect Bill from the feelings that would come 
from processing the family violence, and ask if he'd be willing to step aside for a moment to 
allow the healing work to happen. The Sabotager agrees to do that, and we go back to EMDR 
processing. 
 
One time we agreed that the Sabotager's new role could be to keep Bill in the window of 
tolerance.  We went back to processing, and then the Vulnerable Little Boy part noticed feelings 
he was having in his body as he looked at the target picture in the Conference Room:  knots in 
his stomach and tingling numbness in his feet.  The Sabotager came in again, saying that he can 
never feel anything and is completely numb.  I identified the Sabotager again, asked him to step 
aside, and brought his attention back to what his Vulnerable Little Boy was feeling somatically:  
the knots in his stomach and the tingling in his feet.  That time, I used a somatic interweave 
with Bill, asking what his tingling feet wanted to do.  He  said that they wanted to run out of the 
room, and I had him do that in slow motion to move the processing along, which did help him 
feel and process more.  
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So far during the EMDR processing in Conference Room, the dominant part that reacts 
emotionally to the target has been the Vulnerable Little Boy, who feels very scared and very 
sad.  I have at times asked whether the Angry Part is there, and what the Angry Part is feeling 
and thinking when he looks at the target scene on the screen.  One time, Bill answered that the 
Angry part is afraid of abandonment, and thinks that he was the glue between his parents and 
couldn't let the Angry part feel mad at them.  He also witnessed his siblings beaten for standing 
up to their father, and was needing to not feel his anger so that he wouldn't also be at risk for the 
violence to be directed at him.  Bill said one time: "I'd rather accept my parents as they are 
than lose them."  That is a Protective Part coming in to keep the Angry part from feeling the 
anger and risking losing the connection to his parents.  We need to keep working with his Angry 
and Protective parts on this difficult issue around his anger. 
 
At times when the Vulnerable Little Boy has felt when watching the target scene that he doesn't 
matter, he remembered that he felt that way all the time as a child.  I have asked his Caring Part 
if he can help the Vulnerable Little Boy with that thought he has that he doesn't matter, and that 
part has reassured the Vulnerable Little Boy, that he was just a little boy and that he needed love 
and attention as all little boys do.  One time the Caring Part held the Little Boy, and that helped 
too.  
 
One time in the Conference Room we used the analogy of the Sabotager keeping him 
protected by being stuck on top of an iceberg, with life happening under the ice, which I 
thought was a great description of dissociation.  He said that looking at targets on the screen 
and doing EMDR was using a periscope to look under the ice. 
 
Though we are still far from integration and healing from this horrific childhood, I do see 
evidence of changes happening in his outside life as a result of the work we have done so far.  
We have talked a lot about how he can work on being mindful and present, and he tells me 
about moments during his week when he was able to work on mindfulness, and was able to feel 
something, physically or emotionally, such as enjoying moments when he is taking a shower or 
swimming, or laughing and having fun with one of his teenage sons exploring a deserted camp.  
 
His Sabotager often begins our sessions, even now, saying that he isn't curable and that he will 
never be able to be present, "real", happy, or connected to people.  At those times, I remind him 
about those moments in our session when he has been in touch with physical and emotional 
feelings, and moments in his current life when has told me about having some fun or feeling 
some connection.  I think he is trying to get me to join the Sabotager in being hopeless and 
seeing himself as stuck, and I hold for now the hope and patience, that this takes time, and that 
we are on this journey together.  
 
This work is ongoing, and I do feel hopeful that doing the EMDR in Conference room will help 
him process and heal from his childhood trauma and be able to become more and more present, 
"real', and connected. 
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