Integration of Structural Dissociation, Ego State Therapy and EMDR
C - Weekend Workshop Useful Articles
I have enclosed a series of articles that I think you will find very helpful now and in the future in your
work with clients with Complex PTSD and Dissociation. Enjoy!
Joanne Twombly Article - she provides a wealth of specific suggestions and technique drawn
from her decades of experience working with dissociative clients.
Jim Knipe’s Loving Eyes Technique - The technique I use more than any other in working with
ego states/parts/self-states/alters. If I could only teach one technique in this workshop, this
would be it.
Affect Management Skills Training (AMST) - AMST was developed by John Omaha in the 1990s.
It brilliantly helps rewire the brain so that the somatic response to triggers is simply a reminder
to go to a calm/centered place where the body relaxes. With practice, it becomes the go-to for
many of my clients. I have also included my own protocol and notes for utilizing the AMST.
Sandra Paulsen – She is perhaps the best-known spokesperson today for the integration of Ego
State Therapy and EMDR Therapy. In this chapter she and Golson provide a superb overview of
the perspectives and techniques required to improve communication among self-states.
Catherine Fine’s Tactical Integration Approach - Fine’s Tactical Integration approach to working
with dissociation is widely used and has often been integrated into other’s work, including
Sandra Paulsen’s. Following the chapter, you will find my summary of the key point’s in her
article.
2010 JEMDR article by Onno van der Hart, et al – Onno is a leading theoretician and
practitioner of Structural Dissociation. He is the lead author of 3 articles in our Journal of EMDR
Practice and Research which are included here. The 2010 article is a theoretical overview.
2013 JEMDR article by Onno van der Hart, et al – The second article addresses the Structural
Dissociation approach to Phase 1 of Trauma treatment – Stabilization. The article clearly
explains the parallels and differences in approach to Phase 1 work.
2014 JEMDR article by Onno van der Hart, et al – The third article addresses Phase 2 Trauma
Work – Resolution of Trauma, and Phase 3 Trauma Work, (Re) integration into Life. Gonzalez
and Mosquera introduce several techniques, including Tip of the Finger Strategy, which I will be
teaching and demonstrating.
Richard Loewenstein, MD Article – Richard was the Director of the Dissociative Disorders
Program at Sheppard Pratt for many years and wrote this famous article in 1991 on the Mental
Status Exam. He provides the essential questions he used to explore 31 different aspects of
dissociation and psychoses during his intake exams. Following the article is my reference guide
to the questions in the hopes of making it easier for you to integrate into your practices.

Farnsworth Lobenstine, LICSW
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Introduction
During the attachment phase of development (from birth to five or six months) and well into the
separation-individuation phase (through the 24th month), pathways in the brain develop through the reciprocal,
dyadic interaction between the primary mothering object and the infant. These pathways provide for cortical
regulation of affects. At birth affects are regulated in the amygdala. Between the 10th and the 18th month,
control shifts first to the cingulate and then to the right orbital frontal cortex (OFC). As Schore has described,
the OFC is the highest level of control of the limbic system and represents a convergence zone that interfaces
between affective, motor, sensory, and sympathetic systems. OFC regulation is acquired solely through the
attachment process, and in fact Schore states, "Attachment is the dyadic regulation of emotion." Impaired
attachment may be a causal factor in many disorders, presenting as affect dysregulation (flooding, alexithymia,
avoidance, acting out) in the client. Affect Management Skills Training (AMST) provides a formulaic approach
to remediating impaired affect regulation resulting from childhood deficit experience.
AMST is a necessary precursor to most therapies, and it is especially important in the treatment of
ingestive disorders, including alcoholism, addictions to illicit substances, nicotine dependency, and eating
disorders. Ingestive disorders appear during adolescence in an individual characterized by deficit
experience(s) in childhood. Chief among the deficit experiences is less than good-enough care giving resulting
in poor affect regulation. Additionally, the ingestive disorders are united in that in each a substance is
hypothesized to provide the means for reenacting childhood emotional, psychological, physical, and/or sexual
trauma. Furthermore, in the ingestive disorders, the abused substance facilitates a vicarious reexperiencing in
a more-or-less dissociated state of unresolved affects assembled with the archaic trauma. These unresolved
affects are often sequestered into an ego state that manages the unresolved and potentially overwhelming
affect through the symptoms of the particular ingestive disorder.
Overwhelming affects are a significant feature of many Axis I and Axis II disorders, e.g., the anger
management problems that are diagnostic of Borderline Personality Disorder (BPD) or the grandiosity of
Narcissistic Personality Disorder (NPD). While research must be done to prove the point, it may eventuate that
AMST can provide resources to manage affects that the BPD or NPD has previously acted out.
AMST means the development of tools and resources necessary to the recognition, detached
observation, modulation, and overall coping with the range of affects available to a person. This exposition
relies on the Affect Theory of Sylvan Tompkins as expostulated by Nathanson and on the work of Andrew
Leeds and Deborah Korn, who originated the idea of Resource Development and Installation (RDI). AMST
also derives from the work of Marsha Linehan and from Cognitive Behavioral Therapy (CBT). AMST employs
eye movements (the EM of EMDR, Eye Movement Desensitization and Reprocessing), a specific type of
Bilateral Stimulation (BLS), as a means to increase the effectiveness and efficiency of affect management
skills acquisition. BLS, which may include eye movements (EMs), alternating auditory stimulation, or
alternating tactile stimulation, is believed to activate the brain's innate information processing system. Once
acquired, these skills are believed to persist, and clinical observation suggests that while the client may or may
not be conscious of the operation of the skills, the skills are operative and lead to improvements in all
dimensions of functioning (behavior, cognition, affect, and sensation), in self-concept, and in overall well-being.
Treatment for the ingestive disorders includes reprocessing the unresolved trauma and desensitizing
the disturbing affects assembled with it. In order for the client to be able to desensitize these affects that have
been previously compulsively reexperienced by means of the abused substance, it is necessary first to
transmit the AMST skills cassette. With the skills in place, progress is possible in treating the presenting
problem, because the client knows, both consciously and unconsciously, that the tools are in place to cope
with disturbing affects as they arise, both in treatment and in the outside world. Without prior development of
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AMST, the client is at risk for decompensation, disorganization, and relapse, since treatment will elicit affects
the self is ill equiped to manage.
While empirical evidence exists to support EMDR and CBT, there is at present no empirical evidence
beyond clinical impressions to support the AMST, and therefore these procedures must be considered
experimental.
Containment Skill (Skill I)
The initial skill is containment, a resource to prevent intrapsychic intrusion of disturbing material.
Containment is the first transmitted skill as it provides a means for controlling the intrapsychic field. In the case
of the traumatized client, abusive parental introjects, destructive ego states, or intrusive trauma-coded
memories can interfere with the process of AMST skills acquisition as well as with the subsequent therapy.
AMST differs from other approaches in beginning with containment rather than with Safe Place. Clinical
experience suggests that beginning with containment neutralizes introjects as well as trauma coded memories
that often can prevent establishment of a safe place. Interference can take the form of shutting down affects,
rendering sensations unavailable, or preventing access to images. Transmitting the containment skill as a first
step effectively controls the potential of the introjects, ego states, and memories to derail therapy; it also
empowers and reassures the client.
Following an introduction to the BLS process, the client is asked to design and visualize a container
sufficient to hold "every disturbing thing." Assure the client that he does not have to know what every
disturbing thing is. Explain that the container has a special valve that allows the client to take out a single
issue and work on it in session without releasing the contents of the container. Incompletely processed
material or newly surfacing material can always be added to the container through the same valve. Explain
also that the container has a notice posted on it that states, "To be opened only when it serves my healing."
The type of container the client creates will tell you a lot about "every disturbing thing" that she places in the
container. Containers that have been observed in therapy include: Sherman tanks, munitions bunkers,
pressure cookers, and safes as well as glass jars and heart-shaped cardboard boxes. Using BLS, which may
be EMs, auditory, or tactile stimulation, elaborate the image of the container. When it is well elaborated, have
the client visualize "every disturbing thing" passing into the container, and then seal (super glue, weld) the
container. Suggest to the client that she does not have to look at the "disturbing things" going into the
container, that it is enough to know they are going in.
Upon completing the installation, it is important to inquire what percent of "every disturbing thing" has
gone into the container. This will give you information on the degree to which the client is attached to her
"disturbing things." The installation will often also immediately uncover maladaptive beliefs, for example
doubting the possibility of containing every disturbing thing, and may also immediately reveal the power of an
introject or the client's attitudes toward the
introjected object. Recently a client stated, "I can hear my mother screaming at me from the container."
Another client stated, "I feel bad putting my dad in the container, because I feel like if I move him from where
he wants to be then he'll be mad at me and I'll be bad." In each case, these examples provided an opportunity
to employ Leeds' and Korn's RDI which resulted in a successful containment. The clients were asked, "What
quality would you need to have to complete the containment?" For the doubter, it was trust; for the woman
whose mother was screaming, it was acceptance; for the woman who couldn't move her father, it was
indifference. In each case an image constellating the necessary quality was evoked, and installed. Then the
containment visualization was repeated, this time also holding the image constellating the needed quality. In
all cases this procedure has resulted in 100% completion of containment.
If the client is having difficulty getting the last 10 to 20% into the container, you can develop an Alliance
Resource by asking, "Who could help you get the remaining percent into the container?" The image of this
ally—clients have evoked God, Jesus, angels, the Buddhist deity Tara—is brought into the container
visualization, and any material that did not go in on the first pass is then added to the container through the
special valve. With the "disturbing things" contained, AMST now proceeds to the safe place skill.
Safe Place Skill (Skill II)
The client's familiarity with BLS is further developed with the safe place skill. The safe place resource
provides the client with an internal image of safety that is associated with cognitions, affects, and sensations.
Following standard procedure, ask the client if she has an image that embodies the quality of safety. Often
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these are beaches or wilderness places. If the client cannot access a memory associated with safety, shift the
definition to one of comfort. If the client has never had a place where she felt safe or comfortable, ask her to
imagine or create one. Make certain that she has never been abused, victimized, or traumatized in any place
with significant associations to the place she has chosen as safe. If she has, develop a different one. Use
BLS to strengthen all sensory modalities (visual, auditory, tactile, somatosensory, olfactory) relating to the
image the client has chosen. When the image is well elaborated, ask the client where he feels the sensation of
safety or comfort in his body, and strengthen this association to the image, using the Positive Cognition (PC)
"The sensations in my (name of body location) tell me I am feeling safe (or comfortable)." When that
association is firm, install the PC "I am safe" for the cognitive experience of safety. Ask the client to hold the
visualization and assess the validity of the PC on a scale from one to seven (VoC). Increase to VoC = 7
before proceeding. Next, using BLS, associate the affect "I feel safe (or comfortable)" with the image, bringing
it to VoC = 7. By these means affects, cognitions, and sensations of safety are all effectively associated with
the image of safety. Further useful verbalizations are: "I am capable of creating safety for myself" and "I am
worthy of feeling safe." This last verbalization may uncover negative self-attributions about self-worth. If they
do arise, they must be addressed through an RDI as described under Skill I. Resistance to the verbalization of
self-worth may also indicate the presence of a Protector Ego State, one that is often seen in abused persons.
This ego state preserves the autonomy of the system by creating a self-attribution of unworthiness. Often if the
child self was abused by a parent, the integrity of the self can only be maintained through the emergence of the
Protector Ego State that holds the system's unworthiness. If such an ego state is observed, ego state
interventions can be applied.
Next, have the client generate a cue word that evokes the safe place image, and use BLS to establish
an association between the word and the image. Continue with a past template, asking the client to evoke the
safe place using the cue word in association with a past incident (SUD < 4) where she would have liked to feel
safe. Go on to repeat the visualization and resource mobilization with a future template, an upcoming situation
where she can image wanting to feel safe.
Target Affect
Introduce the concept of affect management. In treating ingestive disorders, explain that since
substance abusers are often reexperiencing unresolved affects through their abuse, we need to develop the
resources to tolerate those affects in a healthier way. Select an affect as a target. Fear is always a good
selection to begin with, since clients usually are experiencing fear about doing the counseling work, and
developing AMST targeting fear will enable the counseling to proceed more smoothly. After working through
the AMST with fear, return to a target affect that is one of the ones hypothesized as being reexperienced
through the substance abuse, selecting an affect that is at a lower intensity level; for example, if the client is
reexperiencing archaic shame through a substance, select the affect embarrassment as the target for AMST.
If at any time during this set-up, you become aware that your client is experiencing an affect in the
present, immediately shift the target of your work to this affect. An affect that is presently being experienced
provides a much more effective target for transmitting the AMST skill set.
Sensation-Affect Identification Skill (Skill III)
Ask the client to remember a situation when she felt the target affect at a level 3 or 4 (out of 10), and
when a target has been identified, ask the client to relive the situation while doing BLS. Do not exceed 14
saccades in this phase, and often 5-8 saccades will be sufficient. You will know by the appearance of
negative associational material. Have the client visualize the scene once without suggestions and see how
much he comes up with. Then repeat the exercise, this time asking the client to notice where in her body she
feels the index affect.
Repeat the exercise, this time bringing in the PC: "My (name of sensation) tells me when I am feeling
(the index affect)." Ask her how true this is, using the VoC scale of 1-7. Continue with sets of saccades until
the VoC = 7. This is the Sensation-Affect Identification skill.
Sensation as Signal (Skill IV) and Grounding Cord (Skill V)
The next two skills, Sensation as Signal (Skill IV) and Grounding Cord (Skill V), comprise a visualization
designed to intervene both 'fast processing' in the limbic system and autonomic nervous system activation. By
way of introduction, I will explain the primitive brain and 'fast processing' to the client. I will explain how
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persons trapped in fast processing often 'act out', and I will suggest that the visualization we're about to learn
can interdict the sequence and give the person control.
With facilitation via BLS, the client is asked to visualize attaching a cord to the tip of her spine and
letting it down to the center of the earth. Have her tug each end to make certain it is firmly attached. Have her
allow the earth to hang like a plumb bob from her spine, so that the grounding cord runs straight down. The
clinician can suggest that the client just feel the weight of the earth gently holding her grounded and present.
The client is encouraged to just experience being grounded and present.
With this visualization in place, the target scene is reintroduced, the client is reminded of the sensations
that identify the target affect, and then these sensations are linked to letting down the grounding cord. With
BLS, this cognition is installed: "These sensations in my (location of sensation) signal me to let down my
grounding cord." (Sensation as Signal Skill) One purpose of this skill is to make mobilization of the Grounding
Cord skill dependent upon a sensation, rather than a thought. Sensation-dependence will be more automatic,
while cognition-dependence may leave the grounding cord deployment vulnerable to negative beliefs about the
self. The clinician next suggests, "You now realize that you can stay grounded and present while you are
feeling (name of target affect.)" This is installed with the cognition, "I can stay grounded and present while I
am feeling (name of target affect.)" (Grounding Cord Skill) Continue with BLS until this PC has attained VoC =
7.
Witnessing Self (Skill VI)
The Witnessing Self skill is designed to transmit what has been called "hypnotic duality", the ability to
"just watch" the self experiencing an emotion and associated sensations, images, and impulses to behavior. If
necessary, explain that we are not asking for a dissociation, but for a "duality" of consciousness, that this will
allow the client to feel her feelings, rather than her feelings having her. As you can see, the skills are
cumulative. While facilitating with BLS, reintroduce the target visualization, remind the client of the sensations
that identify the affect, strengthen the sensation as signal to let down the grounding cord, strengthen the
grounding cord and ability to stay grounded and present, and then suggest that the client can "just watch" the
sensations, memories, and cognitions, occurring while the client visualizes the target scene. The cognition, "I
can just watch myself feeling (name of target affect)" is installed. Again, check the VoC. This skill can be
expanded to "just watching" thoughts associated with the target affect, to "just watching" memories associated
with it, to "just watching" other physical sensations associated with the target affect, and to "just watching"
impulses for behaviors relating to the target affect. This is the Witnessing Self skill.
Garbage Chute (Skill VII)
Garbage Chute is a visualization that facilitates decreasing a negative target affect. After suggesting
that the pay-off, the ability to decrease the disturbing emotion, is coming next, the client is asked what percent
of the disturbing emotion he would like to get rid of. Clients often say "100%", but I suggest leaving at least
0.5% to avoid decompensating a system defined by the negative emotion. Have the client visualize a garbage
chute or a similar disposal mechanism, e.g., bottomless pit. The client is returned to the target visualization
and led again through the entire chain of skills, again with BLS to facilitate, and following Witnessing Self, the
client is told, "Now that you are able to just watch these emotions, and sensations, and images, you realize you
have the power to decrease them. See yourself collecting up (the agreed upon percent) of all the sensations,
images, impulses, and thoughts. Put them in a big, black plastic bag. Tie it off. Now raise the lid on the
garbage chute and drop the bag in. Hear it falling. Falling. All gone. Drop the lid." Install the cognition, "I can
decrease my level of (name of target emotion.)" Again, assess the VoC. This is Garbage Chute, the affect
modulation resource.
Upon completion of this skill set, ask the client to visualize all the work that has just occurred, the
visualization and target affect, identification of sensations and association with the emotion, grounding cord,
witnessing self, and garbage chute. Facilitating with BLS, as the client holds this visualization, ask him to
repeat the PC, "I am capable of managing my (name of target affect)." Next install the PC, "I am worthy of
managing my (name of target affect)."
Positive Affect
When the client has decreased the negative affect, with continuing BLS, suggest, "After a person has
decreased a disturbing emotion like this, they sometimes feel new sensations in the body. Just take a moment
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and look around and see if anything new has come up for you and let me know when you become aware of it."
Continue the BLS for a bit longer, then stop, instruct the client to take a deep breath, let it out, and inquire,
"What comes up for you now?" Sometimes clients will say, "I feel lighter", or "the tension's gone out of my
neck." At this point, have the client review a list of positive affects people sometimes feel and select one that
applies. A common example might be, "I feel free," or "I feel relieved." Repeat Skill III, Sensation-Affect
Identification, installing the PC, "These sensations (name of sensation, e.g. "lightness", or location of
sensation) tell me I'm feeling (name of positive affect.)" Now, point out to the client that she has previously
demonstrated that she can down-modulate a negative affect, and explain that by the same means she can upregulate a positive one. Have her focus on the target positive affect and its associated physical sensation and
facilitating with BLS ask her to increase the affect and sensations by 10 %. As she succeeds at this, install the
PC "I can increase my feeling of (name of positive target affect)." Avoid increasing positive affects by more
than 10 % early in therapy, as positive emotion may overwhelm the system.
Once again, have the client visualize the work of the session, this time including the positive affect work,
and as she holds this image, with BLS facilitation, install the PC, "I am capable of managing my positive and
negative emotions." Next install the PC, "I am worthy of managing my positive and negative emotions."
Finally, ask the client to repeat this PC, "I feel proud of my accomplishment." Resistance to this self-attribution
of pride may indicate a shame-based self-concept. At this juncture, employ an ego state intervention.
Resources
A resource is an inner image of strength or power to accomplish a task. If at any time the client is
unable to increase the VoC of a PC to seven, ask him what quality he would need to do so. The quality of
courage often arises for clients in this regard. When the client has, with your facilitation, identified a necessary
quality, ask her now to produce an image that embodies the desired quality. Explain that this image can be
animal, vegetable, or mineral; it can be mythical, historical, or actual; it can be imaginary. When a suitable
image has been elicited, strengthen it with BLS, emphasizing that the image embodies the target quality. Next,
again facilitating with BLS, have the client merge with the target image. Helpful language includes
verbalizations such as, "See the (name of target image). See its (enumerate some of the image qualities.)
See how it embodies the (name of desired quality). Now, reach out and allow that image to merge with you.
See it entering into you. As it enters, feel it bringing with it the (name of image qualities). Feel that image
spreading out through your entire body."
Another useful resource, especially in the client for whom sensations associated with a positive affect
did not spontaneously arise, is an image embodying a quality that will fill the vacuum left by dumping the target
negative affect. Ask the client to identify what emotion he would like to have come in to fill the space left by
dumping the target negative affect. Often this emotion will be hope. As above, ask now for an image that
manifests or embodies the positive affect and facilitate the client's merging with the image using sets of EMs.
Attachment Remediating Visualizations (Safe Face Skill)
AMST also comprises visualizations to remediate the affective attunement and secure emotional
holding portions of attachment that are often defected in disorders characterized by affective dysregulation.
This Skill is called Safe Face. A specific form of resource, it is especially useful for the client whose actual
mother was non-empathic and unattuned. Safe Face is the warm, empathic, nurturing maternal image. This
visualization was suggested by the work of Wesselmann. It receives theoretical support from Schore's work,
which stresses the importance of the maternal caregiver's facial cues in the development of affect regulation.
The client is asked to visualize his ideal mother, the "mother that he always wished he had had." The client is
informed that "we are not getting rid of your real mother, we are just providing the mother that you didn't have."
Again, elaborate this image, instructing the client to see how the ideal mother's gestures, the tone of her voice,
her verbal pacing, and her face all embody her qualities of unconditional love, acceptance, compassion, and
affirmation. Next, using BLS, suggest that the client visualize this ideal mother expressing affective
attunement: "I see that you are feeling (name of index affect). I want you to know that I have felt (name of
affect) myself." Suggest that the ideal mother is holding and rocking the client in the visualization. You can
instruct the client to rock in his chair as the ideal mother rocks him. This action can help remediate the
physical connection piece of attachment that is often also missing in disorders of affective dysregulation.
Direct the client to watch the ideal mother's face and notice how she expresses acceptance and warmth and
compassion through her eyes and facial gestures. Now, suggest that the visualized ideal mother is expressing
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secure emotional holding: "I want you to know that I love you and that my love is unchanged by your feelings
of (index affect). I accept that you are feeling (index affect). My love for you is unconditional." Finally, have
the client merge with this image of the ideal mother.
For clients raised without a father, or where father was emotionally or physically unavailable or was
abusive, and who therefore lack an internal image of an understanding, supportive, accepting, and affirming
secondary object (paternal introject), the Safe Face Skill can also be employed. As with the maternal object,
have the client identify the qualities of the ideal father, visualize a male figure constellating these qualities, and
install the image using BLS. This image can be used to support the client at any time emotions surface in
therapy. For example, the client may experience anger at his actual father. In this case, ask the client to recall
the ideal father visualization and to look carefully at his face as he says, "I understand that you are angry with
me. I believe I know something about the anger you are feeling, because I was angry at my dad. I want you to
know that I accept that you are angry at me. It's all right to be angry at me. I also want you to know that my
love for you is unchanged when I learn you are angry at me."
Past Template with More Intense Affective Experience
Returning to the initial AMST affective target, the client can now recall a time in the past where she felt
the index affect at a more intense level (SUD = 5-6-7) and mobilize all the resources she has developed.
Future Template
Continuing with the AMST work on the target affect, ask the client to visualize a time during the coming
week when she expects to feel the index emotion. Assist her in developing the image. Using BLS to facilitate,
have her apply the entire skill set to this template.
Self-worth and Self-efficacy
In subsequent sessions, inquire of the client how he has done between sessions with managing the
target affect and use of skills. When the client demonstrates acquisition of the AMST skill set for recent actual
affectively charged events, these successes should be strengthened. After collecting information on the
successful events, reprise all the affect management work she did, then have her visualize it and bring the PC:
"I am capable of managing my emotions" into the visualization with BLS facilitation. This is the resource of
self-efficacy. When this has become completely true, repeat the visualization, this time embedding the PC: "I
am worthy of managing my emotions." This is the resource of self-worth. Finish with the PC "I feel proud of
my accomplishment."
Additional Resources
Several additional resources may be developed during the course of treatment as the opportunity
presents itself. One, a variation of Napier's Optimal Future Self Visualization, is a self-image that constellates
for the client who she will be now that the target affect is no longer defining her.
Another resource constellates the synthetic ego function, a function that allows the client to perceive
himself ambivalently. This use of RDI was suggested by Nancy Errebo. A sample verbalization to the client
might be, "You have now achieved a separation from this disturbing dependency that was troubling you. You
were once dependent on this substance, and you no longer are. Can you come up with an image that will
allow you to hold both parts of yourself at once, an image that embodies the old you that used the substance
as well as the new you that no longer uses the substance." When the client has provided an image, install it
using BLS. The synthetic ego function can also be applied to the primary mothering object. The client is
instructed, "You have now arrived at a point where you can see the positive aspects of your mother and also
the not-so-positive aspects. Can you give me an image that will allow you to hold both these aspects in one
unitary visualization." Install this image with BLS.
Reality testing is the ego function that enables a person to distinguish between a felt need and the
person or substance that gratifies that need. As above, ask the client to generate an image that embodies her
ability to distinguish the need from the needs gratifier, and install this image using BLS. Using an example
from treatment of alcoholism, instruct the client, "You now realize how alcohol facilitated your anger expression.
Now you've put it in the chair, and it's outside of you. Give me an image that constellates this fact." Install this
image with BLS.
Other useful resources include: a boundary or barrier against intrusiveness; a protector; and a
sentinel (Resource of Awareness) to warn client when she is approaching a potentially dangerous situation
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(one client developed a friendly dragon who sat on her shoulder and breathed fire into her ear, heating it up
and warning her). In treatment of ingestive disorders, the Symptom Expressing Ego State is always converted
to a sentinel or body guard whose new job description is to warn the client when he or she is experiencing the
affect that was previously expressed through symptoms by that ego state.
At or near termination of treatment, you can employ Nancy Napier's Optimal Future Self Visualization.
In this guided visualization, the client is led to meet his optimal future self. The visualization provides a healthy
and very powerful pull from the future to provide the client with direction and goals that are internal.
Relapse Prevention
Ask the client to write a list of five situations from the past where the addictive behavior occurred or
where thinking about it occurred. For each situation, have the client list what her behavior was prior to using,
what her prior thoughts were, what her prior emotions were, and what her prior physical sensations were.
Have the client also identify what recovery skills she could employ in each situation. Often the applicable
recovery skills are affect management skills. Replay each situation, facilitating with BLS, and have the client
visualize herself employing the affect management skills. Embed the PC, "I can use my affect management
skills to prevent a relapse", using BLS. Bring the VoC to seven. When all situations have been worked
through, ask the client what quality he would need to employ the skills. Often this quality is awareness. Have
the client evoke an image that embodies the necessary quality, amplify it, and have the client merge with it.
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PROTOCOL FOR AFFECT MANAGEMENT SKILLS TRAINING
This is the protocol for the AMST, transcribed by a colleague many years ago. I especially like that he
links positive affect and cognitive experiences to solidify these steps.
Step 1: I do not require 100% of every disturbance to go into the container before proceeding,
though page 2 lists Resource Development and Ego State procedures that are very useful.
Step 2: The Safe/Calm Place. I especially like that he links positive affect and cognitive
experiences (PCs) to solidify these steps.
Step 3: Establishes the bodily experience of the targeted affect, such as fear. You can repeat
Steps 3-6 for different affects that disrupt the client’s life.
Step 4: Establishes the bodily experience of a deeply calming and centering place or experience.
Step 5: This is the centerpiece of the AMST. For example, the churning in my stomach (fear)
becomes simply a reminder to go to the deeply grounding place in Step 4. You are rewiring the
neuronal pathways.
Step 6: Stepping back and just noticing 5 – a meditation process.
I rarely use Step 7.
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A Tactical Integrationalist Perspective on the Treatment of
Multiple Personality Disorder by Kluft and Fine
Richard Kluft, M.D., and Catherine G. Fine, Ph.D., Editors, Clinical Perspectives on Multiple
Personality Disorder, pp. 135-153.)
NOTES by Farnsworth Lobenstine, LICSW
Dr. Fine proposes her own Tactical Integration approach to working with patients with
Multiple Personality Disorder (now labeled Dissociative Identity Disorder). It is different from
the strategic integration approach that dominated the field for many years. The Strategic
Integration approach involves a broad based persistent though gentle attack on the dissociative
defenses until they crumble and integration is achieved. This approach is not compatible, as
George Abbott notes, with EMDR because bilateral stimulation is so likely to overwhelm
amnestic barriers. This is why some undiagnosed MPD clients were hospitalized in the very
early days of EMDR, leading to the current guidelines for treating dissociation with EMDR.
The Tactical Integration approach is different because of it’s “technical preference for
mounting many specific planned avenues of intervention addressing a number of deliberately
chosen short- and long-term goals at the onset of treatment, rather than initiating a more broadly
based attack on the dissociative defenses in general.” (p. 138) Indeed it mirrors Jim Knipe’s later
EMDR technique of understanding defenses as ego states and going with them, not against them.
Jim Knipe takes the approach of, “What’s useful about not addressing the abuse?” His
experience is that this softens the defense and makes it much more likely that you get to the
forbidden topic.
The Tactical Integration (TI) approach is richly cognitive in its underpinnings because it
understands that cognitive distortions are essential defenses “to maintain dissociation and to
continue the warding off of unbearable affect.” (p. 139) Understanding and gently and
persistently correcting the cognitive distortions is the underpinning of successful abreactions
later on. Indeed, abreactions are only useful if they connect affect to cognitions, if they gently
break down the distorted thinking.
Just think of the countless levels on which these distortions may co-exist: the past is
present therefore I cannot say what happened because he’ll hurt me. The persecution of parts of
self by a perpetrator introject, that can include cutting, etc. The lack of awareness that all parts
are part of one body so if you kill one part you will die too. Child parts that have no idea it is
2015. Parts despising other parts or blaming them for what happened. “Only with the
achievement of the capacity to ‘think straight’ can MPD patients finally begin to learn to realitytest.” (p. 139)
A client I am working with who has DID has three very powerful introjects. While they
are now rarely violent to her (cutting off her hand for weaving the textile of connection to me,
cutting off parts of her face) they adamantly maintain their cognitive distortions that “prove”:
that nothing stitches together moments in time so the past is always present, that she is no
different at 37 than as a young child who must always be invisible, and hence she has struggled
for years to know she exists; that everyone is a rapist or being raped, and hence if she sticks up
for herself or for her children she becomes a rapist; that people are interchangeable (and
everyone is a monster. And that, of course, includes herself).
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“The tactical integrationalist will alternate the cognitive-affective interventions to create
gentle dissonances within each personality that will, taken as a whole, lead to the MPD patient’s
eventual correct recontextualization of his or her experiences and perspectives.” (p. 139) Think
of how confusing life is for someone with DID – and how confusing their stories are for you.
“Most personalities within an MPD patient exist within a contextual void.” The 3 year old has
no idea she grew up to be a mom of a 12 year old. She may not even know what happened to
other split off parts similar in age. Since these cognitive distortions are so often ego syntonic, it
is necessary to move slowly and plan fully.
The Structure of Tactical Integration work
There are two, often alternating, phases of TI work with DID. Initially it is essential to
Suppress Affect. In Structural Dissociation language (The Haunted Self), the EPs, Emotional
Parts of the Personality, long to tell their stories to the ANP(s), the Apparently Normal Part(s) of
the Personality, but their affect will overwhelm and destabilize the part of self that lives life. The
second part of TI work is the Dilution of Affect. Different personalities will be at different
stages and will be differently able to suppress or just dilute affect. The dilution of affect is where
George Abbott has so successfully intervened with his DID and DDNOS clients.
The Suppression of Affect Phase understands that the “defensive vehicle of choice” is
the personalities. (p. 141) The therapist wants to meet and understand the story of each of the
personalities. This begins with mapping of the personalities. “The patient is then invited to have
the respective personalities place their names on the paper ‘in a meaningful way.’” (p. 141) This
often leads to an understanding of clusters of personalities that will facilitate the healing and
integration process. The TI approach strongly prefers to work with a cluster.
“As ‘all parts of the mind’ are invited to listen, the personalities are asked to tell their
stories, to talk about themselves, and to describe what they know and remember without going
into the details at this point. The MPD patients’ autohypnotic abilities … make them nicely
responsive to ‘distancing’ suggestions such as ‘All that you need to do at this time is talk about
what happened as if you were watching from a distance – way far away from you.’” (p. 142) As
Fine notes on page 143, mapping the system and “uncovering the ‘story lines’” serves multiple
purposes.
The Dilution of Affect Phase “overlaps with the suppression of affect phase when the
therapist asks the various personalities to describe their lives ‘from a distance. Each personality
needs to adjust to the sheer horror of its individual story line before it can possibly face the
knowledge that other personalities’ story lines are also part of its life experience.” (p 143)
The Dilution of Affect Phase uses several key methods to achieve its impact:
• The distancing described above
• The decision to work with Like-Clusters of Personalities
• The use of fractionated abreactions
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•

And collaborative abreactions through temporary blending of personalities and then
permanent blending of personalities within clusters that choose to do so.

Working with clusters of personalities that share a common affect she says significantly
facilitates the work. And in her composite case example, Fine worked (first) with a cluster of 8
and 9 year olds.
Sidebar: Choosing a cluster of 8 and 9 year olds may be similar to an aspect of EMDR,
though Fine doesn’t explain why she chose that age cluster. In EMDR, using Maureen
Kitchur’s Stategic Developmental Model, you work with elementary school experiences
first and only work on pre-school (and often pre-verbal) memories second (or third). It’s
clearly easier because of the cognitive and verbal skills of the older child parts. And
Sandra Paulsen always invites an older part to be an ally of a very young, possibly nonverbal, part when working with very young parts.
Fine also emphasizes the use of fractionated abreactions, breaking the processing of
trauma down into small, often very small, tolerable pieces. This is something that has become a
requirement of ego state therapy and of EMDR work with dissociation. Think of the many ways
in which the structure of the Conference Room exists to facilitate the process of fractionating
abreactions – the screen, the affect dial, the waiting room/play room, an observation room with
sound that can be turned off, the library, to name a few. Think of two of the basic metaphors of
all EMDR work – viewing the disturbing event as if it is a movie or you are on a train and it’s
happening to someone else and you’re just watching.
The Tip of the Finger Strategy is a superb example from Structural Dissociation of a tiny,
fractionated abreaction of a tiny bit of a vehement emotion held by one Emotional Part.
On page 144, Fine gives perhaps the best explanation of the purpose of abreactions I have
ever read, though it is restricted to clients with MPD/DID.
“Abreactions are necessary in the treatment of the MPD patient. An abreaction helps
personalities reconnect their perceptions of reality formed in the past to the present
reality. The purpose of the abreaction is therefore to inform, educate, or reeducate, to
release the repressed affect, and to complete content and reformulate cognitive schemata
and beliefs as well as to release somatically encapsulated traumata (Comstock, 1986).
Abreactions are necessary to reconnect the behavioral, affective, sensory, and cognitive
dimensions of events (Braun 1988; Fine 1989b), to ward off further amnesia, and to
achieve continuity of life experiences (Fine 1989b, 1992).”
“The fractionated abreaction enhances MPD patients’ feelings of control and self-efficacy
as they become increasingly able to pace the necessary therapeutic work by diluting the
affect rather than becoming entangled in and chronically overwhelmed and depleted in
powerful affective storms.” (p. 145)
What a powerful metaphor “storms” is! What a powerful teaching process that the client
eventually learns to use in daily life. And it immediately reminds me of one of my favorite
Farnsworth Lobenstine, LICSW

April 2015

A Tactical Integrationalist Perspective on the Treatment of
Multiple Personality Disorder by Kluft and Fine
aspects of EMDR – that it teaches clients that they are bigger than their trauma, by the structure,
and use of bls and other strategies to maintain dual attention awareness.
George Abbott’s innovative application of Tactical Integration to EMDR Gaining
Informed Consent:
This first part is standard Conference Room/Meeting Place work that you have all done.
The ANP/client is asked to set up/ go to the Meeting Place and invite all parts (or all parts related
to a particular incident) to enter the room.
The client is asked to see if any parts want to say anything. (George talks through the client,
something that Paulsen strongly advocates with dissociative clients as it reinforces that they are
one person in one body.)
Then the client is asked to see if the planned work with go forward or be changed because
another part wants to let go of pain that day.
The work with a part:
Some of the rest of this way of working will also be very familiar to you. And as those of you
who have done parts/alter work with DDNOS/DID clients know, it is often essential for the
client/ANP NOT to know the story so that they can continue to function in daily life. This is an
essential part of George Abbott’s application of Tactical Integration.
George explains to the EPs that the ANP wants to hear their stories but can’t tolerate it yet
because their “vehement emotion” (The Haunted Self) will overwhelm the ANP (and other
parts). If they can let off some of their pain a little at a time, they will be able to tell their story to
the ANP. This is, of course, very similar to Gonzalez and Mosquera’s Tip of the Finger
Strategy.
We are used to hearing one or more EPs telling their story and getting older parts or the ANP to
provide support, etc. Here the focus is distinctly different. And in Meeting Place work, we are
always tucking in parts who would be better off not hearing a story. Here it is essential that the
ANP “go away” as well. So you ask those parts to distance themselves using their wellestablished dissociative abilities. Decide with the EPs who will let go of some of their pain first.
Explain to the EP that will do the work today that s/he is to notice as the pain comes up as you
provide BLS. S/he is instructed to just notice as the pain comes up and is released. No other
action is taken. Tell her/him that whatever pain is released will never be felt again. This can
be viewed as a different use of the drippy faucet, where an abreaction is fractionated by letting
only tiny bits at a time come up and “drip out of the faucet.”
You can supportively talk the EP through the letting go process, just as we often do during an
abreaction.
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You need only know if “the pain is moving” at the end of each set. Since the part may be preverbal, a nod is sufficient.
You then ask, “Would it be OK to let go of a little bit more of the pain?”
If yes, you do another set of BLS.
If no, or they give you the stop signal, you close it down.
If they seem exhausted, you suggest it may be enough for today. If they agree, you close it down.
Closing down the session:
Again, this looks very much like what you have been doing in the Meeting Place with your
clients.
Appreciate the work done.
Ask if any part in the MP wants to say anything else.
Ask ANP/client to come forward again and take charge.
Ask ANP/client if s/he has anything to say.
Ask ANP/client (rather than you directly because with DDNOS and DID you usually talk
through the person) to tuck in the parts.
Ask ANP/client to close the MP and return to your office.
Ask ANP/client how she is feeling.
This is a very important moment.
As I have taught you in the Meeting Place, if the client has a negative body sensation (fuzzy,
discomfort, pain) it means that an EP is still in the MP. The client is asked to go back to the MP,
turn on the lights, see who’s there (or hiding), ask them if they want to say something, tuck them
in, close down the MP and return to your office. The client is now usually feeling focused and
comfortable. It is absolutely remarkable!
This work continues week after week after week. George’s experience is that once clients with
DID/DDNOS are ready for this work, they can be maintained with great stability during this very
lengthy process. In 2012, he reported that he had been doing this work for a year or more with
five clients with DID or DDNOS diagnoses and all have been stable. Interestingly, the
ANP/client often seems to learn, directly or indirectly, about the pain that was let go, about that
EPs story.
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Reference Guide for Office Mental Status Examination by Loewenstein
“An Office Mental Status Examination For Complex Chronic Dissociative Symptoms
And Multiple Personality Disorder”, Richard Loewenstein, MD, Psychiatric Clinics of
North America, Vol 14, No. 3, September 1991.
A QUICK REFERENCE GUIDE
A colleague recently shared this gem of an article with me and I found it so useful
that I am sharing it with you, along with a “cheat sheet” of the questions he often asked
as he explored more than 30 aspects of dissociation. The article, while long, is a quick
read. While the diagnostic label has changed, the wealth of detail is a real treasure and
may lead you down many very fruitful paths of understanding and discovery with your
clients who have, or may have, a dissociative disorder. One of the aspects of this article
that I so appreciated is that he gives a typical answer for each of the questions that he
might have asked in his mental status exam, so the questions and their logic really make
sense. So reading the article will make this summary of his questions more useful.
At the time he published this, Dr. Loewenstein was the Senior Psychiatrist and
Director of Dissociative Disorders Programs, Department of Psychiatry and Medicine,
Sheppard and Enoch Pratt Hospital; and Assistant Clinical Professor, Department of
Psychiatry and Behavioral Science, University of Maryland School of Medicine,
Baltimore, Maryland.
As part of my summary, I begin by quoting much of his introductory remarks in
their entirety, pages 568, and 570-572, where he describes the experience and quality of
the interview itself.
There are several general principles that are important in evaluating dissociative
symptoms in the MSE. First, dissociation and MPD are primarily hidden
phenomena.27 Patients may deny, minimize, or rationalize their presence. In
addition, symptoms of dissociation often have a broad differential diagnosis and
are typically embedded in a poly-symptomatic matrix.37 Differences may be quite
subtle between symptoms produced by a dissociative process and similar ones
generated by other disorders.22,23,37 This may require a very detailed inquiry for
differential diagnosis with extensive exploration of the subjective phenomenology
of symptoms to derive from the patient a comprehensive account of his or her
experience. In so doing, one may need to ask the same MSE question in a number
of different ways. It is not uncommon for an MPD patient to admit to a symptom
in one part of the interview and deny it in another.37 Kluft23 notes that symptoms
of MPD may only be present during a “window of diagnosibility,” remaining
hidden or latent at other times. The clinician faces the situation in which a single
diagnostic exploration may not be sufficient to detect a dissociative process. He
or she must be alert to the emergence of MPD throughout treatment, even years
after beginning therapy.

Farnsworth Lobenstine, LICSW

April 2014

Reference Guide for Office Mental Status Examination by Loewenstein
THE CLINICAL MENTAL STATUS EXAMINATION FOR
COMPLEX DISSOCIATIVE SYMPTOMS
In subsequent sections, I will report basic interview questions for dissociation that
can be incorporated into the general assessment of all psychiatric patients. This
interview is structured heuristically into six symptom clusters listed in Table 1.33
Symptoms are grouped into (1) process (MPD) symptoms; (2) amnesia
symptoms; (3) autohypnotic symptoms; (4) PTSD symptoms; (5) somatoform
symptoms; and (6) affective symptoms. To some extent, these symptom clusters
overlap. For example, psychogenic amnesia can be a prominent aspect of
autohypnosis or of PTSD.
Any patient displaying many symptoms from clusters 2 to 6 will likely also show
symptoms in cluster 1.24 Thus, such a patient would almost certainly qualify for a
diagnosis of a complex chronic dissociative disorder, primarily MPD or DDNOS.
My discussion will emphasize evaluation clusters 1 to 4, because clinicians are
least likely to have received systematic training in their assessment. Somatoform
and affective symptoms will be discussed primarily in terms of their examination
in the patient with a dissociative disorder. Because of space considerations, the
discussion will not focus on all aspects of the clinical interview and differential
diagnosis of MPS. For a complete discussion of these topics, the reader is
referred to Putnam.37
Appearance
MPD patients come from all social classes, professional and occupational groups,
and are found among all races and religions. MPD patients may dress in casual or
elegant outfits. They may be men or women, highly educated or uneducated. A
subgroup of patients will wear tinted glasses or sunglasses to hide eye changed
related to switching. Sometimes MPD patients will appear dressed
simultaneously in several different styles of hair, clothes, shows, jewelry, and so
on, leading to a very odd or mismatched appearance. MPD patients may have
obvious self-mutilation scars or may wear clothing that covers the arms of legs in
order to hide evidence of self-injury.37
In some cases, the patient may appear changeable from session to session with
alterations in style of clothing, hair, makeup, eyeglasses, posture, level of motor
activity, jewelry, handedness, taste and habits (e.g., the patient reports he or she
doesn’t drink coffee, then arrives at a session carrying a cup of coffee), tone of
voice, accent, memory, and so on. This may be very subtle in some cases with
differences manifested only by a particular clothing color or a particular item of
jewelry. Also, even relatively obvious changes in appearance may not be
appreciated as manifestations of dissociation if the clinician does not have an
index of suspicion.37
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Behaviors
An experienced observer frequently may notice subtle facial or body shifts by the
dissociating patient during the interview. At times, the patient may appear
younger or older, smaller or larger, shift position or posture, or modulate affective
tone or intensity in ways that convey a subtle switching between relatively
different crystallized behavioral states. Handedness may switch during the
interview with the gestural language changing from right-handed to left-handed
and back again.
Also, it may be possible to see manifestations of overlap phenomena between
MPD alters with a facial expression that uncannily seems made up of more than
one face. The impression is like that of a “ghost” on a television screen in which
the main figure appears to overlap with another. There may be a discrepancy
between the patient’s eyes and the rest of his or her own physiognomy.
Occasionally, patients will appear to have two (or even more) different facial
expressions, dividing the face horizontally or vertically. Facial lines may also
seem to be more or less prominent during the interview, reflecting covert
switching or overlap processes.38
Eye findings are important. During interviews, patients may display eye closure,
frequent blinking, eyelid fluttering, and even a full eye-roll.2,21,38,46,48 In addition,
common “grounding” gestures in dissociative patients include covering the mouth
or the face and repetitive light facial touching. These gestures often seem relaxed
to anxiety, brief amnesias, blocking, and shifts in facial expression or affective
tone that may signal a brief intrusion by another alter. Grounding may also signal
that a full switch has occurred and the new alter is “settling into the body.”38
Involuntary movements such as rocking, intense rhythmic leg or foot jiggling, and
finger twisting that the patient cannot easily control are common in dissociative
patients. For example, one patient leaned the full weight of both her arms and
head on her jiggling leg but could not stop it from moving. Instead, her whole
body shook. Another patient repeatedly held her arms behind her back as if she
were being tied to the chair. These behaviors may appear and disappear abruptly,
usually related to covert switching or passive-influence phenomena.
Eye contact may be difficult for the MPD patient. The head may be downcast;
hair may be pulled over the face to conceal dissociative changes. The patient may
turn his or her back to the interviewer. The interviewer must keep in mind the
possibility that such behaviors reflect anxiety over revealing obvious dissociative
phenomena. In addition, the transference meaning of an intense interview with a
potentially powerful authority figure may trigger covert posttraumatic reactions in
the MPD patient.32
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Impact on the Interviewer
It is impossible to discuss fully here the impact of the MPD patient on the
clinician. The clinical field created by these patients may be quite intense,
however. The interviewer may experience some of the autohypnotic and
dissociative experiences manifested by the patient, such as feeling depersonalized,
“spaced-out”, floating, confused, day-dreamy, sleepy, blocked in thinking, and
forgetful or amnestic during the interview. If these are noted and cannot be
wholly accounted for on the basis of the clinician’s own difficulties (such as
illness, being overtired, other problems), they may be indicators of a dissociative
process in the patient.32

The Symptom Cluster Method for the Assessment of
MPD and Dissociative Disorders
Symptoms will be discussed according to the cluster method described above. In
each section I will give an overview of the symptom, typical mental status
questions that might be asked, and responses by MPD patients to these questions.
If the answer to any of these MSE questions is positive, the interviewer should
ask for specific examples of the symptom.37 The detailed experiences of the
patient may be helpful in differential diagnosis (e.g., memory loss due to a seizure
or head injury), as well as in countering concern that the symptom is not genuine
or produced only for secondary gain. Further, the patient’s description of his or
her experience often begins to focus his or her attention to the extent of the
dissociation.
In general, it is optimal to leave specific inquiry about multiplicity or switching
until the latter part of the diagnostic interview for suspect MPD. It is best to begin
with more oblique questions about other dissociative symptoms such as amnesia,
passive-influence experiences, PTSD, and autohypnotic phenomena.22,24,27,37 On
the other hand, in some cases, the patient is obviously switching from the
beginning of the interview. Here, it may be most helpful to the patient to have this
recognized and addressed in some way. More comprehensive discussion of these
matters can be found in the reviews of Putnam, Ross, 40 and Kluft. 20,22,27
In order to follow the process of a typical diagnostic interview, this discussion
will begin with amnesia, autohypnotic, and PTST symptoms, followed by a
discussion of MPD process symptoms, and finally a review of somatoform and
affective symptoms in MPD. “ (pp. 568, 570-572)
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Amnesia Symptoms
Blackouts/Time loss
MSE Questions
1. Do you ever have blackouts? Blank spells? Memory lapses?
2. Do you “lose” time?
3. Do you have gaps in your experience of time?
4. What is the longest period of time you have lost? Minutes? Hours? Days? Weeks?
Months? Years?
Disremembered Behavior
MSE Questions
1. Do you find evidence that you have said and done things that you do not recall?
2. Do people tell you of behavior you have engaged in that you cannot recall?
3. Was this behavior typical of your usual behavior?
4. Are you often unsure whether you have actually done something or just thought
about/imagined/dreamed about doing it?*
Fugues
MSE Questions
1. Do you ever find yourself in a place and not know how you got there? Were you
able to recall anything of the intervening time since you last had a clear memory
of your circumstances? How much time had you lost?
2. Did you ever start out to go somewhere and find yourself somewhere else without
knowing how you got there?
3. Have you ever traveled a considerable distance without recollection of how you
did this or where you went exactly
Unexplained Possessions
MSE Questions
1. Do you find objects in your possession (such as clothes, personal items, groceries
in your grocery cart, books tools, equipment, jewelry, vehicles, weapons and so
on) that you do not remember acquiring? Out of character items? Items a child
might have? Toys? Stuffed animals?
2. Do you find that objects disappear from your possession in ways for which you
cannot account?
3. Do you find writings, drawings, or artistic productions in your possession that you
must have created but do not recall creating?
4. Do you find evidence that you have spent money on things with credit cards,
checks and the like but don’t recall having done so?
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Inexplicable Changes in Relationships
MSE Questions
1. Do you find that your relationships with people frequently change in ways that
you cannot explain? For example, do you find that people seem to be displeased
or angry with you based on behavior that you do not recall? People are
pleased/closer to you/more loving to you based on behavior you do not recall?
(Question has been specifically adapted form the DES of Bernstein and Putnam)

Fluctuations in skills, Habits, Knowledge
MSE Questions
1. Do you find that sometimes you can do things with amazing ease that seem much
more difficult or impossible at other times?* (* = Question has been specifically
adapted from DES of Bernstein and Putnam.)
2 Have you been told or found evidence that you have talents or abilities, such as
musical, artistic, mechanical, literary, or athletic, of which you were unaware? Do
your tastes in food preference, personal habits, music, or clothes seem to
fluctuate?
2. Does your handwriting change frequently? A little? A lot? Do you ever write in a
childlike way?
3. Are you right-handed or left-handed? Do you find you do things with the other
hand at times?
4. When you were in school did your grades change at times for reasons you
couldn’t explain? Did you ever have the experience in school that you didn’t
know something that the teacher insisted you had been taught and that everyone
else seemed to have been taught?
5. Do you find that your physical responses/capacities, such as eyesight, blood
pressure, response to alcohol or medications, change in ways you can’t explain?
Fragmentary Recall of Life History
MSE Questions
1. Do you have gaps in your memory of your life? Are you missing parts of your
memory for your life history?
2. If your lifetime were marked on a straight line, do you feel that there are parts
missing or segments taken out of that line?
3. Do you remember your childhood? At what age do the memories of our life start?
What is your first memory? The next one after that? The next one?
4. Are you missing memories of some important events in your life, such as
weddings, birthdays, graduations, pregnancies, births of children?
5. Do you recall some life events as if you just heard about them, read about them,
saw photos of them, but not as if they really happened to you?
6. Are there parts of your childhood you remember and parts you don’t? For
example, are you more able to remember school than home?
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Chronic Mistaken Identity Experiences
MSE Questions
1. Do people whom you don’t know frequently approach you, insisting that that
know you? Do they call you by a different name? Describe things you’ve done
together that you don’t recall? (Question has been specifically adapted from DES
of Bernstein and Putnam.)
“Micro” Dissociations
MSE Questions
1. Do you lose track of or tune out of conversations or therapy sessions as they are
occurring? Do you find that while you are listening to someone talk, you did not
hear all or part of what was just said? (Question has been specifically adapted
from DES of Bernstein and Putnam)
2. Has this happened while we’ve been talking today? What will you remember of
our conversation today?
3. If subject actually appears to be dissociating: What just happened now? Can you
tell me what we’ve been talking about? Were you aware of tuning (spacing,
blanking) out? Can you try to get back the information? If so, how does this
occur?
Autohypnotic Symptoms
Spontaneous Trances
MSE Questions
1. Do you frequently space out, trance out, block out, or withdraw from the world
around you? Perhaps by putting yourself in a pleasant scene or place inside your
mind or by focusing your attention on something inside or outside of you?
2. Do you know how to do this whenever you want? Or does it just happen?
3. Do you remember the first time this happened? The first time you realized you
could do this?
Enthrallment
MSE Questions
1. Do you get so wrapped up in a book or a movie that you can completely block out
everything else around you, as if the world could end and you’d still be
completely engrossed in that activity?
Spontaneous Age Regression
MSE Questions
1. Do you ever feel as if you get “little”, as if you become a child or an adolescent
again? When this happens, does it feel as if your body changes in size? Do you
experience it in your mind only or does your whole perception of yourself and the
world change also?
2. Do you feel that you are different ages at different times?
3. Have people ever told you that you behave like a child at times?
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4. When this occurs do you feel as if you have moved inside or outside yourself so
that you see or observe this happening as if you were a different person?
Negative Hallucinations
MSE Questions
1. Do you ever not see or hear what is going on around you? Do you or can you
block out people or things altogether?
2. Do you ever seem to not recognize friends, family members or familiar people?*
3. Can you make things or people disappear if you want to? How do you do that?
Voluntary Anesthesia/Analgesia
MSE Questions
1. Are you able to block out (ignore) physical pain if you want to?* Wholly? Partly?
Always? Sometimes?
2. When did you first learn you could do this? Do you know how to make this
happen or does it just happen to you?
Out-Of-Body Experiences/Depersonalization
MSE Questions
1. Do you frequently have the experience of feeling as if you are outside of yourself,
beside yourself, watching yourself as if you were another person?
2. Do you ever feel disconnected from yourself or with your body as if you or your
body were not real?
3. Do you frequently experience the world around you as unreal? As if you are a fog
or a daze?
Trance Logic
MSE Questions
1. (Questions for alters). Do you believe that you share the same body or that if
another alter or the body is killed or hurt that all of you will die or be basically
hurt?
2. Do all the alters/entities share a feeling, thought, or memory if one of you has it?
3. (Observations). Does the interviewer note logical contradictions or the tolerance
of logical inconsistency, such as, an entity that claims to live entirely in the past
but also exhibits contemporary memories; a “child” personality with an ageprogressed vocabulary and sophistication; a supposedly “dead” alter that indicates
its presence with an ideomotor signal, and other inconsistencies?
Eye Roll with Switching
MSE Questions
1. (Observations). Does the interviewer note spontaneous eye roll during the
interview? With or without switching? Eyelid flutter? Eye closure? What is the
patient’s score on the eye-roll sign of the Hypnotic Induction Profile? If an eye
roll is noted, the patient may be asked: Do you notice that sometimes you roll
your eyes (all the way) up into your head? Do you have any idea why you do
that?
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Posttraumatic Stress Symptoms
Psychological Trauma
MSE Questions
1. Who did the discipline in your family? How often did it occur? Who was
disciplined? You? Siblings? Anyone singled out for punishment? Did you observe
others being punished? How did you react?
2. (If physical discipline is described). What were you struck with? Hands, fists,
feet, belts, brush, coat hanger, broom stick, switch, frying pan? How old were you
when you were first punished like this? How long a time would each episode of
punishment take? Over how much of your childhood were you punished in this
way? How often did this occur? Daily? Weekly? Monthly? Yearly? Did the
punishment leave marks? Broken bones? Knocked unconscious? Were you kept
home from school because of this? Sent to the hospital? Were your family
members ever reported for abuse?
3. Were you verbally or emotionally punished? Called names? Put down?
Criticized?
4. Did you witness violence between your family members? Between other people?
See people struck? Hurt? Killed?
5. When your farther (or other relative) was drinking (using drugs), did he (she or
they) ever become violent in any way? Verbally? Physically? Sexually? Were the
police called? Describe.
6. While you were growing up, did anyone, an older child, a person outside the
family, or even someone in your family, ever have unwanted sexual contact with
you? Describe the experiences to the extent that this is comfortable for you right
now. Were there any other experiences you had like this? Alternative: Would it be
all right now if I asked you about any sexual experiences you might have had in
childhood?
7. When you were a child, did you tell anyone about these experiences? What
happened? Have you ever told anyone before now?
8. As an adult, have you ever been hurt or traumatized in any way?
9. As an adult, have you had any unwanted sexual experiences? With whom?
Describe.
10. As a child, what made you feel safe? Was anybody kind or supportive to you?
Intrusive Imagery/Revivifications/Flashbacks
MSE Questions
1. Do you ever have flashbacks? (The interviewer may need to ask the patient to
define his or her understanding of flashback.)
2. Do you feel as if you are living through experiences again that you have lived
through before?
3. Do you see it at a distance like an image on a screen? Or is it as if it is happening
all over again: You can see it, hear it, taste it, smell it, fell all the feelings you had
at that time?
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Nightmares
MSE Questions
1. Do you have nightmares? How often? What is the content? When did they start?
Do you have any repeated nightmares?
2. After a nightmare, do you ever not know where you are?
3. After a nightmare, do you ever find yourself somewhere else? Out of bed? On the
floor? In the closet? Anywhere else?
Reactivity to Triggers/Panic/Anxiety
MSE Questions
1. Are there specific events, types of people, situations, objects that are associated
with your being “triggered”, panicky, anxious, upset, distressed, or in a flashback?
That are associated with your losing time?
Hyperarousal Symptoms
MSE Questions
1. Are you a very jumpy person? Easily startled?
2. Are you aware of a relation of this to specific situations, people, experiences in
your past?
3. (Observation). Patient is extremely startled, literally jumps, at ordinary external
stimuli, e.g., phone rings in the office, a door slams down the hall, someone softly
calls the patient’s name on the ward.
Numbing/Avoidance/Detachment
MSE Questions
1. Do you commonly avoid situations, people, things that remind you of traumatic or
overwhelming experiences or that seem associated with being flooded with
emotion?
2. Can you block out your feelings? Detach yourself from your feelings? Can you do
this if you want to? Do you feel disconnected from your feelings?
Process Symptoms
Alter Attributes/Presence of Alters
MSE Questions
1. Do you act so differently in one situation compared with another situation that
you feel almost as if you are two different people?
2. Do you ever feel that there is more than one of you? More than one part of you or
side of you?
3. Do you ever feel divided inside as if there are several independent parts or sides
of you?
4. Does that part (parts) of you have its (their) own independent way(s) of thinking,
perceiving, and relating to the world and the self? With its (their) own memories,
thoughts, and feelings?
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5. Is there more than one part of the mind listening here now? Has there been more
than one part of the mind talking with me today?
6. Do these parts or sides of the mind have names?
Passive-Influence Symptoms/Interference Phenomena
MSE Questions
1. Do you ever have thoughts or feelings that come from inside you (outside you)
that you can’t explain or that don’t feel like thoughts or feelings you would have?
That seem like thoughts or feelings that are not under your control?
2. Do you ever have impulses to do things that seem to come from inside you
(outside you) that don’t feel like they belong to you? To do things that you
ordinarily wouldn’t do?
3. Have you ever felt that your body engaged in behavior that did not seem under
your control? For example, saying things, going places, buying things, writing
things, drawing or creating things, hurting yourself or others?
4. Do you ever feel like your body doesn’t belong to you?*
5. Do you ever feel controlled by a part, presence, force, person, or entity within
you? Outside you?
6. Do you ever feel like your thoughts or feelings are being withdrawn from your
mind by some inside (outside force, presence, or entity?
7. Do you ever feel you have to struggle against another part of you that seems to
want to do or say something you don’t wish to do or say?
8. Do you ever feel that there is a force (pressure, part) inside you that tries to stop
you from doing or saying something?
Hallucinations/Pseudohallucinations
MSE Questions
1. Do you ever hear voices, sounds, or conversations in your mind? That seem to be
discussing you? Commenting on what you do? Telling you to do or not do certain
things? To hurt yourself or others? That seem to be warning you or trying to
protect you? That try to comfort, support, or soothe you? That provide important
information about things to you?
2. Do you hear men’s, women’s, and/or children’s voices? Are the voices located on
one side of your head or another? Can you always make out what they are saying?
Do they all seem to be talking at once? Talking, fighting, or arguing among
themselves? Do all the voices have names?
3. Does it ever get very loud and distracting? If you really pay attention to the voices
do you lose track of what’s going on around you?
4. Do these voices, sounds, conversations ever come from outside your head? When
this happens can you see the person who is talking?
5. Do you ever see things that other people don’t? Do you ever see faces or people
that others don’t? Do they talk to you? Do they have names?
6. Do you ever see scenes of events that happened to you before?
7. Do you ever look in the mirror and not recognize yourself?* See a different
person there?
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Linguistic Usage
MSE Questions
1. Did you notice that you just referred to yourself as “we” (“he”/”she”)? Could you
explain your understanding of why this occurred? Your reaction to this?
Switching
MSE Questions
1. I would like to talk with that part (side, aspect, facet) of you (of the mind) that is
called the ‘Angry One’ (the Little Girl, Janie, that went to Atlantic City last
weekend and spent lots of money, and so on). Can that part come forward now,
please?
2. You appeared really uncomfortable after I asked that question. Can you tell me
what you were experiencing/feeling?
Somatoform Symptoms
MSE Questions
1. Do you ever get physical sensations or pain that you can’t explain or were told
had no medical explanation? For example, have you had headaches, groin pain,
abdominal pain or other medical symptoms for which no medical explanation
could be found such as paralysis, fainting, fits or seizures, lump in your throat,
shortness of breath, muscular symptoms, symptoms associated with menstruation
or sexual activity?
Affective Symptoms
MSE Questions
1. When you feel depressed (activated, energized, moods fluctuate) does it feel as if
it is your mood or feeling, or does it seem to come from a part of or place inside
you that doesn’t feel like you? Does this feeling suddenly appear or disappear?
2. Do your moods change so rapidly that you don’t know what you’re going to feel
from one minute to the next?
3. When you attempted to kill yourself/hurt yourself, did you feel in control of that
behavior? Do you actually remember what happened? All of it? Part of it?
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