Dissociative Psychosis – a legacy of trauma & disorganized attachment

Attachment disorders can lead to untoward effects on the development of the infant brain, particularly in those biologically predisposed. Abuse and neglect represent growth-inhibiting environments for the experience-dependent maturation of the infant’s right hemisphere, particularly those vital functions supporting survival and enabling the individual to cope both actively and passively with stress. Subsequent active trauma, as in sexual and /or physical abuse in the early years adds insult to the already injured brain. Trauma impacts on the individual’s sense of self, and sense of security in the world outside, and the continuation of such stress has the propensity to cause pathological reactions particularly around puberty, and the development of subsequent serious psychopathology. Dissociative episodes, psychotic phenomena, depression, eating disorders, self harming, addictive and suicidal behaviour are often the end result. Sometimes these people attract a diagnosis of schizophrenia. Dissociative Identity Disorder may be present. Complex Traumatic Stress Disorder is not uncommon with this background.

Dissociation disrupts consciousness-resulting in discontinuity of experience. This is in contrast to continuity, an essential aspect of self integrity-the continuity of experience , memory and identity. Consciousness is inherently integrative. Trauma impacts on the individual’s sense of self, and dissociation is an adaptive attempt to lessen the profound pain of traumatic experiences, resulting in the memories of trauma being stored in discrete states, resulting in a fragmented sense of self (1). It is a consequence of high arousal, of psychological shock (2), resulting in never consciously knowing the whole of a memory (3),and producing a state of experience or behaviour, in which there is a discernible alteration of thoughts, feelings or actions, so that for a period of time certain information is not associated or integrated with other information as it normally would be (4).

In his groundbreaking volume, Attachment, Bowlby (5) argued that developmental processes could best be understood as the product of the interaction of a unique genetic endowment with a particular environment. He proposed that the environment is vital for the infant’s capacity to cope with stress. Not long afterwards, Main (6) suggested that early attachment experiences would bring about changes in neurochemistry and brain organization. Schore (7) then suggested that a secure attachment relationship facilitates right brain development, promotes efficient affect regulation, and fosters adaptive infant mental health. Integration of current attachment theory, neuroscience, and infant psychiatry, offers more complex models of psychopathogenesis.

Certain symptoms were described as pathognomonic of schizophrenia by Schneider in 1939 (8): Audible thoughts, voices heard arguing, voices heard commenting on one’s actions; somatic experiences, thought withdrawal, and interference, delusional perceptions, and feelings that one is influenced by others-when these are present, and when no somatic illness exists, the decisive diagnosis of schizophrenia can be made. These are called first rank symptoms. These assertions remained unchallenged until the 1970’s. At present, it is generally accepted that first-rank symptoms are not pathognomonic for schizophrenia (9). Concern continues to be expressed that false positives tend to occur, particularly by those without extensive training in the phenomenological approach, and where there is not sufficient curiosity about trauma, and about interpersonal dynamics. It was proposed that normal interhemispheric integration necessitates “ the inhibition of any awareness by the verbally expressive hemispheric consciousness (usually the left) that it actually receives and sends thoughts, intentions and feelings from and to another (right hemispheric) consciousness”. A disinhibition may lead to the left hemisphere’s awareness of it’s being influenced by an external force, which is in fact the right hemisphere” resulting in many of the so called Schneiderian first rank symptoms(10).

Hallucinations, both auditory and visual were once considered psychotic phenomena, and belonging to either the schizophrenic or affective illnesses, so also were delusions, particularly of the persecutory type. We are more comfortable nowadays, in referring to the perceptual disturbances of people with personality disorders, particularly borderlines, as pseudohallucinations; but there continues to be a tendency to diagnose schizophrenia too readily, when persecutory delusions are seen to accompany other symptoms.

People with persecutory delusions selectively attend to threatening information, jump to conclusions on the basis of insufficient information, attribute negative events to external personal causes, and have difficulty in envisaging others’ intentions, motivations, or states of mind. Persecutory delusions are preoccupying, obtrusive, and distressing. Classically delusions were operationally defined as false beliefs held with unusual conviction, whose absurdity was manifest to others and which were not amenable to logic. Delusions are now seen as not being incorrigible: that delusional conviction, preoccupation, and distress fluctuate over time (11).

Having worked in inpatient adolescent settings, and in an acute adolescent unit, I have become familiar with the diverse presentations of traumatized young people, and of their families, with whom I have often worked very closely with. Three teenagers stand out because of certain common aspects of their illness i.e. onset with Anorexia Nervosa, their clinical history , their family dynamics, and the course of their illness. Two of them have had a good outcome, while one has not been as fortunate. I will use the history of Kay, 17 years old to illustrate what I mean by dissociative psychosis, and explain it’s traumatic origins. 

Kay was 17 years old when I first saw her. She had been ill since 15 years, and had had several admissions to hospital. Her first was to a private eating disorders unit for Anorexia Nervosa, during which time she put on weight, but started to seriously self mutilate, and took overdoses while home on leave. This resulted in admission to an adult inpatient unit, where she was diagnosed as psychotic, later schizophrenic, and was treated variously with antidepressants, antipsychotics, lithium carbonate and minor tranquillizers. Then as a result of her repeated attempts to run away, and to self harm and take overdoses, (she would buy Panadol from a local supermarket or chemist) she was scheduled, for her own safety. Here, the registrar in charge of her took time to listen to her, and over 2 months she made significant improvement and was discharged. Her diagnosis was unclear, but she had recognizable dissociative episodes, and a borderline personality. She was referred to me for ongoing management.

In the interest of time I will touch on those aspects that are relevant to the title of my paper. Several things became clearer as I saw Kay in twice weekly sessions. Psychotherapy followed the lines of the conversational model (12)of psychotherapy, and as necessary I would increase or decrease my level of activity, using cognitive strategies where there was a need, supporting and reassuring, and also seeing a parent or parents with Kay. They had already refused therapy in their own right as a couple, and her mother who suffered from an anxiety disorder and was prone to depression and alcohol excess had also refused help for herself. Her father likewise was a heavy drinker and both would frequent the local hotel to ‘meet friends’ and managed to hold fairly senior jobs. These facts became known in therapy with Kay and were addressed in a structured monthly session with her parents. Her older brother acknowledged this as a problem, which he dealt with by spending all his time at a friend’s home close by, and had already left home, when I started seeing Kay. He was unhelpful to her, she saw him as being praised a lot, while she was ignored, and he had no time for her.

Her maternal grandmother passed away from cancer two years before she became ill, her father was made redundant a year later, and her boy friend broke off with her. She felt abandoned by her boyfriend. Her grandmother played a significant role in her life, from a very early age, when her mother worked at a full time job. These stressors came at a time when her body was also making increasing demands of her. She had just attained puberty and began to be preoccupied with her weight. She often felt fat and ugly. Her father who came from a punitive family, and her brother had often told her so years ago and were still asking her to exercise and eat less. Her mother obviously had difficulty with her own family, particularly her father, whom she was forced to tolerate since the death of her mother.

Kay’s mother painted an idyllic picture of her daughter when I first met her, a good baby, a good and compliant child who somehow changed a few years ago. Her father described her as difficult, she wanted her way even as a very young child, she tormented her mother, he said. He always accompanied Kay to her appointments, I had to schedule her mother in, if I wanted to see her, as she worked full time. In later sessions, their stories seemed to agree. Her father said she was excessively perfectionistic as a young child, she procrastinated, was indecisive, and repetitive, and unhappy of the outcome of things she did. She was preoccupied with symmetry, with things always being right, and was often locked in battle with her mother who considered herself to be right, and sometimes could, and sometimes could not give in. Her father would punish her for making her mother cry, and physical beating was often the outcome.

Kay was a different child at school. A high achiever, successful at sports and debating, she had a number of friends. She remembered when she was 9 years old, her mother became severely depressed, and she began to feel a tremendous guilt, particularly when her father blamed her for her mother’s mental state. She tried very hard to make her feel better, but always failed. She silently promised herself never to fight with her mother again. Later at 13-14 she recollected not being able to keep up ‘the mask anymore’. She became fascinated, in fact obsessed with knives and sharp instruments, ‘ practiced self cutting without cutting, with tablets how they looked and how they were packed’. She was never one to take tablets even when she needed them, but found herself taking a few tablets now and then. Before she would only take liquid Panadol for period pain or headaches. Then she started scratching herself, and cutting herself, but kept it from everyone.

She was admitted to a private clinic, where she returned to normal weight, but became seriously depressed, with increasingly frequent overdoses, self mutilation and running away. She disclosed feelings of worthlessness as auditory hallucinations became a frequent occurrence – a male voice repeatedly told her she was bad, another told her she was too fat, yet another told her to get away, or something terrible would happen. Watching television, listening to the radio or her discs was no longer relaxing. They started to have different meanings applicable to herself. They were intended to denigrate her. Thoughts were being put into her head, sometimes taken out, and she had no control over them. She was in considerable distress.

Sessions with Kay were very difficult. It was important to develop a good relationship with her. When she seemed settled her parents would leave her locked in the house, promising to return in an hour or so, when they did not she would let herself out a window. One late night they found her sitting on a bench in the park nearby. At times the voices would tell her to run away, and she would do just so. As they decreased, she clearly identified one voice as her brother making fun of her, and the other her mother placating her. She said these voices made her feel less alone.

It became clear that Kay’s safety was of paramount importance, and also that her home was not a safe place, and her parents were incapable of providing her that safety she so badly needed at this point in time. I had her admitted to an adolescent unit, which seemed to please her parents and at the same time worried that she would never recover, and be a burden all her life. She continued to come to see me, and she had additional help from a direct care worker at the unit. She remembered having been abused at her home by a friend of her father, in her bedroom, while her parents were entertaining their friends on her father’s birthday. She told her parents. Her father immediately invalidated her, while her mother burst in tears and said there was no way that such a thing would have happened. Her mother was described as an obsessional woman herself, who had always to be given the last word, and often demanded that her husband bring Kay into line.Parental psychopathology contributed to the continuing stress this girl experienced.

Her father always brought Kay to sessions, most often he expressed concern for her. One morning he was more than usually agitated. Kay had twice gone for him with a knife, on the day before. He had to sleep at a friend’s home, her mother said. Kay did not want to see me, she said I was on their side. I finally reassured her enough to come into my office, she was agitated, aroused and frightened. When she saw her father, she said “he’s not my father, get him out of here, or I’ll kill him”. In the absence of her parents, she seemed settled, but suddenly became verbally aggressive, threatening a few times to leave. She exhibited a series of affects, finally becoming perplexed.

Kay was in two opposing states of hyperarousal and dissociation, knowing that her father took her to school yesterday, and that he was at home today, but also not knowing that for a fact, but neither knowing that he had left home two weeks ago and was suddenly coming back, when he had no right to do so. When her parents rejoined us, she asked her father to leave, quite politely, telling him he was not needed, and if he stayed she would kill him.( when she was 5 years of age her father left her mother, who was very distressed at the time, and he returned after 2 weeks). Bion (1957) questioned ‘is there a psychotic and a non psychotic part in this instance’? I remember wondering the same.

Having successfully repressed her earlier experiences, Kay was finding it more and more difficult not to regress. Reality testing with her allowed her to see herself as a 15 year old, and not a 5 year old. “One half of me believes that dad left us and suddenly came back as if nothing had happened- he has no right, and the other half of me believes that he was there all the time”. Her mental state had fluctuated rapidly between the two states. In a state of hyper-arousal she was recognizing and feeling her feelings, and then she would dissociate, as if she wanted to deny her feelings, and because she was oscillating between the two states quite rapidly she was not in a position to have one thought or another thought – a state of “double think”.

A psychotic reaction is a marked personality disintegration with major points of fixation at an early age-this is the psychotic person’s dilemma: that she must face a world of adult demands when her conscious and preconscious organization are shot through and through with active infantile impulses, conflicts, fears and attitudes. She may act like an adult and speak like an adult, but her basic attitudes express overtly the unsolved problems of her early infancy. It is this revival of infantile dynamics that form the core of every psychosis (13).

Severe depersonalization of self and of other occurs in psychosis. Kay was able to reality test and question her beliefs, eventually, sometimes hours later. She maintained some sense of continuity by keeping a diary whenever she could. She returned to school part time on her parent’s insistence, but it did not work out. Three months later she decided she would try again. She was able to manage. She wished to live apart from her parents, saying she brought on her illness, and she was to blame. Her parents had often remarked that she exaggerates, she puts on an act, she cannot entirely be believed, and this was something Kay had become used to. She went to live with her paternal grandmother.

Individuals who are highly obsessional with compulsive behaviours are more prone to ‘depersonalization symptoms’. Their symptomatology appears often to carry a strong stamp of obsessional illness with the qualities of insight and resistance removed-some such patients may suffer from a ‘obsessional psychosis’ which is relatively benign unlike schizophrenia. An extreme amount of anxiety is experienced at times of severe stress (14).

Attachment theory can be used to frame specific hypotheses which relate different family experiences to different forms of psychiatric disorder and also, possibly, to the neurophysiological changes that accompany them (15). In paying attention to the ways in which Kay related to me in the psychotherapeutic relationship, even when she was psychotic, gave me an idea of her attachment relationship with her caregiver. Bowlby’s internal working model is said to be repeated in other close relationships, and this is one of them. Containing her feelings in the transference, and dealing with my own countertransference, helped to understand her and her needs. The trauma of her pathological attachment as a result of physical and emotional abuse, and of neglect, along with the trauma of sexual abuse, had left her increasingly vulnerable to stress. Her parents’ could not give her the care she needed.
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