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Abstract

Gunedoo an NGO, in Katoomba NSW, offers a range of therapeutic services to children, young people and their families where abuse, neglect and violence have occurred. Dissociative disorders are viewed as a consequence of childhood trauma and are seen as a development al disturbance in the sense of self, within a framework of disturbed attachment.

Therapy is guided by the principle that the child is the primary client of the agency. From this stance two therapeutic principles arise:

1) The therapist models how to consider and ensure safety for a child, even when the threat to the child is from the parent. 

2) In individual therapy the parent focuses their identity around being a parent, the creation of safety for the child and the creation of safety for parts of the self dissociated and developmentally stranded.

 Parents are assisted in individual therapy to break down the discreetness of dissociated states, to self modulate their behavioural and affective states and to monitor their thinking, integrating thinking, affect and behaviour towards their child. The emphasis remains on achieving this at a pace that retains stability of self around the role of parent, minimising abreaction and maximising safety at every level.

Therapy Context

Gunedoo is a small non government, community based agency in the Upper Blue Mountains of New South Wales. It is funded by the New South Wales Department of Community Services (DCS) to provide a range of therapy services to children, young people and their families where abuse, neglect and violence have occurred.

Typically a therapeutic caseload consists of 10-12 families, being offered either:

 long term psychotherapy for a parent (18 months +)

 medium term (6-18 months) therapy for a specific behavioural problem, for example for a child sexually abusing other children, or advocacy and support around provision of safety, for example in a family law court process.

short term counselling, for example focussing on education about the effects and indicators of CSA.

In addition Gunedoo offers a group work programme:

“Moving On” for children who have lived with domestic violence

Support group for parents with a child who has been sexually abused

Parenting Group for parents whose children have experienced a range of abuse/neglect within the home.

The majority of clients present with a story of generational abuse, diagnoses for a range of psychiatric disorders specified by DSM IV, in particular Borderline Personality Disorder, Psychoses, Drug and Alcohol Addiction or PTSD. Very few are referred with established diagnoses of Dissociative Disorders and very few report being asked about their history of abuse or trauma in the course of accumulating their diagnoses. Even fewer report having previously being asked about their history of childhood attachments This is consistent with findings that dissociative disorders are under diagnosed or inadequately assessed for in mental health facilities, and findings that the role of childhood trauma and attachment disturbances in the aetiology of dissociative disorders is poorly understood by many diagnosticians Ross(1997). 

The majority of families seen at Gunedoo are “dissociative families”, in that they have “one or more nuclear family members who has a dissociative disorder” (Putnam, 1997 p.305). This diagnosis is made once a therapeutic relationship has been established using the DES, DES child form, DES adolescent form and DDIS.  Family members invariably report histories of childhood trauma and usually report acts of ongoing trauma towards family members. For this reason a ‘therapy with families’ approach is taken. This should be distinguished from a Family Therapy model in which the family members commonly attend therapy session concurrently. 

Principles of therapy with dissociative families in a child protection context: 

Child Protection is the overarching principle of therapy. Whilst the child or children may or may not be the client engaged in the majority of therapy sessions, the focus of the intervention in the family is to ensure the safety of the child, the establishment of healthy attachments between the parent and the child and the arresting of generational dissociative familial relationship patterns. 

This focus is contracted at the outset of therapy, and reiterated explicitly at pertinent times throughout therapy. The work of McKinnon (1998) has been helpful in guiding agency policy in this area.

Deb, is a young woman with a 5 year old boy, with a history of child sexual assault (CSA) within a family of origin in which every member has a history of perpetration against children. A number of parts (alters) of Deb have established patterns of returning to the family home, some in search of belonging as they hold no memory of abuse, some in search of revenge, and some to save a younger brother whom Deb protected as a child. The most determined of these parts, a rather wild streetwise teenager regards all families and family situations as untrustworthy and seeks to head to the streets, near the family of origin, when Deb experiences the anxiety of any close or new relationships. The consequence of this for Deb and her son is that implicit in the formation of new safe attachments is precisely that anxiety, originally born of self preservation, that would take them both back to street life neglect and deprivation, then family of origin and finally reabuse. An essential part of Deb’s therapy is her trust in the therapist that under no circumstances will she be allowed to return to her home town with her child, and under no circumstances will she be allowed to live a street life with her child. The child is used in therapy to provide leverage for the safety of both mother and child. The local DCS office has been familiarised with Deb’s history of abuse and have cooperated in establishing formal court ordered undertakings in the early stages if therapy. DCS in her home town have also been made aware of the history and professional relationships have been established should the child require a protective action from that area. This work has been done collaboratively with Deb, as part of establishing the therapeutic relationship. To date Deb has returned to street life briefly on several occasions, with the knowledge of the therapist, each time without the child. She returned to the child and therapy within 24 hours on each occasion. On one occasion she returned to the home town to confront a family member, without the child, and without relinquishing control to her “street” part.

DCS reports are made with a client’s knowledge at any time that it is necessary to demonstrate the therapy’s commitment to the child’s safety as the primary focus.

A young mother was struggling with a male perpetrating part with the name and characteristics of her father. In therapy she spoke of having sexually abused her six year old son, four years earlier, as well as the first memories of terrifying abuse by a previously adored father. Her disclosures of abuse had previously always been those experienced at the hands of her mother. Over several days she became increasingly deluded about previously trusted people in her household. She spoke of being watched from various parts of the house such as smoke detectors, hearing her housemate on the roof and believing that he was going to kill her. She experienced herself as a man and lost periods of time without recall of her actions. In therapy in we worked on breaking down the discreteness of this part, understanding the part in terms of its origins as the introject of a small terrified child, locating herself in present time and understanding the memories of the male perpetrating part in past time belonging to her childhood, grieving the loss of her idealised “good father”, and appreciating the value of this perpetrating part to her survival. However, central to therapy was the therapist’s report of her disclosure of abuse of her own child to DCS. The therapeutic value of this was to cement the therapeutic relationship as one based on safety, giving the client the opportunity to further accept that position with regard to her self and her child. She expressed gratitude for the report.

Police and judicial systems are also used as a central part of therapy to help the client place children at the centre of therapy.

A client with DID who has several young teenagers repeatedly opened the door any time of the night or day if it was knocked on. This had the consequence of her being sexually abused from time to time, and raised the possibility of her children witnessing this abuse. In therapy a very young part revealed that she was very excited by knocks at the door because “it could be Mum”. This client’s mother had been killed suddenly when she was 7. She had been in foster care at the time. She had heard a phone call from police early in the morning and along with her siblings had concocted the hope that their uncle who had been sexually abusing them was dead. They planned to dress for Sunday school, go downstairs and try not to look too pleased when given the news. They were lined up, bluntly told their mother was dead “so there will be no church today”, witnessed their foster father slap the foster mother to the floor for her harshness, and sent upstairs. The death was announced in school assembly the next day, where my client fainted and had some of her clothes removed, as she was overdressed, only to have the marks of her foster mother’s beatings revealed and  be immediately removed from her foster home, where her siblings remained. She did not see the mother’s body. The mother was a forbidden topic of conversation in the household in which she grew up. My client spent many months sitting out the front of her house waiting for her mother to come for her. In therapy the needs of this small part were able to be addressed so that long overdue grieving is well underway and joining is becoming possible. However, this work alone was insufficient to alter the well established pattern of abusive visits to this clients home. In addition, the immediate needs of the client and her children were addressed by the client making a statement to police about repeated sexual assaults on her by a man who frequently called at her house. This was not a simple process, involving the co operation of a large number of parts about the need for or wisdom of that action. The client’s resolve to take this action against a former partner was galvanised around the therapy goal of protection of her own children and her child parts.   

Intensive long term psychotherapy with the dissociative parent. The contracted focus on child protection takes place within the context of a long term psychotherapeutic relationship. The therapist relates to the client to encourage the development of self. The work of  Russel Meares has been helpful in guiding the agency philosophy in this process. The parent/child relationship is used in therapy to develop empathy for parts. We view this as therapy on which to build a sense of self, through parenting of the many selves left stranded by trauma. (Meares, 2000)

The aspect of self which is most nurtured is that which enables the client to self nurture and nurture others, the parent. This approach is based on evidence suggesting that family relationship patterns and processes, inherent in the parental functioning and relationships with their children, significantly contribute to the development and maintenance of pathological dissociation (Benjamin and Benjamin 1994). Therapy is aimed at development of self and parent, thereby breaking generational patterns of dissociation.

A young mother who was experiencing feeling and hearing her mother putting her down and threatening to harm her, following flashbacks of recalling herself being sexually abused and mutilated by her mother, as a small child, expressed the belief that she was turning into her mother. She saw her reflection in the mirror as that of her mother, dyed her hair and wore a particular set of clothes that she could not recall purchasing. She found herself planning to go up town, get drunk and smash things around, - make trouble. In therapy over a period of time she was able to walk through her flashback, with the “mother” part agreeing to “not cut in”. She was then able to stand outside the flash back and experience “what that would be like for her child”. This one step removed emotional relating to the events allowed enough empathy to develop to process the content of the flashback, without the triggering of the “mother” part, an introject of a small child who could not tolerate her overwhelming sense of vulnerability and powerlessness. Therapy could then focus on understanding, empathising and accepting this young part who had always been linked and acted as the trigger for the perpetrating “mother” part, as well as the “mother” part who had always been experienced as a separate and perpetrating other.

The child/parent relationship is used in therapy to promote a working understanding of attachment. The client develops an appreciation for her own childhood needs for proximity, protection, nurturance and comfort through her experiences in providing these. The process, repeated many time across therapy, enriches relationship with self, through parts at first, as well as with her child.

Another client was riddled with guilt and self loathing because of her constant approaches to her perpetrator at an early age. She could consider no other view of herself until she considered her daughter at the age of 3 in similar circumstances. Having experienced the process of attachment from the parental position she refused to pass judgement on the hypothetical of her own child approaching the abusive uncle in a context where she was one of 7 children under the age of 8 with a developmentally delayed mother, who during intermittent periods of institutionalised foster care was visited only by the sexually abusive uncle. This once removed position, looking at childhood attachment needs with the experience of parenting and with the focus of her own child, bought a level of empathy towards her younger parts and her emerging sense of self.

Therapy is not conducted directly with parts. Therapy takes place explicitly with the parent. The therapist does not engage in direct dialogue with parts. The child protection context provides a unique context for therapy around the identity of the client as a parent. Therapy promotes the galvanising of parts around  a part which has an awareness of the child and a desire for the child to be safe and not experience the abuse suffered by the parent as a child. Financial constraints, a Child Protection Act which is under resourced and heavily reliant on community partners and philosophical positions around the importance of not disturbing hopeful primary attachments have led to the development of this style of therapy aimed at keeping parents in the home where they can provide continuity of care. The use of medication is minimal. Hypnosis is used judiciously. Abreaction is minimised and contained. The emphasis is on strengthening the relationship, communication and emotional receptivity/modulation between the parent and her various parts. The therapist speaks to the client and enlists her as the focus or “chair” of all communications to and from various parts. The client is encouraged to write and reflect back to parts their dialogue, to ask clarifying questions, make achievable assurances and to set limits within the communication process. A sample of a session may sound like this:

Cl: I’ve been really high since the fits. I feel fine but I thought I’d better ring. (At partner’s insistence) Cut in two. When I’m high my memory goes. Happy but in a “Street” way. Keeping certain people away. I want to go with the “Street”

Th. OK. You’re cut in two. You’d like to go with the “Street” but you’re on the phone to me. 

Cl I’m thinking of Pat (brother). That started before the fitting. Hoping to have more family. I bought it up with Ray. (Drug and Alcohol therapist) If he (the brother) saw what we have he’d give it a go.

Th. Do you remember trying that?

Cl Yes. A few years ago I think, before I picked up last time. I don’t think it went well did it? I guess it’s the “Street” way of having family. She believes it could be different. 

Th. What does she think it could be like? 

Cl. She’s been thinking Tony is dead. But she could go back to the street. (a street friend) She’s got an idea its not the same

 Th Which street would she choose?

Cl (names her home town)

Th What would she do after a while on the street?

Cl What do You mean?

Th When she’s run out of things or wants some money. Ask her. Is she listening?

Cl Yes, she’s there. She would go back home. She wants revenge, she wants to go back in there and get them. 

Th Just ask her what happened that she remembered and told you about, in therapy, that she had not told you before.

Cl Yeh, she remembers. He raped her. Even she can’t stop him. (incredulous)

But its not her its someone else that wants her to be in charge, not me. This other one has a plan.

Th Would you just check if it’s the “Street” one’s plan.

Cl. She says no. 

Th. Just ask her if she knows about the plan.

Cl Yes. But it not hers. Its tomorrow. She has to ring up to arrange it in the morning. The “Street” is thinking of drinking but the plan is for heroin. The one with the plan says its too soft down here. Now its double of everything. Ok she says its something to do with Dad’s photo. (In the previous session the client had shown me a photo of her father for the first time) I can see 2 paths. There is something else in me that is stronger than me its “The Owner”

Th The owner of what?

Cl Of me? She’s the one on top. The one that’s going to keep me not in touch- with anything that’s happened. The owner of all the bits.

Th Ok.  She feels like she is on top. Its actually you that’s speaking to me and her at the moment. What does that mean about who’s on top? 

Cl Me. I am its me that’s talking. And she told me the plan. She doesn’t feel so powerful now.

Group work around parenting

Clients and their partners are offered a closed therapeutic and psycho educational parenting group with a duration of 10-12 weeks. Participants have all experienced challenges to their parent/child relationship as a result of their own or their family’s abuse. Not all participants have dissociative disorders. Their common bond is parenting in the context of a child protection issue which has disrupted their attachment to their child. The programme emphasises the building of positive relationships, practical suggestions for spending time with and talking to children, methods of increasing desirable behaviours in children, means of assisting and teaching children to develop new skills, and a range of suggestions for reducing problematic behaviour in children. The programme, based on Triple P(Saunders,....) has been modified to allow therapeutic processing of challenges to the development of attachments in participants’ particular child protection contexts.

Support for family members
 Families appear to benefit from an understanding of the nature and aetiology of  dissociative disorders once they are diagnosed. It is our experience that this education is best carried out with the dissociative parent first, then assistance and patient encouragement is given to enable them to educate family members.

A range of services including referral, parenting sessions with couples, advocacy and interagency liaison is offered to clients. Our experience is that dissociative clients frequently have drug and alcohol issues which must be addressed if therapy is to be productive. Therapy frequently involves the client forming an ongoing relationship with a drug and alcohol therapist. A spouse or close friend is frequently a “partner to therapy”, encouraging the client to contact the therapist when they assess an emerging harmful situation for the client or child. 

Therapy for individual children living with a dissociative parent is offered as needed. Where possible, work such as increasing children’s emotional literacy or protective behaviours education is done by the parent with the guidance of the therapist, empowering the parent and enhancing attachment. In some circumstances children require individual therapy for their own dissociative disorder.

Conclusion

The child protection context offers a unique opportunity for therapy for dissociative families. Therapy is based on principles of strengthening damaged attachments from a stance of building on existing strengths(parts) within the parent and parent /child relationship and altering generational relationship patterns through parenting support and education. Scarce community resources are utilised through an interagency approach, centred around the mandated child protection agency. Individual long term psychotherapy is explicitly contracted within this context, with the therapeutic relationship providing safety for development of an integrated self and healthy parent child relationship. 
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