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ABSTRACT
1n the Netherlands, the diagnosis of dissociative identif)' disorder
(DID) is widel)' accepted, alJhQugll 5keptics auo have made lheirvpill­
ion5 known. Dutch clinicians lreating Oil) /JOlienls generall),/olkllJ.l
lM common illree-phllS#! modelfor trealment ofJ>o5t-trau matic 5lrns.
Giwn the fOCI that lhl!)' muaU)' deal witll complicated Cast5 alld
enllll!5hed patients (if. Horeuil! & Loewemtein, 1994), most often
lreatmml is rtjtricted lo PhllS#! 1: 5tabiliUltion and 5)'mptom reduc­
lion. Treatment ofMgherfunctionillg patients, on lhe other hand,
u5uall)' aims al proa.Ming oflrau matic "lEmoritj and compkle /Jer­
sonality integration as well. In thi5 arlick, two Duuh castj are
dtjcribed in detail, wilh a special emphasis on IIle clinical delibera­
tion5 which, in the firsl CllS#!, kd to lhe decision lo/mxeed 10 trau­
ma lreatmmt, alld which led in the second CllS#! to tilE decision lo
refrain from it.

The current standard of care with regard to the rreat­
ment oftrallma-induced disorders, including POS[-tl<lumat­
ic stress disorder and man)' dissociative disorders, cnt.ails,
among other things, !.he application ofa phase..oriented rreat·
men I model (e.g., Brown, 1995; Brown, Scheflin, &
Hammond, 1998; Courtois, 1996; l'lerman, 1992; Kluft,
1993a; HoreviLZ & Loewenstein, 1994). Phase-oriented trau­
ma rrcatment has its origins inlhe pioneering work of Pierre
Janet (1898, 1919/25), who described three phases in lhe
overalllreaunem: I) stabilization and symptom reduction;
2) rreatment ofl.raumatic memories; and 3) personalil)' rein­
tegrdtion and rchabilitation (van del' Hart, Brown, & van del'
Kolk, 1989). In the Ne!.herlands, clinicians usually follow

Janct's terminolog)'. whiJe mentioning the following rreat­
mem goals for each separale phase: 1) overcoming the pho­
bia of dissociativc identitics; 2) overcoming thc phobia of
traumatic memories; and 3) o\'ercoming the phobia of nor­
mal life and attachmclll. (Nijenhllis, 1994; Nijenhuis & "an
del' Hart, in press; "an del' Han & Boon. 1998), In actual
clinical practice the model is not applied in a strict linear
model, but rather t.akes tbe form of a spil<ll in which attcn­
tion to t.asks belonging to the variOliS phases alternates
(Courtois, 1996).

In the treaunentof complex dissociative disorders (i.e.,
dissociative identity disorder [0101 and dissociati\'e disorder
not othelWise specified [DONOS] it is often unclear if tbe
patient will be capable of illlegl<lting the U<lumatic past).
Kluft (l993a, 1994) emphasized that DID clients constitute
a very heterogeneous group with widely different treatmem
prognoses. 1-I0re"iLZ and Loewenstein (1994) divided them
illlo three subgroups that reflect import.ant differences in
rreannentcomplexityand prognosis: I) high-functioning DiD
clients; 2) complicated caseswilh comorbid conditions, e.g.,
borderline personality disorder (BPO); and 3) enmeshed
patients, who are the most recalcitrant to treannentand who
lend to remain enmeshed in abusive relationships, ha\'e a
Mdissociative" lifesl)'le, and acti\'c1)' participate in self-destruc­
ti\'e and/or alllisocial behaviors and habits. For the latter,
treatment geared al stabilization and S)'tIlptom reduction \\ill
be, as a rulc. the only feasible option.

In this paper twO case examples are presented from thc
authors' clinical practice in the Netherlands, wi!.h the empha­
sis on rclevalll. diagnostic and treaunent issues, including
phase-oriellled rreatmem and clinical considerations with
regard to the U"ansition from Phase I, st.abilization and s)'mp­
tom rcduction, to Phase 2, rrcatmenl of traumatic memo­
ries. In the 1980s, pioneering clinicians in the dissociati\'e
disorder field in the Netherlands were more optimislic thal
unification of lhe personaJil)' \\~dS a feasible goal for most 01 D
patients. However, most of these clinicians worked in pS)'­
chiau'ic settings where complicated cases and enmeshed
patients, in Hore"itz and Loewenstein's (1994) terminolo­
g)', were admitted. In due time, the)' experienced disap­
poinunentswith regard to the feasibilit)'ofattaining this goal.
The se\'eral hundreds of dissociative patients we have diag­
nosed, consulted upon, or treated during the pasl ten years
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mainly belonged to the second and third of Horevitz and
Loewenstein's (1994) categories (Boon & Draijer, 1993;
Groenendijk & van der Hart, 1995). We believe that this fac­
tor has been ofmajor importance in the development of the
strong sensitivity which the dissociation field in the
Netherlands manifests with regard to possible contra-indi­
cations for Phase 2 treatment (Boon, 1995; Boon & van der
Hart, 1996). If there is a bias in this respect, itis more towards
conservatism. However, although the categoryof"high-func­
tioning" DID patients, as defined by Horevitz and Loewenstein
(1994), is notwidely encountered in the Netherlands, in these
cases treatment usually includes successful processing of trau­
matic memories and work towards personality unification.

The two cases presented here show, among other things,
some of the considerations Dutch clinicians use when deal­
ing with the question ofwhether or not trauma treatment is
indicated.

PATIENT HISTORIES

Case Example One
Bettie (a pseudonym), divorced and age 32, is the moth­

er of a three-year-old son (Jan) whom she cares for herself
and a five-year-old son (Daan) who stays with his father. She
was referred by her former therapist, who suspected the diag­
nosis DID. Bettie had come into treatment with the previous
therapist for marital problems. During this therapy, Bettie
had reported incestuous abuse by her father and she had
shown signs ofa dissociative disorder. Especially at night she
changes into very anxious, aggressive, or self-destructive per­
sonality states, for which she is amnestic afterwards. The prob­
lems associated with these states caused much tension in the
relationship with her husband, and eventually led to a
divorce. Bettie subsequently stayed in individual psy­
chotherapy, in which she became more and more aware of
details of the sexual abuse perpetrated by her father. Various
personality states could be identified, among them a six-year­
old child identity, Lientje, and an aggressive boy identity,
Albert. Under Albert's influence, Bettie sometimes mutilat­
ed herself using knives or glass fragments, or attempted to
strangle herself. In order to protect herselfagainst such dan­
gerous behaviors, Bettie started, earlier than had been their
plan, to live together with her current partner, Peter.
Because they had recently moved to another city, the ther­
apist referred her to another institute. A diagnostic inter­
view with the SCID-D confirmed the diagnosis DID.
Subsequently, Bettie came into therapy with a psychologist
with specialized expertise in DID.

Case Example Two
Ms. Jansen ( a pseudonym), age 55, has been divorced

for several years. She has two children, ages 22 all-d 25, who
live elsewhere. She was admitted to a general hospital for
subcutaneous bruises which supposedly had appeared spon­
taneously. Since no somatic explanation could be found, the
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hypothesis was entertained that self-mutilation might be the
cause of these symptoms. Ms. Jansen has been previously
admitted to a neurological ward for blackouts, for which no
neurological cause was found. The attending physician
decided to refer her for outpatient psychiatric treatment.
There she explained that apart from some sessions with a
social worker, she has never had psychiatric or psychologi­
cal treatment. With this social worker she had started to talk
about her incest history and physical abuse by her ex-hus­
band. She felt she got worse from talking about these prob­
lems, so she had discontinued this treatment. Her main com­
plaint pertained to the blackouts. During these absences she
breaks things. She is suicidal at times, and on a number of
occasions she has tried to kill herself.

Diagnosis
An important development in the area of diagnosis of

dissociative disorders has been the construction of ques­
tionnaires measuring dissociative phenomena, such as the
Dissociative Experiences Scale (DES) (Bernstein & Putnam,
1986) and the Dissociation Questionnaire (DIS-Q) (Vander­
linden, 1993), and the construction of structured clinical
interviews for the diagnosis of dissociative orders. Of the lat­
ter, the Structured Clinical Interview for DSM-IV Dissociative
Disorders (SCID-D) (Steinberg, 1993) has been validated and
is widely used in the Netherlands (Boon & Draijer, 1993).

In clinical practice, it is important to recognize the exis­
tence of a complex dissociative disorder at an early stage.
Patients with such disorders can thus be protected from pro­
longed involvements with the mental health system in which
potentially ineffective treatment approaches are used. One
approach to effective early detection is the standard use of
the DES or DIS-Q, .with patients who attain or surpass a cut­
off score (e.g., 25 on the DES and 2.5 on the DIS-Q), to do a
SCID-D interview. In the Netherlands in recentyears the devel­
opment and validation of the Somatoform Dissociation
Questionnaire (SDQ-5) has been a welcome addition to our
screening instruments (Nijenhuis, Spinhoven, Van Dyck, van
der Hart & Vanderlinden, 1997).

Case Example One - Continued
In Bettie's case the psychiatrist doing the diagnostic

assessment identified clusters ofsevere dissociative symptoms
using the SCID-D, i.e., her recurrent amnestic episodes, chron­
ic feelings of de-personalization and derealization. Also,
Bettie feels very confused about her identity, especially
because she has heard from her partner that at times she
acts very differently and that she uses different names at those
times. He has told her about the two identities, Lientje and
Albert, who usually manifest themselves at night. She often
hears voices in her head, and, when alone she can hear her­
self talking aloud without willing herself to speak.

Based on both the SCID-D interview and the informa­
tion provided by the previous therapist and by Peter, the psy­
chiatrist makes the tentative diagnosis of DID.
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Case Exampl#! Two
In the case of Ms.Jan.sen, me diagnosis DD~OS is made

\I"ing the SCII)'D. Apart from the serious epiYKIes ofamlle­
..ia. she suffers from chronic depersonalization and dereal­
italion. In the course of therapy. !.he therapist suspeCts the
diagnosis orDID. and she observes different identities: a per­
-.onalil}' Slate unable to read and repe;uedl}' refers 10 this
inabilin-; an anxiOlls girl identit\'; a \<Inter identil}'who is bus)'
\\riting and dra",;ng her life hisl0l)'; an adult female idenli­
1'-. fearful and phobic; a \erbalh aggressl\'c lad)'-1ike idemi­
1\: and a nr" suicidal identity ..1"'''3\'5 preoccupied "';m how
10 kill herself.

In ~1.s.Janscn·scasc.lhetherapist chooses not loexplore
the possible alter personalities, but opts instead for a -here­
and_now w approach. The reasons for this choice will be dis­
cu~ below.

TREATMTh'T L"'lDlCATION

When the diagnosis of DID has been made and shared
with the patient. treaunelll as a rule is aimed at stabili7.ation
and s\lnptolll reduction (includingcontainmelll ofu-aumatic
memories). For some patientS. the whole therap)' does not
proceed be}'Ond this stage. Factors that ma)' influence a dcci..
~ion towards a focus on stabilization onlr arc the following:
I) patiem's CtlITelll functioning; 2) nalUre and scyerity of
comorbid psychiatric conditions. in particular A_xis II diag.
noses; 3) patielll's ego-strength and capacil)' 10 utilize attach·
ment figures for self-soothing: 4) palicm's life cycle phase;
5) ongoing enmeshmcllI wiLh perpetralOrs; 6) substance
abuse; 7) and external life crises (Boon &\~dn del' Harl, 1996).

The esS('nce ofwhal.can be reached wilh therapy geared
toward stabilization and symptom reduction is liying which
is oriellled more or less toward the prCSClll. thanks 10 a "cO\"
ef(:d~ IJdulIlatic paSt. In Appclfeld 's (1993) terms, it concerns
Mlife Ih'ed on the slllface~ (p. 18). This implies an unSL.~ble

balance which is easil)' disturbcd by new sU'cssful expelicnces;
something to w'hich fully illlegrated DID c1ienlS are much
less nllnerable (Kluft. 1993b). Howeyer. ill·ad\ised trauma
treamlem may lead to chronic decompensation or worse.
When therdpist and client. after a thorough assessment and
frank discussion. eyentuallr agree on this malter, (e.g., after
a halh'ear or a couple of rears) the Slabilizalion phase can
be followed t». the trcaunent of LTaumalic memories, as well
personalit\ reinlegration and rehabilitation.

Case E::mmple One _ Continued

In the therapist's first sessions has with Betlie. who was
sometimes accompanied b) her partner. Peter, allen lion W<lS

paid to the diagnosis (DID). her life histo'1', hercuITem prol>­
lerm and general functioning. and the degree ofsupport she
could find in her surroundings. During the nights there still
ha'e been serious cri.sesduring which Betlie re-.experiences
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sadistic sexual abuses. in response to which she mulilates her­
selforauemplS tocommit suicide, This would awaken Peter.
who then ,,'ould need to restrain her. He was deeply wor­
ried. The therapist proposed a supponi\'e therapy for him
",ith a colleague, as well as regular sessions with Bettie and
Peter together. For the following reasons, the tllerapist
1x:liC"es that Beuie's treatment will soon enter the phase of
tr.U1ma resolution: I) the existence of a number of strong
identilies w'ho learn to cooperate rather quickly and who
appear to be strongl} motivated for trauma treaunent; 2) the
lackofindication ofa personalirvdisorder: 3) the existence
of a strong supportive network; 4) the abilit)' to make and
keep dear agreements. (e.g., an anti-suicide contract): and
5) the abilil:\' to learn containment techniques.

Case Exnmple Two - Continued
In the case of Ms.Jan.sen. the therapist thinks from the

start that lreaUnent of traumatic memories will not be indi­
cated. Ms. Jansen is a single. mature woman. li'ing in com­
plete isolation. "itholU a supportin~ social network. She had
pr~'("ntedcollapse b)'contiouous hard work. both in her falll"
ily and oULSide. At lhe time of her referral she was hardly
able to function an)1nore. In recent years her parents ha\'e
died. which perhaps uiggered recovery of the memories of
abuse. Then she di"orced and Ihe children left home.
Because of back problems. she became unable to work.
Finall)', she was lerrified and vel)' defensi"e aOOUltreaunent
because talking with the social worker aoout her rraumalic
experiences had made lhings w'orse. Taking all these faCtOrs
into account. the therapisl offered her a supportive merap)'
in which the main goals would be: learning how 10 copewith
her dissociativc symptoms. learning to contain traumatic
memories, and improvement of her currem life situation.

TRFATM:E"''T

Treatllll!1lt Frame alld Therapeutic Alliallce
A basic condition for reaching a good therapeutic OLII·

come is Ihe therapeutic alliance. Building some lnlst is an
essential pan of the first phase of therdp),. It is of importance
that thc lherdpisl is honest. dear, and predictable. The
ooundaries of lhe relationship need to be spelled out: fre­
quenC)' of cOlllact; crises calls. \'<lcations, phone calls, etc.
(Kluft. 1993a). The goals of the lreauneoland Ihe Ireallnent
process need to be discussed. Finally, flexibility of the mer·
apist is of great importance, (e.g., with respect to distance
regulation in the therapemic relalionship and mming back
and fonh between treamlem phases).

Ph~ J: Stabili.:Dtion a,Jd Symptom Reduction: Overcoming
the Phobia ofDiuociative Identities

Treaunent is geared in tlle first place to regaining some
stability in daily life, to s)mplom reduclion, and to the eSla!>­
lishment of personal safety and self<are (Hennan, 1992).

159
DlSSOCl.\TIO\. \tl X. \ .. 1 ..... 1'"



I

TREATMENT STRATEGIES FOR COMPLEX DID

Dutch therapists have learned to pay careful attention to this
phase, which in their experience, easily can take a year (or
even much longer). The better this groundwork, the more
successful the next phase - treatment of traumatic memo­
ries-can be (Kluft, 1993c). For some patients like Ms.Jansen,
treatmentwill consist only ofstabilization. During this phase,
Dutch therapists usually apply the following treatment strate­
gies (Boon & van der Hart, 1995):

a. General applicable supportive interventions,
useful in the care of many other clients in cri­
sis as well;

b. Psycho-education with regard to dissociation,
DID, and ITSD, which may heighten a sense of
control and which lower feelings ofanxiety and
shame. Psycho-education also with regard to
attachment problems;

c. Teaching coping and containment techniques
with regard to traumatic memories (Brown &
Fromm, 1986; van der Hart, Boon & van Ever­
dingen, 1990); i.e., teaching a constructive use
of dissociative abilities;

d. Teaching cooperation between various identi­
ties, in particular between those adult identities
which are unaware of the traumatic past and who
function mainly in daily life (Kluft, 1993c);

e. Developing positive contact between the ther­
apist and identities which are aggressive or self­
destructive (often so-called "perpetrator­
introjects"), and subsequently between these
identities and other identities;

f. Cognitive therapy, aimed at correcting faulty
cognitions and basic assumptions of various
identities (Fine, 1992; Ross, 1989);

g. Marital or family therapy with the patient,
her/his partner, and the current family (Panos,
Panos, & Alfred, 1990; Sachs, Frischholz, &
Wood,1988);

h. Developing a protocol for crisis intervention,
including short-term inpatient treatment.

In our clinical experience, during the first treatment
phase the therapist preferably directly contacts only identi­
ties which actively participate in daily life. Furthermore, con­
tacting in an early stage the so-called "perpetrator-introjects"
can be extremely helpful in reducing instability, inner
unrest, and self-destructiveness. These identities, which
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developed from identification with the perpetrators from the
past, are ranked high in the inner hierarchy of identities
(because of which we prefer to call them the "inner lead­
ers") and they usually contain much anger. The therapist
should emphasize their contribution to survival of the
patient and invite their help to prevent unnecessary reacti­
vation of this anger and other trauma-induced emotions (van
der Hart, Steele, Boon, &Brown, 1993) .All this work ofgrad­
ual exposure of dissociative identities to one another, and
of fostering cooperation instead of inner fights and' avoid­
ance, aims at overcoming the phobia of dissociative identi­
ties.

Case Example One - Continued
The therapist focused on a number ofparallel goals. First,

he made agreements with Bettie and Peter about details of
possible crisis intervention. Then he discussed with them how
more stability can be reached. For this purpose he needed
a detailed overview of Betty's symptoms and subpersonali­
ties, in particularly those participating in daily life, which can
learn to cooperate better with each other and reduce crises.
In his approach of gradually contacting identities, it is not
his aim to make complete map of all existing identities,
although several authorities maintain that doing this may
help to anticipate and interdict future trouble spots (Kluft,
personal communication, May, 1995). Peter is already
acquainted with the following identities: Bertha, the moth­
er identity who usually takes care of her son; Paul, a quiet
male identity who is doing household chores; Sandra (age
19), who is mostly involved with sex; Lienge (age six), who
has been repeatedly sexual abused by her father; Albert, a
rather angry boy identity; Irene (age 14) who is currently re­
experiencing a former boyfriend's sadistic abuse. Lienge
sometimes wakes up Peter, reporting that Irene is strangling
herself.

The therapist feels that the successful fostering of col­
laboration between identities will be a good prognostic sign.
In Bettie's case there seems to be a willingness on the part
ofvarious identities to cooperate with the therapist. Initially,
he regularly makes a behavior contract against suicide with
the whole system of identities ("all parts of Bettie"). Bettie
feels that making such a contract at the end of each session
is supportive.

Although Bettie believes that there are no "perpetrator
introjects," the therapist assumes their existence. There are,
in any case, aggressive identities such as Albert. The thera­
pist discusses with Bettie their survival value at the time of
traumatization and its wake, for instance by containing the
anger evoked by the abuse. By repeating this message often,
the therapist later also develops some understanding with
these identities, who have begun to feel understood and
accepted by him. It is remarkable that traumatized child iden­
tities such as Lienge have already their own imaginary "safe
place," something which the therapist therefore does not
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need 10 leach them. However, Licntjc experienced herself
being '-crballv abused and molested b)' aggressive male iden­
tities when she lea\'cs her -safe place. W These identities
be<:ame less aggressh c toward her l\hen the)' achit:\'ed a bet­
tcrunderstanding\\;th the therapist. He also discusses morc
conSlnlClivc \\'a\"5 ofdealing with their anger and aggressi\'c
energ'o (e.g.. 1)\ nmning and pla}'ing tennis) until the trau­
matic memories which (:\"()ke these emotions become inte­
~ted. Although the therapist was able to help the patient
Id:hniques for the containment of traumatic memories.
Irene's current traumatic re-experiences at night WCfe not
much affected b\ Lhese efforts. Therefore. earlier man the
lherapisl was accustomed to do with olher DID paticllls. he
agreed to temporarily focus on these reactivated U"aumatic
mcmories.lfhe can help lhe patient to process lhese mem­
ories successfulh (St:e below). the focus will be on rCllIrn to
furlher stabilization and .5)1nptOm reduction.

Cose £xampl~ Two - Cmdinunl
With ~b.Jansen. the therApist Started lhe supportive ther­

dP\ aimed at stabiliL"uion ",ilh pro\iding psycho--education
aboul her dissociative spnploms. in particular hcr blackouts.
haJlucinalions. and nashbada. 1\ls.Jansen was afraid she was
CraL\, because she desU'O)'S her belongings during these black­
out" and because she ~sees- things. espeeialJ}' at night. like
the llIming ofa door handle or a man in her bedroom. At
times she sat the \\'hole night frozen in her bed. Sleep med­
ication and U"anquiliJ;ers. ""hich she had rcceived from her
general practitioner. had not helped. The therdpistexplains
thal blackouts and -seeing things-are often the result ofha\'­
ing had bad childhood experiences, mch as sexual and phys­
ical abuse. The increase of her srmptoms is most probably
a result of everything she has had to go through in recent
vears. Ms. Jansen experiences the explanations as reassur­
ing. and she began 10 feel free to mention other complaints
hoping to hear that they \\'ere not crazy either: finding things
which she musl ha\'e made or bought, for instance. Wilhom
speaking in terms of idemities, the therapist explained that
people with these problems mar havc\'arious -moods, - often
related LO different feelings about the past. in which they do
ccrtain things which tht.:,. subsequently do not remember
doing. The therapist used the metaphor of a dresser with
manv drawers to iIIustrdte lhe faClthat such memories and
feelings arc kepI OIl different places in the mind.

TIlen the lherapist wanted to chan the situations which
might be aggra\'ating the S\'mptoms and triggering the
destructh'e blackouts. Some of them ",'ere contacts wi tIl rel­
ati\·es and tel~isionprograms on incesL The therapist guid­
ed Ms. Jansen to amid these ~uiggerswas much as possible.
B\ listening to an audiO<"'.tSSClte on ""hich the therapist
emphasized the safe present. using auditory'. \isual, and tac­
tile anchors. she became more able to stay in lhe present.
or relUm to il more quick.!}. B~ using her o",n dissociati\'e
..lills, Ms_ Jansen also learned to create an imaginary safe
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place for herself. as well as imaginary places for the Slorage
oftrdllmalic memorics. During almost each session the ther­
apist assured her that ha\ing such extreme feelings is nOI
unusual. Graduall\' the therapists taught her differem wars
ofcoping with anger.

With Ihe aid ofspecialiled home help. the therapisltried
10 help ~1s. Jansen change her social isolation. Apan from
infn:quclll comact with her children and a neighbor. she
was alwa\ alone. Auempts to moti\'ale her for psychiatric
darcare failed. because she was afraid that she would black
OUI and destro) things there. For tIle same reason she once
refused admission to a crisis cemer.

In Ihe course ofa four \'ear long supponh'e therap\', Ms.
Jansen's silUation has s1ighll) impfO\-ro. She has found a more
slable b.."llance. BUI there arc still episodes during which she
is aculeh suicidal or. during a blackout. destro\"S her things..
She has dC\c1oped a good working relationship "'ith the ther­
apist and with the nursesoftIle local crisisilllcrvention leam.
When crises occur. th~' can usualh' be resolved in an Oll!'
patient setting: then she is temporarily seen more oftcn ~.

these nurses.

Phas~ 2: Trratmnrt ofTroumatic Memorin: Overromillg th~

Phobia ofTroumatic Memorin
The purpose of the phase oftreaunent oftraumatic mem­

orit."S. not indicated for each and C\'CI} DID c1icnt, is the Udns­
formation of dissociative trdumatic memories into amobi~
graphical-narrative memories of the traumas. In order to
bring this trdnsformation about, lhc thcrapist guides thc
c1iem during shon but intensivc episodes during which dis­
sociative aspects of a traumatic memory arc evoked. re­
experienced and ~broughttogether.wAlthough some authors
describe this process in tenus ofabreaction (e.g., Kluft, 1996:
Ross, 1989), we belie\'e thaI the concept of S)'llthesis is morc
appropriate (mn del' Han & Brown, 1992; \-dn del' Han et
ill., 1993). Nijcnhuis (1994) dcscribes srnthesisascontmlled
exposure to the feared traumatic memory (\\'hich was a\'oid­
cd by continued dissociation of thc memory) under condi­
tions of response prc\'t:ntion.

The result of successful S)nthesis is that lhe dissociation
is lifted. that the traumatic memOI)' as an acti\'e experiential
state (with its related manifcsUttions) c\'entually ceases to
exist, and thaI the client gradually becomes able to relate
the narrati\'C of Ule U"auma. thereb)' realizing what has been
done to her or him and b)' ",·hom. S}nthcsis sessions usual­
ly need 10 be alternated ",ith sessions aimcd at stabilization.
The long-tenn task of U"auma-work is to integrate lhe nOlI'­
rati\'e-amobiogrdphical memor)' in the whole of the per­
sonalit\'.

In U1C example, below. of Betue a synthesis technique
(described in detail b\'\'an del' Han et 011., 1993) is used with
""hich a U"aumatic memon' or a series of trauma.tic mem~
ries can be processed in a short amount of time_ It should
be emphasized tIlat Dutch clinicians recognize that such an
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"all-in" approach may be too demanding for many DID
patients, who would therefore benefit more from controlled
fractionated/gradual exposure such as those developed by
Kluft (1990, 1996).

Case Example One - Continued
As no contra-indications for the treatment of the cur­

rently reactivated traumatic memories (pertaining to the
sadistic abuse by her former boyfriend Andre) were encoun­
tered, the therapist made an agreementwitl1 Bettie and Peter
to prepare for the synthesis of the memOl;es. First, he dis­
cussed the dissociative nature of traumatic memories, the
essence of trauma treatment, and the successive steps of the
synthesis technique. Then he contacted Bettina, an alter per­
sonality who knows all about this trauma and who ha an
overview of the internal system of identities. After having
assured that identities (including Bettie) who now should
not be informed about the trauma are withdrawn behind a
"dissociative wall" (as suggested by the therapist), she relat­
ed in general terms the rapes and torture committed by a
former boyfriend, Andre, for nine months. The identity Irene
(age 14) had endured all pain, fear, and related emotions,
while Sandra (age 19) had experienced sexual arousal and
pleasure. The therapists then asked whetl1er there is an iden­
tity that holds the anger about this abuse. As Bettina did not
acknowledge the existence ofsuch an identity, the therapist
asked if their system as a whole agrees to this step. He then
discussed again, in more detail, the purpose and procedure
of the syn thesis. He explained that, in order for the trau­
matic memory to become past tense, Irene and Sandra need
to share their experiences of the trauma. Otl1er identities
may participate in this sharing, provided that they are strong
enough to stand it. However, identities which are not yet up
to participate should be protected from it. Bettina informs
the therapist that, apart from Irene and Sandra, she herself
,viII be present as well as several other identities. Bettie, the
host, will be among the ones who need to ,vithdraw from the
experience.

The therapist then explained that when he has received
an account of the traumatization, he will divide this account
into approximately ten pieces. During the actual synthesis
he ,viII count and togetl1er with each count a certain section
of the overall experience will be shared, while he will encour­
age them to make one whole of tl1e fragments. One func­
tion of this counting is to do the trauma work in a fraction­
ated manner, another to give them some sense of what has
been accomplished and how much still needs to be done.
He emphasized the need to share in particular the most
threatening aspects of the trauma, which he calls the
pathogenic kernels (van der Hart & Op den Velde, 1991). When
not shared, these kernels will continue to exert their malig­
nant influence. Bettina agTeed to cooperate, and <Ielivered
a written account of the trauma in the form of a summary
of the pattern of sadistic abuse the former boyfriend Andre
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committed.
During the next session, the procedure was once more

rehearsed. The therapist had divided Bettina's written
account into nine segments. Bettina reports the existence
ofyet another identity, Gerda, which underwent parts of the
abuse and who keeps in particular the anger about it. Gerda
is also willing to participate in the synthesis. The therapists
checked which identities will be present and he suggested
that all others withdraw to their respective safe places. Then
he asked all attending identities mentally to go back to the
the events with Andre, while at the same time keeping con­
tact,vitl1 him, Peter, and an attending female colleague. He
suggested tl1at theyre-experience the abuse no more intense­
ly than is needed for sharing their respective experiences
with each other. Then he read tl1e text about the abuse, count
after count, each time adding tl1e suggestion tl1at they share
with each otl1erwhat has been seen, felt, heard, smelled, tast­
ed, thought, and done. When they had thus gone through
the whole account, the therapist inquired what percentage
of the whole experience has now been shared. Bettina reports
95%, and she was certain that they can do the remainder on
their own. The therapist suggested then letting go of tl1e expe­
rience, adding suggestions for comfort and relaxation. A
sense of relief prevailed. The other identities were invited
to join those present, and finally the therapists asks Betty to
come forward.

During the session one week later Bettie reported that
the re-experiencing of the trauma has stopped. Irene feels
rather quiet. In the following months it seems clear that this
series of traumas has become a thing of the past. However,
other traumas experienced by other identities were reacti­
vated and subsequently successfully dealt witl1 using the syn­
thesis technique. Hypnotic suggestions were given for con­
tainment of unprocessed traumatic memories, and the
therapist used more fractionation, (e.g., by making the paus­
es between counts longer and adding more suggestions for
quiet breathing and relaxation in between). In the end,
Bettie, tl1e host, participated successfully in these syntheses.
Throughout, synthesis sessions were alternated with sessions
aimed at stabilization.

Phase 3: Personality Reintegration and Rehabilitation:
Overcoming the Phobia ofNorozal Life and Attachment

During the third treatment phase, at times alternating
witl1 elements of phase 1 and phase 2, the goals were: guid­
ing the patient with further integration and unification of
the personality and with becoming self-supportive in daily
life. Fusions between identities are important moments along
this way. Guided imaginary fusions rituals may be helpful at
appropriate times (Kluft, 1993b), but in Bettie's case these
fusions usually occurred spontaneously, after the respective
identities had shared so much with each other that staying
apart had lost its function.

An often mistaken belief pertains to the final fusion:
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lIlor~ oflen than nOI the first fusion defined as such is not
the last one. Klufl (1993b) mentions six criteria for complete
unification of the personal it} . "nen these criteria have been
fulfilled for 27 months. Klllf, stales that one call use the teml
-,table fusion. ~

TIlere are patiems who opt. C'\'en after successful trau­
ma treatmelll. to keep going ....;Ih a number of identities.
\lthough impressh'e reasons rna}' be given for this decision,
in our clinical experience there is an inherent avoidance of
Ihe confrontation with still unresolved trauma or othercru­
Ci,ll issues. KlurI's (1988. 1993b) observation that not COIll­
pkld)' integrated patienlS remain more vulnerable for dis­
',odati\'c fragmcmation when new stresses occur, has been
confirmed in our practice.

Completel), illlcgl<lted patients do seem to need guid­
ance in developing new coping strategies instead of relying
Oil dissociative identities to solve problems. In fact. often ;'nor­
mal- ps)'cholhernpr is indicated fOI' Lhe more complete re­
solution of the trdlilTlatic pan, au.achment problems, sexu­
al issues, and so on.

~Examp/~On~ - Continunl
Based on an improved cooperation and increased

c\.change among identities as \\'ell as further processing of
traumatic memories, 5elo'eraJ of 8cu.ie' identities sponta­
neous)" Opled for fusion in the course of therap)'. The first
fu~ion gradually occurred ben·.cen Bettie, the host, and
Bertha. the mother-identity, Subsequent fusions took place
among 5e\'eral identities containing anger and aggression,
and child identities, al\\<l}"5 among identities which had some­
thing in common. Coupled \\'ith this increasing integration,
Beltie functioned belter in all respects. She has become more
assertive, less dependent on Peter and on friends, and she
found ajob. She suffered less from traumatic re-experiences
and slepl better. She ended her relatiotlshipwilh Pelcr, with
whom she felt she repeated abusive patterns from the past,
and she started a new relationship. Eventually a stage was
reached during which Bettie believed she had become full)'
integrated. However, the recurrence of some amnestic
episodes and nashbacks of the incestuous abuse by her father
nm prC\;ousl}' processed co",inced her that tllere \\~as still
integTati\"C work to do, in particular \\ith child sexual abuse.
This work took place owr 5e\'eral months, after which Bettie
Stopped therap)'.

A follo\\'-up talk two rears later indicated that Bettie was
leading a satisfactory life \\ith her new partner, to whom she
is now married, and with good friends. She has been aware
that she still has one other identity, Lientje, which occa­
~ionallymanifests itself, usuall}'with Bettie's consent, but on
rare occasions by emerging spontaneously. Recently, trau­
matic memories of child sexual abuS(: were reacti\<lted in
Lientje, which makes Bettie uncertain about her situation.
As ofthis writing she is considering whether or not she should
return for further therapy.

DISCUSSION

In the Netherlands. as well as in the Dutch--speaking part
of Flanders in Belgium, much research has been done \\ith
respe<:t to screening and diagnosing dissociati\'e pathology
(e.g., Boon & Draijer, 1993; Nijenhuis,Spinhon~n, Van Dyck,
\<tn der Han, & Vanderlinden. 1996, 1997, 1998; Van­
derlinden, 1993; Vanderlinden, \<In der Han, & Varga, 1996),
This has had a considerable innuence in heightening aware­
ness of dissociative symptoms and disorders in these areas,
as compared to the situation in manymher European coun­
tries. Diagnostic instnllllents have been rranslated and \71li­
dated, and many teaching seminars are being held to instruct
clinicians all over lhe country in thcir use. Howe\'cr, there
are still instances encountered of false-negative diagnoses,
and, unfoflunatel)', an increase in false positives, since the
mcdia have been paring more attention to DID (Boon &
Draijer, 1995).

AJthough the same dC\'e1opment is taking place with
regard to treaUllent (van del' Han. 1993),c1inical experience
develops onl}'gradually, and controlled Olllcome studies are
virtually non-<:xistenL One such study is currently undeno.<ly
in the Netherlands. NC\'cnhcless. as has been presented
abo\'e, there is a general agreement in the field that the stan­
dard ofcare includes adherence to a phase-oriented model.
nO! onl}' in the treatmelll ofcomplex dissociati\'e disorders
but also \\;th regard to other fonns of post-traumatic stress.
The emphasis in mall)' Dutch cases is hea\;I)' on stabiliza­
tion/s)"llptom reduction phase (phase I), in which the
patiem's dissociative capacities are constructively used (for
the construction of imaginary safe places and for contain­
mCIll ofrraumatic memories; comrolled, very gradual inter­
identity exposure takes place; and cooperation among iden­
tities is fostered.

Given the known abundancc of complicated cases and
enmeshed patients in the Nctherlands, major strategic issues
pertain to the length of phase 1and to the question whether
treaUllCIlt of rraumatic memories will be feasible; frequen­
C)'of sessions; medication; and prt:\'ention of false beliefs of
abusc. The two cases described abo\'e reflect Lhese issues, The
first case was a rather high-functioning patient, and the deci­
sion to treat traum.atic memories could easily be made. In
fact, mOst of the high-functioning patients we ha\'e treated
or "'hol11 we know through case consultation and supen;­
sian follow this pathway. t:\'entuaUy reaching unification or
proceeding in this direction. HowC\'er, complicated cases
such as presented in the second example seem to be much
more commonl)' encountered.

In these cases, (i.e., categories 2 and 3 in HorC\itz and
Loc"'enslein's [1994] classification), it often takes 5e\'eral
rears of Iimit-setting, structuring. and building a sllfficient­
Iysafe t1lerapeutic relationship before phase 2 treatment can
even considered to be an option. A recurrent theme \\;th
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these patients is the recognition that maintaining a clear treat­
ment frame and clear boundaries are essential for success­
ful treaUnent. Too often, therapists have gotten over-involved
in the therapeutic relationship while being unable to dis­
engage, with burnout and secondary traumatization among
the results. Dutch therapists recognize that building good
professional support systems and consultation possibilities
must receive more attention.

In several regions in the Netherlands, "special care" pro­
grams - with an emphasis on continuity of care - are cur­
rently being developed for the treaunent of dissociative dis­
order patients. Changes in the organization of tl,e Dutch
mental health system, in which regional outpatient, day-treat­
ment, and inpatient facilities are in the process of merging,
seem to foster cooperation between tl,ese facilities; hope­
fully, these changes will also contribute to tl,e improvement
of the u·eatment conditions for these patients.

In the Netherlands, the recovered memory/false mem­
ory debate has also been raging. The media regularly con­
tains information about attempts to deny the validity ofboth
delayed recall and the diagnosis ofDID-often illustrated by
cases ofparents correctly or incorrectly stating that they have
been falsely accused. However, this country is not charac­
terized by a litigation culture such as in the United States.
Some parents claiming to be falsely accused by their chil­
dren try to follow tl,e lead of their North American coun­
terparts with regard to filing suits against therapists, but the
level of legal aggression shown in tl,e United States is still
inconceivable here. In some of the Dutch cases, a major issue
has sometimes been made about the accusation that the
patient was wrongly diagnosed as DID. Apart from the false­
negatives which are probably still in the majority, the prob­
lem of false-positive DID diagnoses certainly exists in the
Netherlands (Boon & Draijer, 1995; Draijer, van der Hart &
Boon, 1996), and some false memory advocates indeed use
this as a weapon to discredit the validity of the diagnosis
entirely. However, the emphasis on increasing diagnostic
skills - as ketched above - is, among other things, directed
to keep tllis clinical problem controlled.•
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