Mode Work and Beyond

Outline for Diane Case Presentation
1. Goals of Presentation:

a. To illustrate the use of Schema therapy and the Mode Model in the individual treatment of a patient with Dissociative Identity Disorder.

b. To demonstrate the blend of interventions useful in the treatment of Trauma and Dissociation.

c. To identify possible areas of caution with, or divergence from, the Mode Model.

2. Introduction to Etiology of DID

3. Frequent Schemas
a. Relationship between Alter/modes

i. Alters more differentiated, separate, and less transient than modes
ii. Alters embody, personify, schemas- making change more difficult
iii. Alters provide sense of identity; loss issues with change
iv. Multiple variations of modes experienced as separate parts of self
v. Alters are sometimes less conscious, making awareness work more involved.
vi. More differentiated and complex behaviors
vii. Greater rescripting often necessary
viii. Less access to HA
4. Treatment of DID
a. Slower pace
b. Dealing with dissociation, gaps in awareness and memory
c. Intense re-experiencing of trauma
d. Longer length of treatment
5. Introduce Diane –History and DID/Mode Profile-Case Conceptualization
a. Identifying Information 
i. demographics 
ii. biopsychosocial development 
iii. reason for seeking treatment and symptoms at time of intake
iv. DSM diagnoses
v. prior treatment
b. History of trauma and factors contributing to development of DID
i. DID and Mood symptom presentation in early session
ii. Assessment of Diane’s DID and identification of alters
iii. Identification of Schemas and Modes –prevalent schemas and modes.
6. Stage oriented Treatment Goals:
a. Stage I: Safety, stabilization and symptom management (Exploration Phase)
b. StageII: “Clearing away the rubble” - Confronting, working through and integrating impact of trauma

c. Stage III: (Re)connection, (Re)Integration and rehabilitation

d. Treatment is not linear – spiral model.
i. Patients often continue in or return to Phase I indefinitely due to minimal ego strength, coping skills, commitment to treatment, life stress, economic resources, and limited support systems.
e. Treatment Components (Farrell and Shaw)
i. Therapy Relationship-Limited Reparenting
ii. Stablilizzation and Safety Strategies
iii. Mode Awareness 
iv. Mode Management
f. Stage I: 

i. Establish safety and stabilization- Mode Management
1. Maintain personal safety – stabilize self-destructiveness, reduce risk for retraumatization-(identify alters with safety issues; identify triggers/schema activation)
a. Risk Assessment

b. Identify triggers and schemas, validate Patient
c. Safety net, crisis planning-identify needs and triggers.
d. Safe place

e. Transitional objects, flashcards

f. ( TimeKeeper, Safety Bubble)
2. Increase symptom management and tolerance for and regulation of unpleasant emotions. 
a. Skill development

i. Self-regulation and self-management (emotion regulation)
ii. Self-soothing (increase distress tolerance)
iii. Problem solving

iv. Interpersonal skills 
v. Mindfulness 

b. Limit setting, emphasize strengths, and strengthen motivation for treatment.

c. Challenge cognitive distortions (illogical thinking leading to safety issues- educate about reality of death (parts can’t kill another without killing themselves), challenge lack of concern or distortions about safety, and teach that patient is responsible for their behavior in all states.
d. Symptom management (grounding and containment)

i. Switching as mode flipping?

ii. What need/function is switch meeting?
1. VC-want to tell you something
2. Angry Protector – feels you are too close, or a secret has been disclosed
3. Internal experience or memory too painful
4. Internal system has been disrupted (message from DP or PP?)
5. Deliberate mode switches when hostile alter emerges?
e. Identify alternate identity system (Mode Awareness)
i. Identify function of alters based on mode model
3. Improve basic functioning in daily life and improve the ability to relate healthfully to others.
a. Self-care
b. Build/Improve support system and relationships

ii. Develop a strong therapeutic alliance (limited reparenting/bonding)
1. Active engagement

2. Therapeutic holding environment and development of trust,safety, caring 
3. Pacing and titration

4. Acceptance of disavowed memories, experiences, feelings

5. Identification and acceptance of needs/wishes of all identities-bonding with multiple alters
6. Open discussion of Schema activation within therapeutic relationship
iii. Provide psychoeducation about trauma and dissociation.

1. Symptoms of PTSD, Sequelae of Trauma
2. The brain and body’s response to threat  (internal alarm system)
3. Dissociation and Dissociative Identity Disorder as belonging to a spectrum of trauma disorders.

a. Defensive and protective survival response to threat, that is usually brief, and time limited and which subsides once the danger has passed. 

b. Under conditions of prolonged or chronic trauma, this normal process becomes maladaptive, with increased compartmentalization and fragmentation of the modes.

c. DID may result from the inability of many traumatized children to develop a unified and integrated sense of self that can be maintained across behavioral states.

d. Alternate identity system develops as an organized, subjective, logical, rule bound set of interacting and conflicting modes.

4. Therapeutic tasks in establishing safety and stabilization, (revisited throughout treatment), identifies parts responsible for self-destructiveness, negotiates a truce, clarifies function of conflict that contributes to it, and helps resolve the conflict.
a. Determine if self-destructive acts are outside of person’s awareness. 

i. Increase through direct communication between parts –internal communication 

ii. Communication of therapist with parts directly-this helps decrease the intensity of affect of angry threatening alters.
b. Assess the function that the destructive urges or behavior serve and/or the conflict that is creating the urges.
c. Negotiate a truce on self-harm, even if only for a short time.

d. Build an alliance with the part(s) threatening self-destruction. Avoiding or attempting to do away with threatening parts may jeopardize treatment. (May contain traumatic memories and/or maintain an attachment with an abusive but loved caretaker).

e. Help client resolve conflict between the parts and develop more adaptive coping skills (Patients must have primary responsibility for resolving internal conflicts).

5. Link functions of modes/alters with psychobiological functions of survival, including fight/flight/freeze/submit/attach responses.

a. Differentiating parts from modes:  Parts may demonstrate multiple modes, while the same mode may correspond to multiple parts.
b. Conceptualizing the apparently “punitive parent” mode as having a defensive, protective function.  Rather than “banishing” the PP mode, it is necessary to align with it, strengthen a safe and trusting relationship.

c. Dissociation as extremely detached protector that serves a survival function for the client.  Alternate, adaptive coping skills should be developed prior to challenging or bypassing the coping function of the dissociation. 
g. Stage I treatment of Diane
i. Developing therapeutic alliance through limited reparenting
1. Goals of limited reparenting specific to Diane
a. Bonding with a system
2. Frequency of sessions and rationale
3. Complications in development of therapeutic alliance and reparenting relationship.
a. Difficulty connecting with some alters
b. Angry/Hostile alters
ii. Safety and Stabilization Interventions specific to working with Diane (Mode Management)
1. Grounding and containment, imagery
2. Use of parts as inner resources
3. Skill development
4. Psychoeducation
a. Schemas and Modes
b. Symptoms in mode terms
c. DID as creative adaptation
h. Stage II-Trauma Healing
i. Goals of General Trauma Work
1. Mitigate self blame, letting go of past, develop understanding of impact of trauma on current functioning.
ii. DID Work

1. Increase integrated functioning

2. Increase awareness and understanding of alternate identities as discrete personified behavioral states (modes), organized around a prevailing affect and/or representing specific functions within the system’s organization.  
3. Develop internal cooperation and co-consciousness of alternate identities/mode states.

4. Work with parts that “hold” traumatic memories.

5. Strengthen adult cognitive awareness, strengthen Healthy adult mode.

6. Strategies for change:

a. Relational:  limited reparenting, empathic confrontation, 

b. Experiential techniques: Mode dialogues, imagery, rescripting.
c. Cognitive change (restructuring, reframing, rescripting)

d. Behavioral mastery (skill development, containment, grounding)

i. Trauma Healing with Diane
i. Specific treatment goals for Diane at this stage of treatment
ii. Increasing compassion, communication and collaboration within system
1. Self Monitoring -Circle monitor, Alter Questionnaires, “buddy system”, grouping alters “shadow” 
2. Link alters with different mode categories
3. Identify Alters with HA functions (Comforter, Mentor, Scanner, Truthkeeper, Reality Keeper)
iii. Use of strategies for change with Diane specifically
1. Working with alters and modes- Diane’s world 
2. Limited reparenting of VC modes
iv. Rescripting (flashback vs. trauma memory)
v. Fractionation
vi. Pendulation
vii. Identifying coping modes/alters 
viii. Working with angry alters/modes, PP modes
ix. Strengthening the HA mode and increasing self-care and self-protection.
x. Grieving losses
7. Stage III
a. Strengthening HA, independence, work toward improving quality of life.

b. Discuss here the events that happened with Diane once treatment ended that contributed to some regression?
Blue/Red- Robin’s parts, points     Black- Judy’s parts     Green- Farrell and Shaw concepts/approaches
**** This is the kitchen sink…I put everything I could think of into this, and my part will obviously will need to be pared down considerably, and your part fleshed out more.  We probably will need to reorganize flow as well.

PAGE  
7

