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How This Book Came To Be

Having no way to understand the entrenched self-alienation or intense self- 
hatred of their traumatized clients, therapists often feel frustrated, baffled, and 
inadequate to the task of trying to help. Why do they seem to be at war with them-
selves? Or with us? Although the client has come seeking relief from a burden of 
trauma-related symptoms and issues, the task of  exchanging self- alienation for 
self-compassion can feel overwhelming or distasteful.  Neither client nor ther-
apist has a language with which to explain the  internal struggles being played 
out inside the client’s mind and body. In a mental health world that rejects the 
notion that personality and identity can be fragmented and compartmentalized, 
therapists are rarely trained to see the splits, much less the life-or-death battle for 
control being waged by “selves” with opposite aims and instincts.

My intention in writing this book was to share a way of conceptualizing the 
most complex and challenging clients who come to us, often carrying “termi-
nal” diagnoses, such as personality disorder, bipolar II, even schizophrenia. 
Over three decades in the trauma treatment field, my compatriots and I have 
learned about trauma “the hard way,” by letting the clients teach us about 
their inner worlds, their intrusive, overwhelming symptoms, what it is like 
to live in a body organized to expect annihilation or abandonment. Lacking 
approaches specifically tailored to the needs of traumatized clients, all of us 
“winged it,” creating new techniques and interventions, seeing what “worked,” 
and  retaining what did—either because the interventions were  effective or 
 because the clients liked how they felt.

In the 1990s, as an instructor and supervisor at Bessel van der Kolk’s Trauma 
Center, I was profoundly influenced by the neuroscience research that began to 
revolutionize our way of understanding trauma and by Bessel’s  belief that “the 
body keeps the score” (Van der Kolk, 2014). We began then to see trauma- related 
disorders not as disorders of events but as disorders of the body, brain, and ner-
vous system. The neurobiological lens also resulted in another paradigm shift: if 
the brain and body are inherently adaptive, then the legacy of trauma responses 
must also reflect an attempt at adaptation, rather than evidence of pathology.

Introduction
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Through that neurobiological lens, what appears clinically as stuckness and 
resistance, untreatable diagnoses, or character-disordered behavior simply 
represent how an individual’s mind and body adapted to a dangerous world 
in which the only “protection” was the very same caretaker who endangered 
him or her. Each symptom was an ingenious solution by the body to create 
some semblance of safety for the developing child or endangered adult. The 
trauma-related issues with which the client presents for help, I now believe, 
are in truth a “red badge of courage” that tell the story of what happened even 
more eloquently than the events each individual consciously remembers.

As I came to be known as an expert in treating trauma, increasing num-
bers of clients sought me out for consultation, asking, “Why am I not  getting 
better? My therapist and I have a wonderful relationship, but none of my 
symptoms are diminishing. Am I doing the wrong kind of therapy? Or is 
there  something wrong with me?” Time after time, as I heard from clients 
and  therapists what had been tried and failed, I could not find a “mistake” or 
 misguided choice of treatment. More often, what could be seen from the con-
sultant’s  perspective was something both therapist and client could not see: 
the client was fragmented. What it had taken to adapt was a splitting of self 
and identity sufficiently severe that the individual’s inner world had become 
a war zone. What I also noticed was the relief these clients experienced as 
I educated them about dissociative splitting as a normal adaptation to trauma. 
First describing to them the theory of Structural Dissociation (Van der Hart, 
 Nijenhuis & Steele, 2006), I would then translate their struggles using the 
 language of parts and the language of animal defense survival responses, the 
cornerstone of the Structural Dissociation theory. Often, as I spoke, I observed 
a look of recognition on their faces, as if I were telling them nothing new 
but simply giving them a language to describe at long last what they already 
recognized but had no words to explain. Rather than feeling stigmatized or 
 “crazier,” the Structural Dissociation model seemed to be reassuring to them. 
Its central principle, that splitting had simply allowed them to adapt and sur-
vive more successfully in an unsafe world, helped even very proud, narcissistic 
individuals to experience the fragmentation as a validation of their survival, 
not further proof of their defectiveness.

As I worked in this way with a range of clients, it became increasingly clear 
that when they “adopted” or came to love their hurt, lost, and lonely parts, 
something remarkable happened. Their self-disparagement, self-hatred, and 
disconnection began spontaneously to yield to self-compassion. Whereas the 
idea of being “nice,” “taking care of” or being “compassionate” to themselves 
was met with disgust and avoidance, every client could be helped to “see” his 
or her child parts and to extend kindness and care. And as they developed 
internal attachment relationships to these young selves, I could see them 
healing.

What it means to “heal” is subjective, of course: for some clients, it implies 
the ability to function again, to simply reclaim their lives. But, as I observed 
the clients who began forming loving attachment bonds to their young selves, 
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I could see healing at a much deeper level. Seeing them “bond” with the child 
they had once been and feeling their shame and self-hatred melt away con-
vinced me that the left brain “adult” side of each one was capable of relat-
ing to the right brain “child” side, experiencing him or her as innocent and 
little, spontaneously evoking warmth and protectiveness. By bonding to the 
lost children inside, their internal states transformed, creating a warm, loving 
 environment that felt safe at last. Best of all, it was evident that this work was 
not only transformative but also easy for the clients once they learned the 
basic skills needed to form internal attachment relationships to their parts.

The book is intended for use by a wide range of therapists and for an even 
wider range of clients. In writing it, I hoped particularly to address the chal-
lenges faced by chronically traumatized individuals much like those who 
have sought me out for consultations. These are clients young and old who 
battle to recover from their legacies of trauma, confused that these have not 
resolved despite good therapy, effective treatments, supportive relationships, 
or even rich full lives in the present. I also wanted to describe an effective and 
 respectful way of working with traumatized clients who have lost their hope 
and ability to function or who depend upon hospitals, families, and loved ones 
to care for them as they struggle with self-destructive impulses driving sui-
cidal, self-harming, addicted, or eating disordered behavior. Despite decades 
of research attesting to the relationship between early abuse and a later diag-
nosis of borderline personality disorder, it is rare for clients with borderline 
diagnoses to be treated as trauma patients or to be recognized as individu-
als whose “borderline” symptoms stem logically and tragically from the un-
safe environments of their early lives. Thanks to enlightened Departments of 
 Mental Health in the states of Massachusetts and Connecticut, I have had the 
invaluable opportunity to try out the treatment model described in this book 
with some of their most high-risk patients and to find that, with a treatment 
model organized around trauma-related splitting and compartmentalization, 
these patients could begin to stabilize, to live outside of institutional walls, 
and to understand their attacks on the body as a valiant attempt by one part to 
gain quick short-term relief from the painful implicit memories of other parts. 
This book is also meant for traumatized clients who have “overcome,” who 
have prestigious jobs and loving families of choice, whose lives are rich and 
full, but who still struggle to enjoy the quality of life they have fought to create. 
And the book is also intended to offer hope to individuals who may be stable 
but whose internal quality of life is still as dark and painful as the traumatic 
past despite the safety, support, and meaningful work in their external lives.

The treatment paradigm described in this book is not intended for the 
treatment of any one particular diagnosis. It is meant to be used with and 
on behalf of all survivors of trauma, whether the client carries a diagnosis 
of post- traumatic stress disorder (PTSD), has been given a common trauma- 
related diagnosis such as ADHD, bipolar disorder, borderline personality, or 
a dissociative disorder, or has never met a mental health professional. If you, 
the reader, have been failed, attacked, threatened, abandoned, terrorized, or 
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abused by other human beings, and if you still carry with you the emotional 
and physical legacy of those experiences, or if you work to help those who do, 
I believe this book will speak to you.

Fragmentation and Internal Struggles

Ten years ago, in the context of consulting with traumatized clients who came 
to me as an “expert,” seeking to understand why they were not making prog-
ress in treatment, I began to observe a very characteristic pattern: these clients 
had something unique in common. Each was superficially an integrated whole 
person but also manifested clear-cut signs of being internally fragmented. 
They experienced intense conflicts between trauma-related perceptions and 
impulses (for example, “the worst is going to happen,” “I will be abandoned if 
I don’t get out first”) versus here-and-now assessments of danger: “I know I’m 
safe here. I wouldn’t let my children live in this house if it were not safe.” They 
suffered from paradoxical symptoms: the desire to be kind and compassionate 
toward others or to live a spiritual life, on the one hand, and intense rage or 
even impulses to violence, on the other. Once their conflicts were described, 
the patterns became more easily observable and meaningful. Each side of the 
conflict spoke to a different way of surviving the unsurvivable, of reconciling 
the opposites that are so often part and parcel of traumatic experience. With 
an explanatory model that described each reaction as logical and necessary 
in the face of threat or abandonment and that reframed them as the survival 
responses of different parts of the self, to which the individual could relate, 
each client started to make faster, more sustainable progress. The theoretical 
model that best explained the phenomena they described was the Structural 
 Dissociation model of Onno van der Hart, Ellert Nijenhuis, and Kathy Steele 
(2004). Rooted in a neuroscience perspective and well- accepted throughout 
Europe as a trauma model, it was a good fit for me as a firm believer and 
spokesperson for a neurobiologically informed approach to trauma and 
trauma treatment. The theory describes (Van der Hart, Nijenhuis & Steele, 
2006) how the brain’s innate physical structure and two separate, specialized 
hemispheres facilitate left brain-right brain disconnection under conditions 
of threat. Capitalizing on the tendency of the left brain to remain positive, 
task-oriented, and logical under stress, these writers hypothesized that the 
disconnected left brain side of the personality stays focused on the tasks of 
daily living, while the other hemisphere fosters an implicit right brain self 
that remains in survival mode, braced for danger, ready to run, frozen in fear, 
praying for rescue, or too ashamed to do anything but submit. In each indi-
vidual client, I could see that some parts were easier to identify with or “own” 
and some parts were easier to ignore or dismiss as “not me.” Internally, the 
parts were also in conflict: was it safer to freeze or fight? To cry for help? Or 
to be seen and not heard? What I also noticed was that the internal relation-
ships between these fragmented aspects of self reflected the traumatic envi-
ronments for which they had once been solutions. The left-brain-dominant 
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present-oriented self avoids the right-brain-dominant survival-oriented parts 
or judges them as bad qualities to be modified, while the right brain implicit 
selves of the parts are equally alienated from what they perceive as a “weak” 
or absent other half. The functioning self carries on, trying desperately to be 
“normal”—at the cost of feeling alienated from or invaded by the intrusive 
communications of the parts.

The Price of Self-Alienation: A “False Self”

Survivors of abuse, neglect, and other traumatic experiences often report 
functioning better as a result of their compartmentalization but then suffer 
from feelings of fraudulence or “pretending.” Not realizing that each side of 
the personality is equally “real” and necessary from an evolutionary stand-
point, clients easily misinterpret the intense, palpable feeling memories of the 
“not me” child as more “real” than the experience of the “going on with nor-
mal life self,” doggedly “putting one foot in front of the other,” or “keeping 
on keeping on” even in the face of overwhelming pain. Without an explan-
atory paradigm that makes sense of these contradictions, there is no way for 
individuals to know that their intense feelings and distorted perceptions are 
evidence of fragmentation, not proof of internal defectiveness or fraudulence 
masked by the ability to function.

Over time, self-alienation can only be maintained by most individuals at 
the cost of increasingly greater self-loathing, disconnection from emotion, 
addictive or self-destructive behavior, and internal struggles between vulner-
ability and control, love and hate, closeness and distance, shame and pride. 
While longing to be loved, safe, and welcome, many traumatized clients find 
themselves alternating between anxious clinging and pushing others away, 
hating themselves or having little patience with the flaws of others, yearning 
to be seen and yearning to be invisible. Years later, they present in therapy 
with symptoms of anxiety, chronic depression, low self-esteem, stuckness 
in life, or diagnoses such as PTSD, bipolar disorder, borderline personality 
disorder, even dissociative disorders. Unaware that their symptoms are being 
driven not just by the traumatic events but by an internal attachment disorder 
mirroring the traumatic attachment of early childhood, therapist and client 
have no framework for understanding the chaos and/or stuckness that may 
soon elude their best efforts at treatment.

Traumatic Attachment as a Complication 
in Trauma Therapy

In the trauma treatment world in which I have practiced professionally over 
the past 25 years, generations of “best treatment” models have been repeatedly 
challenged by client vulnerability to being triggered by apparently innocu-
ous stimuli, swept into the “trauma vortex,” and overwhelmed with painful 
emotions and physiological responses. For some clients, the present feels little 
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better than the past. Since my postdoctoral fellowship in Judith Herman’s 
clinic in 1991 and arrival at Bessel van der Kolk’s Trauma Center in 1995 as 
a supervisor and instructor, my colleagues and I, led by Bessel van der Kolk, 
have been on a quest to find new methods or interventions that might help 
free our clients from the insidious impact of the traumatic past—but, even 
as each is an improvement on the last, we always come up somewhat short. 
Each new understanding or sophisticated treatment method helps some cli-
ents we  haven’t before been able to reach, but it doesn’t bring resolution for 
all—or each brings relief in some symptoms while not alleviating others. And 
for some traumatized clients, the course of treatment even over the long term 
seems to consist of two effortful steps forward followed by a slide backward—
pushing the proverbial boulder up a steep hill this week only to find by the 
next session that it is right back at the bottom again. Even more challenging, 
some clients find that their trauma-related wishes and fears of relationship 
are so equally intense that therapy and the therapist evoke painful yearning, 
mistrust, hypervigilance, and anger, or fear and shame, rather than feelings of 
safety and comfort. It was my hope in writing this book that the treatment ap-
proach described here would create a way for these clients and their therapists 
to navigate these challenges and resolve them.

Stuckness: Trauma-Related Internal Conflicts

Often, at this point, the client reports feeling worse instead of better, and the 
therapist begins to question his or her ability. Each wonders, “Am I doing some-
thing wrong?” What neither client nor therapist realizes is that stuckness in 
treatment reflects trauma-related internal conflicts between fragmented selves 
being played out on the stage of the psychotherapy. In questioning our ability 
as therapists or generalizing client behavior as “transference” or  “resistance,” 
we miss the opportunity to become witnesses to the reenactment occurring 
inside the client’s fragmented inner world. Not understanding that fragmen-
tation of the personality can result in simultaneous, strongly held  opposing 
goals, such as “I want to die” and “I am determined to live,” or “I want to be 
connected, but I don’t want anyone to know I care.” Or “I loathe and  despise 
myself, I look up to others above me, and then I loathe and despise them when 
I see that they’re not better than any other authority figure.”

Although written for the therapist committed to finding ways to better help 
clients for whom other methods haven’t been quite right or complete, this 
book is also written on behalf of the trauma survivor who comes to therapy as 
a client. Since the early 1990s, I have been looking for gentler, less retrauma-
tizing ways of treating the effects of traumatic experience. It never made sense 
to me that a therapy for those who have been badly hurt should have to cause 
the same intensity of pain. I have always believed that it was bad enough for 
my clients to have lost their childhoods or adolescence, but it was absolutely 
unacceptable to allow the legacy of trauma to deprive them of their adult lives, 
too. And it has equally felt unacceptable that processing trauma should be as 
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frightening and overwhelming as the early experiences themselves, that all 
subsequent  relationships, even the therapeutic ones, should feel as threatening 
as those in childhood. When we are young, our caregivers have almost total 
control over our inner worlds and the power to evoke in us both painful and 
pleasurable emotions as well as lay down expectancies for how relationships 
work. When we have survived to adulthood with its promise of autonomy, we 
finally have the ability to move away from painful experiences, to choose how 
much or how little to trust, to negotiate boundaries and intimacy—but that’s 
not how survivors of trauma feel. Their bodies still remember the experience 
of “no control” over pleasure or pain. My purpose in developing this approach 
was to describe a way of coming to terms with trauma that felt healing; that 
spoke to survival, not victimization; that created warm and pleasurable feel-
ings in the body rather than terrifying ones.

This book is intended to appeal to clients and therapists working with 
trauma, attachment disorders, and dissociation as these manifest in complex 
and paradoxical symptoms, alienation from self, internal conflicts, and trou-
bled therapeutic relationships or impasses. Therapists routinely are stymied 
by the effects of self-alienation on the therapy: shame, punitive self- hatred, 
 separation anxiety and fear of abandonment, self-destructive behavior, 
 inability to self-soothe or self-care, fears of hope, happiness, and compas-
sion for self. Psychotherapist training programs provide little information on 
traumatic attachment, or on how undiagnosed trauma-related fragmentation 
or splitting can complicate straightforward resolution of trauma, or on the 
treatment of dissociative disorders as one of a constellation of trauma-related 
disorders. Healing traumatic wounds and trauma-related fragmentation is ul-
timately dependent upon the individual’s relationship to self—or to his or her 
“selves.” Self-alienation will always impede resolution of the past by creating 
an internal Berlin Wall standing in the way of acceptance that “it” happened 
and an ability to welcome home the child who endured and survived it.

How This Book Is Organized

Like all books, this one reflects its author’s experience and theoretical para-
digms. For me, as a practicing clinician whose professional homes have been 
Bessel van der Kolk’s Trauma Center (since 1996) and Pat Ogden’s  Sensorimotor 
Psychotherapy Institute (since 2003), the theoretical models for understand-
ing trauma to which I am committed have their origins in neuroscience and 
attachment research. It is important to me that we as therapists understand 
why we are choosing one treatment or intervention over another. Even when 
the interventions I choose are not immediately “successful,” I can still look to 
the theory to help me understand why—so that my next  intervention can be 
informed by what was missing in the last. In the chapters that follow, I will 
be integrating a theoretical understanding of trauma, dissociation, neurobiol-
ogy, and attachment with a practical, “hand’s on” approach to the treatment 
of these issues that is intended to be accessible to both client and therapist. To 
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help clients reach below the level of “talking about,” interventions drawn from 
a number of therapeutic approaches were integrated into this way of working, 
including Sensorimotor Psychotherapy (Ogden et al., 2006), Internal Family 
Systems (Schwartz, 2001), mindfulness-based approaches (Pollack, Pedulla & 
Siegel, 2014), and clinical hypnosis.

As I set out to create a way of working clinically with the Structural 
 Dissociation model, being a practitioner and teacher of Sensorimotor Psy-
chotherapy (Ogden & Fisher, 2015; Ogden et al., 2006), it was only natural to 
start by integrating my understanding of the body and nervous system with 
what I knew about parts from working with clients with dissociative identity 
disorder (DID). Because each part in Structural Dissociation theory is driven 
by an animal defense response (i.e., fight, flight, etc.), the connection to the 
body was easy to make. How the body organizes to flee is distinctly different 
than how it organizes to fight or feign death. But Sensorimotor Psychotherapy 
speaks the language of the body, so I still needed a language of parts. Richard 
Schwartz’ (1995) Internal Family Systems (IFS) approach, upon which I had 
drawn heavily in my work with DID clients years earlier, teaches therapists 
to become fluent in speaking the language of parts. Not only are they asked 
to speak the language with their clients, but they are also expected to become 
mindful of their own parts. Because both IFS and Sensorimotor Psychother-
apy are mindfulness-based treatment models, they also fit perfectly with my 
“mindfulness of parts” approach in which I help clients learn at first just to 
mindfully scan their bodies and feeling states for the communications from 
their fragmented selves.

What had drawn me originally to IFS for help in working with DID was 
the concept of “self” and “self”-leadership. (Schwartz, 2001) “Self” refers to 
innate qualities possessed by all human beings in undamaged form, no matter 
how much abuse and trauma they have experienced. These qualities include 
curiosity, clarity (the ability for meta-awareness or perspective), creativity, 
calm, courage, confidence, and commitment. Healing in IFS is the outcome 
of providing these qualities as an antidote to the painful experiences suffered 
by exiled child parts. With my DID clients, I had found it immensely stabi-
lizing to help their adult selves grow these “C” qualities and to help the child 
parts learn to turn to a “self-led” wise adult self who could reassure their fears 
and loneliness. As I began to see that fragmentation was not limited just to 
clients with dissociative disorders, the Structural Dissociation model and IFS 
provided some welcome support. Structural Dissociation theory is a trauma 
theory, applying equally to clients with PTSD, complex PTSD, and border-
line personality disorder. IFS is a parts theory, applying equally to all human 
beings, not just traumatized individuals with dissociative disorders. Feeling 
supported by these ideas, I began to use my “blend” of sensorimotor and IFS 
interventions and techniques with complex PTSD clients, with clients who 
came for consultations and were willing to try out different approaches. I also 
increasingly used it whenever I encountered a client who was stuck, in cri-
sis, in turmoil or “terminal ambivalence.” Just as with borderline clients, the 
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mindfulness approach and the attribution of each and every symptom to parts 
(drawn from IFS) created “breathing space” that allowed clients to be curious 
about these parts, less afraid, even to feel empathy for them.

Chapter 1, Alienation from Self: How We Survive Overwhelming Expe-
rience, sets the stage by describing dissociative splitting and fragmentation 
as an adaptive response to abnormal experience. To create distance from 
overwhelming events and preserve a sense of “a good me,” individuals must 
 disown the self-states of which they are ashamed, intimidated, or experience 
as “not-me,” allowing them to also disown the trauma (Bromberg, 2011). The 
ability to encode two parallel sets of experiences in one brain and body is 
supported by the “split-brain research” in the 1970s and 1980s  (Gazzaniga, 
1985) and by the neuroscience brain scan research in the late 1990s and 2000s 
demonstrating how traumatic events come to be encoded as implicit  emotional 
and physical states, rather than being encoded in the form of chronological 
narrative. The introduction of the Structural Dissociation model in 2000 
provided the first neuroscientific understanding of dissociative splitting and 
compartmentalization (Van der Hart et al., 2000). Unlike earlier models of 
dissociative fragmentation, this theory does not emphasize the compartmen-
talization of memory. Instead, its central tenet is that structural dissociation 
is a survival-oriented adaptive response to the specific demands of traumatic 
 environments, facilitating a left brain-right brain split that supports the 
disowning of “not me” or trauma-related parts and the ability to function 
without awareness of having been traumatized. The splitting also supports 
development of parts driven by animal defenses that serve the cause of sur-
vival in the face of danger. Chapter 1 provides a theoretical foundation for 
understanding both neurobiologically informed trauma work and the need 
for a parts approach to treatment. Working with a parts approach allows ther-
apists to work more effectively with complex and personality disorder clients. 
In this model, these clients are not “acting out,” “manipulative,” “resistant,” or 
“unmotivated.” Their trauma-related parts, activated by normal life stimuli, 
driven by implicit trauma responses, experience the sense of threat and au-
tomatically engage instinctive responses: fight, flight, cry for help, freeze, or 
“feign death” (Porges, 2011).

In Chapter 2, Understanding Parts, Understanding Traumatic Responses, 
we explore the implications of the neuroscience research on traumatic mem-
ory as a basis for understanding and recognizing the signs of fragmented 
parts as they will appear in client presentations. A simplified understand-
ing of the emergency stress response to threat is presented and how the leg-
acy of trauma becomes encoded in the body. It is important to know how 
body-based trauma responses drive animal defense impulses to unsafe be-
havior, why the left-brain-related “normal life” self may observe helplessly 
but  cannot hold back the impulses to action. Underlying automatic hyper-
vigilance,  reactivity,  suspiciousness, and impulsive action-taking is the body’s 
autonomic nervous system, which governs action and inaction, strong emo-
tions and numbing. In the wake of trauma, the nervous system adapts to a 
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threatening world, conditioned to be “at the ready” for impending danger and 
therefore biased to mobilize sympathetic hyperarousal or parasympathetic 
hypoarousal or both, depending on the environment in which these responses 
were conditioned (Ogden et al., 2006). This chapter asks therapists to make 
a paradigm shift from a focus on traumatic events to prioritizing attention 
to the role of implicit memory in trauma treatment. In order to recognize, 
understand, and help clients work with their trauma-related parts, the ther-
apist must help  clients understand their responses to triggering so that they 
can accurately identify triggered, implicitly remembered feelings, beliefs, and 
survival responses. Lastly, this chapter addresses the question: What does it 
mean to “process memory”? When the memories are implicit feelings, body 
sensations, changes in activation, and disregulated impulsive behavior held 
by young parts, “what” gets processed? Modern views on memory emphasize 
its unstable nature: that is, the brain seems to be organized to update and 
rewrite past experiences, integrating them with prior and subsequent events. 
Rather than focusing on desensitizing the event memories, experts now advise 
prioritizing transformation or repair of trauma-related states through the cul-
tivation of new experiences. Instead of focusing on developing a trauma nar-
rative, clients are instead advised to rewrite their “self-defeating” stories and 
create a healing story that allows them to make meaning of what happened 
 (Michenbaum, 2012).

Chapter 3, Working with Changing Roles for Client and Therapist,  begins 
with a discussion of fundamental shifts in perspective and approach 
 necessitated by a neuroscientifically informed view of traumatized clients. The 
treatment begins with education for the therapist on the nature of trauma 
and dissociation, geared to explain the symptoms with which a client strug-
gles and to provide information to reassure him or her that these are normal, 
 logical responses to trauma. Additionally, psychoeducation helps to equalize 
the inherent power differential by “making public” the knowledge base that 
will be used in the therapy, empowering clients to become educated consum-
ers in their own treatments (Herman, 1992).

Most therapists have been trained in “uni-consciousness” models of person-
ality and are less familiar with working in a “multi-consciousness” paradigm. 
Psychodynamically trained therapists have been trained to play a less direc-
tive, educational role than required in trauma treatment; cognitive- behavioral 
therapists may not have been trained in the skills of attunement and  resonance. 
Both are critically important in the context of trauma and in a parts approach. 
The client’s instinctive avoidance of the trauma and trauma- related parts will 
continue to re-enact the behavior of non-protective  bystanders if not guided 
to a different way of working.

Mindfulness skills must be explicitly taught, along with the language of 
parts necessary for identifying them. The beginning stages of the therapy 
involve the therapist’s attuned building of a collaboration based on what the 
client needs, not just on what he or she wants. To create a new story about 
whom he or she is in the aftermath of the painful and traumatic events requires 
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learning new habits of observation and discovery: the “op-ed” stories clients 
have been writing about themselves have been biased, not in their favor. They 
need help in acquiring the skills of mindful observation of both positive and 
negative feelings and sensations without interpretation or judgment. Next, they 
learn to use the language of parts or “selves” to describe their often confusing 
or paradoxical actions and reactions as they happen moment-to- moment 
clients but without “identifying with them,” or interpreting them as data 
about the immediate present. Identification invariably intensifies any emotion 
or evokes shame. Learning to describe an experience without  “identifying 
with it”  allows clients to notice its “building blocks” (Ogden & Fisher, 2015): 
“As I talk about my father, I’m noticing a tightness in my chest and my heart 
beating fast” or “I’m noticing that a part of me is anxious.” Learning to dispas-
sionately notice allows for the next steps in this approach to unfold: increased 
ability to hold a curious or even compassionate attitude  toward whatever feel-
ings or reactions are observed and, following that, an  ability to “befriend” the 
emotion. In Buddhism, acceptance, welcoming, avoiding “attachment or aver-
sion” (identifying with the feeling or fighting/judging it) are an essential part 
of finding equanimity, a state of calm, peacefulness, and composure. Trans-
lated into psychotherapy, this practice helps clients learn to tolerate and accept 
even the most painful, humiliating, or frightening  emotions and sensations.

Rather than beginning with an exploration of the “old world” of painful, hu-
miliating experiences and overwhelming feelings, the therapist is encouraged 
to focus on increasing the client’s curiosity and interest in feeling states, parts, 
thoughts, and body responses. The goal of this approach is not remembering: 
it is repair of the injuries suffered as a result of the traumatic events, whether 
remembered explicitly as narrative or implicitly as feelings and reactions.

In Chapter 4, Learning to See Our “Selves”: An Introduction to Working with 
Parts, therapist and client are taught the fundamental skills necessary for 
working in a parts paradigm. This early stage of the treatment is intended to 
help clients learn the basic skills necessary for working in a parts paradigm. 
First and foremost, clients are introduced to the Structural Dissociation model 
and asked to  describe what resonates with their experiences and difficulties. 
How do they recognize themselves in the model? The Structural Dissociation 
model also offers a client- friendly entrée into identifying the signs of parts. 
Each animal defense survival response is associated with certain behaviors fre-
quently associated with trauma. These are introduced to clients in diagram form 
to help them focus attention and take in this new information with greater in-
terest and curiosity. Another approach to increasing awareness of parts activity 
is to ask clients to “assume” that all distressing thoughts, feelings, and body 
 responses are communications from trauma-related parts. (This assumption is 
consistent with split-brain neuroscience findings on the activity and abilities 
associated with each of the two hemispheres.) Teaching schemas that  facilitate 
ready identification of parts activity allows clients easier access to their internal 
 experience, enabling them to differentiate “their feelings,” rather than identify 
with all emotions as “mine.” Clients are also taught to be mindful of internal 
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conflicts, ambivalence, or confusion as manifestations of struggles between 
parts triggered by each other as well as by trauma-related stimuli.

Chapter 5, Befriending Our Parts: Sowing the Seeds of Compassion,  focuses 
on interventions that begin a process of fostering the increased self- understanding 
and self-compassion so necessary for healing. Asked to have compassion for 
themselves or to better care for themselves, most traumatized clients have 
a strong negative reaction. But when an emotion such as fear or shame is 
 connected to the felt sense of a young child, the same client can often feel 
empathy or even indignation for that child. In mindfulness-based treatment, 
it is not necessary that we differentiate between compassion “for ourselves” 
versus compassion “for the child.” The felt emotional and somatic sensations 
of compassion are the same, no matter who is the intended receiver, and it is 
those sensations of compassion that help to soothe and heal traumatic and 
attachment wounding. It is also not necessary to have detailed narrative mem-
ory of the client’s traumatic experience: it is only necessary for the client to 
have a felt sense of what the child part has been through. Having a “sense” 
or a synopsis of the client’s trauma history allows the therapist and client to 
acknowledge what younger selves have been through without overwhelming 
the client’s nervous system or capacity for affect tolerance. Acknowledging 
the parts’ traumatic experiences feels validating without triggering traumatic 
reactions. At this stage of the work, the emphasis is on cultivating compas-
sion for the parts, one by one. Compassion is challenged by overwhelming 
emotions or disturbing body responses. The goal is to help the client feel “just 
enough” of the part’s suffering that empathy is evoked. It is important for 
the therapist to remember that, in trauma treatment, feeling too much inter-
feres with empathy and compassion as much as feeling too little. At this stage, 
 clients are also taught to recognize “blending” (Schwartz, 2001) or identifying 
with their parts, making them vulnerable to being flooded or acting out the 
impulse of some part, and to practice “unblending” and dis-identifying.

In Chapter 6, Complications of Treatment: Traumatic Attachment, we address 
the internal conflicts and struggles created by a history of traumatic attachment. 
If the hallmark of traumatic attachment is a reversal of roles in which the object 
of safety (the parent figure) becomes the object of fear and life threat, any inti-
mate relationship thereafter, even the therapy, evokes danger signals. Growing 
closeness in relationship can convey threat or a promise of comfort and connec-
tion, evoking emotional memories of the longing for an attachment figure that 
never came alongside implicit memories of the abandonment and betrayal that 
did happen. Because attachment and fear have  become intertwined in the client’s 
experience, a therapy focused on the narrative memories or on the transference 
is likely to ignite an internal struggle between the hunger for closeness in young 
attachment-seeking parts and their fear of abandonment versus the defensive 
responses of fight, flight, and total submission. In dissociative disorder clients 
with parts that are more disconnected and autonomous, this internal struggle 
becomes even more easily activated in personal relationships or in the therapy, 
harder to decode or deconstruct, and more difficult to manage behaviorally.
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How therapists anticipate this phenomenon and how they help their clients 
accept and work with it can lead either to deeper healing or to a reopening 
of attachment wounds in the therapy itself. If either clinging or devaluing is 
 interpreted as an interpersonal issue between client and therapist, they are 
often exacerbated. If we understand them as “intra-personal,” indicators of 
an internal attachment disorder still operating within the client, then the 
therapist can become an ally for both sides of the struggle and a facilitator 
of “earned secure attachment” (Siegel, 1999). In “earned” secure attachment, 
the insecure or disorganized attachment of childhood and/or adulthood is 
resolved to the point that individuals can reflect back on their early attach-
ment relationships without becoming disregulated, without idealizing or 
demonizing their attachment figures, and feel a sense of acceptance. In this 
model, earned secure attachment is the outcome of the clients’ growing ability 
to bond with their own young wounded selves as innocent children who de-
served the loving care of a compassionate adult but never received it. Rather 
than the therapeutic  focus being centered on attachment to the therapist, the 
emphasis is consistently on building empathy and attunement to the parts.

In Chapter 7, Working with Suicidal, Self-Destructive, Eating Disordered, 
and Addicted Parts, unsafe and high-risk behaviors are recontextualized as 
manifestations of parts-related animal defense survival responses.  Addictive, 
eating disordered, suicidal, and self-injurious behaviors are all reinterpreted 
through a neurobiological lens. The neurobiological premise assumes that 
human bodies have the same self-righting, self-healing tendencies as do the 
bodies of other mammalian species. If that is so, then self-destructive be-
havior must also have a self-righting intention. Viewed in this way, unsafe 
behavior historically labeled “self-destructive” can be better understood as a 
desperate attempt to survive, a way to tolerate shame, rage, and fear, to inhibit 
flashbacks and nightmares, or to use endogenous or exogenous substances 
to regulate a traumatized nervous system. As part of an informal, clinically 
oriented pilot project offering new forms of treatment to trauma patients in 
a Connecticut Department of Mental Health system, participating clinicians 
have been gathering informal data on what precedes and follows episodes of 
unsafe behavior. They have observed that episodes of self-harm or suicide 
attempts most  commonly follow relational disappointments, separations or 
ending of relationships, preoccupation with shame and self-loathing, and 
 intrusive memories or flashbacks. This finding implies that such events evoke 
the experience of threat and generate trauma-related emotional responses 
that feel  unbearable until some impulsive behavior diminishes their inten-
sity or creates emotional and bodily numbing. After these episodes, there is 
a corresponding tendency for patients to report exhaustion, loss of energy, 
and intense feelings of needing rest—the same indicators characteristic of 
parasympathetic responses following a fight or flight response. Historically, 
this classic post-traumatic unsafe behavior has been interpreted clinically as 
 attention-seeking, manipulation, or avoidance. With the implementation of 
this neurobiologically  informed approach, in which patients are helped to 
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reframe impulsive or unsafe behavior as communications from a part driven 
by the animal defense of fight, the frequency of unsafe behavior has dimin-
ished. By externalizing the impulses and assigning them to a defensive part, 
the patients are able to keep an observing prefrontal cortex available to help 
them manage the impulses as “not mine—it’s the fight part.” Better yet, when 
these patients are taught the Structural Dissociation model, there appears to 
be a decrease in negative self-judgment and an increase in their curiosity, both 
of which are antidotes to impulsive behavior. Teaching these clients the ba-
sic skills outlined in Chapters 4 and 5 and asking them to practice their use 
seems to have a stabilizing effect in and of itself. In addition, clients are given 
psychoeducation about the biological effects of their unsafe behavior and how 
it “works” to regulate the nervous system, helping them to gain a perspective 
on the body’s role in these issues. As their ability to “unblend” from impulsive 
parts increases, and there is more access to an uninhibited prefrontal cortex, 
these clients are better able to notice the parts’ distressing emotions and un-
safe impulses and regulate them, rather than react to them.

In Chapter 8, Treatment Challenges: Dissociative Systems and Disorders, 
we address the unique issues posed by clients who have diagnosable disso-
ciative disorders (DID, DDNOS, depersonalization disorder). A dissociative 
disorder diagnosis reflects a more extreme degree of compartmentalization, 
affecting the ability for continuous consciousness, the ability to know mo-
ment-to-moment “who I  am,” to make coherent choices and decisions and 
carry them through to completion, to manage impulses, to have accurate 
perceptions of cause- effect or time and space, and to integrate the traumatic 
past and normal, safe present. Clients with dissociative disorders are often 
 underdiagnosed or misdiagnosed despite their statistically significant dis-
sociative symptomatology (Korzekwa et al., 2009a). Most often, they present 
with diagnoses of borderline personality disorder, bipolar disorder II, and 
ADD or ADHD. This  chapter reviews the diagnostic signs indicating a possible 
DID diagnosis, discusses  assessment approaches, and suggests criteria for mak-
ing a formal diagnosis. The same treatment approach outlined in Chapters 3–5 
is very effective for DID and DDNOS clients, with adjustments to how the 
therapist works to account for the failures of memory and continuity.

Because the approach described in this book is mindfulness-based, it 
tends to be stabilizing for clients and to facilitate deconstructing problems 
encountered in normal life, as well as trauma-related issues. The language of 
parts allows both client and therapist to keep in mind the central challenge of 
working with dissociative disorders: holding in mind that the client is still one 
physical individual with one body and one brain, while equally appreciating 
that this one brain and body are fragmented and hold many parts of different 
ages, stages, attachment styles, and defensive responses. To feel empathy for 
each part’s plight, while not losing sight of the fact that the client is an adult 
with functional capabilities is a mental ability that often has to be practiced 
before it becomes second nature. With dissociative disorders, the therapist is 
working with clients who are not an integrated “she” or “he.” Viewing them 
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as such is often confusing, rather than helpful, just as viewing clients as inner 
children without adult resources equally causes confusion.

The duality of whole and part, or a whole with parts, is always front and 
center in DID treatment. When the therapist asks the client to distinguish the 
parts responsible for a problem behavior and then becomes curious about their 
emotions, beliefs, motives, and defensive responses, he or she engages the left 
brain-driven part of the personality to “help” solve the issues and challenges 
raised by right brain-driven trauma-related parts. This skill is even more cru-
cial in the treatment of clients with dissociative disorders than it is in work 
with fragmented individuals without DID. When right brain dominant parts 
can act independently outside the conscious awareness of the client, the need to 
have the balancing, stabilizing presence of a left brain self is especially crucial.

In Chapter 9, Repairing the Past: Embracing Our Selves, the premise is that 
resolution of traumatic experience is dependent upon overcoming survival- 
related self-alienation. By cultivating the growing attunement between child 
selves and grownup normal life self, each aspect of self feels an increasing 
comfort in the other’s presence, greater safety, and a warmth in connection. 
But in order to foster attachment bonds between traumatized individuals and 
their young selves, the therapist first must help clients acknowledge, connect, 
and identify with the normal life adult inside themselves—the self that has the 
ability to care for and express caring, that has always been instinctively driven 
to seek safety, normality, and stability, that can “be here now” for a small child 
in need of safe attachment.

Distorted cognitions associated with shame and self-loathing often inter-
fere with clients’ ability to feel connected even to strengths they are aware 
they possess. Perhaps it was unsafe as a child to have strengths or a desire 
for mastery without traumatic consequences. The parts may be triggered by 
normal life activities (such as a job, a partner relationship, responsibilities, or 
simply having to be visible), undermining the client’s ability to handle them. 
Internal conflicts between parts may debilitate or destabilize the normal life 
self or block attempts at developing a life after trauma.

Using clinical examples to illustrate in detail how the therapist can foster 
the innate compassion of the normal life self on behalf of wounded child parts, 
the reader is given a template for how internal acceptance is built by drawing 
on the client’s strengths and life experiences as resources for the young child 
selves. While the left brain self has been learning and storing competencies, 
these abilities have not been available to the right brain selves. This chapter 
illustrates interventions that bring the two sides into contact and evoke plea-
surable moments of attunement and togetherness that become the building 
blocks of internal secure attachment. The human brain’s complexity allows 
us to heal ourselves: it endows upon us the unique ability to access acquired 
capacities and engage them on behalf of other parts sharing the same brain 
and body.

In Chapter 10, Restoring What Was Lost: Deepening the Connection 
to  Our Young Selves, the healing work takes another step forward. First, 
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clients must earn the parts’ trust, made challenging by their implicit memo-
ries of inadequate bonding and failed trust that both increase the yearning to 
trust but also increase hypervigilant resistance to trusting. The therapist con-
sistently asks the client, on behalf of the parts, to communicate, collaborate, 
and extend compassion to them, slowly building up a felt sense of an internal 
attachment figure, one who shares the same brain and body, one who might 
have once been the age of the parts but now is a strong, caring adult commit-
ted to creating a life different from the past: safe, nourishing, and relational.

In Chapter 11, Safety and Welcome: The Experience of Earned Secure 
 Attachment, we address “integration” not as a goal of treatment but as a pro-
cess that occurs organically when we use mindfulness-based techniques to 
bring awareness and compassion to the system of traumatized parts. As de-
fined by Daniel Siegel (2010), “Integration results from differentiation coupled 
with linkage.” Asked to bring focused attention to a young part in distress, 
the client is asked to imagine a young child of the same age with the same 
emotions in the room, “standing right there before you.” By bringing the child 
part inside “alive,” the therapist facilitates the client’s access to right brain-
based inherently compassionate intuitive responses. Using guided visualiza-
tion, the therapist evokes images of the child’s face, body language, and plight 
to  increase the sense of connection or empathy between child and normal life 
adult and the latter is asked to notice, “And how do you feel toward that part 
now?” Repeatedly, client and part are asked to mentalize the other’s mental-
ization, to notice how one impacts the other, stimulating a felt sense of con-
nection, then enhancing the bond by sharing their responses again and again: 
“Ask the little girl how it feels to hear you say, ‘I’m glad I’m here—I want her 
to feel safe’.” While internal bonds of secure attachment are built through the 
dyadic interchanges between adult and part, the normal life self of the client 
is also asked to repair the distressed state of the child or create a new ending 
to the story of distress, just as secure attachment figures do. Imaginal experi-
ences of healthy, safe attachment can generate the same feelings and sensations 
and evoke the same “attunement bliss” that babies and mothers enjoy, and, by 
simply focusing mindfully on these moments, they can be encoded as readily 
as a concrete, physical experience of safety and attunement (Hanson, 2014).

Chapter 11 stresses again that emotional healing of traumatic wounds has 
to be attachment-based. Like long-lost young relatives, the alienated disowned 
parts must be invited to the table and welcomed into the heart and mind and 
arms of the client. This process can be very moving for both client and therapist 
but is not without its challenges. The trauma-related fear of self- compassion 
is strong and unbending, leaving the therapist with the job of holding a calm, 
clear, courageous stance that alienation from or rejection of any part leaves us 
less than whole. Without welcoming each and every part “home” and offering 
safe, unconditional acceptance, survivors can’t fully heal the wounds left by 
the failed empathy of the caretakers who harmed them or allowed them to 
be harmed when they were too little, too alone, and too vulnerable to defend 
themselves. For those clients traumatized as adults, the therapist has to be 
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absolutely clear that resolution still depends upon all parts finding safety after 
trauma: young parts whose needs were not reliably met in childhood or who 
interpreted the traumatic events in the light of insecure attachment, adoles-
cent parts whose fight and flight responses have been reactivated, despairing 
submissive parts who “took the fall” in an inescapable situation, even suicidal 
parts who would rather turn their swords on themselves rather than be hu-
miliated or abandoned.

Dan Siegel’s conceptualization of “earned secure attachment” reflects the be-
lief of many in the attachment field (Main, Schore, Lyons-Ruth) that childhood 
attachment wounds can be modified through life experiences that “grow” states 
of secure attachment, even in adulthood. These experiences might include rais-
ing one’s own children, healthy friendships and intimate relationships, or creat-
ing secure attachment relationships with one’s parts. Each of these avenues for 
earned security capitalizes on the brain’s ability to grow new neural networks 
and encode new, pleasurable feeling states. By imaginally evoking new implicit 
memories of safety and attunement, parts feel the inner sensate experience of 
healthy attachment, moments that can be encoded alongside the painful mem-
ories of failed or frightening attachments, changing the ending of the story. 
“Earned security” is measured by the degree of “coherence” exhibited by indi-
viduals reflecting on their early attachment relationships on the Adult Attach-
ment Inventory, that is, the degree to which they have integrated the bitter and 
the sweet of their lives, the pain then and the pleasure in relationships now.

Only the human brain can create a new story of safety, closeness, and 
compassion by evoking states of well-being connected either to imagined or 
 remembered experiences. For neuroplastic brain change to occur, only three 
ingredients are needed: first, clients have to be helped to inhibit their habitual 
emotional, physical, and cognitive patterns. Next, they have to practice a new 
pattern with which they’d like to replace the old—and then practice the new 
pattern over and over again without losing the felt connection to the child and to 
their own bodies. It could be as simple as bringing the right hand over the heart 
to communicate calm or repeating the words, “It’s okay now” or “I’m here now.”

A client’s new “healing story” might sound a bit like this: “Once upon a 
time, my parts felt as unsafe and unlovable as I did as a child. Now I don’t feel 
anxious that I’ll be rejected and abandoned, and neither do they. I know I’m 
OK, and I know they’re OK—I feel connected to my parts and to myself, and 
I’ll always be here to keep them safe. They are special to me and always will be.”

In the appendices that follow Chapter 11, therapists and clients will find some 
additional tools to help them with the tasks presented throughout the book. 
Appendix A consists of a simple protocol for learning how to unblend from 
parts, especially parts with intense feelings that hijack the prefrontal cortex 
and destabilize the client. Appendix B consists of a meditation circle practice 
for parts. Appendix C presents the Internal Dialogue protocol that, practiced 
over and over again, builds the ability to communicate internally, calm and 
comfort distressed parts, and grow the bonds of compassion.  Appendix D pres-
ents a treatment paradigm for internal attachment repair. Appendix E consists 
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of a worksheet, the Dissociative Experiences Log, for helping clients increase 
the ability to track and differentiate the signs of parts’ activity and communi-
cation. And Appendix F provides a script for the Four Befriending Questions, a 
technique that builds inner communication and bonds of love and trust.

Psychotherapists have wondered and worried and philosophized for hun-
dreds of years about the nature of healing. This book describes one theory 
about healing the effects of trauma and traumatic attachment that emerged 
from my clinical observations: healing is the outcome of reversing long- 
standing patterns of self-alienation and building the capacity to love and 
accept our “selves.” When we reclaim our lost souls and wounded children, 
befriend them, and allow ourselves to trust deeply felt compassionate  impulses 
to reach out to them and build bonds of secure attachment, they feel safe and 
welcome at long last. And we feel whole.
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“If the elements of the trauma are replayed again and again, the accompa-
nying stress hormones engrave those memories even more deeply into the 
mind. Ordinary, day-to-day events become less and less compelling. Not 
being able to deeply take in what is going on around [us] makes it impos-
sible to feel fully alive. It becomes harder to feel the joys and aggravations 
of ordinary life, harder to concentrate on the tasks at hand. Not being 
fully alive in the present keeps [us] more firmly imprisoned in the past.”

(Van der Kolk, 2014, p. 67)

In the face of abuse and neglect, especially at the hands of those they love, 
children need enough psychological distance from what is happening to avoid 
being overwhelmed and survive psychologically intact. Preserving some mod-
icum of self-esteem, attachment to family, and hope for the future requires 
victims to disconnect from what has happened, doubt or disremember their 
experience, and disown the “bad [victim] child” to whom it happened as “not 
me.” By holding out some sense of themselves as “good” disconnected from 
how they have been exploited, abused children capitalize on the human brain’s 
innate capacity to split or compartmentalize. That “good child” might be pre-
cociously mature, sweet and helpful, perfectionistic, self-critical, or quiet and 
shy, but, most importantly, he or she has a way to be acceptable and safer in an 
unsafe world. Splitting or fragmenting in this way is an ingenious and adap-
tive survival strategy—but one with a steep price. To ensure that the rejected 
“not me” child is kept out of the way (i.e., out of consciousness) requires that, 
long after the traumatic events are over, individuals must continue to rely on 
dissociation, denial, and/or self-hatred for enforcing the disconnection. In the 
end, they have survived the failure of safety, the abuse, and betrayal at the cost 
of disowning their most vulnerable and most wounded selves. Aware that their 
self-presentation and ability to function is only one piece of who they really 
are, they now feel fraudulent. Struggling to stay away from the “bad” side and 
identify with the good side, they have a felt sense of “faking it,” “pretending,” or 
of being what others want them to be. For some, this conviction of fraudulence 
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engenders resentment; for some, shame and self-doubt. For both groups, the 
legacy of the trauma remains alive rather than resolved.

As children of abuse continue to grow through latency into adolescence 
and subsequently adulthood, this splitting of the self supports another im-
portant aspect of surviving trauma: mastering normal developmental tasks, 
such as learning in school, developing peer relationships, finding interests on 
which to focus and even enjoy. The “good” part of the child is free to develop 
normally while that other part of the child bears the emotional and physical 
imprint of the past, scans for signs of danger, and braces for the next set of 
threats and abandonments. To make the individual’s situation more compli-
cated, neither the “me” nor the “not me” self is likely to have well-developed 
chronological memories of the traumatic events that could provide a context 
for self-understanding. Due to the nature of traumatic memory, what can 
be “recalled” tends to appear in the form of intrusive images, emotions, and 
physical reactions (Van der Kolk, 2006; 2014) that occur spontaneously with-
out warning, not a sequence of narrative memories that make a clear-cut case 
for what happened “beyond a reasonable doubt.”

The “Living Legacy” of the Past

Without a clear chronological record of what happened but vulnerable to the 
uninvited activation of trauma-related feeling and body memories, individ-
uals are left with a legacy of symptoms and reactions with no context that 
identifies them as memory. Survivors of trauma later present in therapy with 
descriptions of their anxiety, depression, shame, low self-esteem, loneliness 
and alienation, problems with anger, and impulsivity or acting out. They 
might be troubled by chronic expectations of danger: intrusive fear and dread, 
hypervigilance (“eyes in the back of my head”), chronic shame and self- hatred, 
a conviction that the worst is about to happen, hopelessness and helplessness, 
fear of abandonment, numbing and disconnection from emotions. Or they 
may come to therapy as a last resort because they are fighting a losing bat-
tle against addiction, self-harming impulses, eating disorders, or a longing or 
even determination to die. Often, they can tell us very little about what evokes 
these self-destructive impulses that bring quick short-term relief at great risk 
to their safety: “I do it to punish myself,” “I hate myself,” “I don’t deserve to 
live,” “I’m disgusting—I wish I were dead.” They sometimes struggle with how 
to connect these patterns to the past—but, more often, they prefer not to think 
about what happened then or minimize it: “It wasn’t that bad.”

In the early history of trauma treatment, therapists relied on the “talking 
cure,” the most commonly accepted practice in psychotherapy from the time 
of Freud to the present day (Rothschild, in press), to address the strong emo-
tional reactivity of traumatized clients coupled with their lack of clarity for 
the traumatic events. Clients were generally encouraged to keep retrieving the 
memories of “what happened” until they had established a detailed narrative 
of the chronological events. But, when therapists adopted this approach, rather 
than resolving the traumatic past, clients became flooded with overwhelming 
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implicit memories and traumatic reactions, increasingly symptomatic rather 
than at peace (Herman, 1992; Van der Kolk, 2014). Talking about the events 
of the past, therapists discovered, led to more implicit “reliving” of it. Unwit-
tingly, the therapist and the “good child,” now a grown-up client, were at long 
last validating the events experienced by the disowned “not me” child—while 
at the same time, activating the trauma-related parts and triggering their im-
plicit memories. Feeling endangered yet again, the “not me” children were 
crying for help, still without being heard.

I have long believed that trauma treatment must address the effects of the 
traumatic past, not its events. Being able to tolerate remembering a horrific 
experience is not as important a goal as feeling safe right here, right now—or 
being able to reassure oneself that the racing of the heart is just a triggered re-
sponse, not a sign of danger—or being able to relate to shame, grief, and anger 
as the feeling memories of child selves too young to comfort themselves. In my 
view, resolution of painful past events cannot truly be achieved without re-
claiming the lost children and disowned parts of ourselves, extending to them 
a helping hand, welcoming them “home” at long last, creating safety for them, 
and making them feel wanted, needed, and valued. It took many decades of sci-
entific research for the clinical world to accept that child abuse constituted an 
epidemic, not a rare occurrence, and that untreated post-traumatic stress re-
sulted in tremendous social costs, not just individual suffering. Only in the last 
ten years have the concepts of implicit memory and bodily-driven responses 
to trauma become increasingly widespread (Ogden et al., 2006; Van der Kolk, 
2014), but, even now, theoretical ideas about splitting, parts of the self, and 
dissociation are still controversial and often avoided. We as a field have not yet 
accepted that compartmentalization is normal under stress and much more 
common than we generally recognize. In a parallel process, the mental health 
world has had a history of disowning the prevalence of child abuse, dissociation, 
and fragmentation of the personality, either by ignoring its manifestations or 
by invalidating it as “factitious” or “malingering.” To be the “good child” in the 
psychiatric treatment world, therapists have been under pressure to “un-see” 
signs of dissociation, to diagnose voices as a psychotic symptom, and to treat 
fragmented clients “as if” they were whole integrated human beings. To be an 
integrated human, as Dan Siegel (2010) insists, requires “differentiation— with 
linkage,” that is, it necessitates the ability to make distinctions between differ-
ent parts of the self, to name them as parts, but also to link them to other parts 
and to the whole of which they are a part. Disowning parts of one’s self and 
over-identifying with other parts does not facilitate integration and a sense of 
being whole, nor does it engender an internal sense of safety that could coun-
teract the after-effects of an unsafe, unwelcoming hostile world.

Parallel Lives: The Disowning of Dissociation

In the history of the trauma field, the concepts of dissociation and splitting 
have been repeatedly observed as complications of trauma but consistently 
rejected as “not me,” that is, as not valid or believable within the prevailing 
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diagnostic systems and therefore to be avoided. One of the difficulties with 
gaining acceptance for the existence of dissociative splitting and especially 
dissociative disorders has been an absence of studies demonstrating a scien-
tific basis for such dramatic, difficult-to-treat symptoms. Theories of parts 
tend to be metaphorical rather than biologically or brain-based. In the dis-
sociative disorders world, the explanatory hypothesis has historically been 
stress-related: when events are traumatic, the theory asserts, they exceed the 
brain’s capacity to tolerate or process them as wholes. Therefore, they must 
be split or compartmentalized so that overwhelming event memories are 
shared by dissociated parts of the same age, each carrying some portion of the 
memory. In this model, each part is viewed as a repository of memory, repre-
senting the history of the client at a specific time. In treatment, the parts are 
encouraged to “download” or disclose their memories so that the “host” can 
share their pain and accept their shared past. Only then could the parts begin 
fusing into one homogenized whole (Putnam, 1989). Although this hypothe-
sis makes intuitive sense to many clinicians and clients, it lacks the scientific 
validity necessary to overcome the skepticism and disowning of dissociation 
by the mental health world.

Another theory is that multiplicity is normal, that all human beings have 
multi-consciousness rather than uni-consciousness. A mindfulness-based ap-
proach to understanding parts based on this hypothesis is Internal Family 
Systems or IFS (Schwartz, 1995; 2001). Known for its compassionate tone 
and cultivation of mindful awareness, IFS also depends upon a metaphorical 
theory, this one based on intrapsychic defenses: the “not-me” child is termed 
an “exile,” hidden from conscious awareness by the activity of “managers.” 
When the manager parts do not offer enough protection to keep exiles out of 
awareness, acting out by another set of parts, the “firefighters,” creates dis-
traction and crisis. Healing occurs in the IFS model when the exiled parts 
are reclaimed, can feel safe enough with “self,” the higher self of the client, to 
share the disowned memories and be “unburdened” of the painful emotions 
and beliefs connected to the trauma.

But to bring credibility to such a controversial “not us” topic as dissociation, 
good clinical models without a theoretical basis are not sufficient. It took the 
neuroscience revolution to provide a scientific explanation for the concept of 
“splitting” and even to the terminology of “parts of the self.” It has taken years 
of research to challenge the fixed negative beliefs about dissociation and dis-
sociative disorders so prevalent in the field (Brand et al., 2016).

Compartmentalization under Stress: Exploiting  
the Fault Lines

A biological basis for understanding compartmentalization under stress lies 
in the brain’s innate “fault lines,” the fact that its functions are tied to and 
governed by different regions and differentiated structures within each re-
gion (Van der Hart et al., 2004). One “fault line” for splitting available even 
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at birth is the right hemisphere-left hemisphere split. Though children are 
born with both left and right hemispheres, they are right brain dominant 
for most of childhood (Cozolino, 2002; Schore, 2001). The slower develop-
ing left brain has spurts of growth around the age of language development 
and again at adolescence, but the development of left brain dominance is 
only achieved very gradually over the course of the first eighteen years of 
life. In addition, the corpus callosum, the part of the brain that makes pos-
sible right brain-left brain communication, also develops slowly and only 
becomes fully elaborated around the age of twelve (Cozolino, 2002; Teicher, 
2004). Thus, in the early years of childhood, right brain experience is rela-
tively independent of left brain experience, lending itself to splitting should 
the need arise. Studying brain development in children and adolescents, 
Martin Teicher has observed a correlation between a history of abuse and/
or neglect and under-development of the corpus callosum compared to nor-
mal controls (2004), which would also support the hypothesis that trauma is 
associated with independent development of right and left hemispheres and 
that deficits in communication between the two brains may hinder right-left 
integration, leaving clients with “two brains” (Gazzaniga, 2015) instead of 
one integrated brain.

The “split-brain research” of the 1970s (Gazzaniga, 2015) was the first re-
search to show the degree to which left and right hemispheres of the brain 
operate independently and quite differently. “Split-brain” research refers 
to studying patients whose right and left hemispheres have been separated 
by injury or surgery or who have suffered damage to the corpus callosum. 
Although these patients demonstrate that there seems to be some shared 
knowledge available to both hemispheres, only the left hemisphere uses lan-
guage to describe experience and information, while the right hemisphere 
is more visual, better able to recognize differences and similarities between 
stimuli but lacking words to describe it. The right hemisphere tends to re-
member episodically and implicitly, whereas the left is specialized for autobi-
ographical memory and acquired knowledge. But the left hemisphere’s ability 
to encode information verbally does not imply that its recollection of events 
is more “accurate.” “The left hemisphere has a tendency to grasp the gist of a 
situation, make an inference that fits in well with the general schema of the 
event, and toss out anything that does not. This elaboration has a deleterious 
effect on accuracy but usually makes it easier to process new information. The 
right hemisphere does not do this. It is totally truthful and only identifies the 
original [information]” (Gazzaniga, 2015, p. 152); that is, the right hemisphere 
does not “forget” the nonverbal aspects of experience and does not interpret it. 
Emotions, these researchers discovered, are experienced on both sides of the 
brain but can only be verbalized by the left hemisphere; the right hemisphere 
might act on the emotion but could not describe it in words. And without an 
exchange of information via the corpus callosum, researchers observed that 
the left hemisphere might have no memory of the right hemisphere’s emotion- 
driven actions and reactions.
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Attachment research has also contributed to the literature supporting the 
concept of an innate tendency to compartmentalize under stress. In longi-
tudinal studies of attachment behavior (Lyons-Ruth et al., 2006; Solomon & 
George, 1999; Solomon & Siegel, 2003), researchers have demonstrated that 
children with disorganized attachment status at age one are significantly more 
likely to exhibit dissociative symptoms by age 19 and/or to be diagnosed with 
borderline personality disorder or dissociative identity disorder in adulthood. 
When attachment figures are abusive, the child’s only source of safety and 
protection becomes simultaneously the source of immediate danger, leaving 
the child caught between two conflicting sets of instincts. On the one hand, 
they are driven by the attachment instinct to seek proximity, comfort, and 
protection from attachment figures. On the other, they are driven by equally 
strong animal defense instincts to freeze, fight, flee, or submit or dissociate 
before they get too close to the frightening parent. Liotti (1999) hypothesizes 
that dissociative splitting is necessitated to manage this irresolvable struggle 
between two such strong emotional and physical drives and two very differ-
ent internal working models: biologically, the attachment figure automatically 
elicits the cry for help response or proximity-seeking drive, yet approaching 
abusive or threatening adults also elicits fear and fight and flight responses.

Van der Hart, Nijenhuis, and Steele (2004; 2006) cite yet another set of fault 
lines along which dissociative compartmentalization can occur: the “action 
systems” or drives that propel the stages of child development and adap-
tation to the environment. One set of drives can be seen in children’s innate 
propensity to attach, explore, play, and develop social engagement and collab-
oration skills and then, as older children and adults, learn to regulate their 
bodily needs, mate and reproduce, and care for the next generation (Panksepp, 
1998; Van der Hart et al., 2006). Equally, though, children have to depend 
upon their instinctive animal defenses (hypervigilance, cry for help, fight and 
flight, freeze, collapse and submission) to quickly inhibit exploration, social 
engagement, and regulating functions to ensure automatic self-protective 
behavior. For children raised in unsafe environments, both types of action 
system are necessary in response to changing internal and external demands: 
for example, going to school requires a part of the personality that can explore, 
pay attention in class, learn, and socially engage with peers and teachers. At 
home, with parents who may be withdrawn or neglectful at some times and 
violent at others, the ability to rapidly shift from state to state as needed to deal 
with different threats could be essential: for example, in response to the sound 
of the abuser’s voice or footsteps, panic or fear could alert the individual to 
danger. Playfulness might lift the parent’s irritable mood and facilitate a pos-
itive connection by making him or her laugh (social engagement). At times, 
it might be helpful to capitalize on the submission response to become the 
precociously responsible child who tries to protect younger siblings in the face 
of the violent behavior, but at other times, it could be safer to rely on hyper-
vigilance, staying “on guard,” carefully observing the parents’ mood, and re-
acting in whatever ways best defend against their “frightened or frightening” 
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behavior. These patterns of compartmentalization can be conceptualized as 
trauma-related procedural learning: it is safer to adapt using a system of selves 
rather than becoming a fully integrated “self.”

Extrapolating from the observations by Charles Myers of “shell-shocked” 
World War I veterans, Van der Hart and colleagues (2004) labeled these dif-
ferent drives or systems “part(s) of the personality.” Although “part of the per-
sonality” remains a very controversial term in the mental health world, it has 
certain advantages: first, use of the word “part” clearly suggests that there is a 
whole person and personality—of which we are studying just one piece. Sec-
ondly, it is a word so commonly used to describe normal ambivalence or inner 
conflicts (e.g., “Part of me wants to eat that piece of cake so badly, but another 
part won’t let me”) that it is easily adopted by clients. And lastly, research has 
demonstrated the propensity of the brain to develop neural networks hold-
ing related neural pathways that consistently “fire” together, and these neural 
systems often encode complex systems of traits or systems (Schore, 2001) that 
represent aspects of our personalities or ways of being. For example, if neural 
pathways activating the proximity drive fire consistently in the presence of 
the attachment figure, along with neural pathway holding feelings of loneli-
ness and yearning for comfort and a neural network holding the tendency to 
believe that “she loves me—she would never hurt me,” the result might be a 
neural system representing a young child part of the personality with a tod-
dler’s yearning for comfort and closeness along with the magical thinking that 
the attachment figure will be safe and loving, yet also the uneasy feeling that 
something is not right. Such neural systems can be complex with a subjective 
sense of identity or can be a simpler collection of traits associated with differ-
ent roles played by the individual.

Van der Hart et al. (2006) borrowed the language of Myers in describing the 
aspect of self driven by daily life priorities as the “apparently normal part of the 
personality” and parts driven by animal defense responses as the “emotional 
parts of the personality,” or, individually, the fight, flight, freeze, submit, 
or attach for survival parts. In this book, I will use terms that I have found 
more useful in clinical practice: the “going on with normal life part” and the 
“trauma- related parts” of the personality. In avoiding the words, “apparently 
normal,” my goal is to emphasize the positive evolutionary function of parts 
of us driven to survive or persevere and to challenge clients’ tendencies to see 
their ability to function as a “false self” and their trauma-related responses as 
the “true self.” In addition, emphasizing the positive aims and goals of the “nor-
mal life” part encourages clients to strengthen their ability to regulate the tu-
multuous emotions and autonomic dysregulation of the animal defense- related 
parts, rather than either trying to ignore them or interpreting them as “the 
true self.” Connecting different parts to the survival responses that drive their 
actions and reactions challenges the client’s automatic shame and self-doubt: 
experiences of feeling rage make more sense when tied to a “fight part” trig-
gered by an act of unfairness; automatic passivity and the inability to say “no” 
feels less shameful when connected to a young child submit part whose sense 
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of safety is tied to pleasing others or feeling “less than.” The concept that each 
part represents a way of surviving dangerous conditions, that each represents 
a different approach to self-protection, gives meaning and dignity to the frag-
mentation. The parts in this view are not repositories of memory; they were 
a means of surviving the ‘worst of the worst,’ not a means of remembering 
it. As I often say to my clients, “We wouldn’t be sitting here together today if 
each part had not done its job well, if each hadn’t helped you to survive.” But 
as carriers of our instinctive survival responses, the parts remain poised for 
the next threat or the next trauma-related trigger for decades after “it” is over.

Recognizing the Signs of Structurally Dissociated Parts

Just as each individual responds to trauma differently, we would expect each 
client’s structurally dissociated personality system to be unique. Clients whose 
histories of chronic trauma and/or multiple types of abuse and/or neglect 
necessitated more complex structural dissociation are likely to have a well- 
developed going on with normal life self and several different parts driven 
by the survival responses of fight, flight, freeze, submission, or cry for help. 
But even in these clients, fragmentation can be more subtle and permeable or 
more dramatic and rigid: some clients (e.g., those carrying PTSD or bipolar II 
diagnoses) might shift between clear-cut states (sometimes irritable, some-
times depressed, at other times anxious). Clients with borderline personality 
disorder might present at times as regressed and clinging; at other times, cold 
and angry; then, at still other times, hopeless and passively suicidal, while all 
the while functioning fairly well at work. With mild to moderate dissociative 
disorder not otherwise specified (DDNOS), the therapist might encounter 
clearly observable compartmentalization and some difficulty with memory 
(e.g., not clearly recalling the intense anger and aggressive behavior of their 
fight parts or the neediness of a young child part with separation anxiety). 
In clients with dissociative identity disorder (DID), not only will the number 
of trauma-related parts tend to be greater overall, but these clients are more 
likely to have other subparts serving the priorities associated with the going 
on with normal life self, for example, a professional self, a parenting part, or 
a part with special talents or social skills. In addition, as the neural systems 
governing each part become more elaborated and autonomous, DID clients 
start to exhibit switching and time loss as they are “hijacked” by parts who, 
when triggered, act outside the conscious awareness of the going on with normal 
life self.

While updating her curriculum vita, Celia, a successful organizational 
consultant, was surprised to discover that she had won an award in 
1990 for which she had no memory. Not only could she not recall 
winning it, she couldn’t recall what she had done to deserve it! Annie 
also discovered disturbing evidence of missing time and dissociative 
hijacking when she received a letter from her oldest friend asking 
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her never to contact him again under any circumstances. “I will never 
forgive you for what you said to me last week—it was cruel, and I don’t 
want to be hurt anymore.” Lacking a memory of having spoken to him 
recently, she could not imagine why ‘she’ had been angry at him and 
what ‘she’ could have said that upset him so much.

Characteristically, while the going on with normal life part tries to carry on 
(functioning at a job, raising the children, organizing home life, even tak-
ing up meaningful personal and professional goals), other parts serving the 
 animal defense functions of fight, flight, freeze, submit, and “cling” or attach 
for survival continue to be activated by trauma-related stimuli, resulting in 
hypervigilance and mistrust, overwhelming emotions, incapacitating depres-
sion or anxiety, self-destructive behavior, and fear or hopelessness about the 
future, that is, the difficulties that often lead clients to seek psychotherapy.

Symptoms as Communications from Parts

Many clients come for treatment after being flooded or “hijacked” by the 
trauma responses and implicit memories of the animal defense-related 
parts; others come when their attempts to disconnect or deny these trauma 
responses lead to chronic depression or depersonalization. Although some 
clients may present with diagnosable dissociative disorders, many more will 
come to  therapy with trauma-related symptoms that appear initially straight-
forward, such as PTSD, anxiety and mood disorders, or personality disorders. 
However, certain symptoms can alert us to the presence of underlying struc-
tural dissociation: for example, see the following.

Signs of Internal Splitting

The client functions highly at work when stimulated by “positive triggers” 
(work assignments, collaboration with peers, responsibilities) while regress-
ing at home or in personal relationships because of the trauma triggers asso-
ciated with those environments. Or the client might report alternating fears 
of abandonment followed by pushing away those who try to get close or a ten-
dency to initially idealize others followed by disillusionment and anger when 
they fail the client in some way. The fears of abandonment represent commu-
nications of the attach or cry for help part as closeness to others exacerbates 
that part’s separation anxiety; the pushing away is the response of a fight 
part activated by the risk of vulnerability or hurt. Splitting often manifests in 
paradoxical behavior: fears of triggers might be intense, while the client lacks 
appropriate fears for real threats; the client plans a family vacation for the 
following summer while simultaneously ruminating on her determination 
to suicide; or he describes himself as “enlightened,” kind, and reasonable, 
while family and friends portray the client as typically angry, arrogant, and 
demanding.
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Treatment History

The client reports a number of previous treatments that have resulted in little 
progress or clarity, or describes those treatments as rocky and tumultuous or 
having ended in some unusually dramatic way. The therapist or previous ther-
apists report feeling “in over my head,” “inadequate for what he or she needs,” 
“don’t have the skills,” while the client reports fearing therapist abandonment 
more than therapeutic inadequacy.

Somatic Symptoms

Unusual pain sensitivity or uncharacteristically high pain tolerance, stress- 
related headaches, eye blinking or drooping, narcoleptic symptoms, even 
physical symptoms with no diagnosable medical cause can be trauma- 
related or a symptom of dissociative activity. One of the most common 
indicators of structural dissociation is atypical or non-responsiveness to 
psychopharmacological medications (Anderson, 2014). In these instances, 
parts are communicating somatically: blinking or drooping of the eyelids of-
ten signals dissociative switching; a collapsed left shoulder and a tense, raised 
right shoulder might be evidence of a submissive part on the non-dominant 
side of the body and a part ready to fight connected to the physically stronger 
dominant side of the body.

“Regressive” Behavior or Thinking

Sometimes, the client’s body language seems more typical of a young child 
than an adult of his or her chronological age: he or she might appear shy, 
collapsed, fearful, unable to tolerate being seen, or unable to make eye con-
tact. The message might be: “I’m scared—don’t hurt me” or “Please notice 
me—please like me” or “Please don’t leave me.” Verbal and cognitive style can 
also reveal the presence of younger parts of the self: concrete or black/white 
thinking, words or style of expression more typical of a child than an adult. 
Children use shorter sentences, express themes related to separation, caring, 
and fairness, and are more likely to feel empathically failed when not well 
understood.

Patterns of Indecision or Self-Sabotage

Often misinterpreted as “ambivalence,” a client’s inability to make small ev-
eryday decisions or problems with carrying out his or her expressed intentions 
can reflect conflicts between parts with opposite aims. Often this phenome-
non manifests in frequent changes of job, career, or relationship, or a history 
of success in life alternating with self-sabotage or inexplicable failure, high 
functioning alternating with decompensation, hard work being suddenly un-
done by self-destructive actions. Very crucial life decisions can be involved, 
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but often this pattern appears in difficulties in daily living such as an inability 
to choose what to wear in the morning, what to eat for breakfast, or whether 
to keep a date with a friend for lunch.

Memory Symptoms

While memory gaps and “time loss” are cardinal symptoms of dissociative 
disorders, more subtle memory problems can be indicative of structural dis-
sociation. For example, all of the following memory issues are common man-
ifestations of parts activity: difficulty remembering how time was spent in a 
day, difficulty remembering conversations or the focus of therapy sessions, 
“black outs,” getting lost while driving somewhere familiar (such as going 
home from work), forgetting well-learned skills (such as how to drive), or en-
gaging in behavior one does not recall.

Patterns of Self-Destructive and Addictive Behavior

Many studies have demonstrated correlations between suicidality and self-
harm and addictive behavior with a history of trauma, so it should not be 
surprising that therapists encounter traumatized clients who struggle against 
their own self-destructive behavior. My assumption is that unsafe behavior 
consistently reflects the activation of fight and flight-driven parts by trauma- 
related triggers. While the going on with normal life self of the client seeks 
therapy because he or she is committed to life, to wanting “all the things every-
one wants,” fight parts engage in high-risk behavior or attempt to harm the 
body or end life in the effort to get relief from the implicit memories at any 
cost. Parts driven by the flight response tend to engage in eating disorders 
that result in numbing or addictive behavior that alters consciousness, allow-
ing distance from unbearable feelings and flashbacks. Fight-related parts are 
prone to more violent actions, whether aggression toward others or self-harm 
and suicidal behavior. In a pilot study using the structural dissociation model 
with a group of severely symptomatic inpatients hospitalized for 2–10 years to 
prevent intentional or unintentional suicide, six of the eight subjects demon-
strated marked improvement after a year of psychoeducationally based treat-
ment focused on identifying the parts connected to the unsafe behavior and 
strengthening the ability of the going on with normal life self to identify and 
separate from the impulses of self- destructive parts (Fisher, in press).

By the time the trauma survivor appears at our doorstep, the neurobiolog-
ical and psychological effects of a dysregulated autonomic nervous system, 
disorganized attachment patterns, and structurally dissociated parts will 
have become a set of well-entrenched, familiar, habitual responses. He or she 
will be unconsciously driven by post-traumatic implicit procedural learning 
activated by trauma-related triggers. The symptoms and triggered reactions 
now will be so familiar and automatic that, subjectively, they feel like “just 
who I am.” Although apparently unrelated to the past, these “just who I am” 
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responses are the conveyors of a narrative that cannot be fully remembered or 
put into words, a history held by different parts of the personality with differ-
ent perspectives, triggers, and survival responses.

For Gillian, the anger, shame, and hopelessness she felt at age 26 
had that quality: she didn’t have to account for why she felt those 
feelings because they were so familiar, so much a part of her. She 
didn’t think to be curious about how fearless she could become when 
angry or how quickly shame and hopelessness could take over her 
body and stop her words in mid-sentence. Nor was she curious about 
how confident she was in her ability as an artist, unafraid to market 
her work yet so afraid of displeasing people in personal relationships. 
Gillian didn’t even feel alarmed by what her therapist called the “sui-
cidal part”; she simply accepted as normal her strong wish not to live. 
Normal life was a distant memory— something that had once been 
important to her—but now long gone. She didn’t see the subtle but 
meaningful signs that her going on with normal life part was still alive 
and well and had always been, even during the worst of times. She 
was still a wise, mature mother figure for her little sister and the emo-
tional support of her mother—a role that gave her a sense of control 
over the chaos in the family. Secondly, she had used her aesthetic 
and creative abilities as a safe haven as a child—that was the side 
of her with which she identified as “the good side,” leading her to be-
come a professional ceramicist in her early twenties. She minimized 
it: “Hey, if I didn’t have an alcoholic mother, I’d probably go in for 
drugs, so I’m addicted to making things—so what?”

As Gillian attests, trauma survivors all too often develop other symptoms 
that represent neurobiologically regulating attempts to cope with the trauma: 
self-injury and suicidality, risk-taking, re-enactment behavior, caretaking and 
self-sacrifice, revictimization, and addictive behavior. All of these behaviors 
represent different ways of modulating a dysregulated nervous system and pre-
paring for the next threat: self-injury and planning suicide induce adrenaline- 
related responses of power, icy calm, control, and physical strength but also a 
relaxation effect from increased production of endorphins; restricting, bing-
ing and purging, and overeating all induce emotional and bodily numbing; 
and addictive behaviors can be tailored to evoke either numbing or increased 
arousal or a combination of both. Historically, in the mental health field, we 
have addressed these issues first by stabilizing unsafe behavior and then treat-
ing the traumatic events. But narrative memories are connected to intense 
states of autonomic arousal. Because the activation “readies” us for danger, 
remembering is likely to reactivate self-destructive impulses. Even “thinking 
about thinking about” the memories (Ogden et al., 2016) is often enough to 
cause a reactivation of the nervous system as if the events were recurring in the 
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here-and-now. The neurobiological research and a better understanding of the 
somatic legacy of trauma advise us to take a new and different course in treat-
ment (Van der Kolk, 2014; Ogden et al., 2006). (See Chapter 2 on Understanding 
Parts, Understanding Traumatic Responses and Chapter 7 on Working with 
Suicidal, Self-Destructive, Eating Disordered, and Addicted Parts.)

Helping Clients and Their Parts “Be Here” Now

When their symptoms represent implicit memories held by trauma-related 
parts expressing emergency and survival responses, individuals continue to 
feel unsafe, and their parts continue to defend, as if threatened now. When 
trauma responses are misinterpreted in these ways, it threatens the parts: it 
feels like proof that they are endangered, defective, or trapped in a hopeless 
situation. Once again, the felt sense is that they are in danger, alone, without 
protection. Our first priority in treatment must be to challenge this subjective 
perception that their symptoms are indicative of current danger or proof of 
their defectiveness or “just who they are.” Therapists need to counteract the ha-
bitually triggered danger signals and trauma responses by calling attention to 
these reactions as communications from parts. When clients are provided with 
psychoeducation about structural dissociation, encouraged to become mind-
ful and curious instead of reactive, helped to develop new responses to triggers, 
they begin to build the capacity to self-regulate and to “be here now.” Then, by 
pacing the exploration of the past in such a way that the autonomic nervous 
system gets a chance to experience regulation instead of dysregulation, clients 
can experience moments of what I call “being present in the present,” moments 
of feeling calm in the body, being able to think clearly, knowing they are safe.

In the next chapter, we will explore how to understand the issues and symp-
toms described by our clients as manifestations of the “living legacy” of trauma. 
Without an understanding of post-traumatic implicit memory or structural 
dissociation, not knowing they have been triggered by some cue reminiscent of 
the past, they interpret fear, shame, and anger as signs of imminent danger or 
deep-seated inadequacy. It can be a relief to discover that their stuckness, resis-
tance, chronic depression, fear of change, entrenched fear and self-hatred, crisis 
and conflict, even suicidality all can be communications from parts who fear 
for their lives, unaware that the dangers they are bracing against are now in the 
past. Disappointment, criticism, closeness, or distance, even authority figures, 
may no longer be life-threatening, but each nonetheless evokes trauma-related 
implicit memories and the parts that hold them. Helping clients learn to be-
come curious and interested in their symptoms and able to identify the voices 
that speak through their reactions can change their relationship to themselves 
and to the past from one of shame and dread to one of compassion. Know-
ing that each part is charged with the mission to survive, each in its own way, 
helps clients to see that how they survived was more crucial than how they were 
victimized. Understanding how each part participated in survival  increases 
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the sense of “we, together” and challenges the sense of being abandoned and 
alone. Feeling warmth and empathy for young wounded selves feels healing 
and comforting.
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“When the images and sensations of experience remain in ‘implicit-only’ 
form …, they remain in unassembled neural disarray, not tagged as 
 representations derived from the past … Such implicit-only memories 
continue to shape the subjective feeling we have of our here-and-now 
 realities, the sense of who we are moment to moment, but this influence is 
not accessible to our awareness.”

(Siegel, 2010, p. 154)

Trauma often leaves its legacy in ways that don’t fit traditional diagnostic or 
treatment molds. Rather than finding relief in disclosing their secrets, clients 
feel ashamed, mistrustful, or exposed. Instead of feeling better, they expe-
rience difficulty remembering or generalizing their new learning outside of 
 therapy and return like Winnie the Pooh to the very same place over and over. 
Or there is no one “she” or “he” with whom the therapist can work. The  agitated, 
angry client of last week is often replaced by someone who is  depressed, shut 
down, unable to say more than a few dark words. Then, the next week, plans 
for the future are the subject of discussion rather than  despair and  suicide. 
When we mention last week’s disclosure of sexual abuse, the client is surprised; 
the disclosure has been forgotten as if it hadn’t occurred. Whereas, last week, 
therapy was the client’s only safe place, today it feels unsafe and threatening. 
Worse yet, the determination to change has given way to the fear of change. 
Not only is the therapist confused by these shifting states of mind, so too is 
the client.

In the context of life threat, survival is a necessity. Being able to consciously 
witness the experience, preserve a sense of time, place, and identity, and 
clearly encode a memory of what happened frame-by-frame is an unnecessary 
luxury when human beings are in immediate danger. Faced with  potential 
threat, the brain and body instinctively mobilize the emergency stress  response, 
preparing the individual to take action: fleeing, fighting, ducking, and hiding. 
As danger cues are perceived by the sensory system, a chain reaction of neuro-
chemical events is set in motion. The amygdala (a structure that serves as the 
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brain’s smoke detector and fire alarm) begins to “fire” more rapidly, activating 
another limbic system structure, the hypothalamus, to initiate an adrenaline 
release to “turn on” the sympathetic nervous system. As the adrenaline release 
speeds up heart rate and respiration to increase oxygen flow to muscle tissue, 
the body prepares to engage fight-flight impulses. The individual feels braced 
and strong; the events unfold in slow motion; an icy calm replaces fear; the 
eyes narrow; and the body prepares for action, clenching fists, engaging the 
leg muscles, biceps, and shoulders. As fight and flight responses unfold, re-
lease of another neurochemical, cortisol, begins to activate reciprocal activity 
in the parasympathetic nervous system. The parasympathetic system is best 
known for its role in recuperation, rest, and states of calm and is often referred 
to as an “energy conservation system” in contrast to the “energy expending” 
sympathetic system (Ogden et al., 2006). As the body mobilizes for fight and 
flight, the parasympathetic system prepares the body to freeze (like a deer 
in the headlights) to avoid exposure or to submit or “feign death” (Porges, 
2011) if the individual is trapped with no way out, no way to defend. The para-
sympathetic system also helps the body recover from the massive expenditure 
of energy involved in fighting and fleeing, facilitating feelings of depletion, 
 exhaustion, “just need to sleep,” or numbing.

In traumatogenic environments where the threat of danger is ever-present, 
it is more adaptive for both children and adults when their bodies are condi-
tioned to maintain a readiness for potential danger. These automatic patterns 
of response may be sympathetically activated (biased toward hypervigilance, 
high arousal, readiness to take action, impulsivity) or parasympathetically 
dominant (without energy, exhausted, slowed, numb, disconnected, hopeless 
and helpless). For children or victims of domestic violence who endure day-in-
day-out conditions of threat or for whom being seen and not heard is the safest 
adaptation, it is common to see parasympathetic patterns of passivity, slowed 
thinking, and depression or shame dominating the individual’s experience. 
In sympathetically dominant clients, it is more typical to see hyperactivity, 
reactivity, feelings of anger or fear, a readiness to act first and think later, and 
mistrust or hypervigilance.

Because survival depends upon sympathetic highs and parasympathetic 
lows to drive animal defense responses, these clients’ nervous systems have 
been conditioned to dysregulate under stress. The parts connected to sym-
pathetic arousal (fight and flight parts, the attach part, and the freeze part) 
and those connected to parasympathetic arousal (submit, the going on with 
normal life self) are primed for activation as the nervous system responds 
to triggers. Under traumatic conditions, individuals fail to develop or lose 
the capacity for a “window of tolerance” (Ogden et al., 2006; Siegel, 1999). 
The  “window of tolerance” refers to the individual’s bandwidth or capacity to 
tolerate intense emotions at the sympathetic end and bored, numb, or “low” 
feelings at the parasympathetic end. Because most threatening conditions for 
traumatized children are recurrent or “enduring” (Saakvitne, 2000), there is 
generally very little opportunity to develop a window of tolerance. To adapt, 
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their bodies have had to be on high alert, ready for action, or to be discon-
nected, numb, passive, and able to endure whatever comes. When they are 
triggered later in childhood or as adults, their nervous systems are already 
conditioned to activate the same autonomic responses and animal defenses 
that served them best as children (Ogden et al., 2006). As Grigsby and Stevens 
(2000) stress, “An activity that previously has been adaptive is likely to recur 
because the brain functions automatically, but probabilistically, to produce 
that [same] behavior in similar circumstances” (p. 51). The body’s instinct to 
prepare for the next threat, while ensuring survival, is inconsistent with the 
opportunity to recover from what has just happened, to feel a sense of “it’s 
over now,” or to reset the nervous system to a calm, resting state. Years later, 
clients often report a feeling of anxiety when they begin to access feelings of 
calm: “It feels so weird,” they complain, “I’m not comfortable with it.”

In addition, when the autonomic nervous system is repeatedly activated, 
the hippocampus (the part of the brain responsible for putting experience into 
chronological order and perspective preparatory to being transferred to ver-
bal memory areas) is suppressed (Van der Kolk, 2014). Without a functioning 
hippocampus or prefrontal cortex, the individual is deprived of an opportu-
nity to witness what happened or to process it and is left instead with only the 
 “sensory elements [of the experience] … unintegrated and unattached” (Van der 
Kolk, Hopper, & Osterman, 2001). For the very worst of human  experiences, 
the body’s survival responses have impeded the mind and body from making 
meaning of what has happened. Survivors are left with a confusing array of un-
finished neurobiological responses and “raw data,” i.e., the overwhelming feel-
ings, physical reactions, intrusive images, sounds, and smells associated with the 
event encoded as implicit memories and therefore unrecognizable as “memory.”

With the advent of brain scan technology in the mid-1990s, it became pos-
sible to study traumatic memory by observing the brain’s response to “script-
driven provocation,” a type of research in which subjects recall the details of 
a specific trauma while their brain activity is scanned and recorded. Bessel 
van der Kolk (2014; 1994) had been arguing for years that “the body keeps the 
score:” that traumatic memories did not resolve as did ordinary memories be-
cause they were physiologically driven rather than subject to deliberate recall. 
He believed that this underlying physiology accounted for the occurrence of 
“re-enactment behavior” in trauma patients and a host of other symptoms 
we associate with post-traumatic stress disorder (PTSD). In addition, most 
trauma survivors tended to have either too many unbidden intrusive memo-
ries or “not enough” memory to feel certain of what happened, very different 
from their memories of ordinary events that could be willingly recalled.

The brain scan research slowly but surely revealed the causes of these 
unique characteristics of traumatic memory: when research subjects recalled 
a traumatic event in their own words, the language and narrative areas of 
the prefrontal cortex became inactive, while emotional memory centers in 
the right hemisphere limbic system, especially the amygdala, became highly 
activated. With the left hemisphere language centers inhibited, these subjects 
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were speechless, leaving the amygdala to “fire” (i.e., stimulate an emergency 
stress response) unchecked—as if the event were happening all over again. 
This research thus confirmed another characteristic of traumatic memory: 
even if it could not be deliberately retrieved and verbalized, it could be ac-
tivated by triggers (i.e., stimuli in some direct or indirect way connected to 
traumatic events), even decades after the events were over. Gillian provides us 
with a good example of these characteristics of traumatic memory.

Gillian’s traumatic experiences of 10 years before were reflected in 
triggered implicit memory states: swings from anger to numbing, 
shame and self-doubt, difficulty attaching to others but also difficulty 
tolerating aloneness or separation, feeling overwhelmed and wanting 
to die “to get it over with.” She didn’t remember clearly her mother’s 
neglect or older brother’s incestuous behavior, and she would never 
have thought to connect her  extreme feelings to the events she could 
recall, but as a 26-year-old still  living in her parents’ home, she was 
constantly triggered by  apparently  benign stimuli. Though her mother 
was now less depressed and her brother was an adult and out of the 
home, the house was full of “landmines.” The most innocuous stim-
uli (e.g., being alone in the house, not being “heard” when she tried 
to express her feelings, disappointment that no one understood her) 
evoked strong feelings that she still wasn’t “safe.”

Uninvited Remembering

As difficult as it can be to deliberately recall traumatic experiences as a past 
event, the brain’s “negativity bias” (Hanson, 2014), its tendency to perceive and 
prioritize negative stimuli more quickly than positive stimuli, results in long-
term sensitivity to all cues related to previous danger. Even very subtle cues 
(e.g., Gillian’s being alone at home or feeling disappointed) can stimulate the 
implicit memories and inadvertent uninvited “remembering.” Without stimu-
lus discrimination, unavailable when the prefrontal cortex is inhibited, the body 
responds as if the individual was facing life-or-death threat now. It  instinctively 
mobilizes the same survival defense responses as if the client were in immediate 
danger. For survivors of trauma now in their 40s, 50s, and 60s, this reactiva-
tion of memory via triggers has been especially costly. Many have been victims 
of triggering for many more years than they were exposed to the actual trau-
matic events. Without awareness that their triggered responses are evidence of 
body and emotional memory, they “believe” the pounding heartbeat, burning 
shame, braced muscles, inability to breathe, numbing, and/or explosive rage are 
signs that they are in danger. When it becomes clear that they are not at risk, 
other fears arise: maybe they are going crazy, or have proof they are defective, or 
maybe they are just going through the motions of life “pretending.” On the ba-
sis of this “evidence,” many traumatized individuals isolate and withdraw, end 
healthy relationships prematurely or explosively, or can’t end unhealthy ones. 
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Many function but avoid living life fully to reduce their exposure to triggers, 
and others engage in self-destructive behavior to manage the overwhelming 
feelings and activation, only to feel more damaged and defective.

“Remembering” Actions and Reactions

With a more scientific understanding of the neurobiology of trauma, trau-
matic memory can now be understood as a highly complex phenomenon. How 
each individual encodes memories of the traumatic past is unique and differ-
ent, but what each has in common is the way in which memory is fragmented 
and unintegrated. Some trauma survivors have more explicit memories for 
events; some have little to none. All have a host of implicit memories, includ-
ing trauma-related emotions, autonomic arousal responses, muscle and body 
memories, cognitive distortions, and visceral memories, as well as tactile- 
olfactory-visual and auditory memories.

And to a greater or lesser degree, all “remember” via trauma-related proce-
dural or conditioned learning (Grigsby & Stevens, 2000), too. The procedural 
memory system is a subset of implicit or nonverbal memory that encodes 
 function, action, and habit: that is, riding a bike, driving a car, social behavior 
like shaking hands or smiling on greeting others, and well-learned abilities from 
playing the piano to playing golf or tennis. Survival “habits” are also  encoded 
as procedurally learned behavior—for example, tendencies to automatically 
 disconnect from strong emotion or to feel overwhelmed by it,  difficulty making 
eye contact, need for a certain physical proximity or distance from others, with-
drawal or isolation, difficulty asking for help or disclosing feelings and personal 
information, a tendency to say “too much” or “too little,” phobias of emotions or 
emotional expression, avoidance of having one’s back to others or to doors and 
windows, habits of freezing, fighting or fleeing in response to stress or triggers.

To the extent that the individual has difficulty identifying implicit emotional, 
physical, or procedural memories as “memory,” reality-testing can  become 
 compromised, creating a kind of self-triggering. When particular people or 
 situations are experienced as unsafe, there is a tendency for them to become 
 “demonized,” that is, to become associated with danger or menace. Once the 
trigger is also a trigger, the body responds to it as a danger signal in its own right; 
the prefrontal cortex shuts down; and there is no witnessing brain to discriminate 
memory from present reality. Gillian’s fear of helping professionals illustrates how 
 innocuous or even positive stimuli can become  associated with a sense of threat 
and thereafter experienced as dangerous. It also demonstrates that if the implicit 
memories and trauma responses are associated with a child part, reality-testing 
will be even more challenging because a child part’s cognitive style, limited by the 
age or developmental stage of that part, is likely to be more concrete.

Gillian developed a fear of therapy and therapists in her early teens: 
as the family’s identified patient, she was sent to one therapist after 
another to be “fixed.” None of them “got” what her behavior was com-
municating about her mother’s alcoholism or her brother’s abuse and 
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focused on strengthening her relationship with her family by getting 
her to be more compliant. “Not being understood,” “not being heard,” 
or “no one getting it” are all very powerful triggers for traumatized indi-
viduals. Without realizing it, the therapists’ automatic assumption that 
this was a healthy but overly permissive family with a challenging child 
made them triggering stimuli and therefore dangerous. Isolated from 
her peers, the “best friend” of her fragile mother, dependent on her 
father’s financial assistance, and triggered by the helping professionals, 
Gillian regarded therapy as a dangerous place she had to navigate 
rather than as a source of help and safety. Had she known that her 
fear was a communication from a young child part that longed for help 
but was triggered by the failure of former therapists to “believe her,” 
Gillian would have been able to make a connection between the past 
and present. She might even have felt protective of this little girl and 
tried to stand up for “her.” She might have been able to reassure the 
child that, even if no one else did, Gillian believed her unquestionably. 
Gillian knew what had happened. She might even have been able to 
tell the little girl that not being understood or believed was hurtful but it 
wasn’t dangerous—as long as she was in Gillian’s care.

For trauma treatment to be effective, no matter what methods we employ, 
survivors have to be able to integrate past and present. Concretely, this step 
requires education: about what traumatic memory is and is not, about trig-
gers and triggering stimuli, about learning to accurately label triggered states 
(“this is a feeling memory”—“a body memory”), and cultivating the ability 
to trust that triggered states “tell the story” of the past without the necessity 
to either recall or avoid recalling specific incidents. When the therapist can 
also help clients connect implicit memory states to young parts of the self, 
it is easier to address them as a record of old dangers instead of signs of cur-
rent threat. Also, when the triggered sensations, emotions, and images are 
reframed as “the child part’s feelings,” clients are better able to tolerate their 
intensity. Feeling compassion or protectiveness for younger selves also helps 
the clients to feel their “big-ness,” to appreciate the physical size differences, 
the adult capabilities and resources, and the greater respect which individuals 
are accorded as adults and the greater safety it enables them to count on.

Finding “Now,” Not “Then”

It is not difficult for traumatized individuals to re-experience the past, ex-
plicitly or implicitly. What is more challenging is how to “be here now” when 
one’s body is communicating “danger, danger—red alert!” We now know 
that, as important as it is to acknowledge the past, it is even more crucial for 
traumatized individuals to stay connected to present time: “Right now, I can 
feel my feet—I can see where I am—this is just a moment—it will pass.” The 
past does not have to be denied or avoided. It simply is (Rothschild, in press). 
 Acknowledging the past without exploring it or observing the past intruding 
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into present experience is very validating for traumatized clients: “Of course 
you are sensitive to disappointment! After a childhood of neglect and false 
promises, who wouldn’t be sensitive to disappointment?” Acknowledgment of 
the past while lingering in the awareness of the present is much more helpful 
to clients in the early stages of therapy than exploring the past in detail and 
inadvertently evoking its implicit components.

When the implicit aspects of memory reactivate the sense of danger “now” 
instead of conveying that we are remembering dangers that are over, we can’t 
look back on the past. There is no vantage point in the here-and-now from 
which to look back and view what happened “then.” Rather than remembering 
what happened, once thought to be the goal of trauma treatment, we know 
now that resolution of the past requires transforming the memories. As  Bessel 
van der Kolk wrote over 20 years ago, “[The] goal of treatment is to find a way 
in which people can acknowledge the reality of what has happened  without 
having to re-experience the trauma all over again. For this to occur, merely 
uncovering memories is not enough: they need to be modified and trans-
formed, i.e., placed in their proper context and reconstructed into neutral or 
meaningful narratives. Thus, in therapy, memory paradoxically becomes an 
act of creation, rather than the static recording of events …” (Van der Kolk, 
Van der Hart, & Burbridge, 1995, p. 2).

“Transformation” or “reconstruction” of traumatic memory occurs as the 
individual’s relationship to both the implicit and explicit memories undergoes 
change, as tolerance for triggered or dysregulated states expands so that he or 
she can “be here now,” live more fully in the present, and slowly reorganize the 
unprocessed implicit elements into a new narrative that, as Donald Meichenbaum 
(2012) says, tells a “healing story.”
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“We think that by protecting ourselves from suffering we are being kind 
to ourselves. The truth is, we only become more fearful, more hardened, 
and more alienated. We experience ourselves as being separate from the 
whole. This separateness becomes like a prison for us, a prison that re-
stricts us to our personal hopes and fears and to caring only for the people 
nearest to us. Curiously enough, if we primarily try to shield ourselves 
from discomfort, we suffer. Yet when we don’t close off and we let our 
hearts break, we discover our kinship with all beings.”

(Pema Chodren, 2008, p. xxxx)

In the aftermath of trauma, individuals’ symptoms and difficulties reflect how 
their minds and bodies once tried to adapt to circumstances beyond their con-
trol. “Not feeling alive in the present” might have once served as an antidote to 
the threat of annihilation: if we don’t feel alive, the threat loses its power to ter-
rify us. Depression might once have provided a cushion against disappointment 
and being overwhelmed. Hypervigilance enables even children to stand guard 
over themselves. Numbing and loss of interest allow the individual protection 
against grief and disappointment: if you don’t care, it doesn’t matter anymore. 
Anger pushes others away before they cause harm or, worse yet, before the sur-
vivor develops an attachment to them. It would be rare in the mental health 
treatment world to think of these symptoms as adaptive strategies made pos-
sible by the body’s instinctive survival defenses. But from a neurobiologically 
informed perspective, they are “survival resources” (Ogden et al., 2006), ways 
that the body and mind adapted for optimal survival in a dangerous world. In 
the worst of circumstances, our survival resources save us—at a cost. By dis-
owning the trauma, or the anger, or the need for contact with others, we lose 
or deny important aspects of ourselves. By over- identifying with the trauma- 
related shame, hopelessness, and fear of being seen, we constrict our lives and 
make ourselves smaller than we need to be. Both strategies, adaptive in a time 
of danger, become liabilities when the individual is ready to live a “life after 
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trauma,” free of the constrictions and restrictions needed for living in a trau-
matogenic environment.

In the absence of a context of meaning (i.e., a narrative) to explain their 
bewildering reactions, afraid to be curious or even more afraid to face the 
events that created a need for these responses, clients assume the worst: they 
are crazy or damaged or inadequate. Without specialized training in trauma, 
most therapists would not know to be curious about differentiating normal 
emotional responses from traumatic reactions, desperate communications 
from parts, ingenious survival strategies, or implicit memories. Because the 
client presents in crisis or chaos with emotional pain or signs of a “mental 
disorder,” we feel a responsibility to diminish or alleviate the symptoms—
curious about their origin in the childhood past perhaps but not necessarily 
curious about their role or their original purpose.

When the therapist subsequently encounters “resistance” or trauma treat-
ments become “stuck,” our theoretical models make meaning of it, but rarely 
do these theories assume a creative, adaptive explanation. When clients con-
tinue to live from crisis to crisis or complain that they are not improving in 
therapy nor have energy for change, one hypothesis might be that they are 
“help-rejecting complainers” or “passive-aggressive.” Or the therapist might 
theorize that these clients are “borderline,” “attention-seeking,” or manip-
ulative, “acting out” for some secondary gain. The ashamed, chronically 
depressed client might be described as having “low self-esteem.” Whether ob-
jectively accurate or not, these types of interpretations have gained clinicians 
little in terms of practical or successful client interventions for trauma.

Working with the Neurobiological Legacy of Trauma

In a neurobiologically informed treatment, a different set of theoretical prin-
ciples guides our thinking. The root causes of the client’s difficulty, we now 
know, is not just the original event but the reactivation of implicit memories 
by trauma-related stimuli that mobilize the emergency stress response as if 
the individual were in danger again (Van der Kolk, 2014). A trauma-informed 
treatment therefore focuses on recognizing and working in present time with 
the spontaneous evoking of implicit memory and animal defense survival re-
sponses rather than on creating a verbal narrative of past experiences. But 
since implicit memories encoded in nonverbal areas of the brain are subjec-
tively experienced as emotional and physical reactions not distinguishable 
as “memory,” the first task of therapy is often to help clients recognize and 
“befriend” their triggered reactions, rather than react to them with alarm, 
avoidance, or negative interpretations.

Many traumatized clients come to therapy with unusually difficult, pain-
ful histories: severe childhood physical, emotional and/or sexual abuse, ne-
glect, abandonment at an early age, abuse/neglect coupled with other types of 
trauma, multiple perpetrators, or sadistic and malevolent abuse accompanied 
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by mind control practices, child pornography, or forced witnessing of vio-
lence. These complex histories often are accompanied by “borderline” pre-
sentations, more severe compartmentalization, and dissociative disorders or 
by more severe self-destructive, suicidal, and addictive behavior—or both. 
For over twenty years, the “gold standard” of trauma therapy has been the 
Phase-Oriented Treatment Model (Ogden & Fisher, 2015; Van der Hart, 
Nijenhuis, & Steele, 2006; Herman, 1992), a sequential approach in which the 
consequences of autonomic dysregulation are treated first and then, only after 
a period of symptom stabilization, the traumatic memories and their implicit 
components are addressed. Only when the past is no longer “alive” in the cli-
ent’s body can integration of past and present, child and adult, part and whole 
be completed. But for clients with chronic, multi-layered trauma histories 
and severe dissociative symptoms, dysregulated unsafe behavior, or chronic 
stuckness, the goal of stabilization can be elusive. Years of treatment focused 
on self-regulation and avoidance of traumatic content sometimes leads only 
to small steps forward—or bigger steps forward followed by setback after set-
back. For fear of exacerbating the dysregulation, the therapist might inad-
vertently collude with the client’s tendencies to ignore the trauma; or fearing 
empathic failure, the therapist might make the opposite mistake: allowing 
clients to say too much and, then having triggered themselves, become over-
whelmed or unsafe. Often, the therapist comes to feel equally overwhelmed 
by the conflicting challenges of helping the client stabilize while also feeling 
heard and validated and to resolve the past.

A Multi-Consciousness Approach to Treatment

A parts approach offers some new possibilities for addressing these challenges. 
First and foremost, working with symptoms as manifestations of parts allows 
the therapist to incorporate mindfulness-based practices: helping clients “no-
tice” their experience rather than “get in touch with it.” In traumatized clients, 
the heightened intensity (or numbing) caused by autonomic dysregulation 
makes “getting in touch with feelings” either overwhelming or deadening, ei-
ther of which can evoke anxiety, depression, or impulsive behavior. “Noticing” 
as in mindful awareness allows the client to achieve “dual awareness,” the abil-
ity to stay connected to the emotional or somatic experience while also observ-
ing it from a very slight mindful distance. Secondly, a parts approach allows us 
to titrate emotions or memories: if one part is overwhelmed by emotional pain, 
other parts of the mind and body can be calm, curious, or even empathic. If 
one part is remembering something alarming or devastating, other parts can 
offer support, validation, or comfort. As meditation practices, clinical hypno-
sis, and other uses of mindfulness attest, the human brain is capable of hold-
ing multiple states of consciousness “in mind” simultaneously, and this ability 
has important therapeutic uses. The left hemisphere is associated with more 
positive moods and the right hemisphere with more negative states (Hanson, 
2014); the medial prefrontal cortex supports an observing consciousness that 
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enables us to “hover above” whatever we are feeling so it can be experienced as 
a feeling in the body rather than lead to retraumatization (Van der Kolk, 2014). 
Using “dual awareness,” we have the capacity to fully inhabit the present mo-
ment: to feel our feet on the ground through awareness of body sensation while 
our visual perception takes in details of the room in which we are sitting— 
while, in the same moment, we can evoke an image from an earlier time in our 
lives that takes us “back there” to a state-specific memory.

Describing these phenomena using the language of the brain, however, 
would not have the same result as does using the language of parts. To say, 
“I can sense my medial prefrontal cortex is curious about the negative mood 
state connected to the right subcortical areas of my brain” does not evoke in-
terest, emotional connection, or self-compassion. When the therapist teaches 
clients to observe, “I can sense in myself some curiosity about the depressed 
part’s sadness,” they are more connected and attuned to their emotions and 
sensations—the first step toward achieving the ability to have compassion for 
themselves. Research shows that when the medial prefrontal cortex is acti-
vated, there is a decrease in activity in the right hemisphere amygdala (Van 
der Kolk, 2014). It is most likely activation of the amygdala by trauma-related 
triggers that results in flashbacks, intrusive implicit memories, automatic 
animal defense responses, or parasympathetic responses of disconnection, 
numbing, or spacing out.

Pathogenic Kernels of Memory

If the purpose of modern trauma therapy is no longer to treat traumatic 
events, what should be the focus?

Van der Hart, Nijenhuis, and Steele (2006) have suggested that trauma 
treatment prioritize the effects or “pathogenic kernels” of the trauma, that is, 
those aspects of the post-traumatic legacy that still exert a traumatic effect on 
the client or constrict full participation in normal life even to this day. For 
example,

Even after years of therapy, Annie was still afraid to leave the house, 
resulting in a pattern of isolation—even though she hated feeling 
alone and lonely and stuck in the house. Although Annie was aware 
that it was safe in her small rural town, the shaking and trembling she 
experienced each time she tried to go out seemed more “real” than 
her factually based appraisal of her environment.

When I asked her, “What would have happened if you walked out 
the door in the home you grew up in?” she replied, “Anyone could get 
me—anyone.” There was a long pause. “No wonder I can’t even open 
the front door now—it wasn’t safe even to peek out my mother’s door 
back then!”

Though differentiating the implicit memory from factual reality gave 
her insight, it did not change her ability to leave the house—because 
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the implicit memory was held not by Annie but by a structurally disso-
ciated young part of her. Once we identified the part “who is afraid to 
leave the house,” I asked Annie to inquire of the part, “Ask her if she’d 
be willing to show you a picture that would help you understand what 
she’s afraid will happen if you walk out this door …” An image immedi-
ately came up connected to the experience of having been kidnapped 
at the age of seven. “Is that what you’re afraid of?” she asked the child 
part. She could feel her head wanting to nod. “Did you think it could 
happen again?” Another nod. Spontaneously, Annie said to the part, 
“Did you know that can’t happen at my house?” She felt her head 
nodding again. “Do you know why? Because I’m too big now, and no 
one can see you because you’re inside me.” She could feel a sense 
of relief and tension relaxing in her body each time she said again, 
“No one can see you—they only see me because you’re safe inside.”

Although there were many different traumatic events connected to the kid-
napping, the “pathogenic kernel” that continued to affect her life and distort 
her reality was the experience of being away from home and alone—that is, 
what led up to the kidnapping. As we worked on ways of demonstrating to 
the part that Annie was too big to be kidnapped, such as measuring Annie’s 
height on the door jam and asking the little girl to show us how tall she was, 
the words that consistently regulated the little part were the words, “They 
can’t see you because you’re inside me! All they can see is my big, tall body.”

Another pathogenic kernel was the absence of a protective adult who would 
have supervised a seven-year-old that night and made sure no one would take 
her. That also needed to be addressed.

Unless her parts felt that someone cared about her/them, Annie 
disclosed, she had trouble feeling any safety even in her home—or 
in her body— because their fears were so intense. As the parts ex-
plained to her, “If someone cares about you, they watch over you 
to make sure nothing happens.” In her previous therapy, Annie had 
complied with the therapist’s insistence that she repeatedly recall and 
re-experience the traumatic events, stimulating recurrent flashbacks 
in and out of therapy. She remembered wanting to tell the therapist 
that the excavation of memory was making her worse. But, under the 
influence of young “attach for survival” parts wanting the therapist to 
care about them, she just did as the therapist said.

Influenced by widespread belief in the “talking cure,” the pioneers in the trauma 
field initially assumed that creation of a narrative and being able to “tell the story” 
to a witness were sufficient to process “what happened” and resolve the symp-
toms (Rothschild, in press). A corollary assumption was that the worst effects on 
the individual would be dictated by the worst aspects or details of the trauma. 
Therefore, one might think it important to process those “worst” memories.
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These assumptions leave therapists trained to use the phase-oriented treat-
ment model in a quandary: while it does not feel empathically attuned to ask 
clients to avoid telling their stories, the prioritizing of stabilization requires 
focusing away from traumatic events. On the other hand, meeting the client’s 
“need to ‘get it out’” is also risky. The former risks empathic failure; the latter 
risks destabilization. What does the therapist do when caught between “a rock 
and a hard place?”

Acknowledging the Past Without Exploring It

When we start to understand traumatic memory from a neurobiological 
perspective, client memories do not have to be avoided or discharged. We 
simply have to help clients develop a different relationship to both their ex-
plicit and implicit memories. It is the details of memory and chronological 
scene-by-scene retelling that activates associated implicit memories, dysreg-
ulates the nervous system, and can have a retraumatizing effect on the client. 
Acknowledging the trauma or implicit triggered memories is never unsafe, 
especially when we allude to the “bad things that happened” in a more general 
way without vivifying the details of them or using triggering language, such 
as “rape,” “incest,” or “penetration.” When the therapist alludes to the “unsafe 
world you grew up in,” or “the years when nowhere was safe,” most clients feel 
validated and supported. This kind of matter-of-fact acknowledgment of the 
past often calms the traumatized nervous system rather than activating it: it 
conveys, “Someone knows how it was.”

In addition, when they talk about a traumatic event, therapist and client 
have a choice of focus: they can concentrate on the experience of horror (most 
likely to trigger implicit memories), or on the victimization and objectifica-
tion (most likely to trigger shame), or they can bring attention to how the 
individual survived. How did he adapt to a traumatogenic environment? How 
did she “fight” or “flee” without incurring more punishment? How did he get 
up and go to school the next morning?

Annie’s fear of leaving the house and the need to have proximity to 
a protective figure were reflections of how she survived: via hyper-
vigilant anticipation of danger, constriction of her activities to what 
was safe, and a focus on pleasing people and gaining their loyalty. 
Though other parts longed to be a part of “normal life” and yearned 
for closer connections to others, the fearful agoraphobic 7-year-old 
had been dictating defensive avoidance for many years. As Annie 
learned to correctly interpret “her” fear of leaving the house as a com-
munication from a frightened little girl, she could more easily work 
with her “agoraphobia.” She began by bringing up images of the door 
the little part was afraid to open (i.e., the door of her childhood home) 
and praising the seven-year-old for figuring out that she should never, 
ever, ever open that door. Then Annie would call up images of the 
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door in her own home that she wanted to open to a safe neighbor-
hood and community. She visualized taking hold of the seven-year-
old’s hand, somatically communicating that she was there and would 
not let anyone harm her. Over many weeks of Annie’s patient reas-
surance and help in orienting her to the present by focusing on the 
images, this young child part was increasingly able to trust that the 
door she and Annie opened was not the same door that had once led 
to a dangerous world.

A Different Approach to Traumatic Memory

In today’s trauma treatment world, therapist and client have many more 
choices when it comes to treating traumatic memory. We can choose what 
kind of memory to treat: implicit or explicit memory? Memories of dehuman-
izing events or memories of ingenious survival? Memories as held by parts? 
Cognitive schemas? Incomplete actions? Or procedural memories of habitual 
actions and reactions? We can touch on memory by acknowledging it, naming 
it as a part’s memory or as an implicit feeling or body memory. The therapist 
can help the client observe how it continues to exert its effects through patho-
genic kernels that may or may not have any obvious connection to narrative. 
What is different is that the therapist no longer has to be focused preferentially 
on becoming a witness to the client’s narrative regardless of its effects on his or 
her symptoms and stability. Instead, the trauma therapist’s job is to create in 
the therapy hour a neurobiologically regulating environment that enables the 
client’s nervous system to experience greater safety and therefore an expanded 
capacity for tolerating both past and present experience (Ogden et al., 2006).

A Different Kind of Witness

Although many clients are relieved to know that “telling the story” is a choice 
but not a requirement of the therapy, some profess a longing or intense feel-
ing of need to tell someone “what happened.” A neurobiologically informed 
therapist can also bear witness to the individual’s story but in a different way 
than in traditional models. As witness in a psychodynamic approach, the 
therapist is a receptive listener who can tolerate hearing the story, even its 
horrifying details, and still “be there” for the storyteller. A good witness in 
this approach never interrupts even when the client becomes autonomically 
activated or makes meaning of the events by constructing a “self-defeating 
narrative” (Meichenbaum, 2012), such as “it was my fault.” In a neurobiolog-
ically oriented world, this approach raises concerns: a story told chronologi-
cally and in detail to a silent witness is more likely to trigger trauma-related 
autonomic responses and implicit memories, reactivating the neural networks 
as if the client were again in danger. As a silent listener without a way to keep 
track of the client’s autonomic dysregulation or cortical activity, we have no 
way to know: is the client overwhelmed? Is the client able to mentalize and 
thereby witness being witnessed? Or is the prefrontal cortex shut down? If 
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clients are dysregulated and cortically inhibited, they cannot take away a cor-
rective memory or coherent narrative of having been heard.

Differentiating Past from Present

The ability to differentiate being triggered and being threatened is key to 
trauma treatment. We have to know we are safe now in order to effectively 
process how unsafe it was then. The therapist has to be curious: can this client 
differentiate objectively between a trauma and a trigger? Or does he inter-
pret the triggering as “danger now”? Without education about the phenom-
enon of implicit memory and a prefrontal cortex capable of taking in this 
new information, post-traumatic dysregulation, hypervigilance, impulsivity, 
and/or shutdown will be repeatedly reinforced by the simple phenomenon of 
triggering. In the example below, Sheila insisted that telling her story was the 
only way she could resolve the intense pressure she felt inside that kept com-
municating to her: “I have to tell someone.”

After setting a particular appointment time for this important moment 
of “telling,” Sheila arrived a few minutes late, a little breathless. First, 
I invited her to take a moment to let her breath settle: “We have all the 
time we need—all the time in the world,” I said slowly and gently (a 
technique drawn from Sensorimotor Psychotherapy [Ogden & Fisher, 
2015]). “Take your time … and while you’re getting your breath back, 
let’s talk for a few minutes about this important process you want to 
have today. I know it’s something you’ve felt an intense need for … 
to be heard and believed. But it is also going to bring up a lot. I just 
want to be sure that it’s OK if I interrupt you from time to time—to ask 
how you’re doing, check on how your nervous system is coping, or 
slow things down so you can settle. It’s my philosophy: on my watch, 
I don’t want the telling of your story to be retraumatizing, so I might be 
annoying from time to time because I am going to interrupt to make 
sure that doesn’t happen. Is that OK?” (Getting the client’s explicit 
permission for an intervention is another important principle of treat-
ment in Sensorimotor Psychotherapy.)

Sheila begins to describe the environment in which the abuse took 
place: “My mother was not the right match for my super-intellectual 
father— she wanted nice clothes and pretty things—he was frugal 
and worried about money. He didn’t like conflict or emotionality; she 
was always highly emotional. It was hard to be around her because 
she’d suddenly go into a rage.” Seeing her activation rising as she re-
called her mother’s rages, and noticing how little she was breathing, 
I interrupted.

Me: “How are you doing right now, Sheila? That’s a lot to remember.”
Sheila: “I’m a little overwhelmed but managing OK—when I was 

talking about my mother and her anger, I suddenly remembered 
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something: she used to beat me when I was ‘too emotional,’ es-
pecially if I cried or I got angry … She could cry and scream at 
me, but I couldn’t scream back.”

Me: “She could yell, but you couldn’t … [I mirrored her words so she 
could hear them and take them in.] And you were just a little 
girl …”

Sheila: [begins to cry]
Me [speaking as she is crying]: “Yes, lots of feelings coming up— 

painful feelings?” [She nods] “Of course … You were just a  little 
girl, and you couldn’t get mad and you couldn’t cry … lots of 
feelings there. … Just notice, though: right here, right now, that 
 little girl inside is crying, and no one is getting mad at her … You 
and I are hearing her cry and hearing her feelings, and we’re 
not mad … we feel for her … Ask her to notice that it’s different 
here—it’s different with you and me. Right this minute, she’s be-
ing heard and we are feeling for her.”

In a more traditional psychodynamic approach, the therapist would most likely 
have spoken less and certainly interrupted less. But all of the “interruptions” 
had a purpose: to help Sheila stay “here” instead of going “there,” to help her 
slow down and pay attention to her breathing and activation, to keep her pre-
frontal cortex online to make sure she could witness being witnessed, and to 
provide a different experience, an antidote, for her young child self.

Witnessing Being Witnessed

To achieve the purpose of witnessing, it is of crucial importance to remem-
ber that the longing to be heard may be a natural human response to having 
to keep terrible secrets, but it is also an implicit memory. Few children “tell 
their stories” to someone at the time of the abuse, leaving a feeling memory of 
the longing or impulse to tell that was never satisfied. Often, the clients who 
are desperate “to tell” are being driven by that implicit memory. In addition, 
the wish to tell or be heard does not guarantee that client can remain fully 
present in the moment when activated by the details of the narrative. The syn-
drome of “post-traumatic stress disorder” reflects the degree to which trau-
matic reactions can intrude upon and “upstage” the experience of “being here 
now.” The research (Van der Kolk, 2014) is clear that trauma-related stimuli, 
including one’s own narrative, stimulates the body to alarm responses, animal 
defense reactions, and inhibition of prefrontal activity—all of which prevent 
witnessing the therapist’s attentive presence. In Sensorimotor Psychotherapy 
(Ogden & Fisher, 2015), the therapist periodically directs the client’s attention 
back to the present moment by asking clients to: “Pause for a moment and just 
notice what’s happening right now: you are telling your story … and I’m hear-
ing you … I’m hearing you and I believe you … Notice what that’s like to feel 
me here with you, listening to you … and believing you.” In a parts approach, 



Changing Roles for Client and Therapist 51

I might ask: “What’s it like for the parts to hear those words, ‘I believe you’?” 
In Sensorimotor Psychotherapy, the therapist would next ask, “What happens 
in your body when you notice that?” Or “What happens inside when I say the 
words, ‘I hear you, and I believe you’?”

I can also bring the client’s attention to the difference between now and 
then: “I am hearing you, and … I believe you,” “I’m hearing you, and I’m not 
angry,” “I’m hearing you and I’m not going away,” “I hear you, and I am not 
shocked, not horrified … Just notice that. What’s it like to have someone hear 
you without shock or horror?” At these moments of recognition (when the 
client can experience how different “now” is, how attentively someone listens 
now, how it feels to be believed), the old experience is changed: there is a dif-
ferent ending to the story now—and that changes the feelings inside.

The Therapist as “Auxiliary Cortex” and Educator

In a neurobiologically informed treatment approach, the issues presented 
by traumatized clients are seen as stemming from dysregulated autonomic 
arousal, implicit memories, disorganized attachment, and structural dissoci-
ation, requiring that the therapist play a somewhat different role in the treat-
ment. In traditional models, it has always been assumed that individuals had 
access to words that could describe the traumatic experiences but without the 
opportunity to express them.

In the light of the neuroscience research, however, that assumption has to 
be re-examined. Brain scan evidence on traumatic recall of events is clear 
that traumatic memory evokes “speechless terror” and experiences “beyond 
words” (Ogden & Fisher, 2015; Van der Kolk, 2014), not a clear-cut narrative 
that can be verbalized. In brain scan studies, narrative recall resulted in inhib-
ited cortical activity, including inhibition of expressive language centers in the 
left brain, leaving the subjects “speechless,” while the limbic system, especially 
the right hemisphere amygdala, became highly active (Van der Kolk & Fisler, 
1995). These findings describe what therapists often observe in traumatized 
clients: when the prefrontal cortex, inhibited by autonomic responses to trau-
matic memory, cuts them off from language areas of the brain, their ability 
to observe even their own experience verbally and sequentially is lost. The 
overwhelming emotions and physical impact are too big to be captured by 
language. After the events are over, many victims attempt to put words to what 
has happened but can only approximate a “feeling of what happened” biased by 
whatever meaning-making they have attached to the event (Damasio, 1999). 
Often these stories are distorted by the experience of degradation, humilia-
tion, terror, and abandonment: they do not capture the event itself but rather 
how the victims experienced themselves as a result of it. Shame, feeling dirty 
or disgusting, or painfully exposed is not a description of an event. They are 
the implicit memories of the effects of that event on them.

A neurobiologically informed therapist is aware that clients do not know 
these facts about traumatic remembering. They have not read the brain scan 
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research, and do not know why they can’t remember at all or why they re-
member only in fragments that feel “unreal,” or why they feel so much shame 
or are afraid of remembering at all. They experience themselves as crazy or 
inadequate or damaged without understanding the role of the trauma in bias-
ing their interpretations. Without the words and without a template to make 
meaning of what has happened, let alone understand the resulting symptoms, 
our clients will not be able to make headway in therapy or in their normal 
lives. It therefore becomes imperative for the therapist to act as an educator 
and temporary “auxiliary cortex” (Diamond, Balvin, & Diamond, 1963, p. 46). 
When the therapist is willing to reinterpret the client’s “self-defeating story” 
and give it psychoeducationally informed meaning, it has a different effect than 
providing empathy or challenging distorted cognitions. When the therapist 
provides a template for understanding the trauma-related symptoms or the 
phenomenon of triggering, and makes sense of their prefrontal shutdown and 
animal defenses, clients are reassured that there is logic to their actions and 
reactions: what I call “trauma logic.” Lillian provides us with an illustration 
of these issues and how I dealt with them on the occasion of our first meeting.

Seventy years old and a recently retired pediatrician, Lillian appeared 
barely able to walk, even with the help of her son who had set up 
a consultation to “find out what’s wrong with my mother.” Shaking, 
trembling, her head hanging, she made her way into the office and 
sat on the couch, rocking back and forth like a small child. “All I can 
say is I feel like a frightened child, and I don’t know why,” she said. 
“I’m afraid of my own shadow—I can’t look at you—I can’t go out of 
the house by myself.”

I asked, “When did this frightened child appear? When did the fear 
begin?”

After a terrifying childhood, Lillian described herself as having be-
come a headstrong, independent young adult, determined to become 
a doctor and help children around the world. That fearlessness per-
sisted for many decades: in her pediatric career, raising her children 
as a single mother, and then volunteering for Doctors Without Borders 
after retirement. Then she came home from Africa at the age of 70 
without a job, structure, or a cause. “I was just alone in the house all 
day—I felt lonely and useless and of no value—and then the fear 
started.”

I said excitedly, “I just realized what must have happened, Lillian—
can I tell you the story about what is going on right now?”

She nodded.
“A very brave young woman left home fifty years ago, walked away 

from the trauma and the intimidation, and she never looked back. There 
was a lot of trauma in her body—a lot of traumatized young parts—
but she had a strong drive to build a normal life, and she did! With 
that strong, determined normal life self, she created a family, chose a 
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career, and even fulfilled her goal of helping children just as afraid as 
she was once. She never looked back—even once. But after the return 
from Africa, there were no more goals for the normal life part to pursue, 
no more people to help or kids to raise—nothing to keep her going. The 
empty house and the loneliness triggered the young traumatized parts 
she’d been able to ignore for so many years. Triggered by being alone 
in the house, they began to have intense feeling and body memories of 
feeling hopeless, unlovable, alone, and, most of all, scared out of their 
minds. This fear you are having is a memory, their feeling memory of 
what it was like to be in their home—in your family’s home.”

“What do I do?” she asked.

Me: “Think as a mother and a pediatrician for a moment: what do we 
do when a child is feeling scared and doesn’t know she’s safe? 
When the scary feeling is a memory?”

lillian: “We’d reassure her that she’s safe …”
Me: “OK, and what would you do if she didn’t believe you right away?”
lillian: “We’d have to tell her over and over again—tell her that we’re 

there, that nothing can hurt her now.”
Me: “You know children well, don’t you? Yes, you’d have to tell her 

over and over, wouldn’t you? Can you start now? Just tell her with 
your feelings and your body that you’re here.”

Lillian was quiet for a moment, then she chuckled: “Smart kid—she 
says if there’s nothing scary happening, why am I so scared?”

Me: “Explain to her that you did get scared—you got frightened when 
she got scared—always tell the truth to her because no one ever 
did that before.”

Lillian was quiet again, her attention inside: “She likes me admitting 
that I got scared, too, but then I told her that I looked around, and 
nothing bad was happening. And that is why I came here today even 
though I was scared.”

Me: “Right—it isn’t that grownups never get scared, but they do some-
thing different with their fear than kids do.”

lillian: “Yeah, and now I have to remember not to get scared when 
she gets scared.”

Me: “That’s right—you don’t want to blend with her fear—because 
then she has no one. You want her to have access to your confi-
dence and courage so it will be there for her, too.”

In this single session, it was immediately clear to me that Lillian’s return from 
Africa had stimulated a flooding of implicit memories of terror, loneliness, 
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shame, and fears of abandonment. She had neither the knowledge base nor the 
words to explain her sudden transformation from confident globe-trotter to 
quivering child other than “I feel like a frightened child.” Notice that the ther-
apist/educator does not hesitate to make psychoeducational meaning of the 
client’s symptoms and story, to introduce words like “trigger,” “part,” “feeling 
memory,” “dysregulation.” A therapist/educator does not deflect or interpret 
a question such as, “What do I do?” Knowing that the question is a request 
from the normal life self for a roadmap, the therapist provides both concrete 
information and the opportunity to experiment with using it.

Clearly, Lillian’s frightened part had “hijacked the body” (Ogden & Fisher, 
2015), inhibiting her prefrontal cortex from being able to conceptualize an 
answer to the question, “What is wrong with me?” If the therapist’s role is to 
educate, rather than elicit the client’s interpretation of what is wrong, then 
this question provides an opportunity to teach the client about autonomic 
dysregulation, implicit memory, and structural dissociation. Lillian’s descrip-
tion, “I’ve turned into a frightened child,” immediately opened the door to 
the discussion of child parts, and although it was only the second or third 
sentence she uttered, I did not hesitate to say, “Yes, you have. You’ve been 
 hijacked by a very young, very scared little girl.” Another client might have 
described it as, “My body is running amuck—I can’t sleep, I can’t stop shaking, 
I am paralyzed,” calling for psychoeducation about the body’s participation in 
 trauma-related symptoms. Some narratives might have emphasized deficien-
cies: “I’ve fallen apart—I’m so ashamed—I don’t want anyone to see me like 
this—I’ll never be the person I used to be.” For clients with shame-related cog-
nitive schemas, psychoeducation becomes imperative to help them disidentify 
from the self-defeating story of failure and inadequacy. They will need educa-
tion about their symptoms: “Yes, it feels as if you’ve fallen apart, and you don’t 
want anyone to see you. The good news is that you haven’t fallen apart—your 
body is just remembering feeling broken, shattered. The shame is a feeling 
memory, too, that often helps keep children safer.” When clients lament that 
they’ll never “be the person I used to be,” they can often be reassured that the 
“person I used to be” is alive and well in their left hemispheres. They are expe-
riencing “limbic hijacking,” which inhibits cortical functioning and thereby 
disconnects them from the “person I used to be.”

As illustrated in the session with Lillian, another important part of the 
therapist/educator’s role is to help clients connect not only to their vulnerabil-
ity but also to their strengths. Historically, trauma treatment has emphasized 
helping clients get in touch with vulnerable emotions of fear, grief, and shame 
and with their rage—with the expectation that grief and anger will empower, 
dissipate shame, and free them to let go of the past. However, clients often 
get stymied when the anger and grief are overwhelming rather than empow-
ering or when shame is exacerbated rather than relieved by access to grief. 
In addition, focus primarily on trauma-related emotions creates a bias in the 
treatment by leaving out a very important aspect of any traumatic experience: 
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how the child’s survival resources and animal defenses enabled him or her to 
remain intact, to “keep on keeping on.”

A Creative Adaptation to Abnormal Experience

Even when the only option is to “feign death” (go numb, pretend to be asleep, 
float up to the ceiling, or go unconscious), the body instinctively chooses the 
defensive response most likely to succeed in limiting the injury, shock, or pain. 
When we freeze, inhibit active defenses, and can’t speak, it is also adaptive: 
what could we say that wouldn’t provoke the aggressor? When children fight 
back, even if it’s a losing battle, their animal defense systems may instinctively 
assess that, in this situation, it is safer to fight than to submit—even though it 
might result in punishment. It seemed important to emphasize the strengths 
connected to Lillian’s going on with her normal life self, to reassure her that 
we can temporarily lose access to a part of the brain, but, unless we sustain a 
brain injury, those strengths are still encoded and potentially accessible. The 
intrepid, determined woman she had been most of her adult life was still intact 
and available for reconnection.

At the moment a trigger precipitates flooding of implicit memories held 
by structurally dissociated parts, the client frequently loses access to verbal 
information or conceptual thinking. For the time being, Lillian was going to 
need her therapist to be an auxiliary cortex, providing psychoeducation about 
trauma and parts, helping her “test-drive” different interventions and practice 
those that worked, and mapping out step by step how to stop the flooding and 
access her normal life self once again. Her biggest risks were going to be regres-
sion and avoidance. Without a therapy that emphasized the importance of us-
ing mindful observation, curiosity, and psychoeducation to gain access to her 
normal life self, Lillian would be at risk to “blend” with the parts (Schwartz, 
2001) and become a frightened child rather than building relationships with 
them. Or, having reconnected to her going on with her normal life self, she 
might feel so much relief that it might be tempting to ignore and suppress the 
trauma-related parts again. In the initial consultation session, it was import-
ant to establish a way of working that emphasized that she could heal and go 
on with her life—if she were willing to build a protective, caring relationship 
with her young parts by calling upon the same determination to help suffering 
children that had been her strength and motivation since her twenties.

A New Role for the Therapist: Neurobiological Regulator

In early attachment relationships, parent figures provide not only an auxiliary 
cortex for their infants but also externally mediated neurobiological regula-
tion or soothing. Successfully regulating a child’s immature nervous system is 
necessary not only for his or her sense of attunement and well-being but also 
critical for growing affect tolerance via an expanding “window of tolerance” 
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(Ogden et al., 2006; Siegel, 1999) that allows children to increasingly regulate 
and tolerate a range of emotions. Childhood neglect, trauma, early loss, wit-
nessing of violence, or “frightened and frightening” caregiving (Liotti, 2004; 
Lyons-Ruth, 2006) all interfere with attachment formation and therefore with 
developing a spacious and flexible window of tolerance that fosters resilience. 
With or without childhood trauma, adult traumatic experiences, such as 
combat, assaults, rape, and domestic violence, disrupt previously established 
autonomic patterns and prime the nervous system to respond to environmen-
tal stressors with over- or under-activity.

The result is a client who enters therapy with a dysregulated nervous system 
and a truncated window of tolerance, with a brain conditioned to activate the 
emergency stress response in the presence of trauma-related stimuli. Unless 
the therapist is prepared to offer interactive neurobiological regulation, a dys-
regulated client will encounter difficulty with some of the basic aspects of tra-
ditional psychotherapy: the request to “free-associate” or say what comes to 
mind, the ability to connect to affect, to trust the therapist’s good intentions, 
to focus, conceptualize (why he or she is there, what hopes or goals bring the 
client to therapy), connect past/present, and “sit with” whatever emotions and 
physical reactions are activated in the course of the therapeutic hour without 
hyper- or hypoarousal, dissociation, or impulsive responses. This is a chal-
lenging expectation, one for which a window of tolerance and a prefrontal 
cortex are necessary prerequisites.

At her first visit, Carla, a 45-year-old attorney, was visibly shaking as 
she described why she was there. Her speech pressured, she leaned 
forward as if ready to leap out of her chair at a moment’s notice. 
“I  haven’t been able to eat or sleep in months. My last therapist said 
she couldn’t help me, and this new one lets me out early each week 
because I get too overwhelmed to do ‘the work,’ as she calls it.” Hold-
ing out her shaking hands for me to see, she asked, “Why isn’t ‘the 
work’ helping me with all this? Why does the work have to be about 
the abuse? I don’t know how I’m managing at my job, but it’s the only 
place I almost feel like my old self.”

Talking very slowly and calmly to slow the pace of conversation, 
but with a smile to signal that things were not so bad as she felt, 
I said, “I have good news and bad news for you—which do you want 
first?” [More smiling.]

“The bad news,” Carla said, “Better to get it over with.”
“The bad news is you are flooded with trauma-related feelings 

and body memories, and your nervous system has gone through the 
roof into extreme hyperarousal. Want to hear the good news? The 
good news is that you are not going crazy! [The therapist laughs and 
smiles, and Carla does, too.] In fact, there is a very simple remedy for 
this! Would you like to hear it?

“Yes!”
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“To help your nervous system and stop the flooding of feeling mem-
ories, we need to get your frontal lobes back online. That’s why you 
feel better at work: your job requires you to think—it ‘pulls’ your pre-
frontal cortex to do what it does so well.”

In this vignette, I use a number of “tools” available to all therapists: my tone 
of voice, pacing of speech, smiling and laughing versus a serious facial ex-
pression, choice of focus (beliefs, affect, body, vulnerability, strength, parts), 
projecting a confident energy versus a questioning, more tentative energy. Fo-
cusing attention on the client’s strengths often elicits a moment of recognition 
and reconnection to resources long forgotten; reframing negative interpre-
tations or providing corrective information helps to change the story, elicit 
curiosity, and even regulate the nervous system.

To help facilitate getting her prefrontal cortex back online, I next pro-
vide some psychoeducation by reinterpreting Carla’s difficulties as 
dysregulation: “No one can think clearly or manage intense feelings 
when the nervous system is in a state of traumatic activation—it’s too 
overwhelming. So, let’s go very slowly and stay curious. I’m going to 
ask you to pause and just notice what your body is doing right now.”

“The shaking has gone down,” she observed in a less pressured 
tone. “I feel less speedy and on edge—actually, as soon as you said, 
‘we just need to get your frontal lobes back online,’ I felt better.”

“Great! Your body really responds to those words: ‘all we have to 
do is get your frontal lobes back online.’ Now, let’s be curious about 
what else gets your frontal lobes back online other than going to work. 
Over the years, has your prefrontal cortex been a resource for you?”

“Oh yes! I’m a civil rights attorney. I have to inspire people, chal-
lenge them, out-argue them, make them see what needs to be done.”

“Wonderful—your prefrontal cortex is a resource, and so is your 
sense of purpose, being more determined than the other side. Now 
we need to focus your determination on getting your frontal lobes 
back online. Here’s what I want you to do: I want you to notice when 
you’re speeding up and starting to feel more shaky and overwhelmed, 
then pause and just keep saying to yourself, ‘I’m just triggered—these 
are feeling memories’—or body memories—which do you prefer? 
Feeling memory? Or body memory?”

“Body memory—it feels like my whole body, not just my feelings.”
“Wonderful—then remind yourself that it’s just your body being 

triggered, just body memory, and then become interested and curious 
in what’s happening rather than panicking.” As the session contin-
ued, the therapist kept watching for the signs that Carla was getting 
hyperaroused again, asked her to pause periodically and then use 
her frontal lobes to be curious and interested in these body memories 
without trying to figure out to what event they were best matched. 
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Each time, the observing and curiosity slowed her down, increased 
activity in the prefrontal cortex, settled her nervous system a bit, and 
allowed her to think more clearly.

The neurobiologically astute therapist has one primary goal: to ensure that 
each intervention, including even the physical presence of the therapist, has 
a regulating effect on the client’s nervous system. We can be confident that 
trauma-related material will be dysregulating and that trusting the therapist, 
being the center of attention, revealing avoided emotions or secrets, feeling 
too close or not close enough will all be triggering. Even the proximity to 
another human being in a small, enclosed space may be activating for some 
clients. Once committed to therapy, the potential triggers keep multiplying: 
changes in schedule, not feeling “gotten,” inadequate time or words to express 
all one wants to say, disappointed hopes for some particular response, separa-
tion between sessions, distorted beliefs, and projections.

Unlike traditional models of treatment, the assumption in neurobiologi-
cally informed trauma treatment is that clients are just as likely to be dys-
regulated by therapy than to feel “safe,” more likely to come to therapy with 
limitations imposed by trauma-related hypo- or hyperarousal, sensitivity to 
triggering, and some degree of structural dissociation. The most complex 
regulating challenges are posed by clients with dissociative disorders and 
more severe structural dissociation (see Chapter 8 on Treatment Challenges: 
Dissociative Systems and Disorders).

Tessa came to her first therapy session with a very sophisticated 
question, “How does one deal with the effects of attachment trauma 
in personal relationships?” But as she talked about her new dating 
relationship, it became increasingly clear that she was describing 
structural dissociation: “I really like him, but when we’re together, I 
start feeling very ambivalent. I begin questioning: should I have come 
on this date? Should I let him hold my hand? What if he becomes 
sexual?” The picture she described suggested conflicts between sev-
eral parts: a part that liked him and longed to be his girlfriend, a part 
that pulled away and began questioning as soon as things got closer, 
a part that wanted sex, and a part disgusted and frightened by the 
thought. “So I keep my distance when we’re out taking a walk, but 
then I get home to an empty apartment, and I feel a longing for him, 
and I wish I’d let him take my hand. I hate this—I can’t think about 
anything else at home, but then I get ambivalent in his presence.”

Me: “Of course it’s a battle …” I knew that validating the normality of 
her internal conflicts would help her feel understood. “How could 
it not be? This is what relational trauma leaves as a legacy: the 
terrible longing when you’re not together and a ‘yuck, don’t get 
too close’ feeling in his presence.”
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The “of course” is said with conviction but also a softness and sad-
ness. “How could it not be?” is said with a smile that normalizes and 
lightens it. “Terrible longing” conveys the yearning in its tone; “yuck” 
is equally spoken with conviction but also toughness. Both are ex-
pressed as if each is entirely normal and to be expected.

“What generally happens next?” I ask.

TeSSa: “I don’t know … I try to be honest about my ambivalence but at 
the same time, he’s all I ever think about … Usually, these guys 
stop returning my texts and emails, and I don’t know why, so I 
get very upset and keep texting to explain myself. And then I 
get brushed off. He isn’t ready for commitment either, he’ll say. 
But what’s the ‘either’? What makes him think I’m not ready for 
commitment?” [Note that she is out of touch in this moment with 
the part of her that speaks openly to her dates about feeling 
ambivalent.]

Me: [Again, I mirror her words so she can hear herself better:] “So the 
ambivalent part discourages him, and then the part that yearns 
for connection encourages him—the guy must get very, very 
confused!” [Laughs softly.]

TeSSa: “Why do you keep talking to me like I’m some multiple person-
ality?” she suddenly says in a new gruff, irritated tone.

I use an authoritative but empathic tone: “Because I can hear both 
sides in your story, Tessa. Both sides of you are there. This is what 
happens when we have relational trauma when we’re young: a bat-
tle starts up inside whenever we might possibly, maybe get close 
to someone.” [The last few words are said with a tone of regret or 
sadness.]

If clients like Tessa are willing to embrace the structural dissociation model, 
learn to consciously and voluntarily “split off” the intense affects and assign 
them to younger, more vulnerable parts, they can achieve the necessary mind-
ful distance to feel some relief without having to resort to denial or disconnec-
tion. Only when they are able to “see” the parts in these paradoxical responses 
will they be able to begin healing their wounds. But they cannot successfully 
learn the abilities needed without help and direction from the therapist.

The Therapist as Director, Coach, and Pace-Setter

Many therapists have been carefully trained to avoid directing the treatment 
for fear that clients will become automatically compliant and lose an oppor-
tunity to get “in touch” with an inner sense of direction. But because disso-
ciative fragmentation results in multiple senses of direction and an inhibited 
prefrontal cortex, because of the risks of retraumatization or stuckness and 
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avoidance, the therapist has to be unafraid to gently direct the focus and pac-
ing of treatment.

One way of conceptualizing this aspect of the therapist’s role is to think of 
it as providing a roadmap for clients whose traumatic reactions inhibit consis-
tent access to the prefrontal cortex, leaving them confused and overwhelmed 
with no sense of direction. Or, because we are working with fragmented sys-
tems of parts, the more active role of family therapist is also a good model 
for trauma therapists, especially in the face of the need to prevent chaos and 
crisis. As family members engage in old, unhealthy patterns of behavior in the 
session, the family therapist has no choice but to guide and direct the session 
to prevent increased conflict and help family members begin to develop in-
creasing acceptance of and compassion for each other. The therapist working 
with a fragmented client is in the same role—made more challenging by the 
fact that he or she can’t actually see the other family members!

As clients are taught by the therapist to mindfully notice the child parts’ 
distress and understand it as “her” or “his” pain, they are next encouraged to 
empathize with “the child part’s feelings.” This is not always an easy step for 
clients whose way of distancing the “not me” parts has been to loathe and de-
spise their feelings. But the therapist whose compassion for the parts is genu-
ine and spontaneous can create a contagion effect, evoking compassion even 
in the client who resists. To evoke empathy for the child, the therapist has 
to ask the client to pause and be curious about this child part that is afraid, 
ashamed, or hurt and lonely. How old is he or she? Can the client see the 
part? What does he or she look like? What expression does the client see on 
that little face? Acknowledging the enormity of what this child part has ex-
perienced can also evoke compassion, as long as the therapist is clearly ask-
ing, “What kinds of things has this child experienced?” rather than “What 
happened to you at this age?” The latter is more likely to trigger implicit re-
living, while the former helps the client “see” the child as a helpless, innocent 
victim. Lastly, the client is next taught to use the resources characteristic of 
the normal life self to “help” the child parts that are so frightened and in so 
much distress.

In session after session, as clients present the issues or feelings most trou-
bling on that day, the therapist continues to ask them to notice “which part” 
is upset today and what has triggered that part. The assumption that upset is 
always a communication from a part is not a scientific fact, of course—it rep-
resents a way of relating to triggered states or implicit memories in a mindful, 
compassionate, non-pathologizing way.

Underlying this assumption is a mindfulness-related bias that noticing our 
thoughts, feelings, and body experience with interest, curiosity, and compas-
sion is likely to lead to positive change (Davis & Hayes, 2011; Ogden & Fisher, 
2015). If we as therapists consistently encourage the normal life self to take a 
mental step back, increase curiosity about the younger parts that are “having 
a hard time,” notice the bodily and emotional signs that communicate “their” 
feelings, and then experiment with what might help the parts feel safer, better 
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protected, less ashamed, we will be “processing” post-traumatic memory. 
Simply by noticing spontaneously evoked implicit memories and assigning 
the feelings to younger selves, clients can learn to feel less afraid of their trig-
gered responses and more connected to and protective of their parts, rather 
than ashamed and alienated.

The Body as a Shared Whole

When I help clients foster empathy for their vulnerable or protector parts, 
they cannot help but feel that empathy in their bodies. If I were to ask, “Do 
you feel compassion for yourself, too?” the answer would be “Absolutely not!” 
But when they say, “I feel badly for that little part—I feel sad for him [her],” 
I can observe their faces softening and their bodies relaxing a little bit. They 
can feel the empathy extended to a young child part or brave protective fight 
part, can feel the part responding positively, and it feels good inside the shared 
whole of the body. Although human beings tend to put words to experiences 
of empathy (“I feel understood—it feels like someone ‘gets it’—I feel like you 
believe me”), attunement and empathy are actually nonverbal somatic expe-
riences of warmth, relaxation, being able to breathe more deeply, and feeling 
emotionally closer and more connected.

Because, despite the presence of many parts, there is only one shared whole 
of a body, it also means that any intervention having a positive effect on body 
experience will have a positive effect in some way on each part. For example,

Ted had been “hijacked” or taken over by a depressed, ashamed 
submit part many years previously when early professional success 
unexpectedly triggered a flooding of post-traumatic implicit memory, 
sending him into a tailspin from which he had never recovered. Now, 
twenty years later, he was still depressed, still struggling to function, 
still ashamed of his “fall from grace” as he termed it. A tall, thin man, 
his shoulders and spine were collapsed; he walked with a duck-
footed awkwardness; and he tended to look down at the floor rather 
than at me. His refrain was: “You don’t understand.” He was correct 
about that: it was hard for me to understand how this bright, talented 
man had just given up and given in to the depression—until one day, 
as I listened to his self-punitive confession of the week’s failures, 
I felt myself collapse. My spine and shoulders sunk; I began to feel 
energy- less and helpless; I found myself questioning my ability as a 
therapist.

Without consciously choosing to disclose, I heard myself saying, 
“You know, Ted, as you talk, I can feel myself collapsing in my chair, 
going numb, feeling absolutely helpless, questioning my adequacy … 
I may not be as good at this as I thought I was …”

Suddenly, he sat up: “That’s how I feel!” he said. “You finally got it! 
Now you know what I’m going through.”
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Me: “I do.” [Still slumped in my chair with no energy to meet his 
energy.]

Ted: “I feel so much better now that I know you ‘get’ it!” Now he was 
sitting up with his back straight and aliveness in his face and tone 
of voice.

Me: “It seems like you felt better as soon as you sat up, though. Is it 
OK if I do that, too?” [I imitate his posture of excitement and plea-
sure] “Oh, that is so much better—thank you.”

Ted: [Sitting up even straighter with his shoulders back] “Yes, that 
does help, doesn’t it?”

Me: “Would it be OK if we stood rather than sit? Maybe that would 
help me with this hopeless feeling …” [We both stood up.]

Ted: “This is much better!” [He suddenly looked like a new person: 
more assured, more masculine, more related to me instead of 
alone in his depressive world.]

Me: “It sure is—what a difference! In you, too—it’s like your grownup 
self is standing tall and sending a whole new message to the 
depressed part!”

Ted: “I feel like a man,” he said. “It’s been a long time since I felt like a 
real man. If that makes the depressed part feel better, I’m glad.”

Me: “Maybe before, your physical collapse communicated to him that 
he was right—he should be depressed and hopeless and ques-
tion himself. Now your body is sending him a really different mes-
sage, isn’t it?”

Utilizing movement interventions drawn from Sensorimotor Psychotherapy 
(Ogden et al., 2006; Ogden & Fisher, 2015), Ted transformed his internal ex-
perience, especially that of the depressed submit part. His new body language 
communicated to the depressed part that he wasn’t a little boy alone in an 
intimidating world, that he wasn’t “less than,” and that the boy could hold his 
head high along with Ted. By combining a parts perspective with the somatic 
interventions of Sensorimotor Psychotherapy, Ted and I could work simulta-
neously with the parts and the whole, rather than feeling pressure to choose 
one approach or the other.

The Changing Role of the Therapist

Not only does a parts approach require role changes for the therapist (from 
listener to educator, from individualistically oriented to systems-oriented, 
from facilitator to role model), but so do the demands of neurobiologically 
informed trauma treatment. The emphasis on greater differentiation between 
parts as a vehicle for mindful self-observation conflicts with the prevailing 
view in the field that the therapist must de-emphasize parts language and 
emphasize that the patient is one whole person in one body. However, when 
that one mind and body is in chaos or bent on self-destructive behavior or so 
fragmented that reality-testing is compromised, the goal of treatment must 
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be to restore order and provide a period of stability during which clients can 
learn to identify the different perspectives inside them, develop more con-
scious and effective defenses, and differentiate their normal life selves from the 
impulsive, ashamed, or critical voices they hear inside. When the client reports 
many years of traditional talking therapy without the kind of progress in treat-
ment one might expect, or describes having been stuck in an ongoing internal 
conflict over months or years without much success in resolving it, or describes 
the signs of structurally dissociated parts, it should be clear that treating the 
client as one person in one integrated body has not worked. Traditional talking 
therapy approaches might work well with individuals who are less fragmented 
or traumatized, but it does not work with clients whose habits of self-alienation 
and self-rejection recreate the rejections and humiliations of childhood.

Processing Experience Instead of Events

Therapists often feel pressure to address traumatic memory as early in treat-
ment as possible because they have been taught that “trauma processing” is 
the gold standard of trauma therapy. Often unaware of changes in the stan-
dard of care in the field or familiar with new mindfulness-based treatments, 
they assume the need to access event memories.

But in the model of treatment described here, the focus is not on traumatic 
events but on the “legacy of trauma” as it is carried by the parts and continues 
to intrude even decades later into the minds, bodies, and ongoing lives of sur-
vivors. “Processing the trauma” is equated in this model with “transforming” 
how the parts have encoded the effects of the traumatic events and transform-
ing the client’s relationship to the parts from one of alienation to one of uncon-
ditional acceptance and “earned secure attachment.” For therapists with years 
of event-focused trauma treatment experience, it is often hard to shift from a 
narrative approach to a “repair” perspective. What they need to remember is 
that the event focus of the early trauma treatment field simply reflected an ex-
tension of the “talking cure” to trauma therapy (Rothschild, in press), not the 
creation of an approach specifically tailored to the in-depth understanding of 
traumatization available to therapists today (Van der Kolk, 2014).

Throughout treatment, the therapist will encounter event-related issues. 
There will inevitably be parts that want to “tell all” or parts that tell and retell 
stories of the same events over and over again. Equally likely are parts that re-
sist the therapist and the therapy in order to keep the secrets of the past intact 
or avoid “going there.” Because therapists will encounter all these different 
points of view in their clients, it helps to keep in mind that the goal in trauma 
treatment is not remembering what happened but the ability to be “here” in-
stead of “there” (Van der Kolk, 2014).

When individuals can be conscious and present in the here-and-now and 
tolerate the ups and downs and the highs and lows of normal life, they are 
ready to heal the injuries caused by the trauma—the injuries to innocence, to 
trust, to faith—the injuries to the body and the injuries to the heart and soul. 
Remembering the past is helpful only to the extent that it helps to heal rather 
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than reopen the wounds. However much remembering plays a role in trauma 
treatment, it should never be used in the service of reliving the painful past or 
asking the parts to relive it.

Remembering in fact should serve a larger purpose: to help the client “be 
here now” by transforming the past and changing the ending to each part’s 
story. Remembrance should be used as a catalyst to evoke a deeper apprecia-
tion of how the client has survived “with heart and soul intact” and a gratitude 
for all the parts that helped the client survive and now deserve to be part of a 
safe and healthy present.
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“The essence of trauma is that it is overwhelming, unbelievable, and 
unbearable. Each patient demands that we suspend our sense of what is 
normal and accept that we are dealing with a dual reality: the reality of 
a relatively secure and predictable present that lives side by side with a 
ruinous, ever-present past.”

(Van der Kolk, 2014, p. 195)

“[‘T]he self ’ who was in the camp wasn’t me, isn’t the person who is here, 
opposite you. No, it’s too unbelievable. And everything that happened to 
this other ‘self,’ the one from Auschwitz, doesn’t touch me now, doesn’t 
concern me, so distinct are deep memory and common  memory.  … 
Without this split, I wouldn’t have been able to come back to life.”

(Langer, 1991, p. 5)

The brain and body are inherently adaptive, instinctively prioritizing survival 
demands over other drives, such as socialization, exploration, sleep and rest, 
hunger and thirst, and play (Van der Hart et al., 2006; Schore, 2001). In infancy 
and early childhood, the attachment drive is an even more powerful mobilizer 
than fight/flight instincts, reflecting the child’s need to physically depend on 
parent figures. In adolescence, the balance shifts the other way: fight/flight 
responses are mobilized as or more readily than proximity-seeking behavior. 
When other defenses fail us or increase the danger, freezing and submission 
responses are automatic at all developmental stages. In the face of inescapable 
threat to life, the brain and body instinctively “feign death” (Porges, 2005), 
shutting down, going unconscious and/or limp, or “pretending to be asleep,” 
as human beings often describe it. The innate ability to neurocept or sense the 
severity of the threat is accompanied by an instinctive tendency to engage the 
safest, most effective defensive response in a given context.

In the same way, human beings instinctively seek psychological distance 
from traumatic events or from “deep memory” to avoid being overwhelmed 
by the remembrance. To keep on “keeping on,” we must psychically split off 
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from what is happening right now, what did happen a moment ago, and what 
might happen next. Whether in wartime, in a concentration camp, or in the 
context of childhood abuse and neglect, some sense of self must be kept sep-
arate from the horrifying events around us even if that self just goes through 
the motions of life. To get up each morning and face death, abandonment, as-
saults, or imprisonment requires somehow disowning the horror and fear left 
from the day before and the dread of what is to come. Disowning “the other 
one” inside is a survival response: the overwhelming feelings are no longer 
ours; that shame does not belong to us but to “him” or “her;” the white-hot 
rage and violent impulses certainly aren’t “me.” By disowning our trauma-
tized parts and/or “not me” self-states (Bromberg, 2011), by disconnecting 
from them emotionally or losing consciousness of them via dissociation, we 
preserve our hearts and souls from growing as bitter as our circumstances. We 
hold out hope for the future and we keep going.

Distancing from the trauma serves another important function in child-
hood, another way of surviving: it allows us not just to keep going but to keep 
growing and developing despite whatever befalls us. With distance or discon-
nection from the trauma, children can focus on mastering age- appropriate 
developmental tasks and developing a repertoire of functional abilities. When 
part of the child can concentrate on “normal” activities, such as going to 
school, can experience new learning and mastery, can play sports and make 
friends, there is an opportunity for normal development of exploratory and 
social drives. The going on with normal life self, unaware of what is happen-
ing or only dimly aware of it, might become a “parentified child” by day, a 
good student at school, a lover of nature or horses or books or making things 
with his hands. The worse the trauma or neglect and the less safety, the more 
distance will be needed from the knowledge of his or her emotional and 
physical vulnerability. For example, in times of war, in abusive families, or 
in a  concentration camp, it might also be adaptive to disown normal physical 
needs, attachment-seeking, or the wish to be comforted. When we disown 
needs that can’t be met or feelings that are unacceptable, we protect ourselves 
from unbearable disappointment or punishment (e.g., “I’ll give you some-
thing to cry about!”). One way to accomplish this challenging task is to split 
the sense of desperate needing and the refusal to need anything between two 
parts: one part that  actively seeks proximity, comfort, or needs-meeting and 
one that just as actively pushes others away or keeps a hypervigilant, suspi-
cious distance. Disowning one’s sad or lonely or needy parts, as well as  angry, 
hypervigilant, or counterdependent parts, prevents self-acceptance and self-
care, but it is safer. When the individual must adapt to an environment that 
punishes or ignores a child’s basic needs and feelings, self-compassion too 
 becomes “dangerous.” It cannot be “me.” Depending upon what best promotes 
safety and optimal  development in each unique environment, children might 
have to identify with their angry, aggressive, hypervigilant parts and disown 
their innocent, trusting, attachment-seeking parts, or they might have to reject 
the parts that bore the brunt of the abuse so that the trauma can be blamed on 
“their” vulnerability. Alienation from self is often necessary, too, to maintain 
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some semblance of attachment to grossly neglectful and abusive caretakers—
an under-rated but important survival instinct when we are young enough to 
be dependent on our caretakers. If the “good child” is distasteful to attach-
ment figures, it can be more adaptive to disown the “good me” or even the 
going on with normal life self and identify with the bad, ashamed, disgusting 
child who doesn’t threaten dangerous or neglectful caretakers. Whichever 
parts endanger the child’s adaptation must be walled off; whatever parts are 
necessitated by the environment must be identified with as “me.”

The Cost of Adaptation

Disowning requires selective attention, a focusing away from whatever is “not 
me.” The senses fail to register what is taking place around us; we don’t feel our 
emotional responses, good or bad; we are in a zone. We can’t “own” our anger or 
 dependence or fear when we don’t feel them. We can’t “own” traumatic events 
that we haven’t witnessed. We can’t know ourselves as whole human beings be-
cause only those qualities valued in a traumatic environment are accessible to 
consciousness. Segregating intense feelings, though, results in affect intolerance: 
if we can escape our emotions by automatically and  involuntarily shifting into a 
 different part of the self or different feeling state, we never get the  opportunity 
to exercise our “emotional muscles,” and all feelings gradually become more 
and more intolerable. Inner  conflicts are never resolved, just distanced.

When that happens, acting out (self-destructively or addictively) and “act-
ing in” (through self-hatred, self-judgment, punitive introspection) become 
the only avenues for regulating emotions and autonomic arousal. Splitting or 
fragmentation must become more complex and creative. For example, some 
parts may become more autonomous, “emancipated” from cortical control, 
or so split off from other parts there is no intrapersonal awareness between 
them. Whereas continuous consciousness across states might be typical of 
complex PTSD, development of increasingly severe trauma-related disorders 
(borderline personality disorder, dissociative disorder not otherwise specified 
 [DDNOS], and dissociative identity disorder [DID]) increasingly becomes a 
risk the more prolonged and severe the traumatic events. (See Chapter 8 for 
more on Treatment Challenges: Dissociative Systems and Disorders.)

The therapist’s job of normalizing compartmentalization is made easier by 
the nature of the Structural Dissociation model: it is simple, straightforward, 
and positive in approach, yet its grounding in neurobiology gives it credibil-
ity even when clients are skeptical and intellectually hypervigilant. Using the 
diagram in Figure 4.1, I explain to clients that human brains are designed to 
be able to split if things get “too much” or “too overwhelming.” Because right 
and left brains are separate brain structures, it makes intuitive sense to clients 
that, when they are exposed to trauma, the split between the two hemispheres 
enables the left brain aspect of self (what Cozolino [2002] calls “the verbal lin-
guistic self”) to “keep on keeping on,” earning it the title of the “going on with 
normal life part,” while the right brain mobilizes the “corporeal and emotional 
self” (Cozolino, 2002), with its more physical survival resources, to prepare for 
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the next threat, thus its name, “the trauma-related part.” It is also easy for most 
clients over the age of 12 to understand that no one could survive in just one 
way—for example, just by fighting. It is easy for them to comprehend that they 
have additional subparts as well, each of which contributes a different survival 
strategy. And then, to ensure that the clients can connect personally to the 
theoretical model, I ask them what they already know about each part. Do they 
recognize their going on with normal life selves? Do they recognize a part that 
knows how to ask for help? A part that knows how to fight or get angry? Do 
they recognize a frightened part? An ashamed or compliant part? Which parts 
are most difficult for the client to deal with? Which does the client like best?

With the help of the diagram, I try to demonstrate how each part sees 
the world through a different lens, is driven by a different animal defense 
 imperative, and how it relates to others based not only on its history but on its 
biological role. Each holds different implicit memories and interpretations of 
what happened; each has a different job to do.

Years after the traumatic experiences, clients come to treatment describing 
their symptoms or issues, not knowing that they are describing traumatized 
parts and their implicit memories. The animal defense survival strategies that 
once reduced the level of harm or enhanced their survival have now become 
split off automatic responses activated by trauma-related stimuli. Divorced 
from the original events that necessitated them, they are long outdated and 
often extreme or maladaptive in the client’s normal life today (Figure 4.2).

The paradoxical quality of these symptoms is rarely captured by traditional 
diagnostic models. Clients report symptoms of major depression (the submit 
part), anxiety disorders (freeze), substance abuse and eating disorders (flight), 
anger management or self-harm issues (fight), and they alternately cling to 
others or push them away (the characteristic symptoms of disorganized or 
traumatic attachment). Sometimes they come with co-occurring issues: sui-
cidality, chronic pain, obsessive-compulsive disorder, inability to function, 
or loss of previous functioning. Often, they are diagnosed with borderline 
 personality disorder or, because of their autonomic hypo- and hyperarousal 
responses, with bipolar II. Only occasionally, when memory gaps and losses 
of consciousness have been observed, do such clients receive dissociative dis-
order diagnoses. But whether traumatized individuals have been given one 
diagnosis (e.g.,   depression, borderline personality, anxiety disorders) or have 
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Figure 4.1 Structural Dissociation Model.
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been given many, standard treatments rarely have had a lasting impact, and 
many  structurally dissociated clients have spent years in therapy with little to 
no change in their symptoms. Studies (Foote et al., 2006; Karadag et al., 2005) 
have consistently shown that the dissociative disorders (dissociative amnesia, 
dissociative fugue, dissociative disorder not otherwise specified [DDNOS], 
and DID) are consistently under-diagnosed in both inpatient and outpatient 
 settings  relative to the more widely known diagnoses of borderline person-
ality, bipolar  disorder, attention deficit disorder, and substance abuse disor-
ders. These studies also indicate that there is a correlation between severity 
of symptoms and having an undiagnosed dissociative disorder. That is, when 
 symptoms of dissociation are present but not diagnosed or included as an is-
sue in the  treatment, we can expect increased rates of high-risk behavior, 
more frequent relapses, and more instances of suicidal behavior, not just 
ideation (Karadag et al., 2005; Korzekwa & Dell, 2009). Perhaps because DID 
remains a controversial  diagnosis even to this day, evidence of more com-
mon dissociative disorders (especially DDNOS) is often overlooked or the 
symptoms are interpreted as signs of other diagnoses. It is crucial that ther-
apists know of the well- documented correlation between borderline person-
ality and dissociative symptoms: a series of studies by Korzekwa et al. (2009a; 
2009b) and by Zanarini (1998) have consistently found evidence that approx-
imately two-thirds of borderline patients have statistically significant levels 
of dissociative symptoms, and one-third tend to have sufficient symptoms to 
justify a diagnosis of DID.

“Getting to Know You”

Aaron described the reasons for which he had come: “I start out by 
getting attached to women very quickly—I immediately think they’re 
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the ‘one.’ I’m all over them, can’t see them enough … until they start 
to get serious or there’s a commitment. Then I suddenly start to see 
 everything I didn’t see before, everything that’s wrong with them. 
I start feeling trapped with someone who’s not right for me—I want 
to leave, but I feel guilty—or afraid they’ll leave me. I’m stuck. I can’t 
relax and be happy, but I can’t get out of it either.”

Aaron was describing an internal struggle between parts: between an 
 attachment-seeking part that quickly connected to any attractive woman who 
treated him warmly and a hypervigilant, hypercritical fight part that reacted 
to every less-than-optimal quality she possessed as a sign of trouble. His flight 
part, triggered by the alarms of the fight part, then would start to feel trapped 
with what felt like the “wrong person,” generating impulses to get out—an 
action that his submit and cry for help parts couldn’t allow. Guilt and shame 
for the commitment he’d promised (the submit part’s contribution) and fear 
of loss (the input from his traumatically attached part) kept him in relation-
ships that his fight and flight parts resisted with equal intensity. Without a 
language to differentiate each part and bring it to his awareness, he ruminated 
constantly: should he leave? Or should he stay? Was she enough? Or should 
he get out now? Often, suicide seemed to him the most logical solution to this 
painful dilemma, yet at the same time “he” dreamed of having a family with 
children and a loving and lovely wife. “He” didn’t approve of his wandering 
eye, yet “he” couldn’t stop trolling for prospective partners. Who was “he”? 
The suicidal part’s threat to end it all was in direct conflict with his wish for a 
wife and family; the “trolling for women” part was at odds with the person he 
wanted to be and believed he should and could be.

Nelly presented herself as “depressed” but when asked to describe 
her symptoms, instead she recounted a series of beliefs about her-
self: “I’m disorganized, lazy—I can’t seem to get off the ground—I’m 
ashamed to think of myself as a competent person, though people tell 
me I am.” Her first thought each morning was “another day for me to 
make a waste of,” and then she would feel overwhelmed and pull the 
covers over her head and sleep until early afternoon.  Appointments 
were forgotten; dishes didn’t get washed; there was nothing to eat in 
the house—confirming her belief that she was a failure and generating 
a series of harsh judgments that drained her energy and  generated 
the impulse to go back to bed. Now in her fifties, she could recall what 
it was like to be the underachieving child in an achievement-oriented 
family, “hiding in plain sight” to avoid angering her abusive narcis-
sistic father who was threatened by his children’s accomplishments 
and wounded by their failures. Her funny, charming personality had 
won him over, and seeing her as a bright, ditzy, disorganized kid was 
acceptable to him—at least marginally acceptable. She had promise, 
even if she didn’t have achievements.
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Now, all these years later, Nelly found herself confused about who “she” was. 
For so long, she had been “hijacked” (Ogden & Fisher, 2015) by the under-
achieving, self-denigrating, quirky child part that had once helped protect her 
from her father’s wrath and win his heart. The dominance of this submissive 
part’s role in Nelly’s life was supported by that of an equally familiar critical 
part whose words and worldview were eerily like her father’s. Without a parts 
model on which to draw, it was easy for her therapist of many years to mis-
take Nelly’s self-loathing for low self-esteem and to interpret her wry sense of 
 humor as “a defense against core emotion.”

But Nelly felt best when her going on with normal life self broke 
free, and she could be focused professionally, witty, charming, and 
self-disparaging in a humorous yet self-compassionate way. Sadly, 
the critical part succeeded in convincing her that these abilities were 
just those of a false self whose role it was to hide what a waste of 
human life she had ended up becoming. Even when she felt good, the 
critical part found a way to communicate judgment! She needed a “no 
fault” paradigm for understanding herself and for seeing each part’s 
contribution as a communication from the past. Inside, the submit 
part was afraid to let Nelly actualize as the talented professional she 
was for fear she would “get a swelled head;” the critical part hypervigi-
lantly worried about failure; and the freeze part was afraid to leave the 
house for fear that all human beings would be scary like her father.

And because all this was happening in one body, Nelly made the logical as-
sumption that these were all “her” feelings—never questioning the paradoxi-
cal reactions that revealed evidence of an internal war among parts.

Developing Curiosity: Who Is “I”?

In most psychotherapy models, no differentiation is made between the “I” that 
feels shame or the “I” that explodes in anger or the “I” that is always afraid. 
Each emotion is treated as an expression of the individual’s whole self. In a 
parts model, however, each distressing or uncomfortable thought, feeling, or 
body sensation is treated as a part (Schwartz, 1995). By deliberately and con-
sistently using the language of parts rather than the language of “I,” the ther-
apist helps the client to observe each trauma-related feeling or reaction as a 
message from a part or parts: “Which ‘I’ feels ashamed and apologetic? And 
which ‘I’ is disgusted by all the apologizing?” When we ask these questions, 
we evoke curiosity and facilitate mindful observing. There is now a very slight 
distance between the observer and what is being observed. The client can still 
feel the feeling or reaction but with a decrease in intensity, presumably due 
to increased activity in the medial prefrontal cortex and reduced amygdala 
activation. The word “part” introduces new information, generating interest 
and often curiosity.
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Aaron and Nelly had long lost any curiosity they might once have had about 
their symptoms: they accepted the input of angry, suicidal, demoralized, 
lonely, self-critical, and self-loathing parts as “my feelings,” ignoring the fact 
that these were contradictory emotional states. Wanting to attach to someone 
is in direct conflict with wanting to flee; wanting to feel mastery, competence, 
and energy is in direct conflict with “flying below the radar” or appearing “less 
than” to avoid threatening others. But both were so identified with the parts’ 
struggles and conflicts that these paradoxical responses escaped their notice. 
The first task in therapy was to challenge their assumptions and ignite their 
curiosity in two ways: first, by using the “language of parts” (Schwartz, 2001), 
rather than the language of “I,” and, secondly, by asking them to use mind-
ful observation, instead of their automatic negative interpretations, to “track” 
(Ogden et al., 2006) the moment-to-moment signs of their parts’ thoughts, 
feelings, visceral reactions, and movement impulses as they responded to trig-
gers around them with competing survival responses.

Mindful Noticing of the Inner Landscape

To the extent that clients continue to ruminate on their trauma-related emo-
tions and cognitive schemas, the more often they are triggered by environ-
mental stimuli, the more dysregulated their nervous systems will become 
and the more activated the parts. The more the prefrontal cortex is inhibited 
or shut down by trauma-related dysregulation, the harder it becomes for the 
normal life self to stay curious and present. Without an observing prefrontal 
cortex to differentiate past and present, repeated activation of neural net-
works holding traumatic memory further sensitize these pathways to future 
triggering, exacerbating trauma-related symptoms (Van der Kolk, 2014). 
Learning to observe rather than react and to attach neutral labels to what is 
noticed (e.g., scared child part, angry part, etc.) is the foundation of a parts 
approach.

With the help of a therapist who persistently reframes problematic emo-
tions and issues as communications from parts, clients learn to identify 
the key features that indicate signs of a part’s presence. They are taught to 
observe distressing or uncomfortable physical sensations, overwhelming 
or painful emotions, negative or self-punitive beliefs, internal struggles, 
procrastination, and ambivalence. Automatic reactions, the same thoughts 
 repeatedly coming to mind, repetitive responses to triggers, negative reac-
tions to positive events or stimuli, or “over-reactions” should also be flagged 
as likely signs of parts activity. The practice of being asked repeatedly to be 
curious and notice all of these phenomena as possible signs of parts activity 
has a number of benefits. Mindful observation evokes activity in the prefron-
tal cortex, counteracting trauma-related cortical inhibition and inducing a 
very slight sense of separation from the feeling, thought, or part. For the 
first time, clients might notice that they can have a relationship to the feeling 
rather than be consumed by it or over-identified with it. Another benefit of 
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mindful awareness is its effect on autonomic dysregulation: activation of the 
medial prefrontal cortex (the part of the brain that engages when we medi-
tate) is associated with decreased activation in the amygdala (the brain struc-
ture associated with initiation of the emergency stress response). In  addition, 
when individuals become curious and interested and focused on what they 
are observing, they intuitively slow their pace and increase concentration to 
increase observational capacity.

When clients have greater access to their going on with normal life selves 
(or what is called “self” (Schwartz, 2001) in the Internal Family Systems 
model), they benefit significantly from the advantages made possible by 
increased activity in the prefrontal cortex: they can use mindful noticing to 
separate from the intense reactions of a part; they can have a relationship of 
curiosity or compassion toward the part’s feelings or perspective; they can 
create ways of  soothing or managing the emotions; and they can choose to 
react differently to foreseeable events or triggers than they have in the past. 
In contrast, parts under the influence of implicit memory will have the same 
reactions over and over again: separation anxiety, irritability or anger, shame 
and hopelessness, fear, self-destructive impulses, etc. Even if available to the 
client, coping skills and problem solving are less likely to work when parts 
are triggered because the “problem” to be solved is most often an implicit 
memory, not a current stress or challenge. And when “the problem” is the 
result of competing states engaging in a struggle for control, adult coping 
ability has little to no effect on it.

Survival-Related Internal Struggles

Certain internal struggles between parts are inevitable and predictable. The 
cry for help or attach for survival response will automatically evoke flight- 
related distancing impulses—or fight-related protective reactions such as 
mistrust, hypervigilance, anger, or judgment. Critical thoughts expressed 
by the fight part, often experienced by clients as “self-loathing,” are likely to 
trigger the submit part’s feelings of shame, hopelessness, and  inadequacy. 
 Interpersonal closeness can trigger either the attach part’s yearning for 
more proximity, the freeze part’s fear of being harmed, and/or the warning 
alarms of the fight and flight parts—or all of these reactions simultaneously. 
Professional or family responsibilities can feel like a repetition of bearing 
old burdens to the submit part, even when the work is self-initiated by a 
 competent normal life self who enjoys completing chores that once felt over-
whelming to a small boy or girl. Sometimes, it is the steps forward in life 
taken by the normal life part that most alarm the trauma-related parts and 
even trigger their conflicts and crises. “Being seen” positively (e.g.,  being 
given a compliment, praised for something, or evoking attention for one’s 
accomplishments),  successful performance, and achievement awards can all 
evoke the fear of  visibility in the freeze part and the expectation of being used or 
abused in the fight part. We often forget that some kind of special attention 
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or  “grooming” often precedes sexual or even physical abuse, making trau-
matized clients  hypervigilently sensitive to being treated kindly as well as to 
being ill-treated.

As Donald Meichenbaum (2012) reminds us, trauma is an experience be-
yond words, and the beliefs or stories that individuals attach to a traumatic 
event bias their meaning-making, leading to what he calls the creation of “self- 
defeating stories.” Which parts might write a self-defeating story? The submit 
part would be likely to write a shame-based, hopeless story of victimization; 
the cry for help part a story of how no one came or cared; the fight part would 
communicate that it’s better to die than to continue to be used and abused. 
The going on with normal life self has access to the wider perspective of the 
prefrontal cortex and can learn to understand that the belief one is “faking it” 
might be adaptive in a traumatic environment, while continuing to believe it 
later in life would be maladaptive. When beliefs are consistently differenti-
ated from emotions, visceral reactions, tension versus relaxation, and actions, 
when all of these inputs are connected to the parts contributing them, clients 
begin to get a clearer sense of who they are as a whole and why they have 
struggled so hard.

Danny was an overachiever professionally, driven by a judgmental 
critic and an anxious part that feared failure. Whatever he achieved, it 
wasn’t enough for the critic and didn’t reassure the fearful part. A new 
boss who was never satisfied with his work but who took credit for 
Danny’s accomplishments provided the trigger that opened the flood-
gates of implicit memory. Suddenly, his fight part was confronting and 
challenging the boss, the submit part was feeling so ashamed and 
victimized that it was hard to go to work, and Danny was experiencing 
a painful sense of not being wanted or valued anywhere, the emo-
tional memories of an attach part. Each held a piece of his survival: 
the fight part’s indignation at the misuse of power by both parents, the 
submit part’s self-defeating, self-blaming story, and the heartbreaking 
emotions of a young boy who felt an unmet yearning to be special to 
someone. As Danny “unblended” from these parts and used his med-
itation skills to observe them as younger selves, he felt an immediate 
compassion for the young boy who felt so hurt. “That’s why I’ve been 
pushing myself to achieve—to win praise so that this boy feels special 
to someone!” Instinctively, he felt protective of the young boy: he could 
feel a determination in his body: this boy should not be hurt again, he 
thought. He would have to make this little boy feel special—he would 
have to communicate the acceptance his parents had withheld.

Selves-Acceptance

“Befriending” one’s parts is not simply a therapeutic endeavor: it also contrib-
utes to developing the practice of self-acceptance, one part at a time. When 
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clients pause their reactions to “befriend” themselves, to be curious and in-
terested rather than dismissing and reactive, they slow time. Autonomic 
arousal settles; there is a relaxing of the sense of urgency to do or be any-
thing different. They feel more at peace because their parts can be more at 
peace. Self- alienation, that is, disowning of some parts and identifying with 
others exclusively, does not contribute to a sense of well-being, even when 
it is absolutely necessary in order to survive. Self-alienation creates tension, 
pits part against part, communicates a hostile environment (often much like 
the  traumatic environment), and diminishes the self-esteem of every part. 
 Befriending means that we “radically accept” (Linehan, 1993) that we share 
our bodies and lives with these “room-mates” and that living well with our-
selves requires living amicably and collaboratively with our parts. The more 
we welcome rather than reject them, the safer our internal worlds.
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“Mindfulness is an act of hospitality. A way of learning to treat ourselves 
with kindness and care that slowly begins to percolate into the deepest 
recesses of our being while gradually offering us the possibility of relat-
ing to others in the same manner. … [The] process simply asks us to en-
tertain the possibility of offering hospitality to ourselves no matter what 
we are feeling or thinking. This has nothing to do with denial or self- 
justification for unkind or undesirable actions, but it has everything to 
do with self-compassion when facing the rough, shadowy, difficult, or 
uncooked aspects of our lives.”

(Santorelli, 2014, p. 1)

Reclaiming Our Lost Selves

While yearning to “like” ourselves, the disowning of traumatic experiences or 
the vulnerable, ashamed, angry, or depressed parts holding implicit memories 
of those experiences results in a profound alienation from self: “I don’t know 
myself, but one thing is clear: I don’t like myself.” The ability to be compas-
sionate or comforting or curious with others, which comes so easily to many 
trauma survivors, is not matched by the ability to offer themselves the same 
kindness. What it took to survive has created a bind. It was adaptive “then” to 
avoid comfort or self-compassion, to shame and self-judge before attachment 
figures could find them lacking, but now it has come to feel believable that 
others deserve or belong or are worth more—while, at the same time, it also 
feels that these “others” are not to be trusted; they are dangerous or uncaring.

It is a well-accepted premise that, to feel safe in any relationship, human be-
ings need compassion both for themselves and for the other. Internal attach-
ment bonds or “earned secure attachment” (Siegel, 1999) give us emotional 
resilience. The internalization of secure attachment allows individuals to tol-
erate hurt, loneliness, anxiety, disappointment, frustration, and rejection—all 
the risks inherent in any close relationship. But in order to unconditionally 
accept ourselves and “earn” that resilience, we need to develop a relationship 

Chapter 5
Befriending Our Parts: Sowing 

the Seeds of Compassion
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to all of us: to our wounded and needy parts, to the parts hostile to vulnerabil-
ity, to the parts that survived by distancing and denial—to the parts we love, 
the parts we hate, and even the parts that intimidate us.

Embedded in most methods of psychotherapy is the belief that “healing” 
is the outcome of a relational process: that if we are wounded in an unsafe 
relationship, the wounds must heal in a context of relational safety. But what 
if the quality of our internal attachment bonds, rather than our interpersonal 
attachments, is a more powerful determinant of our ability to feel safe? What 
if attachment to ourselves is a bigger contributor to the sense of well-being 
than the attachment we feel to and from others? What if being witnessed as 
we recall painful events does not heal the injuries caused by those experi-
ences? And what if compassion for the child who lived through these events is 
more important than knowing the details of what happened? If that is so, and 
I believe it is, then trauma treatment must focus less on painful and traumatic 
events and more on cultivating compassion for our disowned selves and their 
painful experiences. When all parts of us feel internally connected and held 
lovingly inside, each can experience feeling safe, welcome, and worthy, often 
for the first time. The first step is to become curious about this “other” inside 
whom we do not really know.

The Role of Mindfulness: How We Can “Befriend” 
Ourselves

To observe and identify the signs indicating parts activity requires a wit-
nessing mind capable of focused concentration or “directed mindfulness” 
(Ogden & Fisher, 2015). Mindfulness has an important role to play in the 
treatment of trauma because of its effects on the brain and body. Mindful-
ness practices counteract trauma-related cortical inhibition, regulate auto-
nomic activation, and allow us to have a relationship of interest and curiosity 
toward our feelings, thoughts, and body responses—or parts. In brain scan 
studies, mindful concentration has been associated with increased activ-
ity in the medial prefrontal cortex and decreased activity in the amygdala 
 (Creswell et al., 2007).

Mindfulness is key to trauma work not only because of its regulating effect 
on the nervous system but because it also facilitates the capacity for “dual 
awareness” or “parallel processing,” allowing us to explore the past without 
risk of retraumatization by keeping one “foot” in the present and one “foot” 
in the past (Ogden et al., 2006). “Dual awareness” is a habit of mind or men-
tal ability that allows us to simultaneously hold in mind more than one state 
of consciousness. When the client can stay present in a mindfully aware 
relationship to both present moment experience and an implicit or explicit 
memory connected to the past, he or she is in dual awareness. When indi-
viduals can connect to a felt sense of the child self ’s painful emotion while 
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simultaneously feeling the length and stability of the spine, the in and out of 
the breath, the beating of the heart, and the ground under their feet, intense 
emotions can be held and tolerated. Sensorimotor Psychotherapy, Internal 
Family Systems, and hypnotic ego state therapy (Phillips & Frederick, 1995) 
are all mindfulness-based methods, as are the other popular treatments for 
trauma most frequently sought out by clients—Eye Movement Desensitiza-
tion and Reprocessing (EMDR) (Shapiro, 2001) and Somatic Experiencing 
(Levine, 2015).

From Whose Perspective Should We Observe?

Observations of the environment through the telescopic lenses specific to each 
part often create a distorted perspective for the client. Each part has partic-
ular biases that narrow what it picks up as data and what it never sees. The 
fight part is not scanning for safety cues: it is hypervigilantly oriented toward 
threat stimuli. Attach sees only the warm smile, the reassuring words, the 
polite manners—and never sees the danger signals that indicate grooming 
or seduction. The submit part doesn’t see the respect of his colleagues, the 
approval of his boss or family members, but he is likely to be hypersensitive 
to data that confirm beliefs in unworthiness or not belonging. When clients 
learn to identify the lens through which they are looking (“the little part is 
hoping to see someone who likes her,” “the depressed part is looking at  Susan’s 
expression and thinking the worst”), they can begin to see the actions and 
reactions of their parts from a meta-awareness perspective. Rather than being 
flooded with overwhelming emotions, they learn to separate from the intense 
reactions of a part, acknowledge the feelings as “his” or “her distress,” and 
bear witness to the child part’s painful experience. Perhaps for the first time, 
clients can have a relationship to a distressing feeling rather than being con-
sumed by it or identifying with it as “mine.” The feeling or reaction is still 
palpable but with a decrease in intensity that is consistent with the ability 
to sustain curiosity and interest in it, rather than react. Mindful “interest,” 
rather than “attachment or aversion,” helps individuals tolerate emotions and 
sensations that may have previously felt frightening, and it supports a neutral 
stance toward whatever is observed or discovered. In addition, when individ-
uals become curious and interested and focused on what they are observing, 
they intuitively slow their pace to increase concentration and observational 
capacity. Being “interested” is the first step toward getting to know another 
being, even when that other is a part of one’s self. From this new perspective, it 
is easier for most individuals to find ways of soothing the parts’ emotions and 
anticipating events or triggers that might overwhelm a child without support 
from someone older and wiser.

In an Internal Family Systems approach (Schwartz, 1995; 2001), the ob-
server role is ascribed to “self,” an internal state that draws upon eight “C” 
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qualities: curiosity, compassion, calm, clarity, creativity, courage, confidence, 
and connectedness. “Self” is not just a meditative state or dependent upon 
having positive experiences in life: each quality is an innate resource available 
to all human beings no matter what their past or present circumstances. Most 
importantly for the purposes of psychotherapy, access to these states creates 
an internal healing environment.

In the model I am describing here, integrating approaches drawn from 
Sensorimotor Psychotherapy and Internal Family Systems, there is also a 
fundamental assumption that these “C” qualities are accessible to any human 
being. They are never lost, no matter how sadistic and prolonged the traumatic 
experiences. However, I find that, for many lower-functioning clients with 
habitually inhibited precortical activity, it may be necessary to practice in order 
to access these states consistently. Some individuals may have to learn how to 
regulate autonomic activation sufficiently to keep the prefrontal cortex online 
before they can connect even to their curiosity. Some clients may be triggered 
by feelings of compassion, calm, courage, even curiosity. In these instances, 
I ask the client to pick one of the “C” qualities from Internal Family Systems 
and just focus on the practice of accessing that quality.

Sarah at first picked compassion but quickly found that she felt so 
overwhelmed when she opened her heart to the young parts that, in 
the end, she couldn’t feel for them because she was too blended: she 
felt only the tidal wave of their emotions. Then she chose calm as the 
quality she wanted to cultivate but found that triggering, too. “I think it’s 
too close to having to be quiet and not move,” she realized. Finally, as 
her third choice, she picked curiosity. That didn’t trigger the parts, but 
because she blended so quickly with their intense reactivity, she often 
missed the chance to be curious. For her, it was easiest simply to ob-
serve her body responses: to mindfully notice when she was triggered 
and observe the activated thoughts, feelings, and body sensations as 
“things of interest,” rather than interpret or describe them in a narrative.

Adopting an attitude of mindful noticing or dual awareness also allows clients 
to slow down their thoughts, feelings, and physical reactions enough to lis-
ten more attentively to the parts. The therapist at first must support them 
by prompting them to “notice what’s happening,” “notice ‘who’ is here with 
us,” and by observing each thought or feeling as a separate communication: 
“I hear a part of you speaking today that feels overwhelmed and scared—do 
you notice that part, too? Can you be curious about what’s scaring her?”

“See how that ashamed part immediately interpreted the chaos in your 
apartment as her fault! Maybe because the critical part was having such a fit 
about it …”

“There’s quite a battle going on today inside you, huh? A lot of thoughts fo-
cused on whether or not to commit to your boyfriend—a lot of emotions and 
tears coming up. Notice the perspectives of both sides: what part wants you to 
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stay connected no matter what? What part is afraid of him leaving? What part 
thinks you should get out while the going is good?”

“The hopeless part is really struggling today, isn’t he? He doesn’t want to 
feel this way—he doesn’t want to be stuck in the past—but hopelessness and 
shame are his ‘safe place,’ and he’s afraid it’s not safe to have hope.”

Differentiating Observation versus Meaning-Making

As Donald Meichenbaum (2012) reminds us, trauma is an experience beyond 
words, and the beliefs or stories that individuals attach to a traumatic event 
bias their meaning-making, leading to what he calls the creation of “self- 
defeating stories.” Which parts might write a self-defeating story?

The submit part would be likely to write a shame-based, hopeless story of 
victimization; the cry for help part a story of how no one came or cared; the 
fight part would communicate that it’s better to die than to continue to be 
used and abused. Only the going on with normal life with its access to the 
wider perspective of the prefrontal cortex has the ability to conceptualize at 
a higher level, to make meaning out of the apparently paradoxical feelings, 
beliefs, and instinctual reactions of the whole system. It requires higher order 
cognitive processing to comprehend that the belief one is “faking it” might be 
adaptive in a traumatic environment, while continuing to believe it later in life 
would be maladaptive. When beliefs are consistently differentiated from feel-
ings, visceral reactions from perceptions, tension from relaxation (Ogden & 
Fisher, 2015), and when all of these inputs are connected to the parts contrib-
uting them, clients begin to get a clearer sense of who they are as a whole and 
the trauma logic underlying their actions and reactions.

Blending, Shifting, and Switching of Parts

Parts do not wear name tags, nor do personality systems come with road 
maps or instruction manuals. Every part of the client shares the same body, 
the same brain, the same environment. When we have a feeling or thought, 
it could be the expression of any part. To know “whose” feeling or thought 
requires familiarity: a personal relationship with the part that allows imme-
diate recognition when we hear its voice. Or to know requires that we pause, 
listen carefully, and piece together the data or clues: which part would have 
reacted to that trigger? What kind of part would feel ashamed right now? But 
any of these acts of curiosity and interest are impossible when we identify 
with the part, when we “blend” with its feelings and reactions, interpreting 
them as our own. The term “blending,” created by Richard Schwartz (2001) 
and used in Internal Family Systems, refers to two confusing phenomena 
described by trauma clients: the tendency to identify with parts (“I am de-
pressed,” “I want to die.”) and the tendency to become so flooded with their 
intense feelings and body responses that who “they” are and who “I” am 
become indistinguishable.
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Catherine was on vacation with her husband in the Caribbean, a place 
they’d visited many times before and to which both felt a deep con-
nection. The second morning of their trip, she woke up to inexplicable 
feelings of loneliness. She felt sad and empty, far away from her hus-
band, even though he was only inches from her. “Believing” the feel-
ings were hers, she found herself interpreting them: “He really doesn’t 
understand me—he means well, but he’s not really there for me.” By 
the time her husband woke up, she was in tears, accusing him of not 
truly caring. Only later in the day, when she was better connected to 
her normal life part, did she realize that the lonely feeling came from 
a young part who, disconnected and split off from Catherine’s present 
day life, didn’t experience the safety, support, and companionship 
she’d found in her marriage. The little part just needed reassurance 
that she wasn’t all alone.

Catherine had not only become blended with the young part but had shifted 
into an altered state during her dream sleep so that, on awakening, she was 
in another time and place. Now in the implicit memory state of a little girl in 
a very lonely, frightening family environment, she lost any connection to her 
present day perspective altogether. Gone was her happy marriage, gone the 
successful creation of a new life, a new safety, and a new family in which she 
was welcome and valued. She was back in Michigan, and it didn’t feel safe.

Rachel alternated between feeling depressed and feeling irritated—
sometimes irritated more with herself, sometimes annoyed by oth-
ers. The depression took hold most powerfully when her partner, 
Susan, was busy with work and friends, leaving little time or energy 
for  Rachel. At such times, the depression often convinced her that it 
would be better to die than to live, but, knowing how much it would 
hurt her partner to lose her, she would fight the impulse to act on her 
suicidal feelings. When she felt the irritability, on the other hand, she 
lost the empathic perspective toward her partner: feeling annoyed 
and “morally correct” in her judgment, she had no qualms about hurt-
ing Susan’s feelings. The depression and abandonment feelings were 
triggered by the loss of Susan’s attention, whereas the critical feel-
ings were usually triggered by Susan’s tendency to “rescue” friends 
and family who “needed help,” even if it meant being disconnected 
from Rachel and absorbed in the crises of others.

When Rachel was asked to notice the depression as a depressed 
part and to be curious about how old that part was, the number “12” 
immediately came to mind. “That was a tough age,” she recalled. 
Asked to focus on the depressed 12-year-old and to notice what other 
feelings went with the depression, Rachel could feel a sense of not 
belonging, of not being wanted or worthy of notice, as well as fear that 
being noticed might bring something bad instead of good. During her 
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childhood, Rachel’s mother could barely manage the stress of hav-
ing six children she hadn’t truly wanted; being noticed was a mixed 
blessing because more often than not, it led to anger or demands to 
perform rather than reassurance and closeness. It made sense that 
this part would be triggered by a partner who had too many people 
depending on her. Despite how loving and validating Susan tended to 
be, Rachel’s 12-year-old part held a different reality. When Susan was 
busy, she re-experienced the implicit memories of a cold, unaffection-
ate mother whose attention was divided. When asked to notice the 
irritability as another part, Rachel immediately thought of her mother: 
“Oh, my God! The irritable part sounds just like my mother—frugality 
and avoidance of “excess” emotion were moral issues for her.” When 
she was asked to “unblend” or mindfully separate from the irritable 
part and notice it as a part, she became aware that “she” (i.e., her nor-
mal life self) prized the unconditionally accepting relationship she and 
Susan had developed much more than the judgmental part did. The 
judgmental part was still trying to enforce her mother’s rules decades 
later, Rachel realized with a laugh—as if her mother’s approval were 
still necessary for survival!

Rachel exemplifies the phenomenon of “blending,” while Catherine exempli-
fies “shifting” of mental states. Rachel could easily reality-test her perceptions; 
she could step back from them; and she could even be curious about why she 
was having such strong reactions. Catherine, on the other hand, experienced 
palpable changes in both emotional state and perspective during which she 
had no memory or connection to other feelings and states. On the first day of 
their vacation, she had felt a sense of appreciation for being in such a beauti-
ful place with a loving, supportive husband. But after “time-traveling” in her 
sleep, she woke up to profound feelings of loneliness. There was no curious 
“Why am I feeling this way?” in her mind, only a frantic sense of urgency to 
end the painful feeling.

Nelly, on the other hand, had dissociative identity disorder (DID) and often 
“switched” from state to state, a cardinal symptom of DID in which changes in 
state are sudden, frequent, and often accompanied by losses of consciousness. 
(For example, had Catherine “switched,” she might not have recognized her 
husband at all; she might not have known where she was or even how old or 
what her name was.)

When Nelly was “in” her depressed “default setting” part, there was 
no other reality, no other perspective. During the day, she found she 
could switch states by making lunch dates with friends. Their affec-
tion and interest acted as a positive trigger, facilitating a switch into 
her going on with normal life self. One moment, she would feel shame 
and self-loathing, questioning why she had made a lunch date at all, 
then, as soon as her friend arrived, the normal life part that had made 
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the appointment would be present. At night, feeling better after seeing 
her friends, “she” would make a commitment to herself to get up in 
the morning and start the day, no matter how badly she felt. But when 
she woke up “hijacked” by the depressed part, she would have no 
memory of the commitment “she” had made the night before. Then 
“she” would go back to sleep, not wanting to face the day, and when 
“she” woke up again in the early afternoon, the ashamed part would 
feel “pathetic” and inadequate. It was not important that Nelly’s dis-
sociative disorder be diagnosed, but identifying the switching was 
 important. Without realizing that she switched, she could only inter-
pret her behavior through the lens of failure.

All of these clients, regardless of diagnosis, were learning to separate from 
the feelings, beliefs, activation, and body responses of their parts, rather than 
automatically assuming that all of their mental and emotional life belonged 
to one self. They were practicing mindful noticing and the ability to identify 
parts as they appeared moment by moment rather than identify with those 
parts as “who I am.” Over and over again, they became aware that each time 
they noticed a part as “she” or “he,” rather than automatically identifying with 
its feelings, they felt some relief—a little or even a lot. When, in addition, they 
became more deeply curious about a part, they began naturally to feel com-
passion toward him or her—in spite of themselves or in spite of the parts that 
were hostile toward the other parts. There was a gain in perspective, a feeling 
of greater calm, and that calming would often “turn on” the prefrontal cortex, 
facilitating more creative solutions to problems that represented internal con-
flict between parts.

Facilitating Empathy

Not only does the therapist model bearing witness to each part’s qualities, 
emotions, and trauma-related perspective, she or he must also provide the 
missing link of empathy for each part. Knowing that simply observing and 
naming what they observe as a “part” is challenging enough for clients, I try 
to model mindful use of the language of parts. I notice their “voices,” feel-
ings, and points of view, often before the client does, name their appearance, 
and then I deliberately add a tone of warmth or communicate pleasure and 
appreciation for each part. I describe their plight (“What was a little boy sup-
posed to do?”) when clients are struggling with compassion. I try to verbalize 
appreciation for their contributions to the client’s survival: “Had he not given 
up and given in, what would have happened to all of you? How would your 
stepfather have reacted?” Most importantly, I share my own personal experi-
ence of the client’s parts to bring them alive and make them “real.” Using lan-
guage that evokes positive feelings and associations, I try to communicate that 
they are much more than disembodied implicit memories without a context. 
I might admire the ingenuity of a very young part: “That little girl was one 
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smart cookie, wasn’t she? Oh my!” Or the courage of an adolescent part: “That 
15-year-old was one determined young lady, huh? But, you know, she was al-
ways very creative, too—who would have thought to ‘hide out’ in a hospital 
where her parents couldn’t get to her? It was pretty amazing how she pulled 
that off. It’s not so easy to keep being admitted to hospitals to get away from 
your parents!” If we are speaking about an adolescent male part, I might say, 
“Wow, he took some big risks. Always getting in trouble so he could get help 
for all of you when he could have been killed.” I can also cultivate empathy by 
“defending” or “sticking up” for the parts, as in the following example:

Nelly responded to my helping her notice the depressed part by judg-
ing its behavior: “Well, she’s a loser—she doesn’t let me even get out 
of bed!”

I immediately challenged her: “Are you suggesting a depressed 
11-year-old part chose to be this way? She volunteered at birth to be 
a ‘loser’? [I raised my hand as if to volunteer, and we both laughed.] 
No baby in the crib volunteers to be depressed or to hate herself … 
let’s be curious about how she lost her hope …”

“Seeing” the Parts: Externalized Mindfulness

When individuals are too identified or too blended with the their parts’ feelings 
and beliefs to access mindful observation, as is common with very dysregu-
lated clients, therapists need other ways of facilitating dual awareness— enough 
dual awareness that the normal life self develops a perspective on and a rela-
tionship with the trauma-related part rather than blend with it.

There are a number of ways to achieve dual awareness, even in very de-
compensated individuals, but all depend upon multi-modal interventions. 
Because visual focusing seems to increase curiosity and activate the medial 
prefrontal cortex, trauma therapists can benefit from including an easel or 
large clipboard as part of their office equipment (as I do). For example, I might 
ask a client to draw a picture of some part with which he or she has been strug-
gling and then invite the client to look at the picture with curiosity: what does 
the drawing tell him about this part? What is he learning from the drawing 
that challenges what he’s previously believed about the part? How does he feel 
toward this part now?

Or we can help clients decode struggles between parts by creating a “flow 
chart” that tracks the internal relationships between the parts in conflict, 
starting with an initial trigger and then noting step by step which part or parts 
were activated. Drawing a rectangle at the top of the page to depict the going 
on with normal life self, clients are asked to observe retrospectively, frame by 
frame, the sequence of triggers and parts that set the internal conflict in mo-
tion. The trigger is usually represented by a large arrow shape that I color in 
red. Next, the client is asked to recall which part reacted first to the triggering 
stimulus, and that part is depicted by a circle within which the therapist can 
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write the approximate age or some description of the part (i.e., “depressed 
part,” “anxious part”) by which to recognize it in the future. The therapist 
next asks: “How did this part react to [the trigger]? How did he feel?” Then 
the therapist writes down the words connected to that part below its circle, 
making sure to identify its feelings and beliefs: “Believes she is disgusting and 
worthless—‘just wants to crawl into a hole’.”

Following that, the client is asked to observe, “What part got triggered 
by the ashamed part?” For example, Nelly would have said, “Then the hope-
less part gets triggered: she just keeps saying, ‘It’s all bad and it will never 
get better.’” That part in turn gets represented by a circle within which is 
written its age and “name” or descriptor and below which are the words 
that describe its perspective and emotions. Typically, internal struggles oc-
cur between 3 to 6 different parts, and the flow-charting continues until a 
full picture of the conflict or problem emerges and can be appreciated. In 
the following example, the client came in feeling distressed and suicidal, 
so dysregulated that she could not unblend from the parts, so I asked her if 
we could diagram what was happening so “we can both really ‘get’ it—we 
know there are some pretty distressed parts, but we don’t understand what’s 
triggering them.”

Clients rarely refuse to diagram because it tends to feel less threatening than 
talking about their emotions, but I can add, “And if we start diagramming, 
and you find it too overwhelming or not helpful, just tell me.” “Let’s start with 
what happened first—there was some trigger, and then the first feelings you 
felt were … what?”

ClienT: “I felt so lonely and unwanted—like no one was there—I’ve 
just been abandoned.”

Me: “A little part was triggered, huh? [While she talks, I draw a circle 
for the young part and describe her distress in the same words 
used by the client.] Back to that place of painful loneliness where 
no one wanted her. How sad! And then what happened next? 
What part came up next?”

ClienT: “Then I felt such intense shame—it was overwhelming—I felt 
so disgusting and dirty that no wonder no one wanted me.”

Me: “So the little part triggered the shame part and the shame part 
blamed herself! And not just for the little part’s being alone but 
for everything—she just took it all on her shoulders. It was all 
her. That’s what she does, doesn’t she? She always assumes 
it’s her.”

Much like the diagram in Figure 5.1, what feels like an internal struggle to 
the client usually appears in the diagram as a series of parts, each of which 
triggers each other in succession, leading to some impulse to give up, hurt the 
body, die, or run away—some desperate measure for what feels like desperate 
times.
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The visual images symbolizing each different part and his or her feelings 
tend to spontaneously invite unblending. As they study the diagram, I can 
often see a shift in clients’ body language or tone of voice indicating to me that 
the normal life self is noticing the parts instead of blending with them. And if 
unblending does not occur spontaneously, I can ask the client to focus specif-
ically on each element of the drawing separately and increase curiosity about 
each part, observing each set of feelings and thoughts and noticing how each 
has made meaning of the implicit feelings triggered by other parts.

“Notice how it all began when your boyfriend was late, and he triggered the 
little part—she was so hurt! She felt so disappointed and unimportant, and 
then the hopeless part triggered her more and triggered your fight part—and 
she was beside herself! Can you see how it worked?” Observing on the diagram 
how suicidal, addictive, acting out, or self-destructive parts get triggered by 
the emotions of the vulnerable parts and then emerge to offer the young parts 
a “way out” of their distress further clarifies that the underlying purpose of 
trauma-related self-destructive behavior is to bring relief and regulation to the 
body: the very opposite of trying to die. Once curiosity and even compassion 
are elicited, the next step is to diagram a solution—in this case, a solution for 
the lonely part and a solution for the suicidal part. A solution or intervention 
is always best if it emerges organically out of the concern or protectiveness of 
the going on with normal life self (Figure 5.2).

The first diagram(s) depicts for the client how the system of parts became 
activated and polarized as a result of the triggering. The second diagram is 
used to depict how the normal life self can now provide healing and care for 
the child parts, making the suicidal part’s “attempt to help” unnecessary. Had 
I treated the suicidal part’s “offer to help” as life-threatening suicidal ide-
ation and tried to hospitalize the client, both the fight part and the attach 
part would have been further triggered. The attach part would have felt more 
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“No one wants me—
I’m all alone”

Ashamed          
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12 yrs old

“It’s all hopeless, and 
it’s all my fault—I’m 
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Suicidal
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“Just get it over 
with—you all 
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The suicidal part’s
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13 yr old

“They don’t want
to be around me 
because I’m dirty 
and disgusting” 

Figure 5.1 Drawing the “Problem.”
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alone, banished to the hospital, and the fight part would have felt hostility and 
entrapment by a controlling authority figure.

In this example and many others, the solution to what could have been a 
life-or-death crisis results from a comforting reparative experience being of-
fered to the vulnerable little part. A compassionate normal life self is asked 
to take the lonely, ashamed, hopeless child parts “under her wing,” commu-
nicating a sense of care and protection. Even if the client is struggling with 
compassion, the visual image of the arms encircling the young parts evokes 
positive sensations in the client’s body: warmth, protectiveness, a smile, the 
impulse to move toward the drawing and thus the parts. The advantage of the 
diagrams is the ability to introduce something foreign and potentially chal-
lenging through non-verbal communication. Had I asked this client to say, 
“I will take care of you,” to the younger parts, I might have received the an-
swer: “No, I don’t want to take care of them!” But when I draw the arms and 
describe the intervention as a gesture, “See what happens when you take these 
young parts under your wing so they aren’t so overwhelmed and scared,” no 
client protests. As I speak, I make a gesture with my right arm as if taking 
someone under my wing, and I repeat the gesture again each time I say the 
words “under your wing.” The somatic communication speaks directly to the 
parts themselves. The left brain, specializing in words, may react negatively to 
the verbal communication but cannot block the somatic message intended for 
the right brain (Gazzaniga, 1985). The younger parts can feel the “wing” in the 
drawing and in my gesture.

Another means of externalizing the parts’ struggles and conflicts so they 
can be witnessed is to use objects to represent them: sand tray figurines, an-
imal figures, stones and crystals, even rubber ducks. Notice that all of these 
figures are appealing to a child’s mind, not just an adult mind and body. The 
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Figure 5.2 Diagramming a Solution for the System.
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therapist must never forget that the client is not a “he” or “she” but is a system 
composed of parts of all ages from infants to wise elders.

Cath came for a consultation to assess whether a DID diagnosis 
would be more appropriate for her than psychotic disorder, the label 
given to her each time she reported hearing voices. She was chal-
lenging to interview, though, because she was constantly distracted 
by what seemed to be a very heated internal conversation among her 
voices. Her mouth moved as if she were talking, though she emitted 
no sound; she would gesture as though angry, a scowl on her face. 
Occasionally, I could read her lips as she shook her head vigorously 
and mouthed “No, no!” Each time I used the word “part” or asked her 
about the voices that were talking to her, the dialogue might pause 
for a moment, but there was no clear sign I had been heard—until 
the third appointment to which Cath came carrying a little plastic bag. 
“Here, these are the parts,” she said, and she dumped the contents 
of her little bag on the table and promptly returned to her internal 
conversation. A small pile of miniature rubber ducks sat on my coffee 
table, a gift from Cath representing the parts she couldn’t yet tell me 
about because she was too overwhelmed by their sheer number and 
the intensity of their feelings and conflicts.

Following that session, Cath gradually learned to describe her week-to-week 
internal problems and conflicts using the ducks, choosing different sizes and 
colors of little rubber ducks to represent different parts. Weeks later, she even 
brought in a rubber stress ball in the shape of a human brain to represent, 
“that big brain you keep talking about,” proof that she had been listening to 
me after all when I talked about the “wise mind” part she had in her grownup 
brain. Each week, we would address whatever issue she brought in by using the 
ducks to create a psychodrama-like sculpture that depicted how inner con-
flicts between parts had resulted in a crisis or problem. Then I would describe 
duck by duck what she had shown me:

“When the little orange duck [I pointed to it to focus her attention] 
got triggered by the angry man at the post office, the green duck 
started to run out of the building, which freaked out Jeremy [the 
medium- sized red teenage duck]. He thought the man was after him, 
so he jumped in the car and started driving away too fast, and that 
scared all the young parts! He drove so fast, and he was so mad 
and scared that it frightened the other ducks even more. What they 
need is to have the big brain help them at the post office so the angry 
man doesn’t yell at them. What does the part with the big brain think 
should be done about this? The child parts like to go to the post of-
fice, but they always get yelled at because people get confused when 
child parts are talking in a grownup’s body. They think the grownup is 
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being weird. Maybe they shouldn’t be going into stores alone without 
a grownup—what do you think?”

Invariably, with some coaching from me, the rubber brain would come up 
with a creative solution that reflected wider perspective-taking made possible 
by Cath’s being able to observe the duck tableau’s depiction of the whole sys-
tem and the whole of an experience. The internal intensity and the “noise” of 
the voices made it difficult for her to be mindful, but she could focus on the 
ducks and access more curiosity. Cath began to see the patterns of chaos and 
crisis that resulted when she switched into younger parts and then they were 
triggered by an external stimulus. Their hyperaroused emotional reactions 
would then trigger the defensive responses of fight and flight parts like Jer-
emy, retriggering the young parts all over again. Whether achieved through 
mindful observation, drawing, diagramming, or “duck therapy,” externaliza-
tion or visual depiction of the parts in interaction facilitates a wider field of 
awareness, greater curiosity and interest, a sense of perspective (“I’m safe now 
even though my parts don’t believe it”), and increasing capacity to access the 
better judgment of the wise mind.

Blending and Reality-Testing

Because her survival strategy had historically been to automatically 
blend with whatever part was activated in a given moment, Annie had 
never questioned the information she regularly received through her 
body (tension, held breath, elevated heart rate, shaking and trembling), 
her thoughts (disparaging, hopeless, scathing), or her emotions 
(shame, panic, dread). Small, unremarkable daily events, including 
positive experiences like being asked by a potential friend to go to 
lunch, repeatedly triggered the parts and their implicit memories, 
which triggered other parts. “That’s why it’s easier to have a beer at 
10 in the morning and go back to bed.” For example, being invited on 
a lunch date triggered an insecure child part afraid she wouldn’t know 
how to act, which then triggered hypervigilant parts guarding child-
hood secrets by discouraging close friendships, which then triggered 
judgmental, humiliating parts: “How stupid! What a ridiculous idea! 
Why would anyone want to be friends with you? She’ll see how dumb 
you are in a minute.” Between the sense of danger evoked by normal 
life triggers and the shame triggered by the judgmental parts, it was 
natural that, in her blended state, Annie assumed her world must be 
humiliating and dangerous and she was defective and unwanted.

Blending Keeps the Trauma “Alive”

How could any individual resolve traumatic experience in what subjectively feels 
like an unsafe, hostile environment? Clients and therapists alike often collude 
in believing that trauma can be resolved by processing the events even when 
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critical voices are still attacking the individual at will, using the same words 
or scathing tone as the perpetrator. Similarly, both may equate “safety” with 
freedom from self-harm or a non-abusive home environment, as I did when 
I first met Annie. It might not occur to us that a “felt sense” of safety is likely to 
be unattainable if the client is habitually blended with child parts who still feel 
unwelcome, frightened, or ashamed or suicidal. Although the external environ-
ment may now be safe from an objective perspective, clients who are blended 
with their implicit memories and parts may have no bodily or emotional sense 
of safety that could reassure the parts that “it” is over. Before trauma can be 
resolved, the client must learn how to unblend from parts so that the realities of 
both brains can be appreciated. From an unblended, dual awareness perspec-
tive, the normal life self can learn to orient to the immediate environment by 
focusing visual attention, can correctly evaluate the level of safety, but also feel 
the parts’ fear and bracing for danger as “their” evaluation. From the perspec-
tive of “present reality,” as I call it, the normal life part can bear witness to the 
parts’ past reality and often feel empathy for their still being “there.”

Learning to Unblend

Because it takes practice to detect when one is blended, often the therapist 
becomes the observer who notices blending: “Hmmm, I can see you’re really 
blended with the ashamed part today,” “It’s hard not to blend with that anx-
ious part—you’re so used to ‘insta-blending’ with her.” “Insta-blending” is the 
term I use to describe procedurally learned habits of automatically blending 
with whichever parts have the strongest feelings, often so quickly that mindful 
noticing doesn’t catch it. To be able to identify these patterns as they happen, it 
is important for clients to have a language for what is happening to them that 
is non-interpretive and non-pathologizing and helps them to notice poten-
tially problematic conditioned learning. Clients also benefit from “unblending 
protocols,” skills and steps for what to do after they’ve noticed that they are 
blended. (See Appendix A for a model of unblending protocol.)

Suzanne came into her session with the guarded facial expression 
I had learned to expect as the expression connected to her hyper-
vigilant part. This “bodyguard” part was always primed for disap-
pointment or betrayal, both of which had been daily experiences in 
Suzanne’s childhood. “I can’t do it,” she said. “I can’t do it. I can’t do 
what you and Dr. G. want from me.” (Both her primary therapist and 
I had been trying to help her learn to unblend, but she was more often 
blended than not.) “Why do you keep trying to make me do something 
I can’t do?!” As she spoke, her voice got more emotional and higher- 
pitched, a sign to me that this was a part speaking.

Me: “Notice the part that keeps saying, ‘I can’t—I can’t!’ Can you sep-
arate from that part a little bit? See if you can feel her without 
‘becoming’ her … so she knows you’re hearing her.”
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Suzanne: “No, I told you, I can’t do that stuff you guys want me to do!”
Me: “Suzanne, I know it’s hard to learn to unblend when you’re so 

used to thinking of all these parts as ‘just you.’ But would you be 
willing to try something? [She nods.] See what happens if you 
say, ‘She is afraid I can’t do it—she’s afraid.’ What happens?”

Suzanne: “It’s not quite as intense.”
Me: “Yes, it’s not as intense when she hears you say, ‘She’s afraid.’ 

Can you keep saying ‘she’?”
Suzanne: “OK.”
Me: “Ask her: what is she worried about if she can’t ‘do it’?”
Suzanne: [pauses, appearing to be listening inside.] “She’s afraid 

you’ll give up on her and then you won’t help her.”
Me: “Of course, she’s worried about that! Because she had a mother 

whose motto was ‘my way or the highway,’ that’s always a worry 
for her, isn’t it?”

Suzanne: “But it feels like my worry, too. Can I tell you the problem I 
have with this unblending thing? When I try to do it, when I step 
back from the parts’ feelings, then I can’t feel them at all. I just 
feel numb. Either I feel all of it, or I can’t feel it at all.”

Me: “Well, that is a problem, isn’t it?” [Note that I validate her issues 
with unblending as normal and natural, trying to imply that my 
standards are different from her mother’s.] “If the little part hadn’t 
been so worried that we would reject and abandon her, maybe 
you’d have been able to tell us about this problem. And it’s such 
a common one.” [I now shift to some psychoeducation for her 
normal life self as a context for understanding her difficulties in 
unblending.] “Many trauma survivors find it hard to have what we 
call ‘dual awareness’: awareness of your being and awareness of 
the parts’ feelings at the same time. But let’s see if I can teach 
you some ways of unblending that might help with that. Would 
you be willing to try five steps to unblending?” [I deliberately 
chose a very structured approach, broken down into concrete 
small steps, to make the learning easier than she was primed to 
expect.]

Suzanne: “OK.”
Me: “First, notice the feeling of ‘I can’t’—can you still feel it?”
Suzanne: “Yes, I can—it’s not as intense, but it’s still there.”
Me: “Start by noticing the feeling and repeating again, ‘She’s afraid I 

can’t do it.’ That’s Step One.”
Suzanne: “Say it out loud or to myself?”
Me: “Whichever feels more comfortable for you. If you are feeling dis-

tress, just assume that it belongs to a part and say to yourself or 
out loud, ‘She’s afraid … or ‘She’s upset.’” [I give her a minute 
or two to try out this new language with herself.] “Is that better 
or worse?”
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Suzanne: “Better.”
Me: “Ready for Step Two?”
Suzanne: “OK.”
Me: “Here’s Step Two: engage your core—slightly tense the muscles 

in your core so she can feel your presence. … Can you still feel 
her?” [Remembering that Suzanne had been an athlete as a 
child, I chose to try out using the body as a resource here.]

Suzanne: “I can!”
Me: “Great! Now ask her if she can feel you.”
Suzanne: “She can.”
Me: “Wonderful! You can both feel each other! Great work! Hooray!! 

Does she like that?”
Suzanne: “She does. She’s telling me that’s why the parts are so 

freaked out all the time—because they don’t think anyone hear 
them.”

Me: “A good reason for us to work on this, huh? Now you are both 
ready for Step Three! OK, now lengthen your spine a little bit 
from your lower back up—like you’re putting space between the 
vertebrae … Ask her if she can feel how tall you are now …”

Suzanne: “She’s surprised—she didn’t know I was that tall.”
Me: “Good work! Now you can feel her, and she can feel you, and 

you’re talking! Does she like that?”
Suzanne: “Yes, she likes it a lot. And I like it because I hate it when I 

try to unblend and then I can’t feel the part at all.”
Me: “Ask her if it feels good to hear you say that you want to be able 

to feel her with you.”
Suzanne: “She likes that, but she says she’s still worried that I won’t 

get it, and you and Dr. G. won’t like her …”
Me: “Good, I’m glad she can tell you her worries. That’s a good thing. 

Just be careful not to blend with her worries. Let’s practice Step 4: 
connect to your department supervisor role for a moment. Imag-
ine that this part is coming to you as her supervisor, and she’s 
worried that she’s not getting things fast enough and that she’ll 
be fired. What would you tell her?”

Suzanne: [Thinks for a moment.] “I’d tell her not to worry—to just 
keep trying to learn the job and trust that if she keeps trying, she 
will get it.”

Me: “Wonderful advice, Suzanne—your staff are lucky to have such 
a wise, compassionate supervisor—now to Step 5: ask her if it 
helps her to hear that or if she still needs something else.”

Suzanne: “She says it does help, she wants me to keep saying it be-
cause she needs to hear it over and over …”

Me: “Good point! She hasn’t heard it often enough in her life to believe 
it and take it in. Do you think you could remember to keep telling 
her that she’ll get it if she keeps trying? Would it help if you put 
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it on your calendar and asked your phone to remind you? I know 
you keep track of your kids’ schedules that way, and this part is 
a kid, too.”

Suzanne: [now clearly in her going on with normal life part] “I’ll put her 
in my schedule, but it would also help if you wrote down those 
five steps for me so I can remember and practice.” [This request 
told me that her normal life part was more present than I had 
seen before: she could think about how to achieve a goal that 
involved the parts.]

Me: [Talking as I write down the five steps we just practiced.]”That 
would definitely reassure her, Suzanne! And now, before we end 
today, let’s thank her for telling you she was so worried! That 
was important. How else would you know? Maybe we can also 
schedule a time for her or other parts to tell you about their 
worries … Let’s be thinking about that.”

Less afraid to connect to her young self because she was provided with a set of 
structured steps and not expected to connect to “too much” vulnerability too 
soon, Suzanne was able to not only unblend but also begin a dialogue with the 
little part who had been so upset. Like Suzanne, clients often spontaneously 
experience compassion for their parts once they are no longer blended with 
them: “I feel really sad for her—I want to just pick her up and hold her.” Here, 
the therapist might feel tempted to stay with the emotion of sadness rather 
than continue with the parts focus. But the therapist’s role at this point is keep 
the client in a mindful state and centered on the child: “What is it like for her 
to feel your sadness for her? To feel that someone actually cares how she feels?” 
“See what happens if you reach out to her and just offer your hand.” As clients 
imagine reaching out to their younger selves or even make a reaching out ges-
ture, a technique drawn from Sensorimotor Psychotherapy (Ogden & Fisher, 
2015), their internal state usually transforms: they feel a sense of warmth; their 
bodies relax; they feel calmer. To ensure that these positive internal states are 
more than momentary, the therapist must continue focusing on “what hap-
pens inside” to deepen the felt connection to the child part and increase close-
ness and compassion.

Sometimes clients become expert at saying all the right words to their parts 
but without an embodied connection to the words or the part. It is very im-
portant that the therapist ask clients to linger on the changes in emotion or 
sensation that occur when the normal life self says or does something nour-
ishing or comforting for the parts. He or she can ask, “What changes in her 
feelings when she senses you are really ‘there’?” Or ask her, “How can she feel 
that you are sincere? What tells her that?” Sometimes, the therapist has to 
interweave psychoeducation with the parts work, as I did with Suzanne above, 
to make the point that change will come only through repetition of new pat-
terns: “The more you hold her, the safer she will feel, and then the calmer you 
will feel. She can’t let you feel calm and centered if she’s terrified.”
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Sometimes, the child’s predicament has to be “translated” by the therapist 
to help the normal life self “get it”:

“She’s saying that she likes you here with her, but she doesn’t trust it 
yet. … That makes sense, doesn’t it? Can you feel her holding back 
a little? It just means that she’s been through a lot—as she certainly 
has, right? And that makes it hard for her to trust. For her to believe 
that someone will really be there for her, you’ll need to keep on show-
ing up, day after day after day, communicating that you care how she 
feels. That’s what she would need to truly believe you are there for 
good, and she can finally relax and feel safe.”

Providing Hospitality

In the late 1980s and early 1990s, when early experts in dissociation were try-
ing to put words to what they observed in patients with “multiple personality 
disorder,” the term chosen for what we now know as the going on with normal 
life self was “host.” Although that label was meant to convey the sense of an 
empty vessel holding the traumatized parts, another meaning we could as-
sign to the term “host” is that of homeowner and provider of hospitality. In 
fact, if the going on with normal life self is in charge of the body’s health and 
well- being, must provide food, shelter, and other necessities, and is focused 
on present moment priorities, it is quite literally the “host” or home base for 
all parts of the self. In addition, given its access to the medial prefrontal cor-
tex, the going on with normal life self has the unique ability to see a wider 
perspective, to conceptualize, to reconcile opposites or at least keep them si-
multaneously in mind. The normal life self has the capacity to hold in dual 
awareness both past and present, part and whole, animal brain and thinking 
brain. However, when clients finally come for treatment, the going on with 
normal life self is often demoralized or depleted, identified with certain parts 
and intimidated by or ashamed of others. Although the normal life part has 
the innate ability to learn to observe them all, to decrease autonomic dysreg-
ulation, and to become interested in rather than afraid of the parts, he or she 
may need education to recognize them as young child selves trying to com-
municate their trauma-related fears and phobias.

Welcoming the Lost Souls and Traumatized Children

But why should the normal life self become a warm and welcoming host to 
trauma-related parts when they are turning his or her daily life upside down? 
Just as therapists have to make a convincing case that connection to emotion 
or remembering the past or practicing skills is of benefit to clients, it is our 
job to make the link between the hopes and dreams that brought the client 
to therapy and the ability to recognize and befriend the parts. Think about 
what the client is seeking from therapy: what is the wish that drove her to your 
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door? What is he hoping for as a result of treatment? Why is he or she here? Is 
this client seeking relief or self-actualization? Trying to stay alive or trying to 
make meaning of his or her experience?

Notice that each explanation I give to a client is generally positive, normal-
izing, and speaks to the “best self” of the client:

“I know you wish the parts would just go away, but would that be fair? 
To neglect them the way you were neglected? I don’t believe you’re 
that kind of person. The person I know you to be would never reject 
wounded children because they were upset or inconvenient.”

“Think of the parts as your roommates—you all share the same 
body, the same home. You have a choice: you can learn to accept 
each other and get along, or you can struggle to win every battle!”

“We wouldn’t be sitting here today if it weren’t for your parts. By tak-
ing on the survive-at-all-costs role, they allowed you to leave home, 
go to college, and start a life far away from the world of your child-
hood. It’s only fair to take them with you to this better, safer world—it 
could be a way to thank them. It’s not much of a thanks to leave them 
‘there’ while you go forward.”

“Rightly or wrongly, you and the parts are inseparable: as long as 
their distress becomes your distress. For you to live a life freer of fear, 
anger, and shame, the parts need to welcomed—they have to feel 
safe.”

Notice that the meaning-making of the therapist challenges the going on with 
normal life self while at the same time expressing support for the parts. Each 
statement or question communicates that the therapist will be an advocate for 
the young, vulnerable, and traumatized. There is no emphasis on discovering 
what happened in the past: the focus is on the relationship between parts and 
normal life self now, what is happening between them in the present moment. 
There is an implicit assumption that they are driven by the experiences of the 
past, by painful body and emotional memories. That can be acknowledged, 
but no effort is made to connect the parts’ reactions now to specific events 
then. When clients spontaneously associate a part with particular image or 
event, the therapist reframes the intrusion of memory as the part’s way of 
communicating why it is afraid or ashamed or angry.

“When we talk about the part that fears abandonment, that same im-
age always come up, doesn’t it? That image of your mother driving 
away angrily, and this little part of you running down the street after 
her … I wonder if that little girl is trying to ask you, ‘Will you get over-
whelmed and run away from me, too?’”

“If that image were a message from some young part of you, what 
would he be trying to tell you? Would he be saying, ‘Yes, that’s why 
I’m so scared all the time’? Or ‘Help me!’ or “Don’t let anyone hurt me.’ 
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It’s important to know, isn’t it? Otherwise he’s going to have to keep 
giving you disturbing pictures to make his point.”

Initially, therapy sessions must be used as the opportunity to practice these 
new habits of noticing the parts, naming what is noticed, and unblending. 
But practice requires a therapist who will consistently ask: “‘Who’ is speak-
ing right now? What parts are reacting to the conversation we’re having? 
What part is having this strong emotional reaction?” As noted in Chapter 4, 
most human beings are in the habit of assuming that all thoughts, feel-
ings, and physical reactions are “mine,” that what “I” am feeling represents 
“my” emotions. It takes week-after-week practice to help clients relinquish 
that automatic assumption and learn instead to assume that anything they 
might be feeling or thinking could be an expression of any one of many 
parts.

To help individuals reclaim their fragmented, disowned, alienated parts, 
the therapist must be relentless and persistent in using the language of parts 
in therapy and asking the client to use it, too: “What happens when you say, 
‘She is feeling ashamed’? Do the feelings get more intense or less?” Each time 
I invite clients to name what they feel as “his” or “her” feelings, they notice a 
slight relaxing or relief—as if by naming the emotion as “his” emotion con-
veys to the part a sense of being heard or being understood.

Most clients have evolved a procedurally learned habitual strategy for deal-
ing with the intrusive or underlying communications from parts. Some try to 
control the intrusive feelings and impulses, ignore the tears or self- denigrating 
thoughts or voices. Others interpret each feeling, impulse, or belief as “my feel-
ing” or “how I feel,” forgetting that they may have felt differently even seconds 
before. The former strategy yields a more emotionally cut-off, controlled way 
of being that interferes with the enjoyment of life. The latter leads to chaos or a 
feeling of being overwhelmed, out of control, crazy, on the verge of implosion 
or explosion. Not only do these patterns need to be noticed and translated into 
parts language, but it is also important that the therapy emphasize strength-
ening the normal life self and enhancing the qualities associated with “self” or 
“self energy” in the Internal Family Systems approach (Schwartz, 2001). The 
normal life self must develop the capacities of “wise mind”: staying connected 
to present time, capable of meta-awareness or the capacity to hover above, 
seeing all of the parts, and the ability to make decisions for the sake of the 
whole. The concept of ‘self ’ in Internal Family Systems helps clients connect 
to states of compassion, creativity, curiosity, and perspective, while the going 
on with normal life self of the Structural Dissociation model emphasizes the 
importance of developing the functional ability to take action to implement 
decisions for the sake of the system. If we put the two models together and 
encourage the development of wise mind or “self energy” in the going on with 
normal life self, then we have leadership informed by clarity of view, com-
passionate acceptance, and the capacity for behavior change. The challenge 
is how to access a going on with normal life part and convince that aspect of 
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self to not only assume a leadership role but also cultivate the qualities of self: 
curiosity, compassion, clarity, calm, creativity, courage, commitment, and 
connection.

Forming a Connection to a Wise Compassionate Adult

Because the actions and reactions of the parts are driven by autonomic acti-
vation and animal defense survival responses, it is common for survivors of 
trauma to “own” and become identified with some parts just as they disown 
other parts. Some identify with their normal life selves, as did Carla; some 
identify with their suicidal parts or angry parts; some identify with the at-
tach part’s desperate proximity-seeking and end up “looking for love in all the 
wrong places.” Some identify with the submit part and become the caretakers 
even for family members who have abused them. But when clients identify 
with trauma-related parts or blend with them, they can quickly lose access 
to the prefrontal cortex and the normal life self. The intensity of the parts’ 
trauma responses tends to “drown out” a felt connection to the left brain self 
who can remember to grocery shop even though the freeze part is having 
panic attacks today. It is not surprising that the normal life self ’s dogged per-
sistence in making a normal life possible comes to be interpreted as “pretend-
ing” or “fraudulent.” It is counterintuitive to conceive of a part that thinks 
and acts rationally and functionally despite the overwhelming sensations and 
emotions as reflecting an authentic self, much less a self that embodies how 
the client survived the years of abuse, neglect, or captivity without losing the 
capacity or drive to “go on.”

Many clients immediately reject the concept of having a normal life self: 
“There’s no adult here—I don’t even like adults,” said the law student who came 
to see me for a consultation, promoting the agenda of the little part that needed 
care because she was “home alone” with no one. “I used to function,” said an 
artist. “I used to have a life but no more. I couldn’t handle things—I couldn’t 
function in so much pain.” After a romantic breakup, her depressed part became 
intensely hopeless and encouraged by friends and therapist to see it as grief, the 
artist blended with the depressed part, making it harder and harder to function.

I asked the artist, “Do you remember what it was like when you could 
function, when you had a life?”

ClienT: “I do—I had so many interests and things I loved to do.” [Her 
face lit up.]

Me: “When you remember those days, what happens in your body?”
ClienT: “I feel more energy—more hope—then I think, ‘Who am I kid-

ding? There’s no hope for me.’”
Me: “That’s what the depressed part keeps telling you! And you be-

lieve her which doesn’t help either of you. Would you have done 
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that with your students in art class? If one of them told you the 
same thing, would you have agreed with her?”

ClienT: “No, of course not!” [Getting a bit irritated with me. But from a 
body perspective, irritation is an antidote to depression, so I am 
encouraged, not discouraged, by the irritation.]

Me: “What would you tell your student?”
ClienT: “I’d tell her, ‘Do what you love—that’s all you have to do. Hope 

will follow from that, not the other way around.’”
Me: “Right, she doesn’t need hope to follow her heart! Good point. 

And if she does, she will feel more hopeful. See what happens if 
you tell that to the depressed part …”

Here, I could challenge the over-identification with the depressed part by ac-
cessing her normal life part’s career experience and inherent compassion. The 
left-brain wisdom available to her right brain depressed part was still there in 
her normal life self. Sometimes, when clients are as adamant as the law stu-
dent that they would never have a normal life or adult part, I challenge them 
with a simple biological fact: “Unless you have had a brain injury you forgot 
to mention, or brain surgery, the normal life self is still alive and well in your 
prefrontal cortex [I tap my forehead to demonstrate where to find that part of 
the personality]—it’s still there even if you haven’t been able to function for 
years.” Or as I said to the artist, “I’m happy to tell you that the brain is like the 
Library of Congress—it doesn’t lose information. If you have ever had even a 
day or hour of curiosity or clarity of mind or confidence, those abilities are 
still within you. You’ve just lost access to them because the depressed part 
hijacked you just trying to get you to see how upset she was.” By stressing 
that parts blend, hijack the body, intrude flashbacks and images in order to 
get the attention and help of the normal life self, I can often spontaneously 
evoke empathy for the part: “Really?! You mean she only brought me so 
low because she wanted me to see how much pain she was in? Because she 
wanted help?!”

Connecting to the Resources of a Competent Adult

The easiest, most direct route to the normal life self is through those activities 
and life tasks or experiences with which this part is or was once identified. Is 
the client a parent? An administrator? Teacher? Attorney? Health care profes-
sional? Is there a hobby or cause that has meaning? If functioning has been 
problematic for an individual, we can ask: What “normal life” roles did he or 
she play earlier? Is there a wish or dream for a normal life that is important 
to the client? Does he or she play any role that requires prefrontal cortical ac-
tivity? In using this model with young adults from inpatient and residential 
settings in a regional mental health system, we repeatedly described the nor-
mal life part to patients who, because of their abuse and neglect, had never 
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functioned in normal life, even as children. Nonetheless, when our team from 
the Connecticut Department of Mental Health Young Adult Services described 
the Structural Dissociation model to these clients, almost all identified with 
having anormal life self: “That’s the part of me that wants out of this hospital!” 
“Yes, that’s the part that wants to be normal, not a mental patient.” “That’s the 
‘me’ who wants to go to college and get a job.” “I recognize my normal life part: 
she’s the one who wants to get married, live in a real home, and have kids.” 
Others could begin to feel a more palpable connection to their normal life 
selves once they began to associate their symptoms with the different parts and 
could disidentify from them, that is, differentiate what “I” want from what the 
parts seemed to be seeking. Whatever past “normal life” experience or vision of 
a future a client may have, it can become the vehicle for developing a stronger 
felt sense of having an adult body and mind (Ogden et al., 2006). I have helped 
clients find a normal life part on inpatient units (the part that organized a ping-
pong tournament for her peers), in activities such as jewelry-making, playing 
tennis, horseback riding, volunteer work with animals or children, even in 
serving as the voice of wisdom and support for others in their lives.

Each time I point out, “That’s your going on with normal life self— sticking 
with what’s important—putting one foot in front of the other no matter what,” 
I bring the client’s attention to the influence of the normal life self in their 
lives. When the client protests, “But that’s just a false self—I just fake it,” 
I challenge their curiosity: “So the belief is that your normal life self is just a 
fake—how interesting … But how could that be? Even if you are ‘faking it,’ it’s 
still you. If I faked it, I would do it differently.”

I underscore the courage and instinctive drive to seek normal even in an 
abnormal environment: “Think of it this way: the normal life self is the part 
of you that keeps trying to be OK even when all the other parts are freaking 
out, and that takes a lot of courage and determination—to ‘keep on keeping 
on’ when your parts are freaking out. A ‘false self ’ wouldn’t have to work that 
hard!”

Selves-Acceptance

“Befriending” one’s parts is not simply a therapeutic intervention: it also con-
tributes to developing the practice of self-acceptance, one part at a time. When 
clients pause their emotional reactivity to “befriend” themselves, to be cu-
rious and interested rather than dismissing or judgmental, they slow time. 
Autonomic arousal settles; there is a relaxing of the sense of urgency to do or 
be anything different. With their bodies in a calmer state, they can be more 
at peace, and, as a result, their parts feel more at peace. Self-alienation (i.e., 
disowning of some parts and identifying with others exclusively) does not 
contribute to a sense of peace or well-being, even when it is absolutely neces-
sary in order to survive. Self-alienation creates tension, pits part against part, 
communicates a hostile environment (often much like the traumatic environ-
ment), and diminishes the self-esteem of every part.
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As I made my case for accepting and welcoming her parts to a young 
graduate student, Gaby, she grew thoughtful. “These are good ideas. 
What about having a daily meditation circle?” she asked. “I could sit 
and invite them to join me in the circle. They wouldn’t have to talk, 
but if they wanted to tell me about things they were worried or upset 
about, they could. It would be a safe place for all of us.” The next 
week, she reported back. “It was amazing to see them all there—to 
know they came to meet me and to see if I would really listen. A lot of 
them were upset about how stressful my job is and the memories it 
brings back. I told them I’d talk to you about how to make it easier for 
them.” [See Appendix B, Meditation Circle for Parts.]

“Befriending our parts” means that we “radically accept” (Linehan, 1993) that 
we share our bodies and lives with “roommates” and that living well with our-
selves requires living amicably and collaboratively with our all of our selves, 
not just the ones with whom we feel comfortable. As Gaby’s Meditation Circle 
taught her, the more we welcome rather than reject our owned and disowned 
selves, the safer our internal worlds will feel.

“I am not I.
I am this one
walking beside me whom I do not see,
whom at times I manage to visit,
and whom at other times I forget;
who remains calm and silent while I talk,
and forgives, gently, when I hate,
who walks where I am not,
who will remain standing when I die.”

(Juan Ramon Jimenez, 1967)
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“Attachment is [a reflection of] the infant’s need to be safe from danger. 
We are not born securely attached. To the infant, the world is not a safe 
place.”

(Solomon, 2011)

“In human infancy, experienced threat is closely related to the caregiver’s 
affective signals and availability rather than to the actual degree of phys-
ical or survival threat inherent in the event itself. Equipped with limited 
behavioral or cognitive coping capacities, the infant cannot gauge the 
 actual degree of threat.”

(Lyons-Ruth et al., 2006, p. 6)

The “Missing Experience” of Secure Attachment

In the first few minutes after birth, newborn and mother generally meet heart 
against heart as the baby is laid across the mother’s chest. These and other 
early experiences of attachment are body-to-body experiences: holding, rock-
ing, feeding, stroking, gaze-to-gaze contact. Rather than using words, we 
communicate to infants with coos, mmmmm’s, and terms of endearment that 
evoke a lilt in the voice and bring a smile to our lips. Preverbal children take in 
the warm gaze, the smile, the softness or playfulness and respond with smiles, 
vocalizations and chuckles of delight, relaxing or brightening in a dyadic 
dance with their caregivers (Schore, 2001a). But infants and young children 
are equally equipped to perceive the body tension of the caregiver, the still, 
expressionless face (Tronick, 2007), the irritable tone of voice, or the rough 
movements. A baby’s immature nervous system is easily alarmed by intense 
emotional reactions, loud voices, sudden movements, or manifest anxiety in 
the mother (Lyons-Ruth et al., 2006). Whether the quality of parental care 
promotes secure attachment or is “frightened or frightening” (Lyons-Ruth 
et al., 2006) as in traumatic or “disorganized attachment,” these early  bonding 
 experiences are later remembered not as visual or verbal narratives but in the 

Chapter 6
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form of “implicit” or “emotional memories” and procedurally learned auto-
nomic, motoric, visceral, and behavioral responses.

Relational Habits: One Way of “Remembering” 
Early Attachment

The better the quality of our early attachment experiences, the greater our ca-
pacity to tolerate distress as we develop into adulthood. Our capacity for affect 
tolerance, self-soothing, and achievement of an integrated sense of self later 
in life is dependent upon the self-regulatory or self-soothing abilities acquired 
during the first 2 years of life (Shore, 2003), including both the ability for 
interactive regulation (to be soothed by others) and auto-regulation (the abil-
ity to soothe ourselves). Affect tolerance in adulthood appears to be directly 
tied to the smooth acceleration, braking, and deceleration of the autonomic 
nervous system (Ogden et al., 2006) developed in very early secure attachment 
relationships. The experience-dependent development of the right orbital pre-
frontal cortex (Schore, 2001b), the brain’s “self-soothing center,” is also facili-
tated by secure attachment in early life. In order for children’s nervous systems 
to develop a “window of tolerance” (Ogden et al., 2006; Siegel, 1999) for the 
highs and lows of emotional arousal, they require repeated emotional- somatic 
experiences of “interactive regulation,” that is, a caregiver who soothes, 
comforts, reassures, or otherwise down-regulates their states of distress or 
who distracts, cuddles, or playfully up-regulates their moods in the context 
of fatigue, boredom, depression, or shutting down. If an “attachment style” 
represents a child’s adaptation to a particular caregiving environment and a 
given caretaker, then we might think of attachment strategies as “procedurally 
learned,” that is, habits of action and reaction stored in the brain’s nonver-
bal memory system for function and habit. Many different memory systems 
 interface in attachment relationships: “what we do with one another,” how we 
relate, reflects the procedural memory system. Autobiographical memory for 
family relationships and events captures “what we know about one another,” 
and emotional memory determines how our emotional states are altered in 
relationship to one another (Grigsby and Stevens, 2002). The attachment “hab-
its” of each individual also reflect implicit memories describing what ratio of 
closeness to distance created the most safety and what was the best adaptation 
to the attachment demands in a particular family environment. Some clients 
may automatically tense up in response to proximity or human touch. Some 
may have developed habits of avoiding those closest to them, and others habits 
of preferential orienting just to family members or significant others, away 
from strangers and acquaintances. For some, eye  contact may have been a life-
line, leaving the client with little ability to disengage from “staring” at others; 
but, for some individuals, eye contact might have been an aversive experience 
of looking into frightening eyes, resulting in habits of disengaging or look-
ing away later noted by therapists as “poor eye contact” without awareness 
that habits of eye contact tell us valuable information about early attachment 
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experiences. Where clients sit (closer or farther from the therapist), whether 
their bodies are oriented toward or away, lean toward or pull back from the 
therapist, already provide us with important information about the client’s 
attachment style and history.

Trauma and Attachment: The Source of Safety  
Becomes the Source of Danger

“[W]ith a [frightened/frightening] caregiver, infants are caught in a re-
lational trap: their defense systems motivate them to flee from the care-
giver, while at the same time their attachment system motivates them, 
under the commanding influence of separation fear, to strive for achiev-
ing comforting proximity to her or him.”

(Liotti, 2011, p. 235)

Because children’s innate attachment behavior is organized around proximity- 
seeking and social engagement, caregivers who are neglectful and abusive 
pose a double threat: not only does their frightening behavior evoke fear/
flight/fight responses but it also intensifies the child’s yearning for proxim-
ity. The result is what Main and Hesse (1990) first termed “disorganized” or 
Type D attachment, the result of what Main termed “fright without solution.” 
When parents are “frightened or frightening,” Main and Hesse concluded, 
the child’s instinctive source of comfort and safety becomes the source of 
danger. Rather than attachment figures providing protection and interactive 
regulation for the child, their behavior is alarming. Frightening, frightened, 
and/or abusive parents stimulate proximity-seeking drives and activate the 
child’s survival defenses of fight and flight, or they evoke rapid activation of 
the parasympathetic dorsal vagal system to initiate freezing, shutting down 
or  “playing dead.” Beatrice Beebe’s infant research (2009) has demonstrated 
that, as early as 3 to 6 months, babies develop what she calls “expectancies,” 
 patterns of behavior that anticipate interactions with their caregivers. In her 
observations of infants with disorganized attachment, these expectancies 
range from shutting down and going limp to matching the mother’s dysreg-
ulated states (e.g., imitating maternal laughter in response to their distress). 
In both instances, the infants succeed in regulating their responses to their 
mother’s alarming behavior but in ways that, if procedurally learned, set the 
stage for longer term autonomic dysregulation: either automatic parasympa-
thetic shutdown or mimicking of maternal sympathetic responses.

Because infants and young children, dependent on their caretakers for sur-
vival, cannot effectively flee or fight, their repertoire of survival responses is 
limited to the resources of their young bodies (Ogden et al., 2006). Driven 
to seek proximity to attachment figures when alarmed or hurt, they defend 
against threat by backing away, closing their eyes, hiding, shutting down, or 
dissociating. When the source of danger is the attachment figure, the mind and 
body must find a way to maintain an attachment bond while simultaneously 
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mobilizing animal defense survival responses to protect the child. These two 
powerful innate drives (to attach and to defend) each remain highly acti-
vated, one drive dominating at times and then the other. The  result is a child 
(and later adult) caught between two equally strong “pulls”: the yearning for 
 proximity and closeness and the animal defenses of fight, flight, freeze, and 
 submission. “Too much” closeness feels dangerous, but so does “too much” 
distance. Without any narrative memory, without a conscious thought,  Karin’s 
story illustrates how powerful early nonverbal attachment learning can be.

Karin had no narrative or event memories of the first year and a half 
of her life spent in a Romanian orphanage, but she had many unrec-
ognized implicit and procedural memories: her body remembered that 
closeness is dangerous, propelling her to push away boyfriends as 
the relationship grew closer, especially if they were kind and loving. As 
these romantic relationships endured despite her negative reactions 
to the closeness, she found herself becoming increasingly hypervigi-
lant, suspicious, and reactive to any failure of attunement or attention. 
Each time she felt abandoned, unseen, or unheard, she would erupt in 
anger and threaten to leave. When, after many months of conflict and 
rejection, the young man finally succumbed to being pushed away, 
Karin would feel overcome with feelings of loss, abandonment, and 
separation anxiety: “How could he leave me?” she would ask. “Maybe 
he didn’t love me …” Once he was gone, the urge to push him away 
suddenly yielded to the intense yearning to pull him closer.

As Liotti (2011) describes it, “[In the context of frightened/frightening care-
giving], ‘the caregiver becomes at the same time the source and the solution of 
the infant’s alarm’ (Main & Hesse, 1990, p. 163). Fear comes to paradoxically 
coexist, in the infant’s experience, with the soothing provided by proximity 
to the caregiver” (p. 234). The tragedy for children like Karin is the strong 
association that develops between soothing or proximity and fear. The warm, 
positive feelings evoked by her boyfriends’ loving behavior very quickly acti-
vated fear and vigilance, leading to crisis after crisis in the relationship until 
finally they abandoned their efforts to win her.

Not only do children like Karin fail to develop a window of tolerance, but 
worse yet, their nervous systems become biased toward sympathetic hyperac-
tivity, impulsive proximity-seeking, and fight-flight behavior, often diagnosed 
as oppositional-defiant disorder in childhood and borderline personality 
disorder in adulthood. Or they become parasympathetically dominant: shut 
down, inhibited, hopeless and helpless, without initiative or energy, a state fre-
quently mistaken for depression. There are no stronger evolutionary instincts 
than the attachment drive and its polar opposite, the animal defense survival 
responses. The tendencies of babies and young children to seek and maintain 
proximity, to explore the environment while using caregivers as a “safe base,” 
and to seek a parent figure when alarmed or distressed have contributed to 
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child safety and protection for centuries. Even when a parent appears fright-
ened and is therefore frightening, the proximity-seeking drive can still be 
 activated by anxiety about a parent’s safety or moods. Primitive signs of this 
conflict between proximity and safety can be observed in orphanage-raised 
adoptees: at first, they often arch away from the adoptive mother’s body or 
stiffen on contact, look away rather than toward the caregiver. In contrast, 
babies in secure attachment relationships actively search the faces of adults to 
establish gaze-to-gaze contact and then socially engage by smiling, laughing, 
and cooing.

“Controlling Attachment Strategies” and Trauma

By the preschool years, now possessing language and motor skills they 
did not have in infancy, children with disorganized attachment status are 
observed by researchers to develop “controlling tendencies”: a pattern of 
behavior that manages or controls the caregiver’s actions and  reactions 
in one of two characteristic ways (Liotti, 2011). One subgroup exhibits 
 “controlling-caretaking” behavior, a parentified style of relating by sooth-
ing, reassuring, and helping their mothers. The other subgroup  exhibits 
 “controlling-punitive” behavior: attacking the mother verbally and/
or  physically, humiliating and devaluing her. Researchers note that the 
controlling- caretaking pattern is more common in girl children and more 
common when mothers exhibit role- reversal (i.e., are needy and childlike) 
and guilt- inducing behavior; controlling- punitive  behavior is more com-
mon in boys, especially in response to  maternal hostility. In each case, the 
child has found a way to defend and attach simultaneously: to remain close 
to the parent while inhibiting the dependency needs usually associated with 
attachment.

“Phobia of Therapy and the Therapist”

This legacy of disorganized attachment and controlling strategies affects 
all later adult relationships, including the therapeutic one. Van der Hart, 
 Nijenhuis, and Steele (2006) call this latter phenomenon “phobia of therapy 
and the therapist.” To the extent that traumatized clients come to therapy 
craving the relief, understanding, and care offered by the therapist (proximity- 
seeking), they are equally likely to experience fear and distrust of both the 
relationship and the process either early in treatment or as the relationship 
with the therapist grows. The prospect of trusting someone, of being seen, of 
disclosing one’s secrets does not bring relief: it brings trepidation.

As Jessica Benjamin (1994) describes it, “To be known or recognized is 
immediately to experience the other’s power. The other becomes the one 
who can give or withhold recognition: who can see what is hidden; who can 
reach, conceivably even violate, the core of the self” (p. 539). The lived ex-
perience of traumatized individuals has created an unavoidable and painful 
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paradox: closeness cannot be trusted, but distance or aloneness is also not safe. 
Their experience was that being alone and without protection created greater 
vulnerability, while being in proximity was also not safe. Because they could 
not depend upon the protection of the non-offending caretaker, these clients 
are either loathe to depend upon the therapist, or they assume the opposite: 
that their only safety lies in dependency. The yearning to self-disclose tends to 
conflict with the fear that self-disclosure will be used against the client, that 
secrets will not be believed, that he or she will be humiliated, not validated. 
 Simon illustrates the dilemma in which therapist and client can find them-
selves: in coming to therapy, he expressed his wish for help, but his parts could 
not allow him to accept help, much less trust it!

Each time I brought more warmth to my tone, more determination 
to help him, the more I could see Simon’s body tensing up. When 
I leaned forward to make contact with him, I felt him pulling back. 
Although he verbalized a wish for help, I could feel him withdrawing 
from whatever I offered. If I leaned forward to emphasize a point, 
I could see his body stiffen and pull back.

Me: “Seems like you want to take in what I’m saying, but it’s hard, 
isn’t it?”

SiMon: “It feels like you’re trying to sell me something and I should be 
careful because it might not be safe.”

Me: “Yes, I can tell it doesn’t feel safe. Your body is just trying to pro-
tect you, huh? It’s saying, ‘Be careful—don’t just accept whatever 
you’re told’ …”

Simon was paralyzed by an internal conflict: he wanted help with his debili-
tating thoughts and feelings, but somehow he couldn’t allow himself to accept 
the help offered.

To further complicate Simon’s dilemma, different parts of him were 
in head-to-head conflict about the therapeutic relationship. His judg-
mental, cynical fight part questioned the therapist’s credentials, meth-
ods, and orientation. His more intellectual going on with normal life 
self, who had researched my work in advance, thought the  approach 
seemed “appropriate.” His lonely, lost child part just yearned for the 
therapist to “say something nice,” something that would put a balm 
on his emotional wounds. The submit part whose depressive beliefs 
about himself kept Simon perpetually dysphoric both liked and felt 
threatened by the therapist’s challenging of those beliefs as just a 
survival strategy. Not knowing which internal pull or voice was “his,” 
Simon alternately identified with all of them. At some appointments, 
he would be open to working on changing his relationship to the de-
pression by understanding it as that of a young boy who had learned 
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to keep himself quiet and shut down, so he could “fly below the radar.” 
At other times, he would express ambivalence about continuing in 
therapy or even anger that, “I’ve wasted all these years seeing thera-
pist after therapist—this is just one more failed attempt.”

Each structurally dissociated part, driven by a particular animal defense 
 response or combination of responses, tends to be biased in its perspective 
on attachment versus safety. As each is evoked on different days by different 
aspects of the treatment, the therapist can become confused and disoriented 
if he or she does not recognize the fragmentation and identify the parts. The 
attach parts often idealize the therapist and actively seek a relationship that 
at first may seem like healthy therapeutic collaboration: “I need help, and you 
have expert help to give me.” But, over time, the client, blended with the attach 
part, becomes progressively more childlike or needy, develops separation 
anxiety, or is increasingly in crisis. Driven by their innate proximity-seeking 
instincts, the bias of the attach parts is that the only safety lies in closeness, 
in being cared about, not being separated. One day, Annie and I decided to 
gather more information about what “caring” meant to the parts who repeat-
edly questioned whether I really cared about her or them, who incessantly 
worried that they would displease me and provoke abandonment—to the 
point that their anxiety made it difficult to focus on issues other than their 
preoccupation with me.

When I asked why her little parts were so focused on evoking evidence 
that I cared, Annie became quiet and turned her attention inside to 
better hear the internal conversation. “They’re saying that if someone 
cares about you, they’ll protect you. They won’t leave you alone to get 
taken—they’ll watch out for you.” The night she had been kidnapped 
at age 7, no adult was watching out for her—she was all alone. The 
parts’ implicit memories of that experience made  “caring” all import-
ant, but no matter how many times Annie or I  reassured them that 
I had proven I cared many times over, they could be  momentarily 
reassured if they felt “cared for” but then that moment of relief would 
immediately quickly trigger more anxiety.

Awakening the Yearning for Care

Rather than feeling comforted by the therapeutic relationship or by the grow-
ing closeness that usually occurs as a natural, healthy outgrowth of psycho-
therapy, the attach parts can often have the opposite reaction. As they feel 
“closeness” at long last, it is both a relief and a trigger. Their fears of aban-
donment and sensitivity to empathic failure typically intensify, often leading 
to increasing demands on the therapist’s time and energy. Concerned by the 
increasing levels of distress, volume of calls, mounting instability, or accusa-
tions of empathic failure, therapists may not realize that their valiant attempts 



110 Complications of Treatment

to create safety and attunement in the therapy are instead evoking implicit 
memories. The feeling memories of painful yearning for someone to care, to 
comfort, to be close often evoke a hunger for contact that can become obsessive 
and is often pathologized as psychotic or erotic transference. In addition, if 
therapists are not familiar with the Structural Dissociation model or have been 
trained to diagnose the symptoms of disorganized attachment as evidence of 
borderline personality disorder, they can be dysregulated by the shifting states 
and conflicting presentations of the client. The going on with normal life self 
might trust the therapist’s offer of safety, might be willing to “work” in ther-
apy with little need for reassurance. The attach parts will trust the therapist 
immediately and unconditionally but their yearning for closeness will also 
be triggered by kindness, warmth, and care, resulting in an increasing hun-
ger for more and more proximity. Desperate for contact, the attach part often 
has difficulty leaving the therapist’s office at the end of sessions and/or seeks 
“proximity” between visits—through voicemail, email, or text. Because these 
young parts are highly anxious and alarmed, their messages often appear to 
be signs of crisis to which therapists feel a responsibility to respond. Over 
time, however, the therapist may begin to notice a pattern: the same level of 
urgency is evoked by both large and small stressors; therapeutic reassurance is 
less rather than more successful over time; sensitivity to empathic failure be-
comes heightened; and the number of crisis calls does not diminish over time 
or may even increase. That is because the job of these parts is to “cry for help” 
and because their implicit memories of yearning for contact and fear of aban-
donment are exacerbated, rather than soothed, by proximity to an attachment 
figure. Without the therapist’s awareness that these parts are just one aspect 
of an otherwise competent adult or that their distress represents activation of 
memory, he or she may feel responsible for soothing them.

One way for therapists to recognize when they are being “inducted into 
the system” (i.e., have taken responsibility for regulating and soothing a part 
whose job it is to maintain proximity to potential attachment figures) is to 
look at whether the treatment is successfully stabilizing the client and expand-
ing the window of tolerance. When, despite the out-of-session support, the 
client needs more rather than less contact to remain stable, therapists can be 
quite certain that they have inadvertently been responding to an attach part 
whose job it is to elicit care, not an adult client needing some temporary sup-
port in resolving a crisis while developing more ego strengths and resources.

Recontextualizing Disorganized Attachment  
as an Internal Struggle

If therapists interpret the disorganized attachment as the expression of a 
whole integrated client, the symptoms are likely to be understood as a “per-
sonality disorder.” Only when the assumption is made that these behaviors 
represent disorganized attachment associated with structurally dissociated 
parts can the therapist avoid becoming inducted into the system, whether as 
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rescuer, potential victimizer, or uncaring bystander. Without the conceptual 
framework of structural dissociation, therapists can easily become confused 
and frustrated by the alternating appearances of attach parts expressing needs 
for more proximity and flight or fight parts distancing, controlling, or deval-
uing the treatment.

Often early on or as the attach part becomes more vulnerable, the flight 
part manifests in the therapy as a client expressing ambivalence about the 
 treatment. “I didn’t want to come today,” that part typically announces. 
“I have nothing to talk about.” “I’m not sure I want to continue.” Flight parts’ 
instinctual avoidance is likely to be triggered by therapy sessions. When the 
focus turns to painful emotion, the client might suddenly flee the session, 
or, just as the therapist feels the treatment is “deepening,” the client’s flight 
part might suddenly cancel remaining appointments. The attach part or nor-
mal life self then is likely to return in a crisis weeks or months later with no 
memory of why “he” or “she” left the therapy previously. The client’s normal 
life self might come regularly to each appointment but then, hijacked by the 
flight part, shut down, become mute, or dissociate. Attempts to process these 
patterns as if they were those of a whole integrated individual are usually 
frustrating at best. Therapists often find themselves dismissing such clients 
as “resistant,” “unmotivated,” or “guarded,” without realizing that they have 
been stymied by a series of parts whose job it is to distance in relationships, 
avoid the trauma, and detach emotionally.

When attach and flight parts alternate in therapy, the therapist often be-
comes even more confused and frustrated: for example, the “client” asks to 
talk on the phone between sessions, sends daily emails and texts, and ex-
presses fears of abandonment, yet at each face-to-face appointment, this same 
“client” shuts down, cancels at the last minute, or expresses the wish not to 
have come at all. In this example, there is no one “client”; we are dealing with 
two different subparts with conflicting wishes and fears. If we tell the client’s 
flight part that she is not obligated to come if she doesn’t want to, the attach 
part will feel rejected and pushed away. If we tell the attach part that she seems 
ambivalent about the therapy, she will feel even more deeply wounded. She 
would come every day if we just invited her! If we ask the flight part to reflect 
on the urgent need to talk on the phone Wednesday evening followed by a 
disinterest in coming to therapy on Thursday, we are most likely to get a shrug 
of the shoulders as if to say, “I wouldn’t know.”

Another manifestation of the flight part is observed in eating disordered 
or addictive behavior. Rather than distancing externally, eating disorders and 
substance abuse provide a way of distancing or “fleeing” dysregulated emotions 
and sensations internally. In the treatment of both addictive behavior and eating 
disorders, it is helpful for therapists to make a clear distinction between the 
normal life self, often highly motivated to stay sober or engage in harm reduc-
tion, and the flight part, undeterred in its determination to numb or discon-
nect or facilitate a false temporary window of tolerance. If that differentiation 
is not made, therapists are likely to find themselves engaging in a struggle in 
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which they become the spokespersons for abstinence, sobriety, and healthy 
behavior, while the flight part must defend the use of the substance or eating 
disorder against what feels like an enemy. Rather than engaging in a head-
to-head battle with a flight part, it is more useful for the therapist to capital-
ize on the compartmentalization by working with the normal life self, using 
its capacity for reflection to increase curiosity about the flight or addict part: 
what is its intention? What outcome does it want? (See Chapter 7 for more on 
working with parts and self-destructive behavior.)

Not One but Many Transferences

Because the therapist is an attachment trigger for all the parts, it is crucial to 
be aware of the different transferential relationships each part will tend to de-
velop. Attach needs to feel the therapist is warm, connected, and attuned to its 
needs for care. Flight needs space and acceptance of its need to keep a distance 
or to come and go. Fight requires proof that the therapist will not “use” secrets 
against the client, will not try to use dependency to control the parts, and has 
no hidden agenda. “Proof” sometimes means that the therapist is subjected to 
tests of her patience, testing of boundaries, and tests of her ability to hold the 
treatment frame. Submit just wants to please by complying with whatever the 
therapist seems to want, often increasing the need for more testing by fight, 
and freeze just doesn’t want to be hurt. To ensure that the therapy does not 
become derailed by these traumatic attachment issues, the therapist must be 
prepared for the issues posed by disorganized attachment and assume that the 
work will include negotiating multiple transferential relationships.

Recognizing the Transference of Parts

If disorganized attachment reflects the relationship between a proximity- 
seeking attach part and a hypervigilant, protective fight part, then other parts 
with similar goals will be active in the treatment and supportive of one or 
the other side. Although the submit part can appear as the “identified pa-
tient,”  referred for chronic depression, issues of shame, or an inability to set 
limits and boundaries, the submit part also frequently serves the needs and 
goals of the attach part by trying to please those whose connection the attach 
part seeks, avoid displeasing potential attachment figures, and ensure that the 
 demands of the attach part do not overwhelm the therapist.

In some clients, the submit part may be more burdened and submissive and, 
in others, more compliant and pleasing. The submit part might even strive to 
be the best client the therapist has yet encountered so as to increase the posi-
tive feelings the attach part craves. But, when the “good client” is actually a sub-
mit part, somehow the progress we would expect from a client with this level 
of intelligence, functioning, and willingness to engage does not happen. 
Instead, the client takes one step forward and one back, appears to make prog-
ress but then mysteriously is back to wherever he or she started. The willingness 
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to do whatever the therapist asks does not lead to integration of new informa-
tion or new skills. It is as if we have been conducting the treatment with a child 
who listens and acts as if she understands but lacks the cortical functioning 
that would enable the information to be useful. Or, because submission as 
survival response is dependent upon parasympathetic dominance, the submit 
part has no access to energy for change and no influence on the other frag-
mented selves of the client.

Key indicators that a theme is being expressed by a part is the degree of 
rigidity associated with it: parts are likely to see the world as black or white, 
have difficulty comprehending new information or widening their  perspective 
to take in multiple points of view. If therapists find themselves engaged in a 
struggle with clients or “resisting their resistance,” that is often a sign that 
they are in dialogue with one part of the client, not the larger consciousness 
of a normal life self. If the therapist responds to submit by saying, “That’s 
 interesting—so there’s a belief inside that ‘nice people don’t say No’—no 
 wonder that’s such a hard word to say,” the submit part is likely to reply: “Well, 
that’s true.” This response is very different from what we might hear from a 
going on with normal life self who, despite being avoidant of overwhelming 
emotions or unsure if his or her childhood experience really qualifies as 
“traumatic,” is likely to be more curious about the therapist’s point of view: 
“Really, you mean other people have that experience, too?”

Creating an Alliance with the Fight Part

If disorganized attachment reflects an internal conflict between proximity- 
seeking drives and fight/flight responses, then the transferential relationship 
with the fight part will inevitably become an important focus of the therapy. 
First of all, fight parts are generally the most hypervigilant and wary of attach-
ment, least likely to trust therapists or the process of therapy, especially to the 
extent that the treatment focuses on the client’s vulnerabilities: on disclosing 
secrets, sharing deeply personal information, connecting to expressing strong 
emotions. Often, the presence of the fight part is felt subtly and indirectly: 
for example, in how much the client is comfortable sharing about his or her 
history or even daily life, in questions put to the therapist about office policies 
(especially around confidentiality, fees, and boundaries), or when the client 
starts to say something and then stops in mid-sentence, unable to recall what 
he or she wanted to say. We might also encounter indicators of an active fight 
part in the client’s history: a previous therapy that ended “badly”; friendships 
that were dropped after recurrent conflicts; difficulties at work due to inter-
personal struggles or confrontations; breakups in relationship. Or we might 
see the fight part play an active role in the treatment. When therapists “fail the 
client empathically,” for example, they are informed of their failure by a fight 
part activated by the hurt feelings of young parts. “Empathic failure” generally 
describes a choice of words or actions that has disappointed or hurt the client’s 
feelings—or, more accurately, the feelings of the attach part. Most of the time, 
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these moments of “empathic failure” occur because the therapist is speaking 
to someone perceived to be an integrated adult, not realizing that the client 
is blended with a needy, lonely, sad, or ashamed child part. If spoken to an 
adult, the words or tone used may have been harmless or even compassionate, 
but spoken to a child part with urgent hopes for care or rescue, the words 
are deeply hurtful. For example, the therapist might raise a billing issue or a 
change in appointment time, announcement of a vacation or change in policy. 
Spoken matter-of-factly to a 40- or 50-year-old adult, the words, “I need to 
talk to you about billing issues” or “about my vacation,” are simply informa-
tion, but they feel cold or cruel to the child part. Rarely is the resulting em-
pathic failure brought to our attention by that child part, though. Our clients 
do not generally look confused, hurt, or wounded, much less burst into tears, 
which would alert the therapist to the inadvertent rupture. Instead, therapists 
hear about these empathic failures from an indignant, angry, or even outraged 
fight part, making it more difficult for the therapist to understand much less 
empathize with what has happened. The vulnerability of the child part is ve-
hemently defended by the fight part, but, unable to “see” the little part, the 
therapist feels put on the defensive, distanced or disrespected by an angry, in-
dignant client—the very opposite of the attach part’s needs and wishes. We are 
inducted into the disorganized attachment “system,” feeling badly for having 
hurt the client but also defensive in the face of being criticized, devalued, and 
found wanting. Without the realization that an “empathic failure” represents 
the inadvertent wounding of a child part coupled with the defensive efforts of 
an angry part seeking restitution or protection of the little parts’ vulnerability, 
the therapist’s efforts at “repair” may also be misattuned.

Another manifestation of disorganized attachment can be a preoccupation 
with suicide, a tendency to self-harm, or a tendency toward promiscuous or 
unsafe sexual behavior. Suicidality and self-harm always reflect the role of the 
fight part because of its unique capacity for aggression. No other part has the 
physical strength and violent impulses that accompany the animal defense of 
fight. Submit may dream of going to sleep and never waking up; flight may 
wish to escape intense emotions, but neither has the physical ability to end life 
or harm the body. (See Chapter 7 for a more extensive discussion of treating 
suicidal and self-destructive behavior as manifestations of parts.)

What most often triggers suicidal and self-injuring parts are empathic fail-
ures, losses, painful loneliness—anything that reopens the emotional wounds 
of the attach part. Other common precipitants are intrusive memories or 
flashbacks, both of which can be linked to the attach parts’ cry for help and 
both of which increase feelings of vulnerability and shame.

Vulnerability is the enemy of the fight part. At age one, three, six, even ten, 
there is little a fight part can do to defend against those on whom the child 
depends. In adulthood, any situation in which dependency and/or vulnera-
bility are stimulated is likely to activate the fight part. That means that any 
therapy that appears to emphasize the creation of dependency or encourage 
vulnerability is likely to be highly threatening to those parts. Although most 
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therapists would rightly insist that evoking vulnerability or dependency is not 
their conscious goal, we have to remember two things: first, that the fight part 
is hypervigilant and focused narrowly on threat. Even as normal a stimulus 
as the box of tissues sitting in the therapist’s coffee table is a danger signal to 
the fight part. Secondly, most therapists do encourage self-disclosure, expres-
sion of feelings, and learning to ask for and receive support—all of which can 
be misconstrued as the encouragement of vulnerability—especially when the 
attach part is eagerly awaiting a sign that dependency will be welcomed by the 
therapist and the fight part is on guard against exactly that danger.

There is No “He” or “She”

Often, therapists are understandably confused by the relationship between the 
fight and attach parts. At the start of therapy they may encounter a “client” 
who is closed, counterdependent, guarded, and reluctant to disclose his or 
her secrets. Not realizing that they have encountered a part of the client, not 
an integrated whole, they encourage reaching out and asking for support—or 
they reach out to the client, believing that the gesture will reduce shame or 
fear. But beneath the militant counterdependence of the fight part, there is al-
ways an attach part whose longing and hurt are being defended, who is being 
 “protected” by the avoidance of dependence. When the therapist attempts to 
help the counterdependent client or part “open up,” the attach part is inevitably 
activated by the reaching out, resulting in a client who, in the therapist’s mind, 
is now still counterdependent at times but can also be extremely  dependent 
and easily wounded. The attach part’s implicit memories and unmet yearning 
for connection have been stimulated, and both feel emotionally unbearable. 
The fight part’s distrust of connection has been equally heightened.

When the therapist does not continue to reach out, believing that the client 
has successfully softened the counterdependence, the attach part’s separation 
anxiety intensifies, and fight must go to its defense. If the therapist continues 
to reach out, concerned about triggering shame or fears of abandonment, the 
attach part’s hunger for connection continues to be triggered, causing more 
distress and often the need for more and more contact. The more frequent the 
contact, the greater the fight part’s sense of threat. To make matters worse, as the 
fight part pushes the therapist away or uses harm to the body to regulate un-
bearable emotions, the attach part is likely to feel more vulnerability instead of 
less, increasing demands for contact and further activating the fight part. Many 
therapists notice that as the need for contact intensifies and they try to meet the 
demand, they increasingly are accused of empathic failure: “I was suicidal, and 
you could only stay on the phone for 5 minutes?!” “You really think ‘a few min-
utes’ is enough when I’m in this living hell?” It is helpful to remember at those 
moments that the client’s parts are re-enacting their early experience of disor-
ganized attachment: caught up in a painful, wrenching struggle between the 
implicitly remembered need of little parts for more care and the implicit distrust 
connected to the dangers of neediness when attachment figures are abusive.
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Diagnostically, the client with disorganized attachment is increasingly 
likely to fulfill criteria for borderline personality disorder, and if diagnosed 
as such, may be judged “attention-seeking” and “manipulative.” The role of 
the trauma and traumatized parts is likely to go unrecognized and untreated; 
the manifestations of disorganized attachment will be confused with person-
ality disorder symptoms. The worst fears of the going on with normal life self 
will also be realized: he or she is getting worse in therapy, not better. As with 
addicted and eating disordered flight parts, it is easy for therapists to become 
engaged in a struggle with self-destructive or suicidal fight parts centered on 
safety and risk management issues and to lose the opportunity to help clients 
use their normal life selves to work with parts bent on ending life rather than 
being rendered vulnerable. (See Chapter 7 for more information on how to 
manage issues of safety.)

A Therapist for All the Parts, Not Just for the “Client”

Most therapists take on a single client, not a motley collection of parts sharing 
a common body. But since structural dissociation and splitting is statistically 
likely in the context of trauma, therapists should assume that by taking on any 
traumatized client, they may be taking on his or her parts, too. That means that 
the therapist must listen, speak, and conduct the treatment somewhat differently 
than he or she otherwise would in treating more integrated clients whose early 
lives did not require splitting and self-alienation. As the therapist meets the client 
for the first time, hears the presenting issues and takes a history, he or she should 
already be attuned to the trauma-related themes likely to be echoed by different 
parts: painful loneliness and the need for  connection, despair and self-defeating 
beliefs, fear and avoidance of being seen, addictions and eating disorders, the 
impact on relationships of problems with anger and hypervigilance.

Listening for the “Voices” of the Parts

Encouraging curiosity, providing psychoeducation about trauma and trauma 
treatment, mindful noticing of patterns and themes, and an introduction to the 
language of triggering are all important even in a first or intake visit. Even as 
we are gathering information from a new client, therapists should be listening 
intently for the “voices” of the different parts and also for signs of a normal life 
self: a home, career or job, relationships, interests, some areas of stability, and, 
most importantly, a functioning prefrontal cortex and the capacity to observe 
what happens moment to moment. The trauma-informed therapist is also alert 
for signs of dysregulation either visible in the session or reported by the cli-
ent (“I just shut down,” “I had to leave,” “I just starting screaming”). Until the 
therapist is certain that the client has an adequate window of tolerance and 
equally sure there is an observing self that can relate to intense feelings (i.e., stay 
connected to the emotions without dissociating or becoming dysregulated), 
he or she does not pull for emotions (the landscape of the parts), only for an 
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awareness of their different “voices.” How clients regulate whatever emotions 
come up spontaneously tells the therapist more about the extent of their win-
dows of tolerance. Aware that traumatic events are past events that intrude on 
the present when triggered by reminders of the past, the therapist introduces 
the language of triggering early in treatment—along with the language of parts.

Mark came to his first session with a paradoxical issue: his rich, satis-
fying life after trauma was missing one ingredient, a partner or spouse. 
“I’ve never fallen in love, never had a relationship that lasted more than 
6 months—but on the other hand, I don’t really see the need for one in 
my day to day life. I’m here just in case I might be missing something.” 
The therapist replied, “So there’s a part of you that has made sure you 
never fall in love, and another part that wonders if, someday, that will 
feel like a loss. Could we be curious about both of them?”

Jacqueline told her therapist: “I’m here because I have a long history of 
trauma. Do you want me to tell you all of the things that have happened?”

“Not unless there is something special that you want me to know—
I’m really more curious about how the trauma has stayed with you, 
how it’s still affecting your life day to day.”

“It’s ruined my life …”
“Is it still ruining your life? What triggers it?”
She describes a pattern of many years: each time she has built a 

stable, satisfying relational and work life, she’s found herself precipi-
tously fleeing it to take care of one or another member of her family of 
origin, thereby losing everything she had built for herself.

I respond, “So, there is a very strong—very, very strong—going on 
with normal life part of you that keeps on rebuilding your life, no mat-
ter what, and then there’s a very self-sacrificing part that feels com-
pelled to give it all up to take care of your family, even those members 
who abused you as a child. Could we be curious about that pattern?”

Me: “What did you do?”
ClienT: “I was a family medicine doctor—I loved it, but I couldn’t han-

dle the stress, especially after I stopped being able to drive.”
Me: [Curious about any loss of normal life functioning] “You stopped 

being able to drive? What happened that made it no longer pos-
sible to drive?”

ClienT: “I would start to go somewhere, and I’d suddenly forget where I 
was going or how to drive the car. I would panic! Then I’d have to call 
my secretary and tell her to come get me. I couldn’t do it by myself.”

Me: “It seems that driving and going to work and having a normal life 
must have been very threatening to your traumatized parts—they 
panicked, and you didn’t know it was them—you thought it was 
you. How sad …”
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“I used to be able to function, but I haven’t for a while now,” Robert 
disclosed.

These three clients included a doctor, a therapist, and a teacher—all ideal can-
didates for therapy—all of whom reported symptoms that were paradoxical 
in some way. Putting aside what might be viewed as the “bigger” issue of the 
client’s trauma history, I habitually listen for the subtle indicators of losses of 
functioning, internal conflicts, self-sabotage, and paradoxical behavior. In 
 addition, I am not thinking of parts as tied to the clients’ histories—I listen 
for how the parts’ implicit memories are being triggered in the client’s current 
life. Are they being triggered by the client’s determination to live a normal life 
 after trauma? By the client’s exposure to certain kinds of trauma-related trig-
gers (e.g., a boss who is controlling and critical, a child at an age at which the 
client was traumatized, family members connected to the perpetrator)? Or I am 
listening for some life event that is likely to stir up earlier trauma, such as a loss, 
betrayal or recent traumatic event, or even a happy life transition (engagement, 
marriage, birth of a child, promotion or graduation). Is there a pattern in the 
client’s life that might be telling a story of unresolved trauma being re-enacted 
at an implicit level?

Becoming the therapist for all the parts begins with listening for their cho-
rus of voices and themes, beginning to name the themes and the parts as they 
are heard, and evoking the client’s curiosity about what has been happening. 
Most clients come to therapy with a feeling of confusion, desperation, unbear-
able pain, and unspoken fears that they are losing their minds. Although they 
may have created a story to explain their bewildering symptoms, the first few 
visits mark the point in time when they are often most open to hearing a new 
perspective that reassures them they are not crazy or defective. As I tell them 
a different story, one that makes sense of what they have been experiencing, 
often the relief is palpable.

To Mark, i Said: “I get it, and you will, too! After what happened to you 
as a kid, some part of you inside you made a vow that he would 
never, ever, ever, ever let someone hurt him again. He’s just try-
ing to protect himself and you—even now.”

To JaCqueline: “Of course, that young girl who survived by taking 
care of her parents and her brothers and sisters, would feel no 
right to a life of her own—maybe having a life actually made her 
feel guilty and ashamed rather than safe and stable.”

To roberT: “It makes so much sense: you created a very rich, chal-
lenging grownup life as a husband, father, and medical pro-
fessional. You were being recognized in your community. That 
probably scared the parts so much that they couldn’t let it keep 
happening—they felt exposed and in danger. They had to stop 
you, and they succeeded.”
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Speaking on Behalf of the Parts

It is common for clients to have difficulty sustaining access to the going on 
with normal life self, difficulty feeling empathy for their parts, difficulty main-
taining access to the prefrontal cortex, even retaining their initial curiosity 
about this new way of thinking. Because the language of “I” is an automatic 
“default setting” for most of us, our procedurally learned tendency when we 
feel something is to say, “I feel this way.” It takes repetition and practice to 
use the words, “a part of me feels this way,” as comfortably or automatically. 
Often, the therapist feels discouraged by the slow pace or begins to question if 
the approach is helpful, but it is important to remember that we are changing 
a kind of learning that is meant to be indelible. Human beings never forget 
procedural learning: how to shake hands, how to drive a car, how to pick up a 
knife and fork, and we never lose the tendency to say “I.” Learning to use the 
word “part” instead of “I,” remembering to think in parts language, listen-
ing for their different voices: all of these skills take the same kind of practice 
 involved in learning a foreign language.

Practice can come in many forms:
As a “practice” that reminds the client that all distressing emotions, 

thoughts, and life problems reflect communications from parts, I can include 
the language of parts in my opening greeting to the client: “How have the 
parts been this week? How did the week go for them?”

To interrupt and inhibit the automatic assumption of “I,” I can repeatedly 
remind clients of the multiple points of view inside: “Which ‘I’ feels that way? 
And is there any ‘I’ who feels differently?”

I can reiterate the psychoeducation on structural dissociation: “Let me 
 remind you about the structural dissociation model … Which part would have 
been most likely to be shamed by that experience? Yes, it would be  submit—
she always assumes it’s her fault. And how did the fight part react to the same 
criticism? Very differently, huh?”

I can mirror what has just been said, reflecting the client’s words while 
 simultaneously translating them into parts language: “So, there’s a part of you 
that feels very ashamed and unsure of himself today …”

To which the client might reply, “Yes, I almost cancelled because I didn’t 
want to face you.”

Me: “Hmmm … So interesting … That part didn’t want to face me. 
Who was he afraid I would be? How was he afraid I would act?”

Often, the client immediately free-associates to someone by whom he or she 
was once shamed or intimidated: “He’s afraid you’ll look down on him like all 
those teachers did because his clothes don’t match and they’re dirty and torn.”

Here, the therapist must bring the normal life self’s attention to the words and 
meaning just expressed by the child part to ensure that they are being heard.  Using 
a mindful “contact statement” (Ogden & Fisher, 2015), the therapist repeats, “Yes, 
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he’s afraid I’ll look down on him just like all those teachers did. He thinks I’ll see 
that his clothes are torn and don’t match, and I’ll think he’s no good.”

ClienT: “Yeah, the teachers could see how neglected he was, and 
they thought he was trash.”

Me: “That’s what their looks and eyes said: he was trash. And now 
that’s what he’s afraid I’ll see, too.”

As the client connects emotionally to the parts and reports the fears and 
phobias still affecting them, the therapist has an opportunity to speak “on 
their behalf” (Schwartz, 2001), to generate a deeper level of felt compassion in 
the client for the parts. Voicing a question used throughout Internal Family 
Systems work, the therapist asks: “When you hear those words, how do you feel 
toward that part now?” “Feeling toward” is a mindful phrase, different from 
“feeling for” (having sympathy) or “feeling about” (an attitude of mind). It 
asks the question, “What feelings do you notice having toward this part now?”

ClienT: “I feel sad for him.”
Me: “Yes, you feel sadness for him—it wasn’t his fault he was so ne-

glected, was it? Could you let him know that—not so much with 
words as with your feelings and your body? [Short period of silence] 
What’s it like for him to sense someone caring how he feels?”

ClienT: “It’s very new, but he likes it …”
Me: “Yes, you can tell he likes it, but it is very new … Nobody ever felt 

for him … Let him know you understand just how new it is and 
maybe hard to trust …”

One of the keys to this work is the use of the therapist’s own compassion and 
insight as an instrument. When the therapist communicates, “I get it” and when 
the normal life self and wounded part both feel “gotten” by each other, there is a 
shift in inner experience. When an increasingly warm inner  dialogue between 
adult and child is facilitated by a therapist whose words and body communicate 
empathy and emotional connection to both, a spontaneous deepening and bond-
ing takes place between them. The therapist is not just teaching the client to do 
“the work” or doing the work with a passive client. He or she is actively helping 
to build a relationship between a traumatized child and an innately caring adult, 
both held by the therapist as a compassionate third presence. That “is” the work.

Avoiding the Tendency to “Pick Sides”

Without realizing it, therapists and clients have a tendency to side with some 
parts over others. The therapist might find it hard to work with the level of risk 
caused by an eating disordered or addicted flight part or a self-injurious fight 
part. It might be easier to work with submit’s willingness to go along with the 
therapist’s agenda or with the attach part’s neediness than with the resistance 
or devaluing of fight or the chronic ambivalence about therapy expressed by 
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the flight part. Without doubt, the therapist will find it more rewarding to 
work with the normal life part’s difficulties with daily functioning than to sit 
with a mute, shutdown freeze part or a fight part in “Level 4 lockdown” mode.

The biggest challenge for the therapist is being able to remember that these 
frustrating, alarming issues are driven by the internal conflicts between parts, 
rather than automatically assuming that the client is an integrated “he” or 
“she.” When that happens, we are more rather than less likely to be drawn into 
what was an internal struggle.

Whether our agenda is to get the “client” to verbalize more, express more 
affect, or curb unsafe behavior, once we lose the parts framework, we can only 
contribute to the internal polarization. The more we emphasize with the cli-
ent that this is a struggle between part and part, the outcome of which will 
be determined by the system rather than by us, the more quickly it will be 
resolved. The therapist’s job then becomes twofold: first, to provide the bird’s 
eye perspective of the internal conflicts and, second, to “dance” with each part 
and with the system as a whole.

Dyadic Dancing

Attunement to all parts and to the system as a whole is expressed through 
the therapist’s body: the face softens or looks firm but calm or communicates 
warmth; the tone becomes one of curiosity, fascination, or determination. The 
therapist might lean forward or sit back in rhythm with the client. He or she 
uses the right brain perception to monitor the client’s body and  nervous system, 
and then mindfully adjusts breathing, tone of voice, energy level, and facial 
expression accordingly. Seeing that the client is getting  agitated, the therapist 
slows respiration, slows the pace of speech, and softens the tone. Avoiding ques-
tions that require thinking, he or she asks the client to  “notice” the agitation or 
notice the belief that goes with it. Rather than listening to the entirety of the 
client’s statement or story before replying, as is the custom in most therapeutic 
methods, the therapist immediately engages in a “duet” or dialogue. The client 
makes an observation; the therapist responds by echoing the words or translat-
ing them into parts language; a reaction occurs,  hopefully but not necessarily 
an increase in curiosity, and the therapist echoes that  statement in parts lan-
guage, makes a “bird’s eye perspective” comment, or asks the client to simply 
stay mindful and interested. Long “filibuster”  monologues are interrupted and, 
as often as possible, turned into dialogues centered on shifting the normal life 
self ’s attention to the interplay between parts or between parts and triggers.

The key to ensuring that clients feel no loss of empathy when they are inter-
rupted or when their words are reinterpreted as a communication from a part 
is the sensitivity of the attunement. To the extent that the therapist is curious, 
excited, fascinated, awed, touched, tickled, or deeply sympathetic, clients and 
their parts will feel “met” by the interruptions, rather than cut off.

“Dyadic dancing” is the term Allan Schore (2001a) uses to describe the 
“co-regulation” of mother and infant in those interchanges in which they 
feed off each other’s body language, sounds, smiles, and facial expressions in 



122 Complications of Treatment

mutual attunement. The success of therapeutic dialogue rests on it feeling like 
a dyadic dance. In infant dialoguing, each maternal response either soothes 
or builds excitement, and the attuned caregiver makes sure to track the baby’s 
signals to ensure that the infant is enjoying the exchange, neither over- or 
understimulated. Similarly, the attuned therapist observes the client’s body 
language, tracks what elicits the going on with normal life self ’s curiosity and 
interest, what reassures submit or attach parts, what helps the fight part to feel 
less phobic of emotion or closeness, what regulates the autonomic nervous 
system so that the client’s body is neither over- or understimulated.

What makes the exchange more challenging for the therapist is the need to 
attend not just to one but a number of parts at once. Our words of reassurance 
for a young part, for example, cannot be so touching that we trigger flight or 
fight parts’ aversion to any emotion other than anger. While discussing fee in-
creases, vacation plans, and other logistical issues, we have to take care not to 
provoke anxiety in the child parts, to reassure them even while discussing logis-
tics with the adult client. Including the parts in our awareness instead of auto-
matically reverting to an “I-thou” perspective can actually facilitate the success 
of these “housekeeping” conversations. I can announce my vacation dates to 
the normal life self, and then add reassurance for the attach part: “I know you 
[the normal life self] are fine with my taking vacations, but the little girl gets 
very nervous—she gets afraid no one will be here for her, and she’ll have no one 
to protect her. She might like it if you were willing to meet with the person who 
is covering for me—the fight part would hate it, but the attach part might like it. 
It might reassure her that she’s not going to be alone and unprotected. The other 
option is to offer to be her protector while I’m away. How do those two choices 
sound?” Another arena in which young parts can be triggered is the subject of 
billing, especially when the parts have feelings of shame connected to money. 
Here, too, the therapist can make sure to acknowledge the views of all parts: 
“I completely trust your normal life self ’s integrity, and I know you’ve had a lot 
of other things on your plate for the last few months, so don’t feel badly that 
I had to remind you. And please, please reassure your child parts that they have 
done nothing wrong. It’s OK for us to talk about things that come up.”

The discussion of safety is another topic that can trigger parts’ survival re-
sponses. Some parts might feel confused or frightened by the word “safety,” 
having been told they were “safe” when they were not. If the flight and fight 
parts are engaging in unsafe behavior, it is very important for the therapist to 
voice respect for their different conceptions of safety. For them, “safety” is not to 
be found in asking for help or sharing their feelings. The therapist and  normal 
life self might view the hospital as a safety net, forgetting that if fight and flight 
view it as “dangerous” or a “trap,” hospitalization should not be the first line of 
safety planning. Contracting for safety can be reassuring to the normal life self 
but a red flag to the fight part, triggering feelings of being controlled or asked to 
depend. Decisions about safety planning and differentiating safe versus unsafe 
actions are best made by the normal life self, but if the goal is simply restraint of 
the fight or flight part, then the opportunity to reach higher-level goals will be 
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missed. (See Chapter 7 on unsafe and self-destructive behavior) In this model, 
the higher-level goal of the treatment is the development of increasingly close 
emotional bonds between the going on with normal life survivor and the young 
parts that are still afraid, still grieving what they never got, still deeply ashamed 
and alone. The bonds of internal between parts and normal life self trust 
support trusting the therapist, but, more importantly, they support collabora-
tion and consensus.

To the degree that the therapist speaks from a place of authentic respect, 
warmth, and admiration for all the parts and empathizes with each point of 
view, the going on with normal life self can begin to accept each part as a po-
tential resource, not just a liability, and a “real” person worthy of compassion. 
To do so requires the therapist to speak to and about each part from the point 
of view of other parts.

“The submit part must be so worried that fight’s ‘straight on don’t 
mince words’ style of speaking will displease or anger others.”

“What the fight part doesn’t realize is that when we tell children to 
shut up and stop crying, they might do it, but they get more scared. 
The other way to get them to stop crying is to reassure them that you 
won’t let them get hurt. Could you ask the fight part to give you a 
chance to see if that works faster?”

“I know the little part wants to tell me about the bad people who hurt 
her, but I also know that the fight part believes that it’s dangerous for her 
to tell. I am going to make a promise to the little part. In fact, the grownup 
Lucy and I could do that together—we need to promise her she won’t 
be hurt anymore. She doesn’t have to tell us what happened because 
we ‘get it.’ Then let’s see if the fight part is willing to have her tell us—or 
whether, once she feels protected, it’s not so important to tell us.”

“Could I be the defense attorney for the flight part for a moment? 
All these years, the flight part has tried to protect you by numbing your 
feelings and zoning you out on drugs. He knew you couldn’t handle the 
emotions or knowing what happened, so he took you ‘away.’ I realize 
that it’s gotten out of hand, that the addiction is now dangerous and has 
to be treated, but I don’t want you to forget that the addict part was try-
ing to help—he did help. You wouldn’t be where you are today without 
him by your side.”

Often therapists hesitate to use the language like “inner person” for fear that 
it will exacerbate the dissociative fragmentation, but to the extent that the 
parts are visualized and treated as if they were small children and teens, it 
will be easier for the going on with normal life part to gaze fondly at them. 
The more the normal life self experiences warm, open, relaxed interest in the 
parts, the less need for distancing or disconnection from them. Especially as 
clients  stabilize, the survival contributions of fight and flight parts must be 
enthusiastically acknowledged. They must be treated like war veterans: the 
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therapist or client might not believe that the war was necessary or useful, but 
these parts fought hard for a worthy cause: the survival of the client. So ther-
apist and client together must honor their service.

The submit and freeze parts often benefit from being honored, too. Al-
though their service consisted of avoidance strategies (freezing, becoming 
mute, serving others, pleasing and self-sacrifice, floating up to the ceiling), 
they too were essential to the client’s survival and adaptation. Without them, 
most childhood survivors of neglect and abuse might have reacted in ways 
that threatened the abuser(s) and evoked far worse punishment. Often, the 
attach part won moments of support from grandparents, teachers, the moth-
ers of friends, neighbors—moments that provided hope, role models, even the 
belief that they could be loved. Even though these parts still get triggered and 
continue to drive trauma-related symptoms, the therapist must emphasize, 
“How is this part still trying to help?” “What is this part worried about? How 
is this an attempt at a solution?”

Annie reminded her therapist: “You know, they’re all trying to fix it in 
their own ways.”

“Fix it?”
“Yes, fix what was wrong then—when we were all young—they’re 

still trying to do that now the way they learned to do it then.”
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“When neither resistance nor escape is possible, the human system of 
self-defense becomes overwhelmed and disorganized. Each component 
of the ordinary response to danger, having lost its utility, tends to persist 
in an altered and exaggerated state long after the actual danger is over.”

(Herman, 1992, p. 92)

“[Abused children] will need to have the potential to mobilize an intense 
flight-fight response and to react aggressively to challenge without hesi-
tation … [These survival responses] markedly augment the individual’s 
capacity to rapidly and dramatically shift into an intense aggressive state 
when threatened by danger or loss.”

(Teicher et al., 2002, p. 18)

Surviving trauma, going on each day as if nothing has happened, coping 
with both the normal challenges of daily life and the abnormal challenges 
of traumatogenic environments—all tax an individual’s belief in safety and 
erode the determination to live. Feeling helpless, overwhelmed, inadequate, 
vulnerable, terrified, and alone, the lived experience is that there is nowhere 
to turn, nowhere to hide, no one to help. The only resources upon which each 
individual can draw reside in the body: disconnection, numbing, dissociation, 
neurochemicals such as adrenaline and endorphins, and the animal defense 
survival responses of fight, flight, freeze, submit, and attach for survival. These 
are “desperate times requiring desperate measures.”

It is not surprising that trauma and self-destructive behavior go hand-in-
hand. “Road rage,” sexual compulsivity, the inability to anticipate danger and 
take self-protective measures, indifference to normal safety concerns, inabil-
ity to leave dangerous situations or relationships—all are congruent with past 
experiences of being treated as an object whose welfare doesn’t matter, whose 
life has no purpose other than to be used. It is no wonder that the prospect 
of death can be comforting as an alternative to entrapment, not surprising 
that wishing to die rather than live with such pain could be procedurally 
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learned as a way of surviving. There is scientific support for this hypothesis 
as well as clinical evidence. Suicidal ideation, threats of suicide, and suicide 
attempts have all been statistically correlated with a diagnosis of PTSD, as 
have substance abuse, eating disorders, and self-injury (Khoury et al., 2007; 
Krysinska & Lester, 2010; Min et al., 2007). Even after repeated treatments 
for these symptoms and disorders, rates of relapse are extremely high among 
those with trauma histories (Najavits, 2002), suggesting that these different 
forms of addictive behavior have a complex inter-relationship with the effects 
of traumatic experience. How can we understand the coexistence in one indi-
vidual of a strong will to live and an equally intense longing to die at one and 
the same time?

A Way Out or a Way to Go On?

Surviving trauma requires immense determination to keep on “keeping on” 
while simultaneously taxing an individual’s belief in safety and eroding the 
wish to live. Having to cope both with the normal challenges of daily life and 
the abnormal challenges of traumatogenic environments is a heavy load for 
any human being to bear, much less a child. Having a sense that there is relief 
in sight; an exit plan, a parachute, or a “Get Out of Jail Free” card, brings a 
glimmer of hope or lessening of helplessness: “There is something I can do.” 
When we are very young, the only resources upon which we can draw reside 
in the body: disconnection, numbing, dissociation, our body’s neurochem-
icals (adrenaline, endorphins, cortisol), and animal defenses of freeze, total 
submission, or cry for help. By the teenage years, there are more options af-
forded us by a more physically powerful body and rapidly developing brain. 
As we develop during puberty, the animal defense survival responses of fight 
and flight become effective actions rather than the wishes and fantasies of a 
small child.

Whether trapped under enduring conditions of threat or triggered by every-
day stimuli, and whether we are three, thirteen, or thirty, the felt sense is that 
these are desperate moments requiring desperate measures to survive. The 
choice of “desperate measure” is only limited by our circumstances and our 
bodies. The sympathetic nervous system mobilizes the body to defend itself in 
the face of threat, but when fighting and fleeing are too dangerous, the body 
instinctively inhibits action by freezing or redirecting the impulse. We punch 
the wall; imagine ourselves crashing into a telephone pole; throw something; 
punch or bite ourselves. Immediately, there is a felt sense of control—just as we 
might feel when we duck for cover, get away, or push back the attacker.

Desperate Measures

Self-destructive behavior thus has its origin in the experience of feeling terri-
fied of annihilation, isolated and abandoned, helpless against overwhelming 
emotions, and filled with despair and hopelessness. Whether these states are 
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reactions to threat and violence or repeatedly triggered implicit memories, they 
feel equally true (and therefore equally frightening) now. To further amplify 
the desperation, manifestations of vulnerability feel unsafe, too. Emotions 
and emotional expression rarely result in greater safety for child victims and 
more often provoke intensified violence—to the point that many traumatized 
individuals become more afraid of their feelings than afraid for their lives.

The fact that the normal sensations and emotions resulting from any adverse 
event are experienced as threatening, not liberating, is something important 
for therapists to keep in mind. In the effort to help clients acknowledge their 
feelings, rather than shutting down or acting out, therapists often forget that 
these emotions were once a source of danger and are now connected to implicit 
memories of overwhelm, threat, or humiliation. When clients learn instead to 
associate emotions that feel overwhelming or unsafe to a young child part of 
the self, the relationship to the feeling is altered. The client can feel the emo-
tion still, but perceiving it as a child part’s feelings reduces its threat, reduces 
the client’s sense of vulnerability. It is OK for a child to feel ashamed or lonely 
or sad. It is even understandable that the child’s vulnerability triggers fight 
and flight parts. The client’s job is to mindfully notice the emotions as com-
munications from a child part, to name them as “the little one’s sadness” or 
“the little boy’s fear,” and inhibit the automatic tendency to identify with the 
fight or flight part and act on their impulses.

Another contributor to self-destructive behavior in traumatized individuals 
is the absence of ways to soothe or regulate intense, autonomically driven feel-
ings and sensations. The ability to self-soothe is directly related to consistent 
early experiences of soothing that condition the nervous system to settle and 
recalibrate until the child is in an “optimally aroused” state (Ogden & Fisher, 
2015). Under conditions of inadequate early attachment followed by traumatic 
threat, our clients’ nervous systems learn habits of sympathetic hyperarousal 
to drive hypervigilence and readiness for action or habits of parasympathetic 
hypoarousal to ensure inaction and numbing (Ogden et al., 2006). Lacking the 
ability to self-regulate, overwhelmed by apparently dangerous emotions and 
sensations, the child’s felt sense is, “I can’t survive these feelings—if I can’t 
make them stop, I will explode into a million pieces—I will die.” The result: 
both ordinary and autonomically exacerbated emotional reactions come to feel 
unbearable, intolerable, and life-threatening. On the other hand, the dangers 
associated with high-risk behavior seem “unreal.” The client is used to surviv-
ing life threat by dissociating or minimizing the danger in order to “keep on 
keeping on.” Dying is not what the client fears. The client fears his or her own 
feelings. What feels dangerous is the implicit memory: “I can’t tolerate these 
emotions by myself—if no one can help me, I will die—I have to do something.”

Mastering Unbearable Emotions

The most common error made by professionals and lay people alike in un-
derstanding high-risk behavior is the automatic assumption that self-harm, 
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suicidality, eating disorders, and substance abuse are destruction-seeking, 
rather than relief-seeking. If we assume that self-harm induces pain, then we 
interpret it as masochism or self-punishment or a cry for help. If we assume 
that suicidal ideation reflects a conscious intention to die, we will interpret it 
as a life-threat or a scream for help. And if we do, we will miss the core issue 
in self-harm: the pursuit of mastery over unbearable feelings or relief-seeking.

At the heart of all self-destructive behavior is a simple fact: hurting the 
body, starving it, planning its annihilation, or compulsively engaging in ad-
dictive behavior result in welcome relief from physical and emotional pain. 
Ironically, based on its physiological effects, high-risk behavior seems to be 
an ingenious attempt to cope with pain, or to live through it, in the only ways 
the client knows how. If we can validate that clients currently have no better 
way of self-soothing, if we can acknowledge why self-harm or suicidal ideation 
and self-destructive behavior have been successful in bringing relief—albeit in 
a paradoxical way—we have the opportunity to develop a collaborative rela-
tionship with the client (and the fight or flight parts) in facing the challenges 
of relief-seeking. Rather than reacting immediately to suicidal ideation, active 
addiction, or self-harm as a safety concern, the therapist should begin by com-
municating curiosity: what problem might this be a solution for? What trig-
gered this impulse? What is it the client is hoping for as a result of the action? 
Has he or she found relief in this way previously?

Providing psychoeducation about why these behaviors are so effective in 
regulating unbearable states mitigates client shame and secrecy. Describing 
the range of positive intentions that might underlie a self-destructive impulse 
makes it all the more likely that clients will volunteer their doubts and fears 
about achieving relief in these ways, rather than trying to convince the thera-
pist that addictive or unsafe behavior is their only or best option.

Historically, treatments for unsafe behavior have often polarized client and 
therapist: the therapist’s goal of reducing self-injury or preventing suicide is 
often in conflict with the client’s need to hold on to the one kind of relief that 
can be counted upon to work. Or the therapist’s agenda of “safety first” might 
evoke an interpersonal struggle by putting the therapist in a policing role. 
In this treatment model, my first priority is to help the client attend to the 
internal struggle: what feelings are activating fight and flight parts to such 
desperate measures? Which parts want to die? Which are trying to help? And 
which want to live? Are any of them frightened by the fight part’s capacity for 
violence? Do the child parts see the fight part as a rescuer or are they afraid 
of being killed?

To effectively treat unsafe and addictive behavior, therapist and client must 
be able to share the intra-personal dilemma: if self-harming, eating disor-
dered, or addictive behavior is the only means of managing what feels like 
life-threatening emotional arousal, how else does the client tolerate the pain? 
How do therapists encourage clients to acquire or make use of the skills, re-
sources, or treatments that are healthier options when “ordinary measures” 
are slower and less effective than the desperate measures? When the client’s 
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internal experience is a sense of life-or-death urgency? Historically, the treat-
ment approaches for trauma-related self-harm, addictive behavior, eating 
disorders, or suicidality have primarily addressed abstinence and safety as 
behavioral goals, only to discover that trauma- related triggers and an inad-
equate window of tolerance consistently undermine the client’s attempts at 
stability. To understand the complex inter-relationship between trauma and 
unsafe, addictive behaviors requires comprehension of the effects of these be-
haviors on the body and how they facilitate relief and regulation.

Capitalizing on the Body to Gain Relief

Child abuse and neglect, torture, domestic violence, and many other catego-
ries of trauma share a common characteristic: the victim’s body, mind, and 
emotions have been exploited by others, either to gratify their needs, exert 
control, or provide an outlet for release of tension (Miller, 1994). It is not sur-
prising that children whose bodies have been used in this way might later 
become adults who instinctively use their own bodies to relieve tension or 
act out impulses. They have been deprived of the normal experiences of ten-
sion relief (i.e., the soothing of secure attachment), while the abuse has rele-
gated the body to no more than a vehicle for releasing tension, with no other 
real value.

When distressed, most children seek connections to others, preferably 
adults, for soothing, reassurance, or comfort. Those who experience neglect 
or abuse, however, quickly learn to avoid connection, rather than seek it, 
and to rely almost exclusively on their own resources. Because they can-
not trust or depend on others for support, they instinctively seek relief in 
a variety of behaviors that share one common characteristic: none requires 
reliance on other human beings. Some clients learned as teenagers to use 
drugs and alcohol to numb; others discovered in early puberty that self- 
starvation or binging and purging allowed them to achieve a similar state 
of calm or “non-feeling.” Still others, often beginning when young children, 
develop a variety of relief- providing self-injurious behaviors: pinching, 
cutting, scratching, burning, hitting or punching, head-banging, and even 
blood-letting.

How Self-Destructive Behaviors “Work”

The biggest challenge in treating self-destructive behavior is how effective it 
is in producing relief—at least in the early stages before tolerance develops. 
Harm to the body (cutting, burning, hitting, ingestion of sharp objects) has 
the same effects as any injury or threat: first, the harm stimulates adrena-
line production (resulting in increased energy, focus, feelings of power and 
control, and decreased emotional and body sensation), and then a heightened 
endorphin release, facilitating a relaxation/analgesic effect. Both responses 
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occur quite quickly, providing almost instant relief for the client feeling terri-
fied and overwhelmed by the level of intensity or the disconnection.

Although eating disorders have traditionally been conceptualized as result-
ing from a distorted body image or distorted sense of self, it is striking that 
their effects quite specifically address the hyperarousal-related symptoms of 
trauma. In eating disorders, relief can be achieved by under- or over-eating. 
For example, in anorexia, restricting food intake results in numbing of emo-
tion and sensation while at the same time, due to the effects of ketosis, there 
is an increase in energy and feelings of well-being. Over-eating also results in 
numbing accompanied by relaxation, increased parasympathetic hypoarousal, 
disconnection from the body, spaciness, or drowsiness. Bulimia, too, in both 
the binging and purging phases, causes a reduction in hyperarousal and de-
creased pain sensitivity via activation of the dorsal vagal system (Faris et al., 
2008), the same branch of the parasympathetic nervous system implicated in 
total collapse and feigned death survival responses. That bulimia is associated 
with a higher pain threshold compared to normal controls (Faris et al., 2008), 
presumably because of the numbing effects of both the binging and purging, 
may account for the increased number of young women being diagnosed with 
this disorder.

Both substance abuse and addictive behaviors also tend to result in quite 
specific effects on autonomic arousal—as reflected in the drug-related terms 
“uppers” and “downers.” Cocaine, speed, MDMA (Ecstasy), Ritalin and  Adderall, 
crystal meth, and other stimulants are the drugs of choice when clients begin 
to feel “dead” or “empty” but can also be used to increase feelings of power and 
control or maintain arousal at a heightened level in clients who fear relaxation 
or confuse it with insufficient hypervigilance. Similarly, alcohol, marijuana, 
benzodiazepines, and opiods, such as heroin, oxycodone, and morphine, all 
down-regulate hyperarousal symptoms and overwhelming emotions, but they 
can also be used to help individuals maintain a chronic state of hypoarousal 
in which they can be sure of not feeling or sensing “too much.” Particularly 
in eating disorders and addictions, any sense of connection between the drug 
or behavior of choice and the trauma symptoms they treat has often long been 
lost. Habitually “using” or engaging in eating disordered behavior prevents the 
intrusion of feared emotions and sensations— until the client begins to develop 
tolerance and must restrict, binge and purge, or overeat more frequently or 
 severely to induce the same effect. As clients develop tolerance, eating disorders 
often spiral out of control. Consistent with the split-brain research showing the 
tendency of the left brain to create rational arguments for right brain-driven ir-
rational behavior, clients with eating and/or substance abuse disorders will have 
“stories” or rationales for their symptoms: for example, “I’d be as big as a house 
if I didn’t ___________.” But those stories do not account for the relief experi-
enced as a result of eating disordered behavior. They do not explain the panic 
triggered by the effects of increased tolerance, and the desperate need to numb 
the feelings again, causing increased eating disordered or addictive behavior. 
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It may be more than a coincidence that substance abuse, eating disorders, self-
harm, and suicidal behavior typically begin in the years from 11 to 14—just 
at the height of a teenagers’ mounting internal conflicts between the drive for 
independence/individuation and the fear of abandonment and separation.

Self-Destructive Behavior and the Attachment Drive

Most victims of trauma face some version of the same life-threatening di-
lemma: how to minimize the dangers facing them and maximize the rela-
tional resources that might afford protection while simultaneously avoiding 
vulnerability to those who might do them harm. To minimize danger, they 
must avoid antagonizing the predator; they must cultivate good will while 
simultaneously remaining guarded. For young children, this challenge is es-
pecially difficult due to their dependence on adults and the strength of their 
biological drive to attach or seek proximity. They need a solution that inhibits 
the attachment drive without increasing the risk of abuse or sacrificing any 
positive attention that might be available to them.

While her mother and I conferred about her emotionally disturbed 
older brother’s care, 2-year-old Anya ran in, tripped over a toy, and 
fell hard on her chin. She started to sob but made no eye contact or 
appeal to her mother for comfort, nor did her mother seem to notice 
her crying. Seemingly oblivious to either adult, Anya pulled herself 
up to a standing position and started to rock from foot to foot, quietly 
sobbing and rocking at the same time. In her own world now, her eyes 
unfocused, she kept rocking until she was calm and quiet.

Attachment researchers who study disorganized attachment have described 
behavior like Anya’s beginning as early as age two, postulating that it re-
flects a solution to the challenge of experiencing simultaneous urges to seek 
proximity and impulses to distance or defend. Presumably wary of seeking 
proximity to their “frightened and frightening” caregivers when vulnerable 
or needy, these preschoolers begin to relate in ways that give them more con-
trol, termed the “controlling strategies” (Liotti, 2014). One group, described 
as “controlling-caregiving,” engages in parentified or “tend and befriend” be-
havior: charming, directing, entertaining, soothing, precociously indepen-
dent, and offering approval and comfort to the parent. The other group of 
children, termed “controlling-punitive,” reacts to proximity in ways that are 
hostile, provocative, coercive, shaming, and sometimes aggressive or violent, 
putting them at risk for diagnoses of “oppositional-defiant disorder.” It ap-
pears from this research that when caregivers are neglectful, dangerous, or 
unavailable, safety becomes equated with the choice between appeasement 
or parentification, on the one hand, and hostility or distancing, on the other. 
Or proximity-seeking and distancing alternate in the same individual, each 
impulse driven by a different survival defense response: the attach or submit 
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part’s using parentified behavior to gain greater control over closeness and 
the fight part’s use of hostile engagement to push others away at the same 
time. Because closeness and safety are intertwined when we are dependent 
for survival on caregivers, the implicit message is: “It isn’t safe to depend. 
It isn’t safe to get too close or to love those closest to you.” These patterns of 
attachment behavior persist into adulthood and when accompanied by struc-
tural dissociation, become increasingly sophisticated, polarized, and easily 
activated.

Animal Defenses and Unsafe Behavior

Structural dissociation facilitates negotiating unsafe attachment relation-
ships: if the wish for closeness is held by an attach part, the ability to appease 
by a submit part, the need for distance by flight, the fear of attack by freeze, 
and the imperative to control the situation is instinctive for the fight part, 
then the individual has all the “ingredients” necessary to manage in a dan-
gerous world. That each structurally dissociated part can operate somewhat 
independently of the others to pursue its goals creates an advantage. Quick, 
automatic transitions from hypervigilant to needy to distancing to robotic 
compliance facilitate defensive flexibility—important when you have easily 
provoked abusive caretakers. When perceiving trauma-related stimuli as 
dangerous increases the chances of avoiding trouble, and staying safe another 
day, this pattern is adaptive. But, once we are safe (i.e., no longer emotionally 
or physically dependent on abusive individuals), these defensive patterns are 
no longer useful. The parts still scan the environment for traumatic triggers 
salient to their aims and needs and react to each in their own characteristic 
ways. But their activation increases susceptibility to internal conflicts. The 
most threatening triggers every part will encounter are likely to be other human 
beings. Not only will angry, violent, aggressive individuals evoke strong 
defensive responses, so will authority figures, and even those to whom clients 
are closest: partners and spouses, therapists, family members, close friends, 
and love objects of all kinds. Tragically, those who might aid in the healing 
process are likely to be as triggering for the structurally dissociated parts as 
those who harmed them.

As these struggles inevitably lead to increasing polarization, the internal 
conflicts intensify. The attach part instinctively idealizes potential attachment 
figures (including the therapist), while the fight part is likely to become more 
guarded, hypervigilant, or hostile to those seeking closeness or whomever 
empathically fails the young parts by disappointing them, not “being there,” 
not caring for them, or having other priorities. Because the others in the 
client’s life believe they are in the company of an adult, not a child, even their 
most well-meaning and supportive efforts to “be there” can easily disappoint 
or hurt a young traumatized part’s feelings. What is well-meaning and sup-
portive to an adult is very different than “well- meaning and supportive” to a 
child, as Jessica attests.
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Jessica counted on her friends and their friends to help her during 
difficult times, and they tried to come through. But their practical 
offers of rides, help with finding a new job, or being treated to lunch 
didn’t register as “caring” to a 2-year-old attach part. She longed for 
a hug, for gaze-to-gaze contact, for someone who would hang on her 
every word, someone who wasn’t in a hurry to go somewhere after 
lunch. As these were not experiences generally offered to a 45-year-
old woman, Jessica’s attach part was often left feeling hurt and dis-
appointed. Complicating this situation was her fight part’s constant 
alertness to behavior that would wound the attach part or offend the 
fight part’s sense of fairness. Because Jessica’s parents had both 
been hypersensitive and hypercritical, the fight part’s alarms went off 
in the context of what her friends deemed very minor offenses. And 
once someone offended, the fight part remained hostile and vigilant 
for months or even years, refusing to allow Jessica to forgive and 
move on—or even to reassure the little part. Gradually, she became 
more and more isolated, unable to make new friends because the 
fight part inevitably found them “cold,” “narcissistic,” “mean,” or “not 
healthy enough” for her. But isolation did not solve the underlying 
attachment wound: the child part’s loneliness and rejection sensitiv-
ity only deepened, while the fight part’s hypervigilence increased in 
tandem.

Particularly as children enter puberty, begin to individuate, and become 
physically stronger, the fight and flight parts become more active. By age 15, 
 adolescent parts are often physically capable of standing up to authority 
figures and exercising power and control over the vulnerability of younger 
parts (yearning, neediness, hurt, disappointment) that could potentially be 
exploited. It is not a coincidence that eating and substance abuse disorders 
tend to appear around ages 11 to 12 at a time when separation-individuation 
instincts require inhibition of the attachment drive but also at a time when the 
child’s physical strength and greater independence increase opportunities for 
disordered eating, self-harm, and access to substances. Sometimes this is also 
the stage at which a first suicide attempt takes place.

Annette could remember the time she first dreamed of dying as a 
solution to her situation. She was 6 years old, her mother was away 
at work all day, and her stepfather’s abuse became increasingly cold, 
calculating, and sadistic. Every day, she would promise herself: “If 
you just get through today, you can die tomorrow.” Then she could 
breathe, knowing there was an end in sight. “If you just get through 
today, you can die tomorrow.” It was a promise that brought welcome 
relief and helped fortify her for what was to come. Even after her 
mother left her stepfather and the abuse stopped, the wish to die 
remained a “fail safe” solution each time she felt overwhelmed or 
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abandoned. She made her first suicide attempt at age 14 after the 
end of a relationship with her first boyfriend: she downed a bottle of 
aspirin.

The paradox was that, initially, the wish to die had begun as a way to live 
through the abuse by exerting control: “I’ll only put up with this one more 
day.” That sense of control brought welcome relief each time she made that 
promise to herself. By age 14, however, just wishing wasn’t enough to bring 
relief anymore. “That’s why,” she said, “I had to do something. I had to feel that 
I could end it.” She was not relieved to be alive still nor was she disappointed. 
Once she’d taken the overdose, Annette felt a renewed sense of purpose: she 
did have a way out when she needed it. At the same time, she was cautious to 
avoid detection of her suicidality for fear of “being locked up.” This contin-
ued to be the pattern until Annette was in her 30s: something or someone 
would hurt or trigger the younger parts’ feelings, and the suicidal part would 
re-establish a sense of control by threatening suicide, self-harming, or taking 
non-lethal overdoses, often small enough just to render her unconscious for 
the night until she could wake up the next morning and go on about her life. 
Of more concern was her use of alcohol.

After a hospitalization following the first suicide attempt at age 14, 
Annette felt trapped and fearful. If she couldn’t control her impulses, 
she’d be locked up again, but if she gave up her suicidal longing, there 
would be no source of relief. She began to feel an internal battle. Her 
littlest part longed for someone to just love her and keep her safe, but 
that rendered her vulnerable to men looking for sex. Disappointment 
in not finding someone to care triggered the child’s grief, and although 
the suicidal part bought a little relief by scratching her arms, Annette 
worried that the scratches would be viewed as signs she wanted to 
die. On her fifteenth birthday, some friends brought a bottle of wine, 
and as she drank her first glass, she began to feel “normal.” The wine 
relaxed the tension and fearfulness, allowed her to laugh and smile at 
people’s jokes—and then they smiled back, filling her little part with 
hope that maybe they liked her after all.

Even after individuals are safe, trauma-related triggers interfere with differen-
tiating what is safe now from what was dangerous then. Once her stepfather 
was gone, Annette was finally safe from harm, but she and her parts didn’t 
feel safe. Her little part still yearned for the safety of someone’s love and pro-
tection; her suicidal part still brought relief by promising to end it all; and her 
addict part had to increase her consumption of alcohol to regulate trauma- 
related implicit memories and their accompanying autonomic arousal. When 
boyfriends left or girlfriends disappointed her, the little part panicked, and 
Annette was flooded with hurt and desperation—requiring yet more wine. 
As the years went on, though, her once trusty chemical support began to fail 
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her: to make the feelings go away, the flight part now had to drink to blackout. 
But when she blacked out, what happened next re-exacerbated the disturbing 
feelings instead of easing them. All too often, her nights out at the bar with 
her trendy young professional “family” of drinkers ended in blackout, and she 
would find herself in a stranger’s bed the next morning.

Treating the Causes of Self-Destructive Behavior

Self-destructive behavior stems from a “perfect storm” of variables: first, a 
trigger evokes trauma-related implicit memory. Second, the implicit memo-
ry’s association with danger activates the emergency stress response, induc-
ing a sympathetic nervous system reaction and shutting down the prefrontal 
cortex, impairing the individual’s judgment and disempowering the normal 
life self. Now, parts with conflicting defensive responses have free rein to act 
on their survival instincts, leading to some action intended to bring relief—
whether it is binging and purging, cutting, a suicide attempt, addictive behav-
ior, or restricting food. For a short time, perhaps only minutes, clients report 
a temporary feeling of control or well-being that reinforces the connection 
between the aversive feelings, dysregulated arousal, and immediate need for 
an action that will bring “relief.” Because often there is little felt connection 
between the apparently benign or mildly distressing trigger, the hurt and 
sadness or shame of child parts, and the impulsive behavior of fight or flight 
parts, even the client does not understand his or her behavior except as a state-
ment about the actions taken: “I want to kill myself.”

Stabilization of high-risk behavior requires addressing “the parts’ part,” a 
step not included even in newer, cutting edge treatments. Dialectical Behavior 
Therapy (DBT) addresses the skills needed by the normal life part to tolerate the 
dysregulated emotions of the traumatized parts but does not address fragmen-
tation or how to differentiate the normal life self from the parts. Internal Family 
Systems (IFS) addresses the role of the parts but conceptualizes self-destructive 
behavior as an expression of “firefighter” parts trying to suppress vulnerable 
“exiles” (Schwartz, 2001). In IFS, the normal life self is thought to be a “manager” 
and its emphasis on functioning just another way to keep the exiles out of mind. 
In this model, the normal life self is a competent present-moment-oriented as-
pect of the individual able to provide social judgment and “top-down” behavior 
management but is also capable of curiosity, compassion, wisdom, courage, and 
calm. In IFS, those qualities (along with clarity, confidence, and commitment) 
are reserved for “self” or what I call “wise mind” or the “wise self.” Sensorim-
otor Psychotherapy (Ogden & Fisher, 2015) is the only treatment model for 
trauma other than Somatic  Experiencing, that focuses on the contributions of 
autonomic dysregulation and animal defenses to post-traumatic stress disor-
ders but lacks, as does IFS, specific interventions to address unsafe behavior. 
Each (IFS and Sensorimotor) encourages a mindful interest and curiosity in 
the habitual patterns rather than a solution-oriented approach to safety issues. 
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In IFS, the therapist understands the firefighters as motivated to protect and 
defend the exiles. In Sensorimotor Psychotherapy, unsafe behavior is framed as 
a “survival response” to autonomic dysregulation.

Trauma-Informed Stabilization Treatment (TIST)

Trauma-informed stabilization treatment (TIST) (Fisher, 2015) is a treatment 
model developed to stabilize severe self-destructive behavior unresponsive 
to conventional treatments. TIST was initially developed in the context of a 
paradigm shift in the State of Connecticut’s Young Adult Services, a division 
under the Department of Mental Health and Substance Abuse. In an attempt 
to help some of its most severe cases in the age range from 18 to 25, a daring 
decision was made to explore the impact of trauma-informed approaches, 
given that a high percentage of these chronically suicidal, self-destructive cli-
ents had histories of severe trauma. The patients for whom the program was 
first designed had been given many different diagnoses over years of men-
tal health treatment in inpatient and residential settings. What they had in 
common was an early childhood history of trauma followed by symptoms 
of severe self-injury, suicidality, substance abuse, eating disorders, and ag-
gression toward others, primarily staff. All of them had been hospitalized for 
more than six months and as long as 10 years. Their difficulties in benefiting 
from existing treatment models resulted from the lack of a method that could 
simultaneously address the separate components of their self- destructive be-
havior: its origins in their traumatic past, trauma-related triggering, loss of 
perspective and judgment due to cortical inhibition, and the degree of re-
lief experienced as a result of the behavior. By using the structural dissoci-
ation model as the theoretical foundation for TIST, each separate variable 
contributing to unsafe actions in a client could be identified and each of the 
self-destructive impulses could be externalized and assigned to the appropri-
ate part. That single intervention in and of itself immediately supported the 
clients’ identification with the going on with normal life self, loosening the 
identification with the suicidal and self-harming impulses. To ensure that 
the model was not perceived as shaming by clients, all aspects of self (in-
cluding the suicidal part) are consistently described in terms of their positive 
contribution to survival.

When treatment models conceptualize self-destructive behavior as patho-
logical, “borderline,” or manipulative, and judge inhibition of unsafe impulses 
as “healthy,” attention is diverted away from the underlying issue: the internal 
struggle between conflicting drives. Should the client seek relief in impulsive 
action or find a way to bear the pain and go forward? Successful treatment of 
any conflict requires acknowledgment of all sides or parties involved, not just 
those toward whom we are biased. Although on the surface it seems that the 
answer should be easy, it is not. With no hope or belief in the future, with emo-
tional vulnerability intensified by autonomic activation and adrenaline-driven 
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fight-flight impulses wanting discharge, it is hard for traumatized clients to 
believe that “keeping on keeping on” has much chance of success. To resolve 
the struggle, clients have to learn to trust that all their parts are committed to 
survival in different ways; that even their most intensely suicidal parts “want 
to die in order to live.”

Acknowledging Self-Destructive Parts

“I feel suicidal” is an utterance that strikes fear in the heart of any therapist 
because it implies that the whole being of the client wants to die, that danger 
is imminent. The TIST model makes a different assumption. It assumes that 
the wish to suicide reflects the point of view or impulse of one part but not 
necessarily all. The question we must ask before jumping to any conclusion is: 
which “I” feels suicidal? The depressed part? A suicidal part? What triggered 
this part or parts? What is driving the impulse or feeling?

Once broken down into its component parts, the suicide threat might just 
mean, “My little part is really sad and disappointed, and the fight part is trying 
to prevent her from future rejection by threatening suicide.” Or it could mean 
that the suicidal part has been triggered by the child’s tears and frightens her 
to stop the tears. Or perhaps it means that the depressed part just wants to go 
to sleep and never wake up again. Each of these answers would require a dif-
ferent solution—which we cannot provide without gaining an understanding 
of the parts. In addition, TIST would ask: where is the normal life self? Why 
is he or she missing in action? What could the normal life part do to find out 
more about what is happening or to soothe distressed parts? Is the normal life 
self temporarily disempowered by the intense emotions and impulses of the 
child parts or the fight and flight parts? Or is the going on with normal life self 
just watching helplessly from a distance?

Most human beings would agree that criticism is not motivating; that sup-
pressing or blocking feelings results in either depression or anger. Yet these 
are often the treatment approaches used with suicidal, self-destructive, eating 
disorder and addicted clients. The message is: these impulses or behaviors are 
wrong—they are dangerous—and we are going to help you stop engaging in 
them. To fight and flight parts, this approach is tantamount to waving a red 
flag at the proverbial bull. It alienates and polarizes the parts whose trust we 
most want to win, whose motives we want to understand. It can undermine 
a normal life self who is sincerely trying to work with treatment providers 
but keeps being told she or he is not trying hard enough—when in fact no 
amount of “trying” by the normal life self can stop parts driven by adrenaline 
and convinced that their only safety lies in action. In the TIST model, the 
intentions of a part are differentiated from its actions: what is the suicidal fight 
hoping to accomplish? How is it trying to protect the client? The following 
example describes the first client treated with the TIST model as it was first 
being developed in a state hospital setting. Katya illustrates how switching 
from a uni-consciousness model to a parts model and from a treatment method 
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for borderline personality to a treatment approach for trauma could quickly 
change the treatment picture:

Katya had been hospitalized now for well over 2 years because of 
her unrelenting suicidality and self-injury, drug use, and violence 
toward staff. Although Katya recognized the role of her fight part once 
the new treatment model was described to her and validated its con-
tribution to her survival, its determination seemed to increase with 
each unsafe event. Sometimes, Katya could unblend and differen-
tiate herself from the fight part’s violent impulses by repeating as a 
mantra: “It’s just the fight part—it’s just the fight part—I don’t have to 
do what it says.” But sometimes the fight part hijacked her seemingly 
“behind her back,” and suddenly an act of aggressive or self-harming 
behavior would occur. Worried that the suicidal fight part was treading 
too close to the edge, I decided it was time that Katya and I found out 
what was driving it. I inquired, “Could you ask the suicidal part what 
it’s worried about if it pauses and takes some time to let you work on 
all this? What is the suicidal part afraid will happen if it stops trying 
to kill you?”

Even Katya was surprised by the answer. “The fight part says: ‘It’s 
the only way to push people away—they can’t hurt you if they can’t 
get close.’” In the hospital, she had developed close relationships to 
certain staff who would comfort her little parts, joke around with the 
adolescent parts, and connect to her normal life self. But the fight part 
had pushed away her family and successfully convinced her fiancé to 
end their engagement because he couldn’t tolerate the fear that she 
might die. Hearing the suicidal part’s agenda evoked panic in her at-
tach part and worry in her normal life self: what about her wish to love 
and be loved? To marry and have children someday?

As I coached her, Katya asked the suicidal part: “What would you 
need from me to trust that I could handle these relationships that I 
want to have?” The suicidal part replied, “I would have to believe that 
you would be OK, that you couldn’t be devastated.” It would take many 
months for Katya to prove herself to the fight part and many more 
months to finally be approved for discharge from the state hospital.

Today, she lives on her own, with the love and companionship of 
her cat, the closest comfort to her attach part and the emotional cen-
ter and regulator of any negative feelings. She is proud to have grown 
into the normal life she once dreamed about, a life that includes col-
lege classes as well as caring for herself, her apartment, and her 
cat. The fight part now trusts her to choose relationships well and to 
soothe parts that might feel hurt or rejected by others before their im-
plicit memories are triggered and become overwhelming. She in turn 
trusts the fight part to discriminate when people are taking advan-
tage of her or expecting too much. Now, with growing communication 
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and collaboration, Katya can heed the fight part’s warnings and set 
boundaries before it reacts aggressively to potential threat. Her ability 
to comfort the attach part reduces the sense of aloneness and vulner-
ability, allowing the fight part to sit back and leave her to do her job.

By learning to “ask inside,” Katya learned how to dialogue with her fight part, 
rather than interpreting its behavior, until she finally discovered why it was 
so determined to lead her down a self-destructive path, even if that meant she 
was “incarcerated” on a locked ward in a state hospital. When the fight part 
acknowledged its primary purpose was to keep her safe from any attachment, 
even to her parents, the last few years suddenly made sense to her. Knowing 
how much she and her attach part yearned for closeness, she had immediately 
understood what she’d have to do to be free to live her life as she wished it to 
be, rather than the way her traumatic experiences had dictated that it be. Hav-
ing almost died many times, it was clear that her fight part was unyielding and 
would ultimately have its way if she didn’t do something different.

Today, Katya is not reliant on anyone other than her cat for regulating 
her emotions and actions. She takes no psychiatric medications, no 
longer goes to therapy, and has been discharged from the Depart-
ment of Mental Health system. The parts seem to feel safe with her, 
safe enough to allow her to set up a Facebook page to make contact 
with others and share her story of survival and redemption. When 
she first was assigned to the new “trauma program” I developed in 
the hospital, the pilot version of what has become the TIST approach, 
she immediately felt a sense of pride: she wasn’t sick; she had been 
harmed, and she was receiving special services as a result. With a 
basic understanding of trauma that helped her see her symptoms as 
logical and meaningful, she felt less unworthy. As a “trauma patient,” 
she was being treated as someone who deserved something more 
than medication, restraints, and injury-proof hospital rooms, some-
one who was intelligent and capable of participating in her own recov-
ery. She kept repeating to her staff, “I needed a trauma program, and 
I finally got one—this is what I’ve needed all this time.”

The opportunity to change her relationship to her symptoms, to make mean-
ing of them as a legacy of the trauma, and to externalize them as communi-
cations from her parts all helped Katya to “disidentify” or “unblend” from 
the parts, rather than continuing to interpret their actions and reactions as 
her own. She could begin to differentiate her willingness to work therapeuti-
cally as evidence of an intelligent, motivated normal life self and feel a greater 
alliance with the staff who wanted to help her, rather than “believing” the 
hypervigilant suspicions of her fight part or the desperate seeking of contact 
and validation coming from the attach part. As she identified with her normal 
life self, without a loss of compassion and loyalty to her young parts, they 
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relaxed ever so slightly—enough that she was less often triggered and more 
often able to recognize when she was. This process of separating “whom she 
was meant to be” from the actions and reactions of the parts and learning 
to regulate their strong responses sufficiently so she could interrupt the fight 
part’s acting out took several years. It required a few of the staff who embraced 
the TIST model to repeatedly and consistently help her translate her emotions 
into parts language, connect the feelings and impulses to those parts, feel em-
pathy toward them, and, trusting that this process would allow her to avoid 
acting on the fight part’s impulses, tolerate the risk that she might die before 
her team could help her learn how to help the parts.

Soothing the Vulnerable, Honoring the Protectors

As in Katya’s case, suicidal and self-destructive parts are typically activated 
by the distress of younger parts associated with the experience of traumatic 
attachment. In the TIST model, the major focus is not on inhibiting the im-
pulses of the fight and flight parts. It is on anticipating and soothing the emo-
tional activation of young, vulnerable parts before the fight and flight parts 
take action. First, clients are helped to recognize the signs and symptoms of 
distressed child parts because even before the client has the ability to “help” 
them, their appearance can be used to anticipate unsafe situations. The ther-
apist must model mindful observation of “domino effects,” patterns in which 
triggered parts trigger other parts that trigger other parts that eventually trigger 
fight or flight.

I decided it was important to make Terri aware of the relationship 
I was seeing between her suicidality and a disowned young part of 
her. Because I believe that timing and readiness are everything in 
psychotherapy, I had waited several months—until a moment when 
Terri expressed her own anxiety about the prospect of future crises: 
“My boss told me that if I’m hospitalized again, he can’t keep me on in 
my job. No matter how good I am at it. I don’t know what to do. I can’t 
tell him I’ll never make another suicide attempt!”

Me: “Hmmm … That is a problem, isn’t it? Maybe there is a way around 
this. I’m observing a pattern: have you ever noticed that the sui-
cidal part only gets activated when your depressed 13-year-old is 
having a hard time? I know you try to ignore her so you can keep 
working, but I think being ignored just reminds her of never being 
seen—never feeling she mattered to anyone. It seems to me that 
the suicidal part deserves to be thanked for getting us to listen to 
the 13-year-old at last! I don’t think the suicidal part wants to die 
(or kill anyone), but it’s clearly stating that it won’t stand for her to 
be left alone to suffer.” At first, Terri pooh-poohed this theory and 
insisted she didn’t have parts, so it was irrelevant. I nonetheless 
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continued to watch for signs of the 13-year-old’s deepening de-
pressions so I could warn Terri that the suicidal part wouldn’t be 
far behind.

In this instance, the depressed part was a very accurate barometer for antici-
pating the sudden impulsive actions of the suicidal part, which almost always 
resulted in months of hospitalization. By intervening to help the 13-year-old 
by acknowledging her distress before a crisis ensued, suicide attempts could 
be more predictably warded off in time to prevent threats to her job and threat 
to life.

Often, depressed parts are the triggers for unsafe behavior. Sometimes, 
parts who communicate via flashbacks and memories are instigators of fight 
or flight parts: the body and emotional memories of young parts intrude upon 
the consciousness of the normal life self to communicate that they are afraid 
they’ll be hurt again, that no one will believe them, that they need protection. 
The somatic message that things are still unsafe might then trigger fight parts 
to protective action, for example, to end the risk of being hurt again forever. 
Ashamed parts are also triggering for the fight part, evoking a painful vul-
nerability that is intolerable to a part whose biological imperative is to gain 
control over the enemy. When the therapist can predict the risk ahead of time 
and help the client’s normal life self provide soothing and a sense of no longer 
being alone to the vulnerable parts, the risk of impulsive behavior diminishes 
dramatically. Clients are taught the Internal Dialogue Technique (see Appen-
dix C) and asked to practice it in therapy sessions until their ability to regulate 
parts’ unbearable feelings grows sufficiently that they can use it independently 
of the therapist.

“No Part Left Behind”

“No part left behind” is the motto clients are taught and the standard to which 
they are held. This standard challenges the survival strategy of self-alienation. 
As functional as the normal life self might be, he or she will not be allowed to 
abandon the parts responsible for survival. The ashamed part, the frightened 
part, the addicted or eating disordered flight part, or the suicidal, the angry, 
self-injurious or justice-seeking fight part: all deserve respect and compassion.

When clients are held to the “no part left behind” standard in therapy, the 
threat of abandonment, which for children is as frightening as the threat of 
annihilation, is lifted. The parts, hearing the therapist speak on their behalf, 
have a reparative experience: someone has heard them. The normal life self, 
I know, will also feel grateful later on as the parts’ attachment to him or her 
grows. Being loved by a small child feels pleasurable to both parties, as every 
parent knows. And when a mindful normal life self can interpret their implicit 
memories as “just a feeling” or “just a memory” and develop greater ability to 
soothe and regulate “their” responses, the parts begin to feel safer. Now a new, 
safer and more satisfying internal environment can be established.
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In a world that feels safe or safer, traumatized clients can learn to use their 
capacity for inner communication to co-create a life they were “meant to have,” 
rather than living a life dictated by the trauma. Each part can play a valuable 
role after trauma. Not only do the parts offer survival defense responses but 
other important resources as well related to their specialized roles. The fight 
response, for example, provides increased energy, “grit” or determination, a 
“backbone,” refusal to give way, and the ability to guard our rights and priv-
ileges. As the client’s normal life self learns to ask the fight part to “give me 
courage to say No,” or “give me the strength to hold my ground,” there is a 
surge of energy or increased strength in the core or spine. The normal life part 
now has other resources for change and growth; the freeze part feels a bodily 
sense of being protected; the submit part is not freely “used” by others, and 
there is energy to counteract its depressive hypoarousal; the flight part doesn’t 
have to run for cover because the parts are safe “here now.”

Robert was a tall gaunt 70-year-old man, tormented since his early 
20s by voices warning him that someone wanted to kill him. Having 
witnessed his mother beaten nearly to death by his abusive father, the 
fear of being killed was very familiar to him, and since he was a young 
boy, it could only be soothed by the longing for death. Only his devout 
Catholic faith prevented him from committing suicide, no matter how 
much he felt compelled to end his life.

After 2 years of helping him stay alive, I was in his hospital room 
to say goodbye as he faced death from end-stage cancer. His “wish” 
was at hand, and he was terrified. “All my life, I’ve longed to die—
but now that I’m really dying, I’m scared—wanting to die gave me 
control— dying is taking it away.” In the 20 years since I said goodbye 
at his bedside, I’ve taken his wisdom with me: wanting to die is about 
taking control, not about wanting death.
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“Dissociation is the essence of trauma. The overwhelming experience is 
split off and fragmented so that the emotions, sounds, images, thoughts 
and physical sensations related to the trauma take on a life of their own. 
The sensory fragments of memory intrude into the present, where they 
are literally relived. As long as the trauma is not resolved, the stress 
 hormones the body secretes to protect itself keep circulating, and the 
 defensive movements and emotional responses keep getting played out.”

(Van der Kolk, 2014, p. 66)

“The concept of a single, unitary ‘self ’ is as misleading as the concept of 
a single unitary ‘brain.’ The left and right hemispheres process informa-
tion in their own unique fashion and represent a conscious left brain self 
 system and an unconscious right brain self system.”

(Schore, A., 2011, p. 76)

In the 1950s, what was then called “multiple personality disorder” came to 
the attention of mental health professionals initially through books such as 
The Three Faces of Eve and Sybil. It was controversial and much disputed then, 
and today, dissociative disorders are still the subject of controversy. Even 
 before therapists encounter a dissociative identity disorder (DID) client, they 
will have been affected by the anxiety and even hostility raised by any  mention 
of the diagnosis among mental health professionals. The “countertransfer-
ence” reaction to the idea that individuals can have multiple consciousness, 
parts with separate identities or separate lives often pits psychiatrists (least 
likely to believe such disorders exist) against psychologists and psychotherapists 
who have evidence that it does because they have encountered its distinctive 
symptoms and presentation. Since the 1950s, dissociative disorders have of-
ten been assumed to be “factitious disorders,” an assumption that is rarely 
questioned—and rarely documented. In the context of the institutional bias 
against it, the field has overlooked or ignored research that validates the reliabil-
ity of the diagnosis of DID and demonstrates that it is much more common in 
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the population than hitherto believed (Brand et al., 2012; 2016). Though there 
has been more published research on dissociative symptoms in borderline 
personality disorder and more establishing the under-diagnosing of dissocia-
tive disorders than on demonstrating that DID is a factitious disorder, the 
field of trauma and dissociation has never been able to shed that stereotype. 
Korzekwa et al. (2009) and Zanarini (1998), for example, have consistently 
found statistically significant rates of dissociative symptoms in borderline 
personality and strong correlations between severity of dissociative symp-
toms and severity of borderline symptoms, including rates of self-injury and 
suicidality, depression, global psychopathology, behavior problems, and use 
of psychiatric services. That strong evidence base is rarely mentioned in the 
literature on borderline personality disorder. Despite the need for better, more 
effective models for treating clients diagnosed as borderline, their dissociative 
symptoms are rarely noted or treated. When I was asked in 2008 to consult 
to a state hospital and provide training in “trauma-informed care,” I was told 
upfront, “We don’t have DID patients here. Our trauma patients are all bor-
derlines.” I understood the message. It was clear: “Don’t come in here and start 
diagnosing our patients with DID. If you want to work with us, leave that par-
ticular diagnosis at the door.” I was untroubled, though. I was bringing to the 
hospital a training on trauma and a model for understanding unsafe behavior 
and suicidality, the Structural Dissociation model. To reassure the staff, I just 
kept saying, “This is a trauma model, not a dissociative disorders model. And 
it is the best approach to borderline personality that I have encountered in 
25 years.” If that is not enough to allay anxiety, I say, “The parts language gives 
clients a way to externalize the problem so they can change their relationship 
to it—the same way eating disordered clients do better when they externalize 
their eating disorders as ‘Ed.’” All of these statements are true. Whether one 
believes that each part represents the implicit memories of a child or believes 
in using the language simply to externalize the behavior, the approach de-
scribed in this book is helpful to the client. And that is what brings together 
the skeptics and the believers.

Recognizing the DID Client

Since the statistical probability of therapists encountering a DID or DDNOS cli-
ent is fairly high (especially for those who treat trauma, borderline, or suicidal 
clients), it behooves therapists to be familiar with the diagnostic and treatment 
challenges of treating dissociative disorders (Brand et al., 2016). In this chapter, 
we will describe the special challenges of working with clients whose parts are 
not only structurally dissociated but also function autonomously, often with little 
to no awareness of the others. Although the theoretical model and the treatment 
are almost the same as described in previous chapters, a dissociative disorder 
brings with it special complications for the therapist, not just for the client.

DSM-5 and ICD-9 diagnostic systems both have a “bottom line” criterion 
for a diagnosis of DID: making the diagnosis requires “evidence of losses of 
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consciousness: two or more parts of the personality take control of the body 
and operate outside of conscious awareness” (DSM-IV-R, p. 2000).

Assigned to the inpatient unit during my predoctoral internship, my very 
first patient was a 40-year-old writer diagnosed as acutely psychotic. 
 Caitlyn was besieged by scathing, humiliating voices telling her to kill 
herself. “You’re a cunt—a whore—you don’t deserve to live—make 
this world a better place.” Not knowing that clients with  psychotic dis-
orders are generally made worse when their delusions are questioned, 
I made the rookie mistake of suggesting that she take a stand:  “Explain 
to the voices that they are not helping you get you discharged—you 
need them to back off a bit if they want you to get out of here.”

To the amazement of both of us, the voices responded: by the next 
day, they had quieted enough to win her a discharge. Two admissions 
later, the reason for my spectacular success became clear: Caitlyn had 
a dissociative disorder, not a psychotic disorder. Arriving at the hospital 
to meet with her, I found my stout 40-year-old patient wandering around 
the unit wearing a lace tutu and combat boots! “It’s been a strange day,” 
she said in a lost confused tone, “This morning, I couldn’t remember how 
to put my clothes on …” and her voice trailed off. As I opened the door 
to the meeting room, she froze on the doorstep and started screaming, 
“What are you doing to me?! Who are you? Where’s my mommy?!!!!”

When you’ve been a mother before becoming a therapist, you 
have certain instincts. One skill you never lose is the ability to know 
what to say when children are freaking out. “It’s OK,” I instinctively 
began speaking to her as if to a young child: “Your mom knows where 
you are. I talked to her today. [Which I had.] She knows you’re with 
me, and she said it was OK—do you want me to call her?” Calming 
down a little but keeping her distance from me, she began to wander 
around the bare hospital office like a child exploring the room while I 
made conversation with a child in an adult’s body: “Your mom didn’t 
tell me how old you are or if you go to school.”

CaiTlyn: “I’m 6, and I’m in the red reading group!” [Smiles proudly] 
 Everyone knows that’s the best one.” The big smile wasn’t the 
smile of a proud woman—I could see the grin of that 6-year-old. 
My heart ached for her: 6 was the year in which this innocent little 
girl in the red reading group had been raped by her older brother, 
bullied by neighborhood boys, and emotionally abandoned and 
unprotected by her alcoholic mother. Before she was used and 
abused, my client had once been this confident little girl who was 
proud of how smart she was and eager to learn.

Thanks to Caitlyn, I learned some important lessons very quickly: first, DID 
(or multiple personality disorder [MPD] as we called it in the early 1990s) 
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really does exist; second, my previous “job experience” raising small children 
and working with families was going to make working with dissociative disor-
ders remarkably easier—not easy but easier. What I did not know (but would 
soon learn) was that my success with the little 6-year-old part of Caitlyn 
would very shortly stand in stark contrast to my ability to enrage other parts 
of her! Yet another lesson useful for the novice therapist I was then: “You can’t 
please all the parts all of the time.”

Diagnosing Dissociative Disorders

Steinberg (2013) describes five symptom clusters characteristically found in 
dissociative disorders that facilitate making the diagnosis:

•	 Dissociative amnesia or “missing time” (i.e., amnesia for periods of time 
after the age of nine or gaps in daily memory not explicable by ordinary 
forgetfulness).

•	 Dissociative fugue: finding one’s self in an unfamiliar location with no 
memory of having planned to go there and no recognition of others around 
one. Sometimes, fugue episodes are accompanied by dissociative amnesia, 
the loss of memory for personal information, such as one’s name, address, 
age, and job or significant others.

•	 Depersonalization (feeling disconnected from one’s self or one’s 
experience)

•	 Derealization (experiencing other people or familiar surroundings as 
“unreal”)

•	 Identity confusion (“Who am I?”): Am I the person who functions? Or 
is that a false self? Am I needy and clingy? Or militantly independent? 
Do I want to live or do I want to die?

•	 Identity alteration: regression experiences, feelings or behavior that do not 
feel like “mine,” being known by different names, evidence of child parts 
(stuffed animals, sucking ones thumb, being afraid to be alone), or evi-
dence of activities for which one has no memory.

Psychotic-like symptoms, such as hearing voices, internal dialogues, intru-
sive voices, thoughts, images, and visual “hallucinations” of the trauma, are 
also  potential signs of a dissociative disorder. These symptoms all represent 
 implicit memory and/or manifestations of parts but unfortunately tend to be 
diagnosed as symptoms of schizophrenia despite demonstrable differences be-
tween trauma-related voices and auditory hallucinations. Dorahy et al. (2009) 
compared the voices described by two groups of schizophrenic patients (one 
with histories of trauma and one with no reported trauma) with the voices re-
ported by a group of patients diagnosed with DID. The researchers found that, 
in this sample, the DID subjects reported hearing voices at a more frequent 
rate than did the schizophrenic subjects. They also described the voices as hav-
ing different genders and ages, and they summarized the content of the voices’ 
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communications as generally negative and personally directed,  focused on 
pointing out the individual’s inadequacies, lack of worth, and  using these 
 accusations to justify “why you deserve to die.” The voices reported by 
 schizophrenic clients were fewer in number, did not have different ages or gen-
ders, and spoke from a more abstract spiritual or paranoid perspective, not a 
personal one, even if also encouraging self-destruction.

To Make or Not to Make the Diagnosis?

Making a DID diagnosis is not clinically essential if clients are already us-
ing trauma-informed treatment models in which the emphasis is on mindful 
awareness of the emotions, cognitions, body sensations, and action impulses 
of parts. The advantages or disadvantages of making a formal diagnosis 
should always be determined by the client’s clinical presentation and source 
of distress: if the symptoms are leading the client to feel crazy and afraid of 
being “locked up,” it may be reassuring to hear the diagnosis and learn that 
it is a treatable condition stemming from early traumatic experience. Annie 
illustrates a situation in which a diagnosis can be a supportive intervention:

Annie was increasingly troubled by the dissociative amnesia caused 
by parts switching frantically to gain control of the body and drive 
their survival strategies. After she sustained a bad fall with no recall 
of how it happened, and after her husband told their couples therapist 
“she” had repeatedly asked for a divorce that Annie did not want or 
recall, she was alarmed. And then, after weeks of being unable to 
leave the house, brush her teeth, take a shower, or eat regular meals, 
it became clear that she needed some explanatory system for under-
standing what was happening to her.

I greeted her at the next session with a big smile: “You know,  Annie, 
I’ve been thinking about our last session and how you’ve been strug-
gling to just do the simple things, and I’m excited to tell you I think I know 
why!” I always precede making the diagnosis with excitement or glee, 
as if I were about to tell my client he or she just won the lottery! Clients 
with child parts are often sensitive to adult mood changes: if I appear 
unusually serious or unsure of my words, their alarms will be triggered.

Annie was eager to hear “why” she couldn’t brush her teeth or eat 
breakfast or get through the day. After educating her about the struc-
tural dissociation model and sharing with her the diagnosis of DID, 
I explained: “Your parts developed a relay race system for surviving 
your childhood: one would grab the baton and run the next leg of the 
‘race,’ while others were shielded from what was happening, and then 
another would grab the baton and run the next leg. It was automatic: 
the best ‘runner’ for a particular situation would be instinctively acti-
vated to run that leg, then the best runner for the next leg of the race 
would be triggered, and so on. No one was distracted by how the 
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others were running because each was separate and had little to no 
awareness of the others. You should thank your parts! It’s thanks to 
them and the dissociative disorder that you and I are sitting here right 
now having this conversation!”

In contrast, there were many clinical disadvantages in making a 
formal diagnosis with Dustin: he had a lifelong phobia of being diag-
nosed psychotic after being raised by a schizophrenic mother and 
told by his father that he was “crazy—just like her.” He also wrestled 
with deeply painful beliefs that he was inadequate and “less than,” 
 beliefs that could only be challenged by recalling his professional suc-
cesses as an adult. Dustin had a very strong going on with normal life 
self, dating back to an early age, that was driven by the fear of being 
like his mother and fulfilling the negative expectations of his father. 
But he also had an intensely ashamed submit part that often took 
control of his body and led to acting out that part’s wish to be invisi-
ble and avoid other people, much to his girlfriend’s disappointment. 
She wanted him to be the dynamic professional man she had first 
dated, not the depressed, self-effacing, withdrawn little boy self he 
could become—especially in social situations. The little boy part just 
hoped that someone would be nice to him and not question his right 
to be there while his presence influenced Dustin to keep a distance 
from others under the belief that he was still “on the outside, looking 
in.” Though Dustin’s girlfriend frequently questioned this pattern, he 
never did; the physical action of anxious withdrawal to the periphery 
where he would not be noticed was all the evidence he needed to 
believe he was inadequate and unwelcome. The procedurally learned 
beliefs of childhood (“be seen and not heard,” “you don’t belong,” 
“there’s something wrong with you,” “no one wants you”) continued 
to condition his emotional and behavioral reactions to the social en-
vironment. To give him a diagnosis at this point in his therapy would 
only have given him ammunition with which to attack himself, rather 
than giving him hope and illuminating the path to recovery.

Assessment Tools for Diagnosing Dissociative Disorders

Because DID is such a controversial diagnosis in both the professional and 
lay worlds, using standardized, validated assessment tools to support mak-
ing a diagnosis can be very important to clients’ ability to accept it as true 
and useful information, rather than feeling shamed. Without the objectivity 
of a formal diagnostic instrument, they are likely to become suspicious of the 
therapist, anxious and defensive about the concept of parts, or apt to assume 
that it’s simply another black mark being imposed upon them. When the ther-
apist uses formal assessment measures, there is a reassurance of objectivity: 
we are not assessing them but assessing for a condition common to trauma 
survivors. It can even lend a sense of reassurance that they are not alone with 
this complex, baffling array of symptoms and are being taken seriously by the 
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therapist. But knowing that formal assessment can be threatening to some 
parts, it is important that the therapist exude curiosity and enthusiasm as if 
this endeavor will be interesting and maybe even fun!

The most well-known assessment tool, the Dissociative Experiences Scale 
(Carlson et al., 1993), a self-report instrument, is the easiest to administer but 
unfortunately is also the least reliable tool. Clinicians using it report a high 
rate of false negatives (very low scores in clients who later demonstrate very 
obvious DID symptoms, e.g., switching of parts during a therapy session). 
These false negatives can be dangerous if they give the therapist a green light to 
go ahead with therapeutic work (e.g., memory processing) that exceeds the cli-
ent’s window of tolerance and activates the parts to act out self-destructively.

A more reliable measure is the Trauma Symptom Inventory (Briere et al., 
1995), also a self-report instrument that elicits information about a range 
of symptoms from dissociation to intrusive images/sensations, anxiety and 
depression, and “tension-releasing” behaviors (e.g., self-harm, impulsive be-
havior, addictions). Although it does not explicitly diagnose DID, one of its 
measures is a severity of dissociation score and, when clients score high on 
that symptom cluster, the therapist has an objective statistic, usually along 
with other related scores, that provides a very natural entry point for a discus-
sion of dissociation and dissociative disorders.

For making accurate and formal diagnoses of DID, there is no better assess-
ment instrument than the Structured Clinical Interview for DSM-IV Disso-
ciative Disorders (SCID-D) (Steinberg, 1994). Most challenging to administer 
because of its long, very complex interview format (it usually takes 3 to 4 hours 
to complete in one sitting), it is nonetheless a valuable experience for client and 
therapist because of the detailed, non-pathologizing discussion of dissociative 
symptoms it encourages. Many of the SCID-D diagnostic questions can also be 
introduced separately to elicit information about dissociation bit by bit as the 
therapy proceeds, rather than the entire interview completed in a formal way.

Diagnostic Criteria and Questions

Even when there is no immediate need for formal assessment and diagnosis, 
the therapist who is curious and concerned about a client’s dissociative symp-
toms can still benefit from utilizing portions of the SCID-D (Steinberg, 1994) as 
the work of information-gathering in therapy naturally proceeds. Many of the 
SCID-D questions can simply be incorporated into the therapeutic dialogue. For 
example, Will could not remember the names of a single one of his  colleagues 
or coherently describe what he did every day at work, causing his therapist to 
become curious about the possible role of dissociation in his self- acknowledged 
 “absent-mindedness.” When I suspect that the client may be experiencing tran-
sient time loss, I can ask some of the following SCID-D questions:

•	 Have you ever felt you had memory problems? Ever had gaps, small or 
large, in your remembering of things? For example, “I remember starting 
the project, but I don’t remember finishing it.”
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•	 Is it ever hard to remember what you did yesterday or last week?
•	 Are there ever whole hours or days that seem to be missing or that you have 

difficulty accounting for?
•	 Have you ever found yourself having traveled somewhere without 

 remembering how or why you went? (Steinberg, 1994)

Or for clients who frequently talk about being disconnected from themselves, 
questions eliciting information about depersonalization can be included into 
the discussion:

•	 Have you ever felt as if you were watching yourself from a point outside of 
your body, as if from a distance?

•	 Have you ever felt that you were going through the motions of living but 
the “real you” was far away?

•	 Have you ever felt like two different people? One going through the mo-
tions of living and the other just quietly observing?

•	 Have you ever heard yourself speaking and thought, “Is that me?”
•	 Have you ever felt that your words were out of your control? Your thoughts? 

Your actions? Your feelings? (Steinberg, 1994)

Questions about derealization often help detect parts that are disoriented in time 
and place. When they see the client’s current environment, it looks unreal to them 
and unfamiliar, causing the client to complain of experiencing things as “unreal.”

•	 Have you ever felt as if familiar surroundings or people seemed  unfamiliar 
or unreal?

•	 Have you ever felt as if your surroundings were fading away?
•	 Have you ever had the experience of not recognizing close friends or rela-

tives or even your own home? (Steinberg, 1994)

Eliciting information about internal struggles and conflicts always moves the 
therapy forward, regardless of diagnosis:

•	 Have you felt as if a struggle was going on inside you?
•	 Have you felt confused about who you really are?
•	 Have you ever felt as if there was a struggle going on about who really are, 

what you really want?

And if the answer to these questions is “yes,” the therapist might want to ask 
more direct identity alteration questions:

•	 Have you ever felt or been told that you were acting like a different person?
•	 Have you ever referred to yourself or been referred to by different names?
•	 Have you ever found possessions inexplicitly missing? Or inexplicably 

appearing?
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•	 Have you ever experienced rapid changes in your ability to function? Or 
does your mood ever change rapidly without clear reason?

•	 Do you ever have internal dialogues? Are these dialogues more like 
thoughts or voices? Do they increase under stress? (Steinberg, 1994)

Because the SCID-D questions are meant to elicit discussion of the client’s 
day-to-day experience, rather than being primarily focused on obtaining a 
score, they facilitate gathering a detailed understanding of the client’s symp-
toms and struggles that can be invaluable in any trauma therapy, regardless 
of diagnosis. The SCID-D is a qualitative measure with all the advantages and 
disadvantages inherent therein: it is thorough, detailed, allows the therapist 
leeway to inquire further or even compose spontaneous follow-up questions, 
and it is not limited by standardized questions. Even if the therapist prefers 
not to make a formal diagnosis, the dialogue facilitated by the SCID-D will be 
valuable and elicit valuable information needed for the treatment.

There Is No “She”—There Is No “He”

Many therapists are intimidated by the challenge of taking on their first DID 
clients because they have received so little exposure to or training on the 
treatment of dissociation or dissociative disorders. In addition, they are often 
presented immediately with serious and complicated symptoms: regressive 
behavior, losses of functioning, suicidal or self-harming behavior, dissocia-
tive fugue states. Quite quickly, however, they discover the biggest challenge: 
there is no one “she” or “he” in the client’s chair. Though this client is a whole 
integrated physical being, he or she is not one integrated psychological being, 
and that proves to be not only confusing but also disturbing to even the most 
experienced of therapists.

The therapist is also hindered by the “information gap” inherent in the di-
agnosis. Clinicians are trained to rely on clients as the experts on their own 
internal states, to assume that they are the most credible source of informa-
tion about both past history and moment-to-moment awareness. With DID 
clients, however, even very basic information can be inaccessible to the client 
or known to the client but censored by protector parts. Even more challenging 
is the unexpected, unrequested information the therapist is likely to receive 
from trauma-related parts seeking to promote their own agendas, usually ei-
ther to push the therapist away or pull the therapist closer. Whereas adult 
clients infrequently use text and email as regular channels of communication, 
child parts driven to make contact with the therapist without the knowledge 
or consent of the normal life self regularly use these means of communication. 
When parts are free to act autonomously and secretly outside the awareness 
of the “observing ego” of the prefrontal cortex, when they are driven by prim-
itive animal defense instincts in response to triggers associated with danger, 
there is often a loss of reality-testing, continuous consciousness, and behav-
ioral control.
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Keeping Secrets Even from One’s Self

It is common for therapists working with DID clients to have secrets disclosed 
to them by individual parts communicating “behind the back of” (i.e.,  outside 
the consciousness of) the client’s normal life self. Young child parts who feel 
endangered by triggering of implicit memories often hijack the body and can 
end up dominating the therapy in an attempt to elicit protection from the 
therapist, usually through disclosures of abuse or by having flashbacks in 
therapy. Fight- and flight-driven aspects of the personality might attempt to 
control the therapy in a different way, either by pushing the therapist away 
(devaluing, “firing,” impulsively terminating) or punishing the young parts to 
prevent them from disclosing more secrets or becoming more dependent on 
the therapist. The therapist, confused by it all, can also inadvertently exacer-
bate the situation by unconsciously taking sides with young child parts that 
want a relationship or want to “tell what happened.” When therapists continue 
encouraging disclosure of memory despite evidence that protector parts are 
alarmed by it, the result is most often increased instability.

Sheila’s therapist approached the treatment of DID using a model first 
developed in the 1990s and then discontinued because of the risks 
of decompensation and regression inherent in that way of working. 
Founded on an assumption that the “talking cure” would also work 
for trauma, child parts of DID clients were encouraged to “come out” 
in therapy and “tell their stories” to the therapist, who in turn would 
inform the going on with normal life self as if reporting child abuse 
to a parent. When clients had a sufficient window of tolerance, this 
method was reasonably effective, but few DID clients had sufficient 
affect tolerance to manage the intensified trauma responses or in-
creased tendencies to fragment.

Often, Sheila’s normal life self did not want to hear the disclosures, 
fearing being swept away by a “tsunami” of emotions. That rejection in 
turn triggered the child parts’ painful memories of not being heard or not 
being believed. The fight and flight parts became alarmed by the ther-
apist’s knowledge of the secrets, believing that meant she or he would 
use them against the client. As they became agitated and desperate 
to take action, the result was increased addictive and self- injuring 
behavior. Child parts were being “punished” through self-harm by a 
fight part determined not to allow further regression or vulnerability.

The case of Sheila provides a good example of the risks of a memory disclosure 
approach to the treatment of DID. The history of the trauma treatment field 
reflects a series of paradigm shifts as leaders in the field were forced to give up 
the memory retrieval and disclosure approach of the 1980s and 1990s because 
clients so often got worse instead of better. In the last 15 years, guided by the 
neuroscience and attachment research, treatments have moved away from 
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an emphasis on event memory retrieval to focus on the legacy of implicit 
memory, and on mindful witnessing in lieu of narrative expression. Nowhere 
is the new paradigm more necessary than in the treatment of DID. Mind-
ful self-witnessing is an antidote to difficulties in maintaining continuity 
of consciousness. Understanding the parts as disconnected “containers” of 
implicit memory driven by instinctive subcortical animal defense responses 
reduces the degree to which they feel weird and crazy. I tell the client, “A 
part is the child you once were at a certain age or the child you had to be in 
certain situations. It’s the little you.” That rarely feels strange to anyone. In 
this model, the stories told by parts about the trauma reflect the meaning 
they have made of what happened and how the legacy of those events lives 
on in the client’s mind and body. The parts are not writing history. They are 
disclosing what they still dread, still feel, and the dangers they still watch 
out for.

Sheila was frightened by the child parts’ memories when they were 
disclosed to her by her therapist. She was very disturbed that she 
could go to therapy and not remember what happened after the first 
few minutes. When the therapist told her about parts that “came out” 
in therapy without her knowledge, she felt “possessed.” And the inju-
ries she kept finding on her body were frightening to see: how could 
that have happened? She didn’t recall burning herself. Then, when 
the therapist disclosed that child parts were calling and emailing her 
between sessions, Sheila began to feel dangerously out of control. 
“I went to therapy to get better, but I feel like I’m getting worse!”

By developing an intense 1:1 relationship with the child parts and encourag-
ing disclosure of memory, the therapist, Jennifer, had inadvertently dysregu-
lated an already unstable system and triggered the attach part’s desperate need 
to make contact between sessions. Alarmed by the deterioration in Sheila’s 
condition, Jennifer assumed that what was needed was to meet more often 
so she could elicit more disclosure by the child parts and work on gaining 
acceptance of the memories by Sheila’s normal life self. They were caught in a 
 vicious circle: Sheila thought about leaving the therapy to stabilize, but when 
she had those thoughts, the attach parts panicked, shutting down her pre-
frontal cortex so that she “forgot” or filling her with fearful beliefs that she 
couldn’t survive without Jennifer.

Although the treatment for DID clients should ideally be very much the 
same as that described earlier in this book, the therapist may have to be even 
more sensitive to the effects of disorganized attachment on the clients and 
parts. Because of the autonomous functioning of the parts, it is easier for the 
therapist to develop countertransferential relationships to each part as a sep-
arate “inner person”: to become intimidated by the anger and devaluing of 
the fight part, as if it could harm him or her, or to feeling intense protective 
impulses, “wanting to help” the child who feels so alone and in so much pain. 
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The challenges of utilizing any treatment approach effectively become greater 
when amnesic barriers and/or intense conflicts between parts create an inabil-
ity for the whole person or system to work with the therapist, much less work 
with itself.

Restoring Order to a Chaotic Inner World

The inner worlds or systems of most DID clients reflect the environments in 
which they were raised: harsh, secretive, critical, punitive, neglectful, intim-
idating, and/or terrorizing. To the extent that the client’s parts survived by 
creating “smoke and mirrors” to hide secrets from each other as well as from 
family, neighbors, and teachers, the client will struggle to find stability. Each 
step forward addresses one layer of secrecy, followed by exposure of another 
layer—often maintained by saboteur parts that operate outside of conscious-
ness to keep other parts intimidated, shamed, or invisible. As one such part 
told me, “It’s easier to protect them if they’re too afraid or ashamed to leave 
the house.” To the extent that the individual and his or her parts survived 
by suppressing vulnerability or fighting for control, the inner world will be 
characterized by parts that fight to prevent vulnerability, for example, hurt, 
dependency, rejection. To the extent that the early environment was harsh, 
punitive, and neglectful, that world will be reflected in clients’ habitual ways 
of treating themselves and their parts.

Annie’s inability to manage basic activities of daily living (grooming, 
showering, eating three meals a day, following a routine that included 
self-care) reflected the powerful influence of neglected child parts 
who longed to be taken care of and had no idea how (or were too 
ashamed) to take care of themselves. They had learned early in life to 
take care of others but associated self-care with the pain of being un-
cared for and unwanted. Annie learned from observing other children 
in school to wash her hair and to match tops and bottoms when she 
picked her clothing out of a pile of unwashed, ill-fitting dirty clothes 
all over the floor. No one made sure they were clean or ironed or free 
from stains and rips. Four children shared one toothbrush, two pairs 
of boots, and one umbrella. The only item of which there was always 
plenty in the house was alcohol.

Decades later, Annie’s system of parts continued to recreate the hostile envi-
ronment of her childhood: her attempts to get up in the morning, brush her 
teeth, eat breakfast, and plan her days were interrupted by the parts’ “safety 
concerns.” Depressed parts would feel too tired to get up and beg her to stay in 
bed. A part that used caretaking to elicit safety and connection, the Little Saint, 
would get anxious about who needed to be cared for. Although caretaking in-
flamed other parts to anger and feelings of oppression, it was associated with 
safety for the Little Saint. Annie’s flight parts had yet another agenda: what was 
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she going to do today that was meaningful and important enough to prove her 
worth in the world? Every day, they drove her to frantic activity, not stopping 
until her body ached and her limbs couldn’t move anymore. The fight part’s 
hypervigilant eye was on each part’s performance, followed by a relentless neg-
ative critique of each and every activity, just as her mother had, triggering fear 
and shame in the little parts. At that point, her 16-year-old part would suggest 
a beer to anaesthetize them. Several cans of beer later, the little parts would 
quiet, as they had years ago when Annie’s mother would feed the children beer 
because there was no food in the house. Because the parts were still defending 
against the old dangers, it still didn’t feel safe inside.

When the Client Is Many Clients in One

“Restoring order” to the inner world and thus to the client’s life circumstances 
begins with increasing the ability of the normal life self to observe the way 
the system of parts operates, including its struggles and conflicts. Brain scan 
research with DID subjects (Reinders et al., 2006) has demonstrated an associ-
ation between the normal life self and the prefrontal cortex, while none of the 
trauma-related parts’ brain scans showed cortical activity. This finding sug-
gests that the therapist can make use of the prefrontal cortex as a way to con-
nect to the normal life self. To facilitate unblending and manage the intense 
reactivity and emotional volatility of the trauma-related parts, the normal life 
self has to cultivate dual awareness.

In addition, to learn new models and new skills requires cortical activity. 
Because the prefrontal cortex is connected to the abilities to be mindful and 
curious, retrieve and manipulate already learned information, and to inte-
grate new information, only the normal life part has the potential to learn 
new concepts or skills and bring that new learning to the parts. By engaging 
the prefrontal cortex, the normal life self can have access to information about 
both past and present, imagine parts he or she has never met, connect them to 
other information (such as childhood photographs), and even visualize them.

Teaching the Client’s Normal Life Self How to Work with 
the Parts

As described in Chapters 4 and 5, the client is asked to make the assumption 
that all instincts, emotions, bodily reactions, and thoughts reflect communi-
cations from parts, even if they can only be “heard” retrospectively because 
of dissociation-related amnesia. Next, the client’s normal life self is taught to 
observe these signs, to name each feeling state or belief as that of a part, and to 
validate the part’s experience.

Particularly when safety is an issue, events in present time for which the 
normal life self has no memory must be “decoded”: what triggered the intense 
emotions? Or the depressed part’s hopelessness? When that hopeless feeling 
came up, what happened next? If the client has amnesia for what happened 
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next, are there clues that fill in the gaps? For example, movie tickets, receipts, 
emails, Internet activity histories. Or if there is no memory and no clues, how 
does the therapist help the client gather more information?

With the use of structural dissociation model and some creative thinking 
about parts and animal defenses, therapist and client can also make educated 
guesses. Which part would have gone to the cemetery in the middle of the 
night? (It had to have been a part that could drive—i.e., an adolescent part.) 
Which part would have allowed itself to be picked up at the bar near the cem-
etery and taken to a seedy motel? (Probably not the part that went to the cem-
etery, but an attach part might have.) Which part would have been too afraid 
to ask the therapist for help? (Submit? Freeze? Not the attach part certainly!) 
And which part would have refused any offer of help? (Flight and fight would 
never yield their self-reliant, counterdependent stances to ask for help.) The 
simple act of naming overwhelming emotions as the feelings of a part usually 
decreases some of the client’s emotional intensity. Developing the ability to 
observe, “A part of me is feeling this way” or “a part of me was desperate not 
to be alone” seems to have the same effect as a parent has in noticing a child’s 
mood and naming it: there is relief in being seen by a compassionate “other.” 
Being able to identify “who” is feeling that emotion, having that reaction, or 
about to act on a desperate impulse helps clients unblend, making easier the 
task of managing internal unrest.

To understand themselves and to make conscious decisions and choices, 
rather than be hijacked by their parts, DID clients will also need to learn to 
notice the comings and goings of different parts and to observe what triggers 
control each part’s mysterious appearance and disappearance—even in ther-
apy. Often, early in treatment, therapist and client can use the structural dis-
sociation model as a guide: “Was that fight or flight that didn’t want to come 
today? Was it submit or attach that came because they wanted to please?”

Because of the “information gap” inherent in the diagnosis, it is crucial to 
develop internal communication skills early in DID treatment, as well as the 
ability to observe intrusive feelings and physical phenomena and interpret 
these as communications from parts, rather than be frightened or ashamed 
of them. A sudden feeling of fear in response to thinking about the client’s 
job must be reframed by the therapist as, “There seems to be a part of you 
that’s anxious about your job,” and then the client must be encouraged to ob-
tain more information about this anxiety: “What could that part be feeling 
worried about? What triggers are you aware of in the workplace that would 
alarm a child?” In non-DID clients with structural dissociation, information- 
gathering will be much easier because the dissociative barriers between parts 
are not as impermeable. With DID clients, it is more difficult to know if a part 
is worried or lonely or ashamed because other parts may not be aware, and the 
normal life self has little access to inside information.

Although “switching” so that individual parts can “come out” and interact 
with others is more typical of DID, blending also takes place in DID clients. 
The normal life self might feel the intrusion of parts’ feelings and thoughts 
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but tend to interpret these as “my feelings.” Feelings of depression, critical 
thoughts, or ruminations may not be experienced as parts but should always 
be attributed to them. With DID clients, just as with any traumatized client, 
the practice of noticing moments of being blended and then unblending is a 
crucial skill. For example, in response to the client’s perseverating on “his” 
hopelessness, the therapist reflects, “It seems there’s a part that believes he’s 
worth nothing—a part that feels there’s no hope for him, no way to belong or 
be accepted by others. Is that right? Do you notice him?” Feelings of  anger, 
especially if they frighten the client or frighten others in the client’s life, 
need to be named as indicators of a fight response: “Perhaps this reaction is 
coming from a very angry fight part determined to defend you verbally and 
physically … it would make sense that you would have needed a strong body-
guard. We all need a protector.”

Making Meaning of Moment-To-Moment Experience

In DID clients, not only do parts communicate their presence by intruding 
thoughts, feelings, images, body tension and sensations—they also “speak” 
through actions outside the awareness of the normal life adult. Finding evi-
dence of actions one does recall is unsettling and often humiliating for clients, 
yet it is important that the disturbing feelings not interfere with curiosity, 
creativity, and therapeutic detective work. Curiosity is cultivated when the 
therapist repeatedly asks, “If this pattern of finding yourself in the kitchen late 
at night, __________ were a communication from a part of you, what would 
that part be telling you?” “If what you find yourself eating told you something 
more about this part, what would that be?” The “decoding” of parts activity 
outside the normal life self ’s consciousness is an extremely important focus of 
DID treatment that should never be conducted judgmentally, without empa-
thy for the parts in question. And it helps the client become familiar with his 
or her own system—as important as meeting one’s family for the first time.

Helping DID clients “unblend” from their parts also increases in impor-
tance when those parts have the ability to take over the body and take action 
independently outside of consciousness. The depressed, hopeless part is at risk 
to sacrifice her- or himself for others she perceives as more deserving despite 
the normal life self ’s determination to have healthy boundaries. The anxious 
part might inadvertently sabotage the client’s first day at his or her new job 
by asking too many self-doubting questions. When those parts blend with 
the client’s normal life self, it is crucial that the client not identify with them 
but instead differentiate them as child selves worried about “their” ability to 
cope with the demands of adult life or driven by triggered memories of being 
young, inadequate to grownup tasks, and in mortal danger.

In therapy, Annie learned to language these phenomena in ways that 
helped her be more aware of how the parts affected her feelings, per-
spective, and abilities moment by moment. Initially, she and I worked 
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simply on reframing distressing feelings as communications from 
parts and trying to respond to them with reassurance that they were 
safe now. But her parts interpreted blanket reassurances as if they 
were the manipulative words of childhood perpetrators: they didn’t 
trust words of comfort. Only when she validated why they were so dis-
tressed by acknowledging their traumatic experiences did they seem 
to relax a little bit as if to say, “If you really know what I’m afraid of 
and why I’m afraid of it, then I can believe you when you tell me I’m 
safe now.” I reminded her, “You wouldn’t have trusted what I said if 
you hadn’t felt I understood, would you? Would the kids you’ve helped 
all these years have trusted you if you didn’t ‘get’ what they were 
 struggling with?”

At first, Annie’s normal life self was resistant to even indirectly 
 referencing the experiences of her childhood: “I don’t want to remem-
ber all the terrible things that happened—I don’t want to see those 
images and feel those feelings.”

Me: “It’s not required that you remember the details of what hap-
pened. It is only necessary to demonstrate that you ‘get it’—they 
just need to know you know what happened. Because if you 
know what happened, it becomes credible when you say, ‘I won’t 
let that happen again—not in my world.’ They really need help to 
see what’s different about your world versus the world they still 
are stuck in. What shall we call their world? Where did you live 
growing up?”

annie: “I grew up in New Jersey—they’re afraid of those New Jersey 
people, of my mother and my father and Father O’Malley.” [All of 
these individuals were deceased, but since their fears were im-
plicit memories of the past, the parts were indifferent or resistant 
to thinking of them as dead.]

Me: “OK, that’s wonderful that they can be so clear: they don’t want 
to be in New Jersey, and they definitely don’t want to be afraid 
of getting killed every day! Or scared of being abandoned or as-
saulted or used in some way. Of course, they don’t—who would? 
And what shall we call where you live now? What shall we call the 
world you deliberately created as an adult?”

annie: “Let’s call my world ‘Maine’ because it’s where I live, where 
my house and family are. It’s a whole different culture in 
Maine—I made sure of that.”

Creating a Present for Parts that Dwell in the Past

This example illustrates another related challenge facing DID clients and their 
therapists: the loss of time orientation, the confusion of past and present. 
With traumatized parts that are driven by animal defense survival responses, 
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dissociatively disconnected from one another, and hypervigilantly alert for 
signs of the dangers each faced “then,” it is not surprising that time orientation 
becomes distorted. The client might be engaging in the simplest of normal life 
tasks (getting out of bed in the morning, helping children get ready for school, 
washing the dishes, making a meal, driving a car) when that activity sud-
denly becomes triggering: driving activates implicit memories of being taken 
somewhere dangerous; washing dishes or cooking a meal triggers the shame 
and loneliness connected to being a Cinderella child, treated like a slave or 
 expected to be the family drudge. In one moment, the body tenses in response 
to those triggering activities: the heart rate increases, legs begin to shake; 
stomach knots up; and shame washes over the client. Without a visual image 
to orient us to where we are in time and space, most individuals and most 
parts assume that something or someone just “made” them feel that way: right 
now, they must be in danger—about to be humiliated at best, killed at worst.

For years, Annie woke up each morning to a feeling of dread, sick to 
her stomach as she faced another day. As she began her biological 
children’s morning routine, the dread was replaced by intense anxi-
ety. As she made their school lunches, the shaking and fear would 
intensify, so much so that she could barely make their sandwiches. 
She made meaning of the feelings in the same way she had as a 
child: “I’m going to fail again today—I still won’t amount to anything—
no one will want to be my friend—they’ll think something is wrong with 
me.” It was an automatic assumption that still operated as a “default 
setting.” Without acknowledging where it came from, the belief felt 
just as true now as it had when she was a child: because she was a 
failure, something bad was going to happen.

I asked her: “What was scary about going to school as a kid?” 
Immediately, Annie knew: “Because my father could get at us—the 
principal was his buddy who ignored the restraining order—he could 
just take us out of school and do what he wanted as long as we were 
back by the end of the school day.”

Me: “Can you see why the parts are afraid in the morning? Why it’s 
scary to make ‘school’ lunches?”

annie: “Yes! And I had to make our school lunches every morning— 
I wanted to throw up!”

Most clients “get it” when therapists remind them to think, “Why might that 
have been frightening about that ______ when you were young?” or “What was 
special about that kind of situation or that time of day/day of the week/month/
year when you were young?” Note that these questions do not require a detailed 
narrative of past events for an answer: they promote awareness of the links be-
tween past and present by acknowledging what happened. Validating the feeling 
and body memories as normal responses to trauma (“Of course, that’s scary,” 
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“Of course, that’s extremely triggering!”) is reassuring for clients, and few need 
“proof” to believe that they are triggered and their bodies are remembering.

Because of the denser dissociative barriers within, it is more challenging 
for DID clients to learn to recognize the shifts in mood, belief, and behavior 
that occur under the influence of their parts. It is challenging for them to 
accept that, unless they exhibit curiosity and interest in their inner worlds, a 
willingness to care about and care for their parts, they may be susceptible to 
 “hijacking.” “Hijacking” is a term developed by Pat Ogden (Ogden et al., 2006) 
to describe what happens when traumatized clients are exposed to triggers: 
the body mobilizes an emergency stress response, which “turns on” the sym-
pathetic nervous system, stimulating a release of adrenaline and inhibition of 
the prefrontal cortex. As the parts are activated by the trigger, they can also 
stimulate the emergency stress response and animal defense responses. With 
the prefrontal cortex inhibited, the normal life self loses conscious awareness 
of the parts’ actions and reactions, much less the ability to control or manage 
their behavior. When the normal life self loses all ability to keep normal life 
functioning intact, it is a clear sign that the client has been hijacked by parts. 
By reframing “I’m having a nervous breakdown” or “I’m falling apart” as “No, 
what you are feeling reflects the fact that your parts have staged a ‘coup d’etat’ 
and taken over,” the therapist externalizes the crisis and empowers the normal 
life self. Most clients respond: “Well, I want my life back!” Especially with cli-
ents who are intimidated by their parts or ashamed of “how far I’ve fallen,” it 
is important to evoke the drive to reclaim one’s life, to take it back. I ask them: 
“Do you want a life determined by your parts and the trauma? Or do you want 
a life after trauma? A life you get to choose?”

Overcoming Conditioned Learning

Implicit reactions to triggers reflect conditioned or procedural learning to ex-
periences that subjectively feel life-threatening. As a colleague once reminded 
me, “Trauma is the only single-incident conditioner of human behavior we 
know. Even one experience leaves indelible traces.” These conditioned re-
sponses are very challenging to shift or alter. It is as if the body and nervous 
system are loathe to “give up” the automatic responses that ensured safety for 
another day. In addition, as a result of chronic dysregulation, made worse by 
repeated shutting down of the prefrontal cortex, the majority of trauma clients 
have difficulty retaining new information. They find it difficult to remember 
and utilize the same steps or skills that brought relief yesterday without being 
reminded or cued by others. It is as if the repeated inhibition of left brain 
activity makes encoding and retrieval of new information more difficult and 
also more unstable.

To add to their challenges, DID clients often have “eraser” parts, 
“thought-stopping” parts, or “information extractor” parts that actively 
 interfere with encoding of new present-day-oriented information. It feels dan-
gerous to trust it. In the dangerous world of their implicit memories, the parts 
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fear that changing assumptions associated with survival will be foolhardy at 
best. In order to reduce fear and increase retention, DID clients need help 
practicing their observational and unblending skills in therapy. They bene-
fit from and rarely complain about repetitive instructions to notice feelings 
and thoughts, make the assumption that the feeling belongs to a part, evoke 
 curiosity about the part, name the feeling or thought as “his” or “her” thought/
feeling, and increase dual awareness. And, if the parts take over control of 
the body, causing time loss and dissociative fugues, the therapist and client 
must also repetitively practice curiosity, asking over and over again: which 
part might have been triggered by what stimulus? And which part impulsively 
took the troubling action?

Continuous Consciousness: Knowing “Who I Am” 
Moment by Moment

Although more clearly fragmented and less in control of their responses, DID 
clients still present in one body with a narrative that is usually preceded by the 
word, “I.” It is easier and more comfortable for any therapist to conceptualize 
this new kind of client in the same way that other clients are understood: as 
a “she” or a “he,” rather than as “they.” But for DID clients to stabilize and 
 recover requires that both client and therapist stay focused on the ultimate 
goal of dissociative disorders treatment: the ability to have “continuous con-
sciousness” with fewer breaks in time orientation, fewer instances of parts 
operating behind the backs of both therapist and client. Continuous con-
sciousness can only be developed through repetition of new practices: focused 
concentration, awareness of being present in the body or “right here, right 
now,” and habits of inner communication with parts so that information can 
be shared even if in fragmented pieces contributed by different parts.

Once DID clients have greater access to “continuous consciousness,” when 
their parts are less activated and more willing to collaborate, they can stabi-
lize. They can learn to know “who” they are moment to moment and make in-
creasingly sound life decisions that are sensitive to their parts’ feelings, likes, 
and dislikes but not constricted by post-traumatic paranoia. With increased 
ability for internal dialogue, it also becomes possible to bring switching un-
der voluntary control. With the ability for inner communication, the normal 
life self can negotiate with parts who switch at problematic times to “let me 
do that job—that’s not a job for kids.” When dissociation is involuntary and 
unconscious, traumatic triggers determine “who” is out or, as I say to my cli-
ents, “who is driving the bus.” Then I add: “Unless you want your life run by 
a 7-year-old or a 16-year-old, you might rather drive the bus yourself.”

Dissociation as a Resource

As dual awareness and inner communication allow for internal trust and un-
derstanding to grow, involuntary switching tends to decrease or come under 
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better control. Once DID clients realize that they have the ability to inhibit 
parts from switching, they understand that they can also choose to switch to 
summon “the right part for the right job.” When DID clients begin to experi-
ence dissociative compartmentalization as a potential asset, not just a liability, 
the client’s confidence grows. When the prospect of giving the toast at a best 
friend’s wedding triggers terror among the parts, for example, the normal life 
self might ask inside: “Who would be willing to give the toast?” And a part 
 unafraid of public speaking can be asked to take over that function. Often there 
is a feeling of triumph when the client and parts together feel the confidence 
of the “public speaking part” as he stands up in front of the group, poised and 
articulate, able to evoke a laugh. The normal life self might learn to enlist the 
fight part to support her in setting boundaries with others in the client’s life 
who intentionally or unconsciously take advantage of her inability to say no. 
Sometimes, these “victories” trigger other parts: an ashamed part who feels 
undeserving: “I have no right to set boundaries.” Or parts who are afraid to be 
seen and feel exposed by the public displays of mastery and confidence. With 
repeated experiences of mastery the conscious use of dissociation enables, the 
parts can feel something is different. At these points, it is very important for 
the therapist to remember that opaque dissociative boundaries between parts 
interfere with taking in new information: the normal life self must always be 
asked to “show the parts what happened just now. You promised them that you 
could say No, and nothing bad would happen. Ask them to notice: did they see 
you setting the boundary?? And is there anything bad happening now?”

Building Trust Inside

Trust begins to build with increased internal communication and experiences 
of mastery and competence. All their lives, the young parts have longed for 
someone who would hear, believe, and protect them—someone strong enough 
to keep the “bad people” away. The teenage parts have been waiting for some-
one strong enough to protect not only the younger parts but the adolescents, 
too. As the younger parts develop confidence in the normal life self, fight and 
flight’s hypervigilance can relax a bit; their muscular tension loosens; they 
can “sit back” more easily. As the parts build increasing trust in an older and 
wiser grownup self, they can more easily believe the normal life part’s reas-
surances and perspective. “It’s not an emergency—nothing bad is happening” 
feels like reliable information, not a manipulative ploy. Healing their attach-
ment wounds requires “basic trust” in a normal life self that is more palpable, 
who doesn’t disappear each time the going gets tough, facilitating the ability 
of older parts to threaten the little ones. Trust is a prerequisite to being able 
to offer reparative experiences to young parts that transform or resolve their 
implicit and explicit memories and that offer them a felt sense of safety and 
welcome.

To feel safely welcomed, however, child parts have to experience the 
 palpable sense of “who” is welcoming them. The parts have to be able 
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to feel emotionally and physically that there really is an “other” who smiles 
at their entrance, who is glad to see them, who is tender where the child is 
wounded, and unafraid when he or she is angry and hostile.

When Annie thought about the parts’ world as “New Jersey,” it re-
minded her why they were so hypervigilant and easily alarmed but 
without triggering the flashbacks she tried so hard always to avoid. 
She could more easily see, at first with my help, how they projected 
their New  Jersey experience onto her environment in Maine. When 
the parts were in distress, she worked on remembering to ask herself, 
“Why would they have been worried about this in New Jersey? Why 
would it have been dangerous there?” As she did so, she discovered 
all kinds of  connections her parts were making between her old world 
and the safe environment she had created for herself after fleeing 
New  Jersey at the age of 19. Ironically, although she had created a life 
that soon became a refuge of safety for friends and family, she and 
her parts did not feel safe in it—because she was so often blended 
and identified with them. Sometimes she blended with their hope-
lessness and shame, sometimes with their fears and longing, and 
sometimes with their distrust.

Even more troubling were the parts that operated in secrecy, “behind her back.” 
Following her curiosity about why she seemed unable to remember her ther-
apy sessions almost as soon as she left my office, she heard other parts talking 
about the “eraser part.” Then images and more internal conversation with the 
parts revealed the presence of a part who erased the blackboard of memory 
immediately when ever Annie had positive or empowering experiences so that 
she never remembered them again. It also erased information: her diagnosis of 
DID, the fact of her trauma history, her repertoire of skills, and her resources. 
She would learn a skill, only to find it had disappeared, and then relearn it 
again. Asking inside, she inquired, “What is the eraser part worried about if 
she lets what we talked about today stay up on the blackboard?” “It’s different,” 
said the eraser part. “And what are you worried about if the information is dif-
ferent or new?” “We know we can survive this way—but we don’t know if we 
can survive this new way … It might not be safe.” “Thank you for telling me,” 
Annie responded. “All this time, I thought I was getting dementia, and it was 
just you trying to protect everyone!” From that day on, Annie and I tried to 
remember to contact the eraser part at the end of each session to ask: “Would 
you be willing to leave what we talked about today up on the blackboard? Do 
you have any concerns about it that we should know about?” And then Annie 
would ask the part, “What do you need from me—right here, right now—to 
feel safe leaving this information up?” We also developed some techniques for 
ensuring she could revisit ideas, skills, or insights that felt important: I might 
write on an index card a list of all the things she reported wanting to remem-
ber so she could take it with her. (I knew her attach parts wouldn’t let it get 
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thrown out!) Or I might ask her to send me an email after the session sharing 
what she wanted to take away from it. Or at times, I asked her to journal about 
the day’s session or about particular parts and what they needed or what trig-
gered them. I sometimes sent her emails summarizing what I had learned and 
thought might be useful to her. Earlier in the therapy, she and I used to won-
der why those kinds of emails always disappeared from her email box! Then, 
at a session, I suggested to Annie, “Ask the eraser part if she would be willing 
to do two jobs?” “She says ‘maybe, depending on the job.’” Annie reported.

Me: “Tell the eraser part that we appreciate her working with us so noth-
ing valuable gets erased. But her first job is still to erase anything 
‘bad.’ (Maybe she could help erase some of the hurtful beliefs the 
little parts have about themselves.) But we also need someone 
who can help you [normal life self] save important information and 
store it in a safe place. That’s hard for you to do when you’re being 
overwhelmed by so many voices and so many feelings. So often, 
important moments and empowering experiences have gotten 
erased that might have been saved if we’d had her help.”

In DID clients, the autonomous functioning of the parts causes problems with 
reality-testing, relationships, safety, and judgment, and the crises that result 
generally become the focus of therapy. The lack of conscious awareness of 
the parts’ feelings, thoughts, bodily responses, and actions interferes with 
opportunities to get to know them in the way discussed in Chapters 4 and 5. 
With less severe compartmentalization, we can “know” a part by its feelings 
(“so sad”), its wishes (“it just wants someone to care”), its beliefs (“it’s not safe 
to be alone”), and its body language and facial expression (a sad face, a child’s 
shy body language). In a DID client, the manifestations of that part might be 
felt when the “client” has trouble leaving the office at the end of sessions or 
texts and calls repeatedly between sessions.

When she was not blended with them and instead was consciously 
centered in her normal life self, she could perceive the differences 
between her perspective and that of the parts; she could feel the 
safe reality of her current life in her body—her heart rate slowed; 
her breathing was easier; she felt solid but not tense. It was a good 
feeling, even though the parts had always urged her not to trust it 
and for many years, she had accepted their reality: she believed 
their projection that she lived in a dirty, depressing, impoverished 
home with people who used and abused her and never tried to 
meet her needs. For many months, she and I worked on “orient-
ing” (Ogden & Fisher, 2015) the parts: first asking them to show 
her images of “where” they were scared or paralyzed with dread 
or ashamed and humiliated. (Always, images of New Jersey would 
come to mind.) Then Annie would ask, “Would you like to see 
where I live?” and then she would bring up images of her home and 
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neighborhood now: an image of the fenced-in yard, the back door 
she had painted red, her flower garden, the river where she loved 
to swim and canoe in the summer. As the images associated with 
the traumatic past arose, she could feel the activation in her body, 
the shaking and trembling, tightening in her stomach, and feelings of 
wanting to run. As she oriented the parts to the details of her present 
environment (Ogden & Fisher, 2016), she could feel her autonomic 
arousal settle, the trembling lessen, and curiosity increase. As she 
repeatedly reoriented “them,” she was less blended and better able 
to see her present objectively. By helping the parts to see where they 
were, she could finally appreciate where she was. Annie could now 
see the old rambling farmhouse in which she and her husband have 
lived for years as “quaint,” instead of a “slum.” Always in need of one 
repair or another because of its age, the parts had viewed the house 
as a blatant symbol of their neglect and lesser worth, like the torn and 
dirty clothes she wore to school as a child. Annie could now recognize 
its contents, the antiques and “found” objects she and her husband 
had refinished, as reflecting something about the person she became 
in the life she had created beyond trauma. She could even see the 
personal touches that reflected who she is as a person: a bright red 
back door to welcome her extended family of choice, a kitchen that is 
the center and heart of their home, colors and decorative touches that 
reflect her aesthetic sense. “I never knew this before,” she said as she 
showed her parts images of “then” and “now”: “Right here, I have what 
I always wanted—what I always dreamed of as a child …, but I didn’t 
know I had it.” As long as the parts dominated her perceptions, she 
could not correctly identify what was before her very eyes—nor could 
they. Until Annie deliberately and consciously drew their attention to 
the details of the environment, the parts could not perceive, much 
less integrate, that they were no longer in New Jersey.

Annie is an example of how dissociative compartmentalization interferes with 
information flow even within one life and one body: while Annie’s normal 
life part was creating a home with her husband, raising their children, and 
offering a safe haven for family members in distress, her parts believed that 
she was trapped in a hell-hole with a coercively controlling man forcing her 
every move. Their perceptions, biased by expectations of danger and chron-
ically activated survival defenses, saw only what they expected to see: the same 
environment in which Annie had been raised.

Gathering Evidence: Establishing Retrospective 
Consciousness

Because a diagnosis of DID implies a loss of memory for personal information 
(especially for information about the autonomous activity of self-destructive 
parts), clients must learn to “fill in the blanks,” to consciously gather evidence 
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of what their bodies may have done outside of their awareness even if it is ret-
rospective. Gazzaniga (1985) writes about the propensity as observed in “split 
brain” patients whose right and left hemispheres have been surgically sepa-
rated by removal of the corpus callosum: the right brain might take action on 
impulse for which the left hemisphere would have no memory, but nonethe-
less, the left brain would construct a narrative to provide a rationale for the 
missing time or consequences of the action. The researchers were struck by 
the left brain’s persistence in establishing a motive and meaning-making even 
when disconnected from the right hemisphere’s actions and reactions.

A related challenge for clients with DID is the problem of what to do when 
parts are engaging in self-destructive or self-sabotaging behavior outside the 
awareness of the left brain normal life self. Gazzaniga (1985; 2015) emphasizes 
that the left brain’s ability to use language to rationalize the actions of the right 
brain increases the chances of the behavior happening again, a potential risk 
to life in DID clients. Therapists working with such clients must be unafraid 
to ask directly, “Do you remember the details of what happened? Or just the 
outcome?” It is important for the treatment to distinguish: was the normal life 
self blended with the part that acted out last night? Or did the acting out part 
hijack the body and act outside of consciousness? If the answer is, “I guess 
I was blended with the suicidal part,” therapist and client can begin to work on 
recognizing when the client is blended and practicing unblending strategies. 
If the part acts outside of left brain consciousness, then the work will have to 
focus on internal communication and increased ability to negotiate with the 
acting out part.

Therapists can also help their DID clients reconstruct what occurred either 
through diagramming (see Chapter 5) or by asking them to go “back in time” 
imaginatively to just before the crisis, identify the trigger, then move forward, 
frame by frame, with the therapist asking, “And what happened next?”  Often, 
clients find gaps in the “video” for which they have no memory of what was hap-
pening. Then, the therapist’s task is to remind them to ask  inside, “Does anyone 
know what happened after that?” Being able to use internal  communication to 
establish what triggered the parts, which ones  responded and how, and why 
fight or flight parts “came to the rescue” is essential for establishing safety.

Building Skills to Overcome Gaps in Consciousness

Underlying the instability in the client’s life is the capacity of each part for 
independent action and the lack of shared consciousness and memory. 
 Without meta-awareness, without an observer keeping track of moment to 
moment experience, it is no wonder that trauma-related parts can inadver-
tently and  unconsciously sabotage the client’s normal life, believing that they 
are just  trying to save their lives. Early in treatment, it is important to begin 
building the skills that clients will need to develop a continuous, unbroken 
 consciousness for their daily experience. To restate Chapter 2, there is no 
focus at the stabilization phase of treatment on the client’s consciousness of 
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traumatic memory. The focus is on “now”: the losses of conscious awareness 
in the past served the client’s survival; the losses of consciousness now are 
destabilizing and sometimes unsafe.

Gaby provides a good example: as she began to stabilize her life after 
years of drug addiction and high-risk behavior, she initially felt proud 
and energized. It felt like a vindication of what she had been through, 
not only in the childhood past but as an adult trying to survive after 
trauma. She was going to graduate school, in a stable relationship, 
shared a home with her partner, and even had just gotten a part-time 
job. It was then that she started to feel increasingly depressed. Many 
days, she could not get out of bed, missing classes and falling behind 
on her schoolwork. When she began to skip work, her partner be-
came frustrated and critical: “Don’t you know how much we need that 
income?” As she retreated under the covers in her bed (as she had 
as a child), memories began coming up: memories of the losses, the 
abuse, the loneliness, and the pain of having no one to care or com-
fort her. After several months of hopelessness and despair, Gaby’s 
partner came home from work one day to find her unconscious. She 
had taken an overdose. Without having had a moment of conscious 
thought about suicide, Gaby had overdosed. Unbeknownst to her, the 
suicidal part had acted to end the suffering of the depressed part. 
She, of course, was too blended to even consider that her depression 
might belong to a part of her threatened by Gaby’s successful going 
on with her life. Afraid of being left behind, the depressed part had 
come forward to let her know how badly she needed help.

Gaby’s experience underscores the importance of building skills that increase 
conscious awareness across time. Had she been aware in advance of the suicidal 
part’s intentions, her normal life self would have sought help. The first skill I teach 
clients with DID is to keep track of their daily activities by recording what they 
are doing or whatever is happening every hour on the hour on an hourly time 
schedule. If they encounter a gap in time (e.g., “I looked at the clock at 2 when 
I came back to work after lunch, and then the next thing I knew, it was 5 and the 
end of the day”), they are asked to look for clues to fill in the blanks. (For example, 
“I looked around to see what I had done from 2 to 5pm, and I could see I returned 
several emails, wrote a letter for my boss, and finished a report due tomorrow.”) 
Simply the instruction to concentrate on what they are doing throughout the day 
and record it often by itself decreases the likelihood of switching. Clients learn 
a great deal from this assignment. They are often surprised how much focused 
concentration on tracking their activities helps to challenge automatic habits of 
switching or spacing out. Sometimes they are surprised by the activities they see 
written on the schedule: “I didn’t think I spent that much time in bed …”

Another skill I often assign to DID clients who report missing time or fre-
quent switching is learning to notice “who you are” moment by moment. In 
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sessions, they are asked to observe the signs of blending with different parts, 
to notice the words, themes, emotions, and beliefs they verbalize, and to be 
curious about “which part is talking,” “What part believes that?” or “What 
part is nervous that I won’t like her?” As discussed in earlier chapters, a sen-
tence preceded by the word “I” does not signify that the normal life is speak-
ing or that all the parts feel exactly the same way. To know “who” is talking 
or feeling an emotion or believing a thought requires curiosity and at least 
brief exposure to the structural dissociation model to help foster the ability to 
recognize different parts. With clients who have issues with missing time or 
hijacking by parts, practicing this skill for one or two hours a week in psycho-
therapy is not nearly enough, especially when unsafe behavior is an issue. To 
reduce the memory and time gaps and to increase awareness of blending and 
switching, I often ask clients to purchase an inexpensive watch with an alarm 
function that can be set to automatically go off each hour. Each time the alarm 
rings, the client is instructed to pause and notice “who I am” or “who’s here?” 
To make the task more structured, I often provide clients with a Dissociative 
Experiences Log to record what they observe. (See Appendix E.) When disso-
ciative fugues occur during the night (i.e., the client discovers evidence that 
some part engaged in unsafe or unwanted behavior while he or she “slept”), 
the normal life self can be taught to set the car’s trip odometers at the end of 
each day and then check in the morning to see if there has been any travel 
without his or her knowledge.

Some DID clients with parts that hold specialized abilities valuable for 
functioning can recruit a scheduling part to keep track of whatever they and 
other parts do in the course of the day or night. Or, when there is evidence 
that some activity must have occurred outside conscious awareness, clients 
can learn to ask inside, “Does anyone know why ______ happened? Who is 
responsible?” They are also taught to add, “And how was that part trying to 
help?”

No More “Bad Guys” and “Good Guys”

By framing the dialogue around the expectation that each part is motivated by 
the instinct to protect and help, the client and therapist communicate that no one 
will be blamed or penalized for having tried to “help” in his or her own way. Such 
language communicates, too, that this is a different environment and a different 
kind of grownup, one that is not punitive or shaming but instead wants to help 
all parts to feel safer and better appreciated. If the goal is to increase communica-
tion and develop trusting relationships, there can be no “bad guys.” Parts can be 
asked to be sensitive or thoughtful of one another, but even parts that harm the 
body cannot be vilified. When parts are labeled as dangerous or abusive, no one 
can feel safe. If self-injuring parts are understood as trying to help bring relief 
to parts with overwhelming emotions or trying to numb the body or trying 
to teach everyone to “toughen up,” they are framed as having inherently good 
intentions. If there is no judgment of their behavior or attempt to suppress 
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or marginalize them, they and other parts are likely to share more and allow 
more to be shared. Most importantly, when treated as inherently collaborative 
in nature, the chances of their learning to become collaborators increases. For 
that reason, I am very adamant that there is no such entity as an “internalized 
perpetrator.” Clients cannot “internalize” their abusers, though it might feel 
as if they have. The parts who can sound and act just like the perpetrator are 
reframed as protector or fight parts that “learned their ways” by modeling the 
perpetrator but whose intentions are always to protect the client and/or the 
little parts.

Coaching a Team

The need for collaboration and community is exponentially more important 
for DID clients than other structurally dissociated clients because there is no 
other way to create lasting safety and stability. With autonomous, disconnected 
parts that may not know each other, even the normal life part cannot enforce 
new rules—because he or she may not be present when they are broken. The 
therapist often needs to take on the role of a coach with a nearly impossible 
task: helping a chaotic conflicted “team” of individual parts, all unknowingly 
reacting to triggers of past experiences rather than to present moment threats. 
Each is perceptually biased by the legacy of traumatic experiences. Each is 
instinctively prepared to act according to automatic impulses and underly-
ing animal defense. None of them is accustomed to collaboration, and none 
has had a coach before. Some parts will see the therapist not as a coach but as 
a godlike rescuer or protector; some will assume the therapist has nefarious 
 ulterior motives; and only the normal life self or selves will be able to accurately 
understand the therapist’s role, motivations, and even interventions. Because 
the normal life self can be more autonomous in DID clients and has greater 
access to prefrontal processing and learning, therapeutic “work” can most 
 effectively be done when the normal life part is present in session. The ther-
apist must create a therapeutic alliance based on here-and-now goals: teach-
ing the going on with normal life part self-regulation skills, skill- building, 
offering psychoeducation that increases the client’s ability to work with the 
system, to unblend, and to soothe or regulate vulnerable parts before their 
intense emotions drive fight and flight parts to act impulsively. Often, in the 
treatment of DID clients, the therapist is faced with what I call the “revolving 
door” of parts: he or she does not have one client who can be counted upon to 
predictably appear for the appointment. Many “clients” come, each of which 
has their own agenda: to elicit help and protection (attach), to please (submit), 
to fight for control (fight), to keep a safe distance or not come at all (flight), 
and to remain invisible (freeze). To prevent chaos in the therapy mirroring the 
chaos in the client’s life, the therapist needs to balance welcoming whichever 
parts appear in the therapy hour with the therapeutic goal of empowering the 
normal life self and increasing his or her ability to form trusting relationships 
with the parts and eventually to help them become a team. Since one of the 
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core issues in DID is hijacking by parts who act outside the normal life part’s 
consciousness, the therapist must attempt to discourage the “revolving door” 
approach to therapy. There are several ways of accomplishing this goal with-
out empathically failing the parts:

•	 Despite the absence of the normal life part during some or all of a session, 
the therapist can reference the client’s adult self in conversations with each 
part: “Do you know Felicia? Oh, you’d like her! She’s smart and funny, and 
she likes kids.” “How can you say you don’t trust Felicia if you don’t talk 
to her? That doesn’t make sense—you two have to get to know each other.” 
“Does Felicia know how scared you are at night?”

•	 The therapist can insist on the normal life self or “wise resourceful adult 
self” being present in the therapy hour: “I really think Felicia should know 
how lonely and scared you feel,” “It’s really important for Felicia to know 
you’re offering to kill the body to make the pain go away—maybe she could 
help the little parts with their pain so you wouldn’t have to use your ‘bail-
out plan.’ She would at least want to thank you for offering such a big thing.” 
When parts resist, I emphasize that I myself need to talk to the normal life 
self because I want their concerns to be addressed: “How is she going to 
change this situation if she doesn’t know it’s a problem for you?”

•	 Creating a structure for each session that balances the needs of the parts 
with those of the normal life self: for example, the parts can be assigned the 
first 10 minutes of the session, the middle 20 minutes, or the last 15 min-
utes. (I prefer to have the younger parts present earlier in the session so 
the normal life self and I can work during the latter half.) The key is that 
the structure or norms for therapy are not couched in authoritarian terms: 
they are framed as concerns about the parts. “I know you want to tell me 
everything that’s bothering you, but I also need time to talk to Felicia about 
how to help you with those things.” Or, “I need time to teach Felicia how 
to help you.” Notice that only the normal life self is acknowledged by using 
the given name of the client or the word “you.”

Because the dissociative barriers are more impermeable in DID clients, it is 
even easier for clients to disown some parts and over-identify with others. It 
is also easier for parts to be unaware of each other, hypervigilantly aware, or 
even to disown other parts that threaten them.

Increasing the Presence of a Normal Life Adult

It can be particularly challenging for DID clients to believe they have a normal 
life self, much less to feel connected to its strengths and competencies. The 
parts may remember a normal life child equally powerless to protect herself 
whose role was foreign to them. While they prepared to fight, flee, freeze, 
submit, or cry for help, the normal life child kept moving forward along a nor-
mal developmental path, more focused on the multiplication tables or playing 
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baseball or taking care of younger siblings. If the client has been more iden-
tified with younger parts (e.g., the attach part’s loneliness and distress, the 
submit part’s shame and depression), it may feel ego-dystonic to think of the 
normal life self as “me.” Many clients have become so accustomed to feeling 
overwhelmed, shaky, crazy, or defective (the outcome of being blended with or 
hijacked by their parts) that any positive qualities or skills they possess have 
been thrown into doubt. It would be challenging for any human being to hold 
on to feelings of being normal or successful or competent when one is flooded 
with panic, shame, despair, rageful feelings, and impulses to harm—all at the 
same time. It would be difficult for anyone to maintain accurate self-esteem 
with judgmental parts communicating day after day that one is stupid, worth-
less, disgusting, or undeserving. Often, the therapist, too, is hard-pressed to 
remember that the client cannot lack a normal life part as long as he or she 
has an intact prefrontal cortex, areas of daily functioning, or even the wish or 
vision for a normal life. The example of Cecilia illustrates how therapists can 
work to strengthen the capacity of the normal life even when competency and 
executive functioning are limited:

Cecilia had never experienced “normal life.” From the day of her birth, 
to two drug-addicted parents, there was nothing safe or normal in 
her life experience. She was in foster care by age 5, identified as 
“disturbed” by her teachers by the 3rd grade; and, by the age of 12, 
she had her first hospitalization. She had rarely been out of residen-
tial environments since. But as her therapist explained the structural 
dissociation model, she had a flash of excited recognition. “I  do 
have a going on with normal life part! That’s the part of me that’s 
always wanted to have a normal family, to live in a home instead of a 
 hospital—that’s the part that wants to go to college! I remember that 
part from my first foster home—that’s the part that kept telling me that 
someday I wouldn’t have to live under the thumb of crazy people— 
I could make my own life if I could just live long enough.” Inspired by 
feeling emotionally connected to her desire to be whole and healthy 
and have a normal life, Cecilia immediately knew she wanted to help 
her trauma-related parts learn to feel safer and stable. She felt a 
physical determination and drive she had never consciously felt be-
fore. For the first time that she could recall, she asked her therapist, 
“What do I have to do to have a normal life?”

The therapist’s job is to hold the belief that human beings have an instinct to 
“keep on going,” to keep the home fires burning, even to self-actualize—even 
if it is hard to believe or hard to convince the client to believe. Cecilia’s treaters 
were understandably skeptical when she presented them with her question: 
they were aware that, before she could live a normal life, she would have to 
resolve her eating disorder, refrain from self-injury and suicidal threat, and 
get “clean and sober.” As the supervising therapist, I was confident. “Tell her 
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that her first task is to begin noticing each part separately and naming them 
according to what they do or feel, like ‘the shame part,’ the ‘sad part,’ ‘the little 
girl part,’ ‘the suicidal part.’ She can use the structural dissociation model 
diagram to remind her of what kinds of parts to look for.”

Even in the face of the client’s adamancy that there is no adult self or normal 
life part, the therapist must remain a believer. As long as the client’s prefrontal 
cortex is intact, he or she is capable of curiosity, mindful awareness, com-
passion, creativity, confidence, courage, and commitment (Schwartz, 2001). If 
there is normal functioning in any arena of the client’s life, some aspect of self 
must be responsible for it. Which part of the client takes the car to be serviced? 
Who takes care of the children? Who goes to parent-teacher conferences at 
school? Who walks the dog? Who pays the bills? Can he remember even one 
time when he had patience? Or one time she was curious or creative? Or one 
time she extended compassion to another human being? Or were sought out 
by others for support or advice?

Maggie suffered painful bouts of self-doubt, shame, and aloneness re-
lated to the belief, “I don’t belong.” The feeling memory of a frighten-
ing childhood in a family that made her feel as if she wasn’t wanted 
pervaded her consciousness, interfering with incoming data that might 
have told her parts that, in her adult world, she was welcomed warmly. 
I asked her if she would be willing to do some research as a homework 
project for the following week: would she be willing to look for any and all 
evidence that might maybe, possibly mean that she did belong? And as 
an addendum: would she be willing not to critique her list or to question 
the evidence she found? She came back for her next appointment with a 
list and lots of questions: “Does having friends and family calling you up 
to ask for advice count as ‘belonging’?” she asked. “Absolutely!” I said. 
“How about being asked to represent your school at a teachers’ confer-
ence?” “Wow! That would be evidence of belonging and being seen as 
valuable,” I clarified. “And how about being asked to become a deacon in 
my church? I guess that counts, too. How could they ask me to take such 
an important role if they didn’t think I belonged?” “So, Maggie, we’ve 
learned something important,” I said. “You now have hard evidence that 
you do belong here—in the world you made for yourself and the life in 
which you choose to participate—now it’s a question of conveying that 
to the parts: pointing out to them each and every time one of these mo-
ments occurs that you do belong. Could you bring their attention to the 
moment you see the evidence and share it with them? Otherwise, they 
will continue to feel that painful sense of being on the outside, looking in.”

Bringing Parts Up-to-Date: The “Trickle-Down Effect”

When amnestic barriers around dissociated self-states prevent communi-
cation from part to part, information about current life experience cannot 
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be integrated. The attach part feels a longing to be important to friends, 
spouse, or children, causing the normal life part to prioritize relationships 
in her life that evoke feelings of being cared about. But the news that there 
are now caring people in the client’s life never reaches the attach part, much 
less the fight and flight parts or the depressed submit part. The attach part 
still feels little and vulnerable to abandonment, never having gotten the 
news that she is part of a body that is now 43, not 5 years old. The normal 
life part may not be aware that the suicidal fight part, triggered by the sub-
mit part’s shame, is planning to take an overdose. Other parts feel nervous, 
sensing that something bad is about to happen but unaware of what exactly 
will unfold. The normal life plans a summer vacation and makes reserva-
tions, unbeknownst to the suicidal part. Had the suicidal part known the 
depression was a memory, not evidence of all hope lost, the suicidal im-
pulses might have subsided. As one client put it, “So much in my life has 
changed, but obviously there has been no trickle-down effect—the news 
hasn’t yet reached the parts.”

Annie provides us with an example of how to help clients work on “the 
trickle-down effect,” on techniques that can help provide information about 
present time to parts lost in the traumatic past.

Annie found herself wandering around her backyard with blood ooz-
ing from a cut on her leg after “coming to” after dark one night. The 
last thing she recalled was an afternoon conversation with her ther-
apist about the latter’s upcoming vacation/absence. As they talked, 
she had felt a rush of anxiety; her back tightened up; and she felt 
a sense of dread. “How are the parts feeling about this?” I asked. 
“They’re scared,” Annie said. “If you’re around, they feel there’s some 
protection against danger—if you’re not here, anyone could hurt 
them.” “Annie, where do they think they are? Ask them to show you a 
picture of where they are right now.”

annie: “A picture of my childhood home comes up.”
Me: “That makes sense. They’re afraid the bad people will hurt them 

again. Who would I have been back in New Jersey in those days? 
What would my absence have meant to them?”

annie: “They think you’re Wonder Woman—or some combination of 
the school guidance counselor who kept asking me if I was OK 
and Wonder Woman.”

Me: “So, in their eyes, I’m the person with the power to rescue them 
if the bad guys come for them? Didn’t anyone ever tell them that 
you rescued them a long, long time ago? Don’t tell me no one 
has ever brought them up to date! Annie, you never told them?! 
All this time, they’ve been safe, but no one told them!” [I delib-
erately speak with a slightly horrified tone, as if appalled by this 
oversight.]



176 Treatment Challenges

annie: “That’s right—but I never told the parts because I didn’t know 
they were there.”

Me: “Annie, it’s so important to tell them now. Could I talk to them? 
Maybe they’ll believe me. Could you ask if everyone can hear 
me? [Pauses while Annie attunes inside to make sure all parts 
are listening.] There is something very, very, very important that 
I think you all should know—some good news! Great news! 
A long, long time ago, almost 20 years ago, Annie left that scary 
house in New Jersey where so many bad things happened and 
went far, far away to Maine, so far away that your mother was 
really mad and told her she could never come back to that house! 
Does anyone remember when your mother did that?” [Waits for 
parts to respond to the question and gets a nod. She goes on.]

“Once she was far away from New Jersey, Annie realized that the bad 
people who hurt all of you couldn’t do that anymore if they didn’t know 
where you were, so she decided not to tell anyone where she was. It 
was a secret to protect you and her, and it’s never been broken. The 
bad people have never known where you all are, and now they are 
all too old to hurt you as long as Annie is here—she has a tall strong 
body now, much taller and stronger than they have. Annie, what’s it 
like for the parts to hear me give them this news?”

annie: “There’s a kind of stunned silence inside—they’re taking it in … 
It’s hard to believe, but they want to.”

Me: “Show them a picture of your home today. Explain that it’s where 
you live. Ask them to look around each room very slowly and 
notice if your house is like New Jersey or different.”

annie: “Oh no, they think it’s very different—it’s clean and pretty and 
homey. Just what they always wanted … But the little ones want 
to know if they have to be alone in this house because they don’t 
like being alone—it’s scary.”

Me: “Tell them who lives in this house and why you allow your husband, 
son, and Ethan to live there …”

Annie brings up images of her husband, son, and nephew and invites 
the parts to share their reactions: “They like the idea that there are 
strong men who want to protect me in this house …”

Me: “Of course they do! It’s good to have strong men who want to 
protect you, who would fight for you—your sons would; your 
nephew Ethan would; your husband would.”

annie: “That’s true—I have bodyguards!” Laughs delightedly. “Can 
you imagine? I have all these males around me who are over 6 
feet tall who all depend on me. Imagine that?!”
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Me: “Now, the challenge is going to be this: helping the parts take this 
news in. Each time they automatically react to your home and 
neighborhood as if they’re still in New Jersey, ask them to pause, 
open their eyes, look around, and focus very carefully so they 
can see where they are. Ask them: is this New Jersey or Maine? 
How can you tell? Yes, the red door tells you you’re in Maine—
the white paint on the house, the smells of cooking coming from 
the kitchen, the quiet, the sound of laughter—that’s not New 
Jersey. That has to be Maine.” And each time Annie asked her 
parts to look around the room or around the house, she could 
feel a calming of her body as the parts recognized the signs of 
where they were now and breathed a sigh of relief.

Changing Patterns and Roles

Survival behavior, learned in the context of life threat, is often difficult to 
change: the body resists relaxing patterns of clenching, bracing, increases in 
heart rate and respiration, impulses to punch or kick or claw (Ogden et al., 
2006). Lowering one’s guard, softening tension, opening the heart can all feel 
threatening, thanks to the implicit memories connected to the threats of the 
past. As soon as the client’s body relaxes, anxiety escalates. Without the abil-
ity to modify those automatic, instinctive threat responses, trauma survivors 
cannot feel safe, can’t feel a sense that “it’s over” (Ogden & Fisher, 2015; Ogden 
et al., 2006). These challenges are compounded when the client is dissocia-
tively compartmentalized, especially when there are parts amnestic for each 
other’s behavior and/or engaged in a life-or-death internal struggle. Even the 
most basic skills of trauma recovery are difficult to remember, much less uti-
lize, under these circumstances. If we want to help clients with dissociative 
disorders, the best approach is to rely on:

•	 Increasing conscious mindful awareness of parts, as discussed in Chapter 4, 
and of the signs of triggering, switching, and blending.

•	 Psychoeducation.
•	 Helping clients learn to speak the “language of parts.”
•	 Piecing together a continuous sense of consciousness, challenging the 

 client to observe the emotional, cognitive, and action patterns connected 
to different parts.

•	 Emphasizing practice and repetition of new patterns or actions until they 
become familiar.

•	 Renegotiating internal relationships: using internal communication to de-
velop greater trust and collaboration among the parts.

Typically, with a client presenting with multiple serious symptoms and  issues, 
therapists often try to address the problems causing the highest risk first. 
In DID clients, that means addressing the amnesia, the internal conflicts, 
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problems with self-regulation, and the attachment issues of the fight and at-
tach parts that can fuel self-injurious behavior—all complex and multifac-
eted challenges that cannot be effectively met at first—not until the client 
has developed dual awareness, the ability to unblend, at least rudimentary 
inner communication skills, and a capacity to convey empathy to the parts. 
(See Chapters 4 and 5.)

To renegotiate the role of a fight part from that of suicide threat to one of 
stabilizing protector requires that the client learn to differentiate the suicidal 
part from the normal life self who “keeps on keeping on” in spite of every-
thing, and then to unblend from the suicidal part, learn how to manage the 
conscious impulses of that part (as well as any pulls to switch), to commu-
nicate a respect for and a wish to build relationships with both the angry or 
suicidal part and the wounded child selves it protects, find ways of comfort-
ing and bonding with the attach parts to reduce their vulnerability to  painful 
emotion, and then to build up the somatic sense of protection connected to 
the fight response (aligned energized spine, readiness for action, muscular 
strength, movement impulses to punch, push away or block in the arms and 
shoulders) (Ogden & Fisher, 2015).

The most sophisticated interventions depend for their success on the build-
ing blocks of DID treatment: awareness of shifts in emotion and sensation 
connected to parts, mindful naming of each part’s function or attributes, 
 unblending from parts’ impulses and emotions, “befriending each part,” 
 developing interest in and compassion for them, learning through inner di-
alogue to decipher their intentions and motivations, allying with the “best 
self” of each part, and then negotiating new resolutions to old issues. Annie 
gives us an example of how much patience and repetition is necessary for DID 
 clients to become proficient in these skills—and the way in which layers of 
parts  defending other parts result in patterns of stuckness.

Annie found that, even after what felt like years of practicing the ba-
sic skills of working with her parts, she kept encountering new road 
blocks: first, she discovered teenage parts who distrusted my every 
word or piece of advice, believing I would ultimately use or abuse 
them. Once they were reassured that, even if she listened to me, 
 Annie was strong enough to hold her own opinion, no matter how 
much the young parts wanted to please me, the protectors relented 
and allowed her to keep growing. A year later, she encountered a 
part that fought to deny the trauma and abuse she had suffered, a 
part responsible for her “forgetting” that she had parts and therefore 
forgetting to unblend. Most recently, she identified the “eraser part,” 
the part that deliberately caused amnesia for new ideas, skills, in-
formation, and especially for any positive change in her life, in order 
to protect her from changing the status quo that had allowed her to 
survive not only familial abuse but also ritual abuse. By erasing the 
memories of all positive change and even positive experiences, this 
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part reinforced the feelings of hopelessness, shame and guilt, avoid-
ance of being seen, and a sense of isolation and not belonging—all 
of which had kept the traumatic secrets “locked down” for so many 
years that Annie only learned what had happened to her in her 30s.

In DID, amnestic barriers between parts interfere with the client’s ability 
to know his or her own inner world and the parts that make it up, creating 
ripe opportunities for guerilla warfare or sabotage by parts of whom even the 
normal life is often unaware. In addition, the amnesia helps ensure that the 
trauma- related parts are equally unaware of the safety, stability, and comfort 
of the normal life part’s consciously constructed adult life.

Working with Regression and Aggression

Two of the strongest drives in any human being are the attachment drive 
and the fight response. Both are crucial to survival. Proximity-seeking as an 
attachment drive and its corollary, the cling for survival response, are nec-
essary for the protection of the young. Fight is the animal defense that gives 
us the strength to protect ourselves as well as others. Both of these drives 
tend to be dramatically intensified in DID clients, a diagnosis that is statis-
tically associated with disorganized or traumatic attachment in childhood 
(Lyons-Ruth et al., 2006). With an attach for survival part dissociatively en-
capsulated and forever a tiny child, unaware that he or she is protected by a 
grownup body or has interpersonal power in relationships, fear of rejection 
and abandonment are easily activated and feel “present now,” not a memory 
of the past. The emotional pain or anxiety associated with loss of proximity 
in turn triggers the fight part to anger, hypervigilance, mistrust, even para-
noia. Disoriented in time, the fight part comes to the defense of the attach 
part, both parts assuming that the therapist, friend, or significant other is 
the cause of these feelings of hurt and anger. This “other” is rejected as “cold 
and uncaring,” “insensitive,” or “condescending,” with the implied demand 
to remediate these failings because they are “wrong.” Or the opposite may 
occur: the client may come to therapy blended with the attach part, shy and 
mute or highly distressed and agitated. In either case, the therapist will feel 
a pull or yearning to help when faced with the neediness and “littleness” of 
the attach part or, conversely, may feel pushed back or defensive in the face 
of the fight part’s accusations. Some therapists draw their boundaries more 
clearly in the face of the regressive or aggressive behavior, while other thera-
pists try to prove their trustworthiness and caring by giving and doing more 
for the client. Both extremes tend to intensify the traumatic transference: the 
setting of boundaries inflames the fight part as a challenge for control and 
triggers feelings of rejection in the attach part. Giving and doing more is also 
threatening because it inflames the attach parts’ longing and fear of loss, a 
red flag to the fight part. In many trauma therapies, these issues complicate 
the treatment but, in therapy with DID clients, they can more dramatically 
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intensify because of the greater autonomy of the parts. When the neediness 
and fear of abandonment are held by a young part unintegrated with compe-
tent, protective, or nurturing parts, the communication of need and vulner-
ability is palpable and hard for the therapist to resist without feeling guilty 
and abandoning. When anger and outrage are held by an unintegrated fight 
part, the anger is more intimidating and unleavened by perspective, empa-
thy, or gratitude. Some therapists have trouble holding the boundaries in the 
face of the onslaught; some rigidify the boundaries and tighten the treatment 
frame. Either extreme tends to be triggering to the parts. The challenge in 
both cases is that of holding in mind a paradox: each part is separate in its 
perspective, its sensitivities, and its defenses; each can take over the body and 
drive action as if it were a separate person, yet each is part of a whole, a whole 
that is fully able to function and care for itself. The therapist must try to hold 
onto this double perspective in order to avoid treating the child parts as if the 
whole client were young and unable to function on his or her own—or, even 
worse, treat the whole client as if she or he were only angry, accusatory, and 
devaluing.

To treat the paradox, rather than treating each part separately, requires 
that the therapist be able to resonate with the young part and communicate 
at his or her developmental level and also be able to resonate with the an-
gry part as if it were an individuating adolescent, in need of respect for its 
insight and sense of fairness as well as its courage. The angry part’s positive 
intentions, the wish to protect the child, must be acknowledged. Most of 
all, working with disorganized attachment in DID clients requires restraint 
on the part of the therapist: a holding back of the impulse to soothe the 
child, to offer the reassurance requested, to become a go-between for the 
normal life self and the angry part. If we as therapists can restrain ourselves 
from over-reacting to either regression or aggression, then we can facili-
tate a growing relationship and dialogue between the normal life aspect of 
the client and his or her traumatized younger selves. If the normal life self 
learns to soothe the child and provide the feeling of specialness so neces-
sary in secure attachment, then the fight part will not have to be the only 
protector. If the normal life part is able to negotiate with the fight part and 
take over the protector function, then fight’s aggressive behavior will not be 
activated so automatically by the sense of threat to the child. If therapists 
substitute themselves for the normal life part, then the system becomes de-
pendent upon the therapist—which fuels the disorganized attachment. The 
fight part’s sense that the therapist is a threat intensifies when the client as 
a whole becomes more dependent on us; the attach part’s fear of abandon-
ment also intensifies. The parts are then caught in a vicious circle, and so is 
the therapist. Without restraint and repeated self- reassurance that the client 
knows how to survive (is an expert at it, in fact) and we need only to teach 
him or her how to manage the internal forces triggered by relationships, we 
cannot help clients weather the storms caused by trauma-related disorga-
nized attachment.
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Patience, Persistence, and a Good Seat Belt

If we as therapists exercise the appropriate restraint of both nurturing and 
self-protective impulses, it means that we don’t become responsible for the parts 
that want to live, the parts that want someone to whom they can attach or tell 
their stories or feel special. We don’t “take on” the angry protectors on behalf 
of the normal life self or on behalf of the child parts. If we are exercising the 
kind of “economy” that communicates our commitment, care, and compas-
sion while avoiding induction into the system or taking on the roles of rescuer, 
victimizer, or victim, all the parts will feel safer. The normal life self can more 
easily shoulder the responsibility of caring for the young parts if the therapist 
is not competing for that job. If the therapist can hold warmth in the heart for 
the little attach part, respect for the fight part and admiration for its courage, 
and can see the signs of a normal life self with the potential to become a healer 
and comforter, then it becomes easier not to feel pressure to “fix” the prob-
lems and crises. This requires patience on the part of the therapist, persistence, 
and holding on tight as the system tests our consistency in being caring and 
compassionate but not caretaking—even when the suicidal part is threatening, 
the child feels lost and alone, the normal life part is so blended that it can’t be 
mindful, engaged with the parts, or able to prevent switching and acting out.

Treating the Child by Enlisting the “Parent”

Clients and their fight or attach parts sometimes take issue with my emphasis 
on the client’s normal life part working directly with the parts, while my role, 
as I describe it to the parts, is to “teach the grownup how to take care of you.” 
I am the coach for this team, the parent educator. All involved would much 
rather that I help each and every part myself. An understandable wish, of 
course, but one that is challenged by the necessity for mindfulness as an anti-
dote to trauma. Without an observing witness that resides in the client’s body, 
a “part that can see all the parts,” the child and adolescent selves will still be 
“home alone.” The parts’ locus of control will still be external. The loss of 
control associated with trauma will persist as a need for an external resource 
to regulate the nervous system and transform negative feelings into positive.

I realized one day while working with Annie why this issue felt so important 
to me beyond an intellectual commitment to self-regulation and mindfulness- 
based treatment. Her little parts were begging me to “say something nice,” in-
terrupting the work Annie and I were doing to address the parts responsible 
for her inability to have daily structure. I asked Annie if she would be willing to 
say something nice to the child parts so we could go back to the structure issue. 
“But they want you to say something nice—they need a good feeling today.” 
These little parts communicated an important message: “Our feelings are not 
our own. Other people make us feel bad, and only other people can make us 
feel good.” This is one of the lessons taught by trauma. Thanks to those child 
parts, I have been committed to ensuring that my clients would leave therapy 
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with the ability to manage bad feelings and evoke good  feelings—without hav-
ing to depend upon others to “make” them feel good or bad. If I work using 
primarily “direct access” (the IFS term for 1:1 work with the parts), then client 
and parts will learn that they can depend on me to feel good feelings. But if 
I am away on a speaking trip or between sessions, the parts have no resource 
for good feelings unless I provide outside-of-therapy  contact—thereby risking 
exacerbated disorganized attachment. The unrelenting fears of abandonment 
of the attach part are heightened: without “her,” they believe, there is no source 
of good feelings. But if, on the other hand, the work of building relationships 
with the parts, earning their trust, and developing warm attachment bonds is 
an internal experience, then control rests with the client. The attach parts do 
not have to worry about abandonment because the wise, caring normal life 
self of the client is always there. He or she becomes the source of the warm, 
pleasurable safe feelings. Dependency is safe when child parts depend upon a 
caring adult self available in the same body.

Self-Healing, Rather than Interpersonal Healing

It can be hard for therapists accustomed to working with the relationship be-
tween client and clinician to take the more “backseat” role of family therapist. 
But although it can be very effective to use the relationship as the vehicle for 
healing with one individual client, there is no “one” therapeutic relationship 
with fragmented or DID clients. We are dealing with many “clients,” all of 
whom are part of a family system that must heal itself to be free of the past, 
just as a biological family must do. This value is also central to the work of 
Sensorimotor Psychotherapy as the principle of “organicity” (Ogden & Fisher, 
2015), referring to the body’s innate drive toward healing and growth, toward 
“righting itself” when off-balance, growing new skin cells after a cut, or auto-
matically compensating when there is an injury to some part of the body. In 
Internal Family Systems, the same principle is called “self-leadership”: the be-
lief that we heal ourselves through access to the innate capacities for compas-
sion, curiosity, clarity, creativity, courage, calm, confidence, and commitment 
to all of our selves. Young, traumatized parts impacted by trauma and neglect 
have long been deprived of the compassion and calm they deserved; they have 
needed someone to courageously protect them, and they have suffered from 
the failure of adults to make a deeply felt commitment to them. On top of that 
rejection, their banishment as “not me” parts by the normal life self has re- 
enacted the failure of commitment day after day ever since.

What both Sensorimotor Psychotherapy and IFS teach is that the therapist must 
provide a “container” or “growth-facilitating” environment that evokes these 
natural tendencies necessary for healing. In IFS, the therapist’s own use of the 
qualities of self (Schwartz, 2001) is meant to stimulate the client’s natural access 
to states of curiosity or commitment or compassion. In Sensorimotor Psycho-
therapy, these same qualities are not specifically named, but they are cultivated. 
The therapist’s commitment to staying embodied and mindful and his or her  
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palpable curiosity has a contagion effect, spontaneously engaging the cli-
ent’s curiosity and attentional focus, facilitating organic change (Ogden & 
Fisher, 2015).

Even without taking over the role of healer, the therapist nonetheless con-
tributes to the sense of safety in the therapy via the social engagement system 
(Porges, 2011). The social engagement system is a neural system connected to 
the ventral vagus or ventral portion of the vagus nerve, controlling the move-
ments of the eyes and eyelids, the muscles governing facial expression, the 
larynx, middle ear, and the tilting and turning movements of the head and 
neck. These are the channels of communication between babies and parents: 
a mother holds the baby’s gaze, smiles and laughs, her eyes sparkling. Then 
the baby coos, and the mother imitates his vocalizations, and the baby echoes 
hers. She tilts her head and smiles again; the baby smiles back. The child feels 
safe and warm.

By using the social engagement system to communicate welcome, warmth, 
and understanding to every part, particularly to those parts with whom the cli-
ent is uncomfortable, the therapist creates a felt sense of safety. Not only can the 
child part can hear the caring tone of voice but also sees a softness in the ther-
apist’s eyes or face, automatically returns the smile, and is soothed by the soft 
tone of voice. If the therapist says with warmth and sadness, “Of course the little 
part is scared in an empty house—how could she not be? With no one taking 
care of her and so many people who were mean to her, it must be terrifying to be 
by herself,” the child is reassured not just by the words but by the tone of voice, 
the normal life self is educated, and there is modeling of how to attune to a child. 
If therapists use a tone of respect or even delight when referring to the fight part, 
rather than a tone of concern or authority, they will communicate that they are 
not scared away by the threats of the fight part but admire that part’s adversarial 
protectiveness or willingness to fall on its own sword if the battle is lost. “Wow! 
The angry part really shut me down and put me right in my place—and that’s 
not easy to do. That part definitely has your back!” “Could you thank the sui-
cidal part for its generous offer? Maybe that part believes that you’re not strong 
enough to handle all the feelings and memories, so it has to intervene, but you 
could explain that you’d like to be strong enough to tolerate them, and you can’t 
learn to do that if the fight part is always bailing you out.”

In the role of family therapist or coach, the therapist can contribute to 
strengthening the connection between the normal life self and both attach 
and fight. Therapists can urge clients to make a special place in their lives 
or hearts for the littlest self, the part that is innocent, trusting, and the most 
vulnerable. Use of facial expression, tone of voice, and softening of gaze can all 
support the communication of empathy or evoke it in the client.

Facilitating Reunion

Because the prefrontal cortex is associated with neutrality, observing presence, 
and access to compassion, I can be confident that, if I am talking to the normal 
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life part, I will hear more integrated responses: “I’m a little ambivalent about 
dealing with these little parts. I’m afraid of them, I guess.”  When I hear, “I wish 
they’d go away and never come back,” I can be sure that exposure to the vul-
nerability of attach has triggered a distancing or gatekeeper part that “hates the 
other parts.” Hostile,  punitive remarks can only mean one thing: an intrusion 
by a part that is  phobic of the traumatized parts. In those moments, I know the 
wise, compassionate “best self” of the client is not speaking. And I feel confi-
dent challenging the “I” as unrepresentative of the client, as I did in the follow-
ing example with Tom. Because my belief in his “best self” is a compliment, it 
is hard for him to argue with my remarks and even harder to take offense.

Tom was adamant: “I never asked for these parts to help me survive, 
and I don’t want them now. I wish they were dead!”

Me: “Why do you wish they were dead, Tom?” I asked.
ClienT: “Because they embarrass me—they look sad; they’re scared 

of their own shadows; they want me to depend on people. I did 
that once before, and look how that turned out!”

Me: “Tom, I know you. And I know that you would never, ever turn your 
back on a child who was hurting! I refuse to believe that you of all 
people would make fun of a child who was crying or looked sad. 
You always try to help everyone! Imagine for a moment that there 
is a little boy standing right here in front of you [I point to a spot 
on the floor]. He’s looking lost and he’s crying and looking around 
[I imitate the same movements as if I were scared]—what’s your 
impulse? To say ‘Shut up, kid’ and just walk on by? Or is there 
another impulse?”

ToM: “No, my impulse is to stop and ask him, ‘What’s wrong?’”
Me: “Of course it is! I knew it—you’d never turn your back on a child in 

need! What is he saying?”
ToM: “He’s saying that he ran away from home because bad things 

were happening, but now he’s lost, and he’s scared.”
Me: “That was very brave of him to run away—for such a little guy, 

too. What’s your impulse? What are your body and your feelings 
telling you?”

ToM: “I want to say, ‘Come with me—I’ll take care of you—no one 
gets hurt at my house …’”

Me: “And what goes with those words? Do you want to take his hand? 
Pick him up? Or ask him to follow you?”

ToM: “I feel like I want to pick him up …”
Me: “Then follow that instinct—just reach out to him and see if he’d 

like that.”
ToM: “He’s already jumped into my arms—as soon as I said I wanted 

to pick him up!”
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Me: “Then just feel him in your arms—feel the warmth of his little 
body—see if he likes that feeling of being held …”

ToM: “I can feel him relaxing—like he knows I’m safe—I won’t hurt 
him.”

Me: “Feel his knowing that … Yes, he can relax—he’s in good hands 
now—is that a pleasurable feeling?”

ToM: “It’s the best—it feels so good to hold him.”
Me: “Well, I’m glad it feels so good because he really needs to be 

held—it’s been a long time coming. He needs someone to hold 
him, to notice when he feels bad, to greet him every morning with 
a big smile and hugs and kisses.”

ToM: [tearing up] “Yeah, no one ever looked happy to see me every 
morning …”

Me: “That was his experience and yours, wasn’t it? And what’s it like 
to see him and feel him with you right now?

ToM: [through his tears] “He’s asking if it’s OK to cry—he doesn’t 
know why he’s crying, so he’s saying ‘sorry.’ That’s so sad. I told 
him it’s OK—I’m crying, too, because I’m happy.”

Me: “It’s the grief of relief. He’s finally getting what every baby and 
every little kid wants: for someone’s eyes to light up when they 
see him coming—to feel so very special to someone. And just 
feel it in your body … you are giving him something he’s always 
wanted, and it feels just as good to you as it does to him!”
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“At the moment of the trauma, the [child] is utterly helpless. Unable to de-
fend herself, she cries for help, but no one comes to her aid. … The mem-
ory of this experience pervades all subsequent relationships. The greater 
the [child’s] emotional conviction of helplessness and abandonment, the 
more desperately she feels the need for an omnipotent rescuer … [But] 
because [she] feels as if her life depends on her rescuer, she cannot afford 
to be tolerant; there is no room for human error. …”

(Herman, 1992, p. 137)

Regardless of whatever cruelties or losses they encounter, human beings are 
born with the capacities necessary to “keep on keeping on,” even to live a 
full, rich, meaningful life—in spite of adversity. We come into the world with 
innate drives to attach, explore, laugh and play, bond with our social group, 
and nurture the young. Even as young children, we have a developing brain 
that offers us such resources as curiosity, compassion, creativity, and wonder 
(Schwartz, 2001). We also have the mental ability of imagination: if all is lost, 
we can still dream, still imagine a life we’ve never known.

But, under chronic conditions of neglect, trauma, or frightened and fright-
ening parenting, our bodies organize to prioritize the mobilization of animal 
defense survival responses and anticipation of danger (Ogden et al., 2006; Van 
der Kolk, 2014). The “luxuries” of normal attachment, exploration and learn-
ing, play, even sleeping and eating, take a back seat to hypervigilent attention 
to potential triggers and a readiness for defensive reactions. As important as 
it is to have parts whose hypervigilence and preparedness for action support 
survival under threat, it is equally important to have a part able to “make do” 
in even the worst of circumstances. The normal life child self smiles for family 
photographs and events, cares for siblings (or even for parents), goes to school, 
finds pleasure or mastery in the normal developmental “tasks” of childhood 
(playing with other kids, exploring nature, engaging in athletic or academic 
competition, getting lost in books, learning a musical instrument, and “adopt-
ing” supportive surrogate parents, such as teachers, neighbors, grandparents).

Chapter 9
Repairing the Past: Embracing 

Our Selves
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Often, in taking a client’s history, the therapist is drawn to the details of 
neglect, abuse, and family dysfunction that “need to be addressed” in therapy. 
Never trained to listen for the indicators of the child’s drive for normality, 
their peer relationships, school life, or what kept that child “going on,” thera-
pist and client unwittingly paint a shared portrait of the client as a wounded 
victim, not a ingenious survivor. Annie provides us with a good example of 
what happens when the therapist neglects to be curious about the side of the 
child who “kept on keeping on” and focuses the therapy on the wounds and 
wounded parts. Despite the severity and chronicity of her neglect and trauma, 
despite coming from the “wrong side of the tracks,” or perhaps because of 
these things, Annie’s normal life self was always strongly driven to make the 
most out of whatever “normal” she could create or emulate.

An eager, bright sociable little girl, Annie’s normal life self naturally 
evoked the support and attention of her teachers. Physically active 
and good at athletics, she discovered early on that owning a baseball 
mitt or bat was the best ticket to social connection with her peers. 
Although handicapped in peer relationships by the stigmata of ne-
glect and poverty (dirty hair, unwashed second-hand clothes that 
didn’t fit or match), she managed to compensate with the help of 
an exuberant personality and sports equipment purchased with her 
paper route and babysitting money. By the age of 8, as her mother’s 
alcoholism worsened, she was put in charge of running her family’s 
entire household and caring for two younger siblings, a burden to 
which she submitted for fear of physical abuse but which also earned 
her a repertoire of precocious competencies in cooking, cleaning, 
and childcare. Caring for two younger siblings who adored her and 
to whom she was safely attached provided an important normal de-
velopmental experience, one that most likely contributed to her later 
ability to raise two securely attached children and then “adopt” a 
series of surrogate children who found safe haven in her home. As 
an adult, friends, relatives, and neighbors consistently sought refuge 
and support in Annie’s home. She often felt confused about why they 
would seek her out. The fight parts tried to tell her it was only be-
cause they wanted to use her since she was such an easy mark. The 
person she identified as “I” would never have drawn others to her, 
would never have been a “wise woman” to whom they would come 
for safety and support.

Despite the strengths and resources of her normal life self, Annie found her 
day-to-day experience dominated by traumatized child parts, with dramatic 
ramifications. Although she wished for more contact with others (and so did 
her attach part), the fight and flight parts held her back from acting on that 
wish. Instead, she was internally compelled to isolate, avoid going outside, 
cancel dates with potential friends, and never, ever answer the door or the 
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telephone. Only those individuals seeking caretaking in her home were al-
lowed to have contact with her. Ironically, caretaking had been the safest role 
she knew in childhood, and many parts did not want to give it up despite the 
scathing criticism of judgmental protector parts. Although Annie’s normal life 
self wanted to have a routine that balanced regular eating and sleeping habits, 
household responsibilities and pleasurable activities, following a schedule was 
impossible. She and I constructed schedule after schedule to no avail. Any 
type of structure was assiduously avoided by her parts—a phenomenon often 
seen in clients with histories of neglect, even those with graduate degrees and 
professional careers. The case of Josh illustrates another example of what hap-
pens when the parts’ implicit memories and perspectives dominate the indi-
vidual and pre-empt functioning of the prefrontal cortex, disempowering the 
normal life self. Without the cortical ability to differentiate his grown-up self 
from trauma-related parts, he could not see his life or himself in perspective.

Josh was a very competent, successful, well-liked man in his for-
ties. Respected by his colleagues, loved by his wife and daughters, 
accepted as “one of the guys” by his Wednesday night basketball 
buddies, a combination of intelligence, kindness, humility and hu-
mor endeared him to most people in his life. At times, he could see 
glimpses of this man others knew so well, but more often, the positive 
responses he evoked in others triggered a child part holding anxiety 
and self-doubt. “It’s hard to take in anything positive, not when you 
know you’re inadequate—when you know you come from nothing—
or worse. I know the positive things are true of me, but I can’t be-
lieve them.” Attending a positive psychology weekend for couples, he 
found himself skeptical and at times even cynical: “It’s so woo-woo. 
Say something nice to yourself and you’ll feel better. But what if it’s 
not true? I couldn’t tolerate saying it and then finding out it’s not true.” 
Each time he had a glimpse of something beyond the inadequacy 
endorsed by his child parts, his cynical part would convince him there 
was no data to support any positive qualities in himself.

Dawn also found her perspective distorted by whichever parts’ intense emo-
tions and reactivity “hijacked” her body and drove her impulsive behavior.

Dawn was 12 when she was taken out of the foster care system and 
sent to a Department of Child Mental Health residential placement. 
That was OK with her. Life had hardly been normal up to that point, 
nor had it been safe, and even though it didn’t always feel that way, 
residential programs meant safety. Now 22, she had spent the inter-
vening ten years in and out of residential care and hospitals. There, 
her chronic self-injury and eating disorder were treated as symptoms 
of borderline personality disorder and evidence of manipulative, 
attention- seeking behavior. Each time, her normal life part took a 
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step forward, wanting more out of life, it triggered parts frightened of 
being seen, harmed, or abandoned. Without a window of tolerance, 
Dawn had no way of managing either her post-traumatic hyperarousal 
symptoms or her loneliness and emotional pain, which then tended 
to trigger vigorous efforts by the drug-seeking and eating disordered 
parts to alter her state. And if that didn’t work, her self-injurious part 
would use cutting to mobilize adrenaline and thereby counteract the 
fear and vulnerability. Each time these parts hijacked her body and 
drove her to relapse or self-harm, it confirmed for the young terrified 
child part that there was no safety anywhere, increasing the panic 
that the fight and flight parts tried to shut down. Shown a diagram 
of the structural dissociation model by her new therapist, Dawn was 
surprised to feel an instant sense of recognition as the normal life self 
was described to her. “Oh yeah, I know that part! That’s the part of me 
that used to promise myself that someday I’d get out of ‘the system’ 
and have a real home and family of my own. That’s the part that kept 
me trying to get better all this time.” Dawn, unlike Josh, immediately 
identified with her normal life part and felt relieved to give it a name 
and a purpose. It even began to feel real to her that maybe, after all, 
she could have a normal life!

Each of these clients had normal life selves with inherent inborn strengths and 
resources. Despite having never known “normality,” even Dawn had the same 
drive to be her best self, the same curiosity and compassion for others, the 
same determination despite all the obstacles she had faced. All three normal 
life selves were strong-willed, creative, and instinctively knew what “normal 
life” signified for each of them. When their left-brained normal life selves were 
in charge, their personalities, identities, and values were well-defined. Sadly, 
because the normal life self blended so easily with the traumatized parts, yet 
also related to them as “not me” aspects, there was little communication or 
collaboration with the right brain-related parts. Feeling a sense of defective-
ness because of their symptoms and difficulties, they were distracted from 
seeing how blending with their parts’ trauma-related implicit memories and 
survival defenses was impacting their lives and sense of identity.

Instead, the inner worlds of each tended to be more like battlegrounds: An-
nie’s normal life self wrestled with parts terrified of the world they imagined 
lay outside her home, a world she had deliberately chosen for a normal life 
because it was so benign and gave her access to nature. Believing it would be 
as malevolent as the traumatic environment of childhood, her parts wanted 
none of it. Josh’s intelligent, thoughtful normal life part lost conflict after con-
flict to critical and ashamed parts holding the conviction that no accomplish-
ment or acceptance could erase the stain of having been “less than.” Dawn’s 
normal life self was quite literally on “lockdown,” in and out of specialized 
programs, no match for the violence of her addicted, self-injuring, and eating 
disordered parts. The traumatic or disorganized attachment they had each 
experienced early in life created especially intense internal conflicts between 
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the attach part’s fear of abandonment and yearning for care versus the fight 
part’s determination to defend against any and all vulnerability. Subsequently, 
traumatic events of all kinds (from bullying to human trafficking, homeless-
ness to sexual abuse to domestic violence) had exacerbated these fears and 
further polarized the parts: parts holding implicit memories of fear, dread, 
and shame triggered parts driven by impulses to flee or fight for life—and 
vice versa. It was an endless cycle. Each part’s belief system, reactivity, defen-
sive responses, and emotions implicitly described its place in their histories 
and embodied the defensive responses needed at the time. Their conscious 
childhood memories were the tales of how they were victimized, never seen 
or never loved. Each failed to mention how they survived. Josh’s story was 
that he would never outlive the humiliation, poverty, abuse, and neglect that 
characterized his childhood: he would never belong. Dawn’s story was simi-
lar: she had never been wanted, never been safe, and she never would be. She 
might as well be dead. Not only were their normal life parts missing in their 
daily consciousness but also missing from their childhood memories. Flooded 
with the traumatized parts’ emotions, impulses, and beliefs, each normal life 
self had automatically identified with the parts’ implicit memories. Each was 
disconnected from a felt sense of ownership of the aspects of life he or she had 
deliberately created to support “keeping on” despite it all. Blended with the 
parts, all three identified with the traumatic lives of their childhoods rather 
than with their consciously created “life after trauma.”

The parts’ disordered attachment and need for the approval and acceptance 
by others created a vulnerability to depending on others, leading fight and 
flight parts to perceive that they were still being used and abused—or could 
be. Their fight parts attacked their bodies, their credibility, even those closest 
to them—demoralizing the normal life selves and affecting their ability to be 
effective or to feel effective or both. None of the three could gain perspective 
without a trusting relationship between the parts and the self who could cre-
ate safety, stability, and a life after trauma. When Dawn identified the little girl 
inside who had been left alone and unprotected to become prey for pedophiles, 
she was finally able to make the connection between her nightfall terrors and 
unsafe behavior. She felt an immediate protectiveness that impelled her to buy 
a little girl doll and doll bed so she could “see her and tell her I’m going to take 
care of her.” But when Dawn’s normal life part tried to reassure the little girl 
who got terrified every night as soon as it got dark, there was no emotional 
impact. The only interventions that eased the panic caused by blending with 
the child were restricting food intake and drinking alcohol. Not knowing that 
she would have to befriend the little girl first and win her trust before she 
would be able to believe the words of reassurance, Dawn was discouraged and, 
blended with her depressed submit part, she gave up trying.

When Josh’s judgmental, humiliating fight part was triggered by social situ-
ations, Josh’s prefrontal cortex could not compete with its emotional intensity. 
Nor could he reassure the ashamed part or the part that felt he didn’t belong. He 
was too blended with them. The normal life self on whom others relied for words 
of support and wisdom could not “be there” for his child selves. The parts did not 
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seek him out either. The ashamed little boy and depressed 12-year-old parts 
had a long though troubled relationship with the fight part; they had no rela-
tionship at all with Josh’s normal life self. How could they know he was there 
when he was blended with them?

Although Annie went through the motions of relating to her parts, she had 
no emotional connection to the words she spoke to them. In fact, she was 
afraid to feel too much for her young selves, having found it overwhelming 
in the past. Historically, once she began to feel their fear or sadness, it would 
escalate into a tsunami wave of emotion. Her normal life self was exception-
ally gifted with her surrogate children and students, had a sensitivity to their 
trauma, and knew just how to help them find their own normal life selves. She 
took on more surrogate children of an alcoholic mother in the neighborhood 
and began to teach them how to survive as she had taught herself. She fed 
them healthy snacks, made them do their homework, and, over time, went 
to their parent-teacher conferences. As teenagers, she drove them to work or 
school activities to make sure they got all the skills and capacities they would 
need for eventual independence. Annie taught me an important lesson about 
the effects of neglect: seeing that they had no support or structure but also no 
help in developing the capacities to feel safe on their own, independent of their 
mother, she could see that without help, they would never be able to leave. To 
be on their own without any skills for self-regulation or functioning was 
terrifying and made a big world feel even bigger.

But Annie couldn’t access these insights and abilities on behalf of her own 
parts, especially when overwhelmed by the emotions of younger parts or the 
defensive responses of fight and flight parts. The result: when she was triggered, 
she couldn’t forge a relationship with her parts because she blended with them 
and could not stay present. For the parts, it was as if they had just cried for 
help, and the person to whom they called out heard their screams and then 
walked away. The parts felt abandoned, just as they had when their favorite 
aunt “walked away” back to her own life even after she had seen what was being 
done to them at home. When she could feel differentiated and separate, Annie’s 
normal life self kept a safe distance from the parts’ emotions—aided and abet-
ted by a professional self, the teacher, who preferred a left-brain understanding 
of the parts to any emotional connection. But to the parts holding memories of 
yearning for some sign of care or kindness, the teacher’s unemotional reassur-
ance that they were safe now was as often alarming as it was reassuring.

Midway through a discussion of her fear of leaving the house or yard, 
I asked Annie to be curious about why some protector parts were still 
holding her on “house arrest,” the term I used for her agoraphobia. 
I wanted to communicate that it was more than the fears of the young 
part that wouldn’t even let her open the door. She was also being 
prevented from leaving by some unidentified protector part. As she 
reassured the frightened part and headed toward the door, her body 
would suddenly tense up until she was frozen and couldn’t move.
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Asking “inside” to find out more about why she was on “house ar-
rest,” she got the following communication: “They’re worried about 
the bad people outside the house like the ones who grabbed you as 
a kid.”

i aSked her: “That makes sense—they were very dangerous people, 
very dangerous. And you were very little. But didn’t anyone ever 
tell the parts that they’re safe from those people now? Did any-
one bother to tell them that you took them far away from New 
Jersey a long time ago and brought them to a place where no 
one could find them? You did that for them and you. Did anyone 
ever tell them that you changed your name so you couldn’t be 
followed? Do they know anything about the life you’ve built here 
for the past 40 years?”

annie: “It didn’t occur to me that I had to tell them—I thought they’d 
just know.”

I challenged her but with a tone that spoke to the parts’ needs to be 
told, not her failure to tell them: “How could they have known? As far 
as they know, they’re still in New Jersey, and they are still little. No 
one takes care of them, and anyone could take them. They were fair 
game for any creepy person, and they believe they still are. That’s 
why they’re so scared.” Reassuring her that she hadn’t failed (she 
hadn’t known about the parts then), I appeal to her compassion for 
children: “You didn’t know it, Annie, but they experienced it as you 
leaving them there. If you didn’t tell them you were going, didn’t say 
you were taking them away from all that—if you didn’t tell them where 
they were when you arrived in Maine, then they don’t know!”

On another day in a session with Josh, discussing his shame and 
fear of failure after he’d been triggered by a business meeting with 
male peers, I asked Josh a similar question: “Josh, does that little boy 
know that he doesn’t live in that place anymore? Does he know that 
he doesn’t have to wear clothes that are too big for him anymore? 
That no one will make fun of him now? I bet he doesn’t even know 
that people here look up to you! He just remembers being fat, not 
having the right clothes, not being able to play sports with the other 
boys—and he remembers the shame of being bullied. This, your life, 
isn’t real to him … only the bullying feels real.”

Annie and Josh both identified with their ashamed parts early in adulthood, 
facilitating their ability to be “seen but not heard” and minimizing the abuse 
in their families. They had a need for a “damage limitation strategy” (Gilbert & 
Andrews, 1998) to survive that conditioned judgmental parts and ashamed 
parts to dominate their inner lives and sense of identity for many years. Look-
ing through the telescopic lens of their ashamed parts, neither could recognize, 
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much less integrate, the healthy normality they had created in their lives as 
adults, the way they drew people to them. Both were inspiring examples of 
how the inborn drive to be healthy, conscious, compassionate, kind, and do 
meaningful work could surmount poverty, abuse, socioeconomic status, and 
post-traumatic stress. Neither, of course, could relate to such descriptions of 
themselves, so I kept these insights to myself and instead tried to evoke their 
interest and curiosity in the parts holding the shame. I encouraged each to 
thank those parts for helping them survive without losing their hearts or their 
souls.

Dawn, having never known “normality” outside of the mental health sys-
tem, was especially out of touch with her normal life self ’s ability to func-
tion and to persevere. But, unlike Annie or Josh, she could unblend from her 
parts and have warm feelings toward the frightened part and respect for her 
fight and flight parts. Her treatment team took every opportunity to point out 
signs of the normal life part so Dawn could begin to recognize it as a force in 
her life despite the up’s and down’s caused by the parts’ strong triggered reac-
tions to her attempts to go forward.

Accessing the Resources of a Wise Adult

For many trauma survivors, the past as conveyed by the incessantly triggered 
implicit memories of the parts continues to be experienced as more “real” 
than the present. When that happens, the parts continue to relive and relive, 
over and over, the neglect, abuse, rage, fear, and dread—and to re- experience 
being abandoned by the normal life self just as they were abandoned by their 
caretakers years and decades ago. Annie, Josh, and Dawn illustrate this 
phenomenon.

To break the cycle requires several steps on the part of the therapist: first, 
the therapist must challenge the client’s automatic beliefs and habitual pat-
terns so that the tendency to identify with the autonomically activated emo-
tions and drives of the parts is inhibited.

Carla came to therapy in a highly activated state, having just had to 
take a leave of absence at work after she became too overwhelmed 
with fear, sadness, and a sense of numb unreality. As she described 
the past year of her life, it became clear that she had functioned 
highly for so long because her normal life self was supported by two 
trauma-related parts, one afraid of failure and one equally determined 
to succeed. This team drove her to develop a successful professional 
career and long-term relationship with her partner, but, I explained, 
“It was held together with rubber bands and chewing gum.” Then her 
partner had an affair; she was mugged at knifepoint in her own neigh-
borhood; and her father died, activating the trauma-related parts and 
completely incapacitating the normal life part. “No wonder you have 
been feeling ‘not yourself.’ Your parts staged a coup d’etat—probably 
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right after you found out about the affair,” I commented. “These emo-
tions that have been overwhelming you belong to very young dis-
tressed parts.”

At the next session, as Carla made connections between her re-
action to the affair and a childhood spent parenting her mother and 
soothing her father to ensure her safety, I translated her narrative 
into the language of parts: “So that little girl was all on her own—with 
no one to help her take care of her mother or protect her from her 
father—she had to grow up very fast, didn’t she?” Carla responded 
immediately to the language of parts: “She did—she couldn’t afford 
to feel lonely and scared—she had to take care of herself because no 
one else was going to.”

“That’s how it felt when I found out Amelia was cheating on me. 
I felt all alone again.”

Concerned about how overwhelmed she was by her feelings 
and their parts, I drew on her strong prefrontal cortex and scientific 
background to begin deconstructing the situation: we subdivided the 
stressors, differentiated her reactions to each, and then connected 
the different sets of feelings to the different parts communicating 
them. By dividing an overwhelming situation into smaller compo-
nents, each could be experienced as more manageable. “So not only 
were the losses hard for the strong normal life part of you to come to 
terms with,” I validated, “they were devastating for this young girl.” 
I added, “Remember: a betrayal would be deeply distressing for any 
adult, but on top of that, it triggered the worst fears of your younger 
parts. Children are so much more vulnerable to feeling unimportant 
and unseen. They fear being abandoned more than they fear attack.”

Carla: “True, but even though the little girl was heartbroken, I put up 
a wall with Amelia—‘you can’t hurt me anymore because I am 
not really connected to you.’”

Me: “That sounds like a bodyguard part that didn’t want that little girl’s 
heart broken again! But if I recall, your normal life self also got 
on the phone and found a couples therapist right away. It doesn’t 
sound as if you were putting up a wall—just trying to save your 
relationship. But someone clearly was! If you feel the wall there 
in your body, some part is responsible for it.”

Carla: “The wall is still there—I can’t take it down—I’ve tried. But 
maybe that makes sense if I didn’t put it up?”

A week later, Carla was back with good news: “I’ve been thinking a lot 
about the little girl and meditating—and crying a lot for her. I’ve been 
remembering what it was like. Before, I was so focused on my career 
that I never thought of what she had been through and how lonely 
she was, which is just what Amelia complained about! [She chuckled 
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with recognition of the irony.] I’ve been taking good care of the little 
girl this week, holding her close to me, and the wall is softening a 
little—just a little. The wall wants me to know that it doesn’t trust me 
yet to protect her.”

It took very little for Carla to resonate immediately to her little girl part rather 
than identify with her. It was as if she had been waiting for someone to give 
her the language for something she already knew or sensed. Her compassion 
for the little girl was easily accessible, and perhaps because of her meditation 
practice, she could experience a felt connection to her mindful observer self 
while also feeling connected to the little girl and to the protective wall. Over 
the weeks to come, Carla guided the therapy herself from a wise mindful place, 
and I had only the job of supporting and commenting on the work she was 
doing. Sometimes, she chose to work on her relationship to the little girl and 
sometimes on strengthening her capacity to be calm, curious, accepting, and 
centered (what Richard Schwartz [2001] calls “self-energy”) through her med-
itation practice. She felt her heart increasingly open and, with that, she was 
able to observe without judgment how closed it had been before. “I thought of 
myself as gentle and caring, but I’m sure that’s not how other people saw me. 
They just saw the professional distance that I rationalized as the price I paid 
for success in my work.”

Not all clients have the immediate response to or compassionate under-
standing of their parts as Carla did—or the intuitive access to her “wise mind” 
(what would be termed “self” or “self-energy” in the language of Internal Fam-
ily Systems). Carla, for example, intuitively sensed the need to meditate as a 
way of developing a mindful relationship to the multitude of painful thoughts, 
feelings, and body sensations she and her parts were experiencing.

For other clients, simply shifting from a narrative approach to a mindful 
dual awareness stance might have taken many months. Clients are used to 
equating therapy with talking, “getting things off my chest,” or “venting.” 
Even certain parts can be very attached to narrative therapy because it gives 
them an opportunity “to be heard” or “heard and believed.” Normal life parts 
may be attached to talking because their priority is problem solving the issues 
that are most troubling or most triggering on a daily basis and avoiding the 
“not-me” feelings. Child parts yearning for connection may feel soothed by 
the quality of the therapist’s listening and empathy; parts focused on avoid-
ing the trauma (or the emotions connected to it) might be attached to com-
plaining and/or analyzing. But since the key ingredient in a parts approach is 
mindful, compassionate noticing of thoughts, feelings, and bodily reactions as 
communications from parts, the shift from narrating to noticing is crucial for 
the success of the work. Narrating will yield an understanding of a part’s role 
in the client’s trauma history or even in day-to-day life, but it will not heal that 
part’s wounds or “earn” secure attachment. Just think of a small child crying: 
if the adult responds by saying, “The child is crying,” or “I am crying,” the 
child is unlikely to feel any comfort or relief. If the adult hears the teenager’s 
anger and comments, “I am angry about that,” or “It made me angry, too,” or 
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“Why did that make me so angry?” it is unlikely to have an effect other than 
to make the adolescent angrier. But these are what the parts hear when their 
feelings and reactions are narrated by the client as “my feelings.”

Listening to Children Builds Attachment Bonds

To develop a trusting relationship, like all children, they need someone to 
respond to them. Often, simply asking the client to try out the language of 
parts, replacing “I’m freaked out” with “There’s a part of me that’s freaked 
out,” results in an easing of distressing feelings. The settling and relaxation 
effect is also increased when the normal life self is encouraged to respond to 
the parts’ complaints at a level of intensity just above or just below theirs and 
with a tone of genuine concern about their feelings: “You’re really upset about 
something—I can tell. What’s bothering you? What’s hurting you?” The an-
swer, of course, is that dissociated child parts need what any distressed child 
would need from an adult: a caring someone who will ask concerned questions, 
respond in a way that communicates “I get it,” or try out different supportive re-
sponses until there is a “repair” in the child’s state. Clients who have children of 
their own find they have immediate access to skills and abilities that help their 
young parts, and I encourage them to use what they know for “this child,” too.

Whose Feelings Are These?

The greatest obstacle for clients in successfully “repairing” the distress of 
their trauma-related parts is the automatic, unconscious tendency to blend 
with the parts and identify with their feelings. Because their emotions and 
those of the parts are experienced in the same body and the same mind, they 
continue to feel like “my feelings,” not “a part’s feelings,” long after the client 
understands the concept of parts and can identify them. Disidentifying from 
cognitive schemas held by different parts can be equally or more challenging. 
For some clients, it is difficult to question beliefs that have felt familiar and 
“true” for many years, even if they can be connected on an intellectual level 
to parts. Questioning “what feels true” can be experienced as threatening—or 
threatening to certain parts. When therapists challenge beliefs in worth, be-
longing, deserving, or adequacy, for example, and reframe those as trauma- 
related beliefs held by parts, the parts to whom they belong may feel anxiety. 
For them, safety is equated with beliefs in being worthless or undeserving, 
which provided the rationale for survival habits of holding back, being seen 
and not heard, or not rocking the boat. It is easier for children to believe they 
are bad than to believe they are alone in a dangerous world. It is also easier 
to be submissive, ashamed, and take the punishment being meted out when 
flooded with shame and self-loathing. There are two steps to the process of 
helping clients embrace the parts whose defensive responses or ingenious use 
of them helped them survive. First, they must learn to observe the signs of 
being blended and learn the skills of unblending. Next, they must access their 
innate compassion and “feeling for” these young parts, including overcoming 
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conditioned habits of disowning, disparaging, or failing to notice the “not me” 
parts. Here, the therapist’s skill lies in making sure that a client unblends be-
fore trying to help his or her parts. Only dual awareness allows the client to 
hold a “meeting of the minds” between the normal life self on the left brain 
side and trauma-related parts on the right brain side. As the therapist explains 
each side to the other, building curiosity and empathy, encouraging respect 
for their differences, and engaging in team-building for the parts, shifts often 
begin to occur.

Wanting to trust me even though she was new to my practice, Jenny 
would try to ignore feelings of mistrust or questions about the therapy 
that kept cropping up in each session. I might say something appar-
ently benign, and she would feel herself tensing against it. Or she 
might find herself getting uncomfortable and changing the subject. 
She often had thoughts about what my intentions really were: “What 
is she trying to sell me? Can I trust this?” As she was entertaining 
those thoughts one day, she heard me say, “You might find that parts 
of you want to trust me and parts of you don’t—I just want to say how 
natural and normal it is that they feel that way. Many clients don’t want 
to talk about these thoughts for fear of hurting my feelings. But I’m 
relieved if there’s a part that’s holding out trust until I’ve earned your 
trust!” Jenny felt a tremendous relief. Maybe it wasn’t “bad” after all 
to have trouble trusting. “Think of it this way, Jenny. After all you’ve 
been through, you and your parts have earned the right not to trust 
me. My job is simple by comparison: to keep demonstrating that I’m 
trustworthy even if some parts never believe it.”

Notice that I utilize an “equal opportunity” approach, supporting the parts 
who find it hard to trust as much or more as the parts who trust without ques-
tion. My purpose is to ensure that the therapeutic environment offers a clear-
cut welcome to all the parts, whatever their conflicts or perspectives, not just 
to the parts that are best suited to engage in therapy. I was also conscious of 
wanting to model the quality of empathy and curiosity that Jenny’s normal life 
self would need to earn their trust, too. Rather than reacting negatively to the 
parts that don’t trust, don’t collaborate, don’t allow vulnerability, or re-enact 
old solutions over and over again, the normal life self (like a good parent) must 
learn to ask: why might these parts withhold trust? Why would collaboration 
have been unsafe in their world? Why would it have been important to stay 
disconnected? To stay afraid? To stay angry?

In secure attachment, the parent mirrors his or her intuitive understanding 
back to the child: “You just wanted to feel special,” “You had to wait such a 
long, long time for me—it was too long, huh?” “That made you mad, didn’t 
it?” The child’s reaction determines the parent’s next response: “Oh, I hurt 
your feelings—of course—it didn’t make you mad—it made you sad. I’m so 
sorry!” Secure attachment is built not on what caregivers say but through the 
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experience of co-regulation (Fogel & Garvey, 2007; Hughes, 2007). The child 
feels something distressing (or pleasurable) to which the parent’s nervous sys-
tem, body, and emotions respond. The parent then “digests” these commu-
nications, puts words to them, and communicates their meaning back to the 
child, who is either soothed, dysregulated, or unmoved. The child’s response 
in turn calms, dysregulates, confuses, or frustrates the parent, leading to an-
other attempt at resonance and repair to which the child may respond pos-
itively or negatively. In attuned co-regulation, the parent is able to manage 
his or her dysregulation or frustration well enough to stay open to the child’s 
feelings and refine each attempt at repair until attunement is achieved. The 
moment of “attunement”—when both child and parent drop into a deeply 
relaxed calm, when the child’s small body melts into the parent’s grownup 
body, when both are caught up in mutual gazing, smiling, and laughing—
feels blissful to both parties. Most of all, it feels safe. In the human brain and 
body, the sense of safety is neurobiologically connected to the social engage-
ment or ventral vagal system (Ogden et al., 2006; Porges, 2005), the neural 
system controlling the muscles of the face, movements of the eyes and eyelids, 
larynx, middle ear, and the tilting and turning movements of the head and 
neck. Attuned co- regulation depends upon this system, and its availability 
depends on the body’s neuroception of danger versus safety. When clients say, 
“I don’t feel safe here,” they are describing neuroception, the “sixth sense” that 
all is not right—based on their experiences of the past. When other clients 
say, “I’m perfectly safe here,” they really mean, “I am not neurocepting any 
danger here.” Because it is a physiological response, not an intellectual evalu-
ation, neuroception overrides the evaluations made by the prefrontal cortex: 
for  example, “I  know I’m safe here, but it sure doesn’t feel that way.” For a 
traumatized individual to know, “I’m safe here—I can feel it,” requires both 
accurate cognitive appraisal of the environment and unbiased neuroception.

But reorganizing neuroception biased by trauma so that clients can experi-
ence safe environments as “safe” is not possible without the creation of attach-
ment bonds with their traumatized parts. For children too young to protect 
themselves and dependent upon those who care for them, attachment equals 
safety. As long as the parts hold the non-verbal implicit memories of failed or 
traumatic attachment without reparative moments of attunement, the normal 
life self will continue either to experience intrusive anxiety, mistrust, lone-
liness, anger, and hypervigilance or to shut down emotionally and constrict 
life activities. Feeling truly safe requires “soul retrieval.”

Sarah had none of the obvious signs of structural dissociation: she 
was functioning well in the organizational world, had a stable, sat-
isfying family life with her partner and two dogs, and described her 
PTSD symptoms as much reduced since an EMDR treatment two 
years prior. Why was she in my office now? She described the one 
remaining issue in her life this way: “It’s anxiety—no, more like a 
terror—that comes over me sometimes, like when I’m alone in the 
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house or there’s a lot of stress at work. I want to just curl up in a ball 
and wait for it to be over—but I’m not sure what I’m waiting for.” (My 
ears perked up, and I made a mental note: “Perhaps a child part? 
Still alone and afraid?”) As we concluded this first session and Sarah 
stood up to leave, she paused for a moment: “Do you believe in soul 
retrieval?” she asked. I smiled, sensing she and I were talking about 
the same thing: “Yes, I do—that’s part of what therapy is all about: re-
trieving the lost children inside ourselves and bringing them to safety.” 
Sarah smiled, too. I felt an implicit understanding had been reached. 
The parts had interviewed me, not just Sarah, and I had heard them 
and made them welcome.

Despite all the work she had done processing memories of events, Sarah had 
never addressed the lingering implicit memories held by certain parts. She 
was unaware consciously that she was fragmented and has no idea of the un-
met attachment needs that contributed to the frightened part’s terror. Only 
the fact that she felt so powerfully drawn to the concept of soul retrieval (and 
the communications from the frightened part) gave away an inkling of the 
parts hidden inside her. Later, when they were at last known to her, thanked 
for their contributions, welcomed as honored guests, and made safe inside, her 
relationship to them was what she most valued.

Describing drawings of the parts she had made to understand them 
better, Sarah observed, “Now I draw them three-dimensionally, not 
as stick figures—now they are real to me, and I am real to them. We 
can see each other in the drawings.” Unseen and unsafe as a child, 
invisible except when her parents were angry, Sarah’s final drawing 
in the latter stages of therapy depicts the child parts on a theater 
stage, while she as the normal life self watches with a smile from the 
audience. The children on stage seem relaxed, unafraid, and unself- 
conscious as the adult gazes fondly at them, communicating enjoy-
ment and appreciation of their efforts.

Reaching Out to Parts from Places of Strength

Sarah as an adult was known for her ability to take younger colleagues “under 
her wing” and nurture them personally and professionally. Josh’s strengths 
also lay in his ability to resonate to younger, more vulnerable beings, particu-
larly his own young children. Dawn was known as the person to come to with 
a problem about which her friends could tell no one else. When she was out of 
the hospital, she volunteered at an animal shelter. Annie’s kitchen was the safe 
haven for struggling friends and family, injured animals, and surrogate chil-
dren who found their way to her home when theirs were violent or neglectful. 
Instinctively, she provided exactly what she had needed as a child: someone 
who “got it” and quietly supplied needs they didn’t know how to verbalize or 
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felt too ashamed to ask, ranging from new sneakers or school supplies to help 
with their homework or offering a shoulder on which to cry. Sarah had been 
an educator before she began working in organizations; Annie had been a 
junior high school teacher; Josh was a hospital administrator who mentored 
11- and 12-year-old boys in a basketball league for inner city children at the 
YMCA. Now it was time for them to offer the resources they had been be-
stowing on others to their own child and adolescent parts. Having learned to 
unblend, notice and empathize with their parts, and to engage in an internal 
conversation, they could take their work one step further and offer those parts 
a reparative experience of acceptance, comfort, validation, and support.

Although the client may protest that he or she doesn’t know how to take 
care of a child, or what to say or how to reach them, the therapist must hold 
the confidence that each client has access to all the qualities he or she could 
need: each is inherently curious, caring, capable of compassion and creativity, 
all the capacities “their” children needed from adults in the past. Often there 
are arenas in the client’s life where those abilities flourish when he or she is in 
the normal life part. Josh engaged in a number of roles in which he used his 
capacity for empathy, attunement, interpersonal connection, and the courage 
of his convictions: he was a parent; his professional life centered on advocating 
for others; he volunteered as an athletic coach for his children’s sports teams; 
he was an AA sponsor. I felt confident that, in those roles, Josh had developed 
all the resources he needed to “be there” for his parts. Annie was not only a 
mother and surrogate mother but also a teacher, so I challenged her: “Annie, 
what did you do when your 13- and 14-year-old students acted up in class? 
When no one was listening, and no one could hear you? Did you just try to 
ignore them and carry on? Or did you do something?”

Annie was quick to respond: “I couldn’t ignore them, or it would have been 
pandemonium! I had to get them back into some kind of order. So sometimes 
I would do a distracting activity that got them focused on something else. Or 
I stopped talking and just stared at them until they got the message that it was 
time to settle down.”

“Annie,” I said. “This is so interesting! I’ve never known you to offer your 
parts that kind of creativity or consistent structure. The structure must be 
important in a classroom, huh? Think for a moment about your parts: imagine 
there’s a classroom inside you, but it’s more complicated than an 8th grade 
classroom because it has kids of all ages in one room!” In an instant, Annie 
was in her normal life self, pondering what she would do if her inner family of 
parts were a classroom of children.

Accessing the Resources of Normal Life

If the normal life part is a parent or caretaker, the therapist can make connec-
tions to his or her fund of knowledge about those roles. I ask clients who have 
children, “What happens with your children if you try to ignore them when 
they’re upset or scared?” The response is always, “They get more upset—that’s 
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why you can’t ignore them!” Then, I can suggest: “Yes, you are absolutely right! 
And just like your kids, these child parts inside get more scared when you try 
to ignore them … What would you do if they were your biological children?” 
If the client is a manager or administrator, I might ask, “Think about what the 
folks you manage need from you to give their best at work …” Or, “Imagine 
what you would say if one of the people who report to you were struggling 
with this kind of anxiety?”

Determined to have a normal life despite her childhood trauma and 
the series of crises that marked her early adult years, Rachel finished 
her university education in between hospitalizations, got married, and 
was midway through graduate school when her parts suddenly hi-
jacked her ability to function again. Her therapist noticed a pattern 
in these crises: bright and ambitious, Rachel would do well in her 
classes or at a job (despite the inevitable triggers) until she seemed 
to finally be at a stable place—which seemed to be the signal for 
an uprising among her parts. It wasn’t clear if they became afraid of 
being left behind or afraid of her success and consequent visibility 
(two common triggers for traumatized parts), but as she learned to 
unblend, she began to see another theme emerge: a young part of 
her was afraid of what would happen if Rachel became confident and 
unworried. Using the Four Befriending Questions [see Appendix F], 
she discovered that this young, anxious, helpless part had once been 
instrumental in providing protection against her father’s rage. Al-
though he was triggered each time his young daughter was confident, 
proud, and held her ground against him, he melted when she was 
helpless and needy, unthreatened when he could rescue her—from 
his own abuse. The result was a split inside Rachel between a strong 
normal life self and proud angry parts versus the helpless, needy, 
frightened parts that had helped her survive and adapt. The strong, 
proud contingent supported her ambition and drive, while the needy, 
scared parts were threatened by her success because, to them, it 
would evoke violence and rejection.

What both sides needed was a sense of a steady inner presence, 
someone with compassion for the young parts who could hold her own 
when they became hysterical and clingy or judgmental parts got angry 
and scathing. Certain adult activities provided that feeling of a steady 
inner presence: doing yoga, running, caring for her dog, and socializing 
with friends. As a first step to “being there” for her parts in ways her 
mother had not been, Rachel committed to spending evenings after 
work at yoga class or running with her dog. Something as simple as a 
commitment that she honored consistently (no matter how much the little 
parts longed to go home or to bed after work) seemed to bring a feeling 
of centeredness and lessened vulnerability that helped all the parts.
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Where Rachel and many other clients struggle is the point at which the parts’ 
strong emotions require compassion to feel safe or soothed. Curiosity pro-
vides some mindful distance by activating the medial prefrontal cortex, reg-
ulating the autonomic arousal or emotion of a part. Building the resources of 
a normal life self also supports the ability to differentiate between child parts’ 
implicit memories and adult capacities. But when the observing normal life 
self is moved by the emotions of the child, when a felt sense of compassion 
and deeper connection is evoked, that mental space diminishes, potentiating 
opportunities for other parts to intrude or for flooding by distressing feel-
ings, leading to loss of dual awareness. These are moments when the therapist 
can suggest some simple somatic interventions (Ogden & Fisher, 2015) that 
help regulate the nervous system while also communicating commitment and 
compassion to the parts.

•	 When young parts are anxious or distressed, asking clients to place a hand 
over the heart or chest, or “over the place where you notice the little part’s 
grief” has a calming, regulating effect on most clients and enables them 
to send a somatic message to the parts: “It’s going to be OK—I’m here for 
you.” This simple intervention reaches below the habits of self-alienation 
and rejection of the not-me parts. Non-threatening to most parts, it com-
municates a caring that clients often have not yet learned to feel toward 
their young selves.

•	 When intense inner conflicts between parts or overwhelming emotional 
memories cause difficulty regulating or even staying present, the thera-
pist can ask clients to experiment with opening their arms and making 
a big circle as if about to catch a big beach ball or hug a child. I like to 
wait to introduce this skill until the client complains about overwhelm 
or too many internal struggles so that I can say, “I get it—all those feel-
ings are too much to hold all at once sometimes.” And then I suggest we 
experiment: “See what happens when you make a container big enough 
to hold all the parts—just the right size to hold all of their feelings, all 
their points of view, all their beliefs, all the needs.” This gesture opens 
the chest, sending a somatic message: “All are welcome—no one will be 
forgotten.” The parts usually breathe a sigh of relief. They can feel the 
bodily sense of being “all together,” the feeling of the arms encircling 
them yet making room for each one. And then they feel the sense of 
welcome.

Taking Young Parts “Under the Wing”  
of Someone Who Cares

Annie was invariably flooded by her child parts’ emotions as soon as she tried 
to move from intellectual conceptualizing of their distress to feeling for them. 
At times, the surge of emotion was so intense and sudden she could hardly 
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breathe. It often felt that the parts were afraid that, if she differentiated enough 
from the highly protective fight parts and reached out to the vulnerable young 
ones, harm would come to them all. Rachel also found it hard to make the 
leap from identifying her parts by their feelings of distress, negative thoughts, 
and physical ailments (headaches, dizziness, fatigue) to engaging with them 
emotionally. She could use unblending skills to differentiate her normal life 
self from the intense reactions of her parts, but she couldn’t take the next step. 
She could not emotionally connect to them—almost as if there were a wall 
separating the normal life self and the trauma-related parts.

Sarah, too, could talk compassionately and even affectionately about her 
parts, and she could express her understanding of them intellectually, but she 
had trouble making a felt connection that would allow her calm, strength, 
confidence, and clarity to communicate safety and empathic understanding 
to them. Each needed an intermediate step between being able to recognize 
a part and appreciate its dilemma, on the one hand, and emotionally meet-
ing that part with enough sense of felt connection to create the building 
blocks of earned secure attachment, on the other. Equally important was 
that this intermediate step be in some way attachment-oriented or related to 
attachment-building.

Without commenting negatively on Sarah’s pattern of relating to her 
parts from a safe distance, I began to talk about the need to “take 
them under your wing.” “You’re doing such a beautiful job of noticing 
which parts get triggered and thanking the parts who contribute their 
resources to supporting your normal life, but the one thing we haven’t 
addressed yet is how to take the little distressed ones under your 
wing when they get frightened. You know, they have never had any-
one, not parents or grandparents or aunts and uncles, ever take them 
under their wings.” Each time I said the words, “your wing,” I reached 
out with my right arm as if to shelter someone under my arm. Without 
asking Sarah to do the same, I kept my arm outstretched as we talked 
more about what it would mean to “offer a wing” to her little parts. 
“They get scared of so many things,” Sarah said, “and then there’s 
one who reacts to that by being fearless, and she triggers them more 
because she shows them pictures of daredevil things she used to do 
when I was a kid.”

Me: “Hmmm … Do you think it would help her if you took the scared 
part under your wing so she didn’t have to be so brave? Or do 
you think she could use a wing?”

Sarah: [face lit up] “I think she could use a wing! She’s only 7—you 
shouldn’t have to be that brave at her age.” Like many clients, 
Sarah felt connected to some parts and had more trouble with 
proximity to others, presumably the ones she had had to disown 
as a young girl.
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Me: “OK, great. You have a clear sense of her, don’t you? You really 
‘get’ her! If she thought for a moment you felt sorry for her, she’d 
be so humiliated. So, offer her a wing from that place in you that 
‘gets’ her.”

Sarah: [speaking to the child] “You know, you were one daring lit-
tle kid! I would have been too scared to climb a tree that high.” 
[Laughs] “She’s telling me I must not have been as scared of her 
mother as she was! That’s what gave her the courage to climb it.”

Me: “Maybe you could explain that you are now just as old as her 
mother was then. She probably doesn’t know that. Now that you 
are a grownup, it’s a different story. See if she’d like you to pro-
tect her from people who might yell at her and threaten her. Tell 
her you could take her under your wing when scary people are 
around—if she wants, of course.”

Sarah: “She likes that idea—she is asking if my wing is big enough 
for her to hide behind!”

Me: “She’s such a bright spirit, isn’t she? What did you tell her?”
Sarah: “I told her, ‘Of course it’s big enough! Go ahead and hide 

behind it.’” [Gazing down fondly, as if the little girl were sitting 
beside her on the sofa, Sarah was smiling, too.] “You know, I’m 
so proud of her—she was so brave, and I know she helped me 
keep my head high.”

Me: “Tell her that—with your feelings and your body. She’s very spe-
cial, and she needs to know that.”

Sarah’s humor, warmth, and down-to-earth qualities as an adult were just 
what her young tomboy part needed, and the surge of fierce pride and tender-
ness she felt for the little girl surprised Sarah and warmed her heart. For the 
scared parts, the visceral feeling of her pride and warmth felt like an antidote 
to their chronic anxiety and hopelessness. Especially because her daring child 
part’s emotions were less overwhelming, she could feel emotionally close to 
her while still staying centered in her normal life self. Offering the child “a 
wing” was non-threatening to both, yet it conveyed the sense of safety craved 
even by a fearless child self.

When clients are blended with their parts and lose touch with the perspec-
tive, information, and abilities acquired in adulthood by the normal life self, 
it feels undeniably true that they would never be able to care for their parts, 
never have the confidence to make decisions, never feel enough conviction in 
their ability to create safety, never be able to feel anything for the parts but 
fear and loathing. The list of things “I could never do” is a lengthy one when 
it reflects the views of traumatized parts. But, somehow, when the client’s 
normal life self is asked from a place of mindful dual awareness if he or she 
would be willing to “offer a wing” to a young child self, the words evoke non- 
threatening images. It is a harmless phrase, describing an action that doesn’t 
require effort or faith, and it conveys both differentiation and protectiveness. 
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Better yet, judgmental “parts that hate the other parts” (who, at any mention 
of vulnerability, usually intrude with scathing rejections of any kindness or 
compassion) do not object to the language of “offering a wing” as they often 
do to the language of “caring for” or “taking care of.” The therapist’s demon-
stration of holding open an arm like a wing rarely threatens fight or flight 
parts either, and the ease of making the gesture communicates without words 
the sense of how easy it is to offer a wing to someone in need. Because it is a 
somatic communication, it avoids discussion or intellectual analysis of what it 
might mean to take someone under one’s wing, and it speaks directly to young 
child parts yearning for contact and comfort.

Attachment Bonds Are Built through Body Experience

The formation of secure attachment in childhood always begins from the 
“bottom up,” starting with the way infants are held, reached for, rocked, fed, 
soothed, or gazed upon (Ogden et al., 2006). Attachment bonds develop or-
ganically through the repetition of small somatic transactions over weeks, 
months, and years; verbal communication about attachment experiences do 
not occur much later in development. When parents reach out their arms 
and say “Up?” babies and toddlers reach up in response—not in reaction to 
the word but to the gesture. The arms are a potent conveyer of safety, inse-
curity, or threat in childhood: whether and how parents reach out, whether 
their arms are limp or half-hearted or are used to intimidate, the way muscle 
tension conveys the quality of the parent’s experience of holding and closeness 
(Ogden et al., 2006). These same somatic communications can also be applied 
to developing earned secure attachment in child parts.

Inviting Parts “Here” Instead of “Going There”

In contrast to early models of trauma treatment, the focus of internal at-
tachment work is on being “here,” not “there.” Rather than revisiting the 
early traumatic experiences, attention stays focused on how the normal life 
self can “stay present in the present” so that the part of the client that kept 
developing at a distance from the traumatic events can now contribute to 
repairing the past through the provision of crucial “missing experiences” 
(Kurtz, 1990; Ogden & Fisher, 2015). Neglect, trauma, and frightened and 
frightening caregiving involve not only harmful, inappropriate experiences 
but also the loss of positive experiences that are just as crucial for children 
to feel safe. For Sarah’s parts, the sense of being under her wing, feeling her 
pride and protectiveness, relaxing rather than having to brace against harsh 
words or blows, provided an emotional, relational, and somatic experience 
unquestionably missing in her childhood. Under the wing of her normal life 
part, the attach part could feel a sense of someone “there,” the ashamed part 
could feel Sarah’s pride challenging her automatic feeling of “less than,” the 
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fearless child part could feel admired and visible, and protector parts might 
even be able to relax.

The provision of a missing experience, of course, does not involve the ac-
tual event. There is no way to turn back in time and provide for an adult the 
holding an infant should have had. There is no way for a 5-year-part to go 
back to the first day of school and have someone there to hold her hand. But 
what can be done is to make an emotional, physically felt connection to that 
5-year-old self, then imaginatively recreate a felt sense of the experience she 
should have had by evoking the emotional and somatic components of it: the 
sensation of someone bigger next to her, feeling warmth and solidity, then 
imagining the big hand taking the little hand, and noticing the feelings and 
sensations. With the therapist’s help in supporting dual awareness and differ-
entiation of child and adult, each connects viscerally and emotionally to the 
experience of the other and mirrors it back. Each mentalizes the other: What 
is it like for the big self to feel the little boy next to him? What happens for the 
little boy when the big self reaches for his hand? How does that little hand feel 
in the big hand? What’s it like to feel the child leaning into his body? What 
happens when the child hears him talk about how good it feels to hold the little 
boy’s hand?

Elizabeth was quiet and thoughtful as she said to her therapist, “You 
know, I used to think I was the wrong child born into a good family, the 
right family—I thought the problem was that I was ‘wrong’. Now,”[she 
lifted her head and met her therapist’s gaze] “I know that I was a right 
child born into the wrong family.”

That feeling of being “the right child” was a missing experience for Elizabeth 
all through her childhood, but, as she took it in, she felt how “wrong” her fam-
ily of origin was for a child like her.

Her belief that she didn’t belong was no longer real: “Of course, I 
didn’t belong! Thank God. Those were not people I would want to 
belong to.” Holding that present moment perspective, Elizabeth then 
included her parts, “The parts belong with me now—I’m the right fam-
ily for them, just like I’m the right family for my own kids.”

Me: “Can you connect to the part that has always had that inner feel-
ing of wrongness and not belonging? Can you feel her here with 
you right now?”

elizabeTh: “She’s there—still feeling sick about herself …”
Me: “Ask her if she’d be willing to show you a picture of the home and 

family where she doesn’t belong …”
elizabeTh: “There’s an image coming up: it’s the apartment where 

I grew up—not much furniture, very bare—I just hear the sound 
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of my grandmother’s oxygen tank. She’s little, like kindergarten 
age, and there’s no one to welcome her home from school. She’s 
lonely, but she’s also relieved. If I’m just alone with my grand-
mother, I won’t get hurt.”

Me: “Let her know that you ‘get’ it—in that home, it was better to be 
lonely than scared.”

elizabeTh: “It was …” [sadly]
Me: “How do you feel toward her as you see that ‘home’ she has to 

live in?”
elizabeTh: “It breaks my heart …”
Me: “And what’s that like for her to hear you? Hear that it makes you 

sad to see her sad.”
elizabeTh: “It feels strange but good-strange—no one ever knew she 

was sad before. No one seemed to care. She imagined that her 
grandmother cared, and that helped.”

Me: “Now ask her if she’d like to see a different picture. Would she like 
to see where you live?”

elizabeTh: “She’s curious—I’m showing her a family photograph 
with my partner and kids and me out on the deck—you can see 
the geraniums in bloom and the trees in back and the sun is 
shining …”

Me: “What’s that like for her to see your home? Does she like it?”
elizabeTh: “She’s interested but a little confused about who ‘these 

people’ (my partner and kids) are … I’m explaining to her that this 
is my family and it could be her family, too, if she likes it here.” 
[Smiling at the little part’s delight] “She says she likes the red 
flowers and the sun on her face. I’m telling her that she can stay 
here if she wants … She’s saying, “Really????” like I just invited 
her to Disneyland!” [She laughs, enjoying this moment with her 
little part.]

Me: “Such a tender moment: notice that feeling of her innocence and 
delight. This little girl takes nothing for granted, does she?” [I am 
deliberately directing her attention to the positive feelings being 
shared between little girl and adult so they can amplify each oth-
er’s pleasurable experience.]

elizabeTh: “I can feel her holding my hand very tightly—she’d like 
to stay here, but she’s afraid ‘those people,’ meaning my family, 
won’t like it. And if they don’t like it, they’ll be mean to her.”

Me: “Of course she’d be a little afraid to trust this—the people she 
knew didn’t need much of an excuse to be mean to her.”

elizabeTh: “It’s so sad—how do I tell her that no one will hurt her 
here? She’ll never believe me …”

Me: “Tell her with your arms, your feelings, your body—she won’t 
believe the words, but she might believe how it feels. Can you 
see her?”
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elizabeTh: “She’s pulling at my hand—she wants me to go to the 
far side of the deck, away from my partner and kids. She looks 
scared to go near them—it’s just so sad—she thinks they would 
hurt her, and she’s not taking any chances.”

Me: “What’s your impulse, Elizabeth? Just see her frightened eyes 
and little face, and do whatever your motherly instincts tell you 
to do …”

elizabeTh: “I just picked her up, and I’m holding her in my arms … 
[Takes a cushion and holds it tenderly.] ‘I’m here with you—no 
one can hurt you now’ …” [Tears come up.] “‘You can come here 
and see the red flowers whenever you want—I’ll be here.’”

The key to the emotional connection developing between Elizabeth and the 
child part is the evoking of a multisensory experience: seeing the child’s face, 
hearing the hiss of her grandmother’s oxygen tank, re-experiencing the sense 
of loneliness, feeling the child’s hand in hers, sensing an impulse to reach 
out and hold her, hearing the tenderness in Elizabeth’s voice, the exchanging 
of images, the color of the red flowers, the emotions of grief, and the physi-
cal sense of relief. Each of these sensory components is in and of itself non- 
threatening, and the emotions of sadness and grief are muted by the warm, 
comforting feelings growing between adult and child. Alienation from her 
parts no longer feels imperative in these moments: there are no overwhelm-
ing emotions or horrifying images from which distance is needed. If there 
had been, it would have been a more difficult session, but many of the same 
multisensory elements would have modulated the distress: images of “here” to 
balance traumatic images, more focus on Elizabeth’s comforting presence and 
connection to the child.

Fears and Phobias of Internal Attachment

As Carl visualized his boyhood self and recalled how lost and lonely 
he had been, he often felt sadness for that boy—but immediately 
afterward, before he had a chance to communicate empathy, he 
would have an intrusive thought, such as, “This is ridiculous—what’s 
this about trauma and lost boys? You have more important things to 
think about!” It was like being jolted out of a reverie. Suddenly, Carl 
could feel all his muscles tightening and a feeling of disgust—then 
he would become very analytical. This analytical part would begin to 
question the theoretical rationale for the work he and I were doing, 
request references to the literature, and suggest other treatment op-
tions (including some Carl had tried before without success). Week 
after week, the cycle continued: Carl would become curious about 
what part was communicating through the distress he was experienc-
ing; he would ask some Befriending Questions of the part, begin to 
feel increased warmth and protectiveness toward the little boy—and 
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then the irritability would intrude once again, “What are you doing? 
Why are you wasting your time on this?”

Carl had discovered a “gatekeeper” part whose job it was to block him from 
forming attachment bonds with young, vulnerable parts. The gatekeeper had 
clearly learned the rules from Carl’s parents: nothing but rational, goal- oriented 
behavior was welcome in their home. Their son, however, was a sensitive, anx-
ious child (aware that he didn’t fit in the way other boys did, though not yet 
aware he was gay), struggling with separation anxiety from his mother and 
intimidated by his father. Their message was: no son of theirs would be a “sissy”; 
that is, if he wanted their love, he would have to measure up to their standards. 
The gatekeeper part had evolved to protect the little boy from rejection: “Keep 
your eyes on the ‘important things,’ and you will be accepted and respected.”

The high point of the gatekeeper’s efforts was Carl’s successful graduation 
from law school amidst the congratulations of his parents. Then a series of 
rejections in relationships with men triggered the little boy so powerfully that 
Carl was flooded with fears of abandonment and an intense yearning to feel 
special to someone. The gatekeeper’s judgments and distractions were no lon-
ger enough to block the child’s hurt and neediness. Next followed a series of 
sessions in which yet another kind of gatekeeper erected stumbling blocks to 
thwart Carl’s attachment to the child part.

Carl could feel the child’s fear in his body: “He wants to call Nick [his 
former boyfriend] so badly—he wants to beg him to come back.”

Me: “Ask him what he’s worried about if Nick isn’t here …”
Carl: “He says if Nick isn’t here, then no one loves him …”
Me: “And, what’s he worried about if no one loves him?”
Carl: “He’ll be alone—he’s too little—it’s too scary for him to be 

alone.”
Me: [using the Four Befriending Questions] “Ask him: what is he wor-

ried about if he can’t do things by himself because it’s too scary?”
Carl: “That he’ll be humiliated—people will laugh at him, and they 

won’t want to be around him—he’ll be all alone.” [The core fear]
Me: “That is scary for a small boy … Ask him what he needs from you, 

right here, right now, to not be so afraid of being rejected and left 
all alone.”

Carl: [doubles over and cries out in a younger voice] “This is too 
hard—I can’t do this!”

Me: “Carl, are you still here? Can you hear the little boy calling out to 
you, Carl? He’s telling you how hard this is for him—of course, 
it is! He’s too young to take care of himself. He needs someone 
to be here for him.” [I deliberately repeat his given name several 
times to cue his normal life self to stay present with the child part 
rather than dissociate or shut down.]

Carl: [still in the child state] “I want to go—this is too hard.”
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Me: [speaking directly to the child part as if I were talking to a young 
boy] “Of course it’s too hard for a little boy. Children need a 
grownup—they shouldn’t be left all alone.” Then shifting to a tone 
of voice geared to an adult: “Carl, are you still there? I want you 
to notice the little boy … We can’t leave him all alone—he’s very 
scared and so hurt. Carl, are you there? [Carl nods.] Great—this 
little boy needs you, and you’re blended with him so it’s hard to 
help him. See what happens if you say the words, “He is feeling 
scared—this is too much for him.”

Carl: [now in his adult voice] “That’s a little better, but he’s pretty 
upset.”

Me: “That’s all the more reason why he needs you to stay present and 
not abandon him by blending with him. He really needs you to 
hang in there. Let him know you’re here—with your feelings and 
your body—make sure he can feel you with him. Can he?”

Carl: “Yes, he says he can feel me trying …”
Me: “That’s really important, huh? He can feel that you are there and 

you are trying, and that’s new for him. No one even tried to do 
that for him before …”

Carl: “I’m telling him that I will keep trying—I may not be good at it 
right away, but I won’t stop trying.”

Me: “What’s it like for him to hear you say that? I bet no one ever said 
that before: ‘I will keep trying to be there—’”

Carl: “It feels good to him—which makes me feel good—but then 
he’s saying that he’s afraid to believe me, and that makes me 
want to give up.”

Me: “That’s what your mother did: she gave up because she didn’t 
have the bandwidth to accept her son as he was. You can do 
better than that. Think for a moment: why would this little boy be 
afraid to believe you? How would that make sense?”

Carl: “Well, sometimes my mother was loving—when I was the son 
she wanted. But I couldn’t count on her. That’s probably why he 
doesn’t trust anyone. And I guess I haven’t been exactly reliable 
myself …”

Me: “Yes, that’s true—you haven’t been reliable—you didn’t know, 
and I can tell that you feel badly about that. Let him hear that. …”

Carl: [tears come to his eyes] “He wants to cry when I tell him it was 
my fault that his feelings got ignored. He always felt there was 
something wrong with him—he made his mom upset just by be-
ing scared and wanting her near him.”

Me: [speaking to the child] “He didn’t know it wasn’t him—he was just 
a little boy doing the best he could to make his mom understand 
he needed her.” [Then speaking to the adult] “You know it wasn’t 
his fault, too, Carl—would you ever expect your little boy to adapt 
to you instead of the other way around?”

Carl: [tearful] “I just want to reach out and hold him—”
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Me: [interrupting him to add] “Just follow that impulse to reach out to 
him …”

Carl: “I feel so sad for him—I just want to protect him … [starts to sob]”
Me: “Let him know with your feelings and your body how much you 

want to protect him and keep him safe with you …” [keeps talking 
to Carl and the young part while he cries] “He’s waited such a 
long time for this … and now there’s finally someone here … so 
many feelings he’s been waiting to tell someone … and now, fi-
nally, at last, someone is here. Notice the tears of relief: finally 
someone’s here, and he can cry now.”

Carl: “He’s so sad, but relieved, too—I keep telling him I’m not going 
anywhere, and I won’t forget about him again. He won’t be alone.” 
[Another burst of tears as the little boy hears Carl’s words.] “I’m 
telling him that I like having him here with me—no one likes being 
alone, even grownups.”

Me: “That’s right—no one likes being alone—and now he has you, 
and you have him. That’s important: he never ever has to be 
alone again because he has you, and you have him.” [I deliber-
ately repeat this phrase because it describes the essence of feel-
ing attached, and I want both child and adult selves to feel what 
it’s like to have the other. “Notice what it feels like to have his little 
body in your strong arms, feel his tears against your chest …”

Carl: “It feels so good. I can feel him. He’s starting to relax finally—like 
he can trust me a little. Before, he kept asking, ‘You’re not going 
away, are you?’ [Tears come up again] That’s heartbreaking—I 
don’t want him to have to worry about that—it shouldn’t be the 
first thing on a kid’s mind.”

Me: “You are so right, Carl—he shouldn’t have to worry about being 
left. I want you to notice how good you are at naturally knowing 
what he feels and wants. You have such an intuitive sense of what 
kids need. Your mother certainly didn’t have that, but you do.”

Carl: “I do—it’s a protectiveness—feeling how little he is and want-
ing to make sure he’s not hurt. My mother definitely didn’t have 
that. But how do I keep this going?” [Notice the shift in tone to the 
very practical normal life way of thinking.]

Me: “The key is making him a priority, just as you would if you ad-
opted a child of your own. You would keep him in mind from the 
time you woke up in the morning to the time you went to bed at 
night. You would wonder, ‘How’s my little boy doing?’ Try that. 
And if you forget to do that, make sure you apologize to him!”

We end the session with a discussion of “parenting tips,” ways that Carl could 
remind himself that this boy, like any child, needs to feel held in the mind of 
the caregiver, to feel seen or “recognized” (Benjamin, 1994), to have his feel-
ings noticed and comforted, validated, and regulated. I offer him a menu of 
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ideas: starting each day by saying “good morning” to the little boy; relating to 
him “face to face” by putting out a picture of himself at the age he senses the 
little boy to be; going to a toy store to find a stuffed animal for him based on 
what toy lights up his eyes or keeps drawing his attention; carrying with him 
a small object (a stone or tiny toy animal, for example) that symbolizes the 
child as a way of holding him close, imaginatively tucking the child in at night 
as a way of making sure he feels safe. Just as we do with parents and families, 
it is important for the therapist to remember that what happens outside each 
session is just as important as what happens during the therapy. Especially for 
fragmented individuals with histories of trauma, it is important to be attentive 
to how they carry the work of therapy past the hour.

Touching moments of heart-to-heart connection between a small child part 
and a compassionate adult self are important, but to facilitate the shift from 
internal alienation to earned secure attachment is “10% inspiration and 90% 
perspiration,” as the saying goes. Repetition over and over again of the same 
steps (connecting to a part, creating moments of repair and attunement, and 
deepening the bond between child and adult selves) and then integrating the 
experience by evoking it again and again are the most important ingredients 
in lasting change. In the 1980s and 1990s, we believed that the intensity of the 
emotional experience would result in a transformative shift. Now, informed 
by research from the neuroscience world, we know that neuralplasticity or 
actual change in the brain is best facilitated by intensive repetition of new 
patterns of action and reaction (Schwartz & Begley, 2002).

Rupture and Repair of Internal Attachment Relationships

Knowing that “healing” cannot result from re-experiencing old emotional pain 
provides a different sense of direction to the therapy beyond stabilization and 
memory processing, the traditional ingredients associated with trauma treat-
ment. Without efforts to repair emotional ruptures, bring solace to parts in 
distress, and combat self-alienation and self-loathing with internal attachment 
bonding, traumatized clients cannot feel whole, safe and welcome. Deeply felt 
self-acceptance and self-compassion can only develop when our young, wounded 
parts experience the safety of a here-and-now adult’s unconditional attachment 
to them, when they sense that they now have a protector and advocate. Because 
there will inevitably be competing, equally intense drives to seek connection 
and to defend against potential harm or rejection, the therapist must shoulder 
responsibility for keeping in mind the ultimate purpose of the work: “repairing” 
the implicit memories of early attachment rupture being communicated by the 
part’s shame, fear, sadness, anger, or emotional pain. Although each client and 
each part is unique, each manifestation of internal self- alienation subtly differ-
ent, the building blocks of internal attachment repair remain the same:

•	 As the client reports emotional distress, negative thoughts, or physical re-
actions to a trigger, the therapist asks the client to recognize these symptoms 
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as a part. “There’s a part of you that’s really overwhelmed by shame, huh? 
Can you feel her with you now? What’s telling you she’s there?” The ther-
apist first helps the client mindfully differentiate traumatized part versus 
adult observer, then poses questions that build a felt sense or portrait of 
this part, bringing it alive in such a way that the client can spontaneously 
feel interest in or concern for the part and respond empathically to the 
question, “And how do you feel toward this part now?” If the answer isn’t 
mindful or compassionate, the therapist assumes that there is another part 
intruding that also needs to be named and welcomed, needs someone more 
interested in whatever parts are present than in the goals of today’s session.

•	 Try to elicit a felt sense of each part, not an intellectual interpretation. 
“Notice how she speaks to you through feelings or words or physical sen-
sations—that’s her way of communicating—let her know you’re listening— 
you want to know what she’s trying to tell you. And if you’re not sure, just 
ask her …”

•	 Place greater emphasis on the togetherness of adult client and child than on 
the content of their conversation. “What’s it like for that child to feel you 
here with him? To feel your interest and concern?” Questions such as these 
help clients notice the effect of their attention, words, and concern on the 
part, to realize the impact they have when parts experience being seen or 
mentalized. “It’s very special for him, huh? And how does it feel inside you 
to sense how much your caring means to him?” The therapist takes advan-
tage of opportunities to bring to the attention of the normal life part to how 
pleasurable mutuality in attachment feels: the warm and loving feelings 
that reward us for taking the time to meet a child’s needs is the “payoff” 
that fuels us to greater efforts to be attuned.

•	 Encourage inner reciprocal communication. “Ask her: Can she feel you there 
with her now? Good, she can—that’s great. Let her know that we’re both 
listening, and we want to understand how upset she is.” Make sure “inner 
communication” is not a guess or intellectualized interpretation: “Don’t try 
to think about what she would answer—ask her and then just listen inside. 
You might hear words, feel an emotion, get an image or memory. He’s giving 
you a picture of his room … maybe he’s trying to say that he’s upset about 
something that happened here.” The therapist guides the client’s normal life 
self to interpret the child’s non-verbal communications and then asks for 
correction: “Did I get that right? I really want to understand.”

•	 Cultivate trust. “Let her know you understand completely: she wants to 
trust you but it’s hard—she’s been hurt so much. Communicate to her 
that you know—really, really know—why she’d be afraid to trust you. 
Because you do. You absolutely know what it was like in that home.” The 
therapist needs to capitalize on these moments of emotional recognition 
and use them to deepen the sense of connection. “What’s it like for her to 
sense that you ‘get’ it? Does she like it when you understand? When you 
believe her?”
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•	 Use what doesn’t work as an attachment-building moment. Repairs are even 
more powerful when they follow from what goes wrong relationally. “He’s 
retreating, huh? He’s so afraid of being hurt that he’s backing away from 
what he most wants. Let him know that’s OK—you understand, right? See 
what it’s like if you reassure him you won’t go away. You’ll stay right here, 
and he can take all the time he needs to be sure he can trust you.” Feeling 
the importance of the moment, I speak for the child and guide the adult to 
an attuned response. I want to help my client gain confidence as a “parent” 
in interpreting the child’s signals and responding empathically.

•	 Use the Four Befriending Questions (see Apprendix F) to explore the parts’ 
fears, conflicts, mistrust, hypervigilance, shame, or anger. “Could you ask 
that part what he’s worried about [if he comes closer to you] [if he tells you 
how angry he is]?” Even when therapists feel confident they know the an-
swers already, they need to remember that the purpose of the four questions 
is to increase dual awareness, deepen the internal dialogue, discover the 
child’s core fear and highlight it, and then teach a model for needs-meet-
ing by asking the child to verbalize one concrete in-the- moment need that 
could address the core fear. No therapist can turn back the clock and pre-
vent heartbreaking, horrifying events from taking place, but we can help 
clients and their parts to experience how little moments of safety, care, or 
heartfelt connection in present time can build warm, nourishing implicit 
memories side by side with the memories of abandonment and abuse.

•	 Each response by a part becomes another chance for repair facilitated by the 
therapist’s guidance. “So she’s telling you that she wants to believe you ‘get 
it,’ but she’s afraid you’ll just take advantage of her trust—they all do … 
Do you get that, too? Let her know that with your feelings and your body 
that you completely understand why she expects people to use her instead 
of help her …”

•	 Insist on responsibility and accountability. The internal community of parts 
has often unconsciously recreated the hostile environment of the client’s 
family of origin: the normal life self is likely to have neglected the parts, 
allowed hostile or sadistic parts to persecute them, or expressed wishes to 
be “normal” (i.e., to not have parts). When parts say, “I don’t trust you be-
cause you only care about going on without us” or “How can I trust you 
when you’ve never listened? Never even seemed to care what I felt?” the 
therapist must encourage the client to connect to that complaint: “Do you 
think there’s some truth to what this part is saying? Is he right that you 
didn’t want to listen, didn’t want to care? If so, let him know that—you’re 
the kind of person who can say, ‘I made a mistake, and I’m sorry.’ Tell him.”

•	 Use these mistakes and empathic failures in the service of repair. “What’s it 
like for him to have you take responsibility? To hear you say that you realize 
you have been pushing him away?” “Yes, you can feel him relaxing just a 
little bit when you acknowledge the truth … Not many grownups ever did 
that, huh?”
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•	 Maximize the moments of attunement so they are experienced physically 
and emotionally. “If this little girl were standing in front of you right this 
minute, what would you want to do? Reach out to her? Take her hand? Or 
pick her up and hold her?” “Feel what that’s like to have this little boy in 
your arms. To feel his hand in yours. Is it a good feeling?” “Take in the 
warmth of his body and the feeling of holding him safely … Ask him if he 
would feel less scared if you did this every time he got afraid.”

•	 Avoid the tendency to shift away from mindful connection to a part to 
habitual insight-oriented discussion. It is the therapist’s job to remind 
clients that there is a child right there, listening to every word spoken, 
who needs to know he or she will not be forgotten again: “As we are 
talking, check in with that little boy and see how he’s doing now. He 
needs to feel that he won’t be forgotten this time, and the only way he’ll 
know is for you not to forget him. Remember that children learn what 
they live. You can say you won’t forget him—now you’ll have to live your 
life without forgetting him. It may be hard, but you can’t break a prom-
ise to a child—every safe, caring parent knows that …”

When these steps are repeated over and over again, the normal life self feels 
increasingly differentiated from the trauma-driven emotions of the parts 
and can therefore feel more spontaneously caring and compassionate toward 
them. The parts in turn increasingly feel “held” by someone older and wiser. 
Each feels needed and wanted by each other, just as parents and children in a 
secure attachment relationship feel. “Earned secure attachment” bestows on 
the human mind and body the same qualities and resources as secure attach-
ment in childhood: an ability to tolerate closeness and distance, giving and 
receiving, empathic attunement and empathic failure, the ability to see shades 
of grey, and the ability to tolerate disappointment.
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“When those aspects [of ourselves] that have been unconsciously re-
fused are returned, when they are made conscious, accepted, tolerated 
or integrated, the self can then be at one, the need to maintain the self- 
conscious edifice disappears, and the force of compassion [is] automati-
cally unleashed.”

(Epstein, 1995, p. 19)

As clients learn to speak the language of parts, increase their ability to unblend, 
and cultivate a dual awareness relationship characterized by curiosity rather 
than aversion, there is often a spontaneous settling of the nervous system, 
calming trauma-related parts. The habit of mindful noticing creates a little 
space between the young child and a wise adult who finds it much easier to be 
curious now that he or she is less overwhelmed. Cause-and-effect relationships 
become clearer. The client feels less “crazy” when “over-reactions” are reframed 
as normal reactions of traumatized children. Now, the client can observe the 
influence of the parts on their actions and reactions and practice being aware 
of impulses to blend and make a conscious choice: “If I blend with the de-
spair of the depressed part, it will upset the little parts and trigger the suicidal 
part—maybe I don’t want to ‘give in’ to the feeling of hopelessness after all.” 
With a conscious, voluntary separation from trauma-related parts and a more 
regulated nervous system, clients begin to develop less aversion and more 
compassion for them—or at least perspective toward them. Particularly with 
clients with chronic high-risk symptoms, self-destructive behavior, substance- 
abuse, and/or eating disorders, stabilization is almost entirely dependent upon 
acquiring the ability to differentiate the aims and goals of a normal life versus 
those of a desperate flight or fight part more afraid of trauma-related vulnera-
bility than of death. Traditional treatments for these issues typically focus on 
cessation of unsafe behavior, thereby alienating and polarizing the fight and 
flight parts and often jeopardizing stabilization. Similarly, shame, exhaustion, 
and self-doubt are most often treated as indications of chronic depression or 
low self-esteem, rather than understood as communications from parts who 
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bear the burden of submission and humiliation. Worse yet, when client symp-
toms are chronic or treatment-resistant, they are often labeled as “personality 
disordered,” confirming already held beliefs in their defectiveness and not be-
longing. But stabilization of even the most dysregulated, dissociated clients 
can gradually be achieved with repeated practice of the following simple steps 
described in more detail in Chapters 4 and 5:

•	 Learning to recognize triggered emotional and somatic reactions as “trig-
gering” and avoid interpreting them as here-and-now responses to the 
environment.

•	 Evoking curiosity by reframing these responses as “communications from 
parts.”

•	 Increasing client ability to mindfully notice moment-to-moment interac-
tions between triggering stimuli and triggered parts.

•	 Differentiating the qualities of an observing normal life self with either the 
ability or desire for a life beyond trauma from the characteristic signs and 
symptoms of traumatically activated parts.

•	 Cultivating not only the ability to name the parts but growing compassion 
for their youth and ability to survive in the face of “what happened.”

•	 Learning to communicate internally, building trust, and making felt con-
nections to the parts.

These simple initial tasks are the foundation upon which any deeper work 
must be built, and it is well worth the therapist taking the extra time to sta-
bilize these abilities until the client can use them independently outside of 
therapy, not just with the therapist present. It is not helpful to clients to move 
ahead to “the deeper work,” only to discover in hindsight that the client was 
more dysregulated and more blended with his or her parts than the therapist 
realized and now is overwhelmed by emotions or traumatic memories.

Therapists (and sometimes their clients, too) put enormous pressure on 
themselves to accomplish therapeutic goals quickly. Often, the sense of ur-
gency is driven by the client’s suffering and the empathic wish to relieve it, 
sometimes by the pressures of limited sessions and/or insurance coverage. 
Sometimes, we push ourselves because we believe or are led to believe that a 
particular method “should” work in just a short time, and we question our-
selves rather than the method when it does not generate quick results. We 
also do not take into account the role of structural dissociation: structurally 
dissociated clients cannot integrate new information or tolerate emotional in-
tensity, and they are also hindered by the internal conflicts between parts. 
Always in trauma work, the therapist’s motto should be, “Slower is faster.” 
Taking the time to build a foundation for each piece of work allows a steady 
progression toward resolution, rather than a great leap forward followed by 
two steps back—a pattern to which traumatized clients are all too prone.

In traditional phase-oriented treatment, stabilization is followed by a 
phase of “memory-processing” based on the assumption that unmetabolized 
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memories of traumatic events are the active ingredient in post-traumatic 
stress. However, as discussed throughout this book, research suggests that 
the “active ingredients” underlying post-traumatic disorders are chronic 
autonomic dysregulation, situationally activated implicit memories without 
words, and fragmented parts that experience themselves as still in danger 
of annihilation or abandonment or both (Van der Kolk, 2014; Ogden et al., 
2006). “Trauma processing” must therefore include the body and the parts, 
and it must focus on reorganizing the individual’s implicit memories and re-
lationship to the traumatic past. For clients to transform their relationship 
to frightening, overwhelming, humiliating events necessitates acquiring the 
ability to be “on speaking terms” with the traumatic past without fear of being 
overwhelmed or humiliated. In Sensorimotor Psychotherapy (Ogden et al., 
2006), the litmus test for assessing client readiness to process memory is the 
question, “What happens when you just ‘think about thinking about it?’” I 
once asked that question of Annie, and the next week, she reported that she’d 
been having flashbacks all day and all night ever since. Clearly, the question 
was very premature.

To “process memory” requires preparation: learning to overcome the fear 
of emotional vulnerability, of the body, and of the parts, reduce sensitivity 
to traumatic triggering, and inhibit the automatic tendency to “self-defeating 
stories” or self-blame. While stabilization requires the ability to notice, identify, 
and differentiate one’s parts, the healing of traumatic wounds necessitates an 
additional step: making an emotional connection to the parts and providing 
reparative experiences that serve as antidotes to the past.

Reorganizing the Relationship to the Past

Developing compassionate relationships with parts who are hurt, lonely, con-
sumed by rage, frightened, and ashamed is a challenging job, however. Be-
cause their emotions are so raw and overwhelming, welcoming them requires 
tolerating their traumatic activation, learning how to remain unblended de-
spite the distraction of strong physical impulses, and regulating their over- or 
underwhelming affects. In practical terms, this means that the therapist must 
help clients maintain their ability to stay curious, despite the intense internal 
struggles, and cultivate enough compassion to communicate welcome to each 
part. Therapists will be challenged here by training that prioritizes the felt con-
nection to strong emotions over other types of experience, but it is important 
to be patient. If the client feels “too much” for the parts, he or she will become 
flooded with their emotions. To the extent that the normal life self has been 
able to develop confidence in being able to stay present, has learned to recover 
from when flooded and “come back,” has slowly come to appreciate each part’s 
role in surviving the traumatic past, and has the ability to offer a healing or 
“loving presence” (Kurtz, 1990) to wounded selves, he or she will be prepared 
to offer reparative experiences to the parts. “Loving presence” is a state of be-
ing: warm, compassionate, curious, looking for what is right instead of what’s 
wrong, unconditionally accepting. Ron Kurtz emphasizes the importance of 
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the therapist cultivating a “loving presence,” that is, finding something to 
“love” in all clients, even those who are stuck, resistant, devaluing, narcissis-
tic, or demanding. In that state of consciousness, time slows down; our bodies 
relax; there is a feeling of warmth—all is “OK.” As important as this concept is 
in the therapeutic relationship, it is equally important in individuals’ relation-
ships to their parts. They must find something to love about each one.

The Role of Memory

Although processing traumatic memory is not the objective of this work, often 
memories of specific events come up spontaneously as information is obtained 
about a part’s fears, doubts, and longings. Rather than being the “target” of the 
therapy, memories and images should be capitalized upon to provide a context 
for evoking compassion for the young child who felt the loneliness, fear, pain, 
or shattered faith in those he or she loved.

The most important therapeutic purpose of such memories is to deepen a 
heartfelt bond between a normal life self and the young child he or she once 
was. Transformation of the client’s relationship to the unfinished past often 
happens spontaneously when the normal life self suddenly connects to the felt 
experience of the child and immediately feels sadness or protectiveness. Tears 
spring up spontaneously; the chest or heart opens; the client’s arms feel the 
impulse to reach out to the child; words of compassion arise spontaneously. 
There is a feeling of welcome and attunement in the client’s body—the child 
in that memory can “come home” now. It’s safe. In my mind, these moments 
are what it means to “process” memory: the client can tolerate the memory 
when he or she observes it as “what happened” to the little part, and creating 
the new ending to that event transforms the experience. Now, it ends with the 
child safely in the arms of someone safe and caring. Both adult and child feel 
a warm and loving connection to each other.

If clients are helped to notice those moments, to identify how it feels emo-
tionally and somatically to connect empathically to young parts, and then to 
focus on these new feelings for 30 seconds or more, the brain will begin to 
encode them as memory (Hanson, 2014; Ogden & Fisher, 2015). These new 
experiences are further deepened when new meaning is made of them: “No-
tice that when the parts feel your caring and protectiveness, they can relax a 
little bit. Ask them: do they feel safer when they feel heard and understood?” 
Asking child parts about their feelings in response to the adult self ’s protec-
tiveness is an intimate question, one that can only enhance the felt sense of 
closeness and attunement. When the child part says “Yes!” or even “I wish I 
could believe you,” clients experience a stronger felt sense of bonding and a felt 
sense of responsibility to stay present and protective.

Unable to unblend from parts afraid of leaving the house, Annie tried 
to go back to work by opening a tutoring business in her home. That 
way, she didn’t have to leave the house because children came to 
her for their lessons. Nonetheless, her ability to create lesson plans 
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was constantly interrupted by inexplicable deletions of material from 
her computer, anxious predictions of failure (“You’ll be found out”), 
and a fear so intense she literally shook like a leaf before her student 
arrived.

Asking Annie to notice what the parts were trying to tell her, I asked, 
“What are they afraid of? Ask inside …”

After listening for a minute, Annie said: “A lot of things—making 
a mistake, not knowing enough, even just having someone in the 
house.”

Me: “Ask them: what did it mean in their home to make a mistake or 
not know enough?”

annie: “They say it meant that you got punished—or you didn’t see 
things coming before it was too late.”

Me: “And what did it mean to have people in the house?”

Annie, after a pause: “It meant that they had come to take you some-
where bad or do something bad to you.” [Notice that events are 
validated but not explored to keep the emphasis on how such experi-
ences would make a child feel.]

I try to translate the parts’ communication to help Annie “get” these 
fears at a more visceral level: “Annie, do you see what they’re saying? 
Your parts aren’t just worried about being embarrassed or ‘failing.’ 
They are worried about being killed. They just want to make it out 
alive! Is that right? Ask them if that’s true.”

annie: “They say you’re right: they don’t think it’s safe out there. They 
don’t want to risk it. I didn’t realize what it meant from their point 
of view. I just thought they felt ashamed of me, so I tried to push 
through their objections and just get the job done.”

Me: “Ask them: what did it mean to them to be so scared and have 
their fears ignored?” [Annie pauses as if listening inside to the 
parts.]

annie: “It means that they still aren’t safe if no one cares enough 
about them to listen.”

Me: “And how are you feeling toward them now as you ‘get’ that?”
annie: “I feel badly. I didn’t mean to scare them.”
Me: “Let them know that—with your feelings and your body, not just 

your words. Let them know you feel badly that they were so 
scared.”

annie: “It’s hard—I just feel their anxiety. When I try to feel for them, 
I just blend with them.”

The therapist now models an intervention for Annie to try out with 
her parts: “Ask them if you could have their full attention because you 
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have an important announcement for them, a very serious announce-
ment. See how they respond if you say it both with your words and 
with your body very emphatically, ‘I would never let anyone in this 
house who would hurt you—never. No one bad is ever allowed in this 
house.’ [I model the emphatic tone I want her to use.] Don’t say it if 
you don’t believe it, but I think that’s the rule you created years ago, 
even before you had children.”

Annie could feel her body relax a little, so I asked her to repeat the 
same words again: “I would never, ever let anyone in this house who 
would hurt you.” A calm began to settle in her body.

annie: “I’ve spent so many years trying to ignore the parts or just 
being blended with them—I never thought about why they were 
so scared. It never occurred to me that they thought they were 
still in New Jersey.”

“See what happens,” her therapist suggested, “if each time you sit 
down at the computer or are expecting kids for lessons, you start by 
making the same announcement: ‘I wouldn’t be doing this if it wasn’t 
safe. I will never allow anyone to enter this house who would hurt you. 
Never, ever.’”

When Annie remembered the meaning of her parts’ alarm reac-
tions to her students and reassured them using the same words over 
and over again, the parts relaxed and more easily allowed her to do 
her job without interruption. When she forgot, lost connection to the 
felt sense of wanting to protect and reassure them, and automati-
cally tried to push through their fears, she would immediately experi-
ence renewed difficulty once again. Pushing through their fears was 
 necessary when she was young, but it was a cruel re-enactment of 
the traumatic past now.

“Me Now” versus “That Part of Me Then”

Because traumatized and normal life parts share the same mind and body, 
because triggered responses activate the body and nervous system as a whole, 
most clients are accustomed to being blended with their parts, losing connec-
tion to their experiences of competency, mastery, or enjoyment of life. When 
Annie was asked, “Why might the parts have been afraid to do this then? Why 
would it have been frightening in New Jersey? In that house? With that fam-
ily?” she was reminded that she, as an adult, now lived in another house with 
another family (her family of procreation), in a different state, even in a differ-
ent decade. And when the parts reminded her that they lived under constant 
threat of physical, sexual, and emotional abuse, she felt a sense of surprise. For 
the normal life part of Annie, the trauma was far away, a distant memory that 
she did not care to revisit or even think about. In her adulthood, she hadn’t 
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stopped to ask herself, “Why don’t I want to revisit those memories?” She had 
been too busy raising children, tending to her home and garden, participating 
in the community, and being a surrogate parent to students and neighborhood 
children. Almost all of those activities involved some kind of repair of the 
traumatic past: giving her children and surrogate children the experiences 
of care and understanding she had never had, creating an environment in 
her home that communicated safety, keeping her home and yard well-tended 
(as unlike her neglected childhood family home as possible). At this stage of 
the work, it is particularly important for the therapist to challenge any “false 
self” assumptions that come up. Because the left brain normal life part is not 
connected to strong trauma-driven emotions, unless blended with them, and 
is fearful of overwhelm, it is easy for clients to feel a sense of being an empty 
shell just going through the motions of life and to conclude that their ability to 
function is a pseudo-self. Annie illustrates how unwise that conclusion can be: 
believing that she had created a false self, she failed to see how closely her values 
and priorities as an adult reflected her, how she had unconsciously made mean-
ing of the past by creating a very healthy, creative, compassionate environment 
for her family of choice, very different from that of her family of origin.

For Sam, the sense of his “real self” was most connected to a young 
depressed boy part who just wanted to read and daydream and to a 
teenager whose mood depended on regular access to “sex, drugs, 
and rock ‘n roll.” His normal life self was less palpable to him despite 
the evidence of his professional achievements, marriage, friends, and 
young son. He had a tendency to ignore adult commitments and min-
imize his normal life self as just a persona he needed to get through 
the day—mostly to humor others. As often happens, the minimizing 
of the normal life self increased the power of the younger parts to 
influence his decisions: rather than paying bills or taking the car to be 
serviced, the child part would pull him to read another chapter in his 
book or watch a movie on TV. Days passed in sexual fantasy or lost 
in the exploits of fictional characters. 

Challenging “false self” assumptions requires the therapist to believe that the 
ability to function is just as important as the ability to feel emotion, an atti-
tude not always taught in therapist training programs. Functioning and feel-
ing each represent a different hemisphere of the brain: the left brain prioritizes 
order, sequence, organization, and good judgment, while the right brain is 
driven by emotional and survival imperatives. The left brain is more positive 
in outlook because it has access to facts, while the right brain, though deeply 
emotional, is also more focused on the negative and on threat (Hanson, 2014). 
Both sides of the brain and both priorities are necessary to living a full, rich 
life. Additionally, as I remind my clients, a false self is a physiological impossi-
bility: even when different individuals emulate the same person or borrow the 
same verbal expressions or mannerisms, each will be unique. Each imitation 
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will be molded by the individual’s own brain, body, and personality—which 
in turn reflects his or her unique developmental history. The therapist must 
help clients to appreciate how, lacking normal role models in the family, the 
normal life part nonetheless persevered. Borrowing role models from other 
families or imitating valued qualities missing in traumatic and neglectful en-
vironments was a manifestation of the normal life self ’s determination to build 
a new life no matter how insurmountable the odds. Helping clients to appre-
ciate the qualities and resources of their normal life selves and be more aware 
of their capacity for curiosity, compassion, clarity, creativity, confidence, and 
commitment is an important responsibility for the therapist. Without explicit 
attention to befriending the normal life “me now,” clients will continue to as-
sume that the “me then” conveyed by their parts’ feelings and dysregulation 
is “who I am.”

To challenge entrenched cognitive schemas centered on her worth-
lessness and failure, I asked Gilda if we could work on the practice of 
“just owning” or acknowledging the facts of her adult life and normal 
life self. I made the first “thing to own” very factual and easy for her. 
“Just take a moment to ‘own’ that you are the mother of three chil-
dren.” “They are the best thing that ever happened to me,” replied 
Gilda.

Me: “Yes, they feel like the best thing that’s ever happened to you—
and just ‘own’ that feeling. Is that a good feeling?”

Gilda: “Yes, it is—I’m so proud of them. By the way, I’ve been helping 
out in my daughter’s class once a week. Those kids are so cute.”

Me: “They are, aren’t they? Such a cute age. So ‘own’ that, too. You 
love kids, and you like helping out in Julie’s class. I bet you never 
had a parent who’d have come to your first grade class!”

Gilda: (laughs) “That’s for sure, and I’m not sure I’d have wanted 
them to come. It would have been mortifying.”

Me: “But your daughter doesn’t have to feel that way, does she? I bet 
she likes it when you come. ‘Own’ that, too. You’ve been a parent 
whose daughter is proud to have helping out in her classroom.” 

Owning the facts of one’s life is a left brain activity: gathering information and 
categorizing it. Gilda had been confused by her experience of the parts’ strong, 
right brain-related emotions coupled with an emotionally disconnected left 
brain functioning self. It made her feel fraudulent to feel so vulnerable and 
dysregulated at some times and to feel nothing at other times—a perception 
she held as a belief for many years without ever taking the time to orient to 
the facts of her history, her life now, and her environment. Though she worked 
as an accountant, a job for which her left brain was an asset, the overwhelm-
ing nature of the parts’ feelings made her normal life self feel “dead” inside. 
By being asked to “own” the pleasure she took in her daughter as well as her 
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daughter’s friends and classmates, she could experience that her normal life left 
brain self did have emotions. She just hadn’t recognized them before because 
they were less intense and quite enjoyable—and because she had endorsed 
self-defeating story about herself without ever adding up the facts. Week after 
week, she noticed and practiced “owning” facts about herself, many of which 
surprised her. “You have been asked to host three weddings and a graduation 
party at your home—could you take a moment to ‘own’ that fact?” “Wow,” she 
said, “people must really love me or love my home or both … and now I can 
hear a part saying, ‘They are just using her, Gilda—face it,’ and the pleasure I 
just felt went away.”

I commented: “Well, I think you and I just got a glimpse into why it’s hard 
to own the facts of your life now—it brings up ‘too much’ pleasure to feel the 
richness of your chosen life, and your fight part gets alarmed.”

Establishing Internal Communication with 
Dysregulated Parts

While continuing to identify their roles, resources, capacities, and daily ac-
tivities as evidence of a strong normal life part, the therapist also repeatedly 
continues to remind clients to assume that day-to-day difficulties with feel-
ings or functioning are an expression of parts being triggered by normal life 
trauma-related stimuli. Next, as the normal life self “listens” with curiosity 
or compassion or both to the dysregulated emotions being conveyed by parts, 
he or she is taught to respond to these communications by asking the parts to 
say more about their feelings: What are they worried about? Notice that the 
term “worried about” is consistently used in response to expressions of fear, 
shame, anger, sadness, even numbing and shutdown. The assumption is that 
all feeling responses represent a worry about something. “Worry” is a term 
familiar to children and adults alike. Perhaps more importantly, it is a word 
that does not threaten any of the parts: “anger” would be a threatening word 
for attach and submit; “scared” would be difficult for fight and flight parts to 
endorse. The expression, “What are you worried about if ______________,” 
can be used to gather more information about almost any situation therapist 
or client is likely to encounter. I can ask, “What is the little part worried about 
if I go on vacation?” “What is the ashamed part worried about if he gives up 
the shame and holds his head high?” “What is the hopeless part worried about 
if she were to be hopeful?” “What is the suicidal part worried about if Felicia 
makes a commitment to live?”

Usually, the worries initially expressed by parts are concrete or superficial: 
afraid of making a mistake, afraid of being hurt, afraid of being judged or 
rejected, afraid things will fall apart. Just like children, child parts tend to be 
more concrete and stimulus-bound. The next step is to inquire more deeply, 
just as we would with any child: What is he worried about if someone judges 
him? What is she worried about if she makes a mistake? Then the normal life 
self is asked to make a connection between the parts’ fears and the childhood 



Restoring What Was Lost 227

environment in which the trauma occurred: why would a child be scared of 
being judged in that world? Why would he be terrified of making a mistake 
in that family? The purpose of this step is not to retrieve memory. Making a 
connection between past and present always reflects the goal of increasing 
empathic connections to the parts’ emotions and cultivating attunement. The 
memory is not explored in detail but serves as a vehicle for empathy: “No won-
der the ashamed part won’t give up her shame—it kept her safe. Maybe you 
could let her know that it’s OK if she feels safer keeping it as long as she knows 
that it’s just a way to survive—it doesn’t mean it’s true.”

However, initiating and sustaining an internal dialogue with parts auto-
nomically activated by perceived threat is not always simple. It requires help-
ing clients maintain dual awareness in the face of intrusive anxiety-provoking 
thoughts, shaking and jitters, elevated heart rate, tightness in the chest, sick 
feelings in the stomach, constriction in the throat, and impulses to run away, 
crawl under the covers, punch a wall, or claw at one’s own skin. These somatic 
reactions are challenging for most clients to tolerate and often exceed their 
ability to describe, much less regulate. As unaccustomed as they are to the vo-
cabulary of emotion, traumatized individuals are even more at a loss for words 
when it comes to their bodies (Ogden & Fisher, 2015). Even the word “body” 
can be so triggering that it evokes more activation rather than less.

The therapist’s job is to assume that these challenges are just part of the work, 
not a risk to life or a “deal breaker.” Anytime we help clients learn a new skill 
outside of their current repertoire or try out a new approach, it is often trigger-
ing for the parts. As many clients describe it, “I know I can survive this way, 
but if I try something different, what if it doesn’t work? What if I can’t survive?” 
Clearly, these are the voices of parts anticipating attack or annihilation, but 
their strong reactions to change often paralyze both the therapist and the nor-
mal life self. The therapist asks: Is this new step or skill too much? Should the 
fears be ignored, acknowledged, or are they a sign that the client is not ready?

Rupture and Repair

Therapists can be reassured by the research demonstrating that even as in-
fants, the window of tolerance expands and resilience increases when infants 
are exposed to experiences or stimuli just slightly outside their comfort zone 
and then are soothed and re-regulated. (Tronick, 2007) In the attachment 
literature, this phenomenon is labeled “rupture and repair”: the child’s expe-
rience of discomfort is followed by some kind of repair (encouragement, 
soothing, reassurance, distraction) that reinstates attunement and facilitates 
positive feeling states. When these are repeated experiences, the body and 
mind begin to develop an expectation that repair will come: that someone 
will soothe the rupture, that good experiences will follow bad, and that fear 
will be reassured by safety.

When we as therapists assume that, as much as something new might be 
welcomed by the normal life self, it is likely to be threatening to trauma-related 
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parts, we will be better prepared to help clients. When the parts “resist” our 
interventions, it is because they are afraid of change: after all, trauma is a sud-
den “change.” One minute, nothing was happening, and the next minute, it 
all changed. When the therapist helps the client notice the resistance as the 
parts’ understandable hesitation or hypervigilance, there is an opportunity 
for increasing internal compassion. When therapeutic work is complicated 
by the client’s hyper- or hypoarousal, by a narrow window of tolerance, or by 
parts triggered by the process occurring in the session, it is crucially import-
ant that the therapist attend more to helping the client regulate distress or 
dysregulation than to the content or focus of the session. Just as a parent often 
has to interrupt a conversation to attend to a child’s distress, the same goal 
also serves to build the bonds of attachment to the parts.

A very important principle of internal attachment work is that all difficul-
ties that arise in the session become opportunities to increase compassion 
and acceptance and foster a repair of the past. If clients are having trouble 
maintaining dual awareness as parts intrude thoughts, images, and intense 
emotions, the therapist can help them regulate autonomic activation without 
losing focus on attachment issues. For example, a Sensorimotor Psychother-
apy somatic intervention could be reframed as a way to support the parts: “See 
what happens if you feel your feet on the ground … like you are communi-
cating to the freaked out parts that you are solid on your feet. Does it help if 
you also lengthen your spine? Try it—put a little space between the vertebrae 
in your lower back, and see what happens. Maybe then they can feel how tall 
you are and how strong your body is” (Ogden & Fisher, 2015). Notice that the 
interventions are explicitly worded to communicate that they are not being 
used to silence or stop the parts’ dysregulated input: the message is that all 
interventions are in the service of helping them as well as the normal life part.

Another way of helping clients regulate activation stemming from triggered 
parts is to use a technique drawn from Internal Family Systems (Schwartz, 
2001): asking the parts to “step back” or “sit back.” In the IFS model, this 
technique can be used to get past parts defending the status quo in order to 
access deeply hidden exiled parts. In this instance, it is used to help the cli-
ent maintain a window of tolerance and maintain an ongoing dialogue with 
all parts. As the client reports “too much activation,” “too much noise in my 
head,” “too many thoughts going too fast,” or “critical voices humiliating me,” 
the therapist asks her to see what happens if she asks the parts to “just sit back 
a little” or “sit back and make more room for you. Explain that you can help 
them better if they will sit back just a little.” Framed in this way, the parts are 
not threatened, and there is something in it for them—the availability of help. 
When clients report no response, they are instructed to be curious: “Ask the 
part: What is it afraid of if it does sit back?” Most often, parts reply, “If I sit 
back, I’ll be ignored—no one will hear me.” Often these responses reflect im-
plicit memory of the past (of not having a voice, not being able to cry for help, 
not being heard), but often they are accurate reflections of past experience. 
The normal life part has been trying to ignore them, suppress their feelings, or 
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deny hearing their voices. The therapist has to validate that fact: “You know, 
it’s true—not knowing that they were parts, not knowing they were young 
and frightened, most people do exactly what you did: try to ignore them. How 
sad, huh? Would you like to be the first person these parts have ever known to 
admit having hurt them? I know it would mean a lot to them …” By univer-
salizing the description of what has happened (“most people,” “not knowing”), 
clients can hear these truths without the therapist triggering ashamed parts. 
Notice that the normal life self is always treated as a sane, competent, car-
ing adult capable of learning and responsible for his or her actions; the parts 
are always described with empathy as children or adolescents whose magical 
thinking, fears, idealism, and traumatic wounding make them act impulsively 
and emotionally. Less is expected of them, but more is expected from the adult 
normal life self because, just as in biological adults, he or she has access to the 
prefrontal cortex, to states of curiosity and compassion, and has the functional 
abilities to take responsibility for the parts’ safety in the body and in the world.

Communicating Compassion toward Wounded Child Parts

Children and adults alike believe the reassuring words of others only if they 
feel “gotten”; that is, when they sense that they are believed, understood, cared 
about, or important to someone. Empty reassurances not only fail to comfort 
but are often a trigger, evoking emotional memories of abusers whose reassur-
ances were a way of “grooming” the child. Clients can learn the right words 
to tell their parts, “You are safe now—no one can hurt you—this is now, not 
then,” but without empathic attunement, these clarifications literally fall on 
deaf ears. Even in therapeutic relationships, our ability to successfully reas-
sure is directly proportional to our emotional resonance to the client’s feelings 
and fears. If the therapist can teach the client the ability to stay connected 
to states of curiosity and compassion without losing the sense of boundary 
differentiating parts from wise ‘self,” they can begin to offer their parts the 
“missing experiences” (Kurtz, 1990; Ogden & Fisher, 2015) that repair the 
past, elicit “the grief of relief,” and cultivate secure internal attachment.

For that reason, internal communication aimed at “repairing” the trauma- 
related implicit memories of parts is always focused on eliciting just the right 
amount of emotional connection between the normal life self and the parts: 
not so much connection that the normal life self gets blended or flooded but 
enough that there is a growing emotional resonance. First, based on the as-
sumption that the parts’ emotions, impulses, and behaviors are their “lan-
guage,” the normal life part is asked to “hear” each channel of communication 
as a message from a young, wounded part and to remain interested and cu-
rious in their reaching out. The therapist’s responses to the part’s communi-
cations should reflect the child’s apparent age, feelings, and predicament. In 
normal life, adults rarely use the same “language” to talk to or about a 2-year-
old as they would with a 16-year-old. When we communicate with little chil-
dren, we use simple words, express concern not just verbally but with our body 
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language, and we use words familiar to young children, such as “scary,” “bad 
people,” “mad,” “not fair.” With teenagers, the therapist has to be sufficiently 
connected to his or her own rebellious or adolescent self so his or her com-
munications do not feel condescending or therapizing. “Oh shit, really?!” is 
far more effective with an adolescent, for example, than, “That must have been 
hard for you.” Then the normal life part is coached to respond compassion-
ately and to convey understanding or, if he or she doesn’t understand, to ask 
the questions we would ask any child. As a next step, the normal life part is 
encouraged to explore the part’s feelings or reactions by inquiring, “What are 
you worried about? What’s scary? What makes you so sad?” Sometimes, parts 
reply with a traumatic or hurtful image, sometimes in words such as, “I’m 
bad—that’s why people are mean to me,” and sometimes with feelings like, “I 
need a friend—I’m lonely.” It can be helpful at this point for the therapist to 
encourage the normal life part to think: Why would it make sense for a child 
part to feel that way? What was happening at that point in my life that made 
him feel so ashamed?

As the normal life self takes in the fear, shame, confusion, anger, or vulner-
ability that lives on in the child part and seems to be making an emotional 
connection to the part, the therapist asks an IFS question, “How do you feel 
toward that part now?” (Schwartz, 2001). If clients have truly connected with 
the part, compassion and empathy are evoked spontaneously by that question, 
and the responses reflect the growing attachment to the young part: “I feel sad 
for her,” “I want to help him,” “I want to protect that little one.”

For internal attachment work to be successful, it is important to use the 
exact wording above. “How do you feel about?” is a different question than, 
“How do you feel toward?” “Feeling about” involves left brain information 
retrieval reflected in clients who reply, “I don’t know—let me think about it.” 
“How do you feel toward” accesses right brain intuitive responses that can be 
felt by the part as true and authentic. As “feeling toward” the part transforms 
the normal life self ’s habitual alienation, the therapist guides the client’s nor-
mal life self to connect to feeling sad or protective or proud toward the child 
and to communicate that empathic connection back. Often, the part simply 
needs to hear, “I believe you” or, better yet, “I know how bad it was.”

Because communication involves reciprocity, an experience missing from 
the lives of most traumatized children, the therapist concentrates on the mu-
tuality of the exchange: “What’s it like for the little boy to feel your sadness? 
He isn’t used to people feeling for him …” “What’s it like for her to hear that 
you want to protect her? Does that feel good or a little scary?” Most often, the 
child part expresses positive feelings, either in words or in emotions and body 
sensations. As the client is guided to ask, “What’s it like for the child part 
to hear us expressing concern about her feelings?” they often feel a sponta-
neous change in body experience: relaxation, warmth, a smile, a deep breath. 
The therapist, like a good family therapist, underscores all positive changes in 
family relationships: “Yes, she can breathe—knowing you want to protect her 
must be a relief, I think. Ask her if that’s correct.” “It feels good to him to feel 
that someone cares about his feelings, huh?”
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Equally important is the question that should always follow, “And what’s 
it like for you to feel how much it means to him?” As mutuality is built in-
teraction by interaction, just as it is in parent-child relationships, this dia-
logue can continue: “It feels very special and heartwarming to know he’s so 
touched … And what’s it like for him to hear you say it warms your heart to 
have this connection with him?” “When he says he wishes he could go home 
with you, what’s that like for you?” “OK, you’re ready to take him home?! That 
was immediate— you’re ‘on that’ right away, huh? How does he like that?”

Especially when the part has shown the normal life self an image or there 
is some connection to memory, the normal life self is asked to validate the 
part’s event-specific emotions: “I ‘get’ how afraid you are of leaving the house 
and being seen, and I understand it completely. It wasn’t a good idea then to 
have people watching you—it was creepy.” Or, “I completely understand—it 
wasn’t a good idea to try something new unless you were absolutely sure you 
knew what would happen.” When the parts feel the empathic “getting it” as an 
emotional communication, not just verbal one, there is relief and a building of 
trust in the normal life self.

Interference with Reparative Experiences

The next step is to help clients stay connected to the reparative experience they 
are providing for a young traumatized child self, whether it is the felt sense of 
being understood, of being genuinely moved by the child’s hurt and fear, or the 
somatic experience of warmth, muscles relaxing, heart-rate slowing. Inner dia-
logues can deepen as trust builds between child and adult parts, but often, just at 
these moments of deepening, other parts intrude to cause distraction from the 
moments of attunement occurring between the normal life self and the wounded 
child. Threatened by the feelings of attunement, warmth, loving presence, soft-
ness, and vulnerability, the critical voices of fight parts often intervene, as do an-
noyed parts, confused parts, superior parts (“I don’t need to be here—I know all 
this”), or anxious parts. Generally, the normal life self is coached through these 
interruptions by the therapist: “Seems as if the critical part is not so comfortable 
with the closeness between you and the little part … Would you like to find out 
more about what the critical part worried about? Or would you rather ask the 
critical part to sit back while you finish talking to this young boy?” Notice that 
a choice is given as a way of supporting the new learning: when clients have to 
make a choice or initiate an action, they exercise weakened muscles. Having had 
to be passive, or to overcompensate by being impulsive, developing habits of in-
tentionality and choice is an important part of recovery.

The Four Befriending Questions

Many clients have the capacity for engaging in internal dialogues with their 
parts: those who are less dysregulated or dissociative, clients with a wider win-
dow of tolerance, those with more ability to be meditative or mindful. These 
individuals often benefit from the Meditation Circle technique (see Appendix 
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B) in which they imagine a meditation circle with a place in it for each part 
and then wait in silence to observe each part as it arrives and takes its seat. 
Having a place in the circle, being asked to express their feelings and worries, 
hearing concern in the normal life part’s voice, even the experience of being 
able to count on a predictable way to be heard are all reparative experiences for 
young trauma-related parts and contribute to an increased feeling of safety in-
side. When parts feel safer and more trusting, their autonomic dysregulation 
settles, the window of tolerance expands, and with it, there is more activity in 
the prefrontal cortex, increasing the ability of the normal life self to be curi-
ous, creative, calm, compassionate, and hold onto perspective.

For clients who are more dysregulated, more phobic of their parts, or who 
have fight parts preoccupied with limiting the therapist’s power or attach 
parts focused on the therapist’s caring, being able to engage in a compassion-
ate dialogue with parts is more challenging. With clients who cannot establish 
free-flowing inner communication or who are in the early stages of learning 
to do so, it is helpful to have a more structured internal dialogue that does not 
require as much capacity on the client’s part. The “Four Befriending Ques-
tions” address the need for a structured, easy-to-learn technique for carrying 
on internal conversation even in the context of dissociation or dysregulation. 
The name for this technique is a headline for its intent: to befriend the parts 
so they feel heard and welcome. The first three questions are all focused on 
understanding a part’s core fears, usually either the fear of harm and anni-
hilation or the fear of abandonment. What prompts the use of the Four Be-
friending Questions is any feeling or issue that represents a communication 
from a part. I often use this dialoguing technique with clients who are getting 
hijacked in their daily lives as a way to intervene and re-establish stability. It is 
also helpful when their lives are being constricted by parts afraid of the day-
to-day triggers. Here is an example:

As she is discussing whether or not to accept a birthday invitation 
from an old friend whom she hasn’t seen for many years, Annie is 
overcome with shame at the very thought of going. Invited to assume 
that this shame belongs to a part and to focus on the feelings as a 
message from that part, I coach her through the following steps:

•	 Ask this part that feels so ashamed what she’s worried about if you 
go to the party?

 Annie: “She says she’s worried people will see me.”
•	 Ask her what she’s worried about if people see her?
 “They won’t like what they see. They’ll be grossed out.”
•	 “And what is she worried about if they don’t like what they see?”
 “She says ‘They’ll reject me, and then I’ll be all alone.’” [The core 

fear.]
•	 	And then the fourth and final question: “Ask her what she needs 

from you right here, right now to not be so afraid of being rejected 
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and abandoned.” [It is important that this final question include the 
exact words of the part and clearly communicate that it is asking 
what the normal life self can do this in very minute to relieve those 
feelings and fears.]

 Annie heard a voice inside saying sadly: “I need you not to be 
ashamed of me.” As Annie took in the words of this young girl, tears 
came up: “I feel so badly for her! She’s right—I have been ashamed 
of her, and I don’t want to do that to her anymore.”

•	 “Tell her that—let her know how badly you feel about having been 
ashamed of her all these years—and tell her with your body and 
your feelings so she knows you mean it …”

In the following weeks, Annie tried to remember to express support 
and reassurance to the 13-year-old part: to apologize for having 
made her feel more ashamed and to promise her that Annie would 
not abandon her or let anyone reject her. To her surprise, she felt 
strangely calm the day of the party. Rather than anxiously obsessing 
about how awful it was going to be or shaming herself in advance, she 
reminded herself (and the 13-year-old) that she didn’t have to stay but 
she could if she was enjoying herself.

The next week, she described her experience: “It was fun! Lynn 
was glad to see me, and, for the first time ever, I didn’t feel like I had 
to work hard to impress people. In fact, I listened a lot more than I 
normally would—I just spoke when I had something to say. I didn’t 
have to keep talking to make sure they couldn’t reject me.”

Me: “And what was that like for the 13-year-old to feel your ability to 
just be yourself, knowing you didn’t need to impress anyone? Ask 
her now …”

annie: “She says it made her feel proud. If I belong, she belongs. If 
people accept me, she’s more confident they will accept her.”

Me: “Well, it probably helped that you were focused on her feeling 
comfortable instead of being ashamed! All the anxious parts 
who’d be coaching you and the critical part who’d be telling you 
that you were failing couldn’t get a word in edgewise because 
you were focused on her. She helped you out!”

Notice that the therapist leads her through the four Befriending Questions, 
step by step, and then helps her focus on the moment of repair with the 
13-year-old: “Tell her how badly you feel … What is it like for her to feel some-
one’s distress over having hurt her?” In these moments, only the therapist will 
be able to fully grasp the meaning of each step: with the meta-awareness of the 
witness, the therapist can understand that Annie would feel badly for hurting 
any child but also understand that, for the 13-year-old, it is a yearned for but 
also very new and strange experience to matter to anyone or for anyone to 
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feel badly about hurting her. Often, the child parts feel nourished, warmed, or 
“held” by the caring of the normal life self but then suddenly pause and hold 
back, anxious or hesitant, afraid to believe that it is true or unwilling to let 
themselves believe it to be true. How can they trust someone who cares when 
all they have known is a lack of caring?

The therapist will need to help clients capitalize on these moments by 
validating the part’s fears and lack of trust: “This is so new—ask her, does it 
feel good to know that you hurt for her? That you don’t like hurting her? Or is 
it a little uncomfortable?” The client’s normal life self might respond: “It feels 
like she wants to trust me—wants to believe I’ll be here for her—but she keeps 
relaxing and then stiffening again and pulling back.” The therapist may need 
to translate the child part’s responses in such a way that more compassion is 
evoked: “Maybe she’s pulling back because she wants to trust you … Ask her: 
would she like to trust you? Would she like to believe that you won’t leave and 
you won’t hurt her?”

When therapists begin guiding clients through repair work with their 
parts, they may feel uncomfortable “putting words in the client’s mouth” or 
assuming they know what the child part might be feeling. It is important to 
remember that, in trauma work, we provide psychoeducationally informed 
explanations for clients because they don’t have the words for their trauma 
responses: past and present are intertwined, the language spoken by the nor-
mal life self is a different language from that spoken by the child part, and we 
are faced with the choice of supplying words to make sense of their experi-
ence or leaving traumatized clients in confusion. Therapist bias or client over- 
compliance is counteracted by asking clients to observe the effects of each 
intervention (Ogden & Fisher, 2015) and by asking them to check in and ask 
the part if “that feels right.” With clients capable of tracking their emotions or 
body experience in more detail, the therapist can ask more detailed questions: 
“What happens to the tension (or fear, hypervigilance, or shakiness) when 
you tell her that you’re here now to protect her?” With clients whose ability to 
observe or feel is limited, the therapist may have to provide more language or 
more structure or both. A simple technique for ensuring that the therapist is 
not “leading the witness” to a harmful extent is to give clients a menu of pos-
sibilities (Ogden & Fisher, 2015): “Does she feel more tense or more relaxed? 
More guarded or more anxious? Does the fight part agree or disagree with 
your offering comfort to the little part?” The therapist can also offer a menu of 
emotions: “Is he more ashamed or more sad?” Or body responses: “Does the 
fight part’s anger feel more like energy? More like strength? Or does it want 
to do something?” We can even offer a menu of parts: “Does that sadness feel 
more connected to the attach part or to the depressed part?”

The importance of encouraging embodied communication cannot be 
stressed too much:

•	 “Let the little boy know with your feelings and your body that you com-
pletely understand why he feels that way.”
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•	 “Use your feelings to tell her that you’re here now, and you mean to stay.”
•	 “Just hold him gently so he gets the message that he’s not alone.”

Building Impulses to Care

Often, in trying to educate clients about young parts and their need to be 
cared for, therapists offer generalizations, such as “the child parts will need 
you to take care of them” or “when you learn how to make them feel safe,” 
but psychoeducation such as this is frequently too abstract to grasp even by 
the normal life self: what does it actually mean to “take care of” or “make a 
child part feel safe?” Not only can those words intimidate the normal life self 
but can also be triggering for child parts, evoking fears of failure or beliefs 
that the therapist wants nothing to do with taking care of them. On the other 
hand, providing concrete suggestions for what exactly to say or do with young 
parts can be useful, especially when given in multiple choice or “menu” form 
(Ogden & Fisher, 2015): “You could tell him that you’re a grownup now—or 
that the bad people have gone away—or that you’re here to protect him so he 
doesn’t get hurt again.” By offering a set of choices, we can evoke the client’s 
intuitive sense of what this young part might need: for example, “I think I 
should start by telling him that I’m a grownup now—that I’m not little like 
he is anymore. That’s the only way he could believe I’m actually capable of 
protecting him.”

Overcoming Internal Distrust and Fear

A frequent deterrent to restoring a sense of hope and safety to child parts 
comes from either skeptical, hypervigilent parts or from young parts afraid to 
trust that they are now finally getting what they have most desired. It would 
make sense that fight and flight parts might manifest as suspicious, mistrust-
ful, cynical, or sabotaging parts. It would be understandable that the protector 
parts of some clients (e.g., those whose abusers were exceptionally sadistic, 
manipulative, or malevolent) would be more vigilant in armoring them-
selves against taking in anything positive or allowing vulnerable parts to let 
down their guard. This phenomenon is particularly common in clients with 
dissociative disorders (see Chapter 8) but also occurs in clients whose parts 
are more integrated and less dissociatively compartmentalized. The internal 
distrust of protector parts manifests very differently from that of vulnerable 
parts. For example, when the normal life part asks a question inside and gets 
no response, he or she is generally encouraged to ask the question again or 
to change the words slightly. But when the result is still the same, the best 
assumption is that the silence is a communication. It could mean, “I’m not 
talking to you,” or “I’m afraid to talk to you,” or “I don’t know who you are.” Or 
there might be a response that appears silent at first because it comes without 
words. The client might notice an emotion, such as anxiety or sadness or anger, 
or a body response, for example, tensing, going numb, a change in heartbeat 
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or breathing. Sometimes, when the emotion is sadness and there is a physical 
sense of vulnerability, these communications without words are coming from 
a preverbal child part. In that case, the therapist coaches the normal life part 
to communicate just the way an adult would with any infant or toddler and 
to use the part’s nonverbal responses to gauge the success or failure of repair.

But if the normal life self asks inside, “What is this part worried about?” 
and the answer is silence coupled with anger, muscle tension, or numbing, it 
is safest to assume that this is a message from a hypervigilant or angry part: 
“Perhaps there is a part communicating that it doesn’t trust you.” Often, it is 
helpful at this point to externalize the part by asking the normal life self to 
imagine a similar scenario and notice his intuitive sense about the silent part: 
“If you had just adopted a traumatized child, and he wasn’t talking to you 
when you tried to get closer to him, what would you make of that?” Most cli-
ents in their normal life parts immediately respond: “He doesn’t trust me yet, 
of course.” “And what would you do next?” “I’d tell him that I understand—
how could he trust me this quickly? I’d tell him he can take his time and get to 
know me before he makes up his mind.” Even clients who insist that they don’t 
know how to understand or what to do about a child part very quickly access 
“expertise” when asked to imagine being the foster parent of traumatized chil-
dren and teenagers or the director of a group home for traumatized youth.

The therapist can support the client’s intuition and insight by helping the 
normal life self share them with the part: “That makes total sense—now, can 
you communicate this same message to the part that’s not speaking to you 
right now? Let him know that it’s up to him—there’s no pressure coming from 
you—you understand why it’s hard for him to trust anyone.” Using the cli-
ent’s report of body and emotional responses to interpret the part’s reaction, 
clients can be encouraged to just keep talking to the “silent part” and to exper-
iment with different approaches. Perhaps the silent part could be asked, “What 
would you need from me [the normal life self] to be willing to tell me more?” 
Or the client could affirm the part’s caution: “I want the silent part to know 
that I appreciate his cautiousness. Better to say less than say more until you 
know who you’re talking to.” Often, when protector parts are given respect and 
greater control, they are more willing to engage in a dialogue.

It became clear in Jennifer’s therapy that her protector part shut down 
everything it perceived as threatening. She could be in mid-sentence 
when a voice would interrupt with: “And what is the point of this? 
Why are we talking about it? Where are we going?” When asked, 
“What are you worried about if we talk about this?” the part fell silent. 
I suggested that her “evaluator part” was obviously concerned about 
wasting time in therapy and had correctly perceived that she and 
Jennifer jumped around from topic to topic quite frequently. Jennifer 
was asked to thank the evaluator part for its efforts—still silence. 
Then I suggested that Jennifer propose a topic to discuss and ask the 
evaluator part if it was OK to talk about it. To her surprise, Jennifer 
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heard an “OK” from inside. Each time she wanted to explore some-
thing more deeply or change the subject, she was encouraged to ask 
the evaluator part if it was OK. Both she and I began to see that the 
evaluator was almost always willing to OK the request, and when it 
didn’t, there was often a useful reason. A reparative dialogue had 
begun: the evaluator had been unable to protect her from parents 
who manipulated her little girl part’s attachment strivings, but this 
part could protect her now—as long as Jennifer remembered to give 
it a place in her life. 

Creating a New Purpose and Mission for Each Part

When protector parts are given power and control consciously and volun-
tarily by the client’s normal life self, there are many positive benefits. A better 
balance of vulnerability versus feelings of mastery is achieved; protector parts 
are more willing to allow access to young wounded or innocent parts; internal 
communication improves; and the client receives help in becoming more re-
sourced, self-protective, and better boundaried—all from an unlikely source, 
his or her own fight and flight parts. The most frequent mistake likely to be 
made by the therapist is to give up in the face of the protector’s silence, resis-
tance, or devaluing of the client or the therapy, rather than reframing these 
responses as natural, normal, and protective in intent. The other common 
error results when client, therapist, or both “demonize” the protector parts: 
that is, see them as an interference in therapy rather than as part of the work. 
When the therapist urges the client to push through the objections of the fight 
parts or try to ignore them, it further polarizes them and reinforces their dis-
trust. When the therapist expresses respect, gratitude, and understanding of 
the fight and flight parts’ actions and reactions, and encourages the client to 
do the same, protector parts begin to be more open to collaboration. And as 
client and therapist persist in their efforts to make contact with the fight part, 
no matter how often rebuffed, it sends an important nonverbal message, one 
that might make even the most hypervigilant protector more curious, that 
they are committed and willing to have that commitment tested.

Researchers have noted that one of the characteristics of mothers who pro-
mote secure attachment in their children is the ability to resonate to the baby’s 
state, modulate their own states to avert infant distress or enhance positive 
affect, and simultaneously mirror both states back to the child (Kim et al., 
2014). The mirroring of the infant’s state along with the mother’s correspond-
ing feelings of concern, enjoyment, empathy, or warmth seems to have the ef-
fect of communicating “I understand” but also “and I can help.” If the mother 
simply mirrors the infant’s state, both appear stuck in the same distress. They 
“blend” as does the normal life self with parts in distress. If the mother reflects 
back only her different, more positive state, there is no comforting sense of 
being “gotten.” It is more like an empty reassurance: “I don’t get it, but don’t 
worry—you’ll feel better soon.”
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The literature on secure attachment suggests that both resonance and re-
pair are equally important aspects of what has been called “attunement.” This 
concept can be applied to the relationship between parts and normal life self. 
Just as with mothers and infants, “blending” with the feelings of a part sim-
ply leaves that child alone with the distressing emotions, as do disembodied 
words of reassurance or hope. Not only is it crucial for parts to feel a visceral 
sense that the normal life “gets” how scared, ashamed, angry, or hurt they are 
but also to feel the effect of the latter’s curiosity, compassion, calm, strength, 
and protectiveness. But because these are traumatized parts, the need for an 
adult self to consistently provide “attunement” in this sense will take time and 
persistence.

Mason was eager to work on the issue of his phobia of getting sick, 
which led him to hyper-focus on avoiding “germs”—creating a chronic 
anxiety that distracted him from being able to enjoy an otherwise sat-
isfying life beyond trauma. As he tuned in to the fear in his body and 
the sinking feeling that he was getting sick, he noticed the intrusive 
thoughts that kept coming up (“Why did you touch the door knob? 
Didn’t you notice that man blowing his nose?”), and a childhood image 
spontaneously arose. He was in a second grade classroom watching 
a cartoon on germs and hand washing: in each frame, there were 
flashes of red as the film showed examples of where germs lurked 
in a child’s life, and the voiceover kept saying, “Watch out for germs! 
Wash your hands after touching surfaces—stay away from sneezing 
and coughing.” He could see his 7-year-old self in the memory be-
coming more and more panicky, and he could feel the heightened 
anxiety in his body. As Mason remained mindful and curious about 
the intensity of this fear, I translated the boy’s experience into trauma- 
related terms: “He has so many bad things happening at home, and 
now he’s being told that there are more bad things to watch out for. 
No wonder he’s scared! But to him, a bad thing is really bad—really 
traumatic. He must be terrified, huh? How do you feel toward him as 
you sense how scared he is?”

MaSon: “I feel sad for him—he never had a safe place or a safe per-
son in his world.” [Mason is beginning to mirror both the boy’s 
anxiety and his own empathy.]

Me: “Yes, he never, ever had a safe place or a safe person … and 
when you feel the sadness for him, what impulse do you have? 
To come closer to him? To just let him know you’re there?”

MaSon: “I just want to pick him up and hold him—but I can sense that 
he doesn’t trust me.” [His mirroring gets more attuned, communi-
cating both his wish to hold and comfort and his sensitivity to the 
boy’s fears of being too close.]
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Me: “How could he trust any grownup? He never met an adult like 
you … Maybe just let him know you’re there and you want to 
help …”

MaSon: “I can feel he wants to trust me, but he’s afraid to let down 
his guard.”

Me: “Ask him if you’re right—would he like it if he could trust you?”
MaSon: “Yes, he’s saying that he has to pay attention to bad things 

like germs—he has to be watchful—he can’t relax.”
Me: “Tell him you could help him with that—assuming you’re willing, of 

course. Ask him if it would be OK if you took over the job of watch-
ing out for him—just for a few minutes to see if maybe it helps 
him out …” [She demonstrated the action of carefully scanning 
the environment a full 180 degrees to take in the whole room.]

Mason began to turn his head and neck very slowly and carefully, 
demonstrating for the 7-year-old how thorough and watchful he 
could be.

“How did I do?” he asked inside.
“Not as good as me but pretty good,” the boy responded.
“Show me how you would do it,” Mason said inside to the 7-year-

old. He could immediately feel his concentration heighten and his 
gaze seek out spots like doorknobs so prominent in the film. Then 
he tried intentionally to duplicate the same deliberate focusing of the 
child: “How was that?” he asked the boy.

He could feel a sense of the boy moving closer to him, a slight re-
laxation of bodily tension, and then a wave of fatigue hit him. “I don’t 
know what’s wrong with me—I just want to go to sleep,” he said.

Again I translated, “Maybe this little boy can relax now because 
you’re watching out for him, and you’re doing it just the way he 
needed … He must be exhausted from all that hypervigilance.”

“I can feel him leaning up against me—he is tired. I just keep say-
ing, ‘You can rest—I’m watching out for you—you don’t have to do it 
anymore.” Tears came to Mason’s eyes as he heard his own words, 
and his son came to mind: “My son has never had to watch out for 
himself—no 7-year-old should have to.”

Me: “That’s right—and that’s why it’s important not to forget this boy, 
just as you don’t forget about your son even if he’s quiet. Let’s 
think about how you’re going to keep an eye out for this little boy 
and how you can keep letting him know you’re there …”

In this example, therapist and client had to become creative because the child 
part didn’t want just proximity and comfort; he wanted protection. Sim-
ply reassuring the little boy that Mason would be there for him would have 
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communicated that the normal life self had failed to understand his funda-
mental concern: once he had seen the film in class, no place was safe anymore. 
He had to watch out for abusive grownups at home and watch out for dan-
gerous germs outside the home. Notice the importance of my translating the 
child part’s communication which facilitated the suggestion of “taking over” 
the boy’s hypervigilance (Ogden & Fisher, 2015), allowing him to rest. Each 
child part will be different: each will have different needs for repair of trau-
matic wounding based on age, developmental stage, experiences of trauma 
and/or neglect, and the animal defense to which they are connected. For ex-
ample, a fight part might need a sense of purpose, control, and mastery; an at-
tach part yearns to feel protected, loved, and safe from abandonment; a freeze 
or fear part could simply crave safety from harm or threat of death; submit 
parts need to feel worth, autonomy, and initiative; and a flight part might wish 
freedom from entrapment.

In the next chapter, we will address how the work of emotional connec-
tion, communication, and repair of dysregulated memory states can become 
something even more fundamental to children and adults of all ages, whether 
they are parts of an individual or his or her children. Through repeated ex-
periences of sessions like these and the practice of these same techniques at 
home, we can help clients “grow” secure attachment—just as attuned parents 
“grow” attachment bonds with their infants. Each time, the adult self of the 
client attunes to the child part’s unmet need, fear, or painful emotion and “re-
pairs” the distressing experience, attachment bonds are built, piece by piece, 
experience by experience. With infants, it is the baby’s calming and relaxing 
into the parent’s arms that generates a shared felt sense of closeness, safety, 
and warmth that we label “attunement.” As the parent feels the blissful feeling 
of the infant’s little body “melting into” her arms, in turn relaxing her body 
and engendering feelings of warmth and loving presence, the shared sense of 
closeness communicates itself back to the infant, enhancing the child’s ex-
perience, and deepening the parent’s sense of well-being and intimacy. The 
transmission back and forth of the feelings and body sensations that convey 
“secure attachment” deepens their shared experience, lingers on it so that it 
can be encoded and internalized as a somatic memory of what it means to feel 
“safe and welcome.”

When repeated experiences of “safe and welcome” are shared by a com-
passionate, caring normal life self and a wounded child part, the client expe-
riences the deep sensory and emotional connection evoked by their mutual 
attunement as a bodily state. Although it is now many years later, the young 
child at last feels securely held and the client’s sense of resilience more stable, 
just as it is in individuals whose secure attachment experiences happened at 
the developmentally appropriate times. The client has encoded a bodily and 
emotional state that conveys love and safety, the certainty of feeling cherished, 
and the comfort of a warm felt presence of another. At the worst of times, we 
can “be there” for our selves—like a parent to whom one can turn at any age 
or stage of life.
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“Earned secure attachment” is a concept that has been discussed for many 
years in the literature and refers to the unique ability of human beings to heal 
their own wounds by evoking healing experiences that have been missing 
from their lives. Regardless of our early attachment experiences, we have an 
opportunity as adults to “earn” the secure attachment that was not available to 
us when we were young and dependent for a sense of safety on the attachment 
status of our parents.

When our adult selves provide attuned experience of secure attachment to 
our younger parts, though, there is an added benefit, just as there is for parents 
who nurture secure attachment in their children. Not only do the child selves 
feel the safety and loving presence of a securely attached adult but so does that 
adult. Both are nourished and comforted—both can relax into the moments 
of attunement—the hearts of both can open.
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“In attuning to another being, we bring a feeling or empathy with an-
other’s feelings as well as a kinesthetic and emotional sensing of another. 
The listener defixates from his or her experience and lets go of the mind’s 
thinking long enough to enter into another’s experience and world. We 
engage in a reciprocal interaction of emotional expression or affect and an 
exchange of felt resonance—we feel ‘felt.’”

(Friedman, 2012)

“The observed takes in the observer having taken her in, and the two  become 
joined. This is resonance. The boundaries of oneself and another become per-
meable and the sense of being a separate self softens and loosens. … This is 
how we feel ‘felt,’ and this is how two individuals become a ‘we.’”

(Siegel, 2010b, pp. 54–55)

The terms “dissociation” and “integration” have long been synonymous with 
one another—meant to signify that the only reasonable goal in working with 
splitting and compartmentalization must be the fusing together of dissoci-
ated parts to create one single “homogenized” adult. Daniel Siegel, however, 
makes a strong case against defining integration as fusion. He asserts (2010a) 
a  different view: “Integration requires differentiation and linkage.” Before we 
can integrate two phenomena, we have to differentiate them and “own” them 
as separate entities. We can’t simply “act as if” they are connected without 
noticing their separateness. But, having clearly differentiated them so they can 
be studied and befriended, we then have to link them together in a way that 
fosters a transformed sense of the client’s experience, facilitating healing and 
reconnection. A part can be connected to the past, to a physical movement or 
body sensation, to particular emotions. Another emotion can be noticed, re-
lated to a younger or older part, and then linked to the reaction of other parts 
to those same feelings. In the wake of trauma, individuals need to be able to 
connect implicit memory to trigger and link the trigger to an explicit con-
text. New information about the present must be linked with old perceptions 
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shaped by the past. To feel safe today, a felt connection must be made between 
the “child I was then” and the “adult I became today.” Trauma-related vulner-
ability feels less painful when it is linked to new body experiences of mastery 
or to a somatic sense that “it’s over—finally, now it’s over” (Ogden & Fisher, 
2015). Using Siegel’s definition of integration, fusion is not necessary nor is it 
as empowering as coherence, collaboration, and overcoming self-alienation. 
In this chapter, we will focus on how to foster integration by differentiating 
parts previously denied, ignored, or disowned, connecting to them emotion-
ally, and providing experiences that replace self-alienation and self-rejection 
with self-compassion and secure internal attachment relationships.

When the emphasis in the therapy is not on the recall of traumatic events 
but on identifying trauma-related parts connected to the implicit memories 
that still affect the client’s current experience, the need to disown the parts is 
diminished. When clients are helped to see their ashamed parts as “real” chil-
dren of particular ages and to empathize with their littleness, their bravery, or 
their pain, disgust and fear give way to empathy.

“She looks so little,” clients say. “He is trying so hard to be brave, but he’s 
really afraid.” “He’s too ashamed to let me own anything nice—because if it’s 
too nice, he’s afraid that someone will take it away because he doesn’t deserve 
it.” Moments before they made these observations, all three clients had been 
blended with their parts.

Diane described being appalled that she had burst into tears when her boss 
criticized her performance: “I can’t believe I humiliated myself by being so 
weak.” Josh had been trying to replace his old car with a brand new one, only 
to find that his ashamed part could not let him buy something “nice.” Mark 
came to therapy to talk about his “speechless terror” of speaking in public and 
the impact of this deficit on his professional life. In each case, the problem 
could be traced to a young part connected to particular times and events in 
the client’s lives. Interestingly enough, I have a very clear sense of those young 
parts, but many of the events that wounded them were never described to me. 
I let the symptoms and the parts tell the client’s story.

“The Symptoms Tell the Story Better than ‘the Story’”

Because the trauma treatment field has historically been focused on traumatic 
events and the roles of memory and narrative, therapists and clients alike 
 often forget to listen to the story told by the symptoms and the parts. Taught 
to be stimulus-bound by the narrative, most therapists use the story to frame 
the treatment.

“It’s her mother,” my colleague said of her 55-year-old patient. “Really? She 
still is being abused by her mother??” I asked, shocked at the thought. “Oh no, 
her mother died 20 years ago, but she’s afraid to do anything because of her 
mother. She’s even afraid to go home after work for fear she’ll be criticized and 
ridiculed.” I thought for a moment and then had a realization: “Actually, it no 
longer has anything to do with her mother. It did once when she was small. 
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But now what’s troubling her is how the effect of what her mother did lives on 
right now in present time in her child selves and in their body memories. It’s 
no longer about the past.”

My colleague had gotten inducted into the interpretation of event memo-
ries as described by the client. She hadn’t listened for what story the symp-
toms told—a somewhat different story. The client’s most troubling symptom 
consisted of intrusive shame connected to a yearning to feel “as one” with 
those she loved, usually her male partners. The client often sobbed for hours 
after a date that did not include moments of blissful closeness to the man 
taking her out. Her yearning for contact resulted in numerous close friend-
ships and intimate relationships, but the accompanying rejection sensitiv-
ity  created conflicts in those relationships and sometimes a self-fulfilling 
prophecy when they ended because of the boyfriend’s frustration over not 
being able to please her. As I heard the story “narrated” by the symptoms, 
I was struck that the story I heard had nothing in it regarding harsh crit-
icism and frightening  anger. The symptoms told a very different story of 
disrupted attachment, leaving a small child deeply hungry for contact, yet 
also frightened of her scary mother. The child who was in need of missing 
experiences of closeness and attunement was not being “seen” as she lived on 
in the client’s body and emotional life. The therapist encouraged the client 
to share her recollections of childhood experience but never realized that 
remembering the events that caused the little girl’s pain would not heal and 
comfort her.

Having listened carefully to the story told by Mark’s symptoms, it was 
clear events had taught him it wasn’t safe to speak or safe to express his opin-
ions as if they merited a hearing. Josh often made references to the poverty 
and neglect he experienced, the humiliating verbal abuse, and being bullied 
by kids at school, but his symptoms added some details he hadn’t mentioned: 
he had had to survive by lying low, by pleasing his parents and  placating 
the bullies. His intelligence, combined with a drive to learn and fear of fail-
ure, made him a superior student. Though it didn’t help him feel a sense of 
belonging anywhere, his intellectual resources “got him out of Dodge” and 
gave him the chance to start a new life. That was the story his symptoms 
told, just as Diane’s described a world in which it was imperative never to 
show weakness—even as a small child. In each case, the events were only 
important to create a context for understanding and empathizing with the 
parts. Trauma resolution occurred organically in the context of attachment 
repair with each part.

Capitalizing on Dissociative Symptoms to Heal Dissociative 
Fragmentation

The essence of dissociative fragmentation is the ability to split off unbearable 
emotions from the memory of what happened, to encapsulate and disown 
“not me” parts and experiences, and to be guided by cognitive schemas that 
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exacerbate self-alienation but help children survive and adapt. Most therapists 
and clients therefore do not realize that dissociative splitting is a mental abil-
ity, not just a symptom.

The ability to quickly retrieve information and act on it automatically and 
efficiently, without interference from emotion or intrusive thoughts, is  central 
to the medical professional’s ability to save lives. Dissociative splitting is also 
a prerequisite for the athlete on whom the team depends at a critical moment; 
it contributes to the ability for peak performance enjoyed by actors, musi-
cians, public speakers, and politicians. Dissociation becomes pathological 
only when it is unconscious and involuntary, under the control of triggers. 
As a mental ability, it can be used consciously, thoughtfully, and voluntarily. 
The goal is not to “cure it” or prevent it but to help clients use it wisely in the 
service of healing and recovery.

Creating Safe Places for Child Parts in an Adult’s 
Normal Life

Often, the difficulty functioning reported by so many survivors of trauma, 
especially in work settings, can be traced back in retrospect to trauma-related 
triggers inherent in “normal life”: authority figures, work demands (whether 
reasonable or unreasonable), challenge and change, success or failure, visi-
bility or invisibility, pressure, working in groups, lack of social support, feel-
ing “too little” for the responsibilities being given to us. In each instance, the 
trigger stimulates a part or parts that hijack or blend with the normal life self, 
impairing its ability to function.

Frances was a distinguished-looking, well-dressed professional 
woman in her early 60s, known in her industry for the large and 
successful business she established providing services to corpora-
tions. Ironically, a divorce led her to therapy; her abuse history was 
revealed; and her first therapist embarked on a trauma treatment, 
unaware that she was highly dissociative and fragmented. Within 
months, she was struggling to function at work and curled up in a 
fetal position at home, sobbing for hours. “I knew I couldn’t do it any-
more the day I went into work, and I didn’t know how to turn on the 
computer—I didn’t know how the copy machine worked—I couldn’t 
concentrate, and I didn’t know whom to trust.” Frances had been 
hijacked by child parts connected to the abuse memories she had 
been processing in therapy. The severity of her fragmentation, symp-
toms such as the dramatic “loss of well-learned functions,” gaps in 
memory, and preoccupation with suicide all suggested that she might 
have dissociative identity disorder (DID). As I began to treat her, ev-
idence of parts’ activity was dramatic. She described coming home 
from work or a therapy session, collapsing in her front hall in sobs, 
and then having no recall of what happened until she “woke up” on 
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the cold stone floor hours later. The suicidality was cleared related to 
a suicidal part that, she reported, had had a suicide plan for the last 
40 years—along with the means to carry it out.

“I go to the firing range every 6 months to renew my license to carry,” 
she reported proudly as she walked in late to her therapy session. I 
smiled to myself, noting that this part did not have the same boundaries 
as Frances did. The latter was punctual to the minute. “She” referred 
to the gun as her “suicide kit” and assured me she took it everywhere. 
It was unnerving to hear Frances identify with the suicidal part, but I 
could not risk alienating that part by questioning this pattern. If she is 
identified with the suicidal part, I wondered, who has been disowned? 
Because Frances was so destabilized, I simplified the treatment to the 
bare minimum: she described her difficulties getting through the day, 
and I encouraged her to be mindful and aware of the parts whose feel-
ings and symptoms overwhelmed her. One day, she was so blended 
with a young, grieving part that longed for her father (the father who had 
sexually abused her but had also loved her and been her “safe” attach-
ment figure) that I spontaneously suggested that we stand up and “rock 
the baby.” We both stood up, facing each other, and rocked from foot to 
foot, each holding an imaginary baby in our arms.

I could see her body calming, her feelings settling a little bit, as we 
rocked: “How does she like being held, Frances?” I asked. “She loves 
it,” Frances reported. “Wonderful—she’s needed this, hasn’t she? 
She’s been so desperate these last few months, poor little thing.” 
“This is good for her—and good for me. It reminds me of rocking my 
babies 30 years ago—as much as it soothed them, it soothed me. 
I guess she must have loved it, too.”

The next week, she reported that she was rocking the baby part 
rather than let her cry herself to sleep on the hallway floor. “I guess 
I can’t ignore her anymore—she’ll play havoc with my life. … Oh, by 
the way, it’s my birthday this weekend, and the suicidal part is already 
thinking about how to celebrate it …”

Frances in her dignified professional normal life self had asked me 
a question at our first session: “Would you ever commit one of your 
patients to a hospital if he or she were suicidal?” And I answered, “I’m 
proud to say that I’ve never committed anyone to a hospital against 
their will in 30 years of practice, and I’m determined to keep that re-
cord until I retire. Patients of mine have gone to the hospital when 
needed,” I clarified, “but always on their own volition.” Now I had to 
discuss the suicidal part’s views on birthday celebrations still bound 
by my policy of avoiding involuntary commitment of any patient. I had 
told Frances that I “always work it out with each individual.”

Me: “I’m not sure the suicidal part’s idea of a birthday celebration is 
quite what the little parts of you are dreaming about, and their 
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needs should be uppermost on a birthday. Older kids don’t care 
about birthdays, but little ones do. What were birthdays like in 
your family?”

FranCeS: “They were extravaganzas of my mother’s making—kids 
were always envious of me because of them. They didn’t know 
the price I paid: I used to dread my birthday. I’d get a party that 
just embarrassed me, and then I’d ‘get’ something ‘special’ from 
my father.” [She shuddered at the thought.]

Me: “It doesn’t sound like they ever got what a child wants! A child just 
wants to feel loved and special, to be the center of attention in a 
good way, or to get to choose what kind of party she wants, who 
she wants there, and to be in charge.” Then I had an idea. “Why 
don’t you give the child parts a special birthday? They have been 
waiting a long time to celebrate their birthday ‘their way.’ First, 
they need a present—from you. Just go to a nice toy store and 
walk through it, allowing your eyes to gaze wherever they wish 
and noticing where they stop and stare or the toy they keep going 
back to look at. That can be something special you do with them, 
too—they never had anyone do something special for them.”

The next week, Frances arrived, glowing and excited. “You’ll never 
guess what I bought for the parts—I can’t get over it! This is ‘not 
me’—it’s definitely for them.” Reaching into her purse, she proudly 
pulled out a beautiful pink pig, a stuffed animal representation of 
Olivia, the pink pig heroine of a children’s story. “Can you believe 
it? Me? A pink pig named Olivia?!! You know that I did this just for 
them …” And then she paused: “But I have to tell you: I love her, too. 
Isn’t she beautiful?” To this day, whenever I see an Olivia, I think of 
Frances and how Olivia changed her life. For the first time, the parts 
were given what they wanted instead of what their parents wanted to 
gratify narcissistic and pedophile impulses. Something fundamental 
changed in their sense of safety on that birthday: they could feel 
someone was there for them. Someone cared enough to buy them 
Olivia and brought comfort to the crying infant part and a smile to the 
little girl.

Just before her next business trip, Frances casually commented, 
“You know, I think I’ll take Olivia on this trip instead of my suicide kit …”

“That would be lovely for ‘the kids.’ Do you think that will be a prob-
lem for your suicidal part?” I asked.

“No, I don’t think so—he’s pretty calm as long as they are OK.”

Frances used her dissociative abilities to allow the eager eyes of the little parts 
a separation from her more critical eye so they could look around the toy store 
without her influencing their choices. Then, still maintaining a voluntary and 
deliberate split, the normal life part’s judgments about a pink pig could be kept 
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separate from the little girl who fell in love “at first sight” with Olivia, allowing 
the purchase to be made. Frances had been a good mother figure: she put her 
child parts’ feelings first, thanks to the voluntary use of the dissociative splits.

Supporting a Functioning Adult Normal Life Self

Josh’s ashamed little boy part was asked to orient to the adult Josh’s environ-
ment: his business office, his home, wife, and three children. Josh asked the lit-
tle boy to notice how people treated him now that he was an adult: “They act like 
you’re important!” the little boy noticed with awe. He observed how Josh was 
welcomed by his amateur baseball team, his church community, and his family 
of choice. It was clear to the boy that Josh “belonged.” “You’re with me now,” 
Josh kept saying. “No one here is going to take away something nice of mine.”

Mark and I realized that the frightened little boy “trying so hard to be brave” 
about his upcoming speaking engagement had not been asked to speak—the 
normal life Mark had! (Many traumatized clients report the same phenomenon: 
child parts that once had to be precociously adult often confuse adult roles and ac-
tivities as “things they have to do.”) As I coached him, Mark explained to the boy 
that he was a grownup, and grownups like to speak in public because they want 
to tell people about their work and share their ideas. “Really?” said the little boy.

Mark: “It’s because no one will hurt a grownup like they hurt kids 
or say mean things, like the other kids do. Grownups like to do 
a lot of things that are scary for children, but you don’t have to 
do those things. You’re just a little boy, and kids shouldn’t have 
to do scary grownup stuff.” I asked Mark to propose a plan that 
might work for both him and the child:

Mark: “Would it be OK if I spoke at the meeting next week, and you 
could stay home. You don’t have to go to scary things grownups 
choose to do.”

“I guess so,” said the little boy.
“Maybe he’d like to watch you speak,” I hinted.
After a moment of silence, Mark’s face lit up. “He says he would like 

to stay home with the cat and watch me on TV!”
We both laughed: “Why not?” I said. “Dissociation is a wonderful 

ability. It’s just as possible for him to stay home and watch you on ‘TV’ 
as it is for him to still be trapped in that house in Virginia while you 
go on with life in New York.” Subsequently, Mark’s career blossomed: 
each time he encountered a “scary” challenge, at least scary to the 
boy, he would have the same discussion. “I know it’s very scary for 
you to get on a plane with so many people and feel trapped inside, but 
you don’t have to do that. Business trips are for grownups because 
they have jobs. Kids don’t have to have jobs, but grownups do. Where 
would you like to be when I’m on the plane and at my meeting?”

“I want to be home with the cat,” the little boy said. “But I’ll miss you.”
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This simple technique (making conscious, voluntary use of the existing dis-
sociative compartmentalization in the service of growth and healing) has 
allowed numerous clients of mine to undertake what otherwise would have 
been very triggering, even overwhelming normal life experiences. One client 
was able to take her husband and children to visit her parents, a thought that 
initially caused panic and nausea, communicating how alarmed the parts 
were at the very thought. By leaving them “at home,” she and her family had a 
short but uneventful visit, and the parts felt heard and protected.

Another client was able to finish law school when parts that were intimidated 
and terrified were allowed to stay home while “she” went. “Law school is some-
thing grownups choose—not a place for kids,” she told them each morning. She 
used the same technique when it came time to find a job, buy a home with her 
husband, adopt a rescue dog, and have a baby. Whenever aspects of her normal 
life were threatening, the parts were given a choice: “You can come on the job 
interview if you want—you can help me with the baby if you want … but if you 
don’t want to, you can all stay home.” The parts felt a sense of protection and un-
derstanding: they were little, too little for law school and home-buying and babies. 
For the client, it was an empowering experience: she continued growing as a 
mature adult without always having to battle her parts just to be able to function.

“Earned Secure Attachment”

In research on earned secure attachment or “earned security,” attachment sta-
tus is evaluated according to the degree of “coherence” in the subjects’ narra-
tives as they reflect back on early attachment experience. Siegel, D. J. (2010b). 
The mindful therapist: a clinician’s guide to mindsight and neural integration. 
New York: W.W. Norton. “Coherence” is the opposite of having fragmented, 
conflicting, and polarized points of view within one individual. Coherence 
means arriving at a place where the sum of many views come together—as they 
did when Mark and the little boy agreed that the child should be spared having 
to participate in frightening, overwhelming grownup activities. Each time they 
made that agreement, Mark felt liberated from the past: he could pursue his ca-
reer, unafraid that its demands would trigger incapacitating feeling memories. 
Rather than having to be a precocious miniature adult as he had throughout 
childhood, the child part was offered a very new, previously missing experience. 
Someone was taking care of him. He could be a little boy and still be safe.

Changing the Paradigm: The Effects of the Past 
Are Not Indelible

“Narrative coherence,” the standard for adult secure attachment, whether 
continuous or earned, is defined as the ability to describe childhood experi-
ences of insecure or traumatic attachment in an integrated, regulated way, just 
as those with “continuous secure attachment” do in describing their attach-
ment histories (Roisman et al., 2002.) It is not that the earned secure have had 
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“good” attachment experiences. The subjects in these studies reported failed 
or suboptimal early attachment, painful experiences with attachment figures, 
even traumatic experiences. Coherence reflects having come to terms with the 
past, repaired its worst damage, and found a way to accept the missing expe-
riences or childhood wounding as “the best they could do,” “it wasn’t about 
me,” “they were lucky to have me—they just couldn’t see that.” Notice that 
coherence involves the ability to construct a “healing story” to explain what 
happened. A healing story is likely to be comforting, regulating, and to pro-
mote acceptance of “what is,” thereby increasing coherence. To the extent that 
coherence reflects a reconstruction or transformation of painful memories, it 
supports the encoding of new, more positive feelings.

What makes earned secure attachment unique, however, is its  correlation 
with parenting that promotes secure attachment in the next generation 
 (Roisman et al., 2002). This research challenges the prevailing view that 
 suboptimal attachment in the parent generation predicts the likelihood of 
providing less-than-optimal attachment experiences for the next generation. 
Instead, it suggests that human beings can transform the implicit memories 
and explicit narrative of the past by internalizing healthy adult attachment 
experiences until they achieve the benefits conferred by secure attachment. The 
fact that earned secure attachment transmits the ability to offer the same to the 
next generation is a hopeful sign. It implies that we can help our clients bring 
a stop to the intergenerational legacy of trauma in their families and create a 
new legacy through the intergenerational transmission of secure attachment.

An Intergenerational Legacy of Secure Attachment

What either type of secure attachment endows is increased relational flexibility, 
the ability to modulate emotional up’s and down’s, to tolerate disappointment 
and hurt, distance and closeness, to have the capacity for interdependence, 
and to see the world in shades of gray. Most of all, earned or continuous 
secure attachment allows us to internalize reassuring and comforting voices 
or presences that help us tolerate the times when no one is there. And it helps 
us to keep our hearts open when the people in our lives reappear.

When the child part feels the loving gaze and shining eyes of the normal 
life self, experiences the visceral sense of being held in the arms of a strong, 
safe, protective adult, the building blocks of secure attachment are in place: a 
physical sense of being held safely, an emotional sense of closeness and spe-
cialness, “heartbeat-to-heartbeat communication,” the felt sense of “being 
with” this small being of our implicit memory. There is mutual attunement 
between a caring and committed normal life adult and the child who longed 
for moments like this, even if afraid to believe or grasp them now. In order to 
be mutual and reciprocal, this process requires both self-resonance and other- 
resonance. With our feelings and our bodies, we must convey that finally we 
do understand, and we want to make it right now. In this way, the human 
brain uses its inherent split to heal traumatic injuries to attachment. First, the 
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left brain reconceptualizes the emotional distress as a child’s, then the right 
brain has a compassionate, caring emotional response to the child; the feel-
ings of closeness and attunement become reciprocal, creating a more intensely 
pleasurable state; then the left brain encodes the “feeling of what happened”: 
the feeling of being held and safe and welcomed by smiling faces with open 
arms. We have just provided ourselves with a “missing experience” (Ogden & 
Fisher, 2015) of love and safety and retrieved the “souls” of the lost “not-me” 
children. Each of us is transformed.

Laura provides a good example of how a therapy focused on changing an 
alienated relationship to her parts provided them with an experience of secure 
attachment, and how that in turn transformed her relationship to the past, not 
just to the wounded places inside her.

Initially unaware of having a dissociative disorder, Laura experienced 
her stressful job as threatening, rather than triggering, and inter-
preted lack of concern for the threats she forecast as “denial.” When 
her superiors did not see the threats, she felt unprotected and at 
the mercy of incompetent authority figures—just as she had been 
as a child. I “knew” intuitively she was describing the distorted per-
spective of structurally dissociated parts, especially a frightened 
part that I  sensed when she talked about how quickly fear could 
bring her high- functioning professional self to her knees. As I began 
to talk about the young parts of her that got so triggered by incom-
petent, unethical adults in her corporate world, I connected them to 
her  descriptions of the daily stressors that triggered her. “No won-
der they don’t feel safe in your job—no one will listen to their fears 
of  attack.” At first, she could relate to the parts intellectually and/
or connect them to narratives from her childhood, but she couldn’t 
relate emotionally to them because each emotional connection re-
sulted in blending with their feelings so quickly that she and they 
both felt overwhelmed. But as Laura doggedly and persistently 
sought to connect to her young parts and to offer them a home with 
her, their fear and rigidity began to soften. The first time she felt their 
interest in her was through a series of images of her younger parts 
peeking out at her from behind trees and bushes, the same kinds of 
hiding places she remembered finding as a young girl. Like a secure 
attachment-promoting parent, Laura was attuned and creative. She 
trusted her intuitive sense that they weren’t yet ready to be seen 
but first needed to be acknowledged. So she engaged them in an 
imaginary game of hide-and-seek in which they had permission to 
seek her but she wouldn’t find them until they were ready! She would 
call into the woods to thank them for all they had done for her—the 
professional respect they had gained her, the honors she had won, 
the courage to leave home and build a life on her own. And as she 
visualized herself sitting in a clearing, talking to the children hidden 
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in the woods, she could increasingly feel the sincerity in her voice 
and the emotions of gratitude, not just the words. Another day, as 
she was talking about how deeply grateful she was to them, she 
spontaneously reached out with her right hand as if to grasp the 
hand of one of the parts, and as I said, “Notice to whom you’re intu-
itively reaching out right now,” she could feel a small hand against 
hers. “It’s a little one,” she said.

Me: “Just feel her hand in yours, and sense what this child inside 
you needs.”

Implicit memory (the tiny hand) and implicit emotions (the long-
ing she could feel in the little girl to be held) suddenly “met” adult 
presence: she could feel her need to convey that she knew exactly 
what this child had been through. Her other hand reached over and 
grasped the one reaching out, holding onto it as if to a lifeline. She 
could feel the little girl’s grief and pain but had no impulse to pull 
away from it. The moment felt like confirmation of the spiritual sense 
of certainty she had been increasingly having: that she could not 
heal until she finally brought all the children home again—home 
to her. I just echoed her mindful observations: “Yes, you’ve known 
for some time that you needed to bring them home … Let her know 
that—make her welcome. She’s never known what it would be like 
to be welcomed home. …” Laura sat holding the little girl’s hand 
in hers, while tears that seemed to belong to both ran down her 
cheeks.

I kept narrating the moment-by-moment experience as it unfolded, trying 
 deliberately to articulate the feelings of both the wise compassionate adult 
Laura and the small Laura inside, wanting to make sure that this moment was 
remembered and could be called upon over and over again:

“Yes, someone is finally here, someone finally gets it—that’s why 
she’s crying. And you are crying for all she’s been through … She’s 
 finally home, and someone is crying for her, not making her cry. 
What’s that like for her? … She snuggles in closer when you ask her 
that, huh? I guess that’s an answer for you … I think she likes this 
feeling—and how about you? What’s it like for you?” The softness of 
Laura’s face, the loving gaze, and the relaxation in her body told me 
the answer. It felt deeply pleasurable and special.

By putting words to the experience between the little girl and Laura, by ask-
ing both to notice “what it’s like” to have the other respond (i.e., to mentalize 
each other), I try to keep the focus on deepening the emotional attunement 
between child and adult, making meaning of the moment-to-moment trans-
actions as attachment-building experience unfolding “right here, right now” 
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(Ogden & Fisher, 2015) in present time, trying to create a word picture that can 
be  encoded as a new memory connected to the felt sense of security, warmth, 
and closeness she and the child were enjoying in this moment. I kept trying 
to simultaneously convey attunement to the child’s “grief of relief” and to the 
adult’s grief on behalf of the child, while emphasizing their shared tears and 
sense of closeness. The therapist’s role is to be a “broker of secure attachment” 
between adult self and child self, helping each partner in the relationship 
 attune more precisely to the other, deepening their mutual sense of closeness, 
conveying a sense of the future unfolding in a new way now that they are 
 finally connected with each other.

This is how the healing of early attachment wounds can lead to earned 
secure attachment. By deepening and embodying the feelings and images 
associated with moments of felt attunement, we facilitate development and 
encoding of new implicit memories. The “earned” newly encoded experience 
includes body sensations of softness and warmth (contact comfort), emotions 
of pleasure yet also grief (what I call the “grief of relief”), the sense of being 
“gotten” and unconditionally accepted, a feeling of nourishment, safety and 
security, and “feeling for” and with the other. Attunement to one’s child parts 
creates a sense of closeness and peacefulness, an “OK-ness” that refuels clients 
to create more resonant attachment experiences even with their challenging 
parts. Attunement doesn’t just feel good to children—it feels good to parents 
as well.

Secure Attachment Is a Somatic and Emotional 
Experience, Not an Event

Secure attachment is not an objective goal—it is a physical and emotional 
state that one can call by many names: “safe,” “close,” “connected,” “recognized,” 
“understood.” Secure attachment is cocreated and unintentional in its unfold-
ing. It emerges from repeated moments of felt resonance, from the delighted 
feeling of “speaking the same language.” It thrives on pattern and consis-
tency. This is why children love to play the same games of peek-a-boo and 
hide-and-seek that Laura played imaginatively with her parts in the woods. 
They thrive on hearing the same words repeated in the same tone over and 
over, hearing the same song or nursery rhyme or joke, having the same 
goodnight routine every night. Providing secure attachment experiences to 
a child requires flexibility of response, a spacious window of tolerance, and 
the ability to “coregulate,” to make little adjustments to the other as the other 
adjusts to us—until the “fit” feels “just right.” In parent-child relationships, 
this process is aided by the fact that there are two separate bodies, two sepa-
rate smiles, two sets of arms and legs. It is perceptually clear to both that they 
are separate beings.

When it comes to attuning to their younger selves, traumatized clients 
are hampered by automatic tendencies to instinctively recoil from the parts’ 
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painful emotions and fears. The fact that these emotions and implicit memo-
ries are not separate is also challenging: both sets of feelings arise within the 
boundaries of one body. That biological fact creates difficulties in knowing 
whose feeling is whose and supports the tendency to “blend” with each oth-
er’s emotions. As clients often say to me when I notice an emotion and name 
it as a part’s feeling memory: “No, I am having the feeling, and I am having 
it now.” When they identify with the feeling, it usually intensifies—as it also 
does when they disown the feeling, believing that it’s not theirs, and disown 
the part whose wounding it tells us about. The same thing happens when they 
are flooded with a tsunami of intense feelings without words that seems to be 
theirs, no matter how much they would prefer otherwise. Blending and dis-
owning are different strategies that both serve a survival function. Blending 
enables quick actions and reactions in response to emotions. Disowning pre-
serves the sense of self and allows a parallel “not trauma” track in the midst of 
the worst moments in our lives.

Avoiding Enmeshment and Alienation

Attunement to another requires that we neither reject nor merge: we retain our 
own sense of selfhood while resonating at the other’s frequency and  allowing 
them to resonate at ours. This generalization is equally true in romantic rela-
tionships, parenthood, or in relationship to our younger selves. The tendency 
to merge or to become enmeshed with traumatized or abandoned young parts 
is natural: we sense a feeling or bodily reaction and we naturally give it a name 
preceded by the word “I.” “I’m tired—I’m anxious—I feel very alone—I am fu-
rious.” The more intense the feeling state and the more  frequently  experienced, 
the more likely we are to preface it with an “I,” the more likely it is to be con-
tagious, and the more likely we are to merge with it—a challenge  encountered 
on a daily basis by parents of young children. Equally problematic is the 
 disowning or rejection of some parts (e.g., the vulnerable ones) and/or the 
identification with the parts who are hostile (e.g., controlling,  judgmental, 
aggressive parts) or hopeless, regressed, and childlike. When either occurs, 
there is a loss of balance in the system—as well as a loss of reality- testing, per-
spective, and compassion. If our client identifies with ashamed, submissive, 
compliant parts, he or she runs the risk of failing to perceive signs of healthy 
anger or defensive responses; if the client identifies with angry or suicidal 
parts, he or she runs the risk of anger management issues, self- destructive 
behavior, or internally recreating the early hostile environment.

Helping clients to attune to parts they loathe or feel intimidated by is just 
as important as bringing secure attachment experiences to young child parts 
for whom empathy is easy. It is more challenging to foster empathy for judg-
mental or scathingly critical parts and harder for clients to want to reach out 
to an angry part whose sharp tongue and intimidating manner costs them 
jobs, friendships, and neighborly relationships. Because earned secure attach-
ment is dependent upon acceptance and compassion for all of our “selves,” the 
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therapist must insist that clients at the very least thank those “harder to love” 
parts for their protection. The therapist, like a parent or coach, must often be 
creative in brokering attachment relationships between the normal life self 
and more dysregulated or disowned parts.

Linda had come a long way—from suicidal despair to stabilization, 
from accepting her traumatic childhood to realizing what happened 
thanks to the parts who finally told her about the events she had not re-
membered. What was missing in her life was the ability to have needs: 
she could be generous, but she could not accept generosity; she could 
be kind, but she couldn’t accept kindness. Her 11-year-old parentified 
child part wanted nothing for herself: kindness was for those who de-
served it. The other “missing person” was an angry part. She knew 
about her suicidal part and had thanked it for its offers of help during 
the darkest of days, but she insisted repeatedly that there was no an-
gry part, no feelings of anger, and she was glad! Her stance was: anger 
is destructive; I am not a destructive person; therefore, I have no anger. 
Ironically, this was the only stand she had ever taken in opposition to 
me over many years of therapy! “No,” she said, “I am never angry.” 
Then, one day, as we were talking about the issue of anger, she heard 
a rough, scathing voice inside, saying, “Oh, isn’t she [referring to me] 
so ‘nice’?—this bitch is just too nice! I want to puke!” Linda startled.

“What are you noticing?” I asked.
“Some part just called you a bitch!”
“Hooray! That’s cause for celebration—the angry part is in the 

house! [Laughing] You were wondering if you really had an angry 
part—I think it just showed up. But before you dismiss it, hear me 
out: some part of you has to be cynical; some part has to keep an eye 
on the people who act “so nice” and then knife you when you’re not 
looking. Who else is going to have your back? And furthermore, that 
part is right—I can sound too sickly sweet sometimes.”

The next week, Linda came back, excited to tell me something. 
She had recently been promoted to CFO of a large corporation, a 
mixed blessing because the job came with the challenge of dealing 
with the competitive behavior of male colleagues who repeatedly 
sabotaged her efforts to work with them as a collaborator. “Do you 
remember I told you that they schedule meetings and deliberately 
don’t include me in the email announcements?” “I do.” “Well, luckily, 
the secretaries are on my side, so they’re letting me know when it 
happens. This week, something amazing happened. As the time for 
the mystery meeting came up, I suddenly felt powerful—like I didn’t 
have to let them get away with this shit! So I marched myself down 
to the conference room, walked in, sat down at the table with all the 
confidence in the world, and said ever so sweetly, ‘I knew you’d want 
me in on this.’ What could they say?! I won!”
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Me: “And are you having the same thought I am?”
linda: “You mean, was that the angry part? You better believe it was! 

I felt so calm, powerful, determined, and clear-headed. I could be 
fake-sweet, but I felt like I had steel inside me. That was definitely 
not me!”

Me: “Then a high five to the angry part …”
linda: “No, not enough. The angry part gets an Olympic gold medal!”

In the weeks and months following, Linda matter-of-factly challenged her 
male colleagues by simply taking her place among them, no matter how hard 
they tried to prevent it. Simultaneously, she began to feel more deserving of 
the life she had worked so hard to achieve, better able to take pleasure in its 
perks rather than blending with the 11-year-old submit part who felt worth-
less and undeserving. The angry part of her had brought to the system a much-
needed sense of having rights and boundaries. Linda had always gotten ahead 
by working harder than everyone else. The fight part helped her learn to get 
ahead by standing her ground, holding her head high, and refusing to take 
responsibility for others who were not doing their jobs. While the angry part 
contributed “backbone,” the sweetness of her attach part and the collaborative 
willingness of submit made it hard for her peers to react angrily. By accepting 
the angry part and trusting it, despite her wish to disown it, Linda created 
safety for herself and her parts even in the corporate “jungle.”

Earned Secure Attachment and the Resolution of Trauma

“The fact that these adults [with earned secure attachment status] are ca-
pable of sensitive, attuned caregiving of their children, even under stress, 
suggests that this ‘earned’ status is more than just being able to ‘talk the 
talk’; they can also ‘walk the walk’ of being emotionally connected with 
their  own children, despite not having such experiences in their own 
childhoods. We may serve a vital role for this and future generations in 
enabling each other to achieve the more reflective, integrated functioning 
that facilitates secure attachments.”

(Siegel, 1999, p. 11)

If helping traumatized clients “earn” secure attachment by forging bonds of 
affection and connection to their young selves can help prevent attachment 
failure in the next generation, then the work described here will also serve 
a preventive function. Therapist and client can take pride in knowing that 
they are not only healing old wounds but also protecting their children from 
 another generation of parenting by dysregulated, attachment-disordered 
adults.

Whereas disorganized attachment is associated with autonomic dysegu-
lation, controlling attachment strategies, internal conflicts between distance 
and closeness, and difficulties with identity formation, both earned and 
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continuous secure attachment are associated with resilience. Studies report 
an association between secure attachment and greater affect tolerance, as 
well as increased ability to bounce back from hurt, stress, rejection, or dis-
appointment, tolerate both closeness and distance, and internalize positive 
attachment figures. In studies of earned secure attachment, two findings 
are particularly relevant to a parts approach: first, although earned secure at-
tachment was associated with depressive symptoms and emotional distress 
in some parents studied, they nonetheless evidenced an ability to provide 
good attachment to their children,  suggesting that their earned secure at-
tachment status allowed them to tolerate higher levels of internal discomfort 
without their parenting ability being compromised. The second finding was 
that the benefits of earned secure attachment were virtually indistinguishable 
from the benefits of what researchers called  “continuous secure attachment” 
( Roisman et al., 2002), that is, childhood secure attachment. These findings 
fit well with the model presented in this book. Long after internal attach-
ment bonds have been established, clients and their trauma-related parts may 
still periodically suffer distress, still be vulnerable to depression and anxiety, 
and even have destructive impulses. But earned secure attachment provides a 
stable base that enables individuals to tolerate grief, loss, betrayal, and other 
stressful normal life experiences—without loss of their capacity to parent the 
next generation or to soothe and reassure  themselves—or their “selves.”

This is very good news for trauma survivors who have struggled with the 
painful effects of disrupted, disorganized attachment. As they overcome 
trauma- related self-alienation, their internal sense of safety and well-being 
will be equal to that of adults born to securely attached parents. So often, 
 clients fear that they have been irreparably damaged by the abuse and attach-
ment  failure. The research says otherwise. If trauma survivors are willing to 
overcome trauma-related tendencies to fear and loathe some parts and over- 
identify with others, if they can welcome all the “children” without having 
favorites or scapegoats, the ending can be different. If traumatized individuals 
are willing to embrace intimidating judgmental parts, frightening suicidal 
parts, and parts who wound the body or “pour whiskey in the baby bottle” to 
silence the little parts, the seeds of earned secure attachment are sown. There 
need be no pressure to love or nurture hostile or aggressive parts because that 
would be to fail them empathically. An adopted teenager would need differ-
ent kinds of experiences to feel safely attached than a 3-year-old. Attunement 
arises from a sensitivity to each part and to the “missing experiences”  necessary 
for each to transform and heal wounded or broken places. The “missing expe-
rience” (Ogden & Fisher, 2015) for a fight part, as Linda demonstrates, is not 
being held and soothed; it is the experience of control over threat, the feeling 
of being respected for its strength and its need for clear boundaries that en-
sure safety. When the normal life self of the client overcomes the tendency to 
ignore the fight part’s injunctions against vulnerability or caretaking of others 
and instead works to develop increasing ability to set boundaries and insist 
on fairness in relationships, the relationship between the two begins to shift. 
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When the safety concerns of the fight parts are heard, when they are treated as 
heroes rather than perpetrators, they become committed, loyal, and bonded. 
Being ignored or engaged in a power struggle inflames them; being heard and 
taken seriously tames them. The same is true for the flight parts: attempting 
to force closeness or commitment on them pushes them away; acceptance of 
their needs for control over interpersonal distance relaxes their guard.

No matter how their implicit memories and animal defenses manifest, all 
parts, like all human beings, desire acceptance and attunement. Even though 
a mother might find one child temperamentally easier to parent than another, 
her job is to forge an attachment bond to both the “easy” and the “hard” ba-
bies equally. For individuals to experience the internal stability and well- being 
endowed by earned secure attachment, all parts must be embraced—from the 
grouchy, distancing adolescent flight part to the endearing and innocent at-
tach part to the always depressed and hopeless submit part to the silent, ter-
rified freeze part and the “take no prisoners” fight part. When the client can 
find something to love about each and every part, the internal world begins 
to transform. Just as therapists are not trained to ask clients, “How did you 
survive? How did you do it?” they are also rarely trained to ask, “What could 
you love about that part that won’t let you sleep? That won’t let you eat? That 
won’t let anyone get close to you?”

Earned secure attachment, according to researchers, is most often built 
through healthy, meaningful relationships in adulthood (such as that with 
a spouse or therapist) or through the vicarious experience of secure attach-
ment available through parenting one’s own children. To add to that list, 
earned secure attachment can also be cultivated through healthy, attuned 
relationships to our “selves.” The ingredients are the same: the willingness 
to prioritize the needs of the other, the ability to communicate welcome and 
acceptance, attunement and coregulation, emotional closeness, compassion, 
loving presence, and the ability to maintain a felt connection to the other 
even when one is dysregulated, frustrated, or overwhelmed. Whether we 
bring these capacities to a newborn baby of our own, or to an infant or child 
self, they have neurobiological effects. The cornerstone of infant attachment 
is what Allan Schore (2001) calls “adaptive projective identification.” That 
term refers to the way in which the infant’s distress, projected via dysreg-
ulation, is experienced by parents as their own distress. The baby cries; the 
parent is dysregulated by the cries. She feels uncomfortable, so much so that 
she is driven to pick the baby up, soothe, comfort, and distract, until the 
repair effort hits on the infant’s unmet need and the baby calms and settles 
into the parent’s arms. Only then does the parental nervous system calm 
and settle. All is well now—both are regulated and soothed. Sometimes, the 
infant’s unmet need might be for up-regulation made possible by the parent’s 
making funny faces and sounds, eliciting infant smiles and laughter, until 
the point at which the parent also feels an uplift in mood. Parent and child 
feel a shared, reciprocal pleasure hard to capture in words other than to call 
it “attunement bliss.”
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Hearing the Child’s Cry

Child parts, too, feel distress, and they too “project” their discomfort to signal 
for help. In a two-person system in one biological body, it is more difficult 
for child parts to be heard, other than via blending and/or reciprocal dysreg-
ulation. For that reason, practice of the skills described in Chapters 4 and 5 
is the crux of the treatment. Having mastered these skills in the therapist’s 
office, the normal life self can hear the child’s cry as a signal to unblend from 
the distress, recognizing that “she” or “he” is upset. Curious because of the 
discomfort of her own state, the client is motivated to be interested in this 
child self who is so unhappy, rather than avoidant. Curiosity helps regulate 
the mutual dysregulation and distress and keeps adult and child in contact, 
challenging habitual self-alienation tendencies to ignore, disown or reblend 
with the part’s feelings.

Then the normal life self learns to do what any good secure attachment- 
promoting parent would do when a small child is crying: he or she experiments 
to find a repair for the child’s distressed state. The measure of a successful 
repair lies in the body: if a repair is successfully made, the little boy or girl will 
take a breath, heart rate will slow, the nervous system will settle, and there will 
be a sense of relief in the body. If the therapist allows the client to identify that 
state of relief as “I feel better now,” the opportunity to build secure attachment 
will be lost, at least for the moment. Only by staying “present” in relationship 
to the child can the client foster a secure attachment experience. Soothing dis-
tress or evoking positive feelings does not build resilience in young children or 
parts when it is followed by a quick, “OK, that’s done. Now I have other things 
more important to do.” Even securely attached children need to feel “held in 
mind” by their parents, even when they are not physically present.

To heal the fragmented selves of traumatized clients entails a therapist will-
ing to “see” the parts in an individual’s whole physical body, able to be “re-
lentless” in helping clients learn to interpret distress as “theirs,” and skilled 
in gently and non-coercively insisting on a focus on the needs of wounded 
children. Just as therapists do in treating traumatic attachment in children, 
clients have to be helped to consistently provide reparative interventions to 
parts whose presence is felt “now” because some stimulus has activated their 
implicit memories, causing pain. Each repair reclaims a part that was once left 
behind, “retrieves” a lost “soul,” no longer disowned and phobically avoided. 
There is no need for parts whose job was to loathe and fear the vulnerable parts 
to ensure the self-alienation. There is no need to fear the vulnerability and no 
need for self-loathing as a protection. Better yet, by helping clients identify the 
somatic signs that “the little one feels better,” sharing in the felt sense of “bet-
ter,” communicating the shared enjoyment of “better” back to the child, and 
continuing to deepen the mutually felt sense of safety, closeness, and welcome, 
there is an unexpected reward. There is an experience of relaxation, safety, and 
“attunement bliss” that pulls not for avoidance but for embracing the child, 
making her welcome, finding a place for him at the table of the client’s life.
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Healing the fragmented selves of traumatized clients requires only that 
the positivity-oriented left brain-related normal life self befriend right brain- 
related parts, both “owned” and disowned, and become curious about their 
ages, stages, fears, and strengths, and learn to be in relation to them. This is an 
apparently small, non-threatening step but it challenges trauma-related con-
ditioned learning by increasing communication and collaboration between 
the two hemispheres, the opposite of splitting. Healing our broken places and 
fragmented parts happens naturally as an organic process—much like plants 
grow toward the light. All that is needed is the willingness to “see” the parts, 
hear their fears and feelings, and be curious even if not yet compassionate. 
Guided by a therapist who can speak for all the parts and for the system as a 
whole, the normal life self ’s conditioned avoidance of the parts is challenged. 
Mindful dual awareness decreases the automatic tendency to disown the parts 
by regulating autonomic arousal and facilitating being able to “see” each other.

Like nations at war, like families in conflict, sitting down together elicits the 
commonalities and prevents “demonizing” each other. With a therapist who 
facilitates dual awareness, who is determined to repair the fault lines between 
the emotionally driven parts and logic-driven normal lfe part, who is willing 
to see each side as worthy and deserving of a place at the table, and whose own 
compassion and attunement is palpable, there is a softening toward not-me 
parts. When both client and therapist can appreciate the ways in which every 
part has supported the survival of the whole, how the internal struggles that 
still occur are simply a reflection of parts trying to defend against the threats 
“then,” there is more softening. Much like planting and tending a garden, in-
ternal attachment-building involves patience, repetition, and a deep convic-
tion that healing is normal, natural, and cannot be rushed. It requires only the 
right “soil” and patient, compassionate “gardeners” to evoke innate healing 
tendencies in even the most wounded of living beings.

“I am still every age that I have been. Because I was once a child, I am 
always a child. Because I was once an adolescent, given to moods and 
ecstasies, these are still part of me, and always will be. … This does not 
mean that I ought to be trapped or enclosed in any of these ages, … but 
that they are in me to be drawn on … my past is part of what makes the 
present … and must not be denied or rejected.”

(L’Engle, 1972, pp. 199–200)
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When we are triggered by something and our traumatized parts get activated, 
their feelings flood the body with intense and overwhelming feelings and im-
pulses to act or react in ways that are not “us” or who we intend to be. That 
experience is called “blending.” To find our adult selves again, we need to 
 “unblend,” to mindfully separate from the intense reactions of the parts until 
we have a felt sense of “I’m here” and also “he or she is still here, too.” Here are 
the five steps to unblending:

 1 First, assume that any and all upsetting or overwhelming feelings and 
thoughts are a communication from parts—and try to make that as-
sumption even if you are not sure it is true.

 2 Describe the feelings and thoughts as “their” reaction: “They are upset—
they are having a hard time—they are overwhelmed.” See what happens 
when you speak for the parts by talking about “their” feelings.

 3 Create a little more separation from them, just enough so you can 
feel their feelings less intensely and you can feel yourself, too. Change 
your  position, lengthen your spine, engage your core, or sit back. Keep 
 repeating, “They are feeling ___________________________________.”

 4 Use your wise grownup mind, the part of you that is a compassion-
ate friend or organized professional, to have a reassuring conversation 
with whomever is upset. Acknowledge that the part or parts are afraid, 
 overwhelmed, ashamed, or sad. Imagine: if these were the fears of your 
colleagues, clients, or friends, how would you respond? What would you 
tell them? Ask them what they need from you to be a little less afraid.

 5 Get their feedback and opinions: Is what you are doing helping even a 
 little? What do they need right in this moment to feel a little less alone, 
a little less afraid, a little less angry? Do they like it when you listen and 
show concern? Promise them that you will check in with them, make 
more of an effort to remember they are in distress, or be more protective.

The key to the success of this technique is consistency, repetition, and a 
willingness to keep using it even if you have days when it does not work.

appendix a
Five Steps to “Unblending”
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This intervention can help in a number of ways: it encourages daily or almost 
daily mindfulness meditation (a good treatment for a traumatized nervous 
system). It promotes internal awareness of parts that might otherwise disrupt 
or destabilize your normal life part, and it increases self-compassion and com-
passion for the traumatized parts.

All it takes is willingness to trust that any pain, loneliness, shame, over-
whelm, or threat you feel is a communication from dissociated child parts. 
Rather than wait until they get triggered or until you are overwhelmed by 
their feelings, the meditation circle practice helps to build internal dialogue, 
create trust, and reassure the parts that someone cares and prevent problems 
from escalating.

Once a day, preferably at the same time each day, find a comfortable quiet 
place to sit. Relax or close your eyes, take a breath, and then make an internal 
announcement, for example: “I want to ask every part of me to come into the 
meditation circle … this is not to criticize or judge or control you. I want to 
get to know you—I want to know when you’re having a hard time—I want to 
know what’s bothering you so I can learn to help you more.” Then pause and 
visualize the meditation circle, communicate welcome to the parts, and be 
curious about the children and teenagers who slowly join it. Do you recognize 
the parts that slowly gather together? Are you surprised at who shows up or 
how they communicate who they are through their body language and facial 
expression?

Many people are surprised by what they see: more parts than they expected, 
more obvious pain and vulnerability, younger or older ages. Assume that ev-
erything you notice (ages, facial expressions, dress, even body language) will 
tell you more about them. Your job is to welcome them, to be curious about 
what they need, hope, or fear.

Sometimes there is no clear image, just a sensation of the parts joining you, 
or no one shows up at all. This is not a problem. You can still validate them 
and what they have endured: “I bet some or all of you don’t trust this—maybe 
you are worried that it’s a trap—or that you will have to let your guard down.”

appendix B
Meditation Circle for Parts
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Once you have an image or sense of parts gathered in the circle, invite them 
to tell you what they are worried about—is there anything they want you to 
know about their worries?

Try to be a good listener: try to really “get” what they’re telling you about 
themselves. Take their fears and feelings seriously. If they express feelings of 
abandonment or hurt that you haven’t been there, try to “own” it if you recog-
nize some truth to their perception. Try to take responsibility: “I should have 
been there—I can see why that was hard for you.” Be an “equal opportunity” 
welcomer: even if you are “turned off” by a particular part’s shame, vulnera-
bility, or anger, try to accept all feelings and beliefs expressed by the parts as 
a natural and normal emotion any traumatized child might be likely to have.

To the extent that you can, try to come up with the support and validation 
the parts need to assuage their fears and frustrations: “I will remember how 
scared it makes you when people get angry—maybe you can stand behind me 
so you don’t have to worry about someone blaming you.” “Maybe I can help 
you look out for bad things—maybe I can promise to protect you from …” 
“You’ve been alone a long time—I won’t forget that.” Try to keep the focus on 
today or right now: “Notice that right here, right now, I am here and I’m not 
leaving.” Traumatized children have many fears, and it doesn’t help them to 
open them all up at once or try to solve them all at once. Equally, it is natural 
that some parts won’t trust you at first, will hesitate to hear you, or even be 
angry. You can tell them, “Every day we will meet, and you can tell me more 
about your worries and what I can do each day to help or understand or be 
there. Maybe over time, you will trust me. … There is no rush—take all the 
time you need.”



266

Step 1: Focus on the thoughts and feelings that are causing you distress right 
this minute, and assume that they belong to a part. Tune into that 
part for a few moments and see what you notice about it: it is speak-
ing to you right now through the thoughts, feelings, beliefs, and gut 
responses that you are experiencing. What kind of part would feel or 
think this way? A very young one? A middle-sized child? A  teenager? 
Connect to that part by letting it know you are there.

Step 2: If you are feeling too blended with that part to have a conversation, 
then create a little bit more space by asking the part to “sit back” 
or “relax a little bit,” and make room for you, the adult, to listen to 
what this part has to say. This step can be repeated whenever you get 
too “blended” or start to get confusion or overwhelm.  Confusion, 
overwhelm, and anxiety always mean that parts are confused or 
overwhelmed. They are talking to you by communicating their 
 feelings. The same is true when you feel depression, shame, anger, 
or self-criticism. If ashamed, depressed, angry, or judgmental parts 
jump up at any time, just repeat Step 1.

Step 3: Be curious. Ask the part what she or he is worried about. The as-
sumption is that parts are activated because they are triggered and 
experiencing past-related fears. Children need to know that people 
hear their worries and take them seriously, or they don’t feel safe. 
 Listen to the words that come up, even if they don’t make sense to 
you, and then reflect the words back to the part: “It sounds as if you 
feel  really worthless and unlovable.” Make sure to ask: “Is that right? 
Am I  getting it?” That lets the part know that you are really listening 
and really trying to connect and help. Sometimes, parts worry that 
they will have no place in the adult’s current life, and those fears must 
be reassured for Step II to be effective. Sometimes when you have parts 
that are very young, they don’t speak in words: they speak through 
feelings and body sensations. For example, you might ask, “What are 
you worried about if I go to my friend’s birthday celebration?” and 
then get no verbal response but instead a physical response, like fear 

appendix C
Internal Dialogue Technique
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or shame. Assume the feeling or tension is a communication, and 
reflect it back, “It sounds like you’re afraid that people will see you … 
Is that right?”

Step 4: Explore the underlying fears. Usually, the underlying fear is a vari-
ant on the theme of “something bad will happen” which has gotten 
projected onto current triggers. Often we have to explore several 
levels of fear to get to the core fear. Ask the part again:

“What are you worried about?” No matter what feeling or words 
come up (anger, sadness, shame, guilt, fear), assume that this part 
is not comfortable with the feeling and is worried about something.

Then, once you have that next layer of worry, ask: “And if that 
were to come true, what would you be worried about?” (The ques-
tions should be as concrete as possible and tied to the expressed fear 
of the part, even if the fear doesn’t make sense.) Usually, the answer 
is “safety,” which then requires another question: “How would he or 
she be unsafe if this happened?”

It usually takes 2 to 4 questions along these lines to get to the core 
fear, usually a fear connected to the trauma in some way: “I’ll be 
alone,” “I would be trapped,” “It would be too much—I would just 
shatter.”

Step 5: Identify some type of corrective experience that can be provided by 
the adult self directly to the part, something that the part didn’t get 
back then, like validation, support, comfort, care, reassurance, or 
protection. These fears come from long ago, even though they feel 
connected to right now because they are happening in the present 
moment. They are the fears of child parts who don’t know that you 
are an adult with strengths and resources and who has safety under 
your control most of the time, certainly compared to when you were 
a child. Ask the worried part, “What do you need from me right here, 
right now, to not be so afraid of _________?” In most cases, the an-
swer the part gives is: “I need to feel that you, the adult, are there with 
me and not as scared as I am.”

Step 6: Focus on how the adult you are today can provide a corrective expe-
rience for the child you once were. Child parts can be afraid that 
if the adult is scared, too, or overwhelmed, there really will be dan-
ger, and no one will be there to help the child part. I stress to my cli-
ents that an adult would only be afraid of a real danger, not afraid of 
past dangers happening again exactly the same way. The adult can 
reassure the child parts that right now they are not alone—they’re 
with you. Or reassure them that nothing bad is happening—they’re 
just remembering how scary it was then. If words don’t calm the 
body or the emotions, you can do something physical to communi-
cate safety: for example, put a hand over the part of the body where 
the anxiety is felt (the chest, stomach) or lengthen your spine by 
gently stretching it from the middle of the back upward or stand 
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up and walk around to demonstrate how tall and strong you are. 
You can also reassure the part through imagining being there with 
her … What would you want to do if you saw him feeling this way? 
Take his hand? Pick her up? Take her away from that place?

Step 7: Practice! The more you practice these skills, the easier it will be to 
recover from crises and avoid them. Remember every crisis results 
from some part getting triggered and reacting out of fear or shame 
or anger.

The key is communicating a real commitment to the parts that, 
from now on, you will listen to them, take their fears seriously, con-
nect to them with compassion, and try to provide the protection 
and support they have been waiting for.
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The premise of this paradigm or protocol is that dissociative disorder clients, 
borderline clients with dissociative features, and structurally dissociated 
complex PTSD clients all come to therapy because their parts are intruding 
upon the consciousness of their going on with normal life selves. The present-
ing problem described to the therapist by the client will in some way reflect 
the activation of a part holding trauma-related implicit memories: depression 
might be a sign that a depressed child has been triggered by a loss; anxiety 
might be the communication from an anxious part whose implicit memories 
have been activated by the birth of a child; relationship difficulties may be an 
indication of conflict between parts about trust/mistrust, closeness/distance. 
Whatever implicit memories underlie the presenting problem, therapy is apt 
to further activate the parts because it is a promise of help from an authority 
figure, something for which they have been waiting many years. By its very 
nature, therapy will evoke impulses to disclose but also exacerbate procedur-
ally learned secrecy. It will stimulate the yearning to trust and connect but 
also trigger hesitancy and hypervigilance. Closeness to the therapist and the 
invitation to “open up” will trigger implicit memories, and separation or dis-
tance will also be triggering.

The therapist’s job is to give both sides “a voice”:

 1 At each session, as the client arrives with a presenting problem or distress 
of the day, the therapist’s job is first to tie that distress to a part, that is, if 
the client is feeling more anxious, the therapist reframes the anxiety as the 
child part’s nervousness or fear and expresses empathy for the part rather 
than empathy for the “client.” Although it may be important to spend some 
time listening to what the clients are feeling, it is also important to avoid 
reinforcing their procedurally learned “stories” about themselves and to 
help them become more mindful and curious about the part in distress.

 2 Next, switch pronouns so that “you” now describes the adult self of the 
client and “he” or “she” describes the part: “Yes, she’s really scared, isn’t 
she? Do you know what triggered her? Or did you just wake up to find her 
in this state?”

appendix d
Treatment Paradigm for Internal 

Attachment Repair
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 3 Evoke curiosity about the part that is in distress: Is he or she very young? 
Are his or her feelings familiar? What is going on in the client’s life that 
might trigger these emotions? [Notice that there is no attempt to place the 
part in childhood history or in the traumatic context. The emphasis is on 
the part’s experience now in the context of the client’s daily life and the 
 relationship between the normal life self and the part.]

 4 Use language and tones of voice that speak to not only the adult but also to 
the age of that part, whether a young child, teenager, or latency-aged child.

 5 Be prepared for other parts to get triggered by the attention to vulnera-
bility: A skeptical part that questions the use of parts language, an angry 
part that feels condescended to, a “shutdown” part that stops talking and 
goes mute.

 6 Notice and name parts that distract or shut down the conversation with 
or about a vulnerable part: “Interesting—there’s a part that thinks I’m 
condescending, huh? I wonder what in my tone of voice or words gave 
her that message …” “I appreciate the skeptical part’s questioning of what 
we’re doing here … that’s important.” “Notice how protective these parts 
are of the anxious part—they don’t want us to get too close to her.”

 7 Be the voice or spokesperson for all the parts: “Remember that all parts are 
welcome here …” “Keep in mind this is a child—no wonder she is so upset …”

 8 As the client expresses feelings and thoughts or describes physical re-
actions, images, or impulses (whether in parts language or not), keep 
reminding him or her that all of these sources of information can be 
communications from parts: “If this belief/feeling/impulse/image were a 
communication from a part, what would that part be trying to tell you?”

 9 Then have the client check with the parts by asking to him or herself: 
“Is that right? Is that true?” If the answer is “no,” then have client invite 
the part to correct the statement until it is “right.”

 10 Invite the client to ask inside, “Are you tired of feeling this way?” or “Are 
you tired of being in the past?”

 11 If the answer is “yes,” then whatever interventions are offered should be 
framed as an attempt to help the parts. Often, especially when clients shut 
down or refuse to speak, our interventions are framed as attempts to get 
the adult back in control of the body. But that approach sends a negative 
message to parts that they are not welcome. The same intervention (e.g., 
grounding) done on behalf of the parts will be much more successful.

 12 After each intervention tried, ask the client to check inside with the parts: 
“Does that help?” “Does this feel better or worse?” If the answer is posi-
tive, repeat the intervention or affirm the part’s feelings: “Yes, it feels good 
to me, too—I like holding your hand.” Or “I want to protect you.”
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Time/Day Thoughts 
I’m having

Feelings I’m 
having

How I’m 
acting

What’s 
happening 
in my body?

Am I older? 
Younger?

What does this 
tell me about 
which part I am 
right now?

 

appendix e
Dissociative Experiences Log
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Step 1: The client is asked to identify a part that is in some kind of distress. 
Then the therapist initiates the dialogue by inviting the client to: 
“Ask this distressed part what she’s worried about if you __________
______________________? [e.g., go to the party, say “No,” get angry, 
stand up to your boss, etc.]

Step 2: “Ask her what she’s worried will happen next if her worry [repeat the 
part’s exact description of it] really does come true.”

Step 3: “Ask her: if those worries that [repeat the part’s exact description] 
 really do happen, what is she worried will happen next?”

Keep repeating Step 3 until a core fear is reached: usually either the 
fear of annihilation or the fear of abandonment.

Step 4: “Acknowledge her fear by mirroring it back to her, then ask the part: 
what does she need from you right here, right now to not be so afraid 
of ________________?” “Right here, right now” is the operative word: 
the need must be small enough and sufficiently concrete that it can 
be met by the normal life part with coaching as appropriate from the 
therapist.

appendix F
The Four Befriending Questions
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