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What’s in a name? 
New wording for PODS 
Well, Shakespeare may have thought 
it wasn’t important, but we think that 
a name says a lot and means a lot.  
When we set up PODS about two 
years ago, we had a nebulous sense 
of wanting to support dissociative 
survivors’ recovery by supporting the 
people around them.  This was 
because in our own narrative, we had 
veered very close to the edge of the 
cliff in our marriage and my struggle 
to understand Carolyn’s symptoms 
and behaviour had led to us spiralling 
downwards in a very negative cycle 
of distancing and emotional hurt.  
And the sad thing was that all of it 
was avoidable, because as soon as 
Carolyn had a diagnosis and I began 
to understand what dissociation was 
and why it was so necessary for her 
survival, we began to work out ways 
of relating to one another that were 
constructive and helpful rather than 
unintentionally damaging. 

So we set up ‘Partners of Dissociative 
Survivors’ to try to help others to help 
the survivors.  And many people did 
get in touch and were grateful for the 
partner’s perspective that we 
provided.  But through a demand for 
our support we started running 
workshops, and instead of a majority 
of partners coming, survivors came, 
and therapists, and other 
professionals too. 

To date we have spoken in front of 
nearly a thousand people on training 
days and at conferences, and the vast 
majority of people attending (about 
two thirds) have actually been 
professionals, with the remaining 
third being dissociative survivors and/
or their partners.  Over 400 people 
have contacted PODS directly either 
via email or on the helpline, and the 
majority of these have been 
survivors.  I receive on average 45 
calls a month on the helpline or to the 
office, and we usually receive around 

125 emails a month.  In addition, our 
website receives around 100 visitors 
each day, totalling about 4500 hits 
per month.  Our magazine -ÕÌÔÉÐÌÅ 
0ÁÒÔÓ has a subscriber list as of 1 
January 2012 of just over 1500 
people. 

Increasingly therefore our services 
were being directed at people other 
than partners.  And we were sad to 
hear that some people hadn’t come 
to one of our workshops or hadn’t 
checked out our website because 
they weren’t ‘partners’ and thought 
therefore that they were excluded 
from what we did.  So we began to 
realise that we needed a name to 
more accurately reflect our activities. 

We didn’t want to lose the acronym 
‘PODS’ as we have done a lot of work 
to raise awareness and get our ‘brand’ 
out there.  We wanted to 
communicate some of our values, our 
intentions and our aims within the 
same four letters.  So after a certain 
amount of head-scratching, we came 
up with the new wording for PODS of 
‘Positive Outcomes for Dissociative 
Survivors’.  This reflects the fact that 
in everything we are doing we want 
to be working towards ‘positive 
outcomes for dissociative survivors’.  
What those positive outcomes are 
will vary for each individual, but what 
underpins it all is a belief that as 
Janina Fisher says, we are “pre-wired 
for survival” and there ÉÓ hope for 
recovery. 

So we’re looking forward to all we 
have planned for 2012.  In addition to 
running our successful introductory 
course ,ÉÖÉÎÇ ×ÉÔÈ $ÉÓÓÏÃÉÁÔÉÏÎ again 
on two occasions (in Huntingdon and 
Sutton Coldfield), we are rolling out 
two new courses which will each run 
in Huntingdon, Bradford and Hemel 
Hempstead.  These are 4ÒÁÕÍÁ ÁÎÄ 
ÔÈÅ "ÏÄÙȡ $ÉÓÓÏÃÉÁÔÉÏÎ ÁÎÄ 

Ä  

3ÏÍÁÔÉÓÁÔÉÏÎ, which will look at the 
profound impact on our physical 
bodies of trauma and how the body 
can be a key to unlocking the 
psychological issues of trauma.  And 
2ÅÃÏÖÅÒÉÎÇ ÆÒÏÍ 4ÒÁÕÍÁ ɀ (ÅÁÌÔÈÙ 
"ÏÕÎÄÁÒÉÅÓ ÁÎÄ 2ÅÌÁÔÉÏÎÓÈÉÐÓ, which 
will cover topics such as how to 
identify safe and unsafe people, what 
role mindfulness can play in the 
development of our interpersonal 
capacities, and how to develop a 
healthy relationship with both others 
and our self or selves. 

Carolyn is also developing some 
other courses, aimed specifically at 
therapists working with dissociation 
in clinical practice, and as part of one 
of our other projects, Spring 
Ministries, she is running a (ÅÌÐÉÎÇ ÔÏ 
(ÅÁÌ training day aimed at enabling 
churches to respond more helpfully 
to adult survivors of child sexual 
abuse.  Details of all of these can be 
found at the back of this magazine or 
on our websites. 

As well as our training courses, we 
will continue to run the helpline, 
produce resources, and provide 
support.  Partners are in no way 
excluded from what we do and are 
still invited to contact us to receive 
support.  We are looking forward to 
all that 2012 holds for us, and our 
part in promoting some ‘Positive 
Outcomes for Dissociative Survivors’. 

by  

Rob Spring  

Rob Spring is Director of PODS 

and a trainee counsellor. He is 

married to Carolyn who has DID. 
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Be kind to yourself: 
self-care and the golden goose 
3ÅÌÆ-ÃÁÒÅ ÈÁÓ ÂÅÅÎ ÔÈÅ ÂÉÇÇÅÓÔ 
ÃÈÁÌÌÅÎÇÅ ÉÎ ÈÅÁÌÉÎÇȢ  *ÕÓÔ ×ÈÅÎ 
) ÔÈÉÎË )ȭÍ ÄÏÉÎÇ ÓÏ ×ÅÌÌȟ ) ÃÁÔÃÈ 
ÍÙÓÅÌÆ ÔÁËÉÎÇ ÃÁÒÅ ÏÆ ÏÔÈÅÒÓ ÁÓ 
Á ÒÅÐÌÁÃÅÍÅÎÔ ÆÏÒ ÔÁËÉÎÇ ÃÁÒÅ ÏÆ 
ÍÅȢ  "Ù ÄÏÉÎÇ ÓÏȟ ) ÒÅÐÅÁÔ ÔÈÅ 
ÃÙÃÌÅ ÏÆ ÁÂÁÎÄÏÎÍÅÎÔ ÍÙ 
ÁÂÕÓÅ ÓÔÁÒÔÅÄȢ  )Î ÓÅÒÖÉÎÇ ÏÔÈÅÒÓ 
ÂÅÆÏÒÅ ÍÙ ÎÅÅÄÓ ÁÒÅ ÍÅÔȟ ) ÄÏ Á 
ÄÉÓÓÅÒÖÉÃÅ ÔÏ ÍÙÓÅÌÆȢ 

Christina Enevoldsen 

For a long time, therapy sessions 
would end with a fairly typical 
exchange.  I would express 
frustration at myself for not doing 
enough, not making progress 
enough, not having been present 
enough, not … well, just not quite 
ÂÅÉÎÇ enough, ever.  I would go “grr”, 
and gently but firmly the response 
from my therapist would go, “Be kind 
to yourself.” 

To start with, it was just annoying.  It 
felt like a saying picked up at ‘therapy 
school’.  I didn’t realise that it actually 
meant anything – that it actually 
ÃÏÕÌÄ mean anything.  Then slowly, 
over time, it began to dawn on me 
that the reason my therapist said it 
was because she meant it, and that 
she really believed that ‘being kind to 
yourself’ was an actual, tangible, 
feasible thing to do. 

I really didn’t know what it meant, 
and over the last five or more years of 
therapy, learning what it is, and 
learning how to do it, has been one of 
the biggest challenges to date. 

To start with, I would fire back: “What 
do you mean?” and in return there 
would come that therapist-response 
(again, annoyingly, it seemed, 
straight out of ‘therapy school’) of, 
“What do ÙÏÕ think it means?”  
Gradually this morphed into, “What 
×ÏÕÌÄ ÉÔ mean to you?”  When I 
eventually frustrated her enough to 

elicit a straight answer, on one 
occasion she came up with a list of 
suggestions of things that other 
people found helpful.  It was 
supposed to aid me in self-regulation, 
to try to bring me down from the 
hyperaroused, tense-taut, fizzing 
frustration that always marked out 
therapy days. 

“A candle-lit bath?” 

I don’t know what kind of look was on 
my face in reply, but if my face (for 
once) was expressing what I felt, it 
would have contorted with disgust, to 
be replaced perhaps with a wave of 
bemusement.  7ÈÙ ×ÏÕÌÄ ) ×ÁÎÔ ÔÏ 
ÈÁÖÅ Á ÃÁÎÄÌÅ-ÌÉÔ ÂÁÔÈȩ  Could I think 
of anything more triggering, less 
relaxing, more … yuk?  But at least if 
being kind to oneself meant doing 
things you didn’t like, and doing 
things that increased your panic and 
sense of shame, then maybe I was 
already good at it … 

The reality is that for trauma 
survivors, especially survivors of child 
sexual abuse, self-care is one of the 
hardest things for us to do.  There are 
many reasons that we’re so bad at it.  
Most obviously for me was a lack of 
knowledge, about what it was, and 
how to do it.  It hadn’t been modelled 
to me in any significant or at least in 
any successful kind of a way during 
my upbringing.  Caring for oneself, it 
was drummed into me (mostly 
subconsciously but also in frequent, 
barbed remarks), was selfish and 
×ÒÏÎÇ.  You don’t tend to learn things 
that you don’t see anyone else doing, 
and that you have been told 
repeatedly are morally aversive.  So I 
didn’t. 

Secondly, for many of us, we don’t 
believe that we have any kind of 
‘right’ to self-care.  Growing up with a 
toxic, curdled sense of unworthiness 
and shame, it seemed counter-

intuitive to want to care for a self that 
is (so we believe) intrinsically ÂÁÄ.  
You don’t care for bad things – you 
destroy them, get rid of them.  The 
broken washing machine that is left 
to rust down the side of the garage 
isn’t being cared for, because it’s 
faulty and has no value.  That’s how I 
and many others I know have viewed 
ourselves all our lives.  And, like a 
washing machine, we believe that we 
exist to serve others.  It puzzled me at 
first that so many other survivors that 
I was getting to know, especially DID 
survivors, were caring, devoted, 
sacrificial people, and that many of 
them were or had been employed in 
caring professions – doctors, nurses, 
social workers, counsellors, support 
workers, teachers and the like.  And 
then I began to realise that mostly we 
had all grown up in environments 
where we had been trained to tune in 
to others’ needs – frequently, into 
other people’s illicit and wrongfully-
expressed needs – and so we had 
become hypervigilant to others’ 
wants and emotions.  We were 
acutely aware of how we could (how 
we ÓÈÏÕÌÄ, sometimes, just to stay 
out of trouble) care for others, all the 
time neglecting our responsibility to 
care for ourselves. 

And this external hypervigilance, our 
attentiveness to the needs of others, 
trained our brains in ways that 

by  

Carolyn Spring  

Carolyn Spring is a freelance 

writer and trainer and is a DID 

survivor of extreme childhood 

abuse.  She is also Director of 

PODS and TASC. 
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hindered us from tuning in to 
ourselves. I remember early sessions 
of Sensorimotor Psychotherapy – 
“What’s going on in your body?” 
asked the therapist, casually.  And I 
would look at her as if she had landed 
from outer space.  “What’s going on 
in my body?” I would echo back, 
trying to buy some time and figure 
out how on earth I was going to 
answer this most complex and 
incomprehensible of questions.  And 
sometimes the thought that was in 
my head would pop out of my mouth: 
“I haven’t got a body …”  I knew, 
cognitively, that this wasn’t the case.  
But it didn’t feel the case.  I was so 
horrendously out of touch with what 
was going on with my body, what 
was going on with my feelings, ×ÈÁÔ 
×ÁÓ ÇÏÉÎÇ ÏÎ ÏÎ ÔÈÅ ÉÎÓÉÄÅ ÏÆ ÍÅ, that 
I had no chance whatsoever of going 
that step further and figuring out how 
to care for myself.  If I couldn’t 
establish where I was at, whether I 
was hot or cold or hungry or tired or 
happy or upset or agitated or 
miserable, whether I was angry or 
uncomfortable or queasy or excited, 
then how could I care for myself in 
any of those or a million other 
potential states?  I played hockey 
once with pneumonia, because I 
didn’t realise that I was ill, and 
pushed my body beyond its capacity 
and into serious illness. 

So there were, and there still are, 
many reasons why I was and to an 
extent still am so bad at self-care.  
But over time I began to realise it as a 
recurring theme in my therapy 
sessions, an annoying fly buzzing 
around my head, something that 
demanded my attention and 
wouldn’t leave me alone.  And I 
began to realise that learning self-
care is ÁÂÓÏÌÕÔÅÌÙ ÅÓÓÅÎÔÉÁÌ to 
recovery.  After all, it was abuse and 
neglect that was responsible for the 
mess I was in, the mess that had led 
to a severe and debilitating 
breakdown, the mess that had led me 
to being in therapy, the mess that 
was known technically as Dissociative 
Identity Disorder.  So it seemed 
obvious (at last) that continuing to 
abuse and neglect myself would only 
prolong the pain, and sustain the 

mess, and that I needed to choose an 
opposite path if I were going to aspire 
to at least some level of healing and 
recovery. 

A few years ago I read the Stephen 
Covey book 3ÅÖÅÎ (ÁÂÉÔÓ ÏÆ (ÉÇÈÌÙ 
%ǟÅÃÔÉÖÅ 0ÅÏÐÌÅ and it introduced to 
me the Aesops Fable about the goose 
and the golden egg.  And the point 
that Covey made was that we are all 
geese capable of laying golden eggs.  

the fact that my body needs sleep, 
nutrition, rest and exercise, and that 
emotionally I need a whole raft of 
things including positive contact with 
others, acceptance, challenge and 
excitement.  I resisted this knowledge 
because it felt one step too far – I 
was, after all, severely traumatised; I 
had DID; I had over a hundred alters.  
3ÕÒÅÌÙ the laws of nature didn’t apply 
to me?!  Surely having DID was the 
only fact of significance, and the 
threat of diabetes from obesity, or 
the risk of cancer from lifestyle 
choices, wouldn’t also smite me —
ÂÅÃÁÕÓÅ ÅÎÏÕÇÈ ÂÁÄ ÔÈÉÎÇÓ ÈÁÄ 
ÁÌÒÅÁÄÙ ÈÁÐÐÅÎÅÄ ÉÎ ÍÙ ÌÉÆÅ?  Of 
course, I didn’t realise that I thought 
like this.  I didn’t realise that deep 
down I had a kind of sense of equal 
opportunities ‘justice’, where if bad 
things happened to you as a child, 
bad things wouldn’t happen to you as 
an adult.  But eventually, too many of 
my DID friends developed breast 
cancer for me to ignore the fact that, 
far from childhood adversity meaning 
that you were off the hook from adult 
difficulties, it did in fact ÉÎÃÒÅÁÓÅ the 
risk.  One research study I read 
suggested that the incidence of 
breast cancer increased by 49% for 
people with a trauma history. 

Which of course is all terribly unfair – 
that you should suffer as a child, and 
then because of that suffering, you 
should be at greater risk for suffering 
as an adult.  But I began to realise 
that it was a fact whether I denied it 
or not.  And I began to realise that 
there is an imperative need for self-
care if we are to have any chance at 
all of obviating the increased risks for 
the plethora of health problems 
associated with adverse childhood 
experience. 

I also began, slowly, to realise that 
there was an intrinsic conflict and 
contradiction in what I was doing in 
seeking therapy.  On the one hand I 
wanted to move towards healing and 
recovery, in whatever form that 
would take, and I was investing time 
and money and effort and emotion 
into that process.  And then, at the 
same time, I was abusing and 
neglecting myself in ways that 
directly contradicted the vectors of 

be kind to yourself: self-care and the golden goose carolyn spring 
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that learning self-care is 

absolutely essential to 

recovery.  After all, it 

was abuse and neglect 

that was responsible for 

the mess I was in … the 

mess that was 

technically known as 

Dissociative Identity 

Disorder.” 

But unless we take care of ourselves, 
unless we feed the goose, the goose 
will die and there will be no more 
golden eggs.  So all the productivity 
of our lives – all our relationships, our 
hopes and dreams, our work, our 
interests, our legacy and destiny – 
would be suffocated by a lack of self-
care.  I held that concept mentally 
but struggled to come to terms with 
it emotionally.  Too often it 
contradicted my default shame 
setting, that I was good for nothing, 
and wouldn’t lay ÁÎÙ kind of eggs, let 
alone golden ones.  But over time, as 
I returned to work and began to value 
myself more, I began to realise that I 
did indeed need to start taking care 
of myself as the golden goose that 
has the potential, like everyone else, 
to lay many, many golden eggs. 

What I came up against was those 
infernal, frustrating laws of nature: 
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therapy.  I couldn’t on the one hand 
say that I wanted to ‘get better’, and 
seek and enjoy the affirmation and 
unconditional positive regard of a 
therapist who occasionally even said 
things that didn’t seem to come 
straight out of ‘therapy school’, whilst 
on the other hand fail to do the 
‘homework’ of being kind to myself.  I 
realised it was hypocrisy, and the 
kind of ambivalence-based conflict 
that is so often central to people with 
DID.  So I also realised that over time 
I would have to start ploughing the 
ground, putting some hard back-
work into digging up the fallow 
ground of my self-care, if the seeds 
that were being sown on a weekly 
basis in therapy were going to grow 
to an abundant harvest in fertile soil.  
I couldn’t abdicate ÁÌÌ responsibility 
for caring for me to my therapist, my 
husband, and my friends. 

The barriers to learning self-care 
were enormous.  To start with, I felt 
that I just didn’t have the skills.  A 
constant directive came from my 
therapist for me to notice what I did 
for others, and to start to do it for 
myself, and slowly I began to realise 
that the skills were latently present 
but had never been self-directed.  
The biggest barrier was the desire, 
often held within me by different 
parts of my personality, to punish 
myself.  I realised that, like many of 
my other DID friends, I was highly 
skilled in the art of self-criticism, 
whilst lacking in the ability or perhaps 
the willingness to extend empathy, 
supportiveness and compassion to 
myself.  I could maintain a constant 
stream of fault-finding towards 
myself, exacting the highest, most 
unattainable standards upon myself, 
whilst holding a totally different set 
of values towards others.  (It must 
however be said that our ability to 
criticise and attacks others was also 
at times highly developed.) 

Time and again I would hit up against 
the numerous mental obstacles to 
self-care in the form of restrictive 
beliefs: “I’m not worthy”, “I don’t 
deserve it”, “It’s selfish”, “There are 
people worse off than me.”  Often 
you don’t even realise you think these 
things until that excruciating 

moment, often in therapy, when the 
therapist looks you in the eye and 
says, “7ÈÙ don’t you deserve it?”  
Perhaps the most effective metaphor 
I found myself using with someone 
else was, “Does a car deserve petrol?  
Do we give it a hard time for being so 
needy, for being so greedy and self-
centered to want petrol, or do we just 
take it to the petrol station and fill it 
up?”  We can so often get stuck in 
that circular debate around our 
worthiness, around whether we 
deserve to have some time off, 
whether we deserve to take it easy, 
or have something nice, or enjoy 
ourselves, or receive a compliment.  
And all the time the car is stuck on 
the station forecourt, unable to do 
what it was built and bought to do, 
and we fail to realise that we really 
don’t even need to be having the 
debate. 

The argument that “There are other 
people worse off than me” is one that 
I hear frequently from other 
survivors, many of whom have 
suffered the most inhumane and 
horrific abuse through long periods 
not just of their childhood but of their 
adulthood too.  I sometimes fail to 
see much veracity in the claim that 
there ÁÒÅ other people worse off than 
them, but I myself have publicly 
stated on a number of occasions that 
I consider myself to be one of the 
‘lucky unlucky ones’, mainly because 
the abuse I suffered, whilst atrocious, 
has been matched in its extremity by 
the levels of care, love and support 
that over recent years I have 
subsequently received.  But for me, I 
began to make progress when 
instead of comparing myself to 
others and wondering if I deserved 
that care, love and support, I decided 
that yes, there ×ÅÒÅ people worse off 
than me, and that was why it was so 
vitally important that I care for 
myself: so that I can help them too.  I 
have to fill the car up with petrol so 
that I can get on with my journey of 
recovery for myself, and recovery for 
others.  I refuse to sit around any 
longer on the forecourt debating 
what I deserve. 

Learning to tune in to myself to 
assess and respond to my needs, and 

develop some level of care for myself, 
was and still is hard.  Many of us are 
not very good at it at all.  Our medial 
prefrontal cortex, the ‘front middle 
bit’ of the brain which helps us reflect 
and zone in on our internal 
experience, has in many cases failed 
to develop sufficiently as a result of 
neglect.  I like to see this part of my 
brain as a muscle that is puny and 
atrophied, but which I am now 
regularly working out at the ‘gym’.  
As I do, I’m beginning to see 
progress, and I’m less liable to want 
to respond, “But I don’t have a body” 
or “I ÄÏÎȭÔ ËÎÏ× how I’m feeling.”  Use 
it or lose it, the slogan goes, and I’m 
learning, slowly and sometimes still 
too reluctantly, to use it. 

But there is a huge fear that many of 
us have when we first start to tune in 
to ourselves – that we have within us 
such a huge reservoir of need that 
attending to it will burst the dam, and 
we will drown.  It is a very tangible 
fear, full of a sense of overwhelm and 
risk.  What if, instead of turning the 
tap on slowly in the safety of the 
confines of therapy, what if, instead 
of just having a little cry and then 
being able to pull ourselves together 
again, what if … what if … what if the 
whole thing comes gushing through?  
All those years of hurt and heartache 
and trauma and terror?  All the 
hugeness of all the loss and all the 
abandonment and all the abuse that 
was so overwhelming that we could 
only dissociate in order to cope with 
it, and which resulted in us being the 
way we are now? 

Sometimes it’s hard to assess risk 
accurately, to perceive if the fear is 
founded or exaggerated.  !ÌÌ feelings 
seem overwhelming and terror-
bound at first.  The merest sense of 
anger rising in us, the anger not at 
the huge injustice of criminal atrocity 
visited upon us as children, but 
perhaps just someone pushing into 
the queue ahead of us, or not 
listening properly, or not giving us 
due respect … the merest whiff of 
that can send us into a tumult of rage 
and lava-like extremity, so we pull 
away from it instantly, as quickly as 
from a flame or the hob.  In reality, 
I’ve found that tuning in to my needs 

be kind to yourself: self-care and the golden goose carolyn spring 
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internally has ÎÏÔ demolished the 
dam and everything has ÎÏÔ come 
flooding out.  If anything, it has 
reduced that incessant pressure and 
made me feel more secure in the 
strength of the dam walls and their 
capacity to appropriately hold the big 
feelings within.  

I had to work hard to overcome a 
sense that I existed to serve and care 
for others, and that I shouldn’t or 
mustn’t care for myself.  This core 
belief, buried beneath rock-hard 
layers of bitter experiences, had been 
reinforced by ÍÙ Ï×Î ÔÒÅÁÔÍÅÎÔ ÏÆ 
ÍÙÓÅÌÆ during adulthood: working too 
hard, caring for others too much, 
being over-committed and over-
involved in everything I did.  It was a 
seismic shift to believe that I existed 
for more than to serve and to care for 
others – that I existed in my own 
right, just to ÂÅ, not just for what I 
could ÄÏ.  But poor boundaries, that 
creeping, sleeping inability to say ‘no’ 
and erect fences around myself and 
my stuff, made it hard for me to 
create the space that is essential for 
self-care.  Busyness, after all, is 
fulfilling – it gives us feelings of 
potency, of being ‘good’; it keeps our 
feelings at bay; it gives us a sense of 
purpose and a sense of value.  We 
have something to show for our time 
– a list of achievements and lots of 
ticks on the to do list – and we 
perhaps feel that our productivity 
justifies our existence and 
compensates for the negatives of us 
existing and ‘stealing’ others’ 
resources. 

Too often we don’t create the space 
necessary for self-care because we 
don’t want to: we don’t want to pay 
the price of ÌÅÓÓ productivity, and the 
discomfort we might feel at the 
accusations that invariably missile 
towards us from kids, or friends, or 
family that we are being selfish to 
want some space for ourselves.  It’s 
an easy button for abusive, immature 
or self-centered people to press in us, 
and more often than not they keep 
pressing it in order to get us to meet 
ÔÈÅÉÒ needs so that they don’t have to 
take the responsibility of meeting 
those needs themselves.  We thus 
can be trapped in a cycle of abusive 

relationships where we fail to invoke 
any edges in our life, any tensa-
barrier beyond which we say, “No!  I 
need to meet my own needs now 
because I matter too.” 

Shame, of course, precludes self-
care.  It is most commonly expressed 
instead in self-harm: either the blade-
bleeding variety or its more subtle 
variants such as food abuse, or 
alcohol, or drugs.  Or, of course, its 

at the wrongness, anger at the 
injustice, anger at the people who 
have trashed my life and gotten away 
with it while I have paid the price.  
That anger is like a volcano waiting to 
erupt, and it scares me.  So, too 
often, it is safer instead to sit with 
shame, with its passive-aggressive 
depression, rather than handle the 
outflux of this hot, fiery, 
unpredictable and perhaps 
uncontrollable rage. 

And a lot of that anger, when 
released, was directed ÁÇÁÉÎÓÔ the 
self, in volatile eruptions of self-harm.  
How would it be, my therapist asked 
me one day, if I could redirect that 
anger towards self-care rather than 
towards self-harm?  The concept was 
so startling that I had to ask her to 
repeat what she had said, because it 
sounded on first hearing unnervingly 
like a line from 4ÈÅ *ÁÂÂÅÒ×ÏÃËÙ.  
What if I could grab a hold of the 
handlebars of that anger, that roaring 
motorbike of pulsing, throbbing 
energy, and I could steer it towards a 
path of ÓÅÌÆ-ÃÁÒÅ rather than ÓÅÌÆ-
ÈÁÒÍ?  To use its energy positively, 
not negatively?  I am still processing 
that, turning it over in my mind, but it 
has its parallel in what I have said for 
a long time about anger: it’s the 
energy I need to get out of bed on a 
morning, and to try to change the 
world.  Now, perhaps, it’s time to 
start trying to change the world by 
laying more and more golden eggs, 
and for that it needs a fit and healthy 
and sane golden goose. 

I have had to figure out what self-care 
means for me by a toddler-like 
process of trial and error, of watching 
and learning, or experimenting and 
risk-taking.  Candle-lit baths might be 
a no-no for me at the moment but I 
can at last see beneath the activity in 
isolation to the principle beneath it, 
and I am beginning to find things that 
suit my temperament and my 
experiences, and respect my trigger-
laden vetos.  I can relax in the jacuzzi 
after a work-out at the gym now.  I 
can carve time out in my week, even 
ring-fencing chunks of time in the 
calendar months in advance, to make 
sure I watch the football I love, and 
the documentaries I enjoy, and the 
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“But poor boundaries, 

that creeping, sleeping 

inability to say ‘no’ and 

erect fences around 

myself and my stuff, 

made it hard for me to 

create the space that is 

essential for self-care.” 

silent, passive accomplice in the form 
of self-sabotage, which trips us up 
when we are metres from the 
finishing line and we can start to hear 
the plaudits for running the race well.  
Shame has played a major part in my 
life, demanding perfection of me, 
withdrawing my rewards for work 
well done, increasing pressure, 
insisting that unless ÅÖÅÒÙÔÈÉÎÇ is 
done, then nothing counts.  And as I 
have battled and engaged with my 
relationship with shame over the last 
few years, I have more recently 
begun to realise that for too long 
shame has been a ×ÅÌÃÏÍÅ member 
of my household: because shame 
keeps out anger.  What I mean is that 
if I were to acknowledge that the 
shame isn’t mine, that ) am not bad, 
but it’s other people who should feel 
ashamed for the bad things they have 
done to me, then the irresistible next 
step is to flare up with anger – anger 
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films that inspire me.  I have had to 
tune in to a whole panoply of selves, 
all the different parts that make up 
the whole of me, to figure out what 
they each need and want – and that 
takes time, and communication, and 
effort, especially when there is 
seeming conflict and the 
contradictions of polarised beliefs.  I 
have had to reframe some of my 
avoidance of self-care as attempts at 
survival and self-protection, attempts 
for which I can now convey my 
gratitude and appreciation, but which 
have been superseded as my here-
and-now environment has changed, 
and is positive, and safe, and 
nourishing.  I no longer need to 
defend against perpetrators who 
would deny me self-care.  It’s ok for 
me to say “I need”. 

I have had to look not just at the 
range of needs and wishes from all 
the parts of my system, but all the 
different elements that comprise the 
totality of my being.  It’s too easy 
with the label of DID to think that 
everything is just about ‘parts’, but 
we’re human beings too.  We have 
‘normal’ needs like everyone else.  
What do I need physically, 
emotionally, psychologically, 
mentally, spiritually and socially?  I 
am having to battle with those 
entrenched beliefs that self-care is 
wrong, and cascade my new 
understanding of its importance and 
validity down through developmental 
layers of my selves, to each and every 
part of my personality, so that ÁÌÌ of 
me can begin to understand that self-
care is good, and safe, and 
appropriate.  That takes time, and co-
operation, and a strong will, and I am 
having to take responsibility for 
leading on that as the adult, the core, 
the ‘host’: I don’t care so much for 
these labels of what constitutes me 
as a dissociative me, as I am 
determined to ensure that I move 
forwards with healing, and that I 
keep moving forwards. 

I have tapped into my 
developmentally younger parts and 
found resources that they made use 
of in childhood – the interests and 
hobbies that they had, however 
stunted and prohibited they were at 

the time, which I now as an adult, 
with some imagination and 
determination, can bring to reality in 
the freedom of a grown-up life: I may 
not have had much freedom or 
security to explore the cosmos as a 
child, but it ÉÓ within my grasp now as 
an adult, slowly and within the 
confines of mortgage payments and 
grocery shopping and toilet-cleaning, 
to develop and nurture that interest.  
It is often easy to re-enact the 
helplessness and victimisation of 
childhood and say “I can’t!” (replete 
with whiny voice) but I’m beginning 
to see just how significant a part of 
our healing is that attitude of “I can!”, 
despite the hurdles and continual 
knock-backs that are a reality for 
ÅÖÅÒÙÏÎÅ in life, not just trauma 
survivors. 

And in developing self-care, I’m 
learning to look with a sense of 
temporal perspective, not just to 
tune into “What do I need ÒÉÇÈÔ 
ÎÏ×?”, important though a first step 
that was.  I’m learning to start to 
plan, to anticipate, to negotiate 
upcoming events with foresight of 
what I will need ÉÎ ÔÈÅ ÆÕÔÕÒÅ, what I 
will need at difficult times, at key 
dates, at busy times, when I’m 
premenstrual.  I’m sure this will 
continue to be a challenge, and my 
boundaries are a work in progress as I 

learn to value my self and give myself 
what I need: I slip constantly into old 
patterns and belief-frames and I 
forget to check in with my selves 
about what I need and will need.  
Those patterns were laid down over 
decades – neural pathways wired into 
my brain through repeated 
experience.  And that is why it is a 
battle to do things differently now, to 
rewire my brain to expect and 
campaign for self-care now.  But I 
think it’s a battle that I’m beginning 
to win. 

Self-care is hard, but self-care is 
essential.  We often don’t know how 
to do it, but we can learn.  Often we 
instinctively know how to care for 
others, and so we have ‘transferable 
skills’ that we can orient towards 
ourselves.  But it requires a 
commitment to recovery, a 
commitment to changing our faulty 
belief systems, and learning to live in 
a new world of opportunity and 
possibility rather than in the bomb-
shelters of our past.  If we can start to 
accept self-care as a vital part of our 
life, rather than resisting it, we may 
find that we have many golden eggs 
to lay.  And after all, what better way 
to free ourselves from an abusive and 
neglectful past than to refuse to 
continue to abuse and neglect 
ourselves in the present? Ä  
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Inkjet recycling 

PODS has signed up with The Recycling Factory to accept used ink cartridges for 
recycling — and the best part is that we receive a small commission for every 
eligible cartridge received.  All you have to do is print off this freepost label and 
pop it all in the post.  The unique barcode on the front ensures that we receive the 
commission, which helps support PODS’ work including producing -ÕÌÔÉÐÌÅ 0ÁÒÔÓ! 

http://tinyurl.com/pods-recycle
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Boys don’t cry 

I’ve just had my heart broken and I’m 
struggling to accept it; or accept it 
again, I should say.  I haven’t 
attempted many relationships in my 
life and this one ended some time 
ago.  But when I realised I still loved 
her, or parts of me did, I attempted a 
reunion.  But she’s moved on and 
unfortunately for me, loss still equals 
death. 

$ÒÙ ÙÏÕÒ ÅÙÅÓ ÍÁÔÅ ȢȢȢ 

The Streets’ lyrics have been playing 
in my head.  I don’t particularly like 
the song but any songs about 
heartbreak seem to have resonance 
at times like this.  

'ÏÏÄÂÙÅ ÍÙ ÌÏÖÅÒ, ÇÏÏÄÂÙÅ ÍÙ 
ÆÒÉÅÎÄ ȢȢȢ 

It’s all bringing back memories from 
different times in my life including 
the first time I told her I had 
Dissociative Identity Disorder (DID).  I 
later wished I hadn’t told her and 
wanted to believe that I didn’t have 
the condition at all.  I preferred to 
deny it. 

She had seemed so understanding 
and accepting about it when I first 
told her: a little too understanding if 
anything.  The same night that I told 
her about the DID, I also told her that 
I had paid for sex on a couple of 
occasions, because I felt lonely, 
worthless and too frightened to 
attempt a relationship with a real 
woman before.  It’s not something 
I’m proud of, but it was just to be 
honest and help her understand me 
better.  After all, there’s a part that is 
a sex addict and has no interest in 
relationship whatsoever.  It’s the part 
that was so heavily sexualised as a 
child; was ritually raped, body 
tortured, prostituted out to a 
paedophile ring and used for child 
pornography.  He feels the only way 
to express it is though sex – or “to 
fuck” as he would put it.  He’s an 
object, they’re an object, everybody’s 
happy right?  Well he is, right up until 

the finish, so to speak, and then the 
switch happens – the switch into 
chronic guilt, shame and often heavy 
tears.  The tears are the lovely little 
boy inside who never wanted to be 
sexualised, who is pure and innocent 
and wanted to be loved – a very 
different part from the sex-searcher, 
and they have always been at odds. 

Now, thanks to working with my 
therapist for three years, the little boy 
has been acknowledged and loved 
with understanding, deep empathy 
and a safe touch.  Her impact was 
immediate and, for the first time in 
his life, he felt safe.  The little parts 
adore her and became quickly 
attached to her; other parts are 
taking longer.  In her unique way, she 
checks that the little parts are okay, 
because she knows that they hold the 
key to healing.  She doesn’t judge or 
criticise the sex-searcher, who is not 
aware of little parts’ needs.  Instead 
she encourages me to “trust the 
process” and will throw in a useful 
gem from time to time. 

“You’re too lovely just to fuck,” she 
says. 

It’s a clever comment because it 
addresses different parts within me; 
there is still a conflicted response to 
hearing it.  I nod in agreement, 
wanting to believe her more than I 
do, but the word ‘lovely’ is winning by 
a hand today.  It’s not always the case 
because on other days the non-
relatable parts take over and don’t 
want to hear it. 

In contrast to the therapist’s reaction, 
the night that I told my ex about DID 
she sent me a text on the way home, 
thanking me for telling her about 
what I had done, but there was no 
mention of the DID.  As time went on, 
there were no questions or attempts 
to learn more about it.  I later realised 
that she hadn’t understood it at all, 
either because she didn’t want to or 
perhaps didn’t know how to.  
Whatever her reasons were, however, 

living in the truth can have its 
consequences.  When I say the truth, I 
mean that very rare thing that DID 
seems to epitomise: an awareness 
and acknowledgment that the 
horrors of childhood torture and 
ritual abuse exist, and that I suffered 
this fate at the hands of so many men 
and women and that it is now the 
reason that I, like other ritual abuse 
survivors, am living with this 
condition.  It is a condition that is so 
frequently misunderstood, especially 
by mental health professionals and is 
far easier to deny than to live with.   
And for those without sufficient 
empathy or willingness to 
understand, it can seem a step too far 
into reality – a history like ours is 
often a little too truthful to be true. 

It has been a real battle for me to 
fully accept DID, as opposed to just 
believing that I have severe mood 
swings.  It was not helped by the fact 
that once, when I first raised the issue 
of abuse when I was 16, it was 
suggested that I had false memories 
– not an uncommon threat levelled at 
survivors of ritual abuse who are 
telling the truth.  I didn’t know it then 
but I know quite differently now.  
Sometimes I still want to be a non-
DID, like other people, or to be 
‘normal’ as it were, but that won’t 
change the reality of it, try as I might, 
or believe as I wish.  When I deny it, I 
often become suicidal.  It’s an 
indication that I’ve fallen off-track 
again, back into denial. 

Whilst the condition is a very clever 
survival mechanism and it’s 
important to acknowledge that 
without it and without the therapist, 

by  

A Male  
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I’d be dead – no child can survive such 
horrors without ‘splitting off’ – living 
with it can sometimes present a very 
confusing and at times horrible 
reality.  And sometimes, like this 
morning, I don’t want to live at all.  
When I woke, I felt as if I was going to 
die of loneliness.  There was silence 
all around me and the emptiness 
filled the room.  The young parts miss 
my ex terribly and with a history like 
mine, it’s always about so much more 
than just the break-up.  Other things 
always come to the surface.  On this 
occasion there was one thing in 
particular: a memory that has 
haunted me more than any other, the 
murder of a little baby boy.  I had 
been forced to kill him by slitting his 
throat when I was three years old. 

The memories and associations had 
been drifting into my consciousness 
for some time, even before I met my 
therapist.  I had hateful reactions to 
seeing pregnant women for many 
years, but I couldn’t understand why; 
real desires to rape and kill would 
flare up from time to time.  I 
subsequently discovered there is a 
Nazi inside me, who administers 
hatred and takes on the role of the 
abusers, although thankfully the 
other parts stopped him from acting 
out.  I remembered the pregnant 
bump before he arrived but he was 
never born in the hospital, you see; 
he was never buried either.  When he 
was a few days old, father and 
grandfather, at an altar in the local 
church, handed me a blunt, rusty 
razor blade so that his throat would 
take longer to cut.  Because their 
indoctrination and attempts to ruin 
me were failing, they had to break 
any ability I had to loving 
attachment. 

My first memory around this came 
back to me at Christmas 2008 when 
my therapist was away.  In our very 
first session I told her that a baby had 
been killed, but I started having 
recurring dreams full of blood for 
some time and my journal was full of 
entries documenting the flashbacks 
and memories of his little face and his 
bleeding throat.  But now it was fully 
in my consciousness.  Furious at her 
absence and lack of contact during 

the break, this betrayal felt like the 
last straw.  I wrote everything down 
in a journal and had daily contact 
with the Samaritans because the war 
was raging; suicidal one minute, 
homicidal the next.  I was staying at 
my sister’s house at the time, another 
survivor, and was badly triggered.  I 
had to spend the whole of Christmas 
day upstairs in a room on my own, 
because I couldn’t be around them 
and their newly born son.  There was 
no transport to leave town, so I had 
to stick it out: I was imprisoned.  I 
wanted to smash things to pieces, 
the rage pumping through my veins 
again, and then I wanted to kill 
myself.  More often than not, over 
the years, I had drawn the conclusion 
that I was a waste of space and it 
would be better to kill myself 
anyway.  It was like a trump card in 
my back pocket, only I hadn’t realised 
it was there until my breakdown took 
me into a suicidal respite centre.  In 
there the lady who ran the centre 
came and spoke to me one evening.  

“I just want to ask you about 
something you said in your 
assessment,” she asked gently, while 
taking her seat. 

My heart started racing.  This was it.  
This is what it had come down to: the 
moment I had been dreading.  “God, 
what did I say?”  I felt cold inside and I 
could feel my heart leaping out of my 
shirt.  I had no idea what she was 
going to say and the feeling of dread 
had filled my body again.  “What did I 
do wrong?” I thought. 

“Okay,” I said hesitantly. 

“You told me that ‘every time’ you’d 
had sex as an adult, you’d wanted to 
die,” she said. 

Her words slid into my gut like a knife 
and punctured my breath; I’ll never 
forget them.  What was another 
person doing in here?  “I don’t 
remember saying that,” I thought.  
“Did I say that?”  Then I looked down 
at the kitchen table.  I was shaking.  I 
felt so ashamed.  I wanted to run, but 
I knew there was nowhere left to go.  
I couldn’t look at her.  I put my right 
hand up to cover my face, hoping 
that she couldn’t see me and it would 

block her out.  I felt like I’d been 
found out and that something 
dreadful was about to happen.  From 
my right-hand side, I felt a hand 
touch my arm, ever so gently, as if 
holding a child.  The initial contact 
made me jump, because I wasn’t 
expecting it.  I felt invaded, then 
comforted almost as quickly.  It was 
strange.  Nobody had touched me in 
a long time.  Then the tears came: 
something had changed forever. 

After those torturous days that 
Christmas, my therapist returned 
from her holiday and when she did, 
she felt the full force of my feelings of 
being betrayed.  I stormed into her 
house and with all guns blazing the 
murderous rage I had carried 
throughout the break and for the 
previous thirty years erupted at once.  
The sound was from another world 
and came up and out like a volcano, 
pumping through my veins, yelling at 
her.  I had never allowed myself to 
express anything like this before 
because I was afraid I would kill 
somebody.  I had never considered 
myself to be a particularly angry 
person, and for the most part I’m not, 
but this part was unmistakeable.  He 
was father and grandfather 
personified: the bristling rage, flared 
nostrils, the black eyeballs, the 
thunderous noise that could be heard 
at the end of the street – a learnt 
response stored up after 30 years of 
injustice.  All these details were 
relayed back to me by my therapist, 
who mirrored back over long periods 
of time what it felt like to be on the 
receiving end of it: terrifying.  It was 
terrifying for me too in that state – 
someone else was doing this, the part 
that had come to protect the little 
ones from the torture, but had also 
prevented any meaningful 
relationship as an adult. 

For the first year in therapy, the rage 
erupted frequently and with real 
venom.  We also had some real 
battles in the therapy room.  At times 
I stormed out furious at feeling 
misunderstood and that I, like many 
men out there, was being censored 
and not allowed to express myself as I 
wished.  The rage has been a case in 
point.  It exploded so frequently that 
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we had to find a safe way of working 
with it – a compromise.  We came to 
an agreement, reluctantly on my part 
initially, that relationally it would be 
safer and more acceptable for me to 
go into the next room and shout, 
when I felt the rage coming.  She 
started to become more and more 
familiar with my mannerisms and the 
colour and look in my eyes when this 
part was around and could even pre-
empt before I could, and would ask 
gently if I wanted to go next door.  
Sometimes I got up before she said 
anything.  To the untrained eye, and 
the untrained therapist, these things 
go unnoticed.  

The frequency and severity of the 
rage has calmed down significantly 
but the murderous rage and at times 
the quite literal desire to kill were 
frighteningly real.  I wondered how 
many men hadn’t been as lucky as I 
am, to have an outlet for this rage: 
how many had instead ended up 
being locked away, sectioned or 
dead.  I have started to feel a 
responsibility to do what I can to help 
those other men, many of whom are 
likely to have DID and are completely 
unaware of it, through no fault of 
their own.  I’ve realised through this 
process what a fine line it can be 
between acting on these impulses 
and not doing so, and many of these 
guys must have fallen on the wrong 
side of the line.  I’m not condoning 
violence or justifying it in any way, 
but a far greater understanding is 
needed to empathise with these men 
and their reasons for being that way: 
society and the media do not help. 

Sometimes the rage goes outwards, 
but sometimes it goes inwards.  I was 
reminded of all of this again this 
week.  I was looking out from the top 
deck of the bus.  There was a poster 
with a young guy on it, and it said 
that the biggest killer of men under 
25 in London is suicide.  Men clearly 
find it harder to express feelings, 
especially extreme forms of tears or 
rage.  I know I have, which is why I 
used to rely on alcohol to function 
and to free myself.  It was only when I 
quit drinking many years ago that the 
truth began to unravel.  It’s been one 

of the most complicated jigsaws 
imaginable. 

After that first explosion of rage 
targeted at my therapist, I got up to 
leave but the little parts were 
desperate to stay, because they 
trusted her.  I felt like I was quite 
literally being pulled in two 
directions, towards the door and 
back to the chair.  And this was the 
moment that history stopped 
repeating itself.  

“Please stay,” she said, ever so 
gently. 

The little ones heard her.  I couldn’t 
believe that she actually wanted me 
to stay after shouting at her like that.  
And some therapists probably 
wouldn’t, but her levels of empathy 
and courage stretched deeper than 
that.  I reluctantly sat down again.  I 
then felt a volcano of grief taking 
over my body and I started to sob: 
the tears of the lovely little boy that 
had been frozen in rage.  That 
internal war had been raging for 
years but before therapy it usually 
manifested itself in passive-
aggression, with the odd bout of rage 
followed by guilt for being angry.  But 
here something had changed.  It was 
then that I told her about the killing 
of the baby and what had happened 
over Christmas. 

The night I told my ex about being 
forced to kill the baby boy, we both 
cried.  His memory had haunted me; 
he was my little brother.  All thoughts 
lead back to him.  For 30 years his 
memory had made up the fabric of 
my being and my life and yet I didn’t 
even know that he had existed: DID 
was protecting me, because he was 
the first person I ever loved.  They 
allowed me to hold him and cuddle 
him for a few days before the killing, 
quite deliberately.  His screams have 
haunted me – it’s still hard to hear a 
baby crying – and his little eyes too.  
They made me look into them as I 
was holding the razor blade.  Then 
there was a moment when 
everything stopped, the moment 
that I felt my heart break, the 
moment when loss became death.  I 
still can’t look.  After he was dead, 

they said it was my fault, then made 
me gouge his eyes out.  Afterwards 
they took him away. 

I had always felt too ashamed, too 
guilty to look people in the eye.  The 
therapist said I could barely look at 
her when we first met – anywhere but 
her gaze.  There were other sacrifices 
too but this was the most traumatic 
because he was my first attachment 
they allowed me to have.  I could 
never risk getting close to anybody 
again, in case I lost them, and I don’t 
know if I’ll ever be able to have 
children of my own. 

Asides from my therapist, my ex was 
the first person I had loved since my 
little brother, which is why it’s been 
hard letting go of her.  Recently, I had 
a tree planted in his memory.  When I 
went last week, it made me smile 
because when I saw it, his was the 
only one that still had leaves in 
December.  All the other trees were 
bare-branched.  I often kiss the 
leaves, to help him grow big and 
strong: it must have worked. 

So DID has enabled me to stay alive 
and protected me from these horrors 
until I was safe enough to see them.  
And when all’s said and done, it’s 
actually a condition to be rather 
proud of, because it enabled me to 
outwit those who were trying to 
destroy me and prevented me from 
becoming a perpetrator.  I have to 
take some credit for getting this far 
but I haven’t made this journey alone.  
I run out of words when I think of the 
love and kindness that has been 
shown to me by my therapist.  Her 
willingness to stretch the boundaries, 
her consistency and commitment to 
me, have been truly remarkable and I 
shall never be able to repay her in 
kind for all that she’s done. 

I’ll continue to write for my life, a 
process that enables me to witness 
my own tragedy with a greater sense 
of victory.   I’m frequently reminded 
that love is stronger than hate and 
that has now been my experience.  
What greater victory could there be? 

Love and respect to all survivors and 
especially to Rob and Carolyn for 
putting this magazine together. Ä 
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Denial: a personal and societal 
journey 
For us as a couple, the last six years 
have been a journey, gradually and 
inconsistently, of coming out of 
denial.  Carolyn’s breakdown during 
April 2005 brought a sudden change 
to our lives.  Over the next year or so 
we flailed about, trying just to 
survive: daily dissociative intrusions, 
traumatic memories in the form of 
flashbacks and triggers, night-terrors 
and body memories, episodes of self-
harm and suicidality.  A story 
emerged from different parts of her 
personality of horrendous abuse – 
crimes committed against her and 
other children, the nature of which 
left me traumatised too.  And all the 
time there was a powerful voice 
inside both our heads which said to 
us:  )Ô ÄÉÄÎȭÔ ÒÅÁÌÌÙ ÈÁÐÐÅÎȢ  9ÏÕȭÒÅ ÊÕÓÔ 
ÍÁÄȢ  9ÏÕȭÖÅ ÍÁÄÅ ÉÔ ÁÌÌ ÕÐȢ  #ÁÒÏÌÙÎ 
ÈÁÄ Á ÈÁÐÐÙ ÃÈÉÌÄÈÏÏÄ ɀ Á ÓÔÁÎÄÁÒÄ 
ÍÉÄÄÌÅ ÃÌÁÓÓ ÕÐÂÒÉÎÇÉÎÇ.   Both for 
Carolyn and for me as a husband 
there was this overwhelming desire 
to just deny it all.  The implications of 
the memories and the feelings that 
went with them were simply too 
much, and more than we thought we 
could handle. 

Slowly we accumulated multi-modal 
‘evidence’ – the dissociation, the 
recollections from her parts, the 
crippling somatic symptoms she 
experienced, the many triggers – and 
I came to the conclusion that a lot of 
very bad things had happened to 
Carolyn for a very long time.  For over 
five years now, through her therapy, 
she has been building an historical 
narrative of chronic sadistic abuse, 
rape and torture that continued for 
many years as a child.  The voice of 
denial has continually whispered to 
us, fuelled by our desire to believe 
that ÔÈÅÓÅ ÔÈÉÎÇÓ ÃÁÎȭÔ ÒÅÁÌÌÙ ÈÁÖÅ 
ÈÁÐÐÅÎÅÄȟ ÃÁÎ ÔÈÅÙȩ  It’s just too 
awful to imagine. 

Why is denial so strong?  Denial, like 
dissociation at the time of 

overwhelming trauma, is a defence.  
In trauma you feel helpless, and 
dissociation as a child avoids that 
sense of complete overwhelm, the 
annihilation of your will.  The only 
way to survive and keep some 
semblance of normality is to separate 
off parts of yourself that did not 
experience this helplessness.  And for 
me as for the rest of society, denial 
defends us against the feelings of 
helplessness in the face of such evil 
being committed.  Because the 
perpetrators are not just ‘monsters’ 
as the tabloids would describe them – 
they are not just stereotypically ‘evil’ 
people – but they are often 
respectable, middle-class people, the 
pillars of the community.  Denial 
defends us against the thought that 
this can all be happening, on our 
estate, next door, maybe within our 
own family.  Because that reality does 
not make sense, we defend ourselves 
against such uncomfortable, even 
unbearable, feelings with denial. 

Carolyn’s denial has taken a lot time 
to overcome and even now, at times, 
she can slip back into thinking it can’t 
have happened despite what I see as 
overwhelming evidence.  And so can 
I.  But this is hardly surprising given 
that society as a whole has struggled 
to accept the reality of child abuse.  
So dissociative survivors, who often 
have “symptoms rather than 
memories” (Fisher, 2009), often 
struggle most of all with denial.   And 
historically we can see that survivors 
have rarely been believed.  It wasn’t 
until 1984 that the Department of 
Health added the category of ‘sexual 
abuse’ to its definition of ways in 
which children could be hurt, 
alongside the existing categories of 
physical abuse, emotional abuse and 
neglect.  But Carolyn was being 
sexually abused well before 1984, as 
were countless other children. 

And yet over 110 years ago Sigmund 
Freud, the father of psychoanalysis, 
stated in his paper 4ÈÅ !ÅÔÉÏÌÏÇÙ ÏÆ 
(ÙÓÔÅÒÉÁȟ “I therefore put forward the 
thesis that at the bottom of every 
case of hysteria there are one or 
more occurrences of premature 
sexual experience, occurrences which 
belong to the earliest years of 
childhood” (Freud, 1896, p.203).  He 
was one of the first neurologists to 
listen to and believe the stories of so-
called ‘hysterics’, the name given to 
women who suffered with what 
would be now labelled complex post-
traumatic symptoms, dissociative 
disorders, and conversion disorder.  
He was perhaps the first person to 
publicly hypothesise the link between 
the psychological trauma of 
childhood sexual abuse and later 
mental illness. 

Freud and some of his peers believed 
that unbearable emotional reactions 
to traumatic events produced an 
altered state of consciousness, which 
some then called ‘dissociation’.  
Freud saw that his patient’s 
unexplained ‘hysterical’ symptoms 
related to very distressing events that 
had been removed from their 
memories and said that “hysterics 
suffer mainly from reminiscences”.  
The word ‘hysteria’ comes from the 
Greek word for ‘womb’, as these 
symptoms were found 
predominantly in women and so at 
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first it was thought that they must 
have an organic cause in women’s 
bodies.  Freud found that when the 
traumatic memories and feelings 
were recovered and talked about, 
then the hysterical symptoms were 
significantly reduced.  This developed 
into what Freud named ‘psycho-
analysis’, or in lay terms ‘the talking 
cure’. 

Through his work with ‘hysterics’ 
Freud began to hear repeated stories 
of child sexual abuse and incest.  
From this he formulated his so-called 
‘Seduction Theory’.   So, if Freud had 
made this big breakthrough, why 
then did the sexual abuse of children 
remain taboo for the next three 
generations?  Unfortunately Freud’s 
discovery was met with a wall of 
denial and hostility from all of his 
professional peers, and within a year 
he had retracted his theory.  Why?  
Because if Freud was correct in his 
theory that sexual abuse was the 
origin of ‘hysteria’, then given its high 
prevalence, the sexual abuse of 
children in Viennese society must be 
endemic. 

So Freud stopped believing his 
patient’s stories of childhood sexual 
abuse.  He concluded that the 
patient’s stories were untrue and 
instead revealed their ‘unconscious 
childhood sexual desires’ towards 
their parents and older siblings.   
Freud and the rest of society pulled 
the veil of denial over the scale of 
child sexual abuse.  And instead he 
devised a form of psychoanalysis 
based on a denial of reality, a set of 
theories based on ‘unconscious 
fantasy’Ȣ  His theories included the 
‘Oedipus Complex’, a phase around 
the age of five where due to 
supposed ‘infantile sexuality’, a child 
unconsciously desires sexual union 
with their opposite-gender parent. 

Although this theory is not generally 
accepted in a literal sense by analysts 
nowadays, it was highly influential at 
the time.  And of course it meant that 
for the first three quarters of the 
twentieth century the ÒÅÁÌÉÔÙ of 
childhood sexual abuse largely 
remained a taboo.  If a woman came 
to see a classic Freudian 

psychoanalyst, he would explain 
away her traumatic memories and 
give her his interpretation, as ÆÁÃÔ, 
that she was just recovering 
unconscious childhood desires of 
what she wanted to have happened 
to her, not what ÁÃÔÕÁÌÌÙ happened.  
So the blame for the origin of all later 
mental health problems was placed 
upon the patient, rather than her 
early relationships and abusive 
environment. 

When I read the history of Freud and 
others I am amazed at how much was 
known about complex trauma and 
dissociation over one hundred years 
ago, but that it was covered up and 
explained away by a denial of what 
had caused it.  Thankfully, classic 
Freudian psychoanalysis did not 
remain the dominant force in the 

sexual abuse is ÒÁÒÅ.  Stereotypes of 
abusers as strangers, the ‘dirty old 
man in a mac’ still prevail to a large 
extent, and that only extremely evil 
people – the tabloid ‘monsters’ – 
abuse children.  Statistics vary 
depending on the study and its 
parameters, including how closely it 
defines sexual abuse, but many 
organisations and researchers 
repeatedly affirm that between 1 in 4 
and 1 in 6 girls are abused, and 
between 1 in 6 and 1 in 10 boys.  That 
is certainly not rare! 

And many DID survivors still think too 
that they are rare.  However, in 
studies of the general population a 
prevalence rate of DID in 1% to 3% of 
the population has been described 
(ISSTD, 2011). Nijenhuis & van der 
Hart (2009) argue this means that 
DID is at least as common as 
schizophrenia, and yet point out that 
in 2009 there were 25,421 papers on 
PubMed relating to schizophrenia but 
only 73 relating to DID. 

Gradually however a significant 
change in awareness of trauma and 
dissociative disorders is taking place.  
Credit must be granted to the 
tremendous work carried out by the 
forerunners in this field in this 
country: the work of Valerie Sinason 
and the Clinic for Dissociative 
Studies, Remy Aquarone and the 
Pottergate Centre, First Person 
Plural, TAG (the Trauma and Abuse 
Group), RAINS (Ritual Abuse 
Information Network and Support) 
and numerous others.  However, as 
things move forward there has been 
the inevitable backlash of denial.  In 
recent weeks there has been a very 
cynical article in a national 
newspaper about the work of Valerie 
Sinason and it even went as far as 
completely denying the existence of 
ritual abuse.  This is despite the 
recent national press coverage of the 
convictions in Kidwelly in South 
Wales (The Guardian, 2011). 

Denial can be seen and understood as 
a necessary defence against 
helplessness.  And that is why hope is 
so important.  If we don’t have a 
message of hope of recovery, then it 
is no wonder that society at large and 
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development of counselling and 
psychotherapy over the rest of the 
twentieth century.  And therapists 
are nowadays largely willing to 
accept that a client might actually be 
telling the truth! 

Things have changed a lot since 1984.  
Thanks to the pioneering work of 
Childline and the NSPCC, the many 
changes in social care, and the 
growth of counselling and 
psychotherapy, the reality of the 
scale of child sexual abuse is slowly 
seeping into the nation’s 
consciousness.  We read news stories 
almost daily about the arrest of 
perpetrators, child abuse images on 
the internet, paedophile rings and 
human trafficking.  But there still 
persists a widespread belief that child 
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individuals in particular need to guard 
against helplessness by denying that 
there is a problem in the first place.  
Bethany Brand’s study on therapeutic 
outcomes for dissociative disorder 
patients treated in the community 
gives significant hope for recovery: 
“Clinical case studies and case series 
suggest that many DID patients 
improve with treatment, with up to 
two thirds of them eventually 
integrating personality states and 
becoming less symptomatic after 
years of treatment” (Brand ÅÔ ÁÌ, 
2009, p.154).  Furthermore the Sidran 
Traumatic Stress Institute state that 
“compared to other severe 
psychiatric disorders, Dissociative 
Disorders may carry the best 
prognosis, if proper treatment is 
undertaken and completed” (2009, 
p.4).  It’s getting access to this 
‘proper treatment’ that is the key 
issue and sadly there just isn’t 
enough of it available, especially 
through the NHS. 

Another source of hope, however, is a 
kind of existential question about the 
nature of DID and whether someone 
has multiple personalities, or whether 
the multiple parts of the personality 
constitute one single and whole 
person.  Why does this matter?  Well, 
for us personally, we believe that 
Carolyn’s parts constitute the whole 
of her as one person.  She does not 
have a body which plays host to 
multiple ÐÅÏÐÌÅ.  This is in line with 
the ISSTD Guidelines (2011), but 
others may view this differently, and 
are free to do so.  But for us it is 
linked to hope.  There seems to be a 
lot more hope for recovery and 
healing if it is a case of playing ‘dot to 
dot’, making links between 
personality states that all constitute 
one whole but which have been 
dissociated from one another.  If it is 
a case of all the parts being separate 
people, then how can you expect 
there ever to be communication, co-
operation, collaboration and 
eventually co-existence?  The sharing 
of a body is going to be, it would 
seem, an eternal source of conflict, 
with each ‘person’ needing to 
guarantee their own survival at the 
expense of the other ‘people’ inside: 
there just isn’t enough body to go 

around.  That conflict seems to be the 
source of many dissociative survivors’ 
difficulties in managing day-to-day 
life, and our hope for recovery lies in 
the fact that this is not some ‘survival 
of the fittest’ race amongst alters to 
take control of the body and ‘win’.  
Instead there is a very natural 
collaboration to work towards, which 
does not mean that any of the ‘parts’ 
are exterminated or killed off, but 
they are ‘integrated’, joined together, 
sewn together like a patchwork to 
become the whole.  

As there has been increasing 
connectedness between Carolyn’s 
parts – increased ‘integration’ as 
some would define it – she has been 
able to move increasingly out of 
denial.  Society’s attitudes do not 
help, but our own battle with denial is 
the one which really counts.  We have 
to believe ourselves first and 
foremost, not give away the right to 
judge our reality and truth to others. 

Denial is a very powerful force and a 
significant factor in DID.  I will close 
with a quotation from Judith Lewis 
Herman (2001, p.8) which points out 

the dichotomy that we are faced in 
choosing which side of the battle-
lines we stand upon: 

)Î ÏÒÄÅÒ ÔÏ ÅÓÃÁÐÅ ÁÃÃÏÕÎÔÁÂÉÌÉÔÙ 
ÆÏÒ ÈÉÓ ÃÒÉÍÅÓȟ ÔÈÅ ÐÅÒÐÅÔÒÁÔÏÒ ÄÏÅÓ 
ÅÖÅÒÙÔÈÉÎÇ ÉÎ ÈÉÓ ÐÏ×ÅÒ ÔÏ ÐÒÏÍÏÔÅ 
ÆÏÒÇÅÔÔÉÎÇȢ  3ÅÃÒÅÃÙ ÁÎÄ ÓÉÌÅÎÃÅ ÁÒÅ 
ÔÈÅ ÐÅÒÐÅÔÒÁÔÏÒ΄Ó ǢÒÓÔ ÌÉÎÅ ÏÆ 
ÄÅÆÅÎÓÅȢ  )Æ ÓÅÃÒÅÃÙ ÆÁÉÌÓȟ ÔÈÅ 
ÐÅÒÐÅÔÒÁÔÏÒ ÁÔÔÁÃËÓ ÔÈÅ ÃÒÅÄÉÂÉÌÉÔÙ 
ÏÆ ÈÉÓ ÖÉÃÔÉÍȢ  )Æ ÈÅ ÃÁÎÎÏÔ ÓÉÌÅÎÃÅ 
ÈÅÒ ÁÂÓÏÌÕÔÅÌÙȟ ÈÅ ÔÒÉÅÓ ÔÏ ÍÁËÅ 
ÓÕÒÅ ÔÈÁÔ ÎÏ ÏÎÅ ÌÉÓÔÅÎÓȢ  4Ï ÔÈÉÓ 
ÅÎÄȟ ÈÅ ÍÁÒÓÈÁÌÓ ÁÎ ÉÍÐÒÅÓÓÉÖÅ 
ÁÒÒÁÙ ÏÆ ÁÒÇÕÍÅÎÔÓȟ ÆÒÏÍ ÔÈÅ ÍÏÓÔ 
ÂÌÁÔÁÎÔ ÄÅÎÉÁÌ ÔÏ ÔÈÅ ÍÏÓÔ 
ÓÏÐÈÉÓÔÉÃÁÔÅÄ ÁÎÄ ÅÌÅÇÁÎÔ 
ÒÁÔÉÏÎÁÌÉÚÁÔÉÏÎȢ  !ÆÔÅÒ ÅÖÅÒÙ 
ÁÔÒÏÃÉÔÙ ÏÎÅ ÃÁÎ ÅØÐÅÃÔ ÔÏ ÈÅÁÒ ÔÈÅ 
ÓÁÍÅ ÐÒÅÄÉÃÔÁÂÌÅ ÁÐÏÌÏÇÉÅÓȡ ÉÔ 
ÎÅÖÅÒ ÈÁÐÐÅÎÅÄȠ ÔÈÅ ÖÉÃÔÉÍ ÌÉÅÓȠ ÔÈÅ 
ÖÉÃÔÉÍ ÅØÁÇÇÅÒÁÔÅÓȠ ÔÈÅ ÖÉÃÔÉÍ 
ÂÒÏÕÇÈÔ ÉÔ ÕÐÏÎ ÈÅÒÓÅÌÆȠ ÁÎÄ ÉÎ ÁÎÙ 
ÃÁÓÅ ÉÔ ÉÓ ÔÉÍÅ ÔÏ ÆÏÒÇÅÔ ÔÈÅ ÐÁÓÔ 
ÁÎÄ ÍÏÖÅ ÏÎȢ  4ÈÅ ÍÏÒÅ ÐÏ×ÅÒÆÕÌ 
ÔÈÅ ÐÅÒÐÅÔÒÁÔÏÒȟ ÔÈÅ ÇÒÅÁÔÅÒ ÉÓ ÈÉÓ 
ÐÒÅÒÏÇÁÔÉÖÅ ÔÏ ÎÁÍÅ ÁÎÄ ÄÅǢÎÅ 
ÒÅÁÌÉÔÙȟ ÁÎÄ ÔÈÅ ÍÏÒÅ ÃÏÍÐÌÅÔÅÌÙ 
ÈÉÓ ÁÒÇÕÍÅÎÔÓ ÐÒÅÖÁÉÌȢ  Ä 
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The problem of prevalence: 
figuring out how common DID is 
In the last edition of -ÕÌÔÉÐÌÅ 0ÁÒÔÓ we 
provided a table of statistics detailing 
the prevalence rates for Dissociative 
Identity Disorder and other 
dissociative disorders based on a 
number of studies that have taken 
place across the world.  Statistics like 
these are not merely academic.  They 
tap into fundamental questions that 
haunt many of us survivors: Am I the 
only one?  Am I all alone?  And many 
therapists ask the questions: is DID 
rare, and is it therefore something I 
am unlikely to come across in my 
professional career?  Because if it is 
rare, perhaps I don’t need to know 
about it, and certainly I don’t need to 
spend time and money on training for 
it.  Or if I do happen to come across 
DID, is it so specialist (another word, 
really, for rare) that I should 
immediately refer it on? Or is DID, as 
the ISSTD (International Society for 
the Study of Trauma and 
Dissociation) believe, “relatively 
common” (2011, p.118)? 

As a survivor with DID, it makes a big 
difference to me whether DID is 
common or rare.   Are there other 
people like me?  Are there enough 
people with DID in this country for it 
to warrant research and NICE 
treatment guidelines? Or am I all 
alone in this, unlikely to meet anyone 
else who can empathise with my 
experience?  Is it just me?  Some 
people might relish the thought of 
being that unique or ‘special’, but 
personally I would prefer to feel less 
alone.  I don’t want to be ‘rare’.  I 
don’t want to be sensationalised. I 
don’t want a therapist, or anyone else 
for that matter, to recoil with shock 
at meeting someone with DID as if an 
almost-extinct Javan Rhino has just 
sat down on the chair opposite them.  
And whilst I don’t really want to be 
labelled (I’ll save my ambivalence 
about that for another article!)  I do 

want appropriate understanding and 
treatment, and most importantly to 
know that I am not alone. 

And my experience, of course, 
through PODS’ training days and 
similar events, is that I now know an 
awful lot of people with DID and I 
have a significant group of people I 
would classify as ‘friends’ who all have 
DID too.  Anecdotally it doesn’t seem 
rare to me at all.  But what does the 
research say? 

The research, I have to admit, is a bit 
ambiguous.  The ISSTD in their 
updated treatment guidelines (2011) 
place the prevalence of DID at about 
1-3% of the general population.  But 
studies that these guidelines refer to 
show that prevalence of DID ranges 
from 0.4% (Akyüz ÅÔ ÁÌ, 1999) to 14% 
(Sar ÅÔ ÁÌ, 2007) and studies of all 
dissociative disorders range from 
1.7% (Akyüz ÅÔ ÁÌ, 1991) to 40.8% 
(Ross ÅÔ ÁÌ, 2002).  So which is right – 
less than 2% or over 40%?  And how 
on earth can anyone be certain of the 
accuracy of these results when we’re 
talking not just about a difference of a 
few percentage points, but massive 
discrepancies like this? 

Understanding statistics is hard 
enough as it is, without the facts 
being buried in obscure research 
papers.  Newspapers are forever 
quoting seemingly-random 
percentages for all manner of 
‘scientific studies’ that tell us that we 
need to exercise 20 minutes a day, or 
an hour a day, eat less than 6g of salt 
a day or less than 1g.  We are 
understandably quite suspicious of 
facts and figures as mostly we don’t 
understand or know where they have 
come from – as the joke goes, 90% of 
statistics are made up. 

So where do the figures pertaining to 
the prevalence of DID and 
dissociative disorders actually come 

from, and why do they differ so 
wildly?  The first thing to take into 
account is whether the study is based 
on inpatients, outpatients or people 
in the general community.  This can 
made a big difference: you would 
expect to see a higher rate of mental 
health disorders on an inpatient unit 
than you would in the general 
population, despite that other joke 
about how people who ×ÏÒË on 
mental health units are more mad 
than their patients … 

A review of prevalence studies shows 
that DID is found in 0.4% to 7.5% of 
psychiatric inpatients (Sar, 2011).  
Rates for outpatients – so people 
accessing mental health services but 
on an appointment basis – range 
from 2% to 6% for DID.  And finally, 
community studies – so research 
based on people with no involvement 
with mental health services, ie ‘Joe 
Bloggs’ – show the prevalence of DID  
ranging between 0.4% and 3.1%.  
That would equate to quite a large 
number: between about 250,000 to 
just under 2 million people in the UK.  
To put that in perspective, prevalence 
rates for schizophrenia generally sit 
around the 0.55-1% range of the 
general population (Goldner ÅÔ ÁÌ, 
2002). So arguably more people have 
DID than schizophrenia and yet 
rigorous research, appropriate 
treatment services, charity support 
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and government investment for 
schizophrenia far outstrip anything 
available for people with DID.  

But DID is only the top end of the 
spectrum. When researchers look at 
the whole range of dissociative 
disorders, prevalence varies between 
4.3% and 40.8% in inpatient samples 
(Sar, 2011).  12% to 38% for 
outpatient samples (Brand, 2009a) 
and 1.7% to 18.3% for community 
samples (Sar, 2011).  So in theory 
between roughly 1 million and 11 
million people in the general UK 
population suffer from a dissociative 
disorder of some description.  That is 
an awful lot of people, and it’s a huge 
variation. 

In order to make sense of such 
differing rates, it is vital to consider 
what it is that prevalence studies are 
looking for.  There has to be a 
definition of the disorder that they 
are seeking to study.  So how do you 
define DID, and how do you define 
dissociative disorders?  Do you take 
the diagnostic criteria of the DSM-IV 
(Diagnostic and Statistical Manual) as 
the benchmark for what actually 
constitutes DID?  This defines DID as: 

a. The presence of two or more 
distinct personality states, each 
with its own relatively enduring 
pattern of perceiving, relating to, 
and thinking about the 
environment and self 

b. At least two of these identities or 
personality states recurrently take 
control of the person’s behaviour 

c. Inability to recall important 
personal information that is too 
extensive to be explained by 
ordinary forgetfulness 

d. The disturbance is not due to the 
direct physical effects of a 
substance (eg blackouts or chaotic 
behaviour during alcohol 
intoxication) or a general medical 
condition (eg complex partial 
seizures) (APA,2000). 

Or do you take a different definition, 
for example the European 
classification system, the ICD-10 
(WHO, 2010)?  Or Dell’s (2006) more 
subjective, symptom-orientated 

model?  Or clinical opinion?  The 
variation between studies comes not 
only from varying diagnostic criteria 
for DID, but also from the differences 
in the way that researchers actually 
measure whether someone meets 
those criteria.  There are a number of 
screening instruments and interview 
schedules that researchers use – 
these include the DES (Dissociative 
Experiences Scale), the SCID-D 
(Structural Clinical Interview for DSM
-IV Dissociative Disorders) and the 
DDIS (Dissociative Disorders 
Interview Schedule).  To narrow 
down participants for a study, 
researchers often first use the DES, 
which is a self-report questionnaire, 
and then only include those people 
with a score higher than the ‘cut-off’ 
point of 30.  But other researchers 
use a cut-off level of 20 or even 

the prevalence rates for some non-
Western cultures. 

Finally there are also what are known 
as ‘methodological’ issues in research 
studies, which affect how reliably and 
seriously the data can be taken – 
variables such as how many people 
took part in the study and whether 
data was gathered by self-report or 
by interviewing by a trained 
professional.  If you have a small 
sample size of only 15 people, then 
the percentages can swing one way 
or another dramatically if just one 
person falls on either side of the line.  
If you bump the figures up to a few 
hundred, that one person won’t have 
nearly as much of an effect.  And if a 
community sample is taken from a 
deprived inner city area, for example, 
then it may not be truly 
representative of the “general 
population”. 

Despite these issues, what many of 
the prevalence studies on DID and 
dissociative disorders point to or at 
least hint at is the fact that DID often 
goes undiagnosed or misdiagnosed.  
In one study by Foote ÅÔ ÁÌ (2006), 
29% of his sample had a dissociative 
disorder and yet only 5% had been 
previously diagnosed.  Sar ÅÔ ÁÌ 
(2000) also saw this in Turkey where 
12% of outpatients qualified for a 
diagnosis of a dissociative disorder 
and yet only 1% had received one.  
(Presumably, when researchers come 
and do these studies, the people with 
the budgets to treat people 
afterwards aren’t always jumping for 
joy.)  The ISSTD (2011) suggest that 
someone can spend between 5 and 
12 years in the mental health system 
before receiving a correct diagnosis, 
and Brand ÅÔ ÁÌ (2009b) suggest that 
on average people receive 3-4 
previous diagnoses before gaining a 
correct one. 

It is well documented that DID is 
often misdiagnosed as borderline 
personality disorder, psychosis, 
schizophrenia or bipolar affective 
disorder, amongst others.  There is 
also a question in many people’s 
minds about whether these are just 
straightforward misdiagnoses or 
whether they are ‘co-morbidities’ – 
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“DID is not a Western 

phenomenon and 

prevalence studies have 

been carried out in a 

range of countries and 

cultures.” 

sometimes less.  So there is no 
standardised agreement on the 
baseline for who is used for the study. 

Then there are cultural issues in 
terms of research samples.  As the 
ISSTD (2011) points out, contrary to 
accusations from people in the ‘DID-
denying’ camp, DID is not a Western 
phenomenon and prevalence studies 
have been carried out in a range of 
countries and cultures including 
Saudi Arabia, Turkey, Ethiopia and 
Uganda.  However, cultural 
understanding and beliefs around 
dissociative experiences may well 
affect prevalence scores in studies – 
for example, if ‘possession states’ are 
believed to be supernatural in nature 
rather than dissociative, it may affect 
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that is to say, whether people are 
suffering both from DID ÁÎÄ one of 
these other conditions.  In a study by 
Zittel Conklin and Westen (2005), it 
was found that 53% of people 
diagnosed with borderline 
personality disorder also qualified for 
a diagnosis of a dissociative disorder, 
and 11% of them for full DID. 

All of this brings into focus the whole 
concept of what a diagnosis is 
anyway, and whether the criteria for 
one particular label are ‘right’ and 
whether there can be any overlap 
between different conditions.  Or is it 
in fact that these disorders exist on a 
spectrum and it’s more a case of a 
‘buffet lunch’ of symptoms rather 
than a ‘set menu’? 

For example, many of the defining 
aspects of DID from a 
phenomenological model (looking at 
the patient’s actual experience) 
include symptoms such as self-harm, 
PTSD, suicidal behaviours, 
disordered eating and relational 
issues.  All of these share features 
with other diagnoses, such as PTSD, 
borderline personality disorder or 
eating disorders.  And of course the 
flipside is also true, that someone 
without DID can have ‘dissociative’ 
symptoms such as a poor sense of 
self, memory blanks for aspects of 
one’s autobiography, and feeling 
‘unreal’. 

This is why there is a bit of a debate 
raging amongst clinicians and 
researchers about whether the DSM-
IV criteria for DID are adequate, 
because obviously there is an 
emphasis on the observable 
‘presence of two or more identities’.  
The debate centres around the fact 
that it is not always easy to observe 
these ‘two or more identities’, or 
even define what this rather 
ambiguous phrase means!  As 
Elizabeth Howell (2011) points out, 
DID is ‘a disorder of hiddenness’ and 
Richard Kluft (2009) believes that 
94% of people with DID try to hide 
their dissociative symptoms.  This is 
certainly true of me and many people 
I know – to have to ‘perform’ for a 
psychiatrist and bring out ‘parts’ or 
‘alters’ in order to get a diagnosis 

feels not only shaming and 
degrading, but dangerous too. Why 
would I let someone I’ve never met 
before, or don’t trust, see the most 
vulnerable, hidden parts of me?  For 
most of us, we feel huge shame at 
having ‘parts’ and do our best to hide 
them, letting them ‘out’ as little as 
possible, and only then in the safety 
and privacy of a therapy room or at 
home.  And so many people will 
never get a diagnosis of DID because 
they refuse to be exposed in this way. 

Dell (2006) has proposed a different 
model of DID which is based on a 
range of symptoms, rather than the 
exclusive emphasis on ‘two or more 
identities’ demanded by the DSM-IV.  
He argues that the DSM “description 
of DID is deficient because it omits 
most of the dissociative phenomena 
of DID and focuses solely on alter 
personalities” (Dell, 2006, p.1).  He 
believes that a much broader range 
of elements should be taken into 
consideration in diagnosing DID, such 
as flashbacks, somatoform 
symptoms, and ‘partial intrusions’ 
from others parts of the self, for 
example hearing voices, or ‘made 
thoughts’ or temporary loss or gain of 
a skill or knowledge. 

Of course one of the problems with 
DID is that we struggle enormously 
with shame and we don’t want to be 
noticed, diagnosed and measured.  
On top of this, many of us struggle 
for years with bizarre behaviours and 
symptoms which we do our best to 
hide from the world and so we have 
no idea at all that we suffer from a 
‘condition’ at all.  Usually it is only 
when things get bad enough for us to 
suffer a breakdown or other 
circumstances conspire for us to need 
to seek help, either medically or in 
the form of counselling, that we 
begin to admit – not just to others 
but also to ourselves – that we may 
have ‘problematic’ behaviours and a 
‘disorder’. 

The focus on ‘two or more identities’ 
can mean, as the research has said, 
that it takes us many years to get an 
appropriate diagnosis.  But more 
accurate diagnostic criteria that take 
into account our actual experience of 

living with DID rather than a 
hangover from 3ÙÂÉÌ would of course 
again change the way that 
prevalence rates of DID and 
dissociative disorders are measured. 

I believe that prevalence rates for 
dissociative disorders are hugely 
under-reported, but even current 
levels are frighteningly high 
(remember 250,000-2,000,000 
people in the UK with DID).  We do 
need a better definition of it based on 
something other than ‘two or more 
distinct identities’.  We do need more 
thorough research into accurate 
prevalence rates.  We do need much 
more ‘label awareness’ if society as a 
whole is going to take dissociative 
disorders seriously and fund 
treatment for them. But neither 
should we get hung up on labels. 

Essentially I want to be heard, shown 
compassion and empathy, and to be 
seen as human, as me.  Mostly as 
dissociative survivors we want 
therapists and counsellors just to get 
on and work with us as we are in the 
therapy room, and labels can 
sometimes get in the way of that.  
But the encouraging thing is that DID 
actually has a very good prognosis if 
treated appropriately (Brand, 2009a).    

So I am not the only one.  I am not 
alone.  I am not rare.  Not a Javan 
Rhino … but as common in the UK in 
fact as the hedgehog.  So yes, 
therapists, you are likely to come 
across dissociative disorders and DID 
in your everyday practice.  In fact, 
understanding of dissociative 
disorders is essential for everyone.  
As Vedat Sar, a leading researcher in 
this field, says: 

ȣ ÄÕÅ ÔÏ ÔÈÅÉÒ ÌÉÎË ÔÏ ÅÁÒÌÙ-ÌÉÆÅ 
ÓÔÒÅÓÓ ÉÎ ÔÈÅ ÆÏÒÍ ÏÆ ÃÈÉÌÄÈÏÏÄ 
ÁÂÕÓÅ ÁÎÄ ÎÅÇÌÅÃÔȟ ÂÅÔÔÅÒ 
ÒÅÃÏÇÎÉÔÉÏÎ ÏÆ ÄÉÓÓÏÃÉÁÔÉÖÅ 
ÄÉÓÏÒÄÅÒÓ ×ÏÕÌÄ ÂÅ ÏÆ ÈÉÓÔÏÒÉÃÁÌ 
ÖÁÌÕÅ ÆÏÒ ÁÌÌ ÈÕÍÁÎÉÔÙ ÉÎÃÌÕÄÉÎÇ 
ÇÌÏÂÁÌ Á×ÁÒÅÎÅÓÓ ÁÂÏÕÔ ÁÎÄ 
ÐÒÅÖÅÎÔÉÏÎ ÏÆ ÁÄÖÅÒÓÅ 
ÃÈÉÌÄÈÏÏÄ ÅØÐÅÒÉÅÎÃÅÓ ÁÎÄ ÔÈÅÉÒ 
ÌÉÆÅÌÏÎÇ ÃÌÉÎÉÃÁÌ ÃÏÎÓÅÑÕÅÎÃÅÓȢ 

(Sar ÅÔ ÁÌ, 2011, p.6)  Ä 
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Rescuing dogs, rescuing 
insiders: learning to care for 
young parts 
I find that when a new insider makes 
themselves known it is rather like 
when I first got my rescue dog, 
Sandy.  I hadn’t previously had much 
contact with dogs so was very much 
the novice. 

She sat on one end of the sofa and I 
sat on the other, and we looked at 
each other.  It is funny to think about 
it now.  I even phoned a friend to ask 
if all dogs’ tails go up, because 
Sandy’s was down, and she looked 
sad.  When I first took her to the vets I 
didn’t even know how to lift her onto 
the table. 

I didn’t know her story.  But I could 
work out some of it by the way she 
behaved in different situations.  She 
was very frightened of men, and if 
they wore a uniform she would be 
found cowering in a corner, in a 
puddle, shaking.  She also hated 
people standing in doorways – 
presumably she felt trapped. 

I assumed that she would behave the 
same as my friend’s dog, Ben.  When 
he holds up his paw, he wants you to 
sit and hold it.  But Sandy didn’t want 
that.  I discovered that when she 
holds up her paw, she wants to be 
tickled under the leg. 

At first she could not tolerate having 
her head touched.  It was challenging 
to put on her car-harness that has a 
seatbelt clip because it goes on over 
the head.  I found myself using a 
soothing voice and saying, “It’s ok – 
Mummy’s here”.  She is used to it 
now.  In fact we have discovered that 
she now loves having her head 
scratched.  She nuzzles into me when 
she wants her head scratched.  

She doesn’t really play with toys – 
she doesn’t seem to know what to do 

with them.  But she loves to have a 
chewstick and will throw that in the 
air and chase around after it.  She also 
loves to play ‘hide and seek’.   She is 
really good at it, and one day I lost her 
completely.  She had sat perfectly still 
for ages behind a massive rhubarb 
leaf in the garden.  She tried the same 
place in the middle of Winter when all 
the rhubarb had died back, and 
presumably wondered why I found 
her straightaway. 

When I need to leave her, I tell her to 
have a snooze and that I’ll be back 
later.  When I go to work, she goes to 
play with Ben, and my friend looks 
after them both.  I reciprocate at 
other times.  She goes absolutely 
crazy when I get home. 

Having been scared of contact, she 
now rolls over for a tummy rub, and 
leaps up to be held in my arms for a 
cuddle.  We have found a way to have 
safe touch.  She makes her needs and 
wants known by going to the door 
when she wants to go out, making a 
noise if her dishes are empty, and 
tapping my leg when she thinks she 
should share what I’m eating.  I seek 
to meet those wants and needs as far 
as is appropriate.  She tries to round 
me up when it’s bedtime, but will go 
by herself now. 

Of course we don’t always get it right 
all the time.  Eating the entire front of 
one of my work shoes wasn’t her best 
move.  Attacking anything that 
comes through the letterbox is also 
less than convenient sometimes.  

From that very tentative start when I 
really didn’t have a clue, we have 
come to a very companionable and in
-tune relationship.  And all without 
her saying a word.  
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Pseudogenic, iatrogenic or 
traumagenic? — how do we 
know that DID is real? 
“So I’m curious.  On what do you base 
your belief in DID?” 

This was a tweet I received from a 
fellow twit based in the US a few 
months ago.  The more I use social 
media, the more I realise how 
controversial Dissociative Identity 
Disorder is.  For me, after the last 5 or 
6 years, it is ‘normal’.  I write about it, 
I train about it, I read about it and 
most importantly of all, I live it on a 
daily basis.  So I’m always surprised 
when I come across the ‘DID-deniers’, 
the majority of whom seem to be 
based in America.  If I do a search for 
‘dissociative identity disorder’ on 
Twitter, on a daily basis I can come 
across dozens of tweets from people 
mocking it, making a joke out of it 
(some of them stupefyingly tasteless, 
some actually quite amusing), and 
most of all attacking its credibility as 
a psychiatric diagnosis and in fact its 
very existence. 

So when someone I have never met 
tweeted me to say, “So I’m curious – 
on what do you base your belief in 
DID?” it got me thinking.  How to 
answer?  How can I take the totality 
of my life, the first-hand, ÔÈÉÓ-ÉÓ-ÉÔ 
experience I have had over the last 
few years, and construct out of it 
some argument that would ‘prove’ 
that DID exists? 

The reality is that all of us will believe 
what we want to believe, and all of us 
will deny what we want to deny, and 
if I am responding  to sceptics in the 
hope that I can change their mind, I 
am wasting my time.  What interests 
me more is thinking about the 
journey that I myself have been on 
that has got me to this point of 
believing that DID is a valid diagnosis 
and a very real experience not just for 

me but also for hundreds of people I 
have come across in the last couple of 
years. 

I had never heard of the terms 
‘dissociation’ or ‘dissociative identity 
disorder’ until just a few years ago.  I 
hadn’t even come across ‘multiple 
personality disorder’ and I first read 
the book 3ÙÂÉÌ about three years ago, 
and watched the film for the first time 
just a couple of years ago.  I hadn’t 
been exposed to any other media 
representation of DID that I am aware 
of.  Despite my wide reading and 
education, Gollum and Sméagol are 
the nearest I had come to it, and 
certainly no-one was using technical 
terms to describe ÔÈÅÍ. 

One of the arguments against DID is 
that it is a disorder created by therapy 
– it is ‘iatrogenic’; literally, its origin is 
in the treatment.  So someone may 
go into hospital for a back operation 
during which the bowel is ruptured.  
The ensuing problems with the bowel 
are ‘iatrogenic’ – they were caused by 
the surgery, the treatment itself.  And 
one of the arguments is that DID is 
caused by the therapist, planting the 
suggestion that we have ‘multiple 
personalities’.  Either consciously in 
order to please, or at a completely 
unconscious level, we then develop 
the symptoms expected of us.  This is 
the argument levelled at 3ÙÂÉÌ, and 
Simone Reinders, a neuroscientist 
involved in studying DID (and who 
does in fact believe that DID is a valid 
diagnosis), concedes that 3ÙÂÉÌ was “a 
manufactured iatrogenic case of 
multiple personalities …  3ÙÂÉÌ was 
manufactured through hypnosis, 
pentothal and a close involvement 
between subject and 
therapist” (Reinders, 2008, p.45).  

This case has been the subject of the 
spotlight in recent months as a new 
book has been published.  Written by 
Debbie Nathan and entitled 3ÙÂÉÌ 
%ØÐÏÓÅÄȡ 4ÈÅ %ØÔÒÁÏÒÄÉÎÁÒÙ 3ÔÏÒÙ 
"ÅÈÉÎÄ ÔÈÅ &ÁÍÏÕÓ -ÕÌÔÉÐÌÅ 
0ÅÒÓÏÎÁÌÉÔÙ #ÁÓÅ (2011), it gives 
‘proof’ that the allegedly true story 
was fabricated.  (I am yet to 
understand why anyone thinks a true 
story is true when Hollywood is 
involved …)  But a number of 
newspapers, magazines and websites 
have devoted numerous column 
inches to discuss the book’s ‘findings’ 
and some have therefore by 
extension decided that DID does not 
exist at all as a valid diagnosis. 

I stand up in public on a regular basis, 
have written numerous articles, am in 
the process of writing a book about 
DID, and yet I got a cold shiver down 
my spine when I first read about the 
exposé  of 3ÙÂÉÌ.  The thoughts that 
ran through my head were: !Í ) 
ÍÁËÉÎÇ ÉÔ ÁÌÌ ÕÐ ÔÏÏȩ  !Í ) Á ÆÒÁÕÄȟ Á 
ÆÁËÅȩ  )Ó ÔÈÉÓ ÁÌÌ Á ÃÁÓÅ ÏÆ ȬÆÁÌÓÅ 
ÍÅÍÏÒÉÅÓȭ ÁÎÄ ÁÍ ) ÊÕÓÔ 
ÓÕÂÃÏÎÓÃÉÏÕÓÌÙ ÔÒÙÉÎÇ ÔÏ ÐÌÅÁÓÅ ÍÙ 
ÔÈÅÒÁÐÉÓÔȩ  !Í ) ÉÎ ÆÁÃÔ ÍÏÒÅ ȬÍÁÄȭ ÁÎÄ 
ÍÏÒÅ ȬÂÁÄȭ ÔÈÁÎ ) ÒÅÁÌÉÓÅÄȩ 
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I know a lot of people with DID, and a 
lot of them struggle to believe that 
they have DID.  They struggle to 
believe that they had a traumatic 
history, and they struggle to believe 
that the plethora of symptoms which 
plague their lives on a daily basis are 
anything other than a sign that they 
are intrinsically ‘bad’ or hopelessly 
‘mad’.  Many of us with DID hate our 
diagnosis, are deeply ashamed of it, 
and as a result don’t want anyone 
else to know about it.  When people 
start writing articles in newspapers, 
magazines and blogs claiming that 
‘DID’ doesn’t even exist, it is deeply 
distressing to us.  On the one hand, 
we would like nothing more than to 
discover that we don’t have DID after 
all – that we don’t have multiple 
personalities; that we don’t have a 
horrific history of childhood trauma 
or neglect; that we don’t have 
fundamental divisions in our psyche 
between ‘Apparently Normal 
Personalities’ and ‘Emotional 
Personalities’ (van der Hart ÅÔ ÁÌ, 
2006).  On the other hand, we would 
be terrified: if this label, weird and 
incomprehensible though at times it 
is, ÄÏÅÓÎȭÔ describe what is going on 
for us in our daily lives, what on earth 
ÉÓ wrong with us?  And if we just ÔÈÉÎË 
we have parts or alters (or whatever 
other term we prefer to use), when 
actually they aren’t real and they 
have just been created by the 
therapist who was supposed to be 
helping us … then what hope is there 
for recovery for us, when we are 
suffering from a non-existent 
disorder, and the people who are 
supposed to be helping are actually 
the ones causing the problem in the 
first place? 

Of course, there is some false logic in 
the argument that just because 3ÙÂÉÌ 
was “a manufactured iatrogenic case 
of multiple personalities” (Reinders, 
2008, p.45) – and let’s face it, just 
because a journalist says that it was, 
doesn’t make it so – it doesn’t mean 
that genuine DID doesn’t exist.  
Sometimes in our black-and-white, 
‘splitting’ mentality, we strive to 
adopt a position that is ‘totally true’ 
or ‘totally false’.  There are some 
people who experience pseudo-

pregnancies and tell people because 
of their own emotional needs that 
they are having a baby when they are 
not.  Just because this is the case 
doesn’t mean to say that pregnancy 
does not exist.  The evidence for that 
is a little bit obvious.  So I’m not 
particularly fussed about whether the 
case of 3ÙÂÉÌ is proved to be ‘true’ or 
‘false’.  Some may argue that it is a 
public relations disaster for DID, but I 
don’t think it is.  I actually think that 
the further away we can move from a 
stereotype of multiplicity, and the 
model of 3ÙÂÉÌ as a kind of ‘gold 
standard’ for DID, the better it will be 
for all of us.  There is no doubt that 
3ÙÂÉÌ – the book, but especially the 
film – brought Multiple Personality 

a therapist’s room. 

I had what I would term my first 
‘breakdown’ during my second year 
at University.  For several weeks I was 
found at various times by various 
friends in College wandering around 
vaguely in the middle of the night, 
staring into space or rocking, and 
acting and speaking in a childlike 
manner.  They reported that I was 
‘not myself’, that I seemed to be 
afraid of ‘the men coming’, that I 
didn’t like ‘the ropes’ and so on.  I had 
absolutely no motivation whatsoever 
to do this for attention or secondary 
gain at the time – it remains one of 
the most painfully embarrassing and 
shameful times of my life.  I was at 
Cambridge University, a high-flying 
student with significant academic 
potential, and I was ‘acting mad’ and 
in a way that just resulted in me 
being ostracised from my peer group 
and brought me to the stern and 
unforgiving attention of the College 
tutors, whose ‘pastoral care’ of me 
had as its only goal my achieving a 
First.  I was mortified at what was 
reported back to me about what had 
taken place during these episodes of 
‘lost time’.  I would have done 
anything to stop them happening 
and for me not to suffer the loss of 
respect and reputation that resulted 
in that most demanding of 
environments. 

After I left College a couple of years 
later, again I suffered a kind of 
‘breakdown’ during which suicidality 
and self-harm were once more high 
on the agenda.  Friends would report 
‘strange behaviour’, especially that 
which would appear to be from a 
much younger part of me, 
accompanied by inconsolable terror 
and accounts of horrific abuse.  I did 
my best to hide it all.  I didn’t want 
anyone to know.  I was shamefully 
afraid that I was ‘insane’ and that if I 
went to a GP about it, I would be 
admitted to a psychiatric ward and 
never let out again.  I feared for my 
job, my career, my ability ever to 
form a relationship or marry or have 
kids.  I didn’t want anyone to know, 
so my bizarre behaviours were kept 
to a couple of discreet friends, one of 
whom was my housemate and from 
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Disorder into public consciousness.  
But there is also an argument that it 
provided a skewed representation of 
what Dissociative Identity Disorder 
actually is – a caricature that it is very 
difficult for us all now to get away 
from. 

So, firstly then, is DID real?  The 
iatrogenic argument for DID, also 
know as the sociocognitive model, is 
that either at a conscious or an 
unconscious level, the dissociative 
phenomena such as ‘multiple parts of 
the personality’ are created, or 
encouraged, or exaggerated as a 
result of expectations from the 
therapist.  Where this argument 
immediately falls down in my case is 
that I had dissociative symptoms 
many, many years before I first sat in 
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whom it was impossible to hide quite 
so much ‘insanity’. 

It was over ten years later before I 
began to have counselling.  By then, 
in 2005, I had suffered a catastrophic 
breakdown which affected every area 
of my life, and for nearly a year I 
teetered on the edge of existence, 
trying to cope with life by day whilst 
at night a whole series of ‘alter 
personalities’ or ‘parts’ made 
themselves known to my husband 
and one close friend.  Again, we hid 
everything.  I didn’t want anyone to 
know.  I was deeply ashamed.  I 
wouldn’t even see the GP about 
‘normal’ stuff, in case she somehow 
figured out what else was going on.  
My husband met parts of me called 
‘Diddy’, who was 4 years old, and 
‘Charlie’ who was an 8-year-old boy, 
and ‘Switch’, who was again male 
and about 12.  And then, eventually, 
at the end of ourselves, after 13 
months of chaos and not being able 
to keep it hidden any longer, I started 
counselling. 

But I entered therapy with the 
express intention of not 
‘dissociating’.  I don’t know where I 
had picked the word up from.  I had 
read a lot of books to try to make 
sense of what I was experiencing, and 
was shocked to realise that the 
flashbacks of abuse I was 
experiencing, the guilt, the shame, 
the self-harm, the anger, the 
insomnia, the physical pain, the 
edginess, the hypervigilance, the 
startle reflex, the panic, the confusion 
– all of it was ‘normal’.  The nearest I 
could get to an accurate label was 
‘post traumatic stress disorder’. 

But somehow, somewhere, the word 
‘dissociation’ played a role even 
though I didn’t know what it was.  
And I went into counselling very 
much determined not to mention the 
fact that I had these little episodes of 
lost time, during which my husband 
dealt with a child part hiding under 
the table who didn’t want her wrists 
to be tied any more.  I wanted this 
counsellor to help me, not think I was 
mad and that I was untreatable.  I 
fully intended to be thoroughly 
normal while I was in counselling so 

that I could just get better quickly 
and quietly. 

It took about 3 months for ‘parts’, or 
‘alters’ to appear in counselling.  I was 
mortified to realise that I didn’t know 
what had gone on for most of the 
session that day.  Perhaps it was 
because we’d had to use a different 
room.  I don’t know what triggered it, 
but I did have towards the end of the 
session that familiar sense of waking 
up from a deep dream and not being 
able to quite remember what we had 
just been talking about.  In private, I 
berated myself, lectured myself in a 
‘must do better’ kind of a way, and 
hoped against all hope that I hadn’t 
messed the whole thing up by acting 
‘weird’.  It was the Summer months 
anyway and so sessions were a little 
more ÁÄ ÈÏÃ than they had been up 
to that point.  I was relieved, because 
it gave me a break to pull myself 
together and make sure that I didn’t 
‘lose time’ again. 

And I’m not sure what happened 
next, but I do know that ‘lost time’ 
became a feature of our sessions and 
that it became a kind of talked-about
-but-not-talked-about thing.  It just 
seemed a natural and logical 
extension of what had gone on in our 
earlier sessions, where I had watched 
myself talking but from a distance 
and wondered what on earth I was 
going to say next, because I had no 
idea.  I had listened to myself talk 
about a rape in a stables, and I really 
and literally didn’t know what 
happened next – until I said it.  Then I 
would go home and beat myself up 
for lying and making it all up, and yet 
with a deeply anxious sense that I 
wasn’t, and that it was true, and that I 
knew it was.  But on an emotional 
level it was certainly easier to believe 
that I was just making it all up. 

A few months went by and the puzzle 
of what I was, the puzzle of what my 
behaviour meant, was getting bigger 
as my behaviour became more 
bizarre and I lost more and more time 
during sessions.  My husband was 
used to it at home, and we look back 
now and wonder why we never really 
tried to figure out what was going on.  
It just was.  It didn’t really occur to 

either of us that there might be a 
name for it, a label to describe it, and 
that it was something that other 
people did too.  I think I just assumed 
that it was part of my inherent 
‘badness’ and that I needed to keep 
on trying, and maybe a bit harder, to 
‘stop it’. 

And then one day in my session, 
towards the end, my therapist 
produced a booklet about trauma 
and dissociation, and suggested I 
read it.  I took it away and devoured it 
instantly, and there was that awful, 
stomach-sinking feeling that I was 
reading something that described 
me.  Suddenly ‘it’ – ‘it’ being the 
madness of my behaviour – had a 
name: ‘Dissociative Identity 
Disorder’.  I sat and tried to argue 
with it, pointing out all the ways that I 
wasn’t an exact match and that it 
didn’t ÒÅÁÌÌÙ apply to me, but at the 
beginning of my next session, we 
talked about it together.  “Is this – 
me?”  I asked.  “What do you think?” 
came back the reply.  “Is this what 
I’ve got?” And again: “What do you 
think?” I shrugged.  “Maybe.”  I 
hoped: “Maybe not.” 

A few months later I started to see a 
new therapist.  This new one had lots 
of experience working with DID.  I 
decided to play it cool, try to get her 
to realise that I wasn’t mad, that I was 
just a normal member of society, just 
like her.  But by the end of the first 
assessment session, to my horror, 14 
of my alters had introduced 
themselves to her.  I came back into 
the room with that foggy sense of 
having been somewhere but I 
couldn’t quite remember where, just 
like in a dream. “Do you think I’ve got 
DID?” I asked.  I was desperately 
hoping that she would say no, 
because then I wouldn’t have a label, 
I wouldn’t have this ‘thing’ hung 
around my neck like a millstone that 
marked me apart from ‘normal’ 
people and placed me on the ‘other 
side of the table’ as I saw it at the 
time.  In my professional career, I had 
always been on the ‘right’ side of the 
table, and I had seen the way that 
people on the ‘other side’ were 
treated and referred to, especially 
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when they weren’t there.  I never ever 
wanted to be on the ‘other side’, and 
yet by having a label, having a 
psychiatric diagnosis, I knew that I 
would be – and I hated it. 

“Oh yes,” the therapist replied 
breezily, “absolutely no doubt about 
it at all.”  And she seemed so 
nonchalant about it, as if I’d asked 
her if I had brown hair, that somehow 
some of the shame receded, but I still 
recoiled inside with that awful sense 
that I couldn’t get away from facing 
that reality any more. 

According to the iatrogenic model, I 
shouldn’t have had any ‘parts’ or 
‘alters’ until I started therapy.  But 
they were there over ten years 
previously, at College, and afterwards 
when I left and shared a house with a 
friend.  They were there for a whole 
year, my ÁÎÎÕÓ ÈÏÒÒÉÂÉÌÉÓ of 
breakdown and utter insanity, before 
I entered therapy for the first time.  
My first therapist, for nearly a year, 
observed what was happening and 
eventually, tentatively, suggested a 
label that seemed to fit.  But she 
wouldn’t be definitive about it.  It was 
left to me to decide that the glove 
fitted.  It was a glove that, if I’d 
wanted to, I could have thrown away, 
and I could have just kept talking 
about suffering from a ‘breakdown’ 
or even ‘post traumatic stress 
disorder’. 

I eventually completed some 
screening tools and when I was 
discussing the results of them with 
my GP she started tapping away on 
her computer.  “How do you spell it?” 
she asked, and dutifully typed in what 
I told her.  I sort of wanted something 
more official than that, but I was also 
mortified at even that brief 
description appearing on my medical 
records.  I have since found out that 
it’s best not to volunteer mental 
health information if you ever want 
to get reasonably-priced life 
insurance. 

The case of 3ÙÂÉÌ suggests that 
iatrogenic DID is a possibility.  I am 
equally convinced that in my case, 
and in the case of many people that I 
know, that is not what has happened.  
I believe that my DID is traumagenic, 

that is to say that it was caused by 
early, chronic, extreme abuse, which 
occurred on an existing fault-line of 
disorganised attachment. 

But I do also believe that we can be 
consciously or unconsciously 
‘encouraged’ to present in a more 
dramatic way than we need to.  We 
can feel the pressure to ‘fit in’, to be 
‘proper DID’ and act and behave 
accordingly.  This is a fear that many 
professionals have, and sometimes 
rightly so, about what happens when 
dissociative survivors meet together.  
Will we ‘encourage’ one another to 
‘act out’, will we simulate each 
other’s symptoms, and imitate what 
we think we ‘should’ be like – for 
example, by pretending to switch to a 
younger alter, or exaggerating a 
switch or childlike behaviour?  I think 
that on occasions this does happen.  

saying is true when you ‘hear’ 
yourself saying it from a distance and 
at the very same moment you’re 
thinking, “But I didn’t know that.”  
The experience of co-consciousness, 
of having two separate and distinct 
but co-existing streams of 
consciousness, is a very strange 
concept and not one that is easy to 
explain to people who do not 
experience it.  I have met many, 
many people who fear that they are 
simulating DID because they 
‘observe’ themselves as separate 
parts of the personality.  And often 
what happens is that, because we are 
so averse to the dissociative 
diagnosis, and so phobic of the 
realities of the abuse that led to that 
dissociation in the first place, we 
often declare to ourselves and 
especially to our therapists that, 
“We’re not really DID after all – we’re 
making it all up.”  This is one of the 
arguments used to ‘prove’ that Sybil 
was making it all up – because she 
said so.  I don’t know the truth in that 
particular case, but it did make me 
smile because it’s a self-directed 
accusation I hear on a very regular 
basis from many genuine DID people.  
If only we could convince people 
(ourselves included) that we are 
normal! 

But I do also believe that there are 
cases of ‘false’ DID.  Some of the 
literature on this subject (Reinders, 
2008; Brand ÅÔ ÁÌ, 2006) divide DID 
cases into traumagenic (ie genuine), 
iatrogenic (caused by the therapy) or 
pseudogenic (falsified).  There is a 
certain amount of research and 
debate around the issue of 
pseudogenic diagnoses, and most 
people divide it into two types.  
Firstly there is malingering, which is 
where symptoms are feigned for 
financial, legal or other gain, 
including exculpation for crimes.  And 
secondly there is ‘factitious’ 
presentation, where the person 
feigns symptoms not for financial 
reasons, but in order to assume the 
sick role, to meet personal or 
emotional needs, or to avoid 
responsibility.  This can be at either a 
conscious or unconscious level. 
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After all, it happens in all groups, 
where there is a convergence of 
behaviour in order to fit in. And the 
same can be true of dissociative 
groups.  But the same can be true in a 
positive sense as well, in that if what 
is modelled is good coping strategies, 
and control over switching, taking 
responsibility for ourselves and 
appropriate relating, then that can 
have a positive impact and empower 
dissociative survivors to cope well 
with their symptoms too. 

I think the vast majority of people 
with DID that I have met are 
genuinely dissociative.  And most of 
us worry that we have ‘made it all up’, 
especially when we are co-conscious.  
It’s hard to believe that what you are 
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Rogers (1997) estimated that 7-17% 
of psychiatric diagnoses are 
malingered.  As far as factitious 
psychiatric diagnoses are concerned, 
that rate is between 0.5% and 6%.  
Factitious presentation of 
dissociative disorders are somewhere 
between 2% and 14% according to 
Brand ÅÔ ÁÌ (2006).  So the research 
literature clearly points to the fact 
that some cases of mental health 
diagnoses, including dissociative 
disorders and DID, are clearly ‘false’.  
However, Nijenhuis and van der Hart 
make an interesting point that, 
“These problems of malingering, 
factitious disorders, and simulation 
are not at all unique to or heightened 
in DID but occur with similar 
frequency in other genuine mental 
disorders” (Nijenhuis & van der Hart 
2009, p.467).  So, yes there is such a 
thing as ‘fake DID’ but at no higher 
level than people feigning other 
disorders. 

Again with our black-and-white need 
to split, within the DID world we want 
to believe that everyone we meet 
who claims to have DID is ÒÅÁÌ $)$, 
not factitious or malingered, but 
clearly a percentage are 
subconsciously or consciously making 
it up.  Those of us with trauma 
backgrounds generally struggle 
enough with suspicion, paranoia and 
mistrust as it is, so to figure that 
maybe around 10% of people we 
meet who claim to have DID may not 
actually do so is worrying.  So can we 
tell the real cases from the fake ones? 

A research study by Coons and 
Milstein in 1994 was based on 112 
consecutive admissions to a 
dissociative disorders unit and they 
found that 10% of them had 
factitious or malingered DID.  So how 
did they distinguish the real from the 
fake?  “An exaggerated, highly 
dramatic clinical presentation, 
combined with classic symptoms of 
malingering characterised the 
malingered or factitious DID cases …  
Malingerers often had a history of 
lying, made claims of fantastic and 
unbelievable psychological 
symptoms, and refused to allow 
information to be obtained from 
collateral sources” (Brand, 2006, 

p.66).  So people who are faking it are 
often a bit over-the-top about it – 
they exaggerate.  One study 
(Welburn ÅÔ ÁÌ, 2003) also showed 
that genuine DID patients showed 
more signs of distress and 
dissociation during the assessment 
interviews than people who were 
faking it.  Boon and Draijer (1999) 
point out in their study that they 
were able to distinguish between 
genuine and simulated DID because 
real DID people evidenced higher 
levels of anxiety, more shame and 
more conflict over their diagnosis.  
This very much fits with my 
experience of DID – it’s not 
something that most of us want to 
shout from the rooftops and it’s not 
something that we find easy to talk 
about.  The majority of people I know 
are highly conflicted about admitting 

the experience of being DID as well.  
It ÉÓ fantastical – switching between 
personalities, the abuse we suffered 
as children, is often so far beyond 
people’s imagination that it seems 
that it cannot, ÍÕÓÔ ÎÏÔ be real.  And 
yet it is.  Just because something 
doesn’t seem real doesn’t mean that 
it isn’t: just look at the controversy 
caused by the revelation that the 
earth is round. 

The other issue that I think is 
important is to what extent we may 
hide our symptoms (going one way 
down a spectrum), or exaggerate 
them (going the opposite way up that 
same spectrum) in order to have our 
needs met.  I am reassured by Kluft’s 
finding that “only 6% make their DID 
obvious on an ongoing basis” (2009, 
p.600), because this is my experience 
of living with DID – although I speak 
publicly about having DID, no-one 
apart from my therapist and my 
husband sees my ‘parts’.  None of my 
friends, none of my colleagues, none 
of the people in my locality see any 
evidence of me being dissociative, 
unless there is a ‘perfect storm’ of 
circumstances and I’ve failed to take 
notice of the signs that I am heading 
out of my window of tolerance and it 
has got to the point of being out of 
control.  Several years ago, that 
happened fairly regularly but 
nowadays it is a rare occurrence as I 
have learned communication and co-
operation between the different parts 
of me.  Generally, it’s a private thing. 

But it’s a reality that ÅÖÅÒÙÏÎÅ – 
people with or without psychiatric 
conditions – will hide their symptoms 
if it’s adaptive to do so.  If we need to 
be well to do a presentation at work 
that has repercussions for our career, 
we are likely to mask our symptoms 
as much as we can, even if those are 
only symptoms of a cold.  But if we 
need to make a point to the doctor to 
get what we need in terms of 
medication or treatment or referral, 
we all tend to exaggerate our 
symptoms.  That is normal.  And the 
same thing happens within DID as 
well.  Mostly I would say that we try 
to hide our symptoms because as 
Elizabeth Howell says, DID is “a 
disorder of hiddenness” (2011), but 
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to having DID, and although I am 
nowadays very public about my 
experience, that wasn’t an easy place 
to come to and still has its difficulties 
for me now.  There remain people in 
my ‘normal life’ whom I don’t want to 
tell, and from whom I still hide.  

So is it straightforward then to tell 
fake cases of DID from real ones? 
Well, not really, no.  Because as 
Brand goes on to say, “A small group 
(less than 10%) of genuine DID 
patients are reported to present in a 
dramatic fashion, so this indicator 
may not be reliable” (Brand, 2006, 
p.67).  In other words, people who are 
faking DID seem to have extravagant 
claims to their psychological 
symptoms, but that is actually part of 
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sometimes some of us will 
exaggerate our dissociative 
symptoms in order to get our needs 
met, and I believe that some of this is 
behind what people might label as 
‘iatrogenic DID’.  It is not that we do 
not have DID at all and are 
pretending (pseudogenic DID, either 
factitious or malingering).  It is that 
we can feel that there is a certain way 
to be in order to be ‘proper DID’, and 
that can be affected by media 
representations such as 3ÙÂÉÌ and 
more recent publications, or by the 
role models around us. 

So is DID real?  Well there is a 
growing body of research to suggest 
that you can’t fake DID to a 
neuroscientist.  There have been a 
large number of brain imaging 
studies using various neuroimaging 
techniques, including structural 
magnetic resonance imaging (sMRI), 
positron emission tomography (PET 
scan) and single photon emission 
computed tomography (SPECT).  It is 
always hard to speculate about the 
precise brain mechanisms involved 
due to the wide diversity of 
neuroimaging techniques used and 
the methodology and focus of the 
studies.  But there have been four 
rigorous, larger-scale studies 
(Vermetten ÅÔ ÁÌ, 2006; Reinders ÅÔ 
ÁÌ, 2003, 2006; Sar ÅÔ ÁÌ, 2001, 2007) 
which basically suggest that there ÁÒÅ 
differences in the brains of people 
with DID compared to others. 

For example, Vermetten ÅÔ ÁÌ (2006) 
looked at the volume of the 
hippocampus and amygdala and 
found that hippocampal volumes 
were 19.2% smaller in people with 
DID, and amygdalar volumes were 
31.6% smaller in people with DID 
compared to those without DID.  The 
researchers think that the 
hippocampus and amygdala are 
smaller in DID patients due to trauma 
and abuse, which supports a 
traumagenic model of DID. 

Reinders ÅÔ ÁÌ (2003, 2006) looked at 
blood flow in the brain and they saw 
differences between DID people’s 
‘Apparently Normal Personalities’ 
and their ‘Emotional Personalities’ 
when listening to a trauma script 

compared to a neutral script.  The 
ANPs had the same kind of blood 
flow when listening to both types of 
script, but there was a difference 
when the EPs listened to the 
traumatic material in comparison to 
the neutral script, suggesting that 
EPs process or think about traumatic 
material differently to ANPs.  This fits 
with my experience as an ANP where 
I can listen to even my own traumatic 
material and have no emotional 
reaction to it, as if it were non-
traumatic.  It’s as if the brain when 
I’m an ANP does not register trauma 
as traumatic – it’s ‘dissociated’.  It’s 
my EPs who react ‘normally’ in that 
sense to traumatic material, 
responding to it with high anxiety 
and distress (increased activation in 
certain parts of my brain).  The ANP 
is actually not ‘normal’ because they 
are not distressed by distressing 
material.  That’s why we can continue 
with normal life as if this stuff isn’t 
going on for us, totally switched off 
from it. 

But all the science in the world won’t 
convince people – just think global 
warming nowadays or the dangers of 
cigarette smoking in the 1960s.  At 
the end of the day I am convinced 
that DID is real because it is part of 
my day-to-day existence.  I am 
reassured that there are some 
scientific studies emerging that 
validate my experience, as well as 

hypotheses such as the theory of 
structural dissociation (van der Hart 
ÅÔ ÁÌ, 2006).  I believe that certain 
cases of DID ÃÁÎ ÂÅ iatrogenic.  And I 
also believe that it ÃÁÎ ÂÅ 
pseudogenic – either factitious (for 
emotional gain, often unconsciously), 
or malingered (for financial or other 
gain, often consciously). 

But just because some people make it 
up, consciously or otherwise, doesn’t 
mean to say that it doesn’t exist, just 
like the analogy of pseudo-
pregnancy.  If we could get away 
from the 3ÙÂÉÌ stereotypes, it might 
help, but the sad thing is that we 
suffered disbelief and denial as 
children and this is re-enacted for us 
in so many contexts again as adults.  
It is distressing enough to suffer from 
DID as it is, without the added weight 
of people not believing that it even 
exists.  I am reassured that rates for 
‘false’ DID are no higher than for any 
other psychiatric diagnosis.  I am also 
reassured that there are bodies such 
as the ISSTD and ESTD (European 
Society for Trauma and Dissociation) 
and that they have produced 
guidelines for treating DID – there are 
ÌÏÔÓ of people who take this condition 
seriously nowadays.  But perhaps, as I 
say on training days, “denial of the 
syndrome is part of the syndrome”, 
and so the hardest battle is for us to 
believe it ourselves.  Ä 
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Therapy room push-pull 

You ask me how I feel …  I feel panic, 
nothingness, panic, more 
nothingness.  Laced into the panic is 
sadness, guilt, doubt, paranoia, then 
dreadful nothingness.  And worst of 
all, shame.  Always here, I feel the 
shame.  Shame that makes me hate 
myself so much, it hurts like a 
physical blow when you compliment 
me.  Shame for the past, shame for 
not getting over the past, shame for 
even having that past, shame for 
being different, shame for you seeing 
how different I am, shame for you not 
seeing, shame for wanting to cry, 
shame for not being able to, shame 
for not knowing how I feel, shame for 
feeling everything and nothing.  
Shame from feeling so ashamed.  
Then nothingness as if I am just a 
reflection of reality. 

You ask me to tell you my shame …  I 
don’t want you to know.  About me.  
Fear strikes me from all corners of my 
being: being here with you in case 
you see.  Not just here.  Everywhere.  
Every day.  Fear again.  As you sit and 
listen, looking with those eyes.  What 
do you see?  I am afraid.  Why?  
Where?  What?  What is it that I am 
not seeing that you see?  Is what I 
perceive not really real?  Why is it 
that I see what I see about my life, 
just the way that I do and you don’t?  
What does this mean?  There must be 
something wrong with my thinking as 
I can’t think like you about the world, 
about me.  No, it must be you seeing 
me wrong!  Because I am not afraid.  I 
am not scared or weak or vulnerable.  
I know I am bad.  I don’t need you.  
Go away. 

But …  I want you here.  I need you 
here.  If you stay I’ll care.  If you care 
I’ll stay.  But if you care I won’t want 
you anymore.  I don’t want you to 
care.  I need you here with me with 
my poisonous secrets, just so long as 
you don’t care.  Promise you won’t 
care: it’s too dangerous, you’ll get 
hurt, I’ll get hurt.  I need you …  

NO!! ...  I am strong and I don’t need 
you.  I don’t need anyone.  But I want 
you.  I want you most when you don’t 
want me.  Can’t you see?  You don’t 
want me, do you?  When it’s time to 
leave I am forgotten like you’re 
forgotten.  I am not wanted.  I won’t 
come back.  But I want to be wanted 
so badly until it becomes a deafening 
cry of urgency filling up my very 
being.  But don’t care.  Please don’t 
care.  Forget me.  Don’t worry about 
me.  If you let me need you, I won’t 
want you anymore.  Or worse, I’ll 
want you so much that you will 
disappear under the weight of it.  
Don’t ask me to do that.  

You say it’s ok to need you …  But I 
know this biting pain, this cold 
distance.  It is somehow familiar, like 
a cloak covering me up, protecting 
me from you.  Being isolated feels 
safe with you.  Is that the feeling I 
need, to give me that illusion of 
safety?  Feeling alone?  So I can be 
exposed?  I am exposed most when I 
hide from you, and hidden when I try 
to be who I think I am.  If I were truly 
safe, I’d be exposed and not safe at 
all.  Is that what you want?  Is that 
what you need?  Tell me how to be.  I 
don’t know how to be.  I need to be 
safe.  For you.  For me.  Getting close 
by getting away, getting away by 
getting close. 

Yet you say you are safe and you 
won’t abuse me …  But I am the 
centre of the universe.  I am that 
powerful, that destructive.  I am the 
master puppeteer: I pull the strings to 
what you see, what you perceive.  
You can’t trick me.  I will beat you.  I 
am the game strategist, the path-
layer.  No, you can’t win.  I will win.  I’ll 
get you coming and I’ll get you going 
and there will be no way that you can 
win.  I must always win.  I need to be 
in control because I feel so helplessly 
out of control, but you can’t know 
that.  You can’t know that, ok?  You 

don’t know that about me.  I don’t 
know that about me.  I don’t know 
you because I don’t know me.  You 
can’t know me either.  Don’t you 
know that saying you’re safe means 
you’re not safe?  No, I won’t let you 
into a place that I have yet to gain 
access to.  No, me first.  Me never.  

You tell me it’s safe to trust you …  
But I am beside myself with all of this 
panic and paranoia and grief as 
though I am that tiny child whose 
caregiver is angry with her.  What do I 
do with that angry face?  What if that 
angry face will be yours?  It is not 
acceptance, it is rejecting me … but I 
need it … what am I to do?  I don’t 
know what to do so I don’t trust.  I put 
it beside me.  Whatever it is, I leave it 
to sit there … and it builds over the 
course of a lifetime.  It builds and it 
always hurts.  It hurts even when I 
don’t feel it at all.  I need to get what 
it needs.  I’ll die if I don’t.  I am dying 
to live and in my attempts to live I 
die. 

And so I have remained trapped 
inside this isolated and insulated 
place of youth.  Stunted in my 
emotional growth.  Me in this chair a 
million miles away from you in that 
chair.  I hurt and I hurt and I hurt.  I 
am numb, and dead and drifting.  
Why don’t you care?  Why do you 
care?  Why don’t you care?  Why do 
you care?  Do you?  Don’t you?  Make 
it go away.  Make it stop, just like me 
from over there.  Like me, but don’t 
you dare really care.  It would hurt 
too much if you were to care.  I 
wouldn’t understand who you were 
caring for or why you care about me 
because I don’t know who I am.  I 
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hate who I am and what I am.  I hate 
whoever the hell I am.  I have come to 
hate what it is that I might be, or 
sometimes am.  I hate being like this.  
So don’t you dare care. 

I don’t like feeling this voided vacuum 
within, that, like my being, exists 
under a glass bubble.  With you 
looking at me.  So close, yet so far 
away from others am I.  So close, yet 
so far away, from whoever I am, am I.  
So far away from you, am I.  Who are 
you trying to care about?  What does 
that mean, that you want to care 
about me?  It would mean that I 
needed you to care.  I don’t need you 
to care but I am dying for you to care.  
Still, care from over there and don’t 
act like I need you.  I want to be 
normal, but I’m not; I want to be 
strong, but I’m not.  I want to be 
loved, but I’m not.  Is that the truth? 

Truth, you want to talk truth?  Whose 
truth, yours or mine?  Is there a truth 
between?  No, my truth is truth.  Your 
idea of truth is a lie.  I don’t lie.  If I 
don’t lie and our truths aren’t the 
same, that makes you a liar.  But I am 
bad and I am wrong so where does 
that leave me?  If I am right then you 
are wrong.  Yes you are.  No I’m not.  
If I am good then you are bad, but I 
am bad.  That’s my truth.  And my 
truth is the truth.  It’s not alright for 
you to just be you and not be me 
while I’m being you too.  I can never 
just be me.  Who am I?  Everything 
just slips away in fleeting moments. 

I know things but they seem fleeting 
in this time and space.  What is real 
and important one minute is fragile 
and/or gone and/or misunderstood, 
misperceived and misinterpreted by 
me the next.  I don’t know why.  You 
were here a minute ago and it 
mattered.  But then you left.  While 
you were gone for three minutes and 
fifty-four seconds I forgot that you 
mattered to me.  I know things seem 
fleeting in the dumbness that is 
surrounding me right now.  Things 
keep changing.  I can’t hold onto 
ideas anymore and then see whether 
I am holding anything or not. 

Rescue me.  Rescue me, by leaving 
me alone.  Leave me alone but rescue 
me.  I need you to rescue me if I am to 
live.  I am not alive.  I am dead.  I am 
dead when I try to be alive.  I am alive 
when I act like I’m so dead I can’t feel 
anything.  There is such a sharp feel 
to the pain of numbness.  Feeling the 
absence of myself like this.  Where do 
the feelings go?  Where does all of 
that pain hide?  I dissociate from all 
that hurts.  I give it to others.  It is 
their fault, and their problem, not 
mine.  They are lying.  Faking.  Over-
reacting.  They aren’t real.  Help me, 
while you leave me alone.  Leave me 
alone while you help me.  But don’t 
leave me alone.  Who is me? 

Who am I?  I thought I knew just a 
minute ago.  Then, suddenly nothing 
felt familiar anymore.  Nothing felt 
okay anymore: nothing felt ÓÁÆÅ 
anymore – nothing felt as it had 
before.  Why does this happen and 
what does it mean?  You don’t know?  
You are supposed to know.  I expect 
you to know.  But don’t go asking me 
for anything: I ×ÉÌÌ fail. NO. No, that’s 
inaccurate as well.  It depends how I 
feel, and what I believe in any given 
moment …  You just never can know 
because I never know what I’ll do or 
say or feel.  

Every moment changes and shifts 
from one to the next.  What is real, 
what is truth, whether or not I think I 
can take care of myself or what I feel, 
or right or wrong, from minute to 
minute changes, so I really just don’t 
know.  I don’t care to know.  Don’t 
bother me about it.  Leave me alone, 
just stay here.  And be quiet while 
you talk to me.  Talk to me silently.  
Words can hurt.  Don’t be too quiet in 
your silence though, because silence 
can kill a soul.  I know: it killed mine, 
over and over again.  Dead, time and 
time again, risen hopes, only to fall 
and die, unanswered, arms 
outstretched, never reached for, 
never grasped, arms that hung 
outstretched while a little girl 
screamed in fear and had more need 
than any infant could possibly bear to 
hold.  Arms … that had to hold 
themselves, suspended in mid-air, 

left alone, ignored.  So hold me, and 
rock me – rock me to stillness – 
gently, okay, just don’t touch me. 

You live in a “big picture” life, which, 
so I am told, unfolds in some “big 
picture” of reality.  I live in millions of 
little pictures.  Millions of pieces of 
reality.  Snapshots from the whole, 
fragmented seconds of minutes that 
seem to encompass hours.  I can’t tell 
what is going on around me like you 
do.  No, it does not make sense to 
me.  Part of this picture lined up with 
part of that one … what am I 
supposed to see?  What can I know 
from these mixed-up jigsaw puzzle 
messages? 

I get part of it.  I don’t understand the 
rest.  First you seem to make sense, 
then you don’t, so I get paranoid and 
scared.  In one part of the picture I 
care about you but in another part of 
the picture I hear you say something 
else and I can’t trust you anymore, or 
not until the next moment when two 
picture pieces fit briefly together.  
This is my experience.  One minute, 
from a distance, I want you close and 
the next minute I want you distantly-
close.  This is what is going on inside 
of me.  I just don’t know how to make 
sense of all of these jumbled 
messages and fragmented pictures 
that bombard my mind constantly 
with images and thoughts that do not 
fit together, not now, not ever, not in 
the numbness.  If memories are 
pictures of the way things were (or 
the way things are?) then my 
memories are like strewn screams, 
echo to a voided abyss in a cavernous 
canyon.  Imagine all of that sound 
overlapping itself.  Could you hear me 
then, any better than I can hear you 
now?  Than I can hear myself?  I can’t 
hear; can you?  Just conflict.  

Need to run, need to hide.  Too 
much, too much.  I can’t do this 
interaction thing.  Too much noise.  
Overloaded.  Shut down.  So numb, 
so thoughtless, so lacking in 
everything.  Just conflict in the 
distance of the being that is me.  I am 
not even human anymore – just a 
ghost passing through existence.  I 
am nothing.  Am I nothing to you?  Ä 
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My unique vantage point — 
parenting DID with DID 
I find myself in a unique situation: I 
have Dissociative Identity Disorder, 
and so do my kids.  I grew up in a 
family where child sexual abuse was 
the norm, and because of my 
husband this unfortunately played 
out into my children’s lives until I cut 
loose and we left.  Living in our 
household might sound like a 
nightmare, and at times we have got 
ourselves into a pretty pickle, but 
mostly we have found our way out 
again and there have also been 
distinct advantages to our shared 
view of the world. 

As a family we didn’t always know 
that DID was the common 
denominator in our confusing lives.  
Until recently we had all struggled 
privately with our personal shame 
and our internal difficulties.  Life was 
a puzzle.  I continually failed in my 
attempts to teach my children to 
behave in a socially acceptable 
manner.  Only the explanation of DID 
and the fact that we have ‘parts’ 
shone a light on my bemusement.  
Until then, the good parts had tried 
harder to be angelic, thereby 
developing OCD, and the parts who 
behaved in unacceptable ways just 
continued on in those unacceptable 
ways.  It was a bit like the little girl 
with the curl in the middle of her 
forehead, who when she was good 
was very, very good, but when she 
was bad she was horrid.  It was when I 
began to understand that my kids 
had ‘parts’, as I do, that it began to 
make sense. 

What I realised was that people with 
DID can be genuinely unaware of 
aspects of their behaviour.  My kids 
seemed at times to act in bizarre 
ways, and they were just as confused 
as I was by their behaviour and its 
impact on others and their 
circumstances.  The nature of the 
separations between their ‘alters’, 

their ‘parts’, their ‘personalities’ or (as 
I prefer sometimes to put it) their 
‘lumps of experience’, meant that 
they were unaware of and therefore 
unable to control some of the things 
they were doing that I was asking 
them to change.  I had been talking to 
the wrong parts – asking the well-
behaved parts to buck up their ideas 
when they knew nothing about it.  It 
was like blaming the wrong sibling for 
who started the fight. 

But seeing this phenomenon in my 
kids’ lives helped me to see and 
understand what was happening in 
my own life too.  I had bumbled along 
for many years being puzzled by 
others’ reactions to me – I thought 
other people just had a tendency to 
act oddly towards me.  But then I 
made the connection between this 
anomaly in my own experience of the 
world, and the look on my kids’ faces 
when they were faced with some of 
their ‘uncharacteristic’ behaviour.  I 
began to figure out that people’s odd 
behaviour towards me was probably 
as a result of something that one of 
my ‘parts’ had done.  In helping my 
kids to see why people were behaving 
towards them the way they were, I 
was able to start figuring out why I 
provoked strange reactions from 
people as well. 

This segregation of awareness meant 
that my kids often were not being 
naughty or lying; they genuinely 
didn’t know that they had done 
something unacceptable, and they 
were disoriented by the reactions 
their behaviours provoked.  They 
didn’t know about their other 
personalities, and although it felt 
dangerous to tell them, together we 
began a journey of discovery. 

I realised that, like my kids, I too was 
phobic of my parts – the information 
and knowledge they carry, and the 

feelings they hold.  After all, that is 
why they are there: to shield us from 
knowledge and experiences too awful 
to bear.  Instinctively I realised that I 
needed to accept my kids’ other 
‘parts’, and only by experiencing the 
safety of my love could they begin to 
explore and get to know these hidden 
aspects of themselves.  At the same 
time I was on a journey of trying to 
gain control over what was 
happening in my own life and in order 
to be able to help my kids face the 
pain of their past, I knew I had to 
have the courage to face my own. 

Accepting that parts exist was the 
primary, essential step to take before 
any of us could make any progress.  
We had all spent our lives rejecting 
these parts, not wanting to know 
about them, or the trauma that they 
had suffered.  We had to create in our 
household an atmosphere of 
acceptance and truth – the opposite 
of what we had all endured in the 
abuse previously.  Acceptance was 
the prerequisite to being able to 
tackle some of the parts’ behaviour. 
Eventually, because my kids’ parts 
felt accepted and began to realise 
that they were not alone and that I 
wanted to help, they no longer felt 
the need quite so urgently to state 
their views or claim their ‘rights’ in so 
extreme a manner.  

Previously there had been a 
downward spiral of rejection.  Parts 
hadn’t felt accepted or wanted, so 
they would take over when we 
weren’t looking and cause us a whole 
host of shameful difficulties.  In turn 
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this led to us rejecting and despising 
them further.  Acceptance started an 
upward spiral towards hope and 
healing.  We had to come to terms 
with the fact that parts act and react 
out of limited knowledge and 
experience – they don’t see the whole 
picture.  I began to realise that some 
of their unacceptable behaviour was 
perfectly logical to that particular 
part, given their narrowed perception 
and grasp of the situation.  What had 
seemed to me an overreaction was in 
fact understandable in the light of 
their dissociated traumatic 
experiences. 

But accepting doesn’t mean 
condoning.  Their behaviour was 
often still problematic, and accepting 
the parts didn’t mean that they were 
allowed to do whatever they wanted.  
To accept their right to exist and have 
a say is not the same as agreeing that 
the way they do things is the right 
way.  It was hard to have to make my 
kids face up to the fact that some of 
their ways of coping with the world 
would have to be overturned if there 
was to be any hope of improving their 
behaviour in general and the way the 
world responded to them in 
particular.  It would have been a lot 
easier to say that they have DID so 
the world will just have to put up with 
them and adapt.  And that was an 
option, but only if we wanted to live 
as victims for the rest of our lives.  I 
wanted more for them and for 
myself, and each child in turn asked 
me to help them to overcome these 
difficulties.  And so our adventure 
began. 

I had to let them know about their 
destructive or aggressive parts.  I had 
to let them know about their angry 
parts.  But not in a condemning, 
rejecting manner, and this was a 
huge challenge in the end for me.  I 
needed to demonstrate 
understanding and acceptance 
towards their parts, and so in turn I 
had to develop it for myself and my 
parts as well.  This wasn’t easy at all, 
but it has ended up having a huge 
influence on my own personal 
progress.  That is why I believe that, 
despite our difficulties as a family, 
there have been and continue to be 

advantages in this unique position I 
find myself in. 

I could see that my kids’ parts had 
every right to be angry, because I 
knew some of the things that had 
happened to them and knew that 
their anger was justifiable.  I loved my 
kids’ angry parts in the same way that 
I would have loved them had they 
expressed that anger at the time, not 
taking it personally but feeling it with 
them and supporting them in it.  But 
a key for us was me helping them to 
see the difference between the past 
and the present.  Their angry parts in 
particular still had feelings from the 
past, and they needed help 
experiencing and expressing and 
acknowledging those feelings.  My 
role was to help them find 
acceptable, and usually less 
destructive ways, of doing this.  They 

would rage at me, and we had to 
work it through together for her to 
express her anger without hurting me 
for what was ÔÈÅÎ by staying 
grounded somehow in the ÎÏ×.  We 
didn’t and we don’t always get it 
right.  But I try to help her by 
acknowledging that they are huge 
and frightening feelings for her to 
have, and I help her to face them, in 
the knowledge that I am probably not 
the one who has caused them in the 
present. 

And I realised that for myself too, as 
all people with parts, what we so 
often need is someone who will help 
us to work out where our feelings are 
coming from, whether it’s from 
something in the here-and-now, or 
something from the there-and-then.  
We need someone brave enough not 
to run away from our overwhelming 
feelings and someone solid enough 
not to react to our over-reactions 
from the past because of their own 
emotional baggage.  We need 
someone who can hold and contain 
our feelings, rather than taking 
offence if we are temporarily 
misdirecting our feelings at them.  
We need someone who won’t get 
tangled up with their own feelings, 
someone who is confident in their 
own integrity and commitment to us.  
And as far as my kids go, for a lot of 
the time that person has to be me.  I 
need to tell them that their anger is 
accepted and appropriate, whilst 
helping them see that mostly it 
comes from a long time ago.  It’s not 
always easy. 

Sometimes my daughter explodes 
from the intense abandonment she 
felt as a baby, when I had left her in 
the care of her father.  In the here-
and-now it is triggered by me starting 
a job that involves night-shifts and at 
the age of 17 she is catapulted back 
all those years.  It is a tightrope to 
walk, between having her know that I 
understand and empathise with her 
feelings of abandonment ÎÏ×, but 
that they are feelings of 
abandonment from ÔÈÅÎ, and that I 
am not abandoning her now.  I have 
to help her tiny, baby parts 
understand that however much I let 
her cling to me tonight, it won’t 
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and accepting the parts 

didn’t mean that they 

were allowed to do 

whatever they wanted.” 

still have a right to be angry about 
what happened to them back then, 
and we can talk about it and work 
through those justifiable feelings 
together. 

But my kids’ parts needed help 
figuring out which feelings are from 
the past and which are from the 
present.  When my daughter flew 
into a rage, I had to work really hard 
to come alongside her and help her to 
cope with those feelings now, in a 
way that I had been unavailable to do 
so back then.  I had to work against 
all my false guilt feelings of having 
failed her and let her down back then 
– in other words, I too had to 
distinguish between my feelings of 
past and present too.  Sometimes she 
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rescue them from the neglect she 
experienced back then.  The 
temptation to try to help her avoid 
those painful triggers is huge, but 
avoidance doesn’t help anyone in the 
long run.  I cannot fix her past, 
however much I long to.  What I have 
to do is to help her come to terms 
with what happened, give her 
permission to feel and express those 
emotions, and move forward to a 
place of knowing that it is not 
happening now. 

This has stirred up feelings for me 
too.  I have had to work hard to stop 
my false guilt from confusing the 
situation further.  I was not there to 
protect my baby, and that is 
traumatic for me now too.  I want to 
undo that fact and be rescued from 
the hurt that that knowledge causes 
me.  In this instance, denial could be a 
friend to us both.  I could spend the 
rest of my life trying to protect my 17
-year-old baby from the 
abandonment back then.  Her baby 
parts could cling to me forever and 
never let me go, in the hope of never 
having to feel that.  But we learned 
fairly quickly that allowing the pain 
from the past to keep us trapped like 
this is no way to live.  We have to 
regain control of our lives by moving 
ÔÈÒÏÕÇÈ the pain, not becoming its 
slave. 

Dealing with my kids’ parts has made 
me start to deal with my own.  I have 
had to accept that I have angry parts 
myself, however much that doesn’t 
fit with what I want to be.  But I can 
acknowledge that those angry parts 
had a very necessary role in helping 
me survive, just as they were for my 
kids.  I have had to figure out how to 
communicate and work with those 
angry parts of myself, just as I have 
with my kids’ angry parts.  I am 
having to learn to show the same 
degree of empathy, respect and 
acceptance to my own parts as I try 
to towards my kids’ parts.  That’s the 
hardest part. 

But one thing I have really learned 
from this whole process is that I ÃÁÎ 
be there for my kids.  They just need 
me to offer them a supportive 
relationship that challenges them on 

the one hand while accepting them 
on the other.  Sometimes their parts 
hate me and react horrendously to 
me, and that is hard.  But I keep 
standing with them, and I keep 
challenging them. 

That takes a certain amount of 
confidence, knowing that I want what 
is best for them and I know that 
giving in to them, allowing them to 
wallow or to avoid won’t help them in 
the long-run.  And that’s what I want 
myself, and I believe it’s what many 
of us with DID want too.  We don’t 
want people to rescue us or ‘fix’ us.  
We just want people to stick with us, 
to be there, to bear witness, to help 
us express our feelings appropriately, 
and to challenge our negative 
behaviours. 

Empathy is sometimes about 
guessing and putting into words how 
you think it would feel.  This gives us 
the springboard we need to be able 
to work out and express what it is we 
actually feel.  I’ve got it wrong a 
thousand times with my kids, but 
they don’t mind because they know 
that I am trying to be there for them.  
Sometimes they react at the time, 
and sometimes I react too, but I still 
don’t believe that making mistakes is 
fatal. 

Often people are afraid of saying or 
doing anything at all for fear of 
hurting us, when we have already 
been terribly damaged, and we are 
seen to be fragile.  But saying nothing 
is worse – we interpret that as 
criticism, rejection or abandonment.  

The monsters from the past are left 
there in the hidden places.  

As survivors, we are afraid of facing 
the painful stuff, and I am just as 
afraid as my kids are.  But when I’m 
brave enough to say something like, 
“Is it like this?” to them, even if I’m 
not completely right, they don’t feel 
so alone and they somehow suck out 
from me the strength to face it.  The 
worst thing I can do with my kids, and 
the worst thing I think anyone can do 
with survivors, is to walk on 
eggshells.  Trying to avoid triggers 
will only lead to you being pulled into 
ever tighter tangles in order to try to 
avoid pain from the past.  We do 
need to know that people in the 
present care about us and don’t want 
to hurt us.  But if you really want to 
help us, you need to be confident 
that you are not the original source of 
our pain, and help us face what has 
come from the past.  That process is 
what sets us free to relate to the 
present and enjoy life. 

DID is about never having been 
allowed to form an integrated 
identity.  As I have been able to 
provide the support for that to 
happen in my kids’ lives, I have been 
privileged to watch  from my unique 
vantage points as my beautiful 
children have begun to shake off the 
shackles from the past and stand up 
and enjoy the world they were born 
to enjoy.  They are all amazing 
people with whom I love spending my 
life, and that in itself gives me a 
reason to continue my own 
adventures.  Ä 

my unique vantage point — parenting DID with DID carol b 
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Have you visited the PODS website lately?  

There is a lot of new content including: 

¶ new categories of books in the bookstore and a 
‘top ten’ list with brief reviews 

¶ new categories of articles with lots more 
articles from other sites as well as from PODS 
contributors 

¶ a ‘research papers’ page 

¶ new links to other organisations 

¶ 2012 workshop dates and information 

http://www.pods-online.org.uk/
http://www.pods-online.org.uk
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Have you ever had the experience of 
driving down a familiar road and your 
mind wanders off and all of a sudden 
you’ve arrived at your destination 
with no memory of the journey at all?  
If your answer to this question is 
‘Yes’ (don’t worry about the precise 
percentage of time) then please read 
on.  If your answer is ‘No’, may I 
suggest that you go along to your 
local library where you will be able to 
find information on a whole range of 
interesting things to do in your local 
area, as you probably won’t 
understand this article at all. 

This is the story of a very significant 
journey in my dissociative life.  On a 
good day that journey may be filled 
with insightful breakthroughs and 
rich opportunities for deep healing.  
On a bad day we may simply hope 
that the journey takes us just as far as 
the end of our sentence … 

The journey began in a very special 
sort of car: a deep metallic blue Fiat 
Multipla.  This car, affectionately 
known as ‘The Big Blue Frog’, had 
immense significance.  Firstly it was a 
car with which I could strongly 
identify: a squashed-up, short, 
overweight, bug-eyed, thrown-
together, embarrassment of a car.  A 
most peculiar car.  A car which just 
didn’t look quite right.  For if ever 
there was a car with DID, the Fiat 
Multipla is it.  Plenty of room inside 
for the Core and at least 5 alters, two 
of whom can sit in the front alongside 
the driver, perfect for settling those 
internal bickering parts who just 
won’t shut up when you are 
desperately trying to concentrate.  
But more of that later … 

Before you start to think of me as 
somebody with shockingly low self-
esteem, let me reassure you that my 
Multipla was in fact my most precious 
trophy.  I never took an exam that I 
didn’t get a grade ‘A’ in.  I never had 
an interview for a job that I didn’t get.  
But all that ‘achievement’ stuff 

means very little to me, to the extent 
that I didn’t even attend my own 
graduation.  What I really wanted in 
life was to be normal.  I aspired to 
mediocrity.  I longed for a shake-n-
vac mum to replace my own flake-n-
crack one.  Sadly I couldn’t find a 
university course in ‘Normal Studies’ 
which was what I really needed to 
know about.  To this day I gaze 
longingly at the ‘Learning for Life’ 
room at work, wishing I could go 
inside with all the ‘challenging’ kids 
and find out once and for all what the 
hell is going on … 

However there was a very happy 
ending to my far-from-normal 
University experience: I met my 
husband Jack, who comes from 
Planet Nice Family.  It was great, and 
we did normal things.  I became a 
teacher, he a university lecturer.  We 
moved to deepest, darkest West 
Wales, which was your ideal 
Quintessential Safe Place.  It was 
perfect – miles away from anyone 
remotely scary, clean sea air, crime-
free and oh-so-gloriously boring.  It 
was like living in Teletubby land, 
largely because I, along with most of 
the inhabitants of rural Ceredigion at 
that time, was prescribed Seroxat for 
my insomnia.  And there was free 
therapy available on the NHS too – 
just imagine that!  It was as if we were 
all in on this big secret.  We all took 
the Happy Drugs and wandered 
around aimlessly, smiling benignly at 
each other and revelling in the fact 
that there really was nothing at all to 
do. 

And then it happened.  Something 
went right, and I became pregnant.  
Just like all the other women.  I was 
like everyone else.  Was I dreaming?  
Did I deserve this?  Really?  And it 
didn’t go wrong.  It was January 2000.  
A new millennium.  A brand new baby 
boy.  A new family.  A new hope. 

I’ve always known a good thing when 
I’ve seen it.  I shed my past like a 

snake sheds its skin, and I didn’t look 
back.  Naturally I was secretly 
petrified that I might somehow infect 
my offspring with my own badness.  
Whilst I had a very clear picture of 
how ÎÏÔ to bring up young children, I 
really didn’t have a clue about how to 
go about being a real life Mama.  So, 
my key to success: watch and learn.  
With that unique single-mindedness 
that blesses us all, I set about 
transforming myself into a fully 
functional mother.  I hung out in all 
the right places – Breastfeeding 
Support Group, Post-Natal Group, 
Toddler Group, Singing-Time Group.  
I was loving it.  I even enrolled on a 
Sure Start Parenting course: I was the 
only parent who hadn’t been referred 
by Social Services.  Forget Oxbridge 
degrees! – Sure Start was easily the 
most useful course I have ever been 
on in my entire life.  I was on a roll, 
and so 18 months after Mark I had 
Noah, and I became the proud owner 
of a double-buggy. 

The pinnacle of my success was my 
12-week scan for baby number 3.  I 
had lost one in the middle, and so the 
sight of that heartbeat was, for me, 
heart-stopping.  I’d made it.  I was to 
be a mother-of-three.  I, with a little 
help from Jack, had created a robust, 
healthy, noisy, chaotic, normal and 
(dare I say it) ÈÁÐÐÙ family of my 
own.  6 months later, to the absolute 
delight of her older brothers, little 
Anna would be born.  But first there 
was important business to attend to.  
We’d need a bigger car. There’d be 
five of us, so perhaps a six-seater?  
Jack and I have never been very good 
at taking ourselves seriously, so it 
made sense to get a ridiculous car – a 
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Muppet Van, as Jack called it: a Fiat 
Multipla. 

And so the Big Blue Frog became the 
sixth member of our family.  We 
stuck a ‘CYM’ sticker on the back and 
headed off to Brittany that summer.  
When Jack’s tolerance of life in La-La
-Land finally ran out, I very 
reluctantly agreed to move to.  And 
so we upped and went to the North 
West, taking the Frog with us, where 
it soon became known as the Welsh 
Wagon. 

I would love to be able to continue 
with this joyous celebration of my 
glory days, but alas, on 15 February 
2010, my past suddenly and 
dramatically caught up with me, and 
my entire world shattered.  Within a 
matter of weeks I had simply frozen.  
Frozen to the extent that I could 
watch my adorable 4-year-old 
daughter fall over and feel nothing.  
Frozen to the extent that Mark’s 
homework seemed unimportant, 
Noah’s parents’ evening seemed 
irrelevant, and it really didn’t matter 
if we ate pasta and pesto for four 
days straight.  Frozen to the extent 
that I began to lose my sense of 
judgement and allowed my 10-year-
old to cycle down a main road into 
the city centre alone. 

What was happening to me?  Why 
was I suddenly attracted to sharp 
things?  Why did I get such strong 
urges to run away?  Why was I losing 
so much weight?  Why did I feel that I 
wasn’t me anymore?  Why was I 
starting to do unthinkable things that 
put myself in so much danger?  

I looked in the mirror and barely 
recognised myself.  But I did 
recognise something.  Before my 
very eyes it was happening: I was 
flaking and cracking, and I was past 
caring. 

The Blue Frog became a sort of 
Trauma Truck, catapulting me 
around from one crisis to the next, 
from one Safeguarding Meeting to 
another, from a Church Investigation 
to yet another Police Interview.  We 
even took off together for days at a 
time, me and the Frog, my head 
spinning with the new language I was 

having to learn – LADOs and Strategy 
Meetings and ISVAs, CAF Forms and 
Multi-Agency Support Teams.  

The Big Freeze continued, both inside 
and outside, on the pavements and 
on the streets.  One of the grown-ups 
insisted on referring me to the local 
Women’s Counselling and Therapy 
Centre.  Each time I saw the grown-
ups, I shrank.  I was 12, sometimes 4, 
and utterly defenceless.  I zoned out, 
the cotton wool clouds descended, I 
wore them like a blanket, and 
(disastrously) I let it all happen. 

In the May I received a letter inviting 
me to go for an assessment at the 
therapy centre.  The grown-ups said 
it would be good for me, but secretly 
I knew ) was alright.  After all, I had 
super-human powers.  So I told the 
psychologist exactly that.  I also told 

tell ÈÅÒ that though: she was far too 
scary.  She smiled and told me 
cheerfully that I had 7 out of 10 
clinically significant behaviours.  She 
showed me a kind of bar graph which 
had a very tall column which went off 
the top of the page. “What’s that?” I 
asked.  “It’s dissociation,” she replied.  
Despite having been in and out of 
psychologists’ rooms since the age of 
12, I had never even heard of it. 

I came to view Sheila as a sort of 
midwife.  She looked just like a 
midwife, one of the older sort with 
rough skin, muscular forearms and 
over 30 years’ experience of dealing 
with desperate people who suspect, 
maybe even wish, that they are going 
to die.  You may initially think, “Oh 
shit, she’s never going to let me have 
an epidural!”, but deep down you 
know you are in very safe hands, and 
that with her around it will probably 
all be ok in the end.  

Like a midwife, Sheila set about 
helping me through labour.  She 
didn’t sit and nod.  To my surprise she 
was very didactic.  She taught me all 
about dissociation.  When a 
psychologist diagnosed me with DID, 
she smiled and carried on as calmly 
and consistently as before.  Like a 
midwife she seemed to be 
unflappable without being 
indifferent.  Like a midwife she told 
me I could when I said and really 
believed that I couldn’t.  And like a 
midwife I wished more than anything 
in the world that she could just do it 
for me. 

As you can probably see, I am 
convinced that my therapist really is 
the best therapist in the world.  But 
she’s not perfect.  She can be 
belligerent and heavy-handed, 
clumsy and insensitive, and some of 
my parts find her terrifying at times.  
And there is one particular issue that 
we cannot agree on: she feels very 
strongly that bringing DID people 
together is dangerous – too many 
attachment issues, and it will all end 
in tears.  And, being Sheila, she has 
voiced that opinion in no uncertain 
terms. 

As we all know too well, people can 
justify all sorts of things to 
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“She sat robustly on a 

sofa in her office, 

surrounded by paints and 

paper, sand-trays and 

action figures.  I was 

deeply suspicious.” 

her in mind-blowing detail the story 
of this woman called Cathy and the 
extraordinary events of the previous 
four months.  I told her that we were 
fine, as we really were amazingly 
resilient.  “Yes”, she replied.  
“Resilient, but brittle.  Very, very 
brittle.” 

Four torturous months later, one of 
the two heroes of this story came 
into my life: a Liverpudlian called 
Sheila.  She sat robustly on a sofa in 
her office, surrounded by paints and 
paper, sand-trays and action figures.  
I was deeply suspicious and decided 
there and then that there was no way 
I was ever going to be reduced to 
having anything whatsoever to do 
with all that paraphernalia.  I didn’t 
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themselves, especially if they are 
skilled at avoiding situations which 
could demand that they justify their 
actions to anyone else.  Avoidance is 
one of my strengths, even if I say so 
myself, and so I continue to meet up 
with dissociative friends against 
Sheila’s wishes.  I am able to do this 
because I have decided that Sheila is 
too sane to understand why.  If only 
she had the gift of DID she would 
realise what an immense relief it is, 
for example, to spend time having 
serious conversations with others 
who have at the very centre of their 
lives a therapist.  She would be able 
to experience the intoxicating delight 
of releasing serotonin with people as 
imaginative and creative as 
ourselves.  And yes, even ÓÈÅ would 
be unable to resist.  Perhaps, if she 
were as naturally lucky as me, she 
would discover a friend whose 
attachment issues actually 
strengthen the bond of genuine 
friendship and learn that peer 
support is invaluable for those tricky 
moments of dysregulation between 
therapy sessions. 

But more about that in a moment.  
On the Monday morning of half-term 
week I set off for my therapy session 
in the Welsh Wagon, feeling quite 
upbeat.  I wasn’t dreading anything 
specific that day, which made a nice 
change. In fact I had two things to 
look forward to: my mega-mad mate 
Fiona was coming to see me after 
therapy, and the following day I was 
going to load up the Wagon and head 
off to Wales with my children.  I even 
managed to rise above the sinking 
feeling that fills my stomach as I 
approached the ‘5 minutes to go’ 
crossroads.  Dammit, I was in a good 
mood. 

So I arrive in front of the Therapy 
Centre (there’s no going back now) 
and I’m turning right into the side 
road where I park.  And then ÓÃÒÅÅÃÈ 
… ÃÒÁÓÈ … I turn straight into a car 
coming extremely fast round a blind 
corner in the opposite direction.  I get 
out of the car and my first thought is, 
“I’m going to be late for therapy”. 

So I’m on my way to the front door of 
Sheila’s den when to my great 

surprise the driver of the other car 
approaches me.  Oh yes, I just 
crashed the car.  Into another car.  
Her car.  “I’m so sorry.  It was all my 
fault,” I say.  “And I’m going to be late 
for therapy.” Not a line endorsed by 
insurance companies.  Fortunately 
the woman had a better grip on the 
situation than me, and so I just did 
what she said.  I followed her 
instruction to move my car out of the 
way of the long queue of other traffic.  
It looked a bit ropey, but it seemed 
fine, so I made an instant decision 
that the accident wouldn’t actually 
affect anything, and I would continue 
with my plans ÁÓ ÉÆ ÔÈÅ ÁÃÃÉÄÅÎÔ ÎÅÖÅÒ 
ÈÁÐÐÅÎÅÄ.  So I approach the Therapy 
Centre door, when to my horror I 
realise that I am crying. Silently 
(obviously).  “I can’t cry,” I tell 
myselves firmly, “I’m going to 
ÔÈÅÒÁÐÙ!” 

In 15 months of therapy with Sheila I 
have cried exactly four tears.  I cannot 
express how bitterly I resent each one 
and how much the memory haunts 
me.  I climbed the stairs to her office, 
trying to compose myself suitably.  I 
entered the room as she announced, 
“I’m not sure that really was your 
fault, Cathy.”  This incensed me, 
although naturally I didn’t show it.  Of 
course it was my bloody fault.  I was 
turning right.  I am a Roman Catholic.  
I belong to a union.  I have 
Dissociative Identity Disorder.  What 
more evidence could you ask for?  
Why was she trying to muddy the 
waters?  Anyway it never even 
happened, remember?! 

A thought passes through my mind: 
“If I speak, I will either cry or shout, 
neither of which are in any way 
appropriate to this situation, so I will 
just sit here and become invisible.”  
Then she suggests that I go and take 
a photograph of the road because it 
would help my case.  Bloody 
Scousers, they can never resist a 
fight.  Look, it never happened 
anyway.  This is getting silly.  I close 
my eyes to make her go away.  I am 
tempted to sink deeper, but am 
interrupted most unreasonably by 
Sheila’s favourite catch-phrase: 
“Notice that I’m here.” 

I can’t bear to think about this scene 
any more, so if it’s ok with you, I’ll 
just banish it from conscious 
awareness.  Eventually I left the 
building and went to sit in the 
crushed Wagon, taking care not to 
notice any damage.  “Right,” I 
thought, “I’ve got a day to get on 
with.  Fiona’s coming.  Fantastic.”  I 
started the car, and was driving down 
the hill when it became apparent that 
the steering wheel was a law unto 
itself, and the car was entirely out of 
control.  So I braked and managed to 
bump it to the roadside where I put 
the emergency lights on.  There was 
a flaw in my plan now.  To my 
frustration I was unable to pretend 
that the accident hadn’t happened. 

What to do?  I know, a nice trance.  
Which was then thwarted by a man 
knocking most inconsiderately on my 
window asking if I was ok.  No.  Not at 
all ok.  He advised me to phone the 
RAC, which I did.  That really 
confused things.  They said they 
don’t do cars that have just been 
damaged in an accident, but if I could 
show that the damage was nothing 
to do with a very recent collision, 
they could help.  7ÈÁÔ ÔÈÅ ȣȩ  Were 
the RAC now advising me to 
dissociate, to pretend the accident 
never happened?  This was all too 
much.  I rang my husband, who 
arranged for my insurance company 
to send out a pick-up to remove the 
car to a garage.  All I had to do, he 
said slowly and clearly, was wait in 
the car.  For up to two hours. 

The time phrase jolted me and I 
remembered – &ÉÏÎÁ!  I rang her and 
cried a bit.  Weakness is fine outside 
the therapy room, just not in it.  She 
said she would come straight to my 
car, positioned directly outside the 
Therapy Centre.  She laughed.  What 
was so funny?  And then I began to 
see the humorous side of the 
situation.  I had managed to crash my 
car outside my therapist’s office and 
was about to be rescued by the one 
person she most disapproves of!  Ten 
minutes later a second knock on my 
window.  

She appeared exactly like a Fairy 
Godmother, beaming and clutching 
chocolates and Diet Coke.  I climbed 
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out of the car and was so overcome 
with relief that I forgot all about my 
northern hardiness and threw myself 
at her.  It was a perfect moment in a 
far-from-perfect day.  I linked arms 
with her and didn’t ever want to let 
go. Ok, ok, attachment issues … but 
she was great.  We sat in the Frog 
drinking Diet Coke and, once I let go 
of her arm, she began to sort out 
plans.  You know – what was 
happening to my three children for 
the rest of the day, stuff like that.  
And we waited and waited, but 
nobody came.  Which was fine, 
except that I needed a wee after all 
that Diet Coke. 

Being a teacher I have a real talent for 
convincing myself that I don’t need a 
wee when I do.  I can usually hold it 
back for several hours at a time, but 
on that particular occasion I was 
desperate.  I am also fairly shameless 
about weeing in places other than a 
toilet, so I had a quick glance up and 

down the street, but could find 
nowhere at all to wee without 
running the risk of being arrested, 
which was the very last thing I 
needed.  I couldn’t leave the car in 
case the RAC came, so there was only 
one thing for it: the Therapy Centre.  
Fiona and I looked at each other and 
began to laugh hysterically as the 
only available solution to the wee 
problem presented itself.  

And so it came to pass that Fiona 
actually ended up in the same 
building as Sheila.  It was fine 
because Maria opened the door and 
we were pretty fast.  But not fast 
enough, as it turned out, for as we 
left the Centre, I saw the Big Blue 
Frog being driven away down the 
street bound to a breakdown vehicle.  
“It’s going to Wigan with my exercise 
books,” I yelled, and we both pegged 
it down the hill screaming in a very 
girly fashion. 

Sadly, that is my last memory of the 
Multipla.  A few days later I received a 
call from the aptly-named ‘Total Loss 
Department’ who said that it was a 
write-off.  I was in the park at the 
time with my daughter.  It seemed so 
brutal.  “It’s just a car,” I told myself 
as once again I fought back the tears, 
but it was so much more than that to 
me.  It was my trophy, my proof that I 
had escaped, that I’d made it out, 
that I’d survived and had come back 
fighting.  

Then we had the hassle of replacing 
it.  I tried to persuade Jack that we 
should get another Multipla, 
preferably the same colour, so I could 
pretend … but it didn’t work.  So we 
downsized to a Citroen that guzzles 
less fuel.  And bravely we face the 
future together.  You never know, 
maybe one of these days I’ll end up 
playing in the sand with action 
figures …  Ä 

multipla parts cathy le roux 

PODS now has a page on Facebook! 

We post fairly regular status updates 
with details of upcoming events, links 
to news in the media, and anything 

PODS’ social media presence 

else that might be of interest to 
people affected by or working with 
dissociative disorders. 

At the moment we have 99 ‘likes’ but 
we’d really like to have a whole lot 
more!  One of the real advantages of 
social networking such as Facebook is 
that it is a highly effective way of 
spreading information and raising 
awareness to people who would 
never normally be on the lookout for 
this kind of information or content. 

Obviously a fear for many people is 
that by ‘liking’ a page such as PODS, 
it will appear on their status update 
and if DID/DDNOS is still a very 
private thing for them, they don’t 
want people to put two and two 
together.  This is something that 
everyone needs to make their own 
judgment and assessment on, but we 
would also say that the majority of 
people who have so far ‘liked’ the 
PODS page are non-DID friends and 

We also have a presence on Twitter: 
@CarolynSpring.  Carolyn tries to do 
regular updates with news, 
information and retweets from the 
field of sexual abuse and trauma 
recovery.  Please ‘follow’ her by going 
to www.twitter.com/CarolynSpring! 

supporters, and so people really can’t 
jump to conclusions! 

To stay up-to-date on news and 
events, whether or not you want to 
‘like’ the page and receive automatic 
updates, check us out at 

www.facebook.com/podsuk. 

http://www.twitter.com/carolynspring
http://www.twitter.com/CarolynSpring
http://twitter.com/#!/CarolynSpring
http://www.facebook.com/podsuk
http://www.facebook.com/podsuk
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,ÉÖÉÎÇ ×ÉÔÈ $ÉÓÓÏÃÉÁÔÉÏÎ 
For people living with Dissociative Identity Disorder and their partners, friends, family and supporters. 

Also suitable for counsellors/therapists, helpline volunteers, pastoral carers and clergy and anyone who encounters DID in a 
helping capacity. 

3ÁÔÕÒÄÁÙ λρ -ÁÒÃÈ μκλμ ÉÎ (ÕÎÔÉÎÇÄÏÎȟ #ÁÍÂÒÉÄÇÅÓÈÉÒÅ 

3ÁÔÕÒÄÁÙ μκ /ÃÔÏÂÅÒ μκλμ ÉÎ 3ÕÔÔÏÎ #ÏÌÄǢÅÌÄȟ 7ÅÓÔ -ÉÄÌÁÎÄÓ 

Dissociation is a natural coping mechanism for dealing with trauma and is very common in survivors of childhood abuse, 
especially sexual abuse.  Dissociative disorders develop when this mechanism is employed repeatedly in order to deal with 
overwhelming and chronic abusive situations.  The most extreme of these disorders is Dissociative Identity Disorder, formerly 
known as Multiple Personality Disorder.  To the outside observer, dissociation can at first seem frightening and bizarre.  But it is in 
fact an entirely logical process which seeks to protect the person’s mind from overwhelming trauma. 

Suffering from a dissociative disorder is exhausting and can be very distressing.  There can be frequent episodes of self-harm and 
suicidal thoughts or attempts as a result of extreme emotions and the sense of loss of control and instability.  But learning about 
dissociation and how to manage it can make a huge difference, especially when this is combined with support from a partner, 
family member or friend.  This workshop will seek to explain dissociation and in particular Dissociative Identity Disorder in a way 
that can be easily understood by anyone, and will help to demystify and destigmatise the disorder. 

The day also seeks to be relevant at an introductory level to counsellors, therapists, pastoral workers and anyone who might 
come across dissociation in a helping capacity.  It will provide an informative and fascinating insight into what living with 
dissociation and DID is really like.  Dissociation is much more common than psychiatry has admitted, and anyone who works with 
or comes alongside someone who has suffered trauma or experienced sexual abuse would benefit from understanding the 
dynamics of dissociation. 

Presented by Rob and Carolyn Spring, this training day / workshop will consist of three formal teaching sessions on dissociation 
and DID, and the final session will break into two groups — an ‘open meeting’ with Rob for survivors and partners/supporters, and 
a Q&A session with Carolyn for therapists and other helping professionals. 

#ÏÓÔȡ £50.00 per person / £80.00 for a couple (survivor plus supporter) / £100.00 for two professionals / group discounts available 

4ÉÍÅȡ Coffee and registration at 9.30 am, prompt start at 10.00 am.  Finishes by 5.30 pm. 

2ÅÆÒÅÓÈÍÅÎÔÓȡ Tea, coffee, cold drinks and biscuits are provided throughout the day but please bring your own lunch. 

Feedback from previous courses: 

¶ Ȱ) ÔÈÏÕÇÈÔ ÔÈÅ ×ÏÒËÓÈÏÐ ×ÁÓ ÖÅÒÙ ȬÓÅÒÖÉÃÅ ÕÓÅÒȾÓÕÒÖÉÖÏÒȭ ÆÒÉÅÎÄÌÙ ÁÎÄ ÉÔ ×ÁÓ ÒÅÁÌÌÙ ÇÏÏÄ ÔÈÁÔ ÔÈÅ ÐÒÏÂÌÅÍ ÏÆ ÔÒÉÇÇÅÒÓ ×ÁÓ ÔÁËÅÎ ÉÎÔÏ 
ÁÃÃÏÕÎÔȢȱ 

¶ Ȱ#ÌÅÁÒÌÙ ÐÒÅÓÅÎÔÅÄ ×ÉÔÈ ÂÁÌÁÎÃÅ ÂÅÔ×ÅÅÎ ÔÈÅÏÒÙ ÁÎÄ ÌÉÖÅÄ ÅØÐÅÒÉÅÎÃÅ ÏÆ ÂÏÔÈ #ÁÒÏÌÙÎ ÁÎÄ 2ÏÂȢȱ 

¶ Ȱ(ÅÁÒÉÎÇ ÃÈÁÌÌÅÎÇÉÎÇ ÉÎÆÏÒÍÁÔÉÏÎ ÅØÐÒÅÓÓÅÄ ×ÉÔÈ ÃÌÁÒÉÔÙȟ ÃÏÍÐÁÓÓÉÏÎȟ ÄÅÅÐ ÕÎÄÅÒÓÔÁÎÄÉÎÇ ÁÎÄ ÈÕÍÏÕÒ ×ÁÓ ÓÏ ÈÅÌÐÆÕÌȢȱ 

¶ Ȱ4ÈÁÎË ÙÏÕ ÆÏÒ ÍÁËÉÎÇ ÍÅ ÆÅÅÌ ÔÈÅÒÅ ÉÓ ÈÏÐÅȢȱ 

¶ Ȱ!Î ÅØÃÅÌÌÅÎÔ ×ÏÒËÓÈÏÐȢ  )ÔȭÓ ÈÁÒÄ ÔÏ ǢÎÄ #0$ ÔÈÁÔ ÈÁÓ ÓÏÍÅÔÈÉÎÇ ÎÅ× ÔÏ ÏǟÅÒ ×ÉÔÈÏÕÔ ÃÏÓÔÉÎÇ ÁÎ ÁÒÍ ÁÎÄ Á ÌÅÇȢ  ! ÄÉǟÅÒÅÎÔ 
ÁÐÐÒÏÁÃÈ ÁÎÄ ÁǟÏÒÄÁÂÌÅȢȱ 

¶ Ȱ6ÅÒÙ ÉÍÐÒÅÓÓÅÄ ×ÉÔÈ ÔÈÅ ÑÕÁÌÉÔÙ ÏÆ ÍÁÔÅÒÉÁÌ ÁÎÄ ÉÔÓ ÐÒÅÓÅÎÔÁÔÉÏÎȢ  4ÈÅ ÍÉØ ÏÆ ÆÁÃÔ ÁÎÄ ÅØÐÅÒÉÅÎÃÅ ÉÓ Á ÐÏ×ÅÒÆÕÌ ÃÏÍÂÉÎÁÔÉÏÎȢȱ 

¶ Ȱ!Î ÅØÃÅÌÌÅÎÔȟ ÃÏÍÐÌÅÔÅÌÙ ×ÏÒÔÈ×ÈÉÌÅ ×ÏÒËÓÈÏÐȢ  !ÍÁÚÉÎÇȦȱ 

¶ Ȱ%ØÃÅÌÌÅÎÔ ×ÏÒËÓÈÏÐ ×ÉÔÈ ÒÅÁÌÌÙ ÉÎÓÐÉÒÁÔÉÏÎÁÌ ÁÎÄ ÆÁÎÔÁÓÔÉÃ ÓÐÅÁËÅÒÓȢȱ 

For further information or to book please go to 
www.pods-online.org.uk/events or email info@pods-online.org.uk. 
 
#0$ ÃÅÒÔÉǢÃÁÔÅÓ ÁÒÅ ÐÒÏÖÉÄÅÄ ÁÎÄ ÉÎÖÏÉÃÅÓ ÃÁÎ ÂÅ ÓÕÐÐÌÉÅÄ ÕÐÏÎ ÒÅÑÕÅÓÔ. 

http://www.pods-online.org.uk
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4ÒÁÕÍÁ ÁÎÄ ÔÈÅ "ÏÄÙȡ 3ÏÍÁÔÉÓÁÔÉÏÎ ÁÎÄ $ÉÓÓÏÃÉÁÔÉÏÎ 
For people living with Dissociative Identity Disorder and their partners, friends, family and supporters. 

Also suitable for counsellors/therapists, helpline volunteers, pastoral carers and clergy and anyone who encounters DID in a 
helping capacity. 

3ÁÔÕÒÄÁÙ μς !ÐÒÉÌ μκλμ ÉÎ (ÕÎÔÉÎÇÄÏÎȟ #ÁÍÂÒÉÄÇÅÓÈÉÒÅ 

3ÁÔÕÒÄÁÙ μπ -ÁÙ μκλμ ÉÎ "ÒÁÄÆÏÒÄȟ 7ÅÓÔ 9ÏÒËÓÈÉÒÅ 

3ÁÔÕÒÄÁÙ λ $ÅÃÅÍÂÅÒ μκλμ ÉÎ (ÅÍÅÌ (ÅÍÐÓÔÅÁÄȟ (ÅÒÔÆÏÒÄÓÈÉÒÅ 

Trauma doesn’t just affect the mind and the emotions.  It profoundly affects the brain and the body too.  Often ‘the body 
remembers’ what the mind cannot. 

Why is it that so many trauma survivors not only suffer from ‘psychological’ disorders such as Complex Post Traumatic Stress 
Disorder (PTSD) and Dissociative Identity Disorder (DID) but also from a whole raft of physical issues — chronic pain; frequent or 
recurrent infections; auto-immune disorders such as Chronic Fatigue Syndrome (aka ME), fibromyalgia and rheumatoid arthritis; 
and difficulty in both connecting with the body and living healthily?  The body is both the medium through which often the 
original trauma was enacted, and the source of ongoing suffering and self-hatred. 

This workshop will explore why, to the best of current scientific knowledge, this happens, and most importantly, what can be 
done about it.  We’ll be looking at the impact of trauma on the body, and how it seems that the body can also be a key to 
unlocking the psychological issues of trauma. 

Physical issues have deeply impacted Carolyn Spring for most of her life. She had her first bout of ME (Chronic Fatigue Syndrome) 
at the age of 15, which left her in a wheelchair and she subsequently missed a large chunk of her later schooling. Despite 
recovering sufficiently to go to University, physical illness continued to plague her for the next 20 years. At times suffering pain so 
intense it would cause her to pass out, and having frequent infections, seemingly random symptoms and endless insomnia, it 
often felt that Carolyn’s biggest battle was with her body. But with intensive psychotherapy since 2006, many of the symptoms 
that medical science failed to ameliorate have improved dramatically. On this day she will tell the story of her ongoing journey of 
discovery about the role of the body in recovery from trauma and dissociative disorders in particular 

This day is designed as a follow-up to our successful introductory workshop ,ÉÖÉÎÇ ×ÉÔÈ $ÉÓÓÏÃÉÁÔÉÏÎ and Carolyn’s jointly-run 
training day (TASC and Deep Release) $ÉÓÓÏÃÉÁÔÉÏÎȟ 4ÒÁÕÍÁ ÁÎÄ 4ÉÍÅ-4ÒÁÖÅÌÌÉÎÇ ȣ ÏÒ ,ÉÖÉÎÇ ÁÎÄ 7ÏÒËÉÎÇ ×ÉÔÈ $ÉÓÓÏÃÉÁÔÉÖÅ )ÄÅÎÔÉÔÙ 
$ÉÓÏÒÄÅÒ.  We ÄÏ ÎÏÔ recommend that you come on this course unless you have first attended one of the above days, as prior 
knowledge will be assumed.  This day is NOT an introduction to Dissociative Identity Disorder and has a much broader application 
to all survivors of sexual abuse, but especially where there is a dissociative element to their coping, or where medically 
unexplained illness or multiple physical diagnoses exist. 

This workshop will continue to be as applicable to survivors and their lay supporters as it is to professionals including counsellors 
and therapists.  The aim is to have a more interactive style than on the intentionally ‘safe’ introductory days although 
participation in any group-work will always remain entirely optional.  

This workshop will look at how we view our bodies, why they ‘go wrong’, what steps we can take to learn to co-operate with our 
bodies, and the role this plays in recovery from trauma. It will have a particular emphasis on dissociation but will have a much 
wider relevance and applicability, especially for anyone suffering from PTSD (post traumatic stress disorder). 

#ÏÓÔȡ £50.00 per person / £80.00 for a couple (survivor plus supporter) / £100.00 for two professionals / group discounts available 

4ÉÍÅȡ Coffee and registration at 9.30 am, prompt start at 10.00 am.  Finishes by 5.30 pm. 

2ÅÆÒÅÓÈÍÅÎÔÓȡ Tea, coffee, cold drinks and biscuits are provided throughout the day but please bring your own lunch. 

For further information or to book please go to 
www.pods-online.org.uk/events or email info@pods-online.org.uk. 
 
#0$ ÃÅÒÔÉǢÃÁÔÅÓ ÁÒÅ ÐÒÏÖÉÄÅÄ ÁÎÄ ÉÎÖÏÉÃÅÓ ÃÁÎ ÂÅ ÓÕÐÐÌÉÅÄ ÕÐÏÎ ÒÅÑÕÅÓÔ. 

http://www.pods-online.org.uk
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2ÅÃÏÖÅÒÉÎÇ ÆÒÏÍ 4ÒÁÕÍÁȡ (ÅÁÌÔÈÙ "ÏÕÎÄÁÒÉÅÓ ÁÎÄ 2ÅÌÁÔÉÏÎÓÈÉÐÓ 
For people living with Dissociative Identity Disorder and their partners, friends, family and supporters. 

Also suitable for counsellors/therapists, helpline volunteers, pastoral carers and clergy and anyone who encounters DID in a 
helping capacity. 

3ÁÔÕÒÄÁÙ νκ *ÕÎÅ μκλμ ÉÎ (ÕÎÔÉÎÇÄÏÎȟ #ÁÍÂÒÉÄÇÅÓÈÉÒÅ 

3ÁÔÕÒÄÁÙ λξ *ÕÌÙ μκλμ ÉÎ (ÅÍÅÌ (ÅÍÐÓÔÅÁÄȟ (ÅÒÔÆÏÒÄÓÈÉÒÅ 

3ÁÔÕÒÄÁÙ λν /ÃÔÏÂÅÒ μκλμ ÉÎ "ÒÁÄÆÏÒÄȟ 7ÅÓÔ 9ÏÒËÓÈÉÒÅ 

Sexual trauma such as childhood sexual abuse is the ultimate violation of boundaries.  It constitutes a profound disregard for our 
wishes and feelings, as well as an invasion of our privacy and bodies.  Rather than growing up with a secure attachment where our 
personal, physical and psychological boundaries are respected, as trauma survivors we have often grown up in toxic relationships. 

As a result, many of us have developed a shame-based sense of self, and consequently in adulthood we may struggle to maintain 
our own boundaries as well as to respect other people’s.  This can manifest in ‘enmeshed’ relationships where we are over-
involved in others’ lives, or ‘distant’ ones where we find it hard to draw close to people, especially in intimate settings. 

Our sense of self can be distorted or skewed: Where do I start?  Where do I end?  We can end up treating others as objects, or 
being treated ourselves as objects by those around us.  How do we break out of a ‘victim’ role without slipping into a ‘persecutor’ 
role?  How do we develop empathy and attunement for others, as well as for ourselves? 

This workshop will look at why trauma impacts our relationships, and most importantly what we can do about it.  Using 
attachment theory and neuroscience as a basis, we will look at how we can develop our interpersonal capacities, both as 
counsellors and clients, and how to develop healthy boundaries and relationships both with others and with ourselves. 

 

This workshop is suitable for both trauma survivors and those working with them. Although it will have a focus on dissociative 
disorders, it will be applicable to a far wider audience. 

 

This day is designed as a follow-up to our successful introductory workshop ‘Living with Dissociation’ and Carolyn’s jointly-run 
training day (TASC and Deep Release) ‘Dissociation, Trauma and Time-Travelling … or Living and Working with Dissociative 
Identity Disorder’.  We ÄÏ ÎÏÔ recommend that you come on this course unless you have first attended one of the above days, as 
prior knowledge will be assumed.  This day is NOT an introduction to Dissociative Identity Disorder and has a much broader 
application to all survivors of sexual abuse, but especially where there is a dissociative element to their coping. 

This workshop will continue to be as applicable to survivors and their lay supporters as it is to professionals including counsellors 
and therapists.  The aim is to have a more interactive style than on the intentionally ‘safe’ introductory days although 
participation in any group-work will always remain entirely optional.  

This workshop will have a particular emphasis on dissociation but will have a much wider relevance and applicability, especially 
for anyone suffering from PTSD (post traumatic stress disorder) or who has a history of physical, emotional or sexual abuse. 

 

#ÏÓÔȡ £50.00 per person / £80.00 for a couple (survivor plus supporter) / £100.00 for two professionals / group discounts available 

4ÉÍÅȡ Coffee and registration at 9.30 am, prompt start at 10.00 am.  Finishes by 5.30 pm. 

2ÅÆÒÅÓÈÍÅÎÔÓȡ Tea, coffee, cold drinks and biscuits are provided throughout the day but please bring your own lunch. 

For further information or to book please go to 
www.pods-online.org.uk/events or email info@pods-online.org.uk. 
 
#0$ ÃÅÒÔÉǢÃÁÔÅÓ ÁÒÅ ÐÒÏÖÉÄÅÄ ÁÎÄ ÉÎÖÏÉÃÅÓ ÃÁÎ ÂÅ ÓÕÐÐÌÉÅÄ ÕÐÏÎ ÒÅÑÕÅÓÔ. 

http://www.pods-online.org.uk
mailto:info@pods-online.org.uk

