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ABSTRACT

The author has reviewed the symptoms of Multiple Personality
Discrder (MFD) and found that many of them fit diagnostic
criteria for.Post;Traumatic Stress Disorder (PTSD), 1ncluding the
presence of a recognizable stressor (traumatic event), numbing of
responsiveness, f intrusive traumatic re—-experiences., aggresslve
outbursts, and feelings of guilt (survival quilt). MPD 1s 1uique
however in  that these seymptoms are personified by alternate
personalities serving protector, victim, and aggressor functiaons.

MFD patients are similar in several ways to Vigtnam veterans
with chyronic PTSD including the fact that theilr traumatic
experiences have been assocciated with feelings of abandonment and
betrayal, ?heir personality traitg aoften fit the criteria of
Borderline Personality Disorder, and they have similar identity
fragmentation patterns including a triad of ‘“victim-self,"

"protector—-self," and "“aggressor-self."”



The diagnosis of Multiple Persconality Discrder (HMPD) has been
described in the Di;gnostic andlStatistical Manual (DSM-T11)
(1980) with a focus on the existential characteristics,
behaviors, varying appearances of the different alternate
personalities, their relationships and modes of communication
’with each other) but with little mention of psychodynamic oy
etiological factors. We can, however, learn from other DSM-I11
diagrnoses such as HBorderline Perscnality Disorder (MFD) (Horevitz
% Braun, 198435 Clary, g; al, 1984) and Post—-traumatic Stress
Discrvder (FTSD) which describe symptoms and characteristices

gsimilar to those found in MFPD.

Therapists have long recognized that nearly all of their [MPD
patients have been victims of traumatic experiences durilng
chiilldhood (Elutt, 19843 1985a,bi Braun & Sachs, 198535 Gooadwin,
198%a,b;s; Wilbw-, 1984, 1985); patient reports have been confirmed
by rvesearch——for instance, that 27 of 100 MPD patients had
sufféred some kind of trauwna (FPutnam, et al, 1983). Becau=ze of
this, it seemed lagical to investigate if Post-Traumatic Stress
Dicscr-der (PTSD) gsymptoms described in the DSM-II1 might alsc
apply to patients with MPD. Diagnosis of PTSD includes thecse
symptaomatic criteria: 1) the presence of a recognizable strescsor
(traumatic event), 2) numbing of responsiveness, 3) intrusive
traumatic re-experiences, 4) aggressive outbursts, anid &)

"suwrvival” guilt.

F

The first criterion of the DSM-1I1 diagnosis is the existewvce of



a recognizable stressor that would evoke symptoms of distress 1n
almost  anyone. In normal adults, this includes war, natural

disastere, physical abuse, rape, and severe accidents.

Putnam, et al (1983) surveyed therapists of 100 MFD patients;
they revealed that only three percent of their patients had o
evidence of childhood trauma. Likewise, Goodwin ((1980a) has
stated that Mary Reynolds, the first documented patient with MFD,

was probably a victim of village ricots.

Eraun  (1981) found that there were at least Tour diffecent
categories of traumatic experiences cccurring in childhood which
predispoused the development of MPD:

1. He .found numercus examples of vioclent physical abuse.
These included beating a child often with an object, cutting,
buwrnings hangings tying up, holding a child®s head upside down in
a teoilet and flushing 1t, dangling cut a window and other
diabolical tortures.

2. In Braun's experience, sexual abuse had occured in every
case. Examples included rape by parent/sibling/relative crm an
early  traumatic first sexual experience. Coons and Milstein
(1985) found a lower incidence of sexual abuse, however, and
veported that 784 of a group of 15 patients with MPD suffered
childhocaod <=sexual abuse, 11 (58%4) suffered childhood physical
abuse, and 304 of thislgroup had been raped as adolescents orv
adul ts. ‘

3. Braun also reported a high incidence of emoctional abuse

within the family such as severe criticism, scapeqgoating, use of




isclation as punishment, 1inappropriate performance expectations,
inconsistency, lack of protection, abandonment and betvrayal. An
example of devastating emctional abuse was reported by Bliss
(1984): "She never- touched me. Never gave me a hug — just gave ine
the silent treatment. She threatened always to leave. o matter
what you did was bad... whatever I was, wasn’t good encugh... I
would  have preferred to have the hell beat out of me. Emotional

abuse can be wovse." (p.142)

4. Finally, Braun (19279) found that MPD patients often
suwffered the effects of "visual abuse such as beivng made to watch
a Vvape of a sihbling or vioclence toward a parent o  even
witnessing of a muder of family members, pets or strangers ..."
(p. 7). Similarly, other authors reported traumatic effects
caused by hearing about or observing the abuses toward or deaths
of other persons. Ludwig and his colleagues (1972) described a
wan  with MPD whose symptoms of dissocciation followed hearing
abo@t his friend’s death in Vietnam, although there were other
predispoesing traumas. In I'm Eve (1977), Chris Sizemore saw,; as
a young girl, a macabre event of & man being cut in half by a saw
in  an accident at a sawmill. Braun and Sachs (198%5%) describtied:
"..ula patient who had beenl... contivually forced to accompany
her homicidal brother, and actually witnessed seveiral birarre
ritualistic murders. This patient reported many details about
these crimes during treétmeq? both to her therapist and then to
the leice....f {(p.5S6). Fluft (1984) reported that scme of his
patients were traumatized by seeing people murdered or being

forced to touch or even kiss dead bodies.



In most cases there.is a variety of traumatic events. Putnam
(1985 has described: *At the present time all cases of MFD
diagnoused in children ((in a cuwrrent NIMH studyl have had =&
veiritiable hist0r9 of eilther child abuse o©r massive sychic
trauma, such as, witnessing the wassacre of family members. Iy
most  cases, the trauma took the form of sexual abuse, usually
incest. In addition, several children had histories of physical
abuse and/or c&nfinément abusess such as being locked 1n closets,
cellarsy or trunks, being buried alive, or being repeatedly Lound

and gagged.” (p.77).

The response to these traumas 1s compounded by the absence of
protective persons or even outright betrayal by parents or
vrelatives  who shduld have protected the victim. Thus, the
betrayal is a second and perhaps more significant traumatic

experience.

Stern (1984) studied eight MPD patients, all of whom had at least
cone abusive parent. All eight experienced their first “"eplit”
because of trauma involving an  interpeirsocnal relationship,

usually with a parent.

Wilbur (1984) reported that "most sexual abuse...coccurs within

the family or the neighborhood. Both male and female infants and

voungsters may be sexually abused by both pavents and other
relatives of both se»es. Female children have been subject baoth
to Vvape and to other forms of abuse as sexual objects by

their fathers, brothers. male neighbors, or the paramocurs of

wothers, sisters, or other [(protectorsl.” (p. 24).



Wilbur (198“3 has citéd parents’ emcotional neglect, sexual abucse,
misuse of medicines and drugs, and demeaning psychological abuse:
“"...The child 1s, not bathed, kept Walrmy diapered, (\in fed
adequately; [it suffersl sexual apuses, cccuving 1n infancy and
childhood....The female infant 1s raped and may subsequently be
used by male me&bers of the family including fathevr, brathers,
stepfathers, and reilghbors as a sexual object....The male 1nvifant
¢ «hild 1s scdomized by male members of the family...Cand
suffersl chhvronic exposunre to sexual displays and sexual acts.. ..
(p. 3) "A 9-year old boy was buried i1n the ground by hais
stepfather. The stepfather had put a stove pipe over hls fate
fand wainated into 1tl ...then threatened to leave the child «nd

tell everyone that he had run away”. (p. 4)

Sybil (Schireiber, 1973) was severely abused by her mother: "H
favoerite ritual...was to separate Sybil’s legs with a long wooden
spocn,  tie her feet to the spoon with dish  towels, and then
string her to the end of a light bulb cord, suspended from the
‘cei1ling. The child was left to swing in space while the wmother
proceeded  ta the water faucet to wailt for the water to get
cveld....S5he  would fill the adult size enema bag to capacity and
vetwrn it to her daughter. As the child swungy Vi Spaces the
mother would insert the enema tip in the child’s urethra and fill

the bladder with cold water...." (p. 209).

It is significant that there is often a transgenerational 1mpact;
abused children become abusing parents (Braun, 1985). Coons

(198%5) found that children who become MFD patients often have




mothers who suffered a high incidence of sexual abuse as children
themselves. Kluft (1984) has described "the creation of multiple
personality [patientsl by abuse performed by an assaultive

personality of the mother who was known to have MPD." (p.126&6)

The severity of abuse has often been disbelieved or 1gnored by
parents, officials, and members of the "helping professicon”
(Ehy-aun & Sachs, 19853 Goodwing 198505 Hilbuwuy, 198%) . Even
therapists are often disbelievers. Freud came to doubt arvdd
eventually disbelieved the accuracy of his patients’ histories
of  having been abused by parents (Masson, 1984) . It is 1ndeed
wifortunate that exdamining physicilians often are coerced by
abusing parents into disbelieving the truth. There «are of conirse
reasons that resﬁonsible persons disbelieve including the faut
that MFD patients may appear anti-social (I emotilunally
indifferent. Abuse victims’® stories often horrify the listeners
who are likely to  suppress their alarm by disbelieving. In sape
cazes, abused children may become liars, in order to protect
themselves  from unsupportive and disbelieving people 1n thelr
envivronment . In scome cases, the entent of the trauma may te
beyond belief (Goodwin, 198%5): “Stories that will be dicsbhbelieved
1include thoa=se i1nvolving genital autilation, the placing of
abjects 1nto the vaginal, anal, or uwrethral opeinings, incest
with omultiple family aembers, incest pregnancies, and the

protracted tying down or locking up of children.” (p.8)

In most cases, reports of traumatic events came from the patients

themselves and  have cften been verified by ob jective



investigators. Bliss (1984) investigated reports of traumetic
experiences in his M#D patients and found 9 of them to be true:
"In one case a fTather was questioned and he verified earvly
incest. In two other cases the patient had been told by sicsters
that they had also been raped by the father. In ancther cases
the patient consciocusly remembered fragments of the trauma ot aqge
SEVEIN S hens pa;n, bruises, bleeding, and vaginal ntection.
thnrecalled, but resurrected in therapy, was the actual vape by a
vagrant . In another case, a mother confirmed her daughter s

molestation.” (p. 141).

There are other conditions which alsc predispose  to  1dentity
fragmentation. Braun & Sachs (1985) have stated that the
formation of.alternate personalities 1s caused not only by traiuna
but alsc from « number of factors such as the bilological capacity
to dissccilate which "...intevactlis] with inconsistent love/shuse
or other traumatic stimuli until a particular precipltating event

causes an initial split...” (p. 94).

Furthermore, the i1mpact of repetitive traumas leads to  more
diesociation, splitting and the formation of additional alteriate
personalities which have particular adaptive functions (BEraun &

Sachs, 1985).

Farental instability and an atmosphere of esxtreme ambivalence are
alsc  i1mportant predispdsing factors (Breaves, 1980). Allison
(1974) has described families where polarization of stirong
feelings 1s encowraged. Braun and Sachs (198%) have described

extrems parental résponses to their children: "... A child may e



told by his mother, 1 love you,” and thenn burned with &
cigarette.” (p.47)

A vulnerability to developing MPD is enhanced at certain ages:
"In the vast hajor;ty of recorded cases, the first eplitting off
af  an alternate personality appea}s to cccur within a window of
vulrnerability etending from age sixx months to approiimately 12
vears ... A few cases are reported in which the appearance ot an
alternate personality is said to have occurred 1n late

adolescence or early adulthood.” (Patnam, 198%, p.77)

At =uch vulnerable agess, victims of abuse "lack sufficient

positive introjects...Chaving not internalized loving anid
suppaortive family members into their self-experiencel and ay
suftfer eqgo and idéntity damage when the tvrauma occocuvrs  early n
life...during the periocd of ego and identity fovrimation,”

(Greaves, 1900, p.EB7).

The significance of age vulnerability i1n trauma victims has alsa
been recognized in Vietnam veterans with chronic symptoms of
FTSD. They developed a high incidence of personality disorders
arl  episcdes of disscciation follwing exposure to the trauwma of
wiaim  assoclated with experiences of abandonment and betrayal -
at the vulnerable age of 19 — during the developanental phase of
identity consclidation (Erikson, 19683 Wilson, 19803 Fremndes

19825 Brende and Parson, 1989%).

s wonld be expected in patients with MPD, one or more victim



personalities harbor - all feelings of feary guilt, and grief
associated with traumatic memories. In contrast, one or more
altevnate personalities express attitudes of denial, detachinent
and invulner;bili;y——a description of certain post—-trauwmatic
symptoms. The DSM-III lists emotaonal detachment, estragemnant
from others, cdonstricted emctiocnal response and diminilshed
interest 1n significant activities as pyvimary symptoms of FTSD.
Horowitz (1974) described denial and numbing as primary defenses
against the emotional impact of the tyrauma alorng with awmncsila,
detachment and cognitive constriction which he cateqgorized as

post—-traumatic symptoms of "relative over—-contraol."

The PTSD symptoms of denital-numbing appear to go hand—-in—-hand

with disseciation and "splitting."” Spiegel (1984), owne of the
first to link the two diagnoses (MFD & PTSD), descvibed
diesociation in MPD as a post—-traumatic symptom. "It 1s nat

wnicammen for individuals undergolng severe stiess, such as an
assattlt or rape, to have at the time a spontanecus dissaciative
experience, often referred to as an ‘out of budy’ disscclatilve
CHPper lence, in which they secom to be floating abiove their e
bodies.”" He cited the case of a givl traumatized by her parents:
the ociruel mother’s blows to the girvl’s face, then scalding hier
with bailling water; the father’s beating her with a board studded
with mails. The disscciation eventually vesulted iv formation of
pratector personalities, Tveplit-off" froam the "victim"
personality.

The principal function of alternate personalities which foram 10



iresponse to trauma is to defend and protect the traumatized
perscnality against tﬁe fear- of helplessness and future traumatic
events., Stern  (1984) has described the prurpose of protective
alternate personalities as counterphobically defending against
cutside dangers and the threat of death at all costs (even 1T 1t
means  suwicide). This 1a accomplishsed by maintaining complete
contral  over tge feelings and behaviors of the vulveruble

perscnalities.

Victims of c¢child abuse who respond to rvepeated trauma with
cdissociation  lack the support of protective persons  and, since
they have no source of external support, must oreate internal
support by forming alternate personalities. As Braun (1979)
stated: ”Ng believe the multiple instinctively rvecognizes the
need  for protections support, and a sense of belonging aad

creates other selves who i1nternally provide a support system.”

The qualities of protective perscnalities may vary, not only in
relationship  to the severity of the trauwma but also  to thee
nature of the envirocnment and the traumatizing person(s)
(Greaves, 1980). MPD patients form alternate personalities whuo
"identify with aggressors” (who are like the abusers).
Frotective alternate personalities may alseo have aggressive ov
antisccial qualities which protect against the experience of

fear, guilt or shame of the victim personalities by their

antiscvcial or promiscuous behavior. Bliss (1984) described a
protector’s repovts of her duties: "1 came to help when she was
vaped. Stie needed someone to take over. [ don’t like sex but I

can manage 1t. I’m a whore and a prostitute, but <che [the



patientl i1s very moral and proper. I’m a tvamp, just divrt and
filth, but I take over the sexual part of life which she can’t

tolerate.” (p.138)

Frotective personalities which ptesent themselves to thevaplsts
during early treatment are generally wndifferentiated host
personalities w;o are attempting to cope with active symptuoms
(Evauwn, 1983) and are unaware of the presence of hidden victim
personalities. Buts, diving the course of successtul treatunent,
at least one (and sometimes nore) "protector” becomes aware,
helpful, and differentiated mmto a muve 1Interesting enndd

emctionally responsive personality (Allison, 1977).

Ralph Allison (1978) has described the qualities of a protective
alternate personality which he has named the Inner Self Helper
(ISH) and became as helpful as a co-therapist din-ing the pirrocess
af peychotherapy 1n one of his MPD patients. This alternate
desciribed herself as follows: "1 have many functions. I am the
conscience. I am the punisher 1f need be. I am the teacher, the
ansverer of guestions....l will always be here and I will  alwave
be separate, bat [will also havel...a oneness with a fine line of
distincticon. An  emergency backup perhaps. I imust have the
ability to know. If I am gqone, she is just a body. She can send
part of me off and leave a small porvtion. But 1f all i1s taken,
she 1s & shell....My function is overseer of the dump . I am kept
busy sorting out the differenghmesses created by and the pirrobhlewns

created between the alternate personalities.”
According to Allison, the Inner Self Helper is likely to  emerge

i1t




dunring the - course of therapy in all patients and manifests the

fallowing traitss (1) moral quide; (2) protector of the baody
during times of @ stresss (3) management of the alternate
persunalities} (A) predictabilitys 5) timelessnesss (5)
detachment from emotional and ‘physiclogical distress; (7)

intuitive communications and (8) teacher, thinker, and  wise

person.

In Vietnam veterans, “"flashback"” phenomena, whereby veterans
relive traumatic war experiences, ave characteristic symptoms.
Intvvusive and repetitive dreams, lmages, emotions, physical
symptoms  and re—enactments of survival behavior are sometines
tviggered by events which are veminders of the original traumatic
BHpETIGNCeS . Horowitz (1974) categorized these symptltoms ag
man;festatiuns of "relative under~-control” of sensations, mouds
and images which i1ntrude upon cognitive functioning, and
represent  attempts to redo, wndo, oy gailn mastery ot the

frightening events.

MPD patients’ traumatic dreams, intrusive traumatic 1magery, and
recurving  traumatic physical symptoms are not intrusive in the
Sainge Sense., These tvaumatic memories and enctlons are completely
split—off from awareness of the host personality and are

embodied by victim persconalities and re—-experienced in the fouirm

of repetitive and self-destructive symptoms.

RBrende & Parson (1985) reported recurring physical symptoms 10

19



Vietnam veterans with FPTSD whe began to rvecall traumatic
memovries. This same phenomenon has been described in patients
with MFD  where physical symptoms often obscure more csevere

-

...we discover that behind their well described

pathalagy:
hysterical conditions——the paralysis, the pain, the factiticus
fevers—-—there lie real conditions desperately camouflaged «and
cryptically  expressed by .the somatoform symptows.” (Goodusin,

1985, p.14).

Eraun (1983) found that his MFPD patients develuped
physiological symptoms asscciated with reliving or recollections
af traumatic life events. "A female multiple percsonality patient
suffered many tortwes from both her mother and her bhrother....
During a [therapy]bsessian in which the personality [victiml who
recelived the burns had control of the body 1 noticed the
acutcropping of several red dots on her skin. They weire
approximately the size of the end of a cigarette and varied in
shape from circular to triangular....Each time that personality
returned.s the spots returned...fwhichl were due to the
bBrns. s cfnether personality developed stripe marks across thie
lateral asgpects of both arms...shoulders...and back of the
neck....reported to be the results of a whipping (with a bullwhip)

administered by the mothev....” (p. 4-5)

A male MPD patient (Brende & Rinsley, 1981) was  sedually
traumatized during an incestucus experience when a boy and later

raped as an adult. Whenever esposed to situations and sensory

etimuli reminding him of these sexually traumatic events, the

4 ™~



primary victim personality James suffered frightening auditary
avid visual hallucinations—-exaggerated foirms of trauwmatic
memories  and emotions——during rainy weather and exposure to the

colovr red, both reminders of having been traumatized.

Whien James relived traumatic ‘experiences during treatment,
“therapeutic interventions effectively led to positive changes,
not only 1n James but also in all of his alternate perscnalities.
Reliving esperiences of original trauwmatic events predictably
cccurs  during the course of treatment in all patients whoe have
been traumatized and suffer the symptoms of PTSD, particularly
during guided hyprnotic regressions (Allison 1974a35 Brauns 19815

Eluft, 198285 Brende, 198035 1985).

Aggressive outbursts are not unusual PTSD symptoms and have been
def%ned in the DSM-TIIT as resulting from abinormally elevated,
autonomic  arousal responses to  triggering events., I MFD,
aggression 1s usually personified by alternate personalities who
defend wvulnerable personalities against further abuse as 1n the
following examples: Y...lshel developed a violent personality
when, at the aqge of 4 1/2 she discovered that she could wmake
her abusive stepfather, who was coming aftter her, back away when
she had a large carving knife 1n her hand. The hostile alternate
carvied a weapon with her frum then on, always on guard against
an overwhelming attack by her stepfather whom she feared waould

k1ll her...." AWilbur, 1985, p.2B8). *One male patient

developed an extremely agqgressive, scmetimes violent, personality



when at the age of 7 he was set upon by three boys larqger than
himself and was afraid he was going to be killed. At this tiwme
the viclent alternate touk over and manaqged to resclve the
situation as  he .was urencumnbered by any feelings other  then

rage. " (Wilbwr-y 1984, p. 5).

Agyressive alternates are derived from pathological
identifications with abusers such as the patient who developed
an  alternate viovlent personality that embodied the rage he felt

when his stepfather abused him sexually. (Braun & Sachss 1985)

The presence of violent alternates may be aggraveted by HMPD
patientsg’ 1nability at expressing anger in normal ways:
"oo.female  multiple personality discorder patients...lwere oftend
punished severely [as childrenl when they becane angry, and werse

informed  that theilr expression of anger proved that they woere

sinful, and would qgo to hell.” (Wilbur, 1984, p.4)

Aggrvession 1s particularly likely to be present in PTSD patients
suffering from the trauma of war. Soldiers were conditiocned to
fight instinctively, to protect themselves from bheing victims.
Those suffering from PTSD continue to have hypervigilance,
stairtle reactions and frequent loss of controel over aggression
when feelihg vulnerable. Their "killer” instincts have gilven
them bad rveputations i1n society, causing thoem to have  encrmons

problems within the legal system (Brende & Parson, 1989).

A Vietnam veteran with aggressive outbursts is frightened that he

might lose control and kill again brecause he harbors =



“gplit-off,” "killer" combat identity (Brende, 19835 EBrende U
Farsons, 198%). Typiéally, a Vietnam veteran will describe the
fallowing: "I don’t react like normal pecple. I’m always walting
tor something to bappen...if I get i1nto a fight, I can’t  <top.
It like I°ve been programmned tq complete a task and something
inside of me says don’t stop until the task has been cocuwpleted

even if it means killing.”" (Brende & Parson, 1985) (p.63)

thfortimately Vietﬁam veterans are, too often, victims of thelr
and repeatidly destructive and self-destructive symptoms. A
Vietnam veteran often describes himself as 1t he had become sub-
human (Brende & McCann, 1984), possessed by a demon or  evil
powe . Oner such  patient recalled fragmented mconories of belng
in a bar fight during which time he lost control of his raqge and
telt anocther power came over him that wanted to kill." IHFD
patients may often describe similar experiences of "being

possessed.”

Typically Vietnam veterans with chronic symptoms of FTSD
suffer from loss of identity, unstable emations, unpredictable
behaviors and are often diagnosed as having Bovder1line

Fersonality Disorder (Brende, 198235 1983). MFD patients also
freguently meet the criteria for Bordervline Fersonality Disorder

21, 19845 Horevitz & Braun, 19864).

Survival Guilt: S

Survival guilt, initially considered an important part of the

FTSD diagnostic criteria in the DSM-II1, has been deleted from



the revised DSM-III. Yet most therapists find that their patients
with post-traumatic s?mptoms often feel guilty, particularly if
athers were killed at the time of the traumatic event.
Historically, . those who suffered from the psychiatric malady
‘called Hysferia, a century aqo, often harbored gquilty csecrets

related to childhood sexual abuse (Benedikt, 1894).

It has been the experience of many therapists treating patients
with MPD, as well as those with chronic PTSD symptoms, to Tind
that they suffer from profound quilt originating from a nunber of
som-cesy all of which deeply affect self-ecsteem. Lifton (1973)
Touwnd that the quilt of survivors was related to feelings of
having transgressed normal boundaries of consclence related to
witnessing and inflicting death, leading to indelible changes

in theilr ldentities.

Guilt and shame 1n MFD patients 1s not enxperienced by host
perspnalities through "splitting” and disscciation. Instead, 1t

15 only euperienced by victim alternates who fewel that they
deserve punishment and do not percelve themselves as having buen
mistreated." (Wilbuy, 1984) . Braun (197%9) found his patients
suffered "emotional abuse such as degradation, pejorative
language, and severe personal criticism....[0thers saidl ‘You ere
ne goods  stupid, uwgly, and clumsy. Why were you born? I never
wanted you.’...and predictions (were often made such asl  “You
will grow up to be a worthleks, a whore, a criminal, a liar.

You will go to hell...™ (p. 9)

Fesolving the guilt and shame — often related to shame-ridden



M'pathogenic secrets" (Benedikt, 1894) - 1s an important part of
treatment of all MéD patients (Allison, 1974b) and other

traumatized patients who have felt abandoned and betrayed.

T

e Agaressery Protector, and Victim Triads::

In MPD patients, :alternate personalities have speciftic functiuns,
primar-ily the followiné: to serve, hold ovr buffer traumatic
experiencess to iéentity with aggressovs and beacome persecutor
perscnalities inflicting pailn and punishmeent on  the victim
personality thyrough sulcide attempts or self-mutilations to help,
advise, protect, oV perform functions that tlie central

persconality cavmot performs; and to provide a sense of contiviuity

of MEMOY Y (Futriam, 1985).

Anather way to view functions of the various alternate
personalities 1s as a triad of PTSD symptoems — victimization,
protectory, and aggressoy  symptoms: 1) Victimization 1s

experienced only by a victim personality, for example: "Oue woman
had been raped by her father when she was 4 1/2 yeoars of age, and
‘subsequently was used as a sexual object not anly by her father,
but alse by some of his friends...that if she dared to resicst,
she suffered severe physical abuse, as well as sexual viclation.”
(W1l 198%5) (p.29). 2) Protective functions

(amnesia/denial/numbing)  are manifested by a host or protector

personality, described within the section on  “Nuambing  and
Responsiveness.,® 3) Aggressive behavior (startle reactions,
aggrvessive outbursts and over—arocusal) is expressed by an

aggiressive alternate personality also described previously. This

103



triad of =Symptoms has also been described as personality
fragments — "victim-self", "killer—-self" and “protector-self" -

11 Vietnam veterans with PTSD (Brende, 19833 Brende & Farson,
1985). .

MDD patients? triad of common PTSD symptoms are enpressed oS
victim, protector, and aggressor alternate personalities. In such
patientsy symptoms @ shift as persunality switching takes place -
from victimization to protector or aggressor behavior and Tinally

back again to victimization symptoms or behaviors.

The wvictim, protector, aggressor triad may be more readily
cbserved in male MFD patients. Caul (1986)s has described
therapeutic . interviews with 12 male multiple personality
patients, including Billy Milligan, and has found the tyiad of
protective, aggressive, and victim personality in all 12. Ini a
previovusly published case (Brende & Rinsley, 1981) an MFD patient
was described with five alternate personalities. The symptoms and
behaviors of all five could have been organized into the tiriad:
1) James, the original person, buecame a victim when he was rapod
on several occcasions. He suffered from nightmares, Imtrusive
images, recurrent traumatic memories, startle reactions, phiysical
symptoms  of  pain, autonomic disturbances, and feelings of

abandonment, fear, guilt, and shame. Twio other of James™ sub-

personalities, Jim and Jimmy, shared some of the victim-related

symptoms. a2) The host personality, Jay, had protective
characteristics which included amnesia, denial /runb g

sleeplessness, control over physical functioning, and verbeal

1 Q)



=kills. 3) Shays a homosexual alternate personality,
pathologically identffied with those who had been sexually

cabusive and was an aggressively acting-out and amoral individual.

This triad has alsc been observed in  the MFD patient, Hilly
Milligan (Keyes, 1981) . Between the ages of 8 and 9, his
steptather beat, « scdomized, tied him up, threatened to kill and
bury him in the barn, and then said he would tell his mother that
he had yvun away fro& hame. Billly was Indeed a victio who “split-
aff" two protective personalities, Arthur and Reqgan. Billy grew
into adult years, with an aggressive alternate personality who
committed crimes of vobbery and rape. After being arvested for
irape and subjected to an extensive psychilatric evaluation, he was
discovered to have ten alternate personalities which i1ncluded
a  miunber which  divided up defensive tasks eand  sought hounan
contact  anly  through selected and sometimes anti-sccial  ways,
including and vrape. They were fused into three basic ones after
six  months of treatment: 1) Billy was the victim who suffered
repeated symptoms of fear, gulilt and grief asscciated with re-
enactments of wvictimization and abandonment. 2) Arthur, the
primavy protector,  was intellectually superior, Nnerrcissisetic,
cmnlpotent, and protected Billy from experiencing fear and self-—
destvructive behavior by keeping him asleep. 3) Reyan was the
aggressov/protector who was skilled with a wespon and the "kecoper
of rage” who neutralized the fear, shamea, and guilt experienced

by Billy and ancther victim alternate, David.



ﬁPD patients have suffered a variety of traumatic experiences -
primarily sévere thsical and sexual abuse at vulnerable ages.
frequently at the hands of family mémbers. Those who have becon
traumatized develop all of the symptoms fitting diagnostic

criteria for Post-Traumatic Stress Disorder: 1) the presence of

& vecognlizable stressor (traumatic event), 2) rnuamb gy ot
VESPONS1IVENESS, 3) intrusive traumatic re-experliences, 4)
=

startle ireactilons and aqggressive ocutbursts, and 5) "suirvival”
guilt. Uniquely in MFD patients, perhabs because they have felt
abandoned by those who should have protected  them, these
'symptums are personified by dissocilated alternate porsonalities
which are ldentifications with those people who hw-t thew., These
alternate percsonalities often embody a triad of symptoms: 1)
traumatic intrusive images, emoutions, and "nmightmeres” -
experienced only by victim perscnalities 2) denial/nuabilag -
espeyvienced by protector personalities and 3) aggressive

cutbuwrsts — acted on by aggressor personalities.

MFD patlents are similair 1n several ways to Vietiiam veterans with

chvonic  PTSD. Both groups of patients have been described as
trequently fitting the criteria of Borderline Fersonalitby
Distrders; they both suffer similar identity fragmentation

patterins into the triad of victimization, protector behavior and

aggressive symptoms.

Applying the knowledge of-. PTSD symptoms particularly as
manifested in severely traumatized individuals who had also felt
abandoned and betrayed, can better help therapists understand and

treat patients with MFPD.
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* In & personal communication with Billy Milligan’s first
therapist, Dr. David Caul, he stated that there are no scientific
articles pubiished about the Milligan case. Dr. Caul states
further that kKeyes, the author of the popular book, The Minds of
t11ly Milligan,: did & remarkable and accurate jub of
investigative reporting and describing the persunality

characteristics of each alternate personality.
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