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AbstrAct
Posttraumatic patients experience a wide range of 
symptoms, some of them existential in nature which we 
term “dissociative being.” Many varied psychotherapeutic 
approaches are available for the treatment of 
posttraumatic patients. nevertheless, in view of this 
disorder’s complexity, therapists face shortcomings 
when employing each of these therapeutic interventions. 
In order to understand this, we posit the principle we 
call “dissociative reality” for the treatment of trauma 
survivors. our proposed method “speaks the patient’s 
own language,” harnessing dissociative elements to 
help individuals recall, re-enact and integrate traumatic 
experiences, where words are insufficient, while still 
upholding reality. We believe that this may be seen 
as an effective part of the therapeutic dialogue, and 
suggest that therapists may consider supplementing this 
approach in their treatment “toolkit” for patients with 
posttraumatic stress and other trauma related disorders, 
irrespective of their declared therapeutic approach. 
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genetic factors are known to play some role in determin-
ing patients’ vulnerability to developing PTSD (i.e., the 
diathesis–stress model), by definition PTSD necessitates 
the existence of an external event or “stressor,” which consti-
tutes a critical threat to the self. As an exogenous disorder, 
PTSD poses a particular challenge to psychotherapists. 
Indeed, a large number of highly varied treatment models 
and methods have been devised to treat PTSD, including 
pharmacological (especially used for symptom reduction, 
such as anti-depressants in the selective serotonin reuptake 
inhibitor class) (1), traditional or dynamic (2-4), behav-
ioral or cognitive-behavioral (5, 6), and eye movement 
desensitization and reprocessing (EMDR) (7), and somatic 
experiencing (8-10). Although these treatment approaches 
have been effective in many cases of PTSD, effective treat-
ment of PTSD often remains elusive (e.g., see Foa et al., for 
review [11]). Maybe the very development of these myriad 
treatments, all targeting the same disorder, could attest to 
therapists’ helplessness and powerlessness in overcoming 
the dramatic effects of an actual, clear, quite recent event 
on the patient’s personality and entire life. Could it be that 
faced with the experience of annihilation, the overwhelm-
ing certainty of death, we, the therapists ourselves, become 
reliant on multiple, varied protocols in order to contain our 
intense emotions, to regain a sense of control?

Much has been said about the pendulum as akin to the 
posttraumatic patient’s dynamics, swinging from oblivion 
and dissociation to being overcome with the flood of 
memories and re-experiencing of the trauma. These two 
extremes, in our conceptualization , can coexist and refer 
to dissociative experience. It can be seen expressing the 
unsuccessful attempt by the patient’s psyche to control 
the traumatizing event, thereby reiterating the terrible 
helplessness experienced in the wake of the traumatizing 

“… Any mortal who gazes at Medusa’s face is immediately 
petrified with fear. But if you look only at her reflection in 
your shield, all will be well.” 

Greek Mythology 

Posttraumatic stress disorder (PTSD) is the quintessential 
mental disorder for which an environmental factor is the 
key instigator of its development. Though personality and 
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event. Herman (12) showed how this dynamic also plays 
out in social attitudes toward those suffering from the 
effects of trauma, namely observers’ fluctuation between 
neglect and alienation on the one hand, and respect 
and witnessing on the other hand. In this paper, we will 
pinpoint how this dialectic plays out in therapy. It may be 
that when it comes to treating trauma, we, psychothera-
pists, tend to remain on the far end, overwhelmed by the 
multitude of available treatments and protocols, in order 
to gain illusory control over the insufferable helplessness 
we experience when touching upon the inconceivable, 
deathly, existential state of trauma. 

In this paper we propose a therapeutic position in 
treating posttraumatic patients that focuses on a major 
element that is common to most of our patients: the dis-
sociative experience of the patient’s being. We posit that 
the principle we call “dissociative reality” exists implicitly 
in the treatment of trauma survivors and can be used for 
effective, multidimensional intervention across a broad 
range of psychotherapeutic approaches. 

This paper begins with a discussion of PTSD, dis-
sociation, and the relation between trauma and dis-
sociation. Then we describe our therapeutic position 
that recommends harnessing dissociative elements to 
help individuals recall, re-enact, and integrate traumatic 
experiences by “speaking the patient’s own language” 
where words are often insufficient. We thereafter briefly 
suggest how this eclectic dissociative-reality approach can 
be implemented into psychotherapy. Finally, we propose 
that all therapists consider holding these principles in 
mind in order to supplement their treatment “toolkit” 
for patients with PTSD, irrespective of their declared 
therapeutic approach. We believe that this will result 
in a more flexible space and movement in the patient-
therapist interaction.

PosttrAumAtic stress syndrome
Trauma produces shock in people’s lives. When people’s 
basic beliefs are shattered regarding the invulnerability of 
the self, the predictability and controllability of the world, 
then life becomes unbearable. People with PTSD have 
faced some direct traumatizing event of exceptional sever-
ity – an existential threat to the self. From that moment 
onwards, their beliefs and their lives are no longer the 
same. In fact, PTSD stands in sharp contrast to the model 
of human equilibrium, according to which people aspire 
for “psychological homeostasis.” The disorder constitutes 
a lasting aberration from mental equilibrium; it resurfaces 

anew each day without any objective trigger and does 
not tend to return to baseline, as though this repetition 
is no longer functioning as a stabilizer and organizer.

Various periods in history have been marked by chang-
ing approaches to trauma in social-cultural discourse, 
ranging from attempts to raise awareness about the effects 
of trauma to attempts to repress its impact. These shifts 
in social-cultural trends may also reflect a posttraumatic 
dialectic in the face of the overpowering certainty of 
death (12). Today, wide consensus exists recognizing the 
considerable impact of human exposure to traumatizing 
events and the unique construct of PTSD, although debate 
continues concerning the breadth of the disorder’s defini-
tion (see Summerfield’s criticism [13]). The definition of 
PTSD in the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5, 14) includes commensurable char-
acteristics such as intense re-experiencing of the trauma 
through dissociative flashback episodes and nightmares, 
along with avoidance behaviors such as efforts to avoid 
thoughts, people or situations associated with the trauma. 
Interestingly, the recent version of the DSM (DSM-5,14) 
includes other dissociative symptoms and specification 
that were missing in the DSM-IV version (15). 

In the normative process of reacting to trauma, indi-
viduals must make an effort to re-establish continuity 
with their lives before the traumatic event, as both the 
physical and mental distress must return to some form 
of balance, and mental distress must be processed (or 
integrated) within the person’s inner world. The diag-
nosis of PTSD underscores a fault in that integration 
process, leading the person to swing like a pendulum 
from defensive apathy, numbing and reclusion at one 
extreme, to persistent distressing thoughts and vivid 
flashbacks at the other. Prima facie, this syndrome is 
fraught with simultaneous contradictions in the patient’s 
mind. The patient suddenly relives the event through 
intense hallucinations, dreams or flashbacks and is 
highly aroused to stand guard against potential danger 
(intrusive recollection and hyper-vigilance symptoms), 
and then paradoxically seems to be detached, numb and 
unaware of the event at all and barely seems to be living 
in the present (avoidance symptoms). His or her entire 
existential being is paradoxical, having encountered the 
threat of injury or even death (objectively or subjectively). 
As we elaborate below, we posit that dissociation is the 
common denominator of these extreme, seemingly 
contradictory shifts. The uncontrollable regressions to 
both extremes can be understood as dissociative states 
of disengagement. 
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dissociAtion And the sPectrum of 
dissociAtive PhenomenA 
Despite variance in defining the term “dissociation” in 
the pathological sense, general agreement exists that 
dissociation refers to the lack of integration in the 
psychological make-up of the self (16). Dissociation is 
defined as an experience or behavior in which certain 
information is neither integrated nor incorporated with 
other information, as the case would be under regular 
circumstances. The primary characteristic of the post-
traumatic patient is some sort of failure or change in 
the integrative functioning of one’s identity, memory or 
consciousness, so that behavior and thoughts become 
automatic and uncontrollable, disengaged from any cen-
tral control and consciousness regarding oneself, time 
or the circumstances at hand. 

The spectrum of dissociative phenomena ranges from 
the healthy to the pathological, from adaptive defenses 
to pathological defenses. At the adaptive level, dissocia-
tive phenomena appear routinely in everyday healthy 
life, such as when one “forgets oneself ” while driving, 
or when one “gets lost in the moment” while immersed 
in a pleasurable book or movie – any creative activity 
characterized by the loss of consciousness for time or 
place. In those instances, which are essential for human 
growth and development, the boundary becomes blurred 
between the objective and the subjective, between distance 
and immediacy, between “me” and “you,” allowing the 
possibility of contradictory truths to co-exist, without 
having to determine which is real and which is imaginary.

A great deal has been said about the importance of 
“potential space” (17) in which individuals can move 
between fantasy and reality and can create, act and play; 
This space is situated also in rites that initiate entrance 
into other states of consciousness, such as religious rituals, 
prayers and dancing to electronic “trance” music. The 
less frequent states of consciousness such as trances or 
meditative reveries that various cultures implement like 
religious or healing rites may demonstrate the value of 
dissociative states as a universal human need. One could 
say, from an evolutionary point of view, that there is value 
in creating an intentional dissociative reality in response 
to the psychological systems sense of being overwhelmed.

Moreover, dissociative processes are of vital importance 
to human self-preservation and to an integral, continuous 
experience of the self despite the fragmented, contradic-
tory pieces of the self that may be experienced at any 
particular moment. This dialectic, between experiencing 

a multi-faceted self who may feel and act differently in 
diverse situations and experiencing oneself as an inte-
grated whole beyond the content of particular events, 
is reminiscent of a movie consisting of different frames, 
each frame seemingly independent from the other yet 
somehow connected by a cohesive, continuous, meaning-
ful experience (18). The traumatized person is caught up 
in one particular frame or in some interrupted flow (as 
though in slow motion, when the viewer can recognize 
the various cuts), thereby losing his or her experience 
as a continuous, integral self who exists beyond the sum 
of these few frames. Instead, the traumatized person 
experiences some sort of existence that is detached from 
the past familiar experiencing self. 

Additionally, one may find reactive dissociative phe-
nomena, which are defensive reactions to an external or 
internal menace or threatening state. Often, the latter is 
an adaptive form of defense that enables the return to 
normal mental equilibrium. Pathology occurs when the 
said defenses are massively applied, which undermines 
the individual’s functioning and precludes the return to 
mental equilibrium. Pathological manifestations range 
from temporary or permanent memory loss of unpleas-
ant events to more severe symptoms which pose a risk 
and threat to the cohesive unit defining the personality. 
On the pathological end of the spectrum, one could say 
that defenses go awry (the device turning against its own 
maker, as it were) in the form of functional disruptions 
like dissociative identity disorder (DID), dissociative 
fugue, de-personalization and de-realization, and other 
pathological dissociative disorders. This understanding 
of dissociation paves the road for allowing implementa-
tion of these elements in the course of psychotherapy. 

the relAtionshiP between trAumA And 
dissociAtion
The roots of inquiry into PTSD and dissociative mecha-
nisms go back to the 19th century, when Pierre Janet drew 
the link between traumatic experiences and hysteria (19). 
Janet emphasized the integrative failure involved (20), 
and was among the first to discuss dissociation’s adap-
tive function in coping with acute or chronic trauma. 
Indeed, numerous studies demonstrated the correlation 
between dissociative symptoms and personal reports of 
traumatic experience (21, 22) and between PTSD and 
dissociation. Thus, for example, people diagnosed with 
PTSD also revealed higher scores on the Dissociative 
Experiences Scale (DES) designed to evaluate dissocia-
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tive characteristics, compared to people without a PTSD 
diagnosis (23, 24). 

In light of the strong correlation between trauma and 
dissociation, some have suggested that dissociation is an 
underlying cause of PTSD development. Van der Kolk 
and Fisler (25), highlighted that both re-experiencing 
and avoidant symptoms are dissociative phenomena. 
Accordingly, it has been suggested that the symptoms 
of persistent intrusive recollection be defined as “posi-
tive dissociative symptoms” and those of avoidance as 
“negative dissociative symptoms” (16). Indeed, it seems 
that the recurring re-experiencing of the trauma matches 
the definition of dissociation in the sense that there is 
no integration of elements of one’s inner world with a 
consciousness of the external experience. Thus, while 
DSM-IV (15) lists PTSD under anxiety disorders, and the 
recent DSM-5 present new trauma- and stressor-related 
disorders (14), some call listing it under the cluster of 
dissociative disorders, having the same etiology (26). To 
further underscore this argument, both PTSD and dis-
sociative disorders are responses to extreme stress, and 
both disorders include changes in memory, a criterion 
not listed under anxiety disorders (27, 28). 

We posit that the common denominator of those 
therapeutic approaches to trauma that were pinpointed 
as empirically effective consist of two simultaneous ele-
ments: addressing the core of the trauma and disen-
gaging from it. We suggest that using the dialectical 
characteristics of posttraumatic stress symptoms in the 
course of therapy serves the patient’s needs and allows the 
patient to return to the life that the trauma derailed. In 
this sense, the very technique that elicits the expression 
of dissociative responses (dissociation in service of the 
ego) can make a change. The core of the trauma is the 
experience of death, which can be seen as the core of 
the trauma, but the subjective meaning of it is unique 
to the patient (29), and re-experiencing it again in the 
course of therapy may be seen as the root of treatment. 
To bring this about without paralyzing the patient, direct 
and indirect techniques are needed. 

AdoPting dissociAtive being And 
dissociAtive reAlity into the  
service of therAPy
Many therapists working with PTSD patients often find 
that patients not only demonstrate attempts to compul-
sively repeat (re-enact, re-experience and remembering) 
the traumatic event/s but fluctuate in feeling detached, 

numb or lacking any feeling. These patients reveal expe-
riences of de-personalization and de-realization, where 
one has a sense of being alien to oneself or to a place, a 
detachment from full consciousness to oneself, to time, 
or to the very circumstances at hand. This may manifest 
itself in the patient’s feelings that he or she is “somewhere 
else” or reacting as if in another time or place.

The emphasis of the present paper is on dissocia-
tive being in the patient’s experience, rather than, as 
is the case with dissociative disorders, such as DID, or 
structural dissociation of the personality of a high order 
as observed by Van der Hart et al. (16). By “dissocia-
tive being” we mean the patients’ detachment from the 
flow of life’s activities, from themselves and others, and 
from their own feelings. Dissociative being includes 
acknowledgement of both positive dissociative symptoms 
(dissociative flashbacks, re-experiencing the trauma) 
and negative dissociative symptoms (numbness, with-
drawal, detachment, numbing) and the experiencing of 
helplessness in the wake of these uncontrolled states. 
Many patients describe themselves as “no longer alive,” “a 
different person,” “half-living,” “living-dead,” and so on, 
even without having experienced instances of extreme, 
dramatic detachment as in dissociative disorder. 

We suggest that the patient’s “dissociative being” expe-
rience described here may be adopted in the service of 
therapy. Explicitly, we propose that the therapist inten-
tionally initiate, in an “artificial” way, dissociative situa-
tions in the therapy room itself, and move back and forth, 
into and out of them along with the patient, this being 
a kind of exposure and recognition of these elements 
in the patient’s experience. We refer to these in-therapy 
situations as dissociative reality, referring to the place, 
form and technique through which the therapist, along 
with the patient, can together encounter the patient’s 
“dissociative being” for therapeutic purposes. The latter 
involves the patient’s experience of the trauma where 
“dissociative reality” is used to fit the patient’s language 
and to transform something pathological into something 
normative, controllable and communicative. As such, 
in the sheltered, safe and secure “current reality” of the 
therapeutic relationship along with the menacing reality 
of the trauma, the therapist and patient join together in 
both the here-and-there, in both the then-and-now of 
the patient’s “dissociative reality.” Together they jointly 
experience the patient’s terrified yet calm, helplessness yet 
in a control, coming-in and going-out dissociative being. 
The posttraumatic patient is often already in dissocia-
tive being (e.g., experiencing flashbacks) when entering 
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the therapy room; as such, the therapist’s response can 
unintentionally or intentionally bring the patient back 
to current reality (e.g., “Please look at me, you are in the 
clinic now”) or bring the patient to a state of detachment 
(e.g., by ignoring/dissociating from the patient’s state and 
continuing the session as if nothing happened). Here, the 
therapist’s enlistment of dissociative reality can mediate 
the above two extremes.

We maintain that a great many of the intervention 
techniques can utilize our dissociative-reality approach 
in their treatment of posttraumatic patients. The main 
characteristic of our dissociative-reality approach then 
is implementing and reactivating dissociative elements 
in order to regain our patients’ mental balance and to 
integrate the trauma within the self. Thus, we suggest that 
therapists using other treatment options may effectively 
adopt the proposed therapeutic method based on the 
flexible movement “coming into and out” of dissociative 
being, in a manner matching the patient’s needs. From 
the psychotherapist’s perspective, they have to be able 
to experience and emotionally tolerate the dissociative 
elements and often contain their own feelings in the 
process. Moreover flexibility on the part of the therapist is 
important, to flow in and out of the dissociative elements. 
The idea of dissociative reality in response to the patient’s 
dissociative being is then aimed at restoring the patient’s 
inner ability to move in and out with the therapist, rather 
than remain in the polarity of one reality or adopting 
one technique, such as dwelling with the therapist on 
the traumatic flood of memories alone. Working in a 
method that shifts “one foot in and one foot out” creates 
the important dissociative reality in the therapist’s room, 
which may indeed facilitate better communication with 
the patient’s symptoms, thereby promoting recovery.

 imPlementAtion of dissociAtive 
elements in therAPy
A question arises: How can we implement so called “soft” 
dissociative elements to the dissociative being of the 
patient in order to create a dissociative reality space? We 
maintain that these elements may include fantasy and 
visualization, creative enhancement of body language, 
empty-chair work, graded experiments, psychodrama 
and enactment. Here the patient assumes responsibility 
and accountability for his or her own symptoms while 
acting them out. The resulting situation is taking account-
ability and owning up to the symptoms while at the 
same time detaching oneself from the symptom; that 

is, movement between “being” and “watching.” Thus, 
in the dissociative-reality approach, the patient is inside 
(the dramatic act) and yet outside (not really with the 
symptom itself). Using these interventions promotes 
dissociation by inviting the patient to look at an event 
from the outside (e.g., like from a train or on a screen). 
The therapist emphasizes that “one’s foot is in, and at 
the same time one’s foot is out.” This involves adopting 
paradoxical principles, contrasts and opposites. As seen 
in these examples, the idea of dissociative reality in the 
therapy encounter can be implemented differently in 
diverse treatment methods. Although all the above may 
be found to some degree in treatment approaches such 
as EMDR, Gestalt and art therapy, somatic-experience 
it is important to point out that the common core ele-
ment of dissociative reality implicitly exists in all these 
approaches. We feel that it is important to make it more 
explicit. Therefore by introducing the dissociative-reality 
terminology, the therapist facilitates the patient to move 
away from being a prisoner, to freely master and create the 
dissociative space necessary for change. This mastering 
allows the patient to move from a pathological uncon-
trollable framework to a more positive and controllable 
space. This may extend the patients understanding and 
experience, beyond specific techniques. 

discussion
In this paper, we have underscored the centrality of the 
dissociative elements in posttraumatic patients and in 
their treatment. The dialectic of intrusive memories 
and lost memories, of revelation and concealment, is an 
essential part of understanding and defining post-trauma. 
This dialectic also expresses intrusions and detachments 
that are part of the traumatic experience. Herman (12) 
noted that both trauma victims and those who witness 
their testimony (including therapists) are subject to this 
dialectic of trauma. Human capacity for grasping horrors 
and everyday traumatic events is apparently limited, as it 
is nearly impossible to internally retain all the elements 
and integrate them. An even greater difficulty lies in 
finding the right words for describing the experience 
in full. Once a new piece of memory surfaces, another 
disengages and vanishes. In Winnicott’s (17) terms the 
traumatized person has lost his or her “potential space,” 
which enables the capacity for creation and play-acting 
between in and out, where one’s “true self ” is revealed. 
The threat leads the traumatized person toward polarity; 
for example, games either become accurate re-enactments 
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of the traumatic external reality or else constitute a sur-
real, prolonged escape. Furthermore, many researchers 
studying trauma describe the collapse or the “freezing” 
of said potential space. The “traumatic self ” is a collapsed 
self, whose trauma and experience of death render his 
or her being troubled, bruised and changed.

Use of the paradoxical dissociative-reality approach 
enables the dyadic patient-therapist relationship to move 
into the space that has collapsed, to move in and out of 
different realities, both while taking part and while merely 
watching. In this space, individuals can come out of their 
frozen state and play, and thus re-create themselves. They 
are therefore able to gather the posttraumatic collapsed self 
and the pre-trauma self, thereby creating a “cumulative self.”

Part of the treatment of trauma is to return to the 
patient the ability to move between the various parts of 
the event, which enables processing the trauma on differ-
ent levels. We wish to stress that in our view, a beneficial 
treatment for the patient does not lead to a conscious 
integrative product, but rather to the processing of the 
traumatic event at different parallel realms of the self. 
We may not always know what worked, but the result 
would be a return to mental equilibrium. Based on this 
realization, we suggest that in such cases when reality 
is unfathomable, when reality is speechless, room must 
be allowed for our patients to express themselves in 
additional realities rather than allowing for the principle 
of reality to rule supreme. For this and other reasons, it 
is our impression that more and more trauma therapies 
arise from play-acting and the arts. 

Two main principles can be drawn from this paper: 
one, intentional entry into the experience of death, the exit 
from which is essential for recovery; and two, dissociative 
experiencing that enables the first principle and promotes 
it. Dissociative being consists of mixing tenses, past and 
present, physical reactions, varying affect according to 
the narrative, varying tone, etc. All these underscore the 
unique reality in which patients find themselves – and 
where the treatment/patient-therapist interaction takes 
place – dissociative reality. 

One of our further goals is to return and re-empha-
size for therapists treating post-trauma, the concept of 
dissociation. This is to enable them to reconsider and 
rediscover it as being a useful and viable term rather 
than looking at it only with its pathological context. 
Dissociation may raise intense overwhelming feelings in 
the counter transference relationship where the therapist 
may feel emotionally overwhelmed. This can lead the 
therapist to subsequently disengage emotionally from 

the patient. We maintain that some therapists facing this 
often intolerable emotional state and compensating for it 
may find themselves relying rigidly on only one particular 
treatment technique, thereby losing their potential space 
to move about flexibly. The concept of dissociative reality 
constitutes a common ground that may allow therapists 
to go beyond using one approach or another. It should be 
emphasized that dissociative reality is not merely a therapy 
protocol. Such a protocol would, in fact, contradict the 
idea that we are advancing here, the idea of dialectic 
flexibility as embodied in the problem itself. Dissociative 
reality can be viewed as a “play toy,” a space for play and 
creative psychotherapeutic intervention. 

However, there is a reservation in using this approach 
indiscriminately since it is vital to remember that, as in 
any psychotherapy, assessing the PTSD patient’s strengths 
and personality is paramount. Some posttraumatic patients 
may, in fact, be particularly vulnerable to acute dissociative 
states, or prone to psychotic states. It would be unwise to 
initiate dissociative games concerning the painful events 
for these patients. Therefore, as cautioned in various thera-
peutic techniques, this therapy is not recommended for 
patients with an existing degree of dissociation of the 
personality or psychosis. Furthermore, it should not be 
applied in the acute stage of trauma where related symp-
toms support spontaneous recovery. It should be applied 
for the more persist chronic states.

In short “dissociative reality” allows the patient, in a 
safe secure and trustworthy setting, to express, recall, 
re-enact and then integrate traumatic experiences with 
the help of the therapist. It allows for fantasy, expression 
and a space to play enabling the flow of anxiety to take 
place, and yet it is grounded in reality. It involves different 
steps in a dance-in and out movements which challenges 
the patient’s traumatic subjective experiences, allowing 
for space on the dance-floor, for dynamic movement 
and change.

In conclusion, we propose that all therapists consider 
this approach in supplementing their treatment “toolkit” for 
patients with PTSD, irrespective of their declared therapeu-
tic position. We believe that this will enable a more flexible 
space and movement in the patient-therapist encounter. 
This paper began with a quotation from Greek mythology 
concerning the story of Medusa, the female monster with 
a petrifying gaze. In this myth, anyone who looked directly 
into Medusa’s eyes was turned immediately into stone. This 
is also the case with trauma. In myth, Perseus was tasked 
with killing Medusa. He succeeded by not looking at her 
directly but rather at her reflection in his shield, and thus 
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he was able to cut her head off. We believe this expresses 
the concept of dissociative reality: looking at the terrible 
trauma but differently, neither here nor there.
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