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Abstract
Personality structural dissociation (PSD) describes how traumatisation can structurally alter innate psychobiological 
system organisation and give rise to dissociative parts of one’s personality. Acute, complex and severe trauma-related 
psychopathologies are described and, the presentations are heterogeneous. Eye movement desensitisation and repro-
cessing (EMDR) targets traumatic memories through alternating bilateral stimulation and integrates them within adaptive 
memory networks. Internal family systems (IFS) is a systemic ego-state modality that can promote positive cognitive 
interweaves and facilitate trauma processing through attunement, visualisation and self-compassion. Integration of IFS 
with EMDR (IFS-EMDR) may be more suitable for resourced and titrated trauma-processing with complex and severe PSD. 
This paper seeks to explore the manifestation of innate psychic multiplicity within trauma-related psychopathologies 
as described by PSD. The effectiveness of IFS-EMDR is also proposed as a potential treatment approach. We outline a 
theoretical framework for the co-existence of dissociative and IFS parts and describe how prominent symptomatology 
can be addressed through a phase-oriented protocol, comprising stabilisation, trauma processing and reintegration. 
Insights offered in this paper can help psychotherapists support individuals living with PSD to navigate paced trauma-
processing and subsequent personality integration.

Keywords  Psychological trauma · Theory of structural dissociation of the personality · EMDR · IFS · Phase-oriented 
treatment · Trauma-processing phase

1  Introduction

1.1 � Conceptualisation of acute, complex and severe trauma

Post-traumatic symptomatology has been posited to result from a fundamental division within the personality structure 
[1]. This comprises the dynamic organisation of evolutionary-prepared psychobiological operating systems [2–4], also 
termed action or motivational systems [5]. Action systems are thought to characterise cognitive, affective and behavioural 
actions, and survival in the face of threat [6]. The Theory of Structural Dissociation of the Personality (TSDP) [1] suggests 
that traumatic experiences induce structural alterations to action systems’ organisation and give rise to structurally 
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dissociative parts of the personality, that possess first-person perspective and their own sense of self [7]. Typically the 
greater the intensity and length of the traumatisation, the greater the complexity and autonomy of dissociative parts. 
Psychobiological evidence supporting TSDP has emerged surrounding distinct personality states, i.e., dissociative parts, 
within dissociative identity disorder (DID) [8–16].

Action systems influence the protective agenda of dissociative parts [3], and can be divided into two broad categories; 
(i) systems dedicated to survival of the species and daily life functioning through caretaking, attachment, reproduction, 
sociability, play and exploration, and (ii) a mammalian defensive action system composed of multiple subsystems, focused 
on survival in the face of threat [1]. Two prototypical parts of the personality have been coined, the apparently normal 
part (ANP) and the emotional part (EP), which are understood to comprise daily life functioning and mammalian defence, 
respectively [1]. ANP functions to maintain a resemblance of normalcy whilst significantly detached and avoidant of EP, 
with a degree of amnesia of the trauma. EP comprises traumatic memories and cognitions alongside associated affect 
and behaviours, and is re-experiencing the trauma in a state of hypermnesia.

TSDP proposes a dimensional construct with three prototypical degrees of personality structural dissociation (PSD) 
[1, 17–20]. Primary PSD comprises acute trauma, giving rise to a single ANP and EP, associated with post-traumatic stress 
disorder (PTSD). Prolonged traumatic experiences are conceptualised as secondary PSD and comprise a single ANP, 
with division among defensive responses held within at least two EPs. Complex PTSD (CPTSD) [21, 22], trauma-related 
personality disorder (PD) such as borderline (BPD) [23, 24] and dissociative disorder not otherwise specified (DDNOS) 
[19] are forms of secondary PSD. Tertiary PSD is limited to DID [1]; severe early traumatisation may prevent the integra-
tion of daily life action systems leading to the emergence of ANP alongside EP division [18, 20], with significant amnesia 
between dissociative parts [1].

1.2 � Eye movement desensitisation and reprocessing therapy

Eye movement desensitisation and reprocessing (EMDR) therapy accesses traumatic memories through alternating 
bilateral stimulation (BLS) for neural integration via the information processing system [25–29]. The adaptive informa-
tion processing (AIP) model proposes that the brain innately processes incoming sensory perceptions to complete 
integration within associated memory networks [30]. Particularly distressing experiences overwhelm innate processing 
capacity and become encoded within an isolated neural network in a raw, state-specific, and excitatory form. Maladap-
tively stored information is highly susceptible to external stimuli and associations with current perceptions; resultant 
disruptive cognitive, affective and behavioural responses may lead to psychopathology. The EMDR protocol stimulates 
transmutation of target memory traits as novel associations form and the target is integrated within adaptive memory 
networks; resolution of psychopathological symptoms is proposed to occur following integration. Studies have been 
conducted to understand the healing neurophysiological effects of EMDR [28, 29, 31–35], however further research is 
required to understand the underlying mechanisms.

Although EMDR is an evidence-based treatment for PTSD [36–41], the therapy is not currently empirically supported 
for complex and severe trauma-related psychopathology. Treatment of CPTSD [42–47] and BPD [48–55] have been 
explored, however further validation is needed.

Complex and severe trauma require phase-oriented treatment, which should be titrated and multi-modal [19, 42, 
56–59]. Division among mammalian defence presents greater intrapsychic disruptions and difficulties with self-regulation, 
suggesting the standard EMDR procedure is likely unsuitable [2, 60, 61]. Thorough preparation and stabilisation must 
precede processing of traumatic memories, including extended resourcing, an understanding of maladaptive cognitions, 
exploration of the intrapsychic relationships between dissociative parts and the dissociative phobias maintaining PSD 
[2, 60]. Utilising resource development and installation (RDI) [42, 62] alongside relational adaptations may well be more 
suited to secondary and tertiary PSD. RDI has been incorporated within attachment-focused EMDR [63], as well as more 
experimental approaches integrating Gestalt and ego state therapy [64], and TSDP [65] with EMDR.

1.3 � Internal family systems therapy

Integrating the systemic ego-state modality Internal Family Systems (IFS) with EMDR may be particularly useful for indi-
viduals living with secondary or tertiary PSD [66, 67]. IFS embraces psychic multiplicity as an innate, fundamental and 
non-pathologic characteristic of the human psyche [68, 69], inherently differentiating IFS parts from dissociative parts 
which arise following traumatisation. The model emphasises the importance of intrapsychic relationships and dynamics, 
with parts possessing a sense of self and first-person perspective. Overwhelming or traumatic experiences push parts out 
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of their innately functional roles as they become stuck with the affective, cognitive and behavioural actions associated 
with the experience, termed burdens, and enter extreme roles [68]. Two broad types of parts that can become burdened 
and enter extreme roles have been coined: exiles and protectors. Exiles carry the majority of the injury and are pushed 
below consciousness. Proactive protectors manage the environment to prevent the exile’s pain from arising; reactive 
protectors disarm triggers through compulsive, comfort-seeking or ritualistic behaviours. Intrapsychic relationships 
between parts are termed “clusters”, and these often involve protectors with opposing agendas to prevent the exile’s pain 
from overwhelming the internal system. When a part(s) in an extreme role assumes executive control and the client feels 
that the part’s thoughts, beliefs and feelings are their own, this is termed “blending”. Healing can occur through contact 
with “Self-energy”, a different type of part that is stated to exist within everyone [69, 70]. Characterised by mindful aware-
ness, connectedness, curiosity, courage, compassion, wisdom, acceptance and forgiveness, Self-energy is termed the 
agent of healing in IFS. Unblending occurs when parts in extreme roles are able to step back, release executive control 
and allow Self-energy to arise. Facilitated by witnessing from Self-energy, trauma processing through unburdening can 
occur and parts can assume their innate role. Whilst burdened protectors in extreme roles may otherwise be viewed as 
pathological, IFS recognises that parts are in these roles to protect the psyche from unprocessed trauma; psychological 
health is associated with Self-leadership of the internal system [71–74] IFS has been explored within trauma treatments 
[75–78], and incorporation with other therapies, including EMDR, has been discussed [66, 67, 79–83].

1.4 � Internal family systems‑informed eye movement desensitisation and reprocessing therapy 
as a treatment for personality structural dissociation

TSDP states that the processes of synthesis and realisation must occur for PSD resolution and personality integration [1, 2, 
60, 61, 84]. Synthesis describes the binding and differentiation of mental actions and sense of self comprising an experi-
ence. Realisation describes the ability to feel that one has experienced traumatic events, followed by the ability to fully 
be and act in the present moment from the integration of such events in the past. The ability to formulate a stable sense 
of self across a narrative life history characterises realisation [1]. Trauma-related phobias, intertwined with an avoidance 
of synthesis and phobia of realisation, must be overcome through facilitated cooperation and collaboration between 
dissociative parts [2, 60]. Such phobias include attachment and attachment loss, dissociative parts of the personality and 
their repertoire of actions, traumatic memories, intimacy, normal life, and healthy risk taking and change. We propose 
a synthesis of the TSDP and IFS models [1, 68], suggesting that ANP(s) comprise clusters of burdened protectors with 
polarised proactive and reactive protectors, and that EP(s) comprise exiles with a prevailing self-schema.

Clients living with secondary and tertiary PSD are recommended to undergo phase-oriented treatment, comprising 
stabilisation and skill building, processing of traumatic memories and personality rehabilitation [19, 56]. Thorough history 
taking should occur to ensure that the therapist has an understanding of the complexity and degree of PSD [26, 42, 60, 
85]. As the complexity of PSD increases, the phases are less likely to be applied linearly; resources and skills are frequently 
reactivated as recurring themes and challenges arise [1, 42, 60, 61]. Stabilisation and resourcing aim to improve the cli-
ent’s ability to safely manage daily life, develop affect regulation, self-soothing and interpersonal skills [1, 19, 25, 26, 42, 
60, 85–92], reflective functioning [93], orient parts to the present moment [94], improve integrative capacity, internal 
cooperation, and widen the window of tolerance [60]. Gradual synthesis and realisation are recommended to ensure 
sufficient energy and integrative capacity, and to prevent premature traumatic memory exposure, which can result in 
severe deterioration in worst cases [2, 85, 95].

Integration of IFS with EMDR may improve the effectiveness of both treatments and promote an environment where 
ANP(s), EP(s), and IFS parts are affirmed and appreciated by Self-energy [66, 67, 83]. IFS informs EMDR with parts’ agen-
das, supports fluid movement between treatment phases, and navigating blockages that may arise during processing. 
Through experiencing the safety, wisdom and forgiveness of Self-energy, IFS parts begin to build trust and understand 
how an internal system of Self-leadership can allow for them to be valued and authentically express themselves, with-
out needing to carry the burdens of past traumas [66, 69, 83]. Protectors that are avoidant of synthesis and phobic of 
realisation can be communicated with to understand what they are afraid would happen if synthesis and realisation 
occurred, allowing client and therapist to understand their fears surrounding trauma-related phobias [67]. Alternating 
BLS can be utilised to process traumatic memories for integration within adaptive memory networks [26, 67]. Once 
synthesis and realisation have occurred, traumatic memories are integrated into the client’s autobiography, resulting 
in the simultaneous fusion of ANP(s) and EP(s) [61, 84]. Whilst dissociative parts dissolve, the IFS parts of protectors and 
exiles release their burdens and enter into functional roles such as advocacy, mentorship and self-soothing, as they are 
no longer polarised with other parts or engaged in destructive or harmful actions [69].
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2 � Main body

2.1 � Treating primary structural dissociation with IFS‑EMDR

PTSD is the most prevalent psychiatric diagnosis constituting primary PSD [1], and the core symptomatology of avoid-
ance, re-experiencing and a sense of threat can be conceptualised through the lenses of TSDP and IFS (Fig. 1) [1, 68, 96]. 
ANP’s phobia of EP primarily presents as avoidance of traumatic memories and associated people, places and cognitions; 
behavioural actions such as substance abuse and self-harm may be utilised to dampen emotional pain and intrusive 
symptomatology. Extreme protector polarisation (Fig. 1) and subsequent complex avoidance strategies can manifest 
as comorbid psychiatric conditions such as substance misuse [97, 98], eating disorders [99, 100], and depression [101]. 
Self-criticism, numbing and shame may be utilised within protector polarisations to detach from emotional and physical 
feelings and awareness [1, 69, 102]. Intrusive symptomatology highlights the imperfect nature of PSD, as EP’s actions 
intrude on the ANP as fragments in the form of flashbacks and nightmares.

The standard EMDR protocol may be suitable for some clients living with PTSD depending on the number of exiles 
within the EP and the subsequent repertoire of actions [61], as well as the level of protector polarisation within the ANP 
[69]. History taking should produce an understanding of the dynamic relationship between dissociative parts, promi-
nent protector polarisation(s) causing distress and dysfunction in the client’s life, and recurring negative cognitions as 
potential targets for EMDR processing [66, 83]. RDI can be supported by the client’s Self-energy [67] and alternating BLS 
[103] to integrate adaptive internal resources [42, 62]. Protectors and exiles are provided with tools to support basic 
energy management, self-regulation, distress tolerance, somatic awareness, object constancy, experienced safety and 
proactive coping [60], with the objective of promoting the client’s ability to cope between sessions, tolerate distressing 
affect and cognitions and safely navigate daily life [60, 66]. Specific resourcing procedures such as safe place installation 
[62, 85] and time orientation [60, 94] can be used to create a supportive internal space for dissociative and IFS parts, 
and to navigate parts toward the present moment, respectively. IFS terminology creates a supportive environment for 
protectors and exiles to arise, share aspects of their story, and enables a connection to be built with the therapist’s Self-
energy [69]. Cultivation of the client’s Self-energy supports gradual acceptance and acknowledgement that ANP and EP 
are part of the same personality, and that each part is responsible for the other [60].

Utilising parts work through the IFS model aims to cultivate a compassionate and accepting core sense of self to 
facilitate trauma processing [68]. Depending on the client’s presentation and difficulties, psychotherapy can focus on a 
target protector polarisation and/or a target protector part, prior to working with exiles and processing their burdens. 
The therapist can communicate with the client’s internal system and build trust from a place of Self-energy; as parts arise, 
they are welcomed and provided with space to share their needs and experiences. Client’s negative feelings towards the 
target can be attributed to concerned parts, who are welcomed and provided space to share their feelings. The therapist 
validates their concerns, whilst gently asking if they would be willing to step back and make space for the target part. 
Emergence of curiosity following unblending suggests that Self-energy is present in the client; as the client’s mass of 
Self-energy increases, they are able to hold, hear and see burdened parts, allowing them to tell their stories and slowly 
begin the unburdening process. Internal resource states can be utilised for positive cognitive interweaves during resist-
ance or blockages surrounding parts work [66]. As protectors build trust and a sense of safety, the therapist can ask 
what they would be afraid would happen if they did not have their role, gently encouraging the part to face one of the 
dissociative phobias maintaining polarisation and PSD [60, 69]. Using short sets of BLS, exiles and polarised protectors 
can be supported with differentiating the past and the present moment, understanding that the danger is over and that 
they are safe [60].

Ensuring that the client’s internal system is supported and ready for engaging with EMDR processing can be facilitated 
by IFS [66, 67, 83]. Once trust has been built, protector parts are likely to give permission to access and work with exiles; 
gaining protector’s permission prior to processing exiles’ burdens is essential and not doing so may lead to blockages 
or reactive actions from protectors [66, 70, 104]. If the client is particularly blended and little Self-energy is present, the 
therapist can communicate with the internal system from their own Self-energy [69, 70]. Once the target memory and 
associated central negative cognition have been determined, permission to process the target received and protectors 
have stepped aside, alternating BLS is utilised to transmute the memory and exile’s burden [25, 67]. Subjective units of 
distress (SUDs) can be used prior to and during processing to determine how much unburdening occurred and how 
much remains to be processed; IFS-informed resourcing can be utilised throughout for the client to navigate a core self, 
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Fig. 1   a Synthesis of TSDP and IFS parts in primary structural dissociation. In this example, the cluster of parts comprises polarised binge 
drinking and critical protectors alongside a rigid protector within ANP. The corresponding exile feels useless, stupid, humiliated and incom-
petent, and is stuck re-experiencing the trauma. b A cluster of IFS parts within primary structural dissociation. Protectors within this cluster 
assumed their burdens to protect the client from the ‘useless’ exile’s burden and associated memories, affect, beliefs, cognitions and sensory 
information. As the critical protector attempts to ostracise the binge drinking protector, when the rigid protector is next overridden, each 
protector will escalate in their efforts of reactive alcohol misuse and self-criticism. Comorbidities are frequently seen in clients living with 
primary structural dissociation, and this example demonstrates the underpinning motivations behind a complex avoidance strategy such as 
substance misuse. Therapeutic work with this cluster of IFS parts can support a reduction in substance misuse
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promote resilience, reaffirm and stabilise the internal system. Furthermore, parts have the option to return to an internal 
safe place prior to finishing the session [67].

Integration of parts work and information from EMDR processing can be navigated and resourced using IFS [67]. 
Residual somatic sensations may be associated with parts who are provided space to share their thoughts and feelings, 
and direct further processing. Reevaluating the trauma processing, associated affect and cognitions, as well as checking 
in with parts, particularly those involved in prominent polarisations, allows them to share any final concerns.

2.2 � Treating secondary and tertiary structural dissociation with IFS‑EMDR

Secondary PSD is associated with prolonged traumatic experiences typically in childhood, where the individual feels 
unable to escape [1, 21, 105]. Tertiary PSD is associated with severe and chronic early traumatisation and limited to DID 
[1, 8, 106–115]. Parental maltreatment can disrupt early dyadic attachment and subsequent affect regulation [116, 117]. 
As the caregiver becomes associated with danger, innate attachment needs become conjoined with fear and defensive 
responses [118–120]. To ensure that attachment needs are met, the child may assume that they are to blame for their 
maltreatment and view themselves as defective [121]; a central shame-based cognition likely forms to enable this self-
destructive defence to persist [122]. In the developing child, personality structure is relatively unintegrated and action 
system functioning is highly state dependent [123–125]. Secure attachment may be instrumental in the formation of 
a cohesive personality structure, and proper developmental action system integration can become compromised by 
childhood traumatisation [1, 108].

CPTSD and BPD are clinically prevalent presentations of secondary PSD [1]. In addition to the core PTSD symptomatol-
ogy, CPTSD is characterised by disruptions in self-concept, including beliefs oneself is diminished, affect dysregulation 
and difficulties maintaining relationships [21, 104, 126, 127]. BPD symptomatology comprises disrupted sense of self, 
affect dysregulation, impulsivity, difficulties tolerating aloneness, unstable interpersonal relationships and transient 
psychotic symptoms [90, 91, 128–131]. BPD has been suggested to arise from dynamic genetic and environmental risk 
factors [132–139], particularly traumatic developmental experiences. Early attachment disturbances have been sug-
gested as a major causal factor for BPD development [117, 140, 141]. DID diagnostic criteria include disrupted identity 
and discontinuity in sense of self, alongside related alterations in consciousness, memory, cognition, affect, behaviour 
and perception. Inability to recall everyday experiences, personal information and traumatic experiences, and symptoms 
cause significant distress or functional impairment [96].

Heterogeneity exists within presentations as secondary PSD can comprise two to many EPs [1, 2, 60]. EPs therefore 
vary in autonomy, characteristics, identity, and ability to assume executive control; as some EPs likely developed in child-
hood, they may possess greater autonomy and ability to dominate behaviour and consciousness than with primary PSD. 
ANP’s difficulties with affect and arousal state regulation may be heightened with the presence of multiple EPs. Avoid-
ance strategies likely comprise a greater level of protector polarisation, complexity and autonomy; such complexity may 
present comorbid psychopathologies as observed with BPD, which is often comorbid with mood disorders [142], eating 
disorders (EDs) [143], and substance misuse [144] (Fig. 2).

Tertiary PSD comprises at least two ANPs as well as multiple EPs (Fig. 3) [1]. Both ANP and EP division likely occur to 
manage chronically traumatising experiences within the child’s daily life [18, 20]. As daily life action systems and needs 
divide among ANPs, the need to engage with these activities will activate the ANP to assume executive control [1]. A 
profound level of amnesia exists within ANPs and EPs; some EPs may be more autonomous, assume features of action 
systems other than defence and have a rich identity. Dissociative parts comprise varying degrees of autonomy and 
repertoire of actions, with many parts able to assume executive control where other parts are amnesic or have some 
depersonalised awareness. Various dissociative parts have been described within DID literature, including a host which 
describes the ANP in executive control the majority of the time, children, caretakers, and persecutors [1, 109, 145, 146]. 
Child parts likely possess greater autonomy and ability to dominate consciousness than secondary PSD and are often 
fixated on the traumatisation [147]; however, some child parts may be ANPs, mediated by play, attachment or explora-
tion, fixated in early development of these action systems [1]. Some EPs mediated by the fight defensive subsystem can 
present as the original perpetrator and cause distress through engaging in self-destructive actions whilst intruding on 
ANP to assume executive control.

Secondary and tertiary PSD require treatment informed by TSDP [2, 60, 61, 66]. Therapists should understand that EPs 
contain experiences that were too dangerous for the client to witness and share with the external world; there may well 
be more dissociative parts present in the system than either the client or therapist are aware of, therefore the therapist 
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Fig. 2   a Synthesis of TSDP and IFS parts in secondary structural dissociation. In this example, the cluster of parts within ANP comprises 
a restrictive protector, polarised binge eating and critical protectors, and polarised purge and shame protectors. The corresponding exile 
experiences overwhelming distress, feels worthless, ugly and unwanted, and is stuck re-experiencing the trauma. b A cluster of IFS parts 
within secondary structural dissociation. Protectors within this cluster have assumed their burdens in order to protect the client from the 
‘worthless’ exile’s burden and associated memories, affect, beliefs, cognitions and sensory information. As the critical and shame protectors 
attempt to ostracise the binge eating and purge protectors, when the proactive protectors are next overridden, each reactive protector will 
escalate in their efforts. This example demonstrates how a complex avoidance strategy comprising shame, self-criticism and disordered eat-
ing can persist within secondary structural dissociation. Therapeutic work with this cluster of IFS parts can support a reduction in disordered 
eating behaviours and related self-conscious affect
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should work sensitively surrounding this. Alongside RDI, extended stabilisation and skill building create an environ-
ment where protectors and exiles can utilise safe space or container imagery to prevent flooding, and gain a sense of 
control and choice early in the therapeutic process [42, 148]. This phase provides an opportunity to develop the skills to 
proactively manage stressors through affect regulation, distress tolerance, self-soothing, as well as basic self-care includ-
ing adequate rest, nutrition, relational boundaries and reflective functioning, with the overall aim of improving daily 
functioning [19, 42, 60, 88–90]. Psychoeducation surrounding EMDR processing and IFS unburdening allows client and 
therapist to determine the order in which clusters of traumatic memories will be targeted and processed [26, 61, 149, 150].

For clients living with complex dissociative parts and dissociative amnesia, techniques involving parts meeting inter-
nally may be useful [60]. The therapist can support recognition, communication and cooperation between dissociative 
parts, as well as understanding and acceptance that ANP(s) and EPs are part of the same personality, facilitated by the 
therapist’s Self-energy [1, 60, 151]. Hypnosis and the Dissociative Table Technique [95, 152, 153] have been suggested 
to by-pass dissociative barriers and integrate adaptive resource states. Furthermore, an internal meeting place can be 
utilised to incorporate time orientation and self-compassion [60, 93, 95, 154–156]. Clients living with DID often struggle 
to access Self-energy, therefore it is important for the therapist to maintain Self-energy, which can subsequently activate 
Self-energy within the client [66].

Paced trauma processing follows stabilisation and requires the client to be within their window of tolerance, and pos-
sess sufficient energy and integrative capacity [61, 91, 157]. This can be achieved through working with one cluster of IFS 
parts at a time [66]. The therapist’s Self-energy can hold space for other parts that arise and seek healing, allow them to 
release their thoughts and concerns and provide them with resources whilst the target parts are engaging with process-
ing. Paced EMDR processing can use slower and shorter sets of BLS [26, 94], with talking and/or RDI between sets [61]. 
The client and their parts gain more energy from releasing a factor of their burden, and they gain confidence that they 
can manage the process. Clients can face dissociative phobias by asking protectors what they fear would occur if they 
left their extreme role, understanding that this belief may belong in the past and can be placed in an internal container 
[66]. If the client struggles to access their Self-energy, the therapist’s Self-energy can provide support [60, 67, 148, 158]. 
Insufficient stabilisation and skill development, or traumatic memory exposure beyond the client’s window of tolerance 
can detriment daily life functioning and exacerbate psychopathological symptoms [61]. Furthermore, young parts may 
need to remain in an inner safe place whilst other parts are undergoing processing [2].

Disrupted self-concept may be explored and transmuted by IFS-EMDR [76, 79, 122, 159, 160]. Shame has been pro-
posed to mediate CPTSD symptomatology [161, 162], and regulation of self-conscious emotions including guilt, shame, 
embarrassment and humiliation are disrupted in BPD [163, 164]. The mindful attention, acceptance and compassion of 
Self-energy parallels principles of Dialectical Behaviour Therapy (DBT), an evidence-based BPD treatment [79, 90, 165]. 
Furthermore, self-compassion [43, 166, 167], mindfulness and self-acceptance [168], may be effective at targeting and 
reducing shame. A case study exploring the regulation of shame described how complex protector polarisation was 
navigated through the cultivation of Self-energy [76]. Internal shaming depicted early caretakers’ shaming, and controlled 
parts’ behaviours that may activate early shame, confess the abuse and result in life-threatening internal events; shame 
was both a core difficulty and protective strategy. Compassion from the client’s Self-energy allowed the shaming part 

Fig. 3   Synthesis of TSDP and IFS parts in tertiary structural dissociation. Each ANP comprises clusters of burdened and polarised protectors, 
and each EP comprises exiles with a prevailing self-schema. Clusters of parts consist of burdened and polarised protectors within ANP, and 
corresponding exile(s) within EP. Therapeutic work with clusters of IFS parts can facilitate insights into the motivations of complex avoid-
ance strategies, and support the reduction of strategies that are impacting daily life functioning
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to relax as Self-energy witnessed the cumulative threat and their attempted problem solving; hearing the protective 
strategies and roots of the client’s symptomatology from Self-energy enabled a cascade of internal change to occur. 
Finally, the sense of identity, somatic sensations, sensory information, and negative cognitions prevailing around and 
sustaining shame may be effectively targeted and transmuted by EMDR [122, 160].

Insecure and conflicting attachment patterns, suggested as differing EP attachments intruding on ANP [1, 118, 119, 
169], may be navigated by the attuned nature of IFS-EMDR [66, 67]. Highly frightened, mistrusting and needy child EPs 
may well present care-seeking behaviours and intense abandonment fears, as observed with interpersonal idealisation 
and devaluation in BPD [1, 147]. Parts driving these attachment patterns, as well as polarised judgemental or concerned 
protectors, can be validated by witnessing from Self-energy [66, 67, 69, 148, 158]. EPs involved in abusive, violating or 
self-destructive actions, including imitating the original perpetrator, are often feared and rejected by other parts [1, 60, 
151, 170]. Exploration and psychoeducation surrounding the EP’s original protective and survival function, including 
acknowledging that this defence was created under abusive circumstances, is essential in order to differentiate between 
these parts and the external perpetrator [1, 60, 156]. Time orientation, as well as parts meeting internally [152, 153], 
can support cultivation of acceptance, compassion and forgiveness facilitated by Self-energy, to support such EPs and 
concerned protectors in paced unburdening and EMDR processing [94]. As these memories are transmuted and SUDs 
decrease, the drive to engage in such actions decreases. The therapist can support ANP(s) in negotiating alternative and 
more constructive solutions with the EP [60, 170], including support through RDI and skills building [19, 42, 60, 88–92].

3 � Discussion

3.1 � Future research

Our proposed theoretical framework suggests an intervention for clients living with acute, complex and severe trauma-
related psychopathology including chronic comorbidities. Clients living with multiple psychiatric diagnoses, such as 
chronic EDs alongside PSD, often struggle to find appropriate treatment [171]. Further, many recommended treatments 
do not incorporate trauma processing with stabilisation; therefore, clients may need to seek multiple interventions if 
they wish to proceed with trauma processing.

As TSDP is a widely known model for understanding trauma-related psychopathology, treatment approaches are often 
tailored towards the model. In Figs. 1 and 2 we demonstrate how complex avoidance strategies present as clusters of 
polarised IFS parts. Through working directly with these parts, IFS may provide a gentler approach to addressing complex 
avoidance strategies that present as comorbid psychiatric diagnoses such as EDs or addiction. Whilst TSDP-informed 
approaches can be implemented gently to ensure client safety and progression at their desired pace, working only with 
dissociative parts may not always access the subtleties of protective parts’ motivations and the dynamics of the polarisa-
tion. Addressing complex protector polarisations underpinning comorbid psychopathology may be well suited to an IFS 
based approach, prior to working with enduring structural dissociation and dissociative parts. However, further research 
is needed to understand the efficacy of both TSDP based approaches and IFS in treating trauma-related psychopathology.

Validation of IFS-EMDR for each degree of PSD is needed through systematic, randomised and follow-up research. 
Treatment efficacy, challenges, and clients’ experiences of the intervention should be determined. Treating comorbidi-
ties alongside PSD requires separate consideration to determine the efficacy, challenges, and to understand whether 
treatment time-frame alterations are needed.

3.2 � Limitations

Clients living in chaotic or abusive situations may be unsuitable for IFS-EMDR as an initial intervention. A stabilisation or 
skill building intervention such as DBT [90] may be more suitable to ensure client safety, widen the window of tolerance, 
develop proactive and reactive coping strategies, as well as self-regulation and interpersonal skills.

TSDP-informed practice is not a requirement for clinicians practicing IFS or EMDR with clients living with PSD. Fur-
thermore, empirical evidence supporting IFS for all degrees of PSD, and EMDR for secondary and tertiary PSD, is lack-
ing. Although our proposal describes why this psychotherapeutic integration may be effective, systematic research is 
essential for the validation and development of IFS-EMDR for PSD treatment. Clinicians would be required to undertake 
further training for the intervention; however this would likely benefit how clinicians work with clients living with PSD, 
regardless of whether IFS-EMDR is utilised.
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Finally, TSDP and IFS both utilise the language of parts, however the distinct differences between such parts are not 
widely understood. Difficulties arise from this overlapping terminology, and challenges arise in clinical practice when 
IFS clinicians are not TSDP-informed; they may be unaware of the intricacies of dissociative parts and sensitivity needed 
when working with these parts. Further, the presentations of IFS and dissociative parts may overlap in clinical practice, 
providing confusion for clinicians with the current lack of awareness surrounding their distinct differences. Some clients 
may initially better suit working with IFS parts, particularly those living with complex comorbidities; awareness of the 
needs of dissociative and IFS parts is essential when working with PSD to understand and treat the complexity of the 
experience. Our proposed theoretical framework describes how both TSDP and IFS parts co-exist within clients at each 
degree of PSD, and training surrounding this would reduce confusion.

4 � Conclusion

Personality structural dissociation provides a prototype for the heterogenous presentations that exist within acute, 
complex and severe posttraumatic psychopathology [1]. We suggest that IFS-EMDR may be an intervention that can 
benefit clients regardless of heterogeneity or comorbidities. The intervention can be phase-oriented and titrated, to 
ensure that clients possess sufficient energy and integrative capacity, and remain within their window of tolerance. 
Whilst empirical evidence supporting IFS-EMDR is lacking, our framework describes how this intervention can address 
prominent symptomatology and dissociative phobias underpinning PSD.
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