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Preface


I understand that it is difficult for a lot of us to reach out for support and I also understand why psychotherapy can seem extremely uncomfortable for some. I understand these things because I have felt them in my own personal therapy. This book is a reminder that it’s OK to be human; it’s normal to feel uncomfortable about psychotherapy, and being vulnerable is something most of us don’t innately know how to do. What I mean by this is that although vulnerability for many is synonymous with weakness it is an essential element to living wholeheartedly. I believe that in our lives we can’t truly form a relationship with at least some degree of vulnerability; we have to open up at some point or another. Being vulnerable and taking steps to trust someone is something that comes with time. Therefore, being vulnerable means to show ourselves to others completely and utterly without holding back for fear of rejection or judgement.


Through the case studies in this book you will encounter various examples of psychological defences. You will come to understand the process of a client in psychotherapy who carries with them a brace of negative symptoms and a spectrum of psychological mechanisms by which he or she keeps a distance from others for fear of getting ‘hurt’. You will come to understand also how a therapist provides a compassionate and corrective experience to their clients by helping them to remove some of these defensive burdens. Through the case studies we will review the theoretical underpinnings and steps that are taken by therapists to reach through to the person beneath these resistances. My therapeutic framework is integrative with a specific emphasis on psychodynamic therapy. Through this mechanism we will look at novel processes such as monitoring unconscious signals and the handling of psychological defences.


The beginning of my personal therapy started when I entered my postgraduate programme in psychodynamic counselling at Oxford University. I remember my course director dropping the bomb that all students were required to undertake personal therapy during the programme in order to graduate. I had not been required to see a therapist in my previous training and I was immediately uncomfortable. Even as a therapist-in-training, I was reluctant to sit down with a total stranger and open up about issues I suspected were there but had no desire to face. I understood later on during my psychodynamic training that resistance is an integral part of this journey. Resistance is what we all do to protect ourselves from an awareness of that which we fear will overwhelm us. It does not happen consciously. Resistance works like friction—in the exact opposite direction that you want to go. And because it is the product of our defences, which are at the core of our personalities, it is very difficult to break through. We resist most the material we most need to address.


When, at the age of seventeen, I declared to my parents, “I want to go and study in [communist] Romania,” it was the beginning of my becoming conscious of my decision to study psychology. That and a book called Breakdown written by Stuart Sutherland, who later became my supervisor at Sussex University as an undergraduate in experimental psychology. At the time, I saw going to Romania as a challenge and an adventure. My parents finally agreed to let me travel and study there. So after an intense six months of learning Romanian I applied to enter the medical school in Transylvania, the University of Cluj. However, after three years in a communist country with one of the hardest and most corrupt regimes, I decided enough was enough and left for the UK. It was during those years of intense communist unpredictability and working in the most horrifying psychiatric wards that something stirred in me. This stirring happened after witnessing, in these barbaric conditions, human beings silenced and humiliated. I observed personalities being dissolved. It was like working in a slaughterhouse of souls. I witnessed starving and sick children in overcrowded orphanages and experienced first-hand the suffering, desperation, grief and defencelessness displayed in these children’s eyes, long before the fall of communism revealed these things to the outside world.


There were two things I remember most vividly, which I initially resisted exploring in my personal therapy but eventually succumbed to during the therapeutic process. They will stay with me forever: I remember a young, eight-year-old girl escaping from a psychiatric ward in the middle of the winter to try to find her parents. She was suffering from depression and had been institutionalised after her parents had abandoned her in the middle of a field at the age of six. There was a desperate need to find her as she could not survive long in the winter conditions and deep snow. I remember the search party coming back empty-handed. They found her one month later, dead, frozen by the bitter winter.


My second memory was that of the silent cries of so many children in an orphanage I had been placed in as part of my medical training. I remember stepping into a room full of cribs, possibly about thirty of them, each containing a child anywhere from a few months to two years old. As I stepped into the room I was deafened by the silence; the room was perfectly peaceful, calm and still. I remember recounting this traumatic memory in a session and my therapist saying, ‘Crying is the sound of life.’ The child is saying: ‘Someone will come. Someone loves me.’ None of these children were crying or sleeping. Some sat up in their cribs but most lay on their backs staring into space like vacant corpses. It was a moment that would forever be burned into my heart. These children had been crying out for countless hours and eventually stopped when they realised no one was coming for them. This was quite pertinent in my session as the sense of abandonment was something I experienced from a young age when my father had abandoned me, leaving me with my mother and subsequently with a stepfather.


My personal therapy gave me the platform to discover and explore all these lifetime experiences and make sense of my personal traumas. I came from a very angry household. Dysfunctional, to say the least. I’d say that I am such a good listener because of the fear that I carried with me for a long time from that abusive childhood. It took me years to come to terms with that in my own personal therapy. Of course, like so many people, I wouldn’t trust my therapist to do me any good at first. I had always had to look after myself. But I realised through therapy just how abusive my upbringing had been. I was in therapy for two difficult years, and after that I felt ready to move on with my life.


It is important to remember that people resist without being in therapy. Again, it arises out of our defensive style, our personalities. Like any defence, it protects us from something that hurts. In psychodynamic terms, resistance is the client’s attempt to block or repress anxiety-provoking memories and insights from entering conscious awareness.


I had originally trained in a form of therapy named cognitive behavioural therapy. CBT, as it is commonly known, tends to emphasise change via the habit and justification systems, examining actions and beliefs. In contrast psychodynamic therapy tends to emphasise the experiential, relational and defensive systems of adaptation by examining core feelings and subconscious processes. Psychodynamic psychotherapy has its roots in the theories and work of Sigmund Freud and his ideas regarding psychoanalysis. Put simply, psychodynamic psychotherapy stresses the significance of our early childhood experiences and how they continue to affect us during adulthood. In contrast CBT focuses specifically on the problems and difficulties in the present, rather than issues based in the past.


Training initially as an integrative therapist, cognitive behavioural therapist and later as a psychodynamic practitioner at Oxford, was very rewarding. There was a thematic weekend every month covering skills, the body, sexuality, pathology, creative visualisation, childhood and the creative use of pain, crisis and failure. It was about using yourself as a laboratory for growth and development, leading to a deep understanding of what is required for self development and healing. Although a high academic standard was required at Oxford, for me it was the personal commitment and involvement that seemed critical. We could not expect our clients to go anywhere we had not been ourselves. This seems a sound philosophy to me, but I am also aware that it is less of a requirement in many training organisations today or in the previous institutions I trained in.


My childhood experiences of being wounded and my later struggles as an adult have been the primary focus of my own personal therapy. I teach my clients now to forgive themselves (and others), to accept themselves as they are and to embrace their weaknesses as aspects of their uniqueness. However, this valuable wisdom would have not been acquired if I had not undergone therapy myself. I found a counsellor and the experience changed my life, for the better—I learnt how to cope in my life and how to free my real self. I had all the tools within—he taught me that all I needed to do was to find them. And I did. I remain forever grateful for his gentle, patient guidance in that dark, difficult time. I emerged into the sunlight of a new me. Calm and no longer bewildered by life’s ups and downs. It was a magnificent and very enduring journey and one I shall never forget.


The transition to train in psychodynamic therapy from CBT came from my own observations when I found that although CBT focused with the clients on strategies that reduced their problematic symptoms, it did not somehow help them gain a deeper insight into their own identity and relationship patterns. Furthermore, it is hard to believe that a simple toolbox of skills is really going to address the fundamental issues of your existence and help you to get to the root of your deep psychological issues which psychodynamic therapy explores. The ability to distract yourself, tolerate pain, calm yourself down, and so forth, seem at best a good set of tools to have when embarking on the emotional work that is the hallmark of psychodynamic therapy. In this book you will find that both therapies are used interchangeably as my approach is that of an integrative therapist, that is, a combined approach to psychotherapy that brings together different elements of specific therapies.




Disclaimer


All of the stories presented in this book, whilst based on real-life cases of mine, are fictitious. To preserve confidentiality and anonymity, all identifying details have been anonymised and pseudonyms are used. The case studies are a composite of clients dealing with similar psychological issues. Any resemblance to persons living or dead is purely coincidental.



ONE

On being a therapist

We therapists are not heroes. We are not special because of the way we listen to troubled people and try to help. We are healers, for the most part. But we are wounded healers. Goethe wrote that our own suffering prepares us to appreciate the suffering of others and it’s true that my past wounds have facilitated an empathic connection with my clients. But it was Jung, a Swiss psychiatrist who founded analytical psychology, who first referenced the archetype of the wounded healer, drawing from Greek mythology and exploring applications to psychology.

There was a time when I thought that psychotherapy was something anyone and everyone could do, but now after my own personal therapy I know that not everyone can or should be a therapist. It is not enough, in my opinion, to possess the education and credentials to counsel people; you also need to have the heart, patience and personality. These qualities are as important, if not more so, to undertake this work. Even as a child, I was always a very intuitive and empathic person. I was always in touch with my feelings and would spend hours alone just trying to figure out why I felt a certain way.

There is, however, a risk that therapists are assumed to be ‘fixed’ after undertaking personal therapy, and once and for all ‘relieved from all evil’ after such a challenging personal journey. However, this can backfire as not every therapist who has had therapy and can identify with emotional suffering becomes more effective. The characteristic virtue of healing has to be incorporated with other features, like the capacity to control such identifications and be able to process or recycle pleasurable as well as painful life experiences.

What I mean by this is that we can learn from our own experiences and mistakes and also learn from others’ experiences and mistakes. We can then reprocess these experiences in a new and different context that is more helpful and adaptive. We reuse the ‘waste’ and sort it and arrange it in different piles and then we can consider what can be used and where; think of it as emotional recycling. This, I believe, brings up a sense of realisation of multiple truths and perspectives for every situation we encounter within ourselves and others.

Psychotherapy, on the whole, can be very effective. This bears emphasis, because many people are still sceptical that it is an authentic and viable treatment. There is no shortage of empirical evidence demonstrating that psychotherapy helps clients with a wide range of psychological issues, from the relatively simple (fear of flying and spiders) to complex and treatment-resistant conditions such as borderline personality disorder and schizophrenia. It may not help everyone, but neither do a whole host of medicines for physical ailments. The point is, it does help a lot of people.

Clients present a large variety of problems when coming for psychotherapy. Problems may vary from the general, such as feeling depressed, to the specific, solving difficulties with a supervisor at work. Often, clients expect that such problems will be resolved, or at least made manageable. In a sense, psychotherapy may be seen as a form of problem-solving. As such, it is an important task to understand how clients describe their difficulties.

You will note that I also use the terms ‘counsellor’ and ‘counselling’ in the book. These are often used interchangeably with ‘psychotherapist’ and ‘psychotherapy’ and I have followed this convention. There are many similarities between the two disciplines, although psychotherapy usually requires a longer, more in-depth training.

My childhood experiences of being wounded and my later struggles as an adult have been a primary motivator for becoming a therapist—it is often the case. I have learned that although my own wounds may sometimes be activated during a therapy session, they can also potentially be used to promote self-healing within my client. This book is about that healing process. Each case study is not only about the silent voices of my clients’ ghosts but the more intimate texture of vulnerability that both client and therapist bring to the arena of therapy.

Feeling properly heard in therapy can be a first-time experience. Families and relationships all have limits, and of course counselling does too, but counsellors allow clients to choose the pace. There is no rush and confidentiality is the touchstone for being able to really trust another person.

Psychotherapy training involves years of personal therapy, and as therapists we are aware of what it’s like to sit in the chair, so to speak. It’s something clients are usually unaware of, but therapists know how it feels to really open your heart and innermost self—to another human being and know that you are safe with them and that they will be there with you on your journey to becoming whole again.

The way we communicate with clients has also changed in the past twenty years. Technology in a sense has altered the landscape of communication through the use of our personal phones and computers to manage the mental health care of our clients. However, even though all these changes are taking place there is one constant in psychotherapy that remains the same: it is a two-directional ‘flow’ of therapeutic and emotional influence. What I mean by this is that psychotherapy has an initial ‘flow’ of impacting our clients’ emotional and spiritual state of mind and a ‘flow’ of affecting us therapists in our personal and professional life by helping us to understand ourselves from those we help.

* * *

So now, almost twenty-five years on, having looked again at my journal from my training years I see that my reasons for wanting to be a psychotherapist remain unchanged. I have changed, as we all do, but the central and most fundamental reason for my beginning my training was because, once, I needed someone to help me through a time in my life that was very, very difficult. For me there is no other profession that can provide you with a complete sense of fulfilment and a continuous growth of learning and challenge. Being a therapist is truly a lifelong journey which we share with others towards healing.



TWO

Gareth

It has taken me years to work out exactly what mood and message I want my consulting room to convey. When clients enter, they are welcomed into a calming space with atmospheric lighting and a large plant—a weeping fig. I have deliberately avoided any resonances with Freud’s room, with its dark ambience and a couch covered by a rug. The walls in my room are hung with a significant number of non-representative artworks, which suggest abstract concepts rather than anything tangible, which might be distracting, and my two armchairs have some cushions and a wool blanket for comfort and warmth. There is a full wall of windows with natural light pouring through, and fresh air, when weather permits. It’s a place where clients stand on the threshold of something they have been hoping for, perhaps for a long time, where their emotions will finally be understood and their story told. It can be frightening, I know. What if it doesn’t work?, is the fear. The carefully designed, controlled space and my presence are there to reassure them. And yet this room has witnessed many of my clients’ tears and a few of my own, too.

Therapy, in its best sense, is a process that can be viewed as an inherent and intuitive progression that is often trapped beneath layers of conditioning, fear and reactivity. I have a relationship with my clients that is not romantic, of course, nor is it a friendship, though it is potently full of emotional intimacy and trust. I understand the hope and the trust that they place in me and I can often relate to their pain. There are times when I leave this room and feel deeply satisfied with my day’s work. However, there are also times when I can feel tired and burdened by what I’ve heard, when, as the day goes on, I find I’m increasingly incapable of patience or thoughtfulness. Absorbing another’s pain is hard mental labour.

I had experienced one of those days when my less than optimal self was waiting for the last client to arrive. It has been a long day of therapising, all the while being pushed outside my preferred version of myself, the one in which I am truly empathic, as we say in therapy. To achieve this state involves an extreme effort on my part—to listen to the client in such a way that the client feels listened to. Even for a therapist, empathy is sometimes surprisingly difficult to achieve. As human beings, we all have a strong tendency to advise, tell, agree or disagree when someone is telling us their story, and we do this, of course, from our own point of view. As therapists we care for each client, but we don’t have a stake in their life. We are neither inclined to tell clients what they want to hear, nor what they don’t want to hear. But while I’ve always considered myself to be a good listener, it is worrying how often I can fail to truly listen to my clients when I am mentally tired.

On this particular evening I was reminded of an exercise I had done as a therapist in training. In one group, each trainee was given an inflated balloon; the other group were given some peas. The second group, in which I was included, were then asked to throw their peas at the balloons. As we watched the peas bouncing off the balloons I finally understood that if we are not receptive to the ideas and the important stories our clients bring to the session then they will bounce off us like peas off a balloon, and we miss the important moments with our clients. Despite my own frustrations that evening it was imperative that I make myself really listen, so I took a moment to prepare myself for what was coming next. Bolstered by coffee, I was hopeful about what could be achieved before I headed home to face my own domestic life.

As the afternoon gave way to early evening, orange rays peeked through the window. The warm glow of the dying sunlight was mesmerising, a real treasure in a normally wintery London. I looked again at my client’s referral letter. A colleague, a psychiatrist, had sought my advice regarding what he thought was a sudden turn for the worse in an unmarried man called Gareth, a sixty-year-old retired solicitor. My colleague had been treating Gareth for his depression for almost ten years. Gareth had been hospitalised a number of times during that period and there had been a few serious attempts to take his own life. My colleague had persisted through these crises, making himself emotionally available and medicating Gareth appropriately. He informed me that Gareth rarely said anything about his past, but there was a particular event which had happened during a trip to Germany when he was in his mid-thirties that was clearly central to Gareth’s problems.

The story told to me by my colleague was that Gareth had given a ride to a female hitchhiker who had died when his car collided with a truck after its driver had fallen asleep on the motorway. Gareth had always resisted talking about the details of the accident and ever since, for nearly thirty years, had suffered greatly. Now, in the aftermath of Gareth’s latest bout of depression and attempted suicide, he had informed my colleague that he finally felt ready to talk to a psychotherapist about his traumatic experience.

Psychotherapists will often work together with psychiatrists for the well-being of our clients, and our jobs very often overlap. But there are several crucial differences between us, the most critical being our approach to treatment. Psychiatrists are trained as medical doctors and can prescribe medications. Thus, they spend much of their time with patients on their medication management. However, psychotherapists focus on assisting our clients to explore and understand aspects of themselves and their experience through talking and applying various psychotherapeutic skills.

People like me help them to understand how past experiences influence and shape their current responses to life events. The focus is on the here and now and the past provides the platform for understanding. On many occasions, clients like Gareth choose to open up and talk to a therapist rather than a psychiatrist because of time constraints. Psychiatric consultations usually last just fifteen minutes. This is largely because there are not enough psychiatrists to meet demand. But psychotherapy is a talking treatment and sessions usually last from fifty to sixty minutes, giving clients ample time to settle in and disclose their innermost feelings.

A recent study suggests that talk therapy may be as good as or even better than drugs in the treatment of depression. I believe medication is important but that it’s the relationship that gets people better. Unpacking your emotions takes real effort, and working through them is just that: work. Meeting with a psychiatrist during a ‘medication appointment’ is usually a very disempowering experience. The client is expected to answer a few perfunctory questions and then they receive their prescription for powerful drugs that can dramatically alter the quality of a life, sometimes for the worse. In these meetings the psychiatrist also assumes a position of power and a client will more often than not fulfil the role of the quiet, unquestioning, passive ‘patient’. Psychotherapy couldn’t be more different.

One of the most distinctive ways psychiatrists and psychotherapists differ is how we refer to the individuals we see for treatment. This is important as it reflects the words we use on how we think about the help we offer. For example, psychiatrists will refer to the individuals they see as ‘patients’. The word patient comes from the Latin ‘pati’ for ‘suffering’ meaning ‘the one who suffers’. It implies, therefore, a person who receives medical care. ‘Patient’ also implies a hierarchical relation from doctor to patient. The word ‘client’, on the other hand, was developed by therapists to signify a rejection of this medical way of treatment, replaced by the notion of psychological growth and healing. We believe that our clients suffer from psychological states of individual and social isolation and as such we guide them to new directions in finding solutions that will empower them and free them from emotional suffering. However, the choice to use the term ‘patients’ or ‘clients’ continues to be debated amongst all mental health professionals (psychologists, psychiatrists, social workers, psychotherapists, and so on) and those they are seeking to help.

* * *

At a gentle knock, I opened the door to Gareth. He said a curt hello before I could greet him, and walked into the room ahead of me. There was a soldierly rigidity to his gait that gave me the immediate sense that this wouldn’t be easy. But in contrast to his military poise, he looked as though he hadn’t shaved in a while. His flushed skin was dashed with grey hairs that weren’t long enough or shaped enough to be an intentional beard. He had the look of a man who was once muscular, broad over the back and thick in the neck, but he was carrying some extra weight now that those once honed muscles had turned mostly to fat. He looked very much like any other older man. I wanted to get a sense of him, physically, so I took him in while he was half turned away, busy hanging his coat behind the door.

Gareth spoke in a soft but firm voice that had the huskiness of a smoker. His eyes were pale blue slits, heavily lidded, languorous and indifferent. He had high, arching eyebrows that gave him an inquisitive expression, as though he were always asking a question. And, in this way, I pigeonholed him while, of course, I had no idea what was going on behind the facade.

After sitting in silence for a few minutes I asked him how he was feeling physically. Gareth described the state he was in: ‘I feel exhausted and fatigued. No matter how much I sleep, I still feel tired and worn out. Getting out of bed every morning is very hard, even impossible.’

And then I asked: ‘How do you feel emotionally?’

He said he has been asked this question many times before but he didn’t have any idea what his ‘feelings’ were. He spoke the word as though it were in inverted commas. He didn’t know what the word ‘feelings’ even meant, he said. He was familiar with his overwhelming depressive state, and he knew about wanting to die. That was all.

Gareth was struggling emotionally in that first session and was unable to be introspective or reflective; he had no vocabulary for expressing what he was experiencing emotionally.

* * *

‘How are you feeling?’ is a question therapists frequently ask their clients. Unlike the way it can be used as a throwaway nicety in polite society, we are genuinely looking for an answer. But, what is the point of the question? What information are we trying to glean from this seemingly simple enquiry?

There’s a long history of people making the connection between the body and the mind and people often mistakenly view depression and other psychological disorders as only emotional. However, mental illness also affects our bodies. Depression is not just an emotion. Its physical effects are real and shouldn’t be underestimated. In the New England Journal of Medicine, at least 80 per cent of physical symptoms taken to general practitioners are stress related. It should make perfect sense to address the mind’s role in our physical ailments and adaptive mental activity in order to reduce the stress and stop our physical symptoms.

Somatic experiencing of psychological manifestations was a concept that was first introduced by Dr Peter Levine in 1997.1 From his observations of animal behaviour in natural environments, he developed the theory that trauma-related health conditions are psychological manifestations of physiological phenomena. So, for example, if we are threatened, we go into fight, flight or freeze mode. Our survival brains take over, and we experience an enormous surge of energy as our bodies flood with the body chemicals needed to escape or flee.

Most of our clients will not have experienced any real threat, so this ‘energy’ stays in the nervous system and is expressed through physical movements like shaking, yawning, tingling or crying. In nature, the healthy release of traumatic energy can be seen in animals that shake after escaping a predator. For us humans this ‘cut off’ release is experienced with physical symptoms such as digestive problems and sleep disturbances, along with serious, persistent emotional distress.
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