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Foreword

Daniel Hughes

John, aged nine, did not talk with his therapist over the first four sessions. He played with the clay figures, the puppets, and he increasingly settled into drawing. Sarah—his therapist and the therapist for each of the three children being briefly described—settled in with him, and spoke little herself. During the fifth session John drew a series of figures in various action poses, each with strong facial expressions and done in brilliant colours. Without words, Sarah made sounds with her throat that represented her experience of the drawings that John was making. John suddenly stopped, staring at a distance. Then he looked at Sarah and said quietly, “I feel sad when you speak like that.” In subsequent sessions John had much more to say, most often within the context of his complex drawings.

Jenny, aged thirteen, spoke loudly with disagreements and defiance, while being dismissive of both her therapist’s initiatives and responses no matter how benign they might be. For Sarah, getting to know her life of relationship traumas was clearly not possible. Getting to know her anger was possible, but only if the reasons for her anger were not explored. Sarah repeatedly accepted her anger, primarily by joining her affective expressions with a similar level of intensity, welcoming whatever expressions Jenny made as her statement about her life and the people who had been in it. Only when Jenny knew that her experience was accepted—fully accepted—did she begin to reveal other aspects of her life. These expressions were initially factual and seemingly routine. Gradually they contained emotional meanings beyond anger—her confusion, worries, wishes, and sadness. And then her mistrust and her shame along with her regular returns to her anger. Sarah accepted it all.

Nathan, aged seven, was an active boy, with his continuous chatter alongside his seemingly unconnected actions and his numerous fleeting bits of attention. Sarah provided the continuity of experience that Nathan lacked through her flowing interest in whatever he manifested in his mind and body. To Sarah, Nathan’s expressions represented disorganised pieces of self, which, through her unwavering attention to his words, actions and bodily expressions gradually began to reflect their deeper meanings. Her mind and heart held Nathan’s thoughts and emotions as they gradually developed into a more coherent whole. Her presence created the safety that he needed to begin to discover and share his poorly formed story.

John, Jenny, and Nathan struggled with the integration of their reflective, emotional, relational, and physical developmental tasks, often rigidly adhering to one or more of these tasks while remaining disconnected or dysregulated in their remaining areas of functioning. They also struggled with finding ways of engagement that are able to resonate with the other person in synchronised communications that enable the intentions and experiences of the therapist to become integrated with their own.

Their therapist, regardless of her specific therapeutic model and interventions, needed to facilitate the integration of both the child’s unique psychological and bodily states as well as the child’s ability to join her in reciprocal interactions and intentions. To do so well, their therapist needed to have attained her own high level of intrapersonal and interpersonal integrative functioning upon which the child would be able to rely. The process of integration permeates both the therapeutic goals as well as the manner of attaining these goals by relying heavily upon the therapeutic relationship.

We are increasingly aware of the need for psychological integration within and between individuals in order to maximise human development within relationships that thrive. Such integrative processes have become evident in studies of human development, with attachment theory and research being a primary example of this. Within a secure attachment relationship, the child develops a pattern of organised attachment processes that are central in the child’s development of a life story that leads to a coherent autobiographical narrative. The ability of a child’s developing identity to consolidate with integrative and flexible features is greatly enhanced by the presence of ongoing safe relationships in the child’s life.

In a similar manner, the child’s neurological development is characterised by the successive integration of the structures and functions of the child’s neurological system. This integrative process is dependent upon safe, reciprocal, persistent relationships being actively present in the child’s life. This awareness has led to the field of interpersonal neurobiology (Allan Schore and Dan Siegel) as well as the social baseline theory of neurological functioning (James Coan).

The integration of the functioning of two individuals in the moment involves the synchronisation of their affective, reflective, and intentional states in a manner that leads to interwoven subjective experiences. These are known as intersubjective experiences since they lead to the reciprocal development of the subjective experiences of each member of the dyad. These intersubjective experiences are most evident in the moment-to-moment infant–parent interactions that enhance the neuropsychological development of both infant and parent.

The parent–infant relationship has been seen by many to be a template for the essential characteristics of the therapeutic relationship (Winnicott, Stern, Beebe, Schore). These characteristics include forming an alliance, developing collaboration and goal consensus through qualities such as obtaining feedback and providing repair, as well as empathy, affirmation, and positive regard (Norcross & Lambert, 2018). These authors conclude:

These relationship behaviors are robustly effective components and predictors of patient success. We need to proclaim publicly what decades of research have discovered and what hundreds of thousands of practitioners have witnessed: The relationship can heal.

(p. 311)

It is within these moment-to-moment reciprocal, synchronised interactions that the integration of the affective states, reflective processes, and complementary intentions of both child and therapist are occurring together. When the therapist’s regulated affect, comprehensive reflective abilities, and coherent goals are joined with the less integrated states of the child, the child’s intrapsychic functioning is likely to become more integrated.

It is crucial that the therapist’s psychological state is integrated. It is equally important that the ongoing therapeutic relationship develops the attuned resonance that characterises the parent–infant relationship. This relationship involves a synchronised, non-verbal, body-based state between the members of the dyad and quickly becomes joined by the reflective and intentional qualities that are contained within the therapeutic conversation.

The therapeutic relationship and process are neurologically both bottom-up and top-down. While for many children, the need to facilitate their affect regulation skills through joint affective, body-based states take the lead, for other children their need to develop their reflective functioning through engaging in joint conversations that lead to developing and becoming aware of their thoughts and ideas has to be the initial focus. With some children body-based activities or engagement within metaphors greatly aid the process of integration. The therapist’s flexible mind and openness to the child’s experience as it emerges enable her to become synchronised with the leads of the child in the manner that creates the greatest integration.

The mosaic of chapters in this book are themselves an integration of the knowledge, developing and developed, from student and teacher, young and old, that is characteristic of the Institute for Arts in Therapy & Education (IATE). These chapters demonstrate various therapeutic frameworks and skills, some of which meet the psychological needs of one child, while other ones meet the differing needs of another. In order to maximise the therapeutic relationship and the value of therapy for the individual child, the sensitive therapist integrates specific aspects of their training and their own cultural perspective with the unique psychological needs of the child. The sensitive therapist does not prescribe a particular therapeutic technique for all the children she meets, but rather discovers the most appropriate interventions to use as she gets to know each particular person. These ongoing acts of discovery are what create the collaborative, synchronised relationship that joins the affective, reflective, and intentional states of both therapist and child. It is from such a relationship that the integrative processes of healing and psychological development emerge from within the child.

Over the past twenty years I have had the privilege of teaching and consulting with many of the students and staff at IATE. I have been continuously impressed by their curiosity and creativity in finding innovative ways of becoming engaged with troubled and traumatised children in order to assist them on their restorative journeys. Their focus was truly integrative as they developed their understanding and skills from a range of therapeutic schools in order to be able to best treat the complex needs of these children.

Reference
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Introduction

In this book, we are presenting work which demonstrates the development of participants on the integrative child psychotherapy MA training at the Institute for Arts in Therapy & Education (IATE) in Islington, London. The MA (validated by the University of East London) is a three-year part-time training, which with the addition of a foundation year, becomes a four-year psychotherapy training validated by the UK Council of Psychotherapy (UKCP).

The training, initiated by Dr Margot Sunderland in 2000, continues with Roz Read as the programme director under Margot’s overall leadership of a variety of trainings within IATE’s educational programme.

IATE was born over thirty years ago, when Margot with two colleagues began running short trainings for therapists in using a broad range of arts techniques: sand play, art and clay, music, drama, puppetry, poetry, and dance/movement. The arts trainings were a resounding success, and led eventually to a UKCP-validated integrative arts psychotherapy MA which still runs today. The training was the first to bring all the arts together in an integrative way with both humanistic and psychoanalytic theories. It was also one of the first to embrace neuroscience.

This was just the beginning. Having initially trained in child psychotherapy under John Hood-Williams (the last director of studies at Dr Margaret Lowenfeld’s Institute of Child Psychology), Margot had always wanted to do something specifically for children. Clinical placements for students on the integrative arts psychotherapy training already included primary schools local to IATE in Islington and children were responding to the multiple, creative ways in which they could express themselves through the arts and metaphor. Finally in 2000, the new training in integrative child psychotherapy was launched at IATE. It became validated by UKCP, and then when it became an MA, it was validated first by London Metropolitan University and subsequently by the University of East London.

Over the last twenty years, the IATE integrative child psychotherapy training has gone from strength to strength, and today graduates are working with children across all sectors—public, private, and voluntary. Some have gone on to management positions within the NHS Child & Adolescent Mental Health Service (CAMHS), while others are working in more specialised services within adoption and fostering, children’s homes, therapeutic communities, and charities. Of course, the work in schools continues, the value being increasingly recognised in recent years particularly for those disadvantaged families who neither meet the thresholds for CAMHS nor can engage successfully with statutory services. The IATE training has also inspired new trainings around the country and today it sits proudly alongside others within UKCP.

The foundation year of the training explores the use of multiple art forms in workshops with the student learning from their own experience of engaging expressively with the arts. As students learn to do this themselves, they are then more comfortable to use these tools and engage creatively in their work with children.

Not confined by one particular theory, from the second year the student builds their own theoretical structure with which they work. The choice of theories is not simply eclectic, but linked to the student’s own history: what resonates and is meaningful to them. It’s also linked to their individual client’s needs and so theories and different ways of working may depend on the needs of the specific child engaged in therapy. In this way, an integrative model is a creative, fluid model rather than an established structure imposed from outside.

Working therapeutically with children today acknowledges that the child is within a system including parents, schools, and other professionals and so students also participate in group process where they learn to discuss and share ideas, reflect, and work together. An integrative and creative way of thinking is encouraged from the start and students write a personal learning journal for the first two years, bringing together their learning and reflections from all aspects of the training.

An important part of the training ethos is to hold onto the traditional foundations that have worked while keeping an eye on the horizon for new research and development. It’s vital that a training remains relevant and continues to serve those who will benefit—children and families—and that it doesn’t become an end product in itself, but rather is up-to-date, modern, and useful practically. Today, bridges have been built with the psychoanalytic community of psychotherapists, many of whom have joined our integrative colleagues in teaching, tutoring, and supervising our students. So it is entirely fitting that twenty years after the training’s inception, a psychoanalytic co-editor and integrative co-editor have worked together to publish this book.

The book begins with Chapter 1 by Graham Music, a guest lecturer at IATE, who gives clinical examples demonstrating his way of integrating a wide variety of theories in working therapeutically with children. In his chapter, entitled “Addicted to action, fear of being”, Graham brings together psychoanalytical ideas, such as those about defences against difficult feelings, with ideas rooted in body awareness, such as neurobiologically informed mindfulness and trauma therapy, alongside humanistic and integrative skills from play therapy, Gestalt, and person-centred therapies. He emphasises how “tribalism” in the psychotherapies misses how each way of working has important lessons to teach, and paradoxically, given the psychotherapy profession’s aims, it has an inability to hear each other’s voices. He goes on to suggest that to really understand and help one’s clients, especially those who “act out” and have had experiences of stress, trauma, or fear, one must employ and integrate understanding gleaned from many vertices. He feels this is especially the case with children who are dysregulated or impulsive, probably the majority of those who these days come for therapeutic work, who are often referred with issues linked with some form of enactment. Commonly therapists see children who are impetuous, cannot concentrate or be still, can be violent or aggressive, or do other things that create anxiety in the professional system or in their carers. These are children who are “acting” or “doing” what psychoanalysis terms “acting out”. He shows in his chapter why such children need a broad-based approach.

Chapter 2, “Experiences of being held: creating a space to think and play within a family”, by Neela Basu, narrates her experience of a weekly, hour-long observation of an infant and her family, over two years. Infant observation is now a core feature of many psychotherapy trainings. Often a course is undertaken before any clinical work. In this shorter, integrative training, it’s studied alongside the clinical training. It’s the one part of the training that is not about pathology but about exploring ordinary “good enough” human development. More than that, however, is the aim of helping the student develop curiosity: to look carefully at the baby, notice, and muse about the smallest of ordinary details. Perhaps they have meaning. In so doing, feelings may be stirred within which may resonate with one’s own history. Paying attention to this and teasing out that which belongs to the trainee child psychotherapist and that which belongs to the observation are key. It can be a challenge not to intervene, but to hold these feelings and lend thinking to them. Later when writing up the story of the visit or sharing it in the seminar, the observer may be reminded of forgotten moments, and this may be significant. Did the student dissociate? Was it painful to watch? The learning is as much about what is remembered as what is discounted, missed, or forgotten. In Neela’s chapter, the observation allowed her to see both mother and father with the baby as they found ways of sharing parenting and careers, navigating their experiences of becoming part of a family and finding their roles and responses to their child. During the observations, the mother returned to work and later became pregnant again. Neela was able to observe the family as they began to think and explore feelings about the changing dynamic. The focal point remains the young child, following her developing sense of herself in the world that appeared to occur in conjunction with her parents’ capacity to hold her, think about and tolerate her feelings.

Karlien Smith-Claassens, in Chapter 3, “The effects of chronic trauma and neglect on attachment security and development”, discusses how chronic trauma and neglect can affect a child’s attachment security and development. This first-year paper exploring attachment theory and neuroscience grounds students in some of the most fundamental theories of the training. First, Karlien explores what happens when things go well in a parent–child relationship. Using findings from attachment theory as well as neuroscience, she then illustrates how chronic trauma and neglect can have a pervasive and long-lasting effect on a child’s neurophysiological development, attachment security, and sense of self. The chapter describes how a child’s maladaptive patterns can become ingrained in the child’s brain and nervous system, leading to a permanent state of emotional dysregulation. It demonstrates how chronic trauma and neglect in the context of a developing body and mind can have a devastating effect on attachment security and development. Clinical examples are used to illustrate how this might be seen in the therapy sessions.

If Porges and Winnicott were to meet today, would they find a common language? In Chapter 4, “Porges meets Winnicott”, Irene Alberione has attempted to integrate two theorists: Porges, a neuroscientist known for his seminal polyvagal theory, and Winnicott, the well-known child psychoanalyst and paediatrician. As integrative child psychotherapists, students need to work at developing a model that integrates psychoanalytic theories with contemporary neuroscience, child development research, and the arts. This first-year paper is presented on the training in a “live” context in small seminars, so that students practise organising and presenting their ideas, critiquing and discussing them together. Irene discusses how the work of Porges offers neuroscientific backing for the experience of heart to heart contact, proving what Winnicott intuitively theorised: that we are primed for relatedness, with an innate bodily energy ready to be plugged into a living relationship. Irene discusses the suggestion that therapy could be a “relating” rather than a “talking” cure, where safety is the treatment and trust is the work. She argues that Winnicott’s theoretical and clinical insights might have been “polyvagally” informed ante litteram.

Chapter 5 is “Autism and sensory sensitivity” by Jessica Olive. Integrative child psychotherapists need to have a good working knowledge of the issues around child mental health and psychiatry so that they can feel confident in liaising with statutory services as necessary. In the second year, students are invited to write on any relevant area that engages them, and then consider what integrative child psychotherapy might be able to offer in therapy sessions with a child. Jessica has chosen to write on autism, and in this chapter she explains how many children with autism will experience difficulties when encountering sensory information, often being either under- or oversensitive in response to sensory information, appearing easily distracted, and displaying hypersensitivity to external stimuli. Jessica explores the experience of the autistic child in this respect, considering research that seeks to understand the aetiology of this response. She introduces Joseph, an autistic child with whom she had worked for two years, and how through knowing him she came to a deeper understanding of the experience of an over- or under-whelming response to sensory information. She explores whether the tendency to be quickly distracted by sensory information is a feature of autism itself, or whether it may demonstrate co-morbidity with another disorder, and concludes that such distraction can belong with autism alone. Finally, she gives consideration to how children with sensory issues may best be supported within the therapeutic environment.

Chapter 6, “‘Finding Dory’: a story of an eight-year-old’s journey from loss to hope and strength” by Celine Allder is a case presentation. As with Chapter 4, this second-year assessment was originally presented in a live setting with trainees taking turns to present a clinical case to their colleagues in a small group followed by questions and discussion, linking theory and practice. The sharing and discussing of cases is typically part of the professional life of a child psychotherapist so trainees are encouraged to work in groups and to share their work together. In this chapter, Celine introduces Dee, an eight-year-old girl from London, who was referred for weekly psychotherapy in her school. The case shows the importance of developing a safe therapeutic alliance, and how a trainee might use the arts and bodywork to deepen exploration. The case also shows how a trainee might work with the system around the child which might sometimes bring ethical dilemmas about what can be shared. Highlighted is also the importance of good training supervision to support the risks that a trainee might take. The trainee finishes by reflecting on the learning from the assessment process itself and how it helped shape her own therapeutic framework for practice.

Each of the trainee child psychotherapists spends time working individually with children presenting with different difficulties that impede their development. Long-term cases are written up as dissertations in the final year of the MA. Adina Belloli in Chapter 7, “Making sense of the pieces”, describes the therapeutic journey of integrative child psychotherapy with a seven-year-old girl to facilitate deep psychic change over the course of one-and-a-half years. The young girl was referred by her school as she was struggling behaviourally and socially in the classroom. As a result of her early experiences of domestic violence and parental separation, she seemed to be acting out dysregulated feelings and re-enacting her experiences. Adina’s initial hypothesis was that the little girl did not have an internal working model of positive human relationships, resulting in a catastrophic aloneness as she tried to manage the unmanageable on her own. The aim of the therapeutic encounter was to create experiences of regulating, empathic, and attuned relating, within which developmental deficits were seen and met. The reader witnesses Adina providing the child with a secure base from which she could explore the various unhappy and painful aspects of her life, past and present. This chapter illustrates different stages of the therapeutic work with the young girl to reflect, hold onto, and process feelings of loss and separation through the use of the therapeutic relationship. Over time, through the use of empathic connection, reciprocity, and trust, the therapeutic relationship becomes a container, providing context for the young girl to understand relationships in a new way. The therapeutic relationship led to a secure attachment, which helped to internalise a message that she deserved love, safety, and hope.

In a similar vein of thinking, Sarah Marx in Chapter 8, “Space rockets and mobile homes: reaching the place of hope by traversing the landscape of trauma and loss”, describes two years of integrative child psychotherapy with a nine-year-old girl. Sarah explores how this child’s early experiences of neglect, relational trauma, and unresolved loss impacted on her sense of self and her capacity to play and be in relationship. This chapter, originally a dissertation, charts a course through the various stages of the relationship from the child’s early avoidance of the therapist through to ambivalence and confusion and finally landing at a place where the child began to feel safe and able to connect. The chapter ends with some reflections on the trainee child psychotherapist’s learning.

In Chapter 9, “All in bits: trauma, fragmentation, and the journey of piecing back together”, Megan Holland describes two years of integrative child psychotherapy with Mia, a multiply traumatised seven-year-old girl of mixed white British and Ethiopian descent. She explores Mia’s presenting issues, examining how her experiences of separation, fragmentation, and loss are held and processed through the different phases of therapy.

Chapter 10, “Safety, trust, and maternal deprivation”, by Maria Furlong, explores a twenty-minute verbatim transcript from a recorded psychotherapy session. This final-year qualifying assessment is the culmination of the training. Students work hard to prepare and find recordings that present the trainee’s integration of theoretical approaches and use of creative arts to demonstrate their understanding of the child, provide affect regulation, and inform the interventions used throughout the session. A particular theme in this example is the child’s fearful responses to intimacy and the connection to early maternal deprivation. Interventions relating to the child’s emotionally rich story and use of metaphor are illustrated. The listening of the twenty-minute recording is followed by a close examination of the process by two assessors who ask the student to give an account of what informed their interventions. There is also a discussion of how the use of characters—persecutors, protectors, and the vulnerable—allows exploration of the child’s deep feelings, sexually precocious adaptations, and fragmented parts of the self. The chapter further explores the use of the transferential relationship in order to deepen understanding of the child’s complex internal and external world. In including this chapter, we thought it important to think about the sexualisation of children who have been traumatised through the sexual lives of their parents and caregivers when there have been multiple partners. This is a subject not discussed nearly enough. Even if the child has not been sexually abused themselves, it’s so hard for the young client to stay with their experience of neglect rather than jump into the vicarious excitement of the experience. It becomes almost addictive. Maria shows us in this chapter how she gently helped the client think about the more painful underlying aspects of their unmet attachment needs.

Chapter 11, “The transformer and the measuring tape: using the relationship to help process the trauma of an eight-year-old boy” by Kate Clark is another verbatim transcript of a recording for the final viva exam. On an integrative training, trainees are given opportunity to work in multiple ways as they find their voice and, here, Kate presents a quite different approach of using the arts to work in a more direct way with the child’s trauma. In presenting unedited recordings of their work, trainees make themselves vulnerable to show not just their skill, but the risks, the rawness, and mistakes that are made along the way, and are expected to critique and give an account for their interventions. In this moving session, Kate demonstrates how through the regular weekly work, the therapeutic relationship was built up so that the child was able to bring his deepest fears to her. We are aware that he is traumatised and anxious. His worry suggests that he feared his hurt and anger damaged the internalised therapist. Kate’s external presence helped him to feel that she could receive his feelings and enable him to repair. She uses toys and metaphor to help the child talk about his trauma for the first time. The twenty-minute recording is a tiny snapshot of the work with one child inside the therapy room, so it is not expected to be comprehensive. In the discussion with the assessors that followed, Kate would have explained its context and the work she was also doing with the child’s external world, which involved regular meetings with the family to help them access support, including the mother’s own counselling. The chapter ends with some reflections from Kate now that she is qualified and has practised for many years. She discusses her experience of the viva and the recording she presented with fresh insight. In this way, as therapists we continue to be students, often revisiting work we have done to appraise and process it a little bit more.

In Chapter 12, “Working in schools: parents and the system around the child”, Liz Murray-Bligh discusses the main areas of environmental influence on the child, drawing on extensive experience of working in primary school settings. She considers the therapists’ position in schools and some of the struggles that arise in the holding of professional boundaries when working in a non-clinical setting. She focuses mainly on the roles of parents and schools, and then touches on working with external agencies before taking a brief look at the impact of digital media usage on young children.

Chapter 13, “Building a therapeutic service in schools—the role of an integrative child psychotherapist”, by Jane Brinson, explores how integrative child psychotherapists working in schools can promote the development of a therapeutic service and be a part of a programme of whole-school change. It explores how the therapist’s relational skills are applied outside the therapy room to establish the therapeutic frame and build relationships within the school community. Over time, and with careful collaboration between clinicians and school staff, a culture can develop where children’s emotional needs are central to the day-to-day business of the school, and children can thrive. She illustrates this through the story of a North London school, Highgate Primary, which developed an award-winning pastoral and therapeutic service in partnership with the therapists in the team.

In the psychotherapy training, the trainee child psychotherapists are strongly encouraged to use a wide variety of arts and play materials to facilitate the portrayal of different emotional states. A good example of the therapeutic journey is given by Clair Lewoski in Chapter 14, “Empathising with defences through the use of arts and metaphor”. Clair explores an integrative framework to thinking about and working with children’s defences. Her aim is to show how a psychoanalytic understanding of defences can be combined with an attachment perspective, which then utilises the arts as a key aspect of technique. Thinking about how a therapist might empathise with the defence is presented as a way of tiptoeing up to what often feels to be the client’s very sensitive and tender areas. The chapter ends with examples of using Sunderland’s (2015) technique of “big empathy drawings” and therapeutic stories as a method of working with defences.

Subsequently, Roz Read, co-editor and the programme director of IATE’s integrative child psychotherapy training, in Chapter 15, “Finding and nurturing the gold: an integrative approach to working with an adopted adolescent and her parent”, gives a personal account of the different parts of herself that she brings into play in her work with adopted children. Through her different roles, Roz demonstrates how an integration of the creative arts, work with the body, dissociation, and Dyadic Developmental Psychotherapy can be used to tailor the approach to an individual child and her adoptive family’s needs.

Finally, Jeanne Magagna, co-editor, training supervisor, and guest lecturer at IATE, in Chapter 16, “Developing a ‘cradle of concern’ using transference and countertransference in therapy and supervision”, considers how the child has a transference relationship to the psychotherapist that affects how the psychotherapist relates to the child. She then goes on to discuss how the therapist might relate to the child’s negative and positive transference towards the therapist through use of the countertransference. Alongside this is a discussion of establishing a “cradle of concern” in the triangular relationship between supervisor, therapist, and the child in therapy which potentially has an effect on the whole system.

The chapters in this book form a collection of coursework from students and graduates that, set alongside chapters written by more experienced therapists, show the depth of understanding, creativity, knowledge, and skill that underpin an integrative child psychotherapist. Rather than a “fixed” model, the reader is introduced to a modern, flexible model that is fluid and evolving, bringing together traditional, long-held ideas with fresh perspectives and research. In bringing together psychoanalytic and humanistic theories, attachment theory, trauma theories, the arts and creativity, neuroscience and the body, a rich framework can be created. The task is that the individual integrative child psychotherapist, in collaboration with parents and schools, can choose to tailor their interventions to understand and foster the development of each specific child and young person.
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Chapter 1

Addicted to action, fear of being

Graham Music

Introduction

In this chapter I bring together psychoanalytical ideas, such as about defences against difficult feelings, with ideas rooted in body awareness, such as neurobiologically informed mindfulness and trauma therapy, alongside humanistic and integrative skills from play therapy, Gestalt, and person-centred therapies.

“Tribalism” in the psychotherapies misses how each way of working has important lessons to teach, and paradoxically, given the psychotherapy profession’s aims, it has an inability to hear each other’s voices. To really understand and help our clients, especially those who “act out” and have had experiences of stress, trauma, or fear, I think we must employ and integrate understanding gleaned from a range of vertices.

This is especially the case with children who are dysregulated or impulsive: probably the majority of those who these days come for therapeutic work, often referred with issues linked with some form of enactment. Commonly we see children who are impetuous, cannot concentrate or be still, can be violent or aggressive, or do other things that create anxiety in the professional system or in their carers. These are children who are “acting” or “doing” what psychoanalysis terms “acting out”. I hope to show in this chapter why such children need a broad-based approach.

A personal aside

My personal journey as a therapist began doing person-centred play therapy with a maverick therapist called Rachel Pinney who taught us to really stay with a child’s actual immediate experience, to follow their play, reflect their actions and feeling back to them, never directly interpret or explain, just stay true to their emotional and bodily experience. The children almost magically seemed to calm when receiving such attention, feeling “held”, but also “contained” and having an experience of their experiences being stayed with, rather than being chivvied out of their feelings or being given advice. This “staying with” is also central to mindfulness practice and is at the heart of emotional growth and development in all therapeutic work. I learnt how often it is our own blind spots that take us away from such genuine presence with the other.

My initial formal psychotherapy training mixed analytic and humanistic elements. I soon learnt that empathy and compassion are central, indeed vital, but these attitudes are not about being sweetly “nicey-nice”. They require courage and the ability to escort people into dark, uncomfortable places. I learnt that sometimes we need to stay with the unpalatable, to challenge and be challenged, that being a therapist, like being in therapy, can be like being put through a wringer. I have learnt over the years that if we are not challenged or affected we are probably not doing good enough work.

I also learnt from my integrative early training that there are times when it is not helpful to just stay with pain, despair, or difficulty. We also need to help build the more functioning parts of the client’s personality, their “ego strength”, their belief in an ability to cope and then thrive in the world, to assert themselves and find strength. A constant therapeutic challenge is balancing when it is helpful to stay with vulnerability, difficulties, dependency, anxiety, and when to work with more hopeful aspects of the personality.

Psychoanalysis, with its emphasis on non-conscious and unconscious processes, its ability to bear the harshest of realities, its capacity to understand defensive coping mechanisms, did in time become my bedrock. It enabled me to add an understanding of projection to my armamentarium, and an awareness of countertransference. It was a relief to realise that, when with disturbed children, feelings stirred up in us, whether anger, frustration, inadequacy, are often feelings that the child or young person has known all too well but cannot yet process.

My best work with children and young people who have suffered trauma happens when I am able to use my embodied countertransference as a sounding board, using neurobiologically informed understandings, including of the nervous system, alongside an understanding of attachment, and an awareness that a client’s current “problems” often developed as an adaptive way of coping with really difficult early experiences. Such work requires a breadth of therapeutic understandings and an ability to trust when a certain way of working might be helpful or defensive. For me, much of this understanding has come from my own personal therapies but is sustained by my own daily body-based practices, such as mindfulness and yoga, which help me to be present to, and read, the bodily signals that convey understandings of what I might be feeling in a particular moment, and what might be going on in my clients.

As Damasio (1999) has helped us understand, emotions are bodily signals which we can learn to read and make sense of. In the case studies that follow I describe how I try to understand children and young people who are too often out of touch with their body states and feelings, even though it is these very states that drive them to act.

The importance of body awareness

Mick, nine years old, is typical of many traumatised children who are jumpy, hypervigilant, dysregulated, and out of touch with what is going on inside their own skins. In one session with Mick I found myself feeling tense and anxious, worried that he would do something unsafe like climbing a high cupboard or throwing something dangerously. My heart was in my mouth, my body tight and breathing shallow. Just the process of noticing this led to my body relaxing. allowing me to take on a more self-assured easeful stance, stepping outside of a potentially combative enactment (Aron, 2001).

Another time Mick was again restless and edgy, as I was. Noticing my tension, I took a deep breath, trying to stay with my feeling. When I looked up again he was calmly drawing. Whether my simple act of self-regulation had an effect would be hard to prove, but we know how people non-consciously resonate with others’ body states, such as via mirror neurons (Rizzolatti et al., 2006) and embodied synchrony (Koole & Tschacher, 2016).

Often, I would simply echo Mick’s feelings, letting him know they were understood. He developed confidence that this would happen and began to regulate such feelings for himself. Feeling understood can bring relief and relaxation without the therapist being explicit about what is happening.

We can take a step further and help patients to consciously become aware of, and interested in, what is going on in their bodies. Just bringing awareness to tension, for example, can allow a relaxing. Practice and habit increase such self-regulatory awareness, training our interoceptive self-awareness muscles. Such new psychic muscles are in effect what psychoanalysis thinks of as good internal objects, derived from identification with a “noticing other” (object), enhancing bodily states of softness, ease, and relaxation.

Of course, sometimes insight can make a difference. In one session Paula, aged fourteen, was raging at her new boyfriend’s behaviour, and I simply suggested, based on understanding that had developed between us, that her provocative actions might have given him cause to feel jealous. This is the bread and butter of much therapy and made no reference to bodily states. Paula said something like “Oh yeah,” raised her eyebrows, smiled, and her whole being calmed down. Here insight alone led to bodily relaxation.

At other times, nothing I said made much difference, and she remained agitated, angry, or dysregulated. It often felt impossible to find the correct calming psychological interpretation. Alvarez’s (2012) innovative thinking has pushed us to carefully consider our therapeutic technique; in particular, whether we might work at too cognitive a level with certain patients. In therapy with overtly abused patients, I often find it necessary to work at a more psychophysiological level, such as down-regulating powerful emotions and managing over-arousal.

Asking questions with genuine curiosity about bodily experiences can unleash profound associations. In another session Paula was talking angrily about someone who had upset her. I was struck by the unusual way that she started to rub her cheeks, which had reddened. I asked what was happening, what she was feeling in her face. She falteringly told me how her father would slap her on her cheeks when she was getting upset. This brought up an extraordinary stream of material about childhood experiences with her father. These would never have come to light had I not enquired about how she was rubbing her cheeks which had reddened as if the medium for the expression of consciously forgotten but bodily remembered childhood experiences.

Sometimes we can actively guide patients to become more aware of bodily states. This can be relatively non-directive, such as wondering if it is okay to stop holding oneself tightly against tears, which is tantamount to giving someone permission to cry. For example, when Paula was near sadness but bracing against this, I suggested she might breathe more deeply, showing my trust that we could manage her feelings together.

A step further is actively encouraging awareness of body states by offering some instruction. For a few years I met with senior psychoanalytic psychotherapy colleagues who shared an interest in both brain science and mindfulness. We had all benefitted from our own mindfulness practices, including becoming more cognisant of bodily states, breathing, and arousal levels, and believed we needed to work more actively with bodily awareness with very dysregulated patients. In my own work, this has often meant guiding people through body scans as well as being consistently curious about what might be going on in their bodies, as I hope some cases below might reveal.

Learning experientially

As stated, my earlier integrative psychotherapy training included a substantial amount of body understanding, based in the theories of Reich (1945), Keleman (1975), Lowen (1975), and others. My training especially examined how defences get structured in the body. In recent years, I have been trying to bring these understandings into my psychotherapy practice and supervision of others. With Roz Read, I set up a workshop in the Tavistock for therapists and trainees to think about trauma, neuroscience, and the body, aiming to enhance awareness of embodiment, including of the embodied countertransference. I also, like others (Sletvold, 2014), ask supervisees to include their somatic countertransference in session notes and I do more live supervision, including physically role playing patients. This was because I too often heard case descriptions which conveyed little sense of embodied states, voice tone, or gestural feel, without which I struggled to make sense of sessions. Increasing awareness of supervisees’ body states and their clients’ has had a powerful effect on supervisees’ work.

For example, one trainee psychotherapist, Mark, had been seeing Bryn, an eight-year-old boy, three times weekly for over two years, and receiving weekly individual supervision on his work with the boy. Bryn was born a twin. Both were healthy at birth, although their mother suffered with post-natal depression. She always favoured Bryn’s twin who at eighteen months died in a tragic incident. Mother then entered a deep depression, becoming unable to care for Bryn or his older sister.

I found it a challenge to work in therapy with Mark role playing Bryn who resorted constantly to manic, aggressive actions. He was very active, barely able to contact feelings. He constantly blocked attempts by Mark, his therapist, to think with him, generally presenting as omnipotent, defiant, self-critical, and destructive. Mark’s account of presenting in the workshop now follows:

When invited to get up and embody Bryn in front of the group I initially felt my body tense and heart race. Graham encouraged me to find a place in the middle of the group, where he had placed some chairs. I stood, hoping to settle. A shift occurred: I felt myself drawn to Graham’s words, encouraging me to become Bryn and talk as him in the first person. An instinct told me I needed to be on the floor, I took a deep breath and once there, began to feel anxious again: where do I start?

My attempts to recall a specific scene triggered anxious energy in my abdomen and chest. I felt that I couldn’t move. I heard Graham ask me to describe what was going on inside.

I struggled initially, and then a shift occurred. No longer occupied with thoughts, I began to feel heavy, as if weighted into the floor, even imagining that I would be pulled right into it. Graham asked what I was feeling. I said that I felt heavy and weighed down (in body and mind). Graham asked what was happening in the different areas of my body. Attention was drawn to my right leg and I noticed that it was shaking; going into spasm. A powerful feeling of being stuck was prominent. I noticed myself leaning to the side as if I might topple over. Something was happening that I had little control over, but I stayed with this, sensing its significance.

I found it difficult to verbalise my experience. I heard Graham say that he felt a tremendous sadness. With Graham naming the sadness, I too felt a wash of grief and my eyes filled, tears falling down my right cheek, into my hair and ear. I cannot recall what happened next. I think Graham named depression. This resonated strongly. Without the usual defences of mania, grievances, or self-abasement, I could feel first-hand some of the strength of Bryn’s powerful depression. Afterwards the group and myself processed the experience. The palpable sadness resonated and I continued to feel heavy, and later, very tired.

Mark saw Bryn five days later and the session was atypical. Mark reported looking forward to it rather than his normal tense bracing. Bryn seemed more contented, reporting receiving three smiley faces at school. He then talked about being at his dad’s house, expressing anger and despair about his dad moving to a new house again, insisting that he really didn’t want his dad to move because he was feeling settled now. Bryn then said that it was the second anniversary of his dad’s dog’s death. He was sitting on the sofa, and his head dropped and he began to sob. Without it yet being named, although this happened later, clearly both were in touch with the tragic loss of Bryn’s twin. He continued to sob for much of the session, coming close to Mark. Between sobs, he asked Mark many questions, such as “Have you ever had to move from a house you don’t want to?” “Have you ever lost a dog?” He desperately needed someone to understand his experience of loss and pain. When Mark talked about this Bryn showed clear relief. Both moved between relief, laughter, tears. Mark, more present to his own emotions than usual, said how connected they felt to each other, and he felt very paternal.

Previously Bryn had almost never been able to stay with any upset. Usually his despair and sadness shifted quickly to mania, attacking and omnipotent states. This sadness was a new experience for both, one which could now be built upon. It was triggered by Bryn’s therapist having a new experience of being in touch with Bryn’s deep emotional states via his own embodied awareness.

Matt: tiptoeing up to trauma

Ten-year-old Matt was in foster care, having been physically abused by his stepfather. He had been locked in his room without food or a toilet, and subjected to blistering verbal assaults. During the last year he had been settling well with a thoughtful foster carer. He was referred after hurting a child and threatening another at school.

In one early session he enacted a scene in which, being scared, he called the police. Holding a pretend phone, I said, “Hello. Police here, how can I help?” He replied, “My step-dad is hurting me.” I said, “Oh dear, that sounds terrible, what is he doing?” Matt described being scared to leave his room in case he was hurt, but hating staying there as his mum was being hurt. I said, “Oh dear, that sounds so frightening, horrible, that should not happen to any boy of your age. What would you like me to do?” Matt looked uncertain. I asked whether I should come and arrest his step-dad, and he said yes. Then he said he must stop the call as his stepfather was outside the room.

Such work left me hopeful. He seemed able to communicate memories of traumatic experiences in symbolic form through play, allowing us to process them together. To an extent this was true, and he seemed calmer in the following weeks. The play then took a different turn. He enacted scenes of his stepfather being angry and violent. I joined in, assuming this also was a hopeful development; good therapeutic work helping to process his experiences. The scenes were physically and verbally aggressive.

Unbeknown to me, this play was having a bad effect. Matt became agitated at home, and there were incidents at school, the first for months. His sleep had worsened, and he was having nightmares. Most worryingly, he told his foster carer that he had been seeing his stepfather’s face, and evidently he had been having flashbacks.

I realised belatedly that the dramatic re-enactments had re-evoked his trauma, leaving him fragile. I needed to review my approach. While traumatic experiences can also be avoided, here the timing and approach were unhelpful, and indeed re-traumatising. I changed tack, not encouraging memories, allowing more space for the ordinary play that boys indulge in at Matt’s age. This seemed less like “real therapy” to me. We played emotionally neutral games, football, building towers, duller activities. He now could settle down, be like other boys, experience the safe uneventfulness of ordinary life, build up trust in the predictability of his new life, a needed contrast to the chaotic terror he grew up with.

Late middle childhood years are often marked by calmer, ordinary game-playing, and social learning. Psychoanalysis describes this as the latency period, when powerful urges, sexual and otherwise, dampen down, at least until adolescence. In my day, this was marked by collecting stamps or cards, or playing with toy cars or conkers. Latency is known for less emotional lability, although not for dysregulated children who have suffered maltreatment like Matt.

Matt needed an experience of safety, an absence of threat, even if this makes for uneventful therapy with too much football! Even football and ball-throwing help embed social skills, turn-taking, and trust, all vitally important for such children. Matt needed this before re-encountering his traumatic past. It is easier to face and process difficult experiences when one has developed some sense of calm and ease and deeper trust in the psychotherapist.

This case illustrated how newer understandings of trauma help us see why it can be vital to also build positive, safety-based feeling states before facing the worst. Highly traumatised patients like Matt need preparation before approaching the extreme suffering they have endured. Putting them in touch with the trauma too quickly can trigger re-traumatisation, redoubling defences and more worryingly, dissociative states.

Trauma, by definition, is overwhelming. Flashbacks feel as if terrifying past events are happening in the present, the sufferer lacking a vantage point from which to make sense of the experiences. Parts of the personality capable of providing a sense of safety, calm, and trust need to be built first, a secure vantage point from which to revisit and process difficult experiences.

Helping children develop a sense of safeness, that something in the world can be trusted, helps develop what psychoanalysis describes as a good internal object. Therapeutic technique often rightly focuses on taking up what we call the negative transference. Yet, many of the most disturbed children and adults need good experiences and reliable figures, inside or outside the self, including their therapist, to enable sufficient trust, before the negative can be successfully borne.

When danger, real or imaginary, looms, reflective, thoughtful, or empathic circuitry is tuned right down. After serious trauma, dissociative numbed states are also often triggered, particularly following ongoing multiple traumas. The dangers increase when there have been too few good experiences to provide emotional inoculation against the effects of bad experiences. Many children like Matt live in a world of danger, threat, or even terror, even in contexts such as classrooms where other children are interpreting the same environment as ordinarily benign. Such children need help building up a “window of tolerance” (Ogden, 2006; Siegel, 2012) which provides a safe place to return to, a vantage point from which to visit more difficult experiences.

Jess: a girl who has been abused

By the time I saw fourteen-year-old Jess, my understanding of trauma had thankfully increased. Jess had been sexually abused over years by her maternal uncle. Her mother too had been abused, an intergenerational pattern. Jess struggled with friendships, often felt rejected and a victim. She was placed with her aunt, her father’s sister, by social services. The aunt and uncle had raised their own biological children, and while with them she had her first experience of a safe protective home.

I had learnt by now that Jess, like most trauma survivors, would not be able to address traumatic incidents too quickly. The complexity of my task was increased by being a male therapist. I learnt from school how she could frequently withdraw into dissociative “fugue-like” states and was easily triggered into flashbacks.

I immediately made it clear that we could go slowly, not talk about anything too difficult until she was ready. When I said this, she visibly relaxed. Much of the initial work concerned very ordinary issues, what happened in her friendships, how she was getting on in drama club, her struggles with adapting to a big new school. On the surface, this might not have looked like psychotherapy, but I had by now learnt that building up trust in ordinary good experiences is crucial. I made sure that we gave plenty of space for things she was beginning to feel good about, especially feelings of being cherished by her aunt. I would explore these positive feelings in detail, asking exactly how she felt, what was going on in her body, what the warm feelings were like.

One week she told me about having a birthday sleepover with close girlfriends. She had a smile on her face and was clearly unused to such happy feelings. I said, “How great it is that you have had such a good time, that you have people around who care about you and can look after you, who keep you safe.” She smiled, looking almost tearful. I asked what it was like to have her friends over; what were the best things about the experience? A few years back I would have felt that asking about “the best things” was defensive, manically avoiding the painful ones, but by now I knew that Jess needed help in building such hopeful parts of herself. She told me about the fun, the giggling, the lack of worry. The best part, she said, was the look of love on her aunt’s face. I asked, “What does it feel like when you imagine her face like that?” She smiled, her eyes moistening, saying, “I don’t know how to describe it, sort of warm, soft, a bit dreamy.” I asked her to really hold onto that feeling as one to go back to, checking where she felt it, what was happening in her chest, face, muscles. I was hoping that such good feelings would become a body memory.

Over time we built up a repertoire of such good feelings. We talked about her bedroom becoming a safe place where she could relax and feel at ease. She said, “And when I am there my breathing, it sort of, becomes soft, gentle. Sometimes, it sounds daft, but I almost purr, I just know nothing bad will happen there.” We spent time getting to know this kind of breathing, comparing it to her breathing when anxious, becoming familiar with the journey backwards and forwards from her threat system to her soothing, calming affiliative systems (Gilbert, 2014). In trauma, we try to build up trust in safeness, places where we can feel love, compassion, self-care, and relaxed well-being. Jess was building trust in her own lovability, through her new family, therapy, and friends.

Sometimes, like at exam time, her anxiety skyrocketed. I said, “You sound like you feel like the hugest disaster is about to happen. What is happening now in your body, your breathing?” “Yes,” she said, almost surprised, “I am tight, tense, hardly breathing.” At this she relaxed, deliberately breathing more deeply, and in almost the next sentence said, “Actually, I know my aunt won’t care how I do as long as I do my best, that’s what counts.”

Not surprisingly, when she was approached by a boy who liked her, and whom she also quite liked, her stress went through the roof. She started having nightmares and a repetition of occasional flashbacks. She was scared by her feelings of attraction as memories of her abuse flashed back. Also not surprisingly, as she guiltily admitted to me, some of her experiences, including sexual ones, with her abusive uncle had been pleasurable.

“That is all so confusing,” I said with feeling, trying to normalise that she felt some good things in the abuse, the specialness, even sexual pleasure. At the same time I also stressed how inappropriate and wrong it was. She was struggling to separate out feelings about her uncle and the boy and slowly some clear space between them emerged. Jess had never trusted that it was safe to be excited, have pleasure, and seek out good things. For Jess, excitement and anxiety were almost the same, and of course they use similar bodily systems. Slowly she learnt to separate out feelings like anxiety, excitement, and fear. Jess began to experience ordinary teenage sexual feelings with anxious pleasure rather than terror or dread.

For a long time, she was easily triggered into panic and sometimes even dissociated before knowing what was happening. In time, she got to know the triggers, the first signs, such as her heart beating faster, muscles tensing, breathing getting shallower. We could track this in sessions. “Hmm,” I might say, looking at her arms and mimicking her, tensing myself, holding tight and breathing shallowly. She laughed and her body softened. We practised this in sessions, acting tense and seeing what happened, examining what happened in her body as she became fearful, both in role play and by thinking about her bodily responses to actual anxiety provoking situations. She learnt that she could take a deep breath and regulate herself. We returned often to the experiences of safeness that we had built up, that could now be more trusted.

As safeness developed we could begin to confront some of the trauma, a little at a time. If she edged towards dissociative states we would focus on basic body sensations, like feeling her feet on the ground, or the tingling in her fingers. My aim was re-embodying and staying present, bearing whatever arose, but from our newly developed viewing point, a constant to-ing and fro-ing from safety and out of it, learning that she could return to her window of tolerance, recognising when she was moving out of it.

When we are triggered into sympathetic nervous system reactivity, prefrontal parts of our brain turn off and survival is all that counts. This is even more the case in numbed dissociative states in which the dorsal vagus system is dominant. As Van der Kolk (2014), showed, parts of the brain central to language, such as Broca’s region, become inactive in such frozen states. By helping patients like Jess move into their window of tolerance, difficult experiences can be processed without re-triggering trauma.












OEBPS/images/Cover.jpg
e Cow’c mpomrg
~ mel ?sgch_,thempal

lwtegratww and magination
n creatwe clinical Practice







OEBPS/images/logo.jpg
| d
-.!14.-

PHOENIX

PUBLISHING HOUSE

Yfm% the mind





OEBPS/images/logo1.jpg





