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The first and second vignettes in the chapter on ethical principles of child psychotherapy and the third vignette in the chapter on psychic trauma were originally published in Psychoanalytic Study of the Child 76(1): 278–291 by C. Sehon, C. H. Huang, and X. Zhou (2023) and are reproduced courtesy of Taylor and Francis, www.taylorandfrancis.com.


The vignette in Sehon's chapter on the interpersonal unconscious and the transgenerational transmission of trauma is modified from her article (2013) in Couple and Family Psychoanalysis, 3(1) and is reprinted with the kind permission of Karnac Books Limited.
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each independent of and complementary to the other. I have heard it said that every writer writes for somebody: I write for those two publishers, future students and faculty in China and English-speaking countries, and for my generous coauthors. Thanks to all of you.


This volume is a response to a gap. Psychoanalytic psychotherapists are mainly trained to work with adults, and so the psychoanalytic literature largely presents thinking about and treating the issues of adult individuals. Gradually the field expanded to include the theory and technique of psychoanalysis and group theory applied to work with those adults' couple relationships and families. Then came the specialty of child psychotherapy, which is comparatively small even though obviously there are as many children and adolescents as there are individual adults and parents. Adolescent psychotherapy has been relatively ignored as a specialty, teenagers sometimes being referred to adult therapists and other times to child psychotherapists.


That said, there are some excellent sources of in-depth articles and books specific to the child psychotherapist's work. Psychoanalytic Study of the Child is the main journal to consult. In addition to classics by the greats, Melanie Klein, Donald Winnicott, and Anna Freud, a few newer books are now available. We use the Scharffs' The Primer of Object Relations, Second Edition for the basic psychoanalytic theory that we apply to child work. Gilmore and Meersand's Normal Child and Adolescent Development: A Psychodynamic Primer is highly informative. Inside Lives by Margot Waddell is an excellent Kleinian perspective on child development. Child Analysis and Therapy by Jules Glenn is a book on clinical psychoanalytic treatment that is out of print but well worth finding. Kerry and Jack Novick have titles on parent work and child development and therapy, their most recent being Adolescent Casebook, an in-depth look at intensive psychoanalytic treatment. The Psychodiagnostic Manual, Second Edition, by Vittorio Lingiardi and Nancy McWilliams, explains how to measure various aspects of cognitive, affective, and social functioning against norms. Child Psychopathology, Third Edition, edited by Eric Mash and Russell Barkley deals with the diagnostic categories and their etiology and epidemiology. My mentioning these books is not to diminish other publications. I selected them as representative of the literature not only



to express admiration and gratitude for what they have given to our field but to make the point that each volume drills down into a specific subject—child development, or object relations or theory and technique of assessment and therapy, or psychopathology, or psychodiagnosis. That is not what this volume is. It spans all of the above topic areas. An Introduction to Child and Adolescent Psychoanalytic Psychotherapy is a comprehensive introductory textbook relevant to beginning and intermediate therapists and their child training teachers.


I am super-grateful to the coauthors for giving their presentations, for agreeing that I could develop my notes of their presentations to construct the mosaic that is this volume, and also for working with me on the faculty of the IPI Combined Child and Adolescent Psychoanalytic Psychotherapy training program at www.theipi.org. Ana Maria Barroso, Anabella Brostella, David Scharff, Caroline Sehon, and especially Janine Wanlass gave the bulk of the lectures and discussions, and Aidalida Altamirano, Carl Bagnini, Vali Maduro, Elizabeth Palacios, Kate Scharff, Lea Setton, and Yolanda Varela graciously covered selected topics. They are awesome colleagues and dear friends. Huge thanks to you all.


Jill Savege Scharff
Chevy Chase, MD, USA
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Play in psychoanalytic child and family treatment: an orientation to the book's approach


Carl Bagnini, Anabella Brostella, David Scharff, and Jill Savege Scharff


Play in everyday life


Play is fun. Play is learning. Play involves change. Play maintains health and facilitates growth. Play is an activity that creates movement between the inside of the child and others in the outside world. Play produces surprises, and transformative possibilities. Play is the child's ongoing psychological-physical expression of their earliest and continuous experience of the human and nonhuman environment. Play is the physical and emotional means of accomplishing developmental tasks toward mastery, self-cohesion, and learning interpersonal relatedness. Play is how children form their identities, channel aggressive and libidinal drives, determine limits, and find opportunities for self-expression and self-regulation. Used in therapy, play reduces symptomatology, releases the child's voice, and fosters personality integration. We also use play in work with the child's family. We approach the child's family in a nondirective psychoanalytic state of mind based on “evenly suspended attention” invented by Sigmund Freud (1912e, p. 111), modified for child treatment by Melanie Klein (1932b) with her introduction of play as a conveyor of unconscious fantasy, and broadened to group relations by Bion (1959, 1962), all of these adaptations brought to family therapy by Joan Zilbach (1985), David Scharff and Jill Scharff (1987a) and Jill Scharff (1989).




Play in individual assessment


We provide a simply furnished office with nothing so valuable as to create anxiety about a child's actions, but with enough toys to offer child patients a familiar play environment which relieves anxiety, and objects with which to express their conflicts, wishes, and fears in scenes and games of their own design. We observe, we interact, and we may join in the play when invited to do so, always with the purpose of facilitating the child's exploration of his thoughts and feelings. Our selection of toys includes human figures of various skin colors, vehicles, small animals, blocks and Lego for building, board games, a doll house, fidgets, paper, markers, and clay.


Very young children play on the floor, actively physical with the toys. School age children are less physical, playing less often roughly than preschoolers, and they prefer to sit and use a desk or a pad for drawing. They write, draw, and in general have a more structured way of expressing their conflicts.


During online sessions we see child patients at home, which usually means in their room, surrounded by their toys and mess. We may play together using the whiteboard to draw together or communicate using technology, often playing video games that let us enter the child's fantasy world just as toys and board games do in the office. Children and adolescents online show us more about their external world than is possible in the office, giving us a tour of their rooms and bringing their toys and pets into the scene, so that we get to know more about them and their setting.


Inhibited children may be too afraid to play at all. We observe, wait, invite but do not push. We wait until they are ready to play. Aggressive children on the other hand may be attacking the paper, breaking the pencils, and treating our furniture roughly. We let them express their anger, but we need to set limits to their destroying our property or hurting themselves or us. Anxious children may be running around, unable to settle.


Adolescents think they are too big to play, but we may notice them playing with their clothes and hair. Sometimes they object to playing. A thirteen-year-old Chinese boy, who plays only with the sand tray and the miniatures, says that the play is boring. Does that mean that this



type of play is not suitable for a thirteen-year-old? Is a standard fifty-minute hour too long for him? He is trying to elaborate something. For example, if he buries the miniatures in the sand, he might be trying to bury angry feelings about a family member. We discuss with him his choice of play material, the scenes in his play, how bored he feels about the play, and how he feels about the session and us. Another adolescent may play with paper and markers.


The therapist's four levels of attention to play


Therapists focus and relate to the play in four basic ways, determined by the trust of the child and the stage of development of the therapeutic relationship.


• We may just observe without comment, especially if the child is touchy


• We may ask the child what is happening and to elaborate on the theme of the play


• We link the play with the session content by using a metaphor or making an analogy between the play and the family circumstances


• We observe and make a direct link with the play


Play in family assessment and therapy


Play in family assessment and therapy gives us access to how the parents relate to their children and how the siblings interact. In the family therapy setting, the child plays and behaves freely, and we observe how the family reacts or fails to react. These behaviors show us the child's individual personality and aspects of their family too. Play is a physical activity that corresponds to verbal exchanges among the adults. First, we need to create an environment that invites the family members to play. We want to make available a range of play media so that we can work in the modality best suited to each family. We want them to express their anxieties about play, and then to be able to express them in play. We can show them how to figure out what the play means and what it can tell them about their family. We see the children in conflict over the play, and in the play, and we understand that this may reflect conflict in the parental couple. When we see their regression to an earlier stage of



development, we know to look for an underlying crisis in the family or at school. For example, a five-year-old who just got a baby sister may come in to session acting in a babyish way. As therapy takes effect, we observe their maturing collaboration in play.


Vignette: play in assessment of a family with young children


The Scharffs reported on a couple who came for assessment of their sexual dysfunction and concerns about their boys' development: The husband had premature ejaculation and the wife simply hated sex (D. Scharff & J. Scharff, 1991). The wife had angry outbursts with their eldest child Eric, age eight. The couple's son Alex, age five, was disruptive at school and was soiling by day and night. In the family assessment session, while the parents discreetly described their symptom as “difficulty with conjugal relations” the children built a firehouse and an engine crashing through it. The older boy Eric was calmly drawing small spaceships which were, however, attacking the mother ship. The building activity and the drawing were symbolic expressions of the children's awareness of the attack on the parents' sexuality.


Vignette: play of two adolescents in family therapy sessions


Two adolescents age fifteen and thirteen, in family therapy because the family was in mourning for the death of one of its members, wrote their names in large letters over and over again, in every session. They were showing their need of reassurance of their identities. Now that one of their brothers is dead, they need to prove that they are large as life, and can move on to rethinking who they are now.


We invite all the family members who live together. We take note of where they come from, how they handle worries and needs based on identifying with or against their experience in earlier generations. The child expresses the conflict of the family. Many families unconsciously select one member to express the pain and worry of the family, a role that Pichón Rivière (1970) calls in Spanish the porta voz, the speech bearer. This identified patient speaks the family issues that the family cannot bear and have projected into the child. The family recoils from, or silences, the child to avoid, or suppress, that issue.



It is our job to support the child to express what that child is feeling and to help the family to acknowledge and take back their piece of it. We help the child and the family members become effective in containing anxiety.


Vignette: use of drawing in family therapy


An adolescent girl was referred because of school refusal. In a family assessment, the story of a recent move made sense of this girl's rebellion. When the father's job assignment changed, the father suddenly moved his family from Los Angeles to Panama City with less than one month's warning. He did not take into account the family's input on the decision, and, having to work overtime to effect the move, he did not give his time to them as they faced the big change. His wife had to give up her job with no guarantee that she would find another but she went along with the move. Their children were upset at losing their school and familiar house and American culture. After the move, the adolescent girl became highly rebellious, hated Panama because it rained too much there, and refused to go to school. The latency girl was worried about being drowned or lost in a fire.


In that family therapy session, the family drawing was of a house with three windows and a chimney, and rain pouring on the house. Laughing, the mother said, “There's a window for the girls and me, and the father will have to go out through the chimney.” She seemed to team up with the children to exclude the father as an expression of her retaliatory wish to get back at him for not considering his family. The latency age child drew a father who had been stabbed, and for the next image she drew two guns. She was expressing murderous rage, except that one of the guns was not loaded, and so that indicates that she also wished to protect her father.


The couple's conflict was displaced on to the children because the mother was not acknowledging her aggression against the father, and the father was not acknowledging how much his self-interest had hurt his family. The therapist could see that the couple's conflict over the move had been projected into their elder daughter. Play offered this family a safe space where they could express their rage and their wish for retribution.




Stages of development


Children at various stages reveal their inner worlds in ways typical of their stage of development. Knowledge of attachment style and stages of child development is essential for the family therapist. We assess the young person's stage of development to give us a guide as to what to expect, and to know how to help. We learn the capacities for cognition, affect regulation, object permanence, self-cohesion, and social relating characteristic of the child's chronological age, and as we play we look to see where the child falls within that range. In family meetings, we assess whether the family functions in ways that are appropriate to the developmental level of each member. We will address the stages of child and adolescent development in the series of chapters on those stages in the section on development. For now we simply want to introduce you to the idea.


Attachment theory


Knowledge of psychoanalytic theory pertaining to early development is also essential in the preparation of the psychoanalytic child and adolescent therapist (J. Scharff & D. Scharff, 2005). We begin with considering the type of attachment that develops between the baby and each parent. It was Bowlby (1988) who drew attention to the need for a secure attachment base. Following him, the specifics of types of attachment were developed by Ainsworth et al. (1978) and Ainsworth and Solomon (1987); then, attachment and its relation to mentalization and self-reflection was the subject of the research team of Fonagy, Gergely, Jurist, and Target (2002). Researchers showed that attachment may be secure, or insecure in organized ways in which the baby is dismissive of the need for attachment or clinging to the attachment figure, or totally disorganized ways (which usually indicates a trauma history). Attachment forms the context within which the infant self develops.


Cognitive development


The stages of cognitive development are classified by Piaget (Marcin, 2018; Piaget, 1962). Applying Piaget's system, we can say that children are all sensorimotor learners—all playing develops from bodily



experience. What they think and feel is more easily expressed when tied to something physical such as making a swirl either on the paper (before making a circle is possible) or in the room twirling or moving around. Hence the value of play for revealing thought process. At this stage, we see children struggling with separation anxiety since the goal of that stage is object permanence. From two to seven years of age, we can expect children to start using symbols to represent their inner life, giving different meanings to an object or word. Later, from seven to eleven, they play with the interrelationships of things, working on how one affects the other. From adolescence on, they use ideas and manipulate ideas and thoughts to show us how they feel. For example, an adolescent girl uses metaphors to explain her anxiety. She says, “I am so anxious that rapid thoughts fill my mind, and I feel as if I am a fast train.”


Freud's stages of psychosexual development shown in play


Turning to Freud (1905d), we look at the psychosexual stages of development, oral, anal, phallic, and oedipal. The lap babies play with their mother's body and gradually move on to cups and stacking rings, moving in swirling motions around the room. From two to six years they are in the phallic stage moving towards the oedipal stage but not yet there. They show romantic power to their parents, boys showing how strong they are and girls displaying their body and wanting to be rescued like a princess. Around five or six they take a bit more distance from the family. They create their own story in a separate space within the family meeting and bring it back to us to show parents and therapist what they did. In latency from seven to eleven, they play games with rules, sports, doll play interactions, and daily rituals. From adolescence on, they don't play in sessions, but they draw and speak more directly of their situations. We always want paper and markers at hand, because they are useful at any age. We do not want too many toys, because too much becomes confusing to the children. We use our internal play space, our imagination, and we tolerate the play, and the anxiety about play, while we also concentrate on doing our work of interpretation.




Object relations theory


We base our psychoanalytic approach to individual children, adolescents, and their families on object relations theory. Fairbairn (1952), Winnicott (1971), Klein (1975), and Bion (1962, 1967) of the British object relations tradition refocused psychoanalysis towards understanding that the drives of the human infant are primarily oriented towards creating relationships. Fairbairn said that an active part of the infant self takes in the experience with the figures in his world (the external object) and keeps them inside to gain control of them and the feelings they generate (the internal objects). This creates an internal object relationship consisting of a part of the self, a part of the object, and the affects that connect them. This organizes the mind as it relates to the outer world. The child re-projects these internal objects onto the mother and other family members looking to confirm or modify their perceptions in the light of new experience. The internal object relationships relate to one another inside the self as well, constantly in dynamic relation, the ego repressing unpleasant objects and projecting them into others, looking for understanding.


It was Klein (1946) who developed Freud's concept of projection in terms of the mother–infant relationship. She noted a cycle of unconscious communication between the minds of infant and mother as the infant deals with annihilation anxiety arising from the force of the threatening death instinct. The mother takes in the infant's projections and identifies with them, and the infant takes in the mother's projections and identifies with them. She called this projective and introjective identification. This unconscious communication happens at the same time as it rides on the back of conscious communication conveyed in physical terms. For instance, when a mother returns from an absence, the infant has missed the mother. Not knowing how to get this across, instead of greeting her warmly, the child turns away to warn her not to leave again. When the mother takes in the child's unconscious meaning, she may retaliate to the infant's sense of rejection, which then confirms it, or she may respond with compassion for the wordless distress.


This takes us to Bion's concept of containment (1962, p. 90), which builds on Klein's ideas. Bion was a Kleinian analyst whose work with



groups sensitized him to the effects of interaction and group dynamics on the development of mind. The infant communicates longing for relationship and distress about bodily experience through all forms of communication. The mother takes in all aspects of experience—having fun, playing peek-a-boo, or feeling raw distress, identifies with it, and uses her identification with the infant's immature experience to understand her infant's mental state and to respond to the needs. This communication is going on all the time, as the mother–infant pair work towards a rhythm of safety and understanding together. As the mother works on understanding her child, interaction has a maturing effect on the child's mind.


Turning now to the ideas of Winnicott (1960), we find a related but different concept. Winnicott refers to the infant's need for holding. He is thinking of the environment that the mother provides by holding that infant in her arms so as to keep the baby safe and held together in a physical way, which promotes progressive integration of the personality. Thus, physical holding forms a necessary context in which the mother can then offer containment, as she processes the baby's distress and returns it in a way that calms the infant.


The therapeutic attitude


Like the good parent (but with the advantage of bearing no responsibility for parenting), the child therapist works with an attitude of holding the frame of the treatment, holding open the space for thinking, welcoming emotional expression, and offering containment. The therapist offers holding first—safety, emotional warmth, and nurture. Then, she takes in the child's distress, confusion, and hurt, processes it in her therapeutic reverie, and returns it to the infant in a manageable form. Creating a reliable holding environment in our professional office is the safe situation we work to offer first. Managing anxiety and interpreting resistance to therapy as a basic fear of the therapist and what will happen is the way to continue establishing safety. Play is a huge help in creating a familiar environment with choices of toys and games for stress relief and expression of conflict. Then, we take in and make sense of the child's communications consciously and, most important, unconsciously,



through projective and introjective identification, shown to us in interactions based on our play.


The Scharffs' training exercise: “toy journey”


Play is important as part of our personality and our professional identity as child and family therapists. It helps us be in contact with our own internal child and how we feel when we are playing. The Scharffs (D. Scharff & J. Scharff, 1987a; J. Scharff, 2020) designed an exercise for use in training child and family therapists to help them get in touch with that inner child and with the value of play.


Vignette: the toy journey


The training group of therapists assembles, and the leader asks the therapists to take a few minutes to think about being very young and to recall how they felt when playing. The leaders give various prompts.


“Where did you play? Who did you play with? What toys did you use? What was your favorite toy or type of play? Did you play alone or in company? How did it feel? Who was your playmate at school? What comes to mind when you think about that experience? Did you have a special teacher? Or a not-so-special teacher? Now look at a selection of toys. Pick a few of the toys and create a toy family.”


Therapists then play together talking about their families. A therapist brought an uncle, someone who is a containing figure from outside the nuclear family, into a family of a father and son. The toy selected for the uncle was a yellow bird, and the toy for the child was a little boy in a yellow sweater. They were connected by the color of their chests. Perhaps this child felt closer to his uncle than to his father. There was no mother. A therapist in the training group added a dinosaur to be a guard for the family. In discussion, someone suggested that this intervention represented the role of a therapist protecting a family during difficult sessions. By her participation in the exercise, this therapist showed us how to integrate our own internal play into our family understanding in the session.




Conclusion


As an accompaniment to verbal interaction, play helps us to know what is going on. But we need to teach the child and her family about its value. We show how a child's individual drawing is a graphic dimension of the young person's dreams and fantasies, and of the family in which they live. In family therapy, we tune in to the unconscious dimension of their play and use it to understand the family and their patterns of behavior, feeling, and interaction. We offer families holding and containment of their chaos. We describe the play that we see and monitor how it makes us feel. Our response helps us connect with the children and the grown-ups. Play becomes the principal medium of communication of internal feelings and relationships in the family therapy session, and this transfers to a more creative, playful atmosphere in the home.


Child therapists need training in cognitive development, psychosexual stages of development, attachment theory, object relations theory, group theory, and the therapeutic use of play in order to prepare them for work with individual children and adolescents and their families. Play is a special tool. It provisions a therapeutic arena in which the family members can learn about their conflicts, wishes, and fears.


This chapter serves as a bird's eye view of the rest of the book, an orientation to what is to come. In later parts, we will expand severally on these topics.













The ethical stance in child psychotherapy


Caroline Sehon


Basic principles


First, do no harm.


Second, do what is in the best interest of the child.


Developing the ethical stance


A strong, ethical foundation for treatment requires building a secure space with firm boundaries that honor privacy. We engage with parents throughout the treatment process and respect their authority. We negotiate conflicts that arise when they have a different opinion about what is best for their child. We accept children and families into treatment without prejudice. We respect sociocultural diversity and adopt a stance of cultural humility to learn from the patients' unique experience. We honor the frame of the treatment and monitor our countertransference so that it does not interfere with the therapeutic environment. We recognize the potential for conflicting needs and wishes of the child and those of the parents.


We understand that the capacity for holding a point of view or making a decision evolves according to the child's cognitive and affective development. We are also aware of the child's vulnerability and



dependency on adults, at whose hands they may be subject to neglect and abuse, and we intervene when the law requires. We aim to keep child patients safe, and we respect their level of maturity, which facilitates development of the child's autonomy and potential (Sondheimer & Jensen, 2009).


Ethical dilemmas in clinical practice


The first dilemma occurs at the point of referral. Usually it is the parents who seek treatment for their child. But what if the child is not in assent? The therapist must decide whether to respect or override the child's autonomy and accept the reluctant child into treatment. Because consent is shared/divided between parents and child, challenges crop up during therapy. Let us imagine ourselves in the following situations.


Vignettes: respecting autonomy


A nine-year-old girl with separation anxiety was upset that she could not visit her therapist in her office during the Covid-19 pandemic. The therapist offered teletherapy. Her parents really wanted her to continue any way she could, but she wanted to continue only if she could be in the room with her therapist.


Another nine-year-old was interrupting therapy to go to camp. She really wanted to continue therapy online, but her parents felt that it would not be effective, and they did not make the necessary arrangements.


These children's desires clashed with their family's interests. The children's wishes were considered, their autonomy was respected, the parents took the therapist's opinion into account, and the therapist had to accept the parents' decision, with the proviso that the plan would be reviewed periodically.


We look at our responses and work together towards a solution, as a rehearsal. Our technique in working with children and our responsibility to the ethics of our profession are closely related. We are obligated to recognize children's vulnerability and to guard against exploiting the power differential between child and adult.




Applying the I Ching hexagram 12 to the ethical stance


In the I Ching (one of the oldest books in China), hexagram 12 (called “stand still”) appears (Huang, 2000). In literal translation, this means they bear shame. To the Chinese philosopher, it means they embrace shame. We can apply this to the ideal attitude of child therapists, in which they must not only tolerate shame and anxiety but also welcome these emotions into the treatment relationship. We might view hexagon 12 (“stand still”) as symbolizing therapists' capacity to stay calm and contain the anxiety of uncertainty and doubt. In another part of the I Ching, the author refers to Tai Chi, a symbol of constant flow between white and black; it implies the need to integrate opposites. We can apply this symbol to the integration of ethics and technique and to the interrelationship of transference and countertransference.


A Western vignette


A ten-year-old boy was in twice a week analytic therapy with a male therapist. His parents were hostile, argumentative, and verbally hurtful, and they received parent guidance and couple therapy elsewhere. One day when his mother was away on business travel, the boy arrived with bruises on his thighs. The therapist observed this with alarm, learned that his father had hit him repeatedly, and became concerned about abuse. The therapist viewed this as an escalation of the emotional abuse into the physical realm and wanted to involve child protective services (CPS).


First, the clinician reported her observations to the couple therapist, who felt strongly against reporting it and believed CPS would simply mandate couple therapy, which they were already receiving. The child therapist sought consultation, not wanting to disrupt the treatment team but wanting to keep the patient safe. She knew she was legally required to report child abuse, but she also knew that reporting could enrage parents, who might pull the child out of treatment, and then the child would be even less protected. In discussion with a consultant, the therapist decided she had to report, so she called a meeting with the child, the parents, and their couple therapist. Because of the difference in opinion between the child therapist and parent therapist, extensive collaborative work over



many years was needed for repair. In this case, the outcome was good. It led to the addition of family therapy, and the child continued with his therapist for many years. The child therapist decided that in the future she would prefer to do the couple therapy herself, in order to achieve a more integrated approach to meeting the child's needs.


In a discussion with Chinese therapists, some of them identified with the child therapist and others with the couple therapist. One said that the parents could retaliate against the reporting child therapist, who would then be the abused one. Another said that people from their culture would not care about this type of parental attack on a child, and that the authorities would respond to a report only if the parents had caused grievous bodily harm.


Cultivating an ethical stance and attitude


The ethical stance must take account of the cultural context. In some cultures, anger is valued as appropriate self-assertion or exercise of authority. In other cultures, self-restraint is preferred. We must read the international psychotherapy literature and become familiar with sociocultural norms of differing ethnic groups. In the next chapter on cultural humility, we explore this part of the ethical stance in more depth.


Analytic attitude


An analytic attitude is distinguished from an ethical attitude in that it does not always involve struggling with inner and outer authority. However, an analytic attitude includes an ethical commitment, as the therapist holds the patient's needs as a priority in the service of growth (Allphin, 2005).


Chinese student vignette


In response to a request from the teacher of a child therapy class, a Chinese therapist presented for discussion an ethical dilemma that she had faced: How are we to deal with the situation where an adolescent, who intends to commit suicide, scratches out the signed treatment consent and threatens to commit suicide immediately if the therapist were to discuss the patient's suicidal plans with his parents?




A thirteen-year-old boy suffering from major depressive disorder was brought to therapy by his parents for recurrent tantrums and suicide attempts that had not responded to treatment. He reported little change in his symptoms from antidepressant medication and prior therapy, and he refused hospitalization. He appeared emotionally and interpersonally sensitive, actively thoughtful, but exaggerating his feelings and experiences, obviously impulsive, and trying to take control of the consultation in a subtle way.


Before the first session, he and his mother signed the informed consent concerning the provision of confidentiality and privacy and the situations where those were foregone. In the third session, he told the therapist that he planned to commit suicide after the end of his winter vacation (two weeks into the future). He kept the plan secret from his family members. His grandfather had stopped him from making a suicide attempt three days previously when the patient tried to jump into a river. Four months ago, his family sent him to the emergency department when he overdosed on medication.


The therapist deemed him at high risk for another serious suicide attempt and told him that she would need to tell his parents. The boy responded immediately and uncompromisingly, saying: “If you dare to tell my parents, I will die before the end of vacation.” He doubted whether the therapist had the right to break confidentiality, and he claimed that he had forgotten the confidentiality exceptions on the consent form he had signed. He asked the therapist to show him where these elements were on the consent form. As soon as she handed it to him, he grabbed a pen and smeared the confidentiality items. He threatened to deface the whole paper if the therapist insisted on discussing his suicidal plans with his parents.


The therapist tried to calm him by expressing empathy for him, and then gently explored the meaning of his smearing the consent form. This approach seemed effective. She clarified for him some basic information on depression and explained that discussing suicidal plans was meant to protect, and not further hurt him. Even though he still refused to give permission, she said that she must report his suicidal intent to his parents, and she did so.




Confidentiality


Therapists must honor the child's privacy yet respect the parents' rights to a reasonable amount of information. It is a balancing act. So, a therapist must discuss confidentiality at the outset of treatment and assure the child that if the child should break the bounds of the consent form by becoming a danger to herself or others, the therapist will discuss the problem with the child and then inform her parents. Any decision to break confidentiality must be made carefully. We make clear that if the child reports suicidal intent or action intended to hurt others, we must inform the parents, to keep the child safe. In that situation, it helps to maintain a secure alliance with the parents and to call a family meeting so that the child hears what the therapist is saying to the parents. We follow the “need to know” standard and properly seek written authorization to disclose. It is best to avoid emailing when navigating this degree of clinical risk.


With a suicidal adolescent, therapists experience strong countertransference and at times must contend with despair and self-hatred. Nevertheless, they maintain a benevolent attitude in the face of provocation and try to alleviate the patient's distress, but at the end of the day, safeguarding the patient's life takes precedence over privacy.


Features of the therapist's ethical stance


The ethical therapist accepts the parents' authority. She knows the distinction between the therapist role and the parent role. She avoids dual relationships. She collaborates with school counsellors, teachers, and pediatricians when necessary. She establishes understanding of confidentiality and the conditions under which the contract is broken. She encourages the child to verbalize the problems that occur in the therapeutic relationship, and she keeps it private. She is committed to understanding her part in enactments (which tend to occur when words have failed). She monitors the transference and countertransference. She honors the right of children to develop their own mind and voice.













Finding cultural humility


Janine Wanlass


Cultural humility (Hook et al., 2017) applies to the interplay between culture and how we practice from a psychoanalytic perspective (Feldman, 2022). A Chinese therapist, Zhong (2011), wrote about the challenges she faces in integrating her culture with ideas that originate from the West. Zhong's article draws our attention to our own culture and how it influences us, and indeed how the culture of the family influences the life of the child we are asked to treat. When as Americans we teach a foreign group, such as a group of Chinese students, we need to exercise cultural humility. We recognize that within that group of Chinese students are many cultures that we as teachers will need to learn about, as they in their roles as therapists will need to learn from their patients about their cultures.


We need to think about our prevailing values, gender, minority vs majority identification with social norms, and economic standing. What is the impact of our personal history? What are our areas of prejudice and bias, of limited understanding? Are we like the culture around us or do we identify as different? Do we live in an urban or rural area? All these pieces are part of our personal and family culture. All these factors can be conscious. Other factors are not in our awareness. These influence our way of perceiving and responding to our clients too.



So, we try to think of what our unconscious assumptions might be by exploring them in our personal treatment and supervision.


Then we think about the impact of the culture of our professional training. What populations have we already been exposed to, and how has that experience influenced our way of operating as a clinician? A therapist who trained in an immigrant center has a different concept of children and family than another who trained in a private group practice. What impact does the culture and professional orientation of the teaching faculty have? How does culture contribute to pathology and how does it protect against it?


In China there is a complexity of culture with many ethnicities and vast geographic differences, so that a counsellor who has moved to another area may notice differences in personalities, social norms, and symptomatology. For instance, there may be a difference in strength of superego or ego, somatic manifestations, identity cohesion, or difficulty engaging the father. When the counselor is male, the family may project a positive or negative transference, the mother seeing him as a father or a son. The therapist's values may be in the minority and quite different from those of the parents. Chinese parents place a high value on academic performance and the reason for referral is often failure to attend or perform in school. Parents want the counselor to “fix” the child. But the counselor wants to take the child's mental health as her therapeutic goal. So, there must be a careful rebalancing of priorities without losing the confidence of the parents. When students are learning psychoanalytic ideas and ways of thinking, this must come from the inside, not the outside, from learning from experience, emotion, and discussion, not from lectures alone, which is the usual form of instruction in China. This affective group learning challenges students to grow and wait until they can grasp the concepts. The student who complains, “I didn't get it,” after one lecture is like the parent who complains that the child isn't better after one session.


Urie Bronfenbrenner, a Russian-born American psychologist, proposed a way of thinking about the developmental growth of the child in a cultural context (Bronfenbrenner, 1989; Swick & Williams, 2006). He proposed five systems of interaction that surround the child, starting with the microsystem of the family, school, and neighborhood. Next, he looks at how each of these aspects of the microsystem interact. He calls



this the mesosystem. For instance, this child may live in a wealthy neighborhood with parents who are heavily involved in the school. Or the child may be from a poor neighborhood with a school that has limited resources, and a family where the parents are working all the time and not at all involved in the school. Those are very different contexts. The exosystem refers to influences from the child's indirect environment, such as parents' work situations or the level of available resources in the educational system. For instance, how does the work of the father influence the time he can spend with his child? How does funding for education influence the child's involvement in after-school activities?


The macrosystem captures the influence of social and cultural values on development. Adolescents who are growing up in a culture that embraces sexually diverse lifestyles may feel freer to explore their sexuality than those raised within a more conservative social setting. Finally, Bronfenbrenner examines what he calls the chronosystem or how the historical period affects the child's development. For instance, how will the child growing up with social distancing during Covid-19 develop differently from one who has been in the rough and tumble of the playground? With climate change, the unusual occurrence of floods, earthquakes, and storms has an impact on children who are made more anxious. With advances in communication technology, we can maintain contact with people at a distance, and yet that electronic contact may lead children to retreat from human interaction in the flesh. An adolescent who is too dependent on social media for communication with others, or who is socially isolated by pandemic lockdown and school closure or was grounded for too long, may fall behind academically or retreat from the usual adolescent activities such as learning to drive, going to parties, and attending sports events at the high school. Some developmental milestones are similar across national boundaries (such as at what age a child begins to walk) but others are culturally determined (Bronfenbrenner, 1989; Swick & Williams, 2006).
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