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            A NOTE FROM THE EDITORS

            Adah Sachs and Valerie Sinason

         

         This book was born out of complaints both editors went through (and were acquitted of). It took several years for the pain and shame to develop into a greater understanding of the dangers facing the therapeutic enterprise for all parties concerned. We hope this book will aid all members of our profession and inspire further thinking and change.

         
             

         

         Two notes on language:

         
	‘Psychotherapist’ is used in this book as a global term for all mental health clinicians.

            	‘Patient’ and ‘client’ are used interchangeably throughout the book.

         


   


   
      
         
xv
            INTRODUCTION

            by Adah Sachs and Valerie Sinason

         

         The psychotherapist and the professional complaint

         Do you know anyone who has received a professional complaint? Maybe not. Or maybe you just don’t know that they have. People don’t tend to share such experiences.

         Have you ever received a complaint? You would know, of course; but perhaps most of your colleagues never knew. Fear and shame silence such conversations.

         This book aims to shed light on this shadowy topic and explore the practicalities, meanings, benefits and harms of the professional complaint. It looks at the historical development of the relationship between the professional and the patient. It compares different types of complaints – from the vexatious to the criminal, from the personal to the institutional, and the roles played in this process by the professional accrediting bodies, the NHS, a professional union, the legal system and the conscious and unconscious ethics of the profession. In particular, we explore the professional complaint through the experiences and thoughts of professionals who have been involved with the complaint process and were willing to contribute to the thinking about it: psychiatrists, advocates, scholars, counsellors, lawyers, psychologists, social workers, psychotherapists, psychoanalysts and activists.

         Psychotherapy, in all its many forms, offers a relational framework in which entrenched pain and dysfunction can be shared, made sense of, lose their toxicity and hopefully be transformed into the live materials that build and enrich the Self. Undoing years of psychological hurts requires complex understanding and skill, and the training undertaken by psychotherapists is therefore demanding and lengthy.

         All psychotherapy trainings include learning of theory, technique and practice; and they also include intensive psychotherapy for the trainee. As all people, clinicians have their own characterological weaknesses, life xvi crises, vulnerabilities, pain, immaturities and blindness; and a crucial part of the ability to help others comes through recognizing one’s own frailties and experiencing the process of their gradual transformation. This does not, of course, provide perfection: the negative aspect of the therapist’s ‘frailties’ is that he or she is inevitably liable, at times, to be blindsided by them. The positive aspect is that character flaws, where recognized and processed, form the basis for the therapist’s understanding and empathy, as well as their confidence – born from personal experience – that a level of transformation is possible.

         Therapists, collectively, are also responsible for continually expanding their personal knowledge and the knowledge of the psychotherapy field. For this reason, further to their qualifying training, therapists are also required to undertake continuing professional development (CPD), and receive some form of supervision. They are also encouraged to write, publish, research and lecture. Subsequently, human difficulties which have not previously been understood or recognized gradually find their place in the expanding scope of the field. Forensic psychotherapy, disability therapy, antenatal mental health, addiction, complex trauma therapy and the treatment of dissociative disorders – to name but a few – are all quite new. Until recently, people with these and other minority needs were neither recognized nor treated, or were treated with a crass lack of understanding. While sticking to what we already know is easier and may feel ‘safer’, excluding whole groups of people from care can hardly be ethical. Expanding our scope of practice, however, inevitably increases the risks of ‘getting it wrong’. This is one of the many ethical conundrums of the profession; and as we must assume that the risk of misstep, mistake and even wrongdoing is forever present in our work, the obvious question is: where something has gone wrong, what could put it right?

         In most cases, problems which occur between patient/client and their therapist get resolved within the therapy. Indeed, the ability to do so is an important area of therapy, and a satisfying resolution is a significant therapeutic achievement. But when a problem cannot be put right by the process of therapy itself, we still need to respond to what the patient needs or indeed wants when they feel wronged by their therapist. Making a complaint against the therapist allows a third party (normally an ethics committee or the accrediting body of the therapist) to step in and decide whether – and to what extent – the therapist has done wrong, and what xvii sanctions – if any – should follow as a result.

         The complaint process allows the patient a recourse; it allows the therapist to respond, explain their line of thinking and recognize mistakes; it brings wrongdoing to light and maintains professional standards. However, it is not without a cost, and it has the potential to seriously harm all the people involved. For the patient, it carries the risk that their complaint may be dismissed, leaving them more hurt and feeling even less understood than before. For the therapist, it is an incredibly harsh ordeal which can last many months. While it goes on, the therapist may be barred from seeing other patients (who get hurt as innocent bystanders), and it can harm the therapist’s reputation and career even if it later transpires that they had done no wrong.

         Furthermore, almost invariably, the therapy relationship ends up irreparably broken following a complaint. Once this complex entity, The Complaint, has entered the space between patient and therapist it almost always destroys that space.

         Most patients make a complaint because they feel hurt, angry and wronged, and they want to force their therapist to do better by punishing him or her for poor form. Most patients do not want the therapy to end, or they would have just left; they want the therapist to improve. Having to endure months of waiting, at the end of which the therapist may or may not have been punished but the therapy was destroyed and came to an end (rather than improved) can feel like being cheated: the therapist (even if punished) got away from the patient, not changed for the better. The patient was abandoned, not treated better.

         Similar (if not quite as high-stake) dynamics can be seen in complaints made against therapists by their employers, professional organizations or colleagues.

         There is a very hard-to-maintain balance in the complaint option: on the one hand, it runs the risk of crippling the psychotherapy relationship by forcing it into a culture of ‘defensive practice’. On the other hand, we must have a way to protect against the predatory and otherwise unethical clinician. For all its potential damage, it is hard to see how we could manage without having a process which allows wrongs to be exposed and dealt with.

         It matters, and it is deeply therapeutic, that wrongs be put right. It also matters that the process of ‘putting right’ is not an invitation for revenge and destruction of what matters the most. Like alchemy, the process of xviii therapy aims to transform the base, twisted metals of harsh experiences and suffering into the gold nuggets which build the Self. It also requires a careful watch, so that the hard-earned gold not be turned into the base metals of destruction. It is our hope that our shared thinking in the following pages will help us to find the way.
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3
            CHAPTER 1

            The psychotherapist, the profession and the professional complaint

            Adah Sachs

         

         This paper was born out of a personal experience: I received a complaint. It was resolved in my favour, so one could say that it ended well (for me), but it had a shocking beginning and a pretty awful middle, and it caused the greatest confusion of my professional life to date. It also made me think in much more depth about the shadow side of the relationship between patient and therapist, where the deep attunement, attention and affection that characterize the relationship can suddenly turn dysfunctional and dangerous.

         Writing these words brought back to memory the only time I was physically hit by a patient. She was a long-stay inpatient, and I went to her room to pick her up for her session as I did every Tuesday and Thursday at 11.00 a.m. On that day, however, I found her door closed and very loud music blaring from inside the room. I knocked on the door, but the music was too loud for her to hear it. I opened the door a crack: she stood at the far end of the room, her back to me, looking out of the window. I called her name, but my voice was drowned by the music. Walking slowly in, I reached for the volume dial and turned it down. Quick as a flash, she turned round and kicked me. We both froze.

         That kick was a raw complaint. It said, quite rightly, that I had no right to touch her radio. That I trampled over her privacy. That I forcefully took away her music instead of listening to it and thinking about it. That I was a bad therapist and a scary person. A moment of misattunement, impatience and acting out (mine) was met by a moment of indignant and fearful rage and acting out (hers), derailing our relationship in seconds into a dysfunctional exchange. And we froze, shocked by the intensity of 4 negative affects and by the loss of our shared language.

         Thankfully, it did not take long for attunement and thinking to return. I apologized, and the work continued. In fact, that breakdown moment ended up being pivotal to the therapy.

         In this chapter, however, I examine the process of a ‘real’, formal complaint (rather than a kick), focusing particularly on its problematic, unintended consequences.

         I should note here that this subject has not previously been an area of interest to me. Indeed, prior to receiving one, I had hardly given a thought to professional complaints: in my mind, they were vaguely connected to unethical, predatorial or plain bad therapists – issues that, naively, I did not consider to have any relevance to me. I also confess to having a deep impatience towards the bureaucratic, administrative elements of life, and the words ‘complaint procedures’ seemed to fall in that very dull category. Well, I no longer think so.

         Finding myself on the receiving end of a formal complaint was not dull. It was shocking. For a time, I couldn’t think at all, such was the impact of it. It was also quite gripping, in a horrifying, all-consuming kind of way: the initial shock was followed by months where I could hardly think about anything else. Ultimately, though, it was an eye-opener. An eye-opener about the shadow side of our relationship with our patients: how close to the surface are the vulnerability, aggression and fear in each of us and between us (Winnicott, 1949). An eye-opener about the limitations of my personal robustness, and the limitations of our collective professional robustness. And perhaps an eye-opener to some of the personality traits common in therapists that contribute to our lack of robustness as a group.

         These thoughts and realizations made me choose to end this paper not at the ‘happy end’ point where the complaint against me was dismissed, but with a discussion about the conscious and unconscious relationship between the psychotherapist, the profession and the professional complaint.

         A case study: the complaint I received

         A few years ago, following decades of intense clinical work, I decided that the time had come for me to take a sabbatical year. I gave my patients one 5 year notice of my plan and settled into the process of endings. As was to be expected, this was not easy; but eventually there was a resolution and a proper ending with each of my patients. All except one.

         This one patient, who I will call John, was unable to accept my ‘bailing out on him’. He raged, suffered, became suicidal, hated me for my selfishness, betrayal, cruelty and heartlessness, hated himself for his dependence and neediness and denigrated both of us. After several months of suffering (both his and mine), he met a therapist whom he liked and told me that as the new therapist was ‘so much better than me’ he wanted to start working with him immediately and was not going to wait for the end of our agreed time.

         I believe my response was a mistake, probably driven by my exhaustion after being emotionally battered for months: I accepted his announcement of a unilateral, early ending of our work, and said I was impressed by his taking charge of his own process, rather than feeling beholden to my timetable. While I tried to convince myself that my response was ‘enabling’, I did know that it was not entirely so. Congratulating him on his independent choice had robbed him of the opportunity to ‘slam the door in my face’, and I’m afraid that, being a sensitive person, he may have been quite aware that my ‘positive’ acceptance of his choice reflected my (not so positive) longing to end these punishing sessions as soon as possible.

         But these are just my own thoughts. I have not seen John again since his announcement of his immediate ending, and the day after his departure I was informed by his new therapist that John wanted no contact with me whatsoever.

         On my return to the UK at the end of my sabbatical, I was greeted by a hefty, special delivery envelope containing a fifty-page Professional Complaint document. Thirty-five pages were written by John. The other fifteen were entitled ‘a witness statement’, written by John’s new therapist.

         The contents of the complaint were not about the poor quality of my work or about my selfishness, lack of sensitivity or heartlessness (all of which I could have understood, given our difficult ending). The complaint consisted of detailed descriptions of abuse and torture. John stated that, throughout the years of his work with me, I had repeatedly punished him for his thoughts and behaviours, and my punishments were cruel and terrifying: he said that I had often locked him up overnight in my consulting room, naked and alone, with no heating in the empty building; that on several occasions I had sent him naked into the street at 6 the end of a session; that I had inserted various objects into his anus; tried to strangle him with a nylon cord around his neck; attempted to drown him by pushing his head under water in the WC’s basin; and when he didn’t ‘work hard enough’ in therapy, I forced his hands on to a lit stove. These, and many similar items, filled thirty-five single-spaced pages. The ‘witness statement’ contained a shorter version of some of the events already described in John’s complaint.

         I was dumbstruck.

         My first thought, when I was able to think again, was relief that it was not a complaint about my rather scanty record-keeping. This one was so extreme that it was obviously material for therapy, not for an accrediting body evaluation. The intense vulnerability he described (being naked and alone in the cold, desperately needing protection and warmth, yet staying in my consulting room overnight), the torment I had caused him by fire and water, the feeling – terror – that I was ‘killing him’ and his anguished cry for something or someone to stop me (from leaving? from locking him out of the consulting room?) all needed to be thoughtfully and compassionately disentangled and linked to his inner reality, so that his outer reality could make sense.

         I was not, however, asked to write a therapeutic case study, or to speak to John. I was required to ‘respond to each item’. What could I possibly say to a committee about any of these items? Was I expected to state that none of these were true? Surely no one would possibly think they were!

         But my next thought was, could anyone, when hearing such a ghastly tale, actually suspect me? Clearly, John’s new therapist had not questioned his claims about my abuse of him, he even named himself a ‘witness’ to the events described, as if he had actually been there and knew them to be true. How many other professionals may think so?

         Moreover, what would be my own reaction to a therapist accused of such crimes, even if I knew the therapist and generally thought well of them? Would I think it was obviously phantasy material or a deliberate revenge, or would I wonder if there was perhaps something in it? Accounts of hard-to-believe abuse were not infrequently proven to be true (Middleton, 2013; Middleton et al, 2018; Salter, 2013); and through decades of my own work with abuse victims I knew that the people committing such crimes may not ‘look like abusers’. Assuming my close colleagues shared similar experience and views to my own, why would they not suspect me? 7

         As well as the shock at considering that my innocence (and indeed sanity) were questioned, I also found myself in a fundamental cognitive and moral dilemma: how could I possibly say – or even think – the words ‘this is mad, no one will ever believe you’? These were the very words that abusers told their victims, in order to silence them. The thought of myself silencing a person by dismissing his account as ‘outlandish, therefore untrue’ went against the grain of my thinking, and anything I had ever practised, written and taught (e.g. Middleton et al, 2018; Sachs 2007, 2011, 2013, 2017).

         Nevertheless, John was not telling the truth. Unlike other situations where I heard a patient’s accounts of his or her traumatic history (including John’s own accounts of his childhood abuse), in this case I had the unusual ‘luxury’ of certainty about the facts: I knew that the crimes he described had not been committed. His complaint may have described an internal experience, a memory or his rage at me and his wish for revenge, but it was not an account of my actions. To my mortification, I found myself wondering if some of his accounts of his childhood abuse may not have been true either, a question which returned me to my cognitive and moral dilemma.

         Guilty until proven innocent

         Back at my desk, I was required to respond to each item, to prove my innocence. Given the document’s length, this took me several days. Meanwhile, my accrediting body was seeking a suitable investigating officer for this complaint. The task of an investigating officer is to collect all relevant material supplied by both sides, read it and make a recommendation as to whether or not there was a case to answer. An investigating officer must have sufficient expertise in the main areas of the complaint and be agreed to by both sides. Given the complexities of the case, the search for a suitable person took several stressful months. There was nothing for it but waiting.

         Chinese whispers

         Meanwhile, in our not-so-large professional world, the story of this complaint started to spread during the months of waiting. Two of my 8 supervisees who were in therapy with John’s new therapist cancelled their work with me. A colleague of mine sent me a cryptic message about having a problem with being in the same meeting with me because of potential conflict with a client of hers. Some of my colleagues in the US had heard about it and asked me if the story was true; and one of them said she read it on a group email from a colleague of John’s therapist. I felt my paranoia rising: what did my colleagues think of me? Would anyone ever trust me again? Should I step down from a board of directors I was serving on, so as not to contaminate the reputation of the organization with a pending complaint of this nature? I was due to give a paper at an international conference and wondered how I could face meeting people. I felt a crushing weight of shame for being even associated with such a complaint; fear of losing all my friends and colleagues, and anger for being put in such a position. It is remarkable how easy it is to tarnish – perhaps permanently – a therapist’s name, and potentially destroy their career. I was being punished for no crime and was to remain guilty until proven innocent.

         The sting

         Just when a suitable investigating officer was finally found and the process appeared to be moving forward, I was informed that John and his therapist had dropped the complaint. Had they realized that it was not likely to go in John’s favour? Was John becoming too distressed by the complaint he’d made several months earlier when he was upset, now it was becoming more ‘real’ as he was required to meet with the investigating officer and repeat words that, somewhere in his mind, he must have known were untrue? Be that as it may, it meant that this complaint could not ever be really closed. Were John and his therapist devious enough to choose this course of action deliberately, so as to keep me forever suspected?

         I made a request for the investigation to continue until a conclusion was reached but was told that there was no provision for such course of action: dropping a complaint was the prerogative of the person making it. My accrediting body regulators, the relevant ethics committee, the organization within which I saw John for several years were all terribly sympathetic, but there didn’t seem to be any way to resolve the situation.

         A nasty complaint, which circulates for a few months while ‘confidentially’ shared with colleagues and friends and is then simply 9 dropped with no formal resolution can cause terrible damage, and there was apparently no remedy for it. ‘Guilty until proven innocent’ was to become my permanent professional status. And as in the absence of a complaint innocence could not be proven, I was left with ‘guilty’. It felt as though I had fallen off the edge.

         Resolution

         After some weeks of avoiding meeting people and becoming increasingly distraught, I realized that I must come out my cave and speak to my friends and colleagues in the hope of gaining some wisdom, advice and emotional support. I steeled myself and with great trepidation started to tell my colleagues: I’ve had a complaint, and I have no idea what to do. To my surprise, people were very sympathetic. Some of them started to tell me about complaints they had had but never talked about. When I told them what it was about (excluding the participants’ identities) they were flabbergasted at first and then supportive. They reminded me that I was a good person, and that they couldn’t possibly believe that I had actually tried to murder a patient. When I confessed my dread of going to the conference I was due to speak at, some immediately offered to come with me. Not going alone felt less scary.

         I informed the board of directors I was serving on of my situation and asked whether I should step down. After discussion, the board’s reply was an unequivocal ‘no’. There was no decision against me, no evidence was brought forward, and I had no previous ‘form’. All that was on the table were unsupported accusations and rumours. Rumours don’t count, I was told, only evidence. Furthermore, they emphasized that damaging rumours were illegal and encouraged me to get legal advice.

         I found a lawyer, who, after reading the documents made several points:

         
            a. Contrary to his statement, John’s therapist was not a witness to any of the events he described, because he wasn’t there. Presumably, he had heard these accounts from John and believed him, but this was hearsay, not independently known facts and certainly not evidence.

            b. The therapist was breaking the law: spreading accusations with no evidence was slanderous and libellous.

            c. John, too, was breaking the law if he was knowingly making a false claim against me.

         

         10 The lawyer sent a letter to this effect to John’s therapist, instructing him to ‘cease and desist’, and to put everyone he had ‘shared’ the story with on notice that they, too, may be deemed slanderous and libellous.

         She also advised me that I had sufficient grounds to go back to my accrediting body and state that by not concluding the investigation, they were exposing me to slander and libel and may be held responsible for the outcome. Within a few days the investigation reopened, and a few days later, in the absence of any response from John or his therapist, it closed with a ‘no case to answer’ conclusion.

         Afterward: why?

         This question continued to haunt me for years. Why did John do it? And even more surprising, why did his therapist? I really wish I knew, but having had no contact with either of them since my work with John ended, all I can offer here are my own thoughts and, not wishing to overindulge in speculation, I will keep this short.

         I could think of John’s action in a similar way to the patient who kicked me: I – insensitively – touched a nerve, and received a knee-jerk reaction (literally, from the first patient). However, while telling his new therapist how much torture I’ve inflicted on him may have been an unmitigated outpouring of hurt and rage, John went far further than a knee-jerk: filling in the complaint forms, writing – and signing for the truthfulness of – thirty-five pages of detailed description and keeping the process going for several months required tenacity of purpose over time. The thought of a patient motivated by a persistent destructive wish towards his therapist is a chilling one, but I now think that it is one which must be held in mind as a possibility.

         The motivation for John’s therapist’s actions is even less clear to me. First, he must have realized that John was very upset and needed a listening ear. With this in mind, it would have made sense for him to consider John’s accusations on many (psychological) levels prior to engaging in supporting the concrete act of launching a complaint. Indeed, had he really believed John’s account of horrific abuse done by me and was truly concerned about the safety of John and potentially any of my other patients (or of other members of the public, for that matter), he should have gone to the police, not to an ethics committee. Attempting to murder your patient is not a 11 breach of ethics. It’s an extremely serious crime.

         On the other hand, if he did not really believe John and was not actually worried, did he make a gratuitous complaint simply to please John, or for cementing their bond? Supporting a client in making claims that were – in the external world – false, is wrong on every count: it is a lie; it attacks an innocent person, and it is clinically harmful. While it may create a temporary feeling of trust or bonding with the patient, it could ultimately only lead to disappointment and to clinical deterioration due to the disappointment, lies and the confusion between inside and outside reality.

         John’s therapist is a known professional and a bright man. I could hardly think he would have missed these considerations. Perhaps being in the role of a ‘replacement therapist’ to a traumatized and needy patient had evoked a deep wish in him to be John’s saviour. While such sentiments are not uncommon, they rarely reach such proportions as these.

         But let’s remember, these are merely my speculations. I don’t know why they decided to make the complaint, or what was the impact on John.

         Notes on weaknesses in the current complaint procedures

         This complaint had to be concluded not by considering its central points (the alleged abuse of a patient) but through an intervention of a lawyer who pointed out secondary breaches of the law (slander). It was thus not a fully satisfactory resolution, but it was the only way to proceed because the existing procedures had no means to resolve this situation or indeed this type of complaint. I’d like to highlight a few specific points which, I believe, are behind the inability of the system to manage some complaints:

         Scope

         Professional complaint procedures are intended for investigating ethical breaches. Unlike statutory bodies, professional accrediting bodies do not have the means (or authority) to investigate whether or not an act had actually been committed, or for searching for evidence. Where the alleged acts are disputed or denied, especially when these acts are of a criminal nature (like in the case I have described), an impasse is inevitable because the critical question is not whether an act was ethical, but whether or not 12 it had actually happened, a question the complaint process has no way to answer.

         Defining the scope (and the limits) of what a professional complaint can cover is essential. Excluding at the outset complaints which are outside the scope of ethical consideration (for example, criminal allegations) and directing them to appropriate investigators (the police, social services, and so on) seems like a realistic, practical solution.

         Clarity

         Complaint procedures do not, at present, differentiate between complaints made by a patient, a colleague or an institution, applying the same rules to all of them (see more under ‘balance’). They also do not make a distinction between the roles of a witness, an advocate and a therapist, which I argue are mutually exclusive:

         
            A witness is a person who knows what had happened, because they were there at the time and had witnessed the relevant events. The witness must be accurate, objective and truthful.

            An advocate is a person who is explicitly on the patient’s side. The advocate does not claim neutrality and does not need to have been there when the events happened. Their role is to help the patient understand and/or express him or herself fully, that is, be a bridge between a vulnerable person and the world.

            A therapist, conversely, is almost never a witness to the patient’s history (because he or she were not there when it happened). A therapist account is thus not a testimony of facts. It is, by definition, a hearsay. The therapist is also not an advocate: his or her role is to help patients understand themselves better and find their own truth.

         

         These differentiations are critically important, and mixing these roles is bound to cause mistakes and injustice, as well as harming the therapy itself. If a patient relies on the advocacy (support) or testament (statement of facts) of their therapist, it will inevitably impact on what the patient says to their therapist, thus undermining the objectivity of the testament and harming the therapy. 13

         Balance

         It appears to me that the central flaw in the existing procedure is that a complaint is unevenly balanced in favour of the one making it.

         
             

         

         1. The balance of harm

         A professional complaint damages the reputation of the therapist and casts doubt on his or her capability or moral ground even if it is later dismissed. It can cause loss of earnings (if the therapist is prevented from practising while being investigated) and serious damage to the therapist’s future career. In other words, it acts as a punishment even where there was no misdeed. Conversely, there is no cost – financial or reputational – for making a vexatious complaint, even where it is later found to be baseless or completely false. This imbalance carries the risk for complaints being misused and weaponized (for example, by an angry or vindictive colleague or patient) rather than serving as a tool for improving professional standards.

         
             

         

         2. The balance of the burden of proof

         The burden of proof in a professional complaint is primarily on the accused, who must prove their innocence so as to be free to return to normal practice (including being eligible to renew their insurance cover and professional registration). The complainant is under no restrictions while the complaint is being processed and can even change their mind and drop the case at any point with impunity.

         This is the opposite sensibility to that of the law, where one is deemed innocent until proven guilty, and the burden of proof is on the accuser.

         
             

         

         3. The balance of legal responsibility in the clinical relationship

         The lawyer I saw pointed out that John (in addition to his therapist) had also broken the law by making and signing a false statement. As a member of the public, she said, John was liable and could be sued. I have obviously not pursued this option because John had been my patient and I attributed his actions to his poor mental health. It does however, beg the question: should our professional code exempt our patients, present and past, from legal responsibility in relationship to their therapists? Should this be part of our contract, whether explicit or implicit? 14

         Are all patients equal?

         This is another thorny question. Differentiating between patients on grounds of their diagnosis screams of discrimination and has a harrowing history of mistreatment and cruelty. We are, thankfully, no longer allowed to discriminate against any patient (Nedergaard-Couchman and Attavar, see Chapter 10).

         However, the persistently serious shortage of clinicians in some clinical areas (for example, psychosis, personality disorders, dissociative disorders) does amount to ‘stealth discrimination’, which is not based on prejudice but on risk, including an elevated risk of complaints (Sinason, see Chapter 5). Having spent most of my career in these areas (including carrying statutory responsibility for many of the patients), I know the cost of the lack of treatment for these highly vulnerable patient groups, but also how tough is the work for the too-few clinicians, who are necessarily exposed to greater professional risk because of the nature of the work. Our professional systems must not ignore the increased burden and subsequent needs of clinicians in these areas and, to paraphrase Winnicott (1973), support the therapists in supporting the patients.

         Protective function

         Our accrediting bodies have educational, accrediting and regulatory functions, the latter aimed at protecting the public. But as mentioned, they have no function of protecting the therapist against risks which are due to the nature of the therapist’s work. Considering that we ourselves have created our various accrediting bodies, this is a curious omission.

         The professional complaint: psychotherapists’ unconscious view of themselves

         Like all unconscious material, it can only be seen through the cracks of our conscious mind: through our ‘curious omissions’, contradictory choices, the gaps between what we do and what we think we meant. Looking at our attitudes towards ourselves in the context of our profession reveals many such contradictions, particularly regarding our own strength. 15

         We are used to seeing signs in GP surgeries and hospitals, on buses and in public offices, reminding the public that ‘anyone abusing our staff will be prosecuted’. But psychotherapists do not offer themselves any protection within the therapeutic relationship. It seems that we believe we need none, or perhaps deserve none.

         Admitting (if only to ourselves or to a trusted supervisor) to being afraid, disgusted, annoyed or exhausted by a patient feels unprofessional and evokes embarrassment, guilt or both. Our unconscious view of ourselves appears to hold that we are inherently unaffected. Obviously, this doesn’t match reality.

         At the same time, we also shy away from the explicit acknowledgement of our professional strength, and the inherent imbalance of power within the therapeutic relationship. Many therapists don’t like the word ‘patient’ as it suggests that one side is ill and the other healthy. Some schools of therapy go so far as rejecting altogether the notion of ‘getting better’ through therapy (and thus through the therapist), speaking about therapy as ‘a shared journey’, and stressing the equality of the participants in the journey in opposition to seeing the psychotherapist as a professional. Yet we were quick to undertake some of the most punitive (to ourselves) professional codes, aiming to ensure that therapists do not misuse their professional position, as though we deem ourselves inherently, dangerously, bad.

         So, we are uncomfortable with accepting – and expressing – our weakness and need for protection, and we are also uncomfortable with stating our professionalism, learned skill, and the natural authority that comes with any skill. We must help without seeming to do so, and without seeming to have any needs or interests of our own. Somehow, we must not be fully human, because our strength may be harmful and our weakness unacceptable.

         Perhaps this is a reflection of an unconscious guilt about the monumental privilege of our profession – that of being allowed into the psyche of another. Humbled by this privilege we may feel that we can ask for or deserve nothing more, and that we are never allowed to err in the slightest.

         Or perhaps a kinder – and more hopeful – explanation to our unreasonable severity may be found elsewhere. Perhaps we are still in the midst of the quest to ‘find ourselves’ because, as a profession, we are still young, and youthfulness entails both over-confidence and 16 under-confidence. Attempting maturity, we have created a variety of professional structures: long trainings, professional registration, ethical principles and provisions for protecting our patient’s safety, including complaint procedures. We have not created a structure for protecting ourselves. Yet.

         Perhaps this will come with further maturity.
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            CHAPTER 2

            When healing is halted by fear

            Fiona Farley

         

         We do our work with no witnesses, in small private rooms. This has been the tried and tested ‘proven’ way to create a safe environment for over a hundred years. Its primary intention is to provide a space that enables the healing to happen. We have been taught to respect the Therapeutic Frame (Bleger, 1967) by creating confidentiality, consistency and reliability for the client. However, defining the therapeutic relationship is difficult. One way is the term ‘working alliance’. The alliance has been well defined by Bordin as ‘the bond between the participants, the extent of their agreement on the goals of therapy, and the extent of their agreement on the task’ (Bordin, 1979).

         In my experience as an integrative arts psychotherapist, if a deep, trusting, intimate relationship can be built, the client is more likely to feel able to go to their dark places and access their innermost feelings. Whatever modality is being practised, an impressive body of research shows that the relationship is the core healing tool (Frank, 1979; Farber and Doolin, 2011; Kolden, Klein, Wang and Austin, 2011). As Rollo May (1969) puts it, ‘it’s the relationship that heals’.

         
            ‘Fundamentally, if a psychotherapist can establish a relationship with someone who has lost the capacity for relationship, he or she has been retrieved in their relatedness with others. Thus they can begin to rejoin the family of man.’ (Clarkson, 1993, p.24)

         

         Most people would agree that good relationships are nurturing but they also produce conflict and misunderstanding. The only way any of us have to explore this in a relationship is to acknowledge to the other we do not like something that is happening. In other words, make a complaint. 18

         I have often found complaints from clients extremely helpful; they have been useful for the work and taught me an enormous amount. I have worked with a client for six years who has a diagnosis of DID (Dissociative Identity Disorder). She has an Alter (they use the term Person) who appears when something I have said or done has been triggering or traumatizing for the system. She is fearless, intelligent, protective and very critical. I will sometimes receive a list of all the things I ‘got wrong’ in the previous session. These might be words I said that upset her (which I had no idea were triggers to past trauma). She has also pointed out when I have avoided emotional connection by challenging her intellectually. In the early days of working with this client I found it very challenging. It was humbling when I realized this person, who had suffered more than I could even imagine, had so much to teach me. Out of all the clients I have worked with over the years, she has had the biggest single influence in making me a better therapist.

         The therapeutic relationship is unique, when successful it is truthful, caring and safe. It also contains a complete power imbalance. The client is encouraged to share their most vulnerable history, their shame, their hopes and dreams; whilst the therapist remains an enigma. We endeavour to bring an authenticity to this relationship, the client hopefully receives our compassion, is confident in our professional knowledge and experiences some of our personality, but the rule is ‘no personal disclosures’.

         In private practice the exchange of a fee for the therapist’s time is often a significant redress of the power balance, but it can also introduce more doubt into the relationship. Clients can wonder if you are only there for the money and don’t really care about them. It can even produce a transference of a sexual nature, when a client is ‘buying time’ with you. In a fascinating way, these intimacies and power dynamics come together to create a relationship that contains elements of every other relationship in that person’s life. When the therapist is confident enough to work with the transference and countertransference (Freud, 1912/1959), it becomes a rich fertile environment of self-enquiry and psychotherapeutic healing. According to Klein:

         
            ‘Such retrospective insight is based on one of the crucial findings of Freud, the transference situation, that is to say the fact that in a psycho-analysis the patient re-enacts in relation to the psychoanalyst earlier – and, I would add, even very early – situations 19 and emotions. Therefore the relationship to the psycho-analyst at times bears, even in adults, very childlike features, such as over-dependence and the need to be guided, together with quite irrational distrust.’ (Klein, 1997, p.247)

            The neuroscientist Louis Cozolino suggests that,

            ‘Later relationships and/or the working through and integration of childhood experiences is possible. Earned autonomy appears capable of interrupting the transmission of negative attachment patterns from one generation to the next. It is what we hope will happen through the process of psychotherapy’ (Cozolino, 2006, p. 313).

         

         Given the fact that we are often working with vulnerable and damaged people, this very hothouse of emotional ingredients can also produce enormous rage. When the client experiences a need to lash out at everything and every person who has ever hurt them, this can be transferred on to the therapist who has ‘made them feel it’.

         The only power the client has to express that rage is to ‘punish’ the therapist. This ‘punishment’ can take many forms in the therapy room. When worked with skilfully there is a rich vein of healing to be gained, however, sometimes the client choses to take their anger outside of the one to one relationship and makes a complaint against the therapist to some big, powerful governing body. What better way to have their pain and abuse seen and the ‘perpetrator’ punished, than by exposing the pain we have helped unleash to our ‘parent’ organization.

         The following example shows how a small unconscious mishandling of an email can quickly explode into potentially catastrophic proportions.

         My client was a 45-year-old white, heterosexual, female, presenting with relationship difficulties, intrusive thoughts and erratic mood swings. She had been diagnosed at 18 with BPD (borderline personality disorder) and saw an NHS psychiatrist once a year to discuss current medication. She had been hospitalized four or five times since her late teens after psychotic episodes.

         We had worked together, with some breaks, for five years when she decided to end her therapy. I suggested we continue for a few sessions, working towards an ending, but after acknowledging the importance of our work together and what she would be taking away with her from it, 20 she decided to end that day. There followed at various intervals, usually on a weekend, one-line texts saying ‘hello’ or ‘I’m thinking of you’. I did not reply to any of these texts. I was aware that this client had grown up without a secure attachment and had a chaotic relationship with her partner. I suspected our therapeutic relationship had been the first experience of a healthy relationship and she was finding it difficult to let go of it. After eight months of receiving these occasional texts from her I received an email asking for a session. My private practice was full and it was four days before the Christmas holidays. I say this to put my response into contexts, not to excuse myself from any error. I replied with a short but truthful email, saying my practice was absolutely full just now and that I had nothing available until well into the New Year. I suggested she might want to consult another therapist and that I was happy to make some recommendations. The response I received was full of hurt and anger, followed by rage. She considered my reply to be lacking in professional care and informed me she was not only going to lodge a complaint with my professional body, the UKCP (UK Council for Psychotherapy) but also pursue me through the courts for compensation for professional misconduct.
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