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Introduction

This book aims to be a readable and user-friendly adjunct for therapists working with families who are interested in incorporating into their thinking and practice some ideas from psychoanalytic theory and practice. These ideas are complex, and require as comprehensive an understanding as possible. Clinicians interested in the ideas may also find benefit to their practice from a continuing development of self-knowledge and self-awareness.

It has not sought to enter into theoretical debates about different schools or philosophical positions, for example, on the influence of postmodernism or the technical details of a therapist holding simultaneously both a knowing and a not knowing stance. Some of these discussions have been most interestingly and eloquently written up elsewhere by, among others, Flaskas (1997), Pocock (1995, 1997), and Larner (2000). Nor is the intention to present a book on object relations therapy with families, as this again has been admirably presented by Box, Copley, Magagna, and Moustaki Smilansky (1994), and Scharff and Scharff (1987).

The book also does not set out in any way to compare and contrast traditional systemic family therapy with psychoanalytically informed family therapy, or to present the different schools of family therapy. The presupposition of the book has been that this is a “both–and” model, where the psychoanalytic perspective of internal personal worlds can inform and enhance the understanding of the therapeutic relationship between therapist and family and of family interactions. The terms “therapy/therapist with families” as well as “family therapy/therapist” are frequently used. This is done purposefully both to add variety, and also to avoid any circumscribed and possibly contentious definition of “family therapy” or any assumption that family therapy is somehow different from therapy with families. It is also done in order to include clinicians working with families who are not trained family therapists.

The book does particularly set out to highlight the extraordinary intimacy, intricacy, and intense intra-involvement that is family life. Each child has unique and specific meaning for each parent, and this adds to the rich and complicated mix. The family examples are intended to emphasize this.

Where mechanisms such as projection or projective identification occur in families, there is no belief by the author that such complexities are brought about with malevolent intent by family members. On the contrary, a parent or a child may push out or take on worries or difficult feelings from each other for the purpose of decreasing pain and preserving family life by attempting to maintain a familiar status quo. This they are doing in order to help each other and for the survival of the family as a whole. Although wanting and intending the opposite, parents sometimes unconsciously recreate for their children some of the unresolved horrors of their own past lives, while children are well known for wishing and striving quite consciously to protect and sustain their parents and trying to do everything to keep them together in times of trouble. They may also instinctively wish to keep their parents apart, reserving each for themselves, at times finding themselves in intense rivalry with siblings. Sometimes, they are overwhelmed by this burden and become ill.

For example, parent’s best intentions can go awry:

	well-meaning mother helps child over wall into field;
 	mother is distressed and anxious as child’s ball has blown over wall;
 	child is upset and anxious, too, and eager to help mother;
 	mother cannot see stinging nettles and Rottweiler on other side;
 	child is hurt;
 	mother tries to reduce child’s pain and repair damage but makes things worse;
 	parents take child to professional for treatment.


Therapists always need to keep firmly in mind the best interests of the child. Therapeutic work can be undertaken only in the context of the child’s needs and safety being recognized as paramount and where parents are able to meet those needs and ensure safety well enough at all times. The professional’s response in the example above would be very different if the parent had helped the child over the wall knowing that there was danger and likely harm on the other side, or if she was being neglectfully unaware.

The essence of therapy with families may be understood as making sense with the family of what has happened. This is not interpreted by the therapist. Rather, the therapist reflects back and comments, through questions and musings, so that the family can create their own interpretations and develop new meanings of use to them. The past, of course, cannot be changed. However, buried feelings and attitudes towards past events can be uncovered and may then be modified and moderated in the interest of present relationships and functioning.

The work is complicated and demanding, and all therapists require a strong supportive colleague group and regular supervision. Psychoanalytic supervision, importantly, considers the experience of the therapist in the therapy as well as focusing on the families themselves, and therapists working with families may gain benefit from this model.

The book does not directly address issues of discrimination or specifically discuss details of race, gender, culture, sexual orientation, class, disability, etc., where prejudice and stereotyping can occur. This would require another book. It is requisite that therapists take fully into account families’ and individuals’ own descriptions of their particular cultural, political, and social situations during the formation of respectful, helpful, therapeutic relationships. The use of psychoanalytic concepts may need to be modified to embrace varying cultural perspectives on authority and professional relationships.

The family examples in the later chapters have been constructed to illustrate troubled family situations and possible therapeutic responses. No families with whom the author has worked will directly and correctly recognize themselves. The word “parent” has been used as shorthand for “parent or main care-giver” of a child, as it is recognized that some children’s primary carer is not a birth parent. The examples are presented deliberately in simplified form, but the difficulties are rarely simple or the treatment quick, as change from within takes time. Sometimes, time frames have been collapsed for the purpose of presentation, and change may appear to have occurred more quickly than it actually would. Hopeful outcomes are generally presented in these examples, though it is recognized that therapy may frequently be lengthy and difficult, with ups and downs along the way, and outcomes are not always clear.


CHAPTER ONE
 Psychoanalysis

A brief synthesis of psychoanalytic thinking that spans well over half a century is presented. The main focus on four figures is not intended to minimize the important contributions of others, but does aim to track the progression of psychoanalytic thought from the consulting room of Sigmund Freud out into clinics, hospitals, and community settings from the middle of the twentieth century and on into the twenty-first century.

Sigmund Freud (1856–1939)

The theory and practice of psychoanalysis were first introduced by Sigmund Freud at the end of the nineteenth and the beginning of the twentieth centuries as a method of treating mental illness. He constructed his original theory of psychoanalysis from studying the hidden psychological origins of various somatic symptoms in his patients that were neither explained by physical medicine nor responded to the conventional medical treatments of the time. He developed the practice of psychoanalysis with individual patients, usually adult, and frequently women.

At that time, Freud and his followers were writing for the medical profession and not for therapists. Through his work, he came to understand that beyond a person’s observable behaviour, articulated thoughts, and expressed emotions lies something more complex and more profound. He sought to think about and to understand this internal self, and his work took him on from the study of the sick to an understanding of the wider meaning and implications of human behaviour, experience, and relationships. Specifically, he was interested in, and focused his thinking and writings on, that level of a person and personality that was not easily available to scrutiny. Freud called “the unconscious” these layers of a personality structure that exist below what is immediately and consciously experienced by an individual and readily observable by others.

In 1920, Freud presented one of his theories on the nature of the unconscious, that of the repetition compulsion. This theory proposed that, at a very primitive level of functioning, all experience that affects the developing personality tends to be repeated over and over, regardless of pleasure or pain, loss or gain, until there is resolution of the conflict or difficulty. In contemporary work with families, this process might be recognized as a repetition and searching for resolution which may continue over and over and down through several generations (Byng-Hall, 1995). (See Chapter Three, “Influence of early experience in relationships and effect on personality development and later relationships; patterns and myths in families”.)

In his patients, Freud observed that buried unwanted memories were often managed in ways that were dysfunctional in adult life, by means of defences: for example, against anxiety (attempts to fend off the memory or unmanageable conflict of feelings) or depression (withdrawal from what is unbearable). In clinical practice, we see children and young people also unconsciously employing dysfunctional mechanisms for coping with unwanted memories, distress, and psychic pain, such as attempting to bury, forget, or deny them. (See Chapter Three, “Defences used to protect the individual against intolerable anxiety or depression, including projection, projective identification, displacement, splitting, identification with the aggressor”.) This process can then lead to the symptoms, distress, and ill health that bring children for therapy. Freud came to believe that unearthing and reflecting on buried memories potentially had a healing effect, and this belief became the focus of psychoanalytic thinking and practice at the time.

Freud understood symptoms or dysfunction as developing not only from these defences employed by the immature personality to manage overwhelming anxiety about life events, but also as a failure to resolve early conflicts between different parts of the personality as it developed, with consequent implications for personality development and healthy functioning. In work with families, similarly, we find different family members holding different positions which might equate with different parts of an individual personality: one person being uncontrolled and acting impulsively, with another seeming to be exclusively controlling and repressive. As in therapy with an individual, work with a family moves towards each member managing an integration of the different positions.

Throughout most of his life, Freud’s work was directed at seeking to understand and treat what happened in the development of an individual that led to these symptoms causing dysfunction: for example, problems with physical health, emotional or psychological well-being, or within relationships. However, in his later work, he focused more on a theory of “normal” or functional development of the personality through the formation of the “ego” (the mature personality), with the integration of its component parts, the “id” (the uncontrolled and primitive impulses) and the “super-ego” (the controlling and repressive sense of what is good and expected behaviour) (Freud, 1923b).

Some writers have traced one of the earliest recorded practices of family work, maybe surprisingly, to Freud himself. In his work with Little Hans, Analysis of a Phobia in a Five-Year-Old Boy, the boy was treated for an apparent phobia of horses. Freud did not work directly with the child, but instead conducted the therapy with the boy through his father as “therapist”.


The case history is not, strictly speaking, derived from my own observation. It is true that I laid down the general lines of the treatment, and that on one single occasion, when I had a conversation with the boy, I took a direct share in it; but the treatment itself was carried out by the child’s father . . . No one else, in my opinion, could possibly have prevailed on the child to make any such avowals; the special knowledge by means of which he was able to interpret the remarks made by his five-year-old son was indispensable, and without it the technical difficulties in the way of conducting a psycho-analysis upon so young a child would have been insuperable. [Freud, 1909b, p. 5]



The therapy revealed the source of the child’s anxiety as dating to the time of his mother’s pregnancy and the birth of his little sister when Hans was three and a half years old. At this time, Hans felt the loss of his mother to the new baby and experienced rivalry for his mother with his father. He felt unmanageable fear and anxiety about the consequences of this competition. Hans’s fear was displaced on to the safer object of horses, which could be talked about, whereas rivalry with his father could not be clearly thought about, let alone spoken. He brought to his father descriptions of the feared animals and the circumstances of his fear, which Freud, with the father, understood as Hans’s anxiety in his relationships with his parents and about his rivalry with his new baby sister. Through a new understanding, Hans, in time, experienced relief.

In his work with Hans, Freud described his capacity as analyst to allow his own thoughts to follow the patient’s associations in order to make sense of the boy’s fear. In discussion, Freud writes that the analyst endeavours


. .. to enable the patient to obtain a conscious grasp of his unconscious wishes. And this we can achieve by working upon the basis of the hints he throws out, and so, with the help of our interpretative technique, presenting the unconscious complex to his consciousness in our own words. There will be a certain degree of similarity between that which he hears from us and that which he is looking for, and which, in spite of all resistances, is trying to force its way through to consciousness; and it is this similarity that will enable him to discover the unconscious material. [ibid., pp. 120–121]



Families may also give us hints or insights into unconscious unavailable material through “Freudian slips”. These can provide valuable information on the underlying nature of difficulties.

The analytic practice with Little Hans is different from contemporary therapy with families, where therapists work in a room together with family members. However, it is an early example of work with a child being carried out not by an analyst or therapist alone in the treatment room with the child, but by the child’s parent at home under the “supervision” of the analyst. It may also be understood as an equivalent to contemporary therapists working in the room with families and utilizing the experience and expertise of parents in order to treat the child.

Through his thinking on what he called the Oedipus complex, Freud presented young children’s strong feelings of possessiveness of parents and envy and rivalry with siblings as normal, expectable parts of growing up in a family. As with little Hans, he viewed a sibling relationship as part of the Oedipus complex, where the sibling rivalry is centred around competition for the attention of the parents. The rivalry is not limited to siblings where there is a blood tie, since it exists also in reconstituted families for the same reason of wishing to gain the attention of parents, and may be particularly apparent where one birth parent has been lost. The sibling bond is strong and complicated, and affected by birth order, closeness in age of siblings and gender, differential behaviour of parents towards siblings (actual or perceived), personality traits, and children’s life experiences. (See “Family examples”, below.) If sibling rivalry becomes extreme, or unacceptably aggressive or distressing, professional help is sometimes sought. (See Chapter Three, “Nature and appearance of unconscious processes, including transference and countertransference, the Oedipal stage, and free association”—”Oedipal stage”.)

Most often, Freud’s way of working with his patients was directly through the relationship developed intensely over time in the therapy room. Within the therapeutic relationship, the patient’s uninhibited expression of thoughts (through free associations and recounting dreams) was available to the analyst’s understanding (interpretation). The technique of interpretation as a therapeutic tool was one of Freud’s earliest contributions. (See Chapter Three, “Importance of interpretation and containment”.)

Importantly, also, patients developed a dependence on the analyst that allowed the analyst to understand aspects of the patients’ relationships with their parents or primary care-givers in infancy from the nature of the patients’ relationships to the analyst in therapy (transference). The analyst’s own personal response to this transferred material (countertransference) was also included in the interpretations back to the patient. This way of working, through the therapeutic relationship with patients’ unconscious material and past experience as manifest in present relationships and current defences, is a distinguishing feature of psychoanalysis and psychoanalytic psychotherapy. (See Chapter Three, “Nature and appearance of unconscious processes, including transference and countertransference, the Oedipal stage, and free association”.)

Freud’s work was influential in moving professional thinking from a focus on symptoms to an emphasis on the central importance of primary family relationships and, in analysis, on the relationship between analyst and patient. He worked with his adult patients through their formative relationships being “transferred” on to the relationship between analyst and patient in the consulting room. Now, therapists with families are working in the therapy room directly with young people and their families and their current relationships, which include also internalized models from past relationships.

Melanie Klein (1882–1960)

Following Sigmund Freud, Melanie Klein began her work in 1919 and developed further Freud’s ideas on the workings of the inner world. She was particularly interested in the idea of innate aggression, developing this from Freud’s theory of the death instinct (Freud, 1920g). Alongside this, she presented her idea of the centrality of love as a basis of life. She came to focus on the conflict between love and the more destructive feelings of hate, guilt, and aggression, and saw the resolution of this conflict as crucial in the development of the functioning personality (Klein, 1937). In Freudian terms, Klein thus considered the childhood struggle between the superego (what the child believed he or she should do or feel) and the id (the child’s natural desires or impulses), with attendant anxiety in the formation of the functioning ego (the integrated personality). The analysis or therapy worked to provide the safe therapeutic space and relationship that offered sufficient containment and understanding for the conflict of feelings to be recognized and thought about, and for defences to be no longer required.

Melanie Klein applied Freud’s theory of psychoanalysis to the practice of child analysis. She recognized the role of play in the analysis of children, where play in a child may be thought of as the communication equivalent of free association in an adult. She also saw play in itself as being therapeutic for a child, who could play out over and over again current inner unconscious conflict until some relief was experienced. For example, loving mummy and daddy, but feeling murderous hatred when they are together and the child is excluded. Though the play itself was felt to be therapeutic, the analyst might also offer interpretation or understanding of the unconscious feelings, fears, conflicts, and defences expressed in play by the child. In this way, the child experienced that overwhelming anxiety or conflict could become both bearable and available to being thought about and understood, with the aim of providing relief. Similarly, in family meetings, with the contribution of the therapists’ understanding and containment of feelings, the families’ facilitated conversations can in themselves be therapeutic. (See Chapter Three, “Importance of interpretation and containment”.)

In her development of play technique with children, one of Klein’s basic beliefs was that all play has symbolic significance. She realized the importance both of having a clinical space separate from the child’s own home for the conducting of the analysis, and of each child having his or her own individual box of toys which was used only for the treatment with that particular child and which was left closed in the therapy room after each session, ready for the next. In this way, the child experienced security and containment of conflicts and anxieties with the therapist and within the therapeutic setting.

Klein contributed ideas on “splitting”, which many therapists with families will recognize. For example, a father may be marginalized and reported as being “useless” and “never there”, with mother taking all responsibility, or the child who is the identified patient may be described as “the whole problem”, with other children in the family being presented as having no difficulties at all.

Splitting is recognized as a part of usual development. Infants hold on to and benefit from the “good” experiences (those that feel positive and manageable) and initially project the difficult or “bad” experiences into parents for them to process and manage for them. A young infant will enjoy and grow from the pleasure and comfort of the mother’s presence. However, initially, the infant will experience unmanageable rage and distress at the mother’s absence. At first when this occurs, the infant needs to split off the scary angry feelings into another person who provides containment through comfort, holding, and reassurance, and who bears and processes the feelings so that they are not overwhelming. For example, the infant screams in panic when mother is not there, mother arrives and holds, talks to, and reassures the infant, the infant quiets. Without the presence of the containing other person, the infant is likely to become swamped as the panic takes over. In time, from a repeated experience of the “bad” projected feelings being held and made bearable, the infant is able to internalize the good holding experience and manage the difficult feelings him- or herself.

Therapy with families where splits are presented would work both towards recognizing and acknowledging the function and dysfunction of the splits and towards integration of the “good” and the “bad”: for example, bringing together and recognizing both the positive contributions and difficulties of mother and father, and of all the children in a family. This can be achieved within a family structure where all family members can, for example, express their aggression and more “negative” feelings, such as rivalry and envy, as well as the “good” and acceptable ones. (See Chapter Three, “Defences used to protect the individual against intolerable anxiety or depression, including projection, projective identification, displacement, splitting, identification with the aggressor”––“Splitting”.)

Anna Freud (1895–1982)

At about the same time as Melanie Klein, Freud’s daughter, Anna Freud, began her work in developing the ideas of her father for the analysis of children. In 1927, she published her first writing “Introduction to the technique of child analysis”. She paid tribute to her father as the source of her own ideas and work, and acknowledged that they felt they were the first to understand human behaviour and its difficulties as originating not in overt factors, but from the pressure of instinctual forces coming from the unconscious mind.

Just before the outbreak of the Second World War, the Freud family fled from Austria and settled in London in 1938. Sigmund Freud died soon after the war began. Following her father’s death, Anna Freud continued to explore in her work the effects of the war on children who had lost a parent through death or separation, such as evacuation away from home. In London, she founded the Hampstead War Nurseries, which provided care for children of single parents. The children were encouraged to develop attachments through continuity in their substitute care, and by parents visiting as often as possible. With Dorothy Burlingham, Anna Freud published her studies of these children during wartime: Infants without Families (1944) and Young Children in War-Time (1942). Before her move to London, in a nursery set up for the poor of Vienna in 1937, Anna Freud, together with her colleague Dorothy Burlingham, had begun observations of infant behaviour. Following the move to the UK, Anna Freud continued this work, first at the Hampstead War Nurseries and then at Bulldogs Bank, a home for orphans. She believed that, as much as possible, the parents should be involved with their children, and her observations included interactions of children with their parents.

Anna Freud wrote of children whom she observed also in daily situations and ordinary life environments, such as mother and toddler groups, nursery schools, and baby clinics. For her book Normality and Pathology in Childhood (1965), she drew both on her experiences in clinical practice at the Hampstead Clinic (founded in 1952) and on observations of children and babies in community settings, developing an understanding of their play. She noted the repetitious use by children of defences whose function and origin needed to be understood. (See Chapter Three, “Defences used to protect the individual against intolerable anxiety or depression, including projection, projective identification, displacement, splitting, identification with the aggressor.”) She observed and emphasized unproblematic development also in order to understand developmental difficulties. These observations became studies on child development and then the basis for Anna Freud’s teaching and training courses, which later developed into the child psychotherapy training at the Hampstead Clinic (now the Anna Freud Centre).

In addition to her important development of observation of infants and children with each other and also in their family interactions, throughout her life and work Anna Freud aimed to find useful applications of psychoanalytic ideas and theory in daily life and ordinary family settings outside clinical consulting rooms. She contributed this thinking also to the areas of the criminal, family and child care law, children’s rights, and education.

Donald Winnicott (1896–1971)

Following on this work of Anna Freud, a significant contribution by Donald Winnicott throughout his career and in his writing during the 1950s and 1960s until his death was also to bring the ideas and practice of the psychoanalytic treatment room further into “the outside world”. He trained and practised as a paediatrician, followed by qualification in the 1930s, first as an adult analyst, and then as a child analyst.

Donald Winnicott belonged in what became known as the object relations school, which emerged out of the ideas of Melanie Klein and her “paranoid–schizoid” and “depressive” positions. Object relations theory developed the idea that a child moves on from an early stage of total subjectivity, where everything outside the self exists only to meet the needs of the self, importantly including the child’s primary parent. At that early stage of development, the young infant has no awareness of those outside having any existence other than to meet his or her needs.

Winnicott and those in the object relations school of thinking were particularly interested in the stage of development when a young child becomes aware of the other-ness, or separateness, of the world around him or her and of the people in that world. Dependent upon a “good-enough”, “facilitating environment”, the child moves on to develop a growing capacity to relate to others in the outside world, in order not only to have his or her needs met, but also to find an acceptable social place in the world among other people.

So, the child moves from an exclusively “subjective” experience, where everything outside exists only to serve his or her needs, to a growing awareness of others, objects outside the self, having an independent existence and validity. This awareness is followed by the child developing ways of positioning him- or herself in relation to the outside “objects” and forming reciprocal relationships with them. In this way, a sense of self in relation to others is developed.

In considering and working with the young and growing child’s capacity and ability to develop relationships, Winnicott thought both about what is helpful to the child in this and also what is essential. Through this thinking, he developed some of the ideas and concepts for which he is best known.

Donald Winnicott’s “holding environment” is the child’s context of a supportive primary relationship. For example, this relationship between child and mother allows the child safely to move from total dependence and immersion in the mother through stages of increasing autonomy and independence.

The “good-enough mother” is one who is able to provide the thinking presence and containing relationship for the child that is sufficient for this task.

A “transitional object” is an object that is imbued for the child, when away from the presence of the mother, with the essence of feelings of safety and security with the mother in the past. It serves the important function of holding the child through these times. Transitional objects may be rags, blankets, or soft toys, which, importantly for the child, are often not washed, presumably with smells and tattiness contributing to the general sense of history and well-being derived from these objects.


It is not the object, of course, that is transitional. The object represents the infant’s transition from a state of being merged with the mother to a state of being in relation to the mother as something outside and separate. [Winnicott, 1974, p. 17]



In his work as a paediatrician, Winnicott was interested in the interplay between psychological and physical ill health and was concerned about the psychological effects on children of hospital admissions. With his wife Clare, a social worker, he worked from 1941 during the war with evacuated and troubled children in Oxfordshire. In hospitals and evacuee hostels, working with social work and community colleagues caring directly for the children, Donald Winnicott developed his thinking and work with children and young people in community settings, using ideas from his psychoanalytic trainings.

Summary

The teachings, theories, and work of Sigmund Freud, Melanie Klein, and Anna Freud, and maybe Donald Winnicott also, may, in many ways, seem remote and removed from the experiences and difficulties of children and families in an inner city, multi-cultural, contemporary, twenty-first century world.

However, the work of these early forerunners has been built on and developed by succeeding and contemporary psychoanalysts whose thoughts now about clinical stance in relation to their patients is not so far removed from modern family therapy thinking of working alongside, and in collaboration with, families.
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