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The Presence of the Therapist


The Presence of the Therapist uses clinical studies based on the author’s publications over the past 18 years to illustrate work with severely distressed children. The reader is encouraged to enter a dialogue with the author to explore the many dilemmas and difficulties of working with a person who has become highly defensive or fearful as a result of what has happened to them.


The intricacies of the ‘present’ relationship and the impact of the therapist’s personality on the therapeutic encounter are explored as a strand of the total therapeutic relationship. This is considered alongside the transference relationship and wise work with the network of adults (parents as well as fellow professionals), which together bring about transition in the patient.


The Presence of the Therapist is a highly stimulating account of psychotherapeutic practice. It facilitates careful and broad thought about the therapeutic process and relationship that will improve clinical practice. The practical advice on how to survive in this demanding work will be of great benefit to all psychotherapists.


Monica Lanyado is a psychoanalytic child and adolescent psychotherapist. She is co-editor, with Ann Horne, of The Handbook of Child and Adolescent  Psychotherapy: Psychoanalytic Approaches.
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In loving memory of Margaret Sampson whose presence continues to mean so much to so many













For everything there is a season and a time for every matter under heaven:

a time to be born, and a time to die;

a time to plant, and a time to pluck up what is planted:

a time to kill, and a time to heal;

a time to break down, and a time to build up;

a time to weep, and a time to laugh;

a time to mourn, and a time to dance;

a time to cast away stones, and a time to gather stones together;

a time to embrace, and a time to refrain from embracing;

a time to seek, and a time to lose;

a time to keep, and a time to cast away;

a time to tear, and a time to sew;

a time to keep silence, and a time to speak;

a time to love, and a time to hate;

a time for war, and a time for peace.


Ecclesiastes 3:1–8
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A note on confidentiality


As a psychotherapist, writing about the very private experience of what happens in the consulting room is a rather strange endeavour. It feels like facing inwards and outwards at the same time, simultaneously being both highly introspective about the therapeutic process and highly public in trying to communicate this process to the reader. Confidentiality and privacy are so vital to the trust that the patient feels in the therapist that it is very difficult to write about therapeutic experience unless there is a great deal of thought about clinical ethics (McFarland Solomon and Twyman 2003).

There are a number of ways in which this difficult issue has been addressed in my past publications and in this book. Above all, I hope that should by any chance a patient, relative or friend of a patient recognise anyone in my writings, they will feel that I have described what took place between us in a humane and respectful manner. The only reason for writing about the therapeutic process is to add to the knowledge, understanding and necessary debates that must go on within psychoanalytic practice, if it is not to be accused of being secretive and not open to scrutiny.

Practically, I have thought carefully about the issue of confidentiality at the time of writing, on an individual basis for each of the children discussed in this book. As the papers span a period of 18 years, there has been dramatic change in general professional guidance about how to protect patients’ confidentiality. The internet was only in highly restricted use when three of the papers were written in the mid to late 1980s. At that time, papers published in professional journals were likely to be in very limited circulation. There was of course still careful attention to disguise patients’ identities, but there was certainly less likelihood that patients would come across these journals. The situation is entirely different now, and this presents our profession with major dilemmas, which are constantly under discussion (Gabbard 2000; Tuckett 2000).

The question of whether patients can give informed consent to their therapy being written about is particularly thorny and complicated when considering child patients, where it is the parents or carers who have to be consulted. Advantages and disadvantages of asking for patient consent are discussed carefully by Gabbard and Tuckett, and Ann Horne and myself in the introduction to The Handbook of Child and Adolescent Psychotherapy:  Psychoanalytic Approaches (1999). Consent given while therapy is in process may play a distracting part in the therapeutic relationship, introducing extraneous factors which relate to the therapist’s needs rather than the child’s. Requesting consent when therapy has finished can be a difficult and potentially damaging experience for patients and those close to them.

This issue has been dealt with in different ways for each of the patients discussed in this book, often where possible in consultation with colleagues who knew the child and family. In each instance, after considerable discussion, we have come to a decision about how best to deal with the question of confidentiality. In addition, as little personal history as possible has been given for each patient and a number of ‘red herrings’ inserted to obscure any personal data, without losing the essence of the clinical material itself. Some inconsistencies in the text may be due to this attempt to obscure identifying information. The editors at Brunner-Routledge have looked for any obvious slips which might be identifying. I hope that the outcome of these efforts is sufficient to safeguard each patient in this extremely important aspect of psychoanalytic psychotherapy.











Part 1 
 The presence of the therapist











Chapter 1
 The presence of the therapist and the process of therapeutic change



When the psychoanalytic psychotherapist enters the consulting room trying to be ‘without memory or desire’ (Bion 1967), what aspects of the therapist are actively left outside the door and what does the therapist enter the consulting room ‘with’?


Some of the answers to these questions are comparatively straightforward and relatively uncontroversial. For example, the therapist actively tries to put aside personal preoccupations and concerns about his or her private life as well as thoughts about other patients, even though at times of worry or stress at work or at home this can be extremely hard to do. The therapist strives not to introduce his or her agenda into a session other than in highly unusual circumstances or in relation to practical arrangements. The therapist makes efforts to hold back his or her opinions about difficult issues that the patient is trying to resolve, as the therapist’s opinions do not belong in the psychotherapeutic session in which the patient has to try to find his or her own solution. However difficult it is to meet these standards, it is still comparatively easy for the therapist to identify when these hallmarks of good practice have not been met, and to attempt to consciously improve on them. We are all human, and inevitably at times painfully aware of how difficult it is to meet these exacting standards.


The answers to my opening questions become increasingly difficult and controversial the closer they get to the inner world of the therapist. For example, the therapist tries to be as open as possible to the patient’s communications—that is, the therapist tries to leave as many personal defences as possible outside the room. The therapist knows that his or her ego, in the way that it is popularly understood, does not belong in the room. Neither does the therapist’s judgemental superego. It is difficult to do this and it requires a level of self-discipline and self-awareness that it can at times be hard to find. These are complex and subtle ideals to uphold, as their roots lie in aspects of the therapist’s personality that it is much more difficult for the therapist to observe and identify, or indeed to try to change.


But it is still easier to think about what does not go into the consulting room with the therapist than to think about what does. While there are the obvious conscious skills, insight and knowledge that result from the many years of rigorous training and supervision that the therapist has undergone, there is always the question of how much the training analysis has helped the therapist to be aware of his or her weaknesses, strengths, defences, vulnerabilities and blind spots. The need for the therapist to continue to scrutinise his or her inner world, to sift the impact of the patient from the background noise of the therapist’s personal domain, remains throughout the therapist’s working life.


These lines of thinking contribute to the concept of the therapist trying to put the patient in the foreground, while seeing him or herself as offering a service to the patient, in the more old-fashioned meaning of the word. However, as psychoanalytic psychotherapists do not take any standardised tests or treatment programmes into the sessions but ‘only’ take themselves, the process of therapeutic change is particularly reliant on how the individual therapist uses his or her training, clinical experience and ultimately his or her self.


This is not an easy theoretical place to be, and it would feel much more comfortable to be able to believe that it does not matter who gives the therapy, or who gives the interpretation. However, common sense as well as personal accounts from therapists who have had experience of more than one psychoanalyst, confirm that therapy feels very different with different analysts.


These are difficult and problematic issues to address and yet it is timely to attempt to take this area of discourse within psychoanalytic thought to a new stage. Much of the theoretical discussion about the personality of the therapist, the new relationship and the formation of new attachment relationships within therapy, has taken place in the psychoanalytic literature based on work with adults (see, for example, Baker 1993; Holmes 1998, 2001). I think that work with parents and infants, children and young people has much to offer to this debate, and that there is a body of knowledge, observation and clinical acumen that can make an important contribution to psychoanalytic insight in this area. Much of this clinical knowledge has arisen from work with the kind of traumatised, abused and deprived children that form the bulk of the clinical population seen by child and adolescent psychotherapists today.


Face to face encounters with child and adolescent patients mean that not only are the therapist’s facial expressions available for the patient to perceive, but so is the therapist’s body language. While we know that these perceptions are read in particular ways by patients according to their preexisting internal worlds, there is also a reality to what they read about their therapist. Not all therapists will respond in the same way to a patient, and the face and body of the therapist conveys a great deal of important information to the patient, whether the therapist wants this information to be conveyed or not. Additionally, therapists working with children and young people may actively have to set boundaries on reasonable behaviour in the room. They may find themselves being touched by young patients in an entirely appropriate manner for the patient’s tender years, and may need to practically help young children—for example, helping them to wash themselves after very messy play. The therapist as a person is a very real presence and body in the room.


I think that it is important to try to understand how the ‘presence’ of the therapist functions in the therapeutic process. This is rather like the attempts to understand the complexities of the use of counter-transference in understanding the patient’s communications. Indeed, some would argue that it is no different to this debate. But I feel that the debate can be expanded considerably by thoughts about the presence of the therapist, which are the leitmotif of what is explored in this book. The clinical studies gathered together here paint pictures and provide illustrations of this process in action and how it intertwines with the transference relationship. Based on papers published over the last 18 years about work with children who were referred for a variety of reasons, but who all had traumatic experiences underlying their distress, the questions of therapeutic technique and how therapeutic change emerges have been an organising theme.


I have come to the concept of the ‘presence’ of the therapist as a way of thinking about what the psychoanalytic therapist takes into the room, from a convergence of two different trains of thought. The first of these is interpersonal and unique to a particular relationship at a particular moment in time (Tronick 2003), which is why I think of it as the present relationship; the second is deeply personal, relating to what might be thought of as the essence of the individuality of the therapist, which try as he or she may, cannot be kept out of any human relationship.


The ‘present relationship’ is now captured by the frame by frame analysis of video material from a wealth of developmental psychology research in parent-infant communication, as well as in parent-infant psychotherapy (Baradon et al. 2001; Woodhead 2002). This video evidence of the minutiae of interpersonal perceptions and interactions which become a part of implicit (that is, unconscious) memory, is happening in the consulting room, just as it happens in ordinary life. While many of the perceptions will be based on previous good and bad experiences, they are not all based on the past. There has to be a way for novel, different, current experience to be processed as well, otherwise nothing could ever change in the internal world. I now hesitate to use the word ‘new’ experience, because it is so easy to get into a semantic debate about what is ‘new’, in the context of ongoing human growth and development. Perhaps ‘new’ is somewhere well along a continuum of development from ‘old’ or past experiences into the present.


Another way of thinking about this is in terms of pathways or roadmaps in a lifetime’s journey. Before a patient is referred to therapy, he or she is usually rather entrenched in following a route which seems to be going round in circles, or clearly in a direction that is destructive to self and possibly others. The patient comes for therapy because it is felt that nothing will change without treatment. After successful therapy, the patient is no longer going round in the same circles and feels set on a different course in life. The difference, which might have started with a very small change of direction at first, can lead to a big change in location over time.


It is in the fact that the therapist, while perceiving and trying to process the transferred relationships from the past, responds differently to the way in which important people in the patient’s past responded, that the potential for therapeutic change lies. This differentness, which relates to the way in which the therapist listens and uses psychoanalytic insight to understand the patient’s many forms of communication, takes place in the current, that is present, relationship between patient and therapist. This is not the same as offering a corrective emotional experience to the patient, which gratifies the patient’s longings. For example, an important part of what the therapist may be offering that is different may be a refusal to gratify Oedipal longings, or infantile omnipotence which might have consciously or unconsciously been confirmed in relationships of the past.


The second train of thought that contributes to the concept of the ‘presence’ of the therapist relates to the difficult question raised at the start of this chapter. That is, that while it is fairly clear what the therapist leaves outside the room, when going into a session what is it that he or she takes in? It is certainly not all of the therapist’s personality, but it is a kind of abstraction of it, a meta-level which relates to what might be thought of as the essence of the person and which cannot be kept out of any human interaction that the therapist engages in. This is very hard to define. It is better described, and I hope indirectly experienced and sensed in the pages of this book, through the accounts of therapy that follow this more theoretical chapter.


It is important to remember that there are established safeguards that protect patients from the possible and thankfully rare dangers of therapists who might misuse the professional therapeutic relationship. Poor practice can take place within work in the transference relationship as well as within work in the present relationship. The profession of child and adolescent psychotherapy has very rigorous selection procedures for prospective trainees, and careful monitoring of the trainees’ work through seminar presentations and individual supervision. The training takes place within small groups or in one-to-one contacts with senior members of the profession and lasts on average at least five years. This puts in place very high standards regarding who is allowed to qualify as a member of the profession. On qualification, the therapist joins a profession with a strict code of conduct and an ethics committee to uphold it. Membership of organisations that have their own similarly rigorous code of practice, and an ethics committee that investigates breaches of good practice, are safeguards for other professions, such as psychologists and medical practitioners.


To return to the book itself. While each chapter can be read independently as a clinical study of a particular aspect of the treatment of traumatised children, there are a number of concepts which link them together which I hope it is helpful to outline here.




An eclectic approach and thoughts about the process of  change in therapy



Perhaps I should start this brief overview of the key concepts that are used in this book by stating that an eclectic approach to theoretical concepts has been very clinically helpful and liberating to me. I do not have a problem in taking different useful ideas out of this theoretical ‘bag of tools’, as seems appropriate to the differing clinical situations encountered during therapy. These are some of the ideas that I find useful and will outline below: thoughts about the naturally occurring processes of growth and decay; different types of processes of change; moments-of-meeting in therapy; the therapist’s personal signature; therapeutic attunement; the total therapeutic relationship; and therapists’ reverie. For clarity, I have left a further group of ideas, which centre on thoughts about transitions, play and creativity to Chapter 5.


It is important to remember that patients, who in the past might have been thought to be unsuited to psychoanalytic psychotherapy, are now being helped because of a flexibility of approach and a willingness to adapt and apply psychoanalytic thought to new areas. Here I am thinking of parentinfant psychotherapy, work with severely deprived, traumatised and multiply abused children including refugees, work with multiply disabled patients, and therapy with children with autism (Sinason 1988, 1991, 1999; Daws 1989, 1999; Tustin 1990, 1992; Alvarez 1992; Hopkins 1992; Melzack 1999). Work with children, young people and their families requires this pragmatic approach in which if it can be seen that a change of technique seems to work, it is likely to be cautiously used first and theorised about a good deal later. This time lag can be considerable, with clinicians often working in very different ways from those that they believe to be ‘orthodox’, without sufficiently sharing their findings with colleagues. If they did, they might find that their ways of working are less unorthodox than they fear, and more in keeping with contemporary clinical practice. There is a pressing need to place these findings in the public arena, and this is one of the moving forces behind this book.


The first idea that I want to discuss is that therapy must be alert to, and continue to try to utilise, the natural processes of recovery and change that surround us. Within the natural world, we have many obvious illustrations of this. For example, in London where the four seasons are very evident, we never fail to emerge into spring with its wonderful flowering of bulbs and blossoms despite the darkness of the cold and gloomy winter that precedes it. Similarly, on a daily basis the light of day inevitably follows the darkness of night. Some may say these are just trite and somewhat sentimental statements. I do not agree. I think it is all too easy to lose sight of just how remarkable these processes are. They illustrate how we live in a world that is full of naturally occurring rhythms and changes. Nothing naturally stands still.


The ideas of ebb and flow, and movement in life as well as the possibility of a natural harmony within it, are prominent in our culture. This can be seen in the tremendous growth in the acceptance of ‘natural’ remedies and the worldwide concerns that are now expressed about the dangers of interfering with the harmony of our ecological systems. The corresponding view of emotional ill health rests on the assumption that this arises from an impediment, which stands in the way of the natural unfolding of processes of emotional growth and development. This is the view expressed by Winnicott whose writings on playing, creativity and the therapeutic process have had a great influence on my work (Winnicott 1971).


There are of course also natural cycles of decay as well as very powerfully destructive natural forces such as storms, earthquakes, floods and fires. Similarly, there are powerful destructive forces within all of us which even with the best of experiences in life have to become an important part of self-knowledge if a balanced way of living is to be achieved. Life is full of duality —of strengths and weaknesses, positives and negatives, creation and destruction, love and hate, war and peace, light and darkness. Detecting, accepting and understanding the destructive forces which act in opposition to the creative forces, and learning how to rein these forces in, is as vital as nurturing creative potential. The ebb and flow of both of these forces— creative and destructive—needs to be followed during therapy so that creative potential is increased and destructive potential reduced.


On reflecting on the therapeutic process itself, I have found myself thinking about two types of process of change. There may well be others. There is the kind of change that is built up from many tiny, quiet changes, which are incremental and essentially developmental. Hurry and her colleagues have discussed this in detail (Hurry 1998). For example, to return to thoughts about natural processes, this is rather like the gradual emergence of a daffodil from the darkness of the bulb in the soil. On a day-to-day basis, only very small changes are seen, and then only if they are looked for. But on a week-to-week basis there are dramatic changes, climaxing in the flowering of the plant. This is the kind of change that emerges from the quiet type of therapeutic ‘holding’. In many respects this could be thought about as a therapeutic ‘background noise’ that is present all the time during the course of a treatment. Examples can be found in the case studies, particularly ‘Lesley’ and ‘Derek’ in Chapter 2, and ‘Sammy’ and ‘Pete’ in Chapter 6.


The second kind of process of change has more of a ‘before and after’ feel to it. By contrast to the quietness of incremental change, it could be thought of as ‘noisy’ and very noticeable change, rather like the climax of the plant flowering referred to above. It is important to note how impossible it is to separate the one kind of change from the other. In a negative sense, traumatic experience itself has this quality of dramatic change with the sufferer often expressing the feeling that he or she will never be the same again. For traumatised patients, this sense of the potential for discontinuity and catastrophic change in life is part of what needs to be addressed in therapy, so that change does not automatically remain equated with disaster. However, change in a positive direction can also feel like a terrifying prospect. Patients can cling to what they intellectually know to be destructive ways of living and relating, but feel too frightened of being without these familiar patterns to let go of them. This was the situation with ‘Hilary’ in Chapter 7, which led to the title of the chapter based on the well-known Bible story of Lot’s wife, who could not let go of the past.


Thoughts about the fear of change and one of the ways in which this is overcome in therapy, relate to the significance in the therapeutic process of what Stern and his colleagues in the Process of Change Group in Boston have helpfully called ‘moments-of-meeting’ (Stern et al. 1998). They came to the conclusion that at these times the therapist and patient ‘are meeting as persons relatively unhidden by their usual therapeutic roles, for that moment’ (p. 913). They argue that these moments were identified as being the point at which meaningful change took place in the treatments that they studied. The kind of change that they seem to be referring to is the ‘noisy’ change which has a ‘before’ and ‘after’.


Thinking about the present relationship, I think that it can be argued that the presence of the therapist and his or her ability to truly ‘meet’ with the patient at critical points in the therapy can be pivotal at these times. Trust in the therapist’s capacity as another human being to bring about positive change may be the determining factor in a patient’s (often unconscious) decision to do something different, which breaks old patterns of relating and behaving. These are the particularly intense times in therapy when the therapist may well feel that his or her ‘heart reached out for’ the patient and what the patient was going through. A very special kind of ‘heart to heart’ contact can be experienced at these times—which could be thought of as a form of emotional ‘intensive care’. Many of the clinical studies in this book illustrate how powerful this experience in the present relationship can be in helping trauma patients to start to recover.


The Process of Change Group also describe what they call the ‘therapist’s personal signature’ which is particularly present at such times. Teasing out exactly what is meant by these terms can be elusive. Stern and his colleagues try to put into words experiences that many psychotherapists are intuitively aware of as being, at the time, highly emotionally charged and loaded with potential for change, and which subsequently seem to have been turning points for the better in therapy. The question of how these processes of change relate to and intertwine with the transference relationship is discussed in more detail in Chapter 7.


With the rapid growth of research in developmental psychology, the concept of attunement between parent and infant/child as well as between therapist and patient has become widely accepted (see, for example, Stern 1985). In more everyday language, this is rather like the experience of being ‘on the same wavelength’ as another person and also describes the development of the unique relationship which takes place in every treatment which is a going concern (Tronick 2003). Getting onto the same wavelength as the patient can be extremely difficult and can also vary in intensity from patient to patient, and at different points in any particular therapy. It is part of the overall experience of being understood, which is not only verbal but also non-verbal and intricately linked with the processes of projection and introjection.


Having perceived, received and tried to understand a patient’s communications, there are many interventions that therapists make. Many of these are outside the transference and counter-transference relationship but are nevertheless integrated with it as a part of what can be conceived of as the ‘total therapeutic relationship’. Within the total therapeutic process, several strands can be identified. Currently I conceptualise three main strands in the total therapeutic relationship, all of which have specific therapeutic potential. They are the transference relationship process which projects relationships from the past onto the screen of the present; the present relationship process as described above; and the external management and holding of the therapy, which is also a form of therapeutic process, and vital to the working through, external support and continuation of the therapy for children and young people. This third strand of the process is more evident and significant in work with children and young people than in work with adults, but can become highly significant in circumstances where an adult patient needs hospitalisation. There may well be other processes within this whole.


An analogy may be helpful to explain what I mean about the ways in which these strands of the total therapeutic relationship work together. They are rather like three musicians playing in a trio: they all need to work together as creatively as possible without one trying to outshine the other. To take the analogy further, each musician has a different musical purpose and score and yet the interpretation and performance of the music will vary greatly from one trio to another. It is also highly likely that the same trio will also have good and bad days in terms of how well they perform the same piece of music. This analogy allows the ‘personal signature’ of the trio to emerge in the manner in which the ‘music’ of the therapy is interpreted. It also conveys the importance of the integration of the different strands of the total therapeutic experience so that this becomes more than the sum of its parts.


The last concept that I want to introduce in this theoretical chapter is that of therapeutic reverie. By this I mean the musing in the therapist’s mind about what is going on in the patient’s mind and the total therapeutic process. What is actually in the therapist’s mind may well be a powerfully interacting concoction of observations, projective identification with the patient, and containment of the patient’s projections, as well as the therapist’s personal and professional associations to these contexts. In part this is the process that Bion (1962a) describes, of the therapist turning unmetabolised beta elements into thinkable thoughts through the use of the therapist’s reverie. It can be thought of as a kind of slow cooking or incubation of these many contents until a point at which they are ready to be served, or hatched. Even then, the question of how to feed back the understanding or insight that has been gained is crucial, and depends on the therapist’s sensitivity to the patient’s ability to hear what has been understood. Alvarez (2000) has discussed how significant the choice of words in the ‘grammar of interpretation’ can be in helping patients to make the most of the therapist’s insight. Additionally, many insightful interpretations may remain in the therapist’s head because the patient would be unable to hear them in words. Whether the patient is able to sense this understanding non-verbally is an open question and implicitly present in a number of the case studies that follow.





The therapist’s experience of working with trauma patients


Having said all this, I now want to turn to some wider thoughts about the difficulties of working with trauma patients, because despite the awful nature of trauma this is essentially a hopeful book. The clinical studies and reflections in the pages that follow are, I hope, more than anything a testimony to the ordinary, extraordinary and ever-changing processes of living. Children do find ways to move away from the traumatic past towards potentially happier futures. The stories that unfold and the experiences that take place in the privacy of the psychotherapist’s consulting room often confirm the saying that ‘life is stranger than fiction’. Life is also more beautiful, as well as at times more ugly than fiction, and frequently more moving.


It may seem odd to make these pronouncements at the start of a book about the treatment of trauma in children and young people. However, as it is my intention to focus on the process of change, with the hope that I may stimulate reverie and thought in the reader about how people recover from terrible experiences and events in their lives, the affirmation of the good things in life feels very appropriate.


I am well aware of the possible accusations that may be levelled at me of being defensive, and in denial of the cruelties and horrors of the lives that many people have to lead.
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