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ABSTRACT

The dissertation presents clinical case matereahfa psychodynamic therapy with a 12 year-
old boy. He presents with minor conduct disturleamifficulty in affective expression and
withdrawal in the context of a dysfunctional famslystem. The case study research
addresses the following aims. It uses informatiollected from initial interviews with the
family and subsequent therapy and feedback sessianglore the patient’s attachment
patterns. It explores the links between the pdiettachment style and his access to and
expression of affect. It describes the impact ath lattachment style and affective
expression of a brief therapeutic intervention.e Empirical description of these interactions
is made possible by literature with a focus onchitaent, affect regulation and
intersubjectivity. The descriptions show how therapist and child, through their ongoing
self- and interactive regulation influence his asct® broader affective expression and a
more secure attachment style. Attachment theaviges a useful framework in which to
examine and observe these therapeutic interadbecsuse it uses accurate verbal and non-
verbal behavioural indicators to track unconscienactments between the patient and the

therapist.

The therapy sessions were videotaped and trandasier a 9 month period, and our
interactions and conversation are analysed andiateal in terms of hermeneutics. The
dissertation finally discusses the strengths anakwesses of the case study research and it
offers recommendations on how future studies faxuen the therapeutic relationship could
be improved.
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CHAPTER ONE
INTRODUCTION

This dissertation will present clinical case matkiiom a short psychodynamic therapy with
a 12 year old boy over a period of 9 months. Thikel presented at the Child Guidance
Clinic as the identified patient. He presentechwaitinor conduct disturbance (fire setting and
cutting his pants with a pair of scissors) as aslith difficulty in affective expression and
withdrawal. These behaviours have been linkeditty attachment relationship difficulties,
which result in problems of affect regulation (Bowl 1988; Fonagy & Target, 2006).
Following the intake interview, subsequent histtaling interviews and assessment sessions
with the child, it became apparent that he mayhlkeesymptom of a problematic family
system and this impacted on his well-being. Thas wianifest in their dysfunctional and
disorganised interactions that left all the memioéthe family dissatisfied. Problems within
the family system included an absent father andtiemally over involved mother.

This finding left me with a challenge: how shoulidtiervene when the child’s current
difficulties were being experienced in his contmyifamilial relational context? |
contemplated whether the goal of therapy with ¢higd should be to work with the family
system with all its members, or to create a sadeesmwith a focus on basic affect regulation
to facilitate the development of a secure baseatatlament, thereby changing his current
experience. After consultation and discussion withsupervisor, and taking into account
the family’s unavailability for family work, | keghe child in therapy. | provided feedback
to his parents concerning parenting skills and satggl that they be referred for marriage or

relational counseling.

The descriptions of interactions with the child everade possible by literature with an
emphasis on attachment (Bowlby, 1969; Bowlby, 1&@vlby, 1980; Bowlby, 1988;
Fonagy, 2001), affect regulation (Schore, 1994)iatetsubjectivity (Atwood & Stolorow,
1984; Stolorow, Atwood, & Brandchaft, 1994). Oridhe things addressed in this
framework is failure of affect regulation, whichpeecipitated by an insecure attachment
style that often results in a lack of control oaéfects and is expressed as acting out

behaviours. According to Fonagy (2001), the retiumeof emotions depends on an



understanding of internal experience, which is ntiksty to arise in the context of an early
caregiving relationship. Negative affectivity magy mediated by the absence of a core
capacity to appropriately regulate negative ematiofihis may be the result of frightened-
frightening attachment experiences in early chiwhoThe descriptions show how the
therapist and child, through their ongoing selfd amteractive regulation influenced his

access to broader affective expression and a necrges attachment style.

This dissertation has four aims. Firstly, it usgermation collected from initial interviews
with the family and subsequent therapy and feedbaskions to begin to map the patient’s
pattern of attachments from infancy. Secondly,dissertation will explore the links

between the patient’s attachment style and hissaareand expression of affect. Thirdly, the
dissertation will describe the impact (if any) asthbattachment style and affective

expression of a brief therapeutic intervention.

Finally, the research addresses the following goresin the absence of a primary secure
attachment relationship, how will the patient anerapist intersubjectively regulate emotions

in an attempt to develop a more secure attachnagtdrp?



CHAPTER TWO
LITERATURE REVIEW

The last three decades has added new lenses witth tehview the child. They were made
possible by literature with an emphasis on attactir(@owlby, 1969; Bowlby, 1973;

Bowlby, 1980; Bowlby, 1988; Fonagy, 2001), affesgulation (Schore, 1994) and
intersubjectivity (Atwood & Stolorow, 1984; Stolawp Atwood, & Brandchaft, 1994), which
has provided a securely empirical base for theagapbns of development and treatment by
psychoanalytic theorists. The literature review feicus on these bodies of knowledge.

1. Attachment

Bowlby’'s (1969, 1973, 1980) attachment theory is ohthe most influential theories of
development. Bowlby integrated principles fromeise scientific disciplines to explain
affectional bonding between infants and their caexg and the long-term effects of early
attachment experiences on personality developrmeatpersonal functioning, and
psychopathology. He developed an ethological heoncerning the regulatory functions
and consequences of maintaining proximity to caragi. He argued that infants are born
with a repertoire of behaviours (attachment behagjpaimed at seeking and maintaining
proximity to supportive others (attachment figureb) his view, proximity seeking is an
inborn affect-regulation device (primary attachmsinategy) designed to protect an
individual from physical and psychological threasswell as to alleviate distress (Bowlby,
1969, 1973, 1980). He thus conceptualised humaivation in terms of behavioural
systems and noted that attachment-related behawianfiancy, for example, clinging,
smiling, crying, monitoring caregivers, and devahgpa preference for a few reliable
caregivers or attachment figures is part of a fionet biological system that increases the
likelihood of protection from dangers, comfort digitimes of stress, and social learning.
Modern attachment theory (Fonagy, 2001) also sthtgghe primary survival gain of
attachment lies in eliciting a protective caregiard in the experience of psychological
containment of aversive affect states requiredferdevelopment of a coherent self. Bowlby
(1988) claimed that successful accomplishment egetaffect-regulation functions results in
a sense of attachment security, that is, a seaséhth world is a safe place, that one can rely
on protective others, and that one can therefanédmntly explore the environment and



engage effectively with other people. Accordindg-tmagy and Target (2006) brain
development itself is facilitated or inhibited bgrly psychosocial experience. Secure
attachment ensures optimal development of braiogsses that support social thinking
patterns for collaboration and co-operation withens. Early childhood experiences lay
down biological pathways (brain pathways) therdiard wiring’ patterns of social

interaction later in life (Fonagy &Target, 2006).

Central to attachment theory (Bowlby, 1988) isrbéon that children will feel secure in

their relationship with their attachment figuretie extent that the attachment figure provides
consistent, warm, and sensitive care (attachmguatdiavailability). When this happens,
children learn to use the attachment figure asareebase. They are willing to turn to the
attachment figure in times of need, and if thectaent figure is available and responsive,
they are able to be comforted by the attachmeuntdign a way that allows them to feel better
and to return to other activities. As a resulsipee expectations about others’ availability
and positive views of self as competent and vaAredormed, and major affect-regulation
strategies are organised around these positivefbellhe secure base hypothesis (Bowlby,
1973) also suggests that when there is a lackmdistent, sensitive care, children will feel
anxious or insecure in their relationship with thetachment figure and consequently be
unable to use the attachment figure as a secuee Wben attachment figures are
unavailable or unresponsive to the child’s needsimity seeking fails to relieve distress,
and a sense of attachment security is not attaiAsda result, negative representations of self
and others are formed, and strategies of affeciagign other than proximity seeking are
developed (secondary attachment strategies). her @tords, attachment figure availability is
one of the main sources of variation in strategfesffect regulation. Bowlby (1988)

assumes that the attachment system is active lgamitire lifespan and is manifested in

thoughts and behaviours related to support seeking.

Empirical support for Bowlby’'s (1969, 1973, 1980B¢o6ry was provided by Ainsworth,

Blehar, Waters and Wall (1978), who document déifeépatterns or styles of secure base use
among children and their parents. According to Wlikcer, Shaver and Pereg (2003), most
empirical tests of these theoretical ideas haveded on a person’s attachment style,” the
systemic pattern of relational expectations, enmsti@and behaviour that results from
internalisation of a particular history of attachmhexperiences and consequent reliance on a

particular attachment-related strategy of affegutation” (p. 79). These patterns termed



securely attached, anxiously attached avoidardigéonissing), anxiously attached ambivalent
(or resistant) and disorganised (or disoriente@yevshown to correlate with observed
maternal behaviour toward children in the homedhgisupporting the role of parent-child
relationship in the development of attachment paste

Bowlby (1973) argues that the ‘internal working rabaf the infant is a representational
model of the self. He suggests that “each indiaidwilds working models of the world, and
of himself in it, with the aid of which he percesvevents, forecasts the future, and constructs
his plans” (p. 236). A key feature of this modethe notion of “who these attachment
figures are, where they may be found, and how thay be expected to respond” and “how
acceptable or unacceptable he himself is in the ef/kis attachment figures.” (Bowlby,
1973, p. 236). Therefore in this model the chiléslings of acceptance or rejection by the
attachment figure determine his or her working madé&im/herself. Fonagy (2001) states
that the central feature of the internal workingdeloconcerns the expected availability of the
attachment figure. The key feature of this is lameeptable or unacceptable the child feels
in the eye of the attachment figure. A child whogernal working model of the caregiver is
focused on rejection is expected to develop a cemehtary working model of the self as
unlovable, unworthy and flawed. These models efattachment figure and the self are
transactional, interactive models representingatiér relationships (Fonagy, 2001). This
transactional model further describes the inteestthje relationship between infant and
child. In this relationship the child sees the pathinking about his/her needs and responds,
modelling connections with thoughts, feelings, n®add desires. The child internalises this
model and makes interpretations for him/herself smdevelops a theory of mind. In the
attachment relationship between the parent and th& parent responds to the child and
teaches the child about regulating his/her emotignsodelling it either by soothing an
over-stimulated or overwhelmed child or by stimimgtan under-responsive child. The child

internalises this pattern of affect regulation &atns to regulate him/herself.

Sroufe (1996) reconceptualised attachment theotgrins of affect regulation. He argues
that the relationship between and infant and caeggiot only implies an “affective bond”

but is in fact “the apex of dyadic emotional regiala, a culmination of all development in
the first year and a harbinger of the self-regatathat is to come” (Sroufe, 1996, p.172).

Fonagy (2001) suggests differential patterns @icatinent which result in the access an

individual has to particular types of thoughts lifegss and memories. Those with secure



attachment histories learn in their attachmentiggiahip to regulate their emotions and have
good access to thoughts and feelings experiencen iattachment relationship. Those with
insecure attachment histories either ‘down-regulakéch means they avoid emotionally
charged systems, or ‘up-regulate’ and become isorgly emotionally disorganised when
aroused and have limited access to attachmenédetlabughts and feelings (Fonagy, 2001).
Bowlby (1988) believes that attachment insecustihough originally an adaptive set of
strategies designed to manage distress, increabesability to psychopathology and can
help identify specific types of difficulties thatay arise.

According to Mikulincer, Orbach and lavnieli (1998gcurely attached individuals have
adopted adaptive ways of regulating affect. Separsons attempt to manage distress by
enacting effective coping responses, coordinatitaghment with other behavioural systems,
and acknowledging the impinging distress withouhg@verwhelmed by it. In this way,
secure persons develop more flexible and well agfugiews of the world and the self and
more reality-tuned coping plans compared to insepersons. Insecure attachment seems to
be a risk factor that hinders well being and lgaeisple to adopt maladaptive ways of coping
(Bowlby, 1988). Avoidant infants adopt a “flightésponse in dealing with the caregiver’s
unavailability. This group place distance betw#@mmselves and the caregiver. On the
other hand, anxious-ambivalent infants anxiousjyrapach the caregiver and “fight” for his

or her love.

The flight response of avoidant persons has twalbasets (Mikulincer, Orbach, & lavnieli,
1998; Wei, Vogel, Ku, & Zakalik, 2005). First, @eflive attempts are made to deactivate the
attachment system in order to avoid any potenaaflict with distressing attachment figures.
Bowlby (1969) indicates that this response leadsHat is called detachment and to
cognitive and behavioural distancing from attachihoeies in particular and from distress-
related cues in general. Second, compulsive attearp made to attain self-reliance and
autonomy as a means of compensating for the reloetep depend on others. Avoidant
persons tend to dismiss the importance of closgioelships, to minimise emotional
involvement with and dependence on others, to @ttaghment needs, and to pursue
autonomy and control (Sable, 1983). According tavlBy (1988), avoidant persons’
tendency to detach themselves from distressinghattant figures may then be generalised to
behavioural and cognitive attempts to distance #adwes from any internal and external

source of distress. Moreover, their compulsivespitirof self-reliance may lead them to



suppress or dismiss bad self-attributes as a wayevkenting the recognition that their own
self is a source of distress. Avoidant persongasae to deny any personal weakness, to
suppress bad thoughts and emotions, to inhibibWeet display of pain and distress, and to
rely on repressive-dissociative mechanisms (Mul609; Mikulincer, Orbach, & lavnieli,
1998; Mikulincer, 1995; Mikulincer & Orbach, 1995).

The way anxious-ambivalent persons cope with thesic insecurity implies a
hyperactivation of the attachment system (Mikulmébach, & lavnieli, 1998). They
attempt to minimise distance from distressing attaent figures and maximise the secure
base these figures can provide. This is a figpoase by which people attempt to win
others’ love by means of clinging, hypervigilamidecontrolling responses. This strategy
creates an excessive and anxious focus on attattamemlistress-related cues (Wei, Vogel,
Ku, & Zabalik, 2005). Their tendency to minimisistdnce from distressing attachment
figures may be generalised to behavioural and tograttempts to minimise distance from
other distress-related cues (Bowlby, 1988). Thpessons tend to approach distress in a
hypervigilant way, to overemphasise bad self-traitd memories, to exacerbate negative
affect, and to allow distress to spread to ottierdreas (Mikulincer, Orbach, & lavnieli,
1998; Mikulincer, 1995; Mikulincer &Orbach, 1995).

2. Attachment and therapy

Bowlby (1980) states that attachment is of longatlan, often persisting throughout the life
cycle both intrapsychically and externally. Theadmics involved in the formation,
maintenance, renewal, disruption, and loss of lattent relationships highlight fundamental
similarities and differences between early attaatmelationships and the patient-therapist
relationship. Although the median length of psybleoapy is 5-6 sessions (Farber, Lippert &
Nevas, 1995), many therapies, particularly thogelaoted within a psychodynamic
framework, continue for many years. Meetings betwthe patient and therapist do,
however, eventually come to an end. Some patiegfecially those with insecure
attachment styles, may use their awareness ofvéirggal conclusion of treatment as a
means of limiting the influence of the attachmeatationship and maintaining a sense of
independence. They defend against feelings affattant and assert that there is no point in
investing emotionally in a relationship that isgpto cease. The deactivating strategies of

avoidant attached patients may delay the developofaitachment. Due to their discomfort



with dependence and intimacy, avoidant patientsbeilprone to distancing and distrust in
early therapeutic encounters and their physicamg¥e maneuvers will give therapists the
impression that attachment development is absdred®2008; Parish & Eagle, 2003).
Avoidant patients may thus take longer to developttachment to the therapist and the
expression of attachment markers (affect) may bddesor subdued (Obegi, 2008).
However, Bowlby’s (1988) statement regarding theatlan of attachment alternatively
indicates that once an attachment relationshiptabéished, it remains operative even in the
physical absence of the attachment figure. Inresseéhe therapist may continue to be used

by patients as attachment objects long past th& pbformal termination.

According to Obegi (2008) as well as Parish ande&@03), regarding the issue of time,
variability in treatments, in addition to differeggcin attachment styles prevent generalisable
estimates for the development of attachment sgcufiteatments vary in their session
frequency, session duration, and length. Sin@petsonal contact is necessary for
attachment security to form, therapeutic dyadshiae lengthier or more frequent contact
are expected to steadily advance attachment sgowhereas shorter therapies may cap the
growth of attachment security. An open questiahis whether brief therapies that mobilise

strong affects accelerate the development of atiaah security.

Bowlby (1988) indicates that the behaviour of therapist is a significant factor to the
therapeutic relationship:
“Even so, a patient’s way of construing his relasioip with his therapist is not
determined solely by the patient’s history: it e@efmined no less by the way the
therapist treats him. Thus the therapist mustestilways to be aware of the nature of
his own contribution to the relationship which, argmther influences, is likely to
reflect in one way or another what he experiendstdlf during his own childhood”
(p. 141).
Behaviours that correlate with stronger expressafregfect and attachment markers, for
example warmth, are consistent with characteristi@ssecurity-enhancing attachment
figure. It thus seems likely that the length adrépy will turn on, in part, the ability of
therapists to provide a security-enhancing clintlaée is adapted to individual differences in
attachment styles (Obegi, 2008; Parish & Eagle3200



3. Affect regulation

Recent neuroscientific findings provide informatiadicating that interactional patterns
between infants and caregivers create lasting helbaamges in the brain’s networks, resulting
in lasting attachment styles, affect regulatioriggats and modulatory emotional set points
that last from infancy to adulthood (Schore, 199dhore, 2005; Schore, 2008). Schore
(1994) proposes that attachment communicationsrdreal to the development of structural
right brain neurobiological systems involved preieg of emotion, modulation of stress,

self-regulation and thereby the functional origifishe bodily-based self.

According to Schore (1994), the main task of th&t fyear of life is the creation of a secure
attachment bond in emotional communication betwtkennfant and the primary caregiver.
For successful communication to take place, thegraer must be psychobiologically
attuned to the dynamic shifts in the infant’s bpdihsed internal states of central and
autonomic arousal. During the affective communmicet fixed in mutual gaze episodes the
psychobiologically attuned sensitive caregiver sssg non-verbal expressions of the infant’s
arousal and then regulates these affective stad#is positive and negative. The attachment
relationship mediates the dyadic regulation of @omot In this process, the more the
caregiver unconditionally tunes her activity leteethe infant during periods of social
engagement, the more she allows him to recovetlygumeperiods of disengagement. Also,
the more she attends to his cues for re-engagethentjore synchronised their interaction
(Schore, 1994; Schore, 2000; Schore, 2005; ScRO608). In episodes of affect
synchronicity, the caregiver and infant are in etffee resonance, and as such, an
intensification of vitality affects and a positig&ate occurs (Schore, 2008). In moments of
interactive repair the “good enough” caregiver Wias misattuned, can regulate the infant’s
negative state by accurately re-attuning in a ymehnner. The regulatory processes of
affect synchronicity that create states of posiéiv@usal and interactive repair, which adjust
states of negative arousal are the fundamentalibgiblocks of attachment and its
associated emotions and resilience in the faceess (Schore, 1994; Schore, 2000; Schore,
2008). Innately regulated by the attunement betviiee right hemispheres of both caregiver
and infant, the caregiver’s self-states are condégehe infant’'s through numerous
nonverbal communications. According to Schore &08motion is initially regulated by
others but over the course of infancy it becomeeegsingly self-regulated as a result of

neurophysiological development. The following atlagpcapacities are essential to self-



regulation: “the ability to flexibly regulate psyabiological states of emotions through
interactions with other humans, interactive regatain interconnected contexts, and without

other humans, autoregulation in autonomous coritéthore, 2005, p. 209).

A child’s capacity to regulate his or her affectiependent on an attuned and empathic
caregiver. When a primary caregiver is emotionaiigvailable or when the child is
subjected repeatedly to inconsistent responsesibecd parental misattunement, the child is
likely to manifest abnormalities in affect develogmh and affect regulation as well as an
insecure attachment style (Beebe & Lachmann, 286&n, 1985). Caregiver sensitive
responsiveness is defined by the attachment figuatcess in fitting their own response
patterns to those of their children in ways thatrautually satisfying. Sensitivity and
responsiveness of the primary caregiver to thelchdmotional states is a major determinant
of the way the child learns to regulate distressifigcts and to relate to other people (Beebe
& Lachmann, 2002; Bretherton, 1985; Goldberg, Magsaronko, & Rochester, 1994).
Reckling and Buirski (1996) link failures in phykigical self-regulation to psychological
deficits, particularly in recognition of moods, tlséem from early attachment problems.
Insensitive primary caregivers impede an infantigity to modulate affective expression and
arousal (Susman-Stillman, Kalkoske, Egeland, & Weld, 1996).

Schore (2005) posits that the early-maturing riglain seems to be involved in implicit
emotional learning that precedes verbal developmeéhe right hemisphere has been
connected to early implicit information processargl to emotional memories and
experiences that underline the self-schema anohtinddual’s sense of self. Schore (1994;
2005) describes how the emotion processing limiogzits of the infant’s developing right
brain, which are dominant for the emotional serfssetf, are influenced by intrinsic
intersubjective affective interactions rooted ia #ttachment relationship with the primary
caregiver. Implicit processing triggers the quéeid automatic handling of nonverbal
affective cues in infancy, and “is repetitive, autdic, provides quick categorization and
decision-making, and operates outside the realfocail attention and verbalized experience”
(Lyons-Ruth, 1999, p. 576). Schore (2008) dessrimv prosodic vocalizations,
coordinated visual eye-to-eye messages and tactildoody gestures, serve as channels of
communicative signals in the proto-dialogues betwatant and caregiver, which stimulate
instant emotional effects. Bowlby (1969) also digss facial expression, posture and vocal

tone as the critical means of attachment communithietween the emerging self and the
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primary object. The dyadic implicit processingloése non-verbal attachment
communications are the creation of the operatidiiseinfant’s right hemisphere interacting
with the caregiver’s right hemisphere. Attachmexpteriences are thus imprinted in an
internal working model that encodes strategiedfetaregulation, which act at implicit non-

conscious levels (Schore, 2005).

Schore (2005) indicates that these particular icitplight brain operations are crucial for
adaptive interpersonal functioning and are speadlfiactivated in the therapeutic alliance.
The ability to receive and process implicit comnuations is “optimized when the clinician

is in a state of right brain receptivity” (Scho2€05, p. 842). The right hemisphere is
involved in recognizing other people’s emotiongbessions and is assisted by internally
generated bodily sensations interpreted by the bghin. The clinician’s right brain thus
allows the clinician to know the patient in the miosmediate and direct way. Schore (2005)
concludes that the intersubjective field contaimiw it not only an emotional exchange but
a bodily one as well. Implicit right brain-to-righrain intersubjective transactions lie at the
core of the therapeutic relationship and are cé&lteoiments of meeting” (Schore, 2005).

Ginot (2007) asserts that the implicit relationabwledge that is part of the shared
relationship culminates in an enactment that bgmsieshed nature allows the therapist’s
unmediated experience of the patient’s stableioglak patterns. Enactments provide the
most significant and direct ways for both patiemdl éherapist to connect with what needs to
be known, recognised and integrated as part of’elolging sense of self. Enactments add to
an intersubjective mode of empathy based on annsetaus experience that directly
connects with the patient’s dissociated emotioeterkses and attachment patterns (Ginot,
2007). Emotional links and sensory responseshterstare activated through communicated
gestures, vocal tones, postures, and facial expressreating an intuitive or an implicit
knowledge of them, which can be viewed as an exg@dndtion of empathy (Ginot, 2007).
According to Schore (2008), many features of sanitaraction are nonverbal, consisting of
subtle variations of facial expression that setttime for the content of the interaction. Body
postures and movement patterns of the therapistl @so reveal emotions such as
disapproval, support, humour, and fear. Tone arhave of voice, patterns and speed of
verbal communication, and eye contact further idelalements of unconscious
communication and add to the unconscious estabéshof a safe, healing environment.

Fonagy (2001) views the therapist’'s concern withghtient’s shifting mental states as

11



essential to the patient’s capacity to developralar concern. In relationally-oriented
therapeutic contexts that promote intersubjectomunication and interactive regulation,
deficits in internal working models of the self atheé world are gradually repaired.
Restoring into consciousness and re-assessmanmteafial working models is the
fundamental task of psychotherapy (Bowlby, 1988&)portantly, the therapeutic impact of
this lies in the extent to which the therapisttisi@ed to the patient’s affective states and

developmental longings.

4. Intersubjectivity

According to Buirski and Hagland (2001), a centn@janising concept of intersubjective
theory is that our experience of ourselves is ésdd¢n how we operate in the world. Our
subjective experience is all that one might be avediat any given moment as well as much
of what is out of awareness. Over time, the compiterlinking of individual abilities and
temperament, relational configurations with careggwduring infancy and childhood, and the
kind or cruel realities of one’s life circumstaneaeset to form patterns. These patterns of
experiencing oneself and the world describe oujestibe, personal reality and become
structured as our organisation of experience hédrtherapeutic setting, we attempt to
understand these patterns in the context of ageitip that becomes a new lived experience
and the basis of new organising patterns (Buirskayland, 2001).

Buirski and Hagland (2001) postulate that subjégtieonsists of organising principles
developed out of lived emotional experiences witidhood caregivers. The context for the
creation of the organisation of experience is titersubjective field of early childhood,
primarily the subjectivity of the caregivers asytiearn to understand and respond to the
unique temperament and personality of their chid. important factor in the quality of that
early relational context is the capacity of theegarers to appreciate and respond in soothing
and affirming ways to the emotional life of theldhi Therefore, a child’s experience of
being understood or not, particularly when he @& abntends with intense affects, is the
intersubjective context (lived experience) out diieth subjectivity develops. There is no
subjectivity without intersubjectivity. The keyeshents of the intersubjective field as it
contributes to positive and stable subjectivity thiese experiences that affirm, regulate, and
integrate affect for both members of the dyad (8ui& Hagland, 2001).
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Buirski and Hagland (2001) state that human suivjecbecomes organised into patterns
based on repeated emotional experience withintthé-caregiver dyad. Such patterns are
the foundation on which the coherence and congrafiexperience depend. Stolorow,
Atwood and Brandchaft (1994) posit that it is apartant source of human motivation in
that “the need to maintain the organisation of egpee is a central motive in the patterning
of human actions” (p. 35). Infants require sewsittare by caregivers who take pleasure in
their health, comfort, and well being. Ideallysystem develops in which both infant and
caregiver expects that the needs of the childblimet in ways that are satisfying to both.
However, whatever quality of care is given, thealeping child organises those patterns of
experiences into expectations for the future. litlgenerating expectancies, experience is
random and unmanageable, and every new circumstande require new learning. Part of
human adaptation involves the ability to organigeegience into meaningful patterns. These
patterns or organisations of experience contribmtbe essence of subjectivity and the sense
of a cohesive self (Buirski & Hagland, 2001).

According to Stolorow, Branchaft and Atwood (1988)well as Stolorow and Atwood
(1992), the selfobject provides a self-delineatiod differentiation function for the child
when the caregiver is able to accurately perceieraspond to the child’s affective world.
Positive experiences of attunement to the chilbiftisg affect states lead to the
structuralisation of the self. Non-attunement fetddisavowal and dissociation of affect
from this stucturalisation. A mediating factoth® attuned responsiveness of the selfobject
to the painful internal world of the child (Stolev& Atwood, 1992). The selfobject thus has

an important role to play in regulating the affeetexperience of the child.

When the caregiver fails to attune to the painitginal world of the child, there is a
breakdown in the caregiver’s role of regulating ¢héd’s internal world. The caregiver no
longer provides the function of containing, holdingflecting, and validating the child’s
internal experience. According to Stolorow and add (1992), “painful or frightening

affect becomes traumatic, we contend, when thesiguattuned responsiveness that the

child needs from the surround to assist in itsrémlee, containment, modulation, and
alleviation is absent” (p. 53). The child is isense abandoned and has to regulate his or her
own internal world but still attempts to maintais br her needed selfobject tie to the
caregiver. Stolorow, Branchaft and Atwood (198Wicate that this involves the child

having “to serve significant selfobject functioms his or her parents” (p. 91). The child may
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come to view aspects of his or her own internadaive world as damaging to the parents.
This perception would result in the child develagpaharsh internal voice, and his or her

need to grow and develop may become a source @ifat@nd guilt. Under these
circumstances, defenses employed to assist wilcén be seen as adaptive, as they are
attempts to manage unbearable, frightening interxériences. Defenses are expressed, out
of awareness, in the unconscious organising ptie€ignd show the patient’s attempts to

organise experience and create meanings.

Within the paradigm of interacting subjectivitiégnsference is co-constructed through the
interchange of differently organised subjectivitiégpatient and therapist (Buirski &
Hagland, 2001; Stolorow, Brandchaft, & Atwood, 198%olorow, Atwood, & Brandchatft,
1994). The therapeutic context will determine whimconscious organising principles will
be induced and how the experience will be inteynajanised by the patient. The
organisation of the therapeutic experience for Ipairent and therapist will be shown in the
patterns and themes, verbal and non-verbal, whiahacterise personal and intersubjective
reality (Stolorow, Atwood, & Brandchaft, 1994). iBski and Hagland (2001) propose that
self-regulation refers to a person’s capacity tutate or control internal states, such as
affectivity, arousal or responsiveness. Inter&ctv mutual regulation refers to the extent
that each person influences the other. Signiflgatite way that a person self-regulates will
impact the other, which will have a reciprocal iroppan the experience of self.

The intersubjective field encompasses selfobjepesgnces and the repetitive dimensions
from past interactive experiences (Stolorow, Bréduwadic & Atwood, 1987; Stolorow, 1995).
Transference describes the shifting needs and ééane patient in mutual relationship with
the therapist’s own organising principles. Atwaod Stolorow (1984) indicate how the
therapist’s own unconscious organising principles mccasionally alter the patient’s
subjective meaning. On other occasions, the tisisprganising principles will be in close
concert with the patient’s own organising princglerhis juxtaposition in ways of
experiencing the other is inevitable and reflelstsinteraction of two differently organised
subjectivities. The therapist must develop a medmsflective self-awareness and the ability

to de-centre from his or her own organising prifesgAtwood & Stolorow, 1984).

The intersubjective field includes selfobject expeces and the repetitive dimensions from

past interactive experiences (Stolorow, Atwood, &@riichaft, 1994). The organisation of
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the transference serves a number of functiongopatient, which includes maintaining the
self and defensively warding off repetition of elpace that is deemed to be too painful or
dangerous to the self (Atwood & Stolorow, 1984heTprocess of therapeutic action varies
depending on whether the selfobject or conflicttesjstive, and repetitive dimensions of the
transference are at the centre of the therapesalitionship (Stolorow, Brandchaft, &
Atwood, 1987; Stolorow, Atwood, & Brandchaft, 1994)hen the selfobject dimension of
the transference is at the forefront, it lead$h®restoration and maintenance of self-
experience. When the patient however perceivegaperiences the therapist as a source of
painful affect states then this dimension of tla@sference is in the background. When the
therapist is viewed as the source of pain, it @mesthe function of maintaining the patient’s
experience of self. Interpretation of the resiseadimension leads to transformation of
structures of subjectivity. Interpretation shoatdy take place within the context of ‘good
enough’ affective attunement that leads to re-distabg the selfobject attachment at the
centre of the therapeutic relationship (Stolorowgrigichaft, & Atwood, 1987; Stolorow,
Atwood, & Brandchaft, 1994). Integration of affeta affective attunement is central to the
transformation of structures of subjectivity (Buir& Hagland, 2001).

According to Buirski and Hagland (2001), the empathtrospective stance includes the
therapist's empathic inquiry both into the patisrgubjective world and into his or her own.
Empathic inquiry includes grasping a full rangecohtextual elements such as the emotional,
historical, behavioural, and cognitive aspectefpiatient’s unfolding experience. Affect
attunement refers to the therapist’s abilitiesstwognize and respond meaningfully to various
qualities of the patient’s subjectivity. Affect@ement and empathic inquiry are two-person
processes. They occur in the therapeutic dyad;iwikithe intersubjective field formed from
the subjectivities of patient and therapist. Bkiiend Hagland (2001) indicate that when
referring to the empathic-introspective stance, &thmp listening is considered to be a bridge
to the subjectivity of the patient. The affectivaktuned responses of the therapist based on
his or her empathic understanding make possiblaguea kind of subjective experience for
the patient, which includes feeling known and ustterd as well as providing the basis for a
new organisation of experience. Listening to thggmt, understanding the context of the
patient’s life experience, and reflecting that ustending to the patient represent the
fundamental aspects of empathic inquiry (BuirskH&gland, 2001).

15



In this chapter, | have outlined the theoreticalstoucts that will be used to analyse the case
material that follows. These theoretical consswdso support the methodology described in

the following chapter.
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CHAPTER THREE
METHODOLOGY

In this section | will describe the methodologiagproach that has been utilised for this
study, namely, a clinical case study within annsibjective paradigm. This section will
include a description of the context of the stualgiscussion of the case study method; a
discussion of the key views of intersubjectivitediny and its relevance to this case study. |
will also discuss the analysis of material andgheection of the confidentiality of the
subjects of this case study.

1. Context of study

The case material upon which this paper is basesists of psychodynamic therapy
undertaken during Clinical Psychology Master’srnag at the University of Cape Town’s
(UCT) Child Guidance Clinic. The Child Guidancer@ provides academic training for
Clinical Psychology Master’s students and offepswychological service and support at
reduced rates for residents in Cape Town. Studertgained in adult and child
psychotherapy, and a large focus of the trainiranithe assessment and diagnosis of child
patients and appropriate interventions. Childgras are referred for treatment by schools,
general practitioners and family members in CapsnloThe subject of this case study was

assigned to me for assessment and treatment.

2. The case study method

According to Kazdin (1992), there has traditionddgen a lack of consensus between the
practitioners of case study method and empiricgdaechers in the domain of clinical
psychology. This lack of agreement results fromtthditional experimental methods of
investigation and evaluation of variables that dbate to behavior. Traditional
experimental methods attempt to test hypothesesighrcontrolled conditions, carefully
obtained objective measures of functioning, andrgtic rigor (Bromley, 1986; Kazdin,
1992).
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Kazdin (1992) indicates that the variables contiih traditional experimental research tend
to be exaggerated in the case study method. Thhpdifecation of detail by means of detailed
description provides the opportunity for intensstaedy of the subject within a particular
context. Within clinical psychology, this contaxdually refers to the treatment situation
(Kazdin, 1992). The case study method attempstidav how and why a subject behaved in
a given situation and inferences are drawn abativfa arising from the past or the present
that are likely to account for the current behawviolhe concentrated study of the subject,
particularly of unique and/or complex problems anacesses, may lead to hypotheses about
causes of behaviour or treatment effects. Inulaig, the case study method complements
traditional experimental methodology. Atwood andl&ow (1993) as well as Kazdin

(1992) however caution that the results yieldedhgycase study method are merely
suggestive and cannot be viewed as the definittpéaaation for any particular phenomenon.
Donmoyer (2000) argues that even statisticallyiant findings from large sample groups
cannot be universally applied to all individuatssather requires the knowledge of the
individual clinician to determine the applicabilioy any finding on any one individual in
particular. Generalisability is not the aim ofstihesearch. Rather it is to understand this
particular unique patient and to illustrate relevatachment, affect regulation, and

intersubjectivity literature with case material.

Donmoyer (2000) as well as Terre Blanche and Dunt{@999) state that case study method
can also lead to scientific discovery and provide mformation as well as a deeper
understanding of a phenomenon. Case studies haagvantage of allowing new ideas and
hypotheses to emerge from careful and detailedreasen. This is most notably seen in the
field of psychoanalysis, where psychoanalytic kremgle has been advanced through the
intensive study of the individual (Atwood & Stolavp1984; Atwood & Stolorow, 1993;
Kazdin, 1992; Stolorow, Atwood, & Brandchaft, 1994)

The case study method thus includes certain impbféatures. It focuses on a particular
pattern of behaviour within specific circumstanoger a limited time-period; it aims to
provide a discriminatory but detailed descriptibattcaptures the distinctive characteristics
of the subject and his or her context, includingaalysis of the implications of these
observations and finally, it uses a theoreticahieaork that influences the organisation and
interpretation of the data obtained (Bromley, 1986nmoyer, 2000; Kazdin, 1992; Yin,
1994).
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3. Gathering data

The psychodynamic therapy sessions describedsratialysis were carried out at the Child
Guidance Clinic. Sessions were videotaped andogesstes were be kept to further
document the process. Session notes were useglugdeato issues, complications and
features of importance to be discussed in supervisBupervision was provided by an
allocated senior psychologist who guided me to ealpay reflective awareness and explore
both transference and counter transference ishaesiinerged from the case material in

order to increase my therapeutic understanding.

According to Goldberg (1988), the therapist isittegrument who gathers the data by means
of subjective evaluations or interpretations. Ehegaluations and interpretations are
dependent on the researcher’s chosen theoreticsigutive. Whether descriptions of
behaviour can however be removed from the thealdgas through which they are viewed
raises the question of whether psychoanalysis earobsidered a science. Goldberg (1988)
contends that a specific set of principles shoel@jplied to a case. These principles rest on
the basic principle of hermeneutics. The reseaish@ius required to be aware of his or her
own theoretical perspectives as they influencerthestigation. The theoretical perspectives
that the researcher brings to the investigatiofidé@nces the dialogue with the patient, and
what the patient offers us, in turn, influences @&dldberg, 1988, p. 54). It is therefore
crucial that therapists continually attempt to exptheir reflective awareness of their own
unconscious organising principles, especially thoeenced by theory, so that the impact
of those principles on the therapeutic processhearecognised and itself become a focus of
therapeutic investigation (Stolorow, Atwood, & Bdahaft, 1994). Within an intersubjective
paradigm, the researcher is therefore always ieclud the description of what is being
observed (Atwood & Stolorow, 1984). The intersghjee approach emphasises the
therapist-patient system of mutual interaction lialk each participant is affecting and
interpreting the other’s experience. This view imaglications for the knowledge generated
in a psychoanalytic case study:

“The varied patterns of meaning that emerge in Ipsgnalytic research are brought to

light within a specific psychological field located the point of intersection of two

subjectivities. Because the dimensions and boigslaf this field are intersubjective

in nature, the interpretive conclusions of evergecatudy must, in a very profound
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sense, be understood as relative to the interdiugezontext of their origin” (Atwood
& Stolorow, 1984, p.6).
Atwood and Stolorow (1984) state that psychoanabydise studies are always interpretive
procedures and that the validity of their resuéts only be evaluated in terms of

hermeneutics.

According to Atwood and Stolorow (1984), BuirskidaHagland (2001) as well as Stolorow,
Atwood and Brandchaft (1994), the hermeneutic einctlicates how a phenomenon can only
be understood in terms of how the parts of it makéhe whole and knowledge of the whole
is made up by the study of the parts. The sulgjedtthe researcher together comprise the
dialogue that makes up the whole or, in other wattsintersubjective field. The
intersubjective field is the space where both maghnsubjectivities composed of their
respective organising principles and patterns Iffregulation meet and construct a dialogue
together. Taking the risk of testing our orgargsmminciples in dialogue with a subject
makes possible a new meaning or organising priecgfuture form of experience that could
emerge only through the dialogue (Atwood & Stoloyd®93; Stolorow, Atwood &
Brandchaft, 1994). The interpretation and meadegved from the particular data described
in this case study will essentially be a subjecéigeount. The processes of structure
formation and therapeutic action described in ¢thase study will be a unique phenomenon
arising out of a specific intersubjective fieldwich both partners will contribute their

distinct self-regulatory patterns.

4. Analysis

Within this case study, data will be derived frolmse interaction with the subject of the
research paper. This method may be consideredappsbpriate for the purpose of
understanding his internal world as this shouldoan empathic immersion into his
perspective to a greater degree than standardisadurements would allow. Inclusion of
the intersubjective field should also establishghgicular context in which the material will

arise.

The process to be adopted in the analysis of thierrabwill include a thorough examination
of the recorded therapy sessions and the writtégsnoade in order to document the

psychodynamic processes involved. Furthermorernmétion collected from interviews with
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the family and subsequent therapy and feedbackossssill be used to establish a baseline
pattern of attachment and affect regulation agaumsth therapeutic impact and change can

be measured.

The recorded therapy sessions and accompanyinigmvribtes as well as additional
information obtained from the family were procesasihg an adaptation of the interpretive
approach outlined by Terre Blanche and Durrhein®9)9 The first step in the analysis
procedure referred to familiarisation and immergiberre Blanche & Durrheim, 1999)

during which time each therapy session was wateheldhe accompanying written notes
were read numerous times in order to gain a prelnyiunderstanding of the meaning of the
case material. The notes and additional informditiom the family were then used, based
on the findings in the literature, in consideridigtlae sessions as a whole. This was done in
an attempt to arrive at a detailed understandirtgefactors that influenced the patients’ and
therapist’s attachment and affect regulation preegs The second stage in the analysis
procedure involved deducing themes (Terre Blanchzug&heim, 1999) from the text. This
involved a top-down approach using ready-made ocaegjor themes and looking for
instances that fit those categories or themes l&sting the activity of developing themes,
case material from each therapy session was mafked being instances of, or relevant to,
one or more of the themes. This facilitated thedtphase in the analysis procedure during
which the case material was coded (Terre Blancibu&heim, 1999). Verbal and non-
verbal information or case material was coded udiffgrent coloured pens to highlight
relevant pieces of the text by virtue of their @ning material or information that pertained
to the themes under consideration. The contetiteofext referred to events occurring during
therapy sessions and were labelled with more tin@code if it referred to more than one
theme. Once the case material or information wgarosed in this manner, the various
themes could be elaborated on by finding or tragkepetitions of patterns of attachment and
affect regulation. These patterns or regulariethe way patient and therapist responded
during therapy sessions in different situations aindifferent times provided the basis or
framework against which therapeutic change or immpaald be measured.

In this way, a hermeneutic spiral was created &b sghcontinuous back and forth process was
established between the literature and the caseri@adr information whereby different

parts of the case material or information wererprieted then related to the totality of the
text and then re-evaluated accordingly (Atwood &I&bow, 1993). Through this process, a

deeper understanding of the factors that influenbegatient’s attachment and affect
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regulation process was created as the hermengirtat developed (Terre Blanche &
Durrheim, 1999). This formed part of the finalgaaf the analysis procedure, which
involved interpreting and checking (Terre Blanch®8&rrheim, 1999) and it yielded the
results that are described in Chapter Five ofghiger. During this final stage in the analysis
procedure, theoretical insight was also required d¢iffered further understanding and clarity
regarding the interactions within the therapy relahip and aspects of the patient’s and

therapist’s behavioural attachment and affect.

More specifically, analysis of the material priniainvolved tracking a range of affect
representations in therapy sessions (self- andahcggulation patterns). Firstly, his
attachment to the therapeutic process was monitdogd) with his and my reactions to
cancellations. For example, how did we both réabireaks in treatment and to subsequent
resumptions of therapy sessions? Were canceltagwvocative of feelings of anger, anxiety
or disappointment? Did we both look forward witegsure to resuming sessions (i.e.,

reuniting) and did he display proximity seeking &elbur once sessions had resumed?

Secondly, emerging themes were tracked and attemmgude to recognise their relationship to
representations of attachment and affect repres@msavithin the co-constructed therapeutic
relationship. Here, the patient’s comfort with themacy of the therapy sessions was

monitored through uninhibited and genuine displafyaffect like crying, warm greetings and

mutual laughter.

Thirdly, | obtained feedback from parents aboutdbeelopment of interactional change
(attachment style), symptom reduction and improv&nreoverall behavioural and

emotional functioning.

Finally, feedback from the patient regarding theation of new expectations and
organisations of experience were used. For exardde use the safety of sessions to

explore painful feelings, events and alternativgsvaf feeling and acting?

For the purposes of this research paper, secaehatent can be operationalised as
representational systems where the attachmenefigigeen as accessible and responsive
when needed (Bowlby, 1988). As the therapist, nted to attempt to provide a secure base

by offering an attachment experience that balacteskness and autonomy and included
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positive expectations about availability and sévsitesponding. The goal of the therapy
was to assist in the patient’s progress towardsie secure base. The goal of the research
was to track as closely as possible shifts in httemnt in relation to self- and mutual

regulation, particularly of affect.

5. Ethics

Detailed monitoring of the way in which the studpaychologist in training therapeutically
and administratively manages the case is guarahtgedtke allocation of senior psychologists
to supervise the student psychologist. These sigoes provide support and training to the
student psychologist and ensure that professidaatiards, ethical considerations and the

patient’s best interests are maintained.

The parents of the subject were asked to signma §panting permission for material
emerging during therapy to be used for researchqsa@s. It was explained to the parents
that the Child Guidance Clinic is a training ingtibn attached to the University of Cape
Town and is also involved in research work. Paragreed to such use of the material and
signed the form. Each time | met with the familinformed them that our therapy sessions
were being recorded. | asked for permission forsagervisor to watch the recordings in
order to help me formulate an understanding otde®. | considered whether to ask the
family directly if | could use the material emergifrom therapy sessions for a research
project. In discussion with my supervisor, it veesided that the issues it would raise would
disrupt the therapeutic process. On balance,&bssidn to accept patient consent at face
value was considered to be the more ethical pefBollas & Sundelson, 1995; Gabbard,
2000). To protect the identities of family memb#rareby ensuring their confidentiality and

anonymity, names and demographical details have éiéered.
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CHAPTER FOUR
HISTORY-TAKING INTERVIEWS

This section will describe my meeting with John &ilparents. | will then describe the
parents’ history as it was revealed during theaper | will describe collateral information,

the assessment results and present my diagnosifl.also present my intervention plan.

1. Referral and first meeting

The referral for an assessment was initiated by’dahother (Marge, 42) who stated that
John was assessed and diagnosed with AD/HD in 2086.referral card also stated that his
“mother wants him re-assessed as he is doing grdnggs, cutting his school pants and set
something alight in bathroom”.

Present at the first history-taking interview wédodin (12) and his parents Marge (42) and
Jack (41). My initial impression of John was thatwas a slightly built and quiet child who
showed little emotional expression. He was alslb gveomed, soft spoken and displayed
some mild anxiety (restlessness and fidgeting)ndutte interview situation. My first
impression of Marge was that she appeared anximmi®eer protective of John. My first

impression of Jack was that he appeared anxioudeadhed from John and Marge.

During the first half of the interview, the parenespecially Marge, described John’s
difficulties while John explored the therapy rooar & while and then played passively on
the floor lining up the clinic’s plastic soldierachanimals as though they were commencing
combat. During the family interview, John wasdighg to the conversation taking place
between his parents and me. | attempted to dréwv hdo the conversation but he remained
quiet and seemed to play happily on his own. Nuteoduring the history-taking interview

did Marge or Jack attempt to monitor John’s play.

When the parents were asked to describe the histaheir relationship, both parties became
reluctant to continue the conversation in fronjaolfin. | felt anxious and thought that it
would be inappropriate to continue with this lifegaestioning at that stage. This was
confirmed by supervising staff observing the intewwand it was decided that | should
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continue with this specific topic without John hettherapy room. There were no objections
from John or his parents when presented with ttopgsal. This turned the conversation to
their relationship and it was revealed that Jack$hdfered from a mental
disorder/psychiatric illness and had engaged ineroos extra-marital affairs.

After the initial hour session, | spent time witthd for half an hour. He was polite and
compliant and appeared to “meet” me on my ternobin'$ affect appeared restricted and he
answered my questions and gave an account ofteiests in a soft monotone. He seemed
very solitary and displayed poor eye contact. bwdver explored the therapy room with
interest. As a joining exercise, we played fodttmajether. He described everything at home

and school as being “fine”.

Overall, there appeared to be two ways in whictiescribe the presenting problem. The first
was a description of John’s minor conduct distudeaas well as his difficulty in affective
expression and withdrawal, and the second concdmnnetbeing a symptom of a problematic
family system that may have impacted on his weidpe | needed to try and understand

from John’s perspective how all this impacted an Bnd what his difficulties were.

Collateral information obtained from a visit to &&hschool revealed that he was a happy
social child with no obvious problems. No evidenE&D/HD was observed. His Grade
Seven teacher indicated that John was well behavib@ classroom setting and performed

his duties as a prefect adequately.

2. Diagnosis

From the history-taking interview and psychologiassessments, the following provisional
diagnosis was made (using tBeagnostic and statistical manual of mental disorders): On

Axis |, Parent-Child Relational problem and PartRefational problem. | was not certain
that a diagnosis of Conduct Disorder was apprapaatthe fire setting incident was an
isolated occurrence and he did not meet the fit#rza for the disorder. His teacher also had
not experienced such behaviours at school. Fumitver, behaviours associated with Conduct
Disorder did not emerge during the assessmenteaay. | was however aware that John
could possibly be experiencing symptoms of depoasisut as these were not overt, no

diagnosis of depression was made. No diagnosesmade on Axis Il and Axis Ill. On

25



Axis IV, a diagnosis of Problems with primary sugpgroup was made, with specific
reference to threat of parental separation, pdrem&protection, inadequate discipline, and

divorce, re-marriage of a parent and mental hgatthlems of a parent.

3. Family history

The following will describe the patient’s and paemistory as it was revealed during the
course of therapy together. During the initiakdwig-taking sessions, | elicited information
from each of the parents separately in order to gaihonest and accurate account of their
extended and nuclear family functioning. This seuof action was decided upon in
conjunction with my supervisor as there seemecetedme hesitancy by both parents to
openly discuss their marital and familial histanyeiach other’s presence during the initial

intake interview.

During the subsequent history-taking session witrdé, | experienced her as anxious,
compliant and wanting to divulge the informatiorthve shortest space of time. Marge
indicated that she was worried about John and wiaherapy to start as soon as possible.

This rigid expectation influenced her self-regudatias well as our interactive regulation.

Marge was born in Plettenberg Bay; the first okéhchildren. Not much information was
elicited about Marge’s early childhood and adolasee She spoke about her childhood and
adolescent life only in general terms. Marge rgggbthat her parents were never married.
She had two sisters and a brother. Marge’s matiaar described as an alcoholic who was
emotionally absent from the family. According toaMe, her mother seldom displayed
physical affection towards her children. Her fathvas described as having numerous extra-
marital affairs and he thus seldom spent time whth family. She indicated that he would
drift in and out of their lives. According to Magher father also never provided financial
security for the family. Marge said that she thask on the role of playing surrogate mother
to her younger siblings and they had to take cardemselves from a young age. Marge
stated that she and her siblings continue to sh&kse’ relationship. Marge’s mother died
of cancer in 2004 and her father died in 2000.

During the subsequent history taking session vatik,JI experienced him as defended,

hostile and irritable. These experiences and dapens also influenced his and my self-
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regulation, as well as our interactive regulatibte openly challenged me by stating that
John was supposed to be the focus of clinical ettemather than him. In line with Jack’s
mental configurations, | believe | was experienasdritical, demanding and invasive as he
possibly had similar experiences with other mehéalth professionals when he was
hospitalised.

Jack was born in Cape Town. Not much informaticas velicited regarding Jack’s early
childhood and adolescence. He also described Hiidhood and adolescent life only in
broad terms. Jack reported that his parents weppily married and shared a ‘close’
relationship. Jack’s father was described as bsirigt but loving. His father often used
corporal punishment as a disciplinary measure k Jaticated that his father drank alcohol
over the weekends but was adamant that he didousesalcohol. Jack’s father died in 2000.
He was hijacked and shot to death. According tck,Ja&e currently shares a ‘close’

relationship with his mother and siblings.

Jack reported that he was diagnosed with “schizopét in 1988. He was hospitalised twice
in 1991 and 2006 for relapses. He however predamteovert symptoms of Schizophrenia
during interviews. There was no access to furtiadlateral, which may have provided a
more definitive diagnosis. He further reportedt the is currently not using any medication.
According to Jack, there is no reported psychidtrgtory in his parents’ family of origin.
According to Marge, when Jack was hospitalisedviar months in 2006, she and John only
visited him once together at the hospital. Johs w&remely upset and did not want to go
back to visit his father. Marge had to comfort datontinuously and became even more
protective of him. Marge reflected that she andnJbecame extremely ‘close’ during this
period. Also during this period, Marge went foyg@sotherapy due to emotional strain and
for a bout of insomnia, which lasted approximatdiyee months. Marge suggested that
during all the difficult times she paid lots ofettion to John. According to Marge, he was
her “pillar of strength”.

Marge indicated that John has certain chores tptaimsuch as washing dishes and cleaning
his room in the afternoon, as well as a curfew bigainust adhere to. John seldom completes
his chores. He also does not adhere to the cuvfesn Jack is at work. When Jack is at
home then he will be home promptly at the allotiete.
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Parents responded positively to the pregnancy. pfégnancy was planned although Marge
felt that she was not ready to have children. 3saked drinking alcohol after John was
born. Marge stated that there were no prior pregiea, miscarriages and abortions. There
were also no reported complications with regardfiégpregnancy, including no maternal
alcohol and drug use. Marge indicated that sheumable to give normal birth due to a
narrow birth canal. Her private doctor issuedteetestating that she required a caesarean
section. The public hospital where she gave hirdnot accept this letter and insisted that
she give normal birth. She was thus in labouRhours before having an emergency
caesarean section. In 1996, whilst living in Rletterg Bay without Jack, John was left with
a day mother while Marge worked. John becamelstato the day mother. The day
mother subsequently moved to another city and Jolaft with a new day mother. Marge
was not comfortable with the new day mother becahisenvas younger than the first day

mother. Marge would phone her approximately finges a day to check on John.

In 1997, Marge and John moved to Cape Town to ke Jeick. In the same year Marge and
Jack were married but got divorced in 1998. Mdoged this relocation difficult due to a

loss of her social support system. John wentdoher at one year and three months of age as
Marge attempts to find employment. It was difficiar her to leave him at créche.

According to Marge, John cried for approximatelgaveek. Marge was not comfortable

with John attending créche at such a young age.

Marge also reported that during this period thatabproached Jack’s mother to baby-sit
John. Jack’s mother did not however want to take of him when Marge started a new job
nor when she wanted to pursue leisure activitiebadttime. Jack’s mother and sister
labelled John as being naughty. Marge thus léfhdaith neighbours whom she hardly
knew. At present, John is not allowed to entemlai®rnal grandmother’'s bedroom because
he leaves the room in a mess. According to Madrgéyas also stolen items from the
bedroom. John does however not obey the no-euliey He continues to enter the bedroom

and play with his paternal grandmother’s possession

Both parents posit that the current nuclear fansilgomposed of Marge, Jack and John. At
present close relatives include Jack’s mother astérswho live in Cape Town. Marge’s
relatives, which include two younger sisters anck'&other remaining relatives, including

an older brother and younger sister, live in Phétteg Bay. According to both parents, the
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family currently lives in a two bedroom flat. Johas his own room and parents share a
room. According to Jack, John sleeps with Margparents’ bed when he works nightshift.

John also wants Marge to sleep next to him evemwhek is at home.

Marge reported that she and John share a ‘clokgiaeship. She said there is a high degree
of physical contact between them such as frequegging and kissing. Jack and John do not
share a ‘close’ relationship. John does not shioygipal affection towards his father such as
hugging and kissing. Jack also shows minimal maysiffection towards John. John does
not directly ask him for items that he needs ortwardack also added that John seldom

speaks to him unless he is spoken to.

Parents stated that they tended to be criticalasheother’s styles of discipline in John’s
presence. Marge suggested that she is a permsigat. She is warm and caring but lax in
discipline. Marge indicated that Jack is an authoan. Jack agreed that he uses corporal
punishment as a disciplinary measure. Marge pb#hi&t John tends to push boundaries with
her but not with his father. According to Margdiem there is a disagreement between them

as parents, Jack will sometimes withdraw and nealspo her for approximately one week.

Marge stated that John was two years old when dewled out in 1999 to live with another
partner. In the same year, Jack and his new pani a child together. Marge indicated
that her brother was stabbed to death by his frieri®99. This event occurred three weeks
after Jack had left the family unit. John withesddarge’s extreme grief reaction and
became upset (crying and screaming). Marge sthtgda neighbour had to take John to her
home for the remainder of the afternoon.

Before Jack’s separation from the family unit, Jamd Jack would spend a lot of time
together. Marge reported that John was upsetn@)ywhen Jack left. During that time John
walked around the house as though looking for sbimgtor somebody. He missed his father
terribly while he was away. During Jack’s abserlm#)n was able to spend every second
weekend with him. Marge remembered that John weiilier be excited or subdued after
returning from weekends with his father. John nesk&red with his mother the reasons for
his excitement nor subdued mood. Jack statedihan John spent weekends with him they
would play in the park, go to shopping centres laanke picnics. Jack returned to the family

unit in 2004. John was extremely happy when hibefareturned to the family unit.
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However, in 2005, 2007 and 2008, Jack engaged memus extra-marital affairs and

increased alcohol use, which placed strain ondtaionship.

In 2009, an area of conflict developed concerniack® other children. John’s half brother
(10) and half sister (8) are left with them by Jadakx-wife at extremely short notice. Jack
always allowed this to happen until Marge arguethwim for not consulting with her first.
Jack also gives his two other children more attenéind physical affection. Jack makes no
secret about John’s half-brother being his faveuriMarge believes that John is jealous of
his father’s close relationship with his half breth

Mo suggested that, at present, the daily routirfetheo family are consistent. Mo reported
that the family has only recently engaged in lesagtivities (going to the park and shopping

centre together).

4. Intervention plan

In light of John’s behavioural difficulties and Iparents’ relationship difficulties, it appeared
that John and his parents required their own ietgiens. John seemed to be significantly
traumatised by his father’'s mental disorder, palerunflict and the constant threat of

parental separation, as well as overburdened bgrimseshed relationship with his mother.

After discussions with my supervisor it was decitleat John would attend long-term
individual psychotherapy in order to assess histemal functioning; to help integrate affect
associated with the mentioned traumatic experiermeside him with the experience of a
consistent, supportive relationship with a maleliafiyure as well as enable him to begin to
acknowledge and express painful feelings, which hee resulted from his experiences in a
disorganised family system. It was the view of ¢heical team that the family unit was not

available for intervention as a family.

| was working from an attachment perspective aedaiims of therapy were to provide John
with a secure base from which to explore the varanhappy and painful aspects of his
family life, past and present, many of which herfdulifficult to think about. With a trusted
companion to provide support, encouragement, enjzattl guidance, the therapeutic
intervention also revolved around helping John wstded his and his parents’ interactive

experiences.
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It was also decided to work with the parents byjlioag them with information and support
with regards to parenting skills with a particulacus on disciplinary measures, boundary
setting, becoming organised as a family, respalitgictommunication and sibling rivalry. A
further possible intervention focused on the pdesalssessment and referral of the parents to
FAMSA for couple relational counselling. Theseidems related to the traumatic events
they as a couple and family had been through, amdihcontinued to affect relationships
within the family in a powerful manner. The aimwl@ be to improve both the couple dyad
and family system as a whole by exploring and giterg to shift their interactional

experiences.

31



CHAPTER FIVE
CASE ANALYSIS

Chapter Two outlined the concepts of attachmefgcafegulation and intersubjectivity,
particularly referring to how these three saliemiehsions of relatedness are developed from
infancy and subsequently experienced in the thetapeelationship. Here, it was noted that
intersubjective communication and interactive otualregulation between therapist and
patient, as well as the extent to which the thetapiattuned to the patient’s affective states
may gradually repair internal working models offsher relationships thereby creating a

more secure attachment style (Bowlby, 1988; Fon2091).

In this chapter, clinical material is presenteeliecidate the application of these theoretical
concepts. In line with intersubjectivity episteimgy, the focus will be on the themes and
patterns that emerged within the intersubjectie&lfi There are two levels of description that
elucidate the theoretical concepts. These include:
1. Tracking themes and patterns of self- and mutugllegion and the co-construction
of the relationship between the two of us in theraipy room.

2. Description of the impact on both attachment sayld affective expression.

The abovementioned levels of description are nodisge, as both the therapist’'s and
patient’s self- and mutual regulation influencee iy the therapy unfolded and thus how a

more secure attachment was formed.

The analysis that follows suggests that failureegulate affect and its connection to earlier
attachment relationships is linked to the unfudfillneed for self-other representations of a
particular kind. The data was analysed using lttent and affect regulation theory to
establish examples of verbal and non-verbal attach@and affect regulation patterns in order
to answer the research question regarding thebletkeen the patient’s primary insecure
attachment relationship and his access to and ssipreof affect in the co-constructed

therapeutic relationship.

In this analysis, | will describe with illustratisrfirom case material, examples of attachment
patterns and patterns or representations of affitisin the therapeutic relationship as they
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unfolded in the course of a brief therapeutic veation. Beebe and Lachmann (2002)
indicate that the most exceptional contributionddént research to psychoanalysis is found
in evidence that the basic processes of interaetidine non-verbal level remain very similar
across the life span. The implications of thistfer therapeutic process are significant.

Beebe and Lachmann state that “self-regulatiorrsdéeself-comfort and the capacity to
regulate one’s states of arousal and organise @ed'aviour in predictable ways” (2002, p.
124). This capacity is evident in both verbal aod-verbal interactions. Usually non-verbal
behaviours function in the background but theylmamoted by the therapist and influence
his or her responses. The non-verbal patternsatethe patient’s adaptive efforts to engage
with the other while attempting to maintain a cortdble level of arousal (Beebe &
Lachmann, 2002).

In this chapter, | will describe how the non-verasthchment patterns and patterns of affect
regulation contributed to and ultimately impactled to-constructed therapeutic relationship.
The attachment relationship refers to the needectifan of the therapist to provide
regulatory experiences that help induce, restodenaaintain the patient’s self-experience. In
the beginning and middle phases of therapy, themt& withdrawal or avoidance indicated
that | was not experienced as an attachment fidRowIby, 1988; Fonagy, 2001). These
patterns may have been repeating behaviour rontbi irelational experiences at home,
especially with his father. | was experienced &sattuned to his self-state, which in turn left
me preoccupied with my own self-regulation. Theswnost evident in the shifts and
changes in non-verbal behaviour, such as gaze,dfaialogue, posture, self-and object-

touching, and physical orientation.

Patterns or representations of affect

1. Negative/hostile affect

Negative or hostile affect was most evident withrdduring the initial phases of therapy. He

used it in his relationships when he is emotionatlyused (anxious) or upset. Examples that
John used in therapy sessions to illustrate hiativegor hostile affect will follow.
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In a discussion with his parents regarding theaedsr referral during the intake interview,
which included his acting out behaviours or minanduct disturbance (fire setting incident
and pants cutting), he appeared uncomfortable glitiag in between them and showed
non-verbal expressions of shame, including tiltirgyhead downwards towards the floor and
slumping his shoulders. As the conversation cometilwith regards to his acting out
behaviours, he seemed to become even more uncai®end bent over forwards almost
curling up into a ball in an apparent effort todnr protect himself. These non-verbal
expressions may have reflected emotions such asesbaguilt. The child may come to
view aspects of his or her own internal affectivarie as damaging to the parents. This
perception would result in the child developingaadh internal voice, and his or her need to
grow and develop may become a source of conflidtqanlt. Under these circumstances,
defenses employed to assist with this can be seadaptive, as they are attempts to manage
unbearable, frightening internal experiences. Dsdg are expressed, out of awareness, in
the unconscious organising principles and shovp#ient’s attempts to organise experience

and create meanings (Stolorow, Brandchaft & Atwdd@87).

On another occasion, John was hitting the punchrbtge therapy room. He was hitting it
extremely hard as though he was attempting to atglis affect by displacing his anger.
This prompted me to interpret the hitting. | irettied that he seemed angry and | asked
whether he was hitting someone in particular. Jelacted with a loud “no”, a verbal
expression of disapproval accompanied by non-verkalessions, which included a rigid

body posture, clenched fists and a sharp angrytoekrds me.

On another occasion, Jack and I discussed hisfusepmoral punishment on John and the
fact that he explicitly promotes his other son issféwvourite child. It was noticeable from the
recorded footage that John was listening to the@mation. As we spoke, he put the boxing
gloves on and sat quietly, softly hitting himselfthe face whilst looking at himself in the
mirror. This may have been an implicit and nonbatcommunication of anger, sadness and
self punishment. The more we spoke about thiciape more active he became, such as
doing bunny hops and backward rolls across the robhese may have been attempts on his
part to regulate uncomfortable feelings throughdmgptivity. When the topic of discussion
changed to something less threatening, John’sigckewel dropped and he went to sit by the
chess set. As soon as the topic of discussiomtezl/back to threatening content, which

included talking about marital discord and Jack&svpus psychological problems, John put
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the boxing gloves on again and brought the sofstigke closer. At one point, he pretended
to fight with the snake and at another he preternatthe snake was strangling him. After
that, he placed the snake on the floor and hiimerous times with the boxing gloves before
going back to punching himself softly on the chyaim. These acts appeared to be indirect,
non-verbal expressions or signs of distress oryiarresponse to the threatening nature of

the content that was discussed.

In a later interaction between John and me, as &re drawing on the board in the therapy
room, he appeared to be comfortable to stand ¢ttos® as long as we were standing side-
by-side. As soon as | turned towards him in a@nagtt to initiate face-to-face conversation,
he openly refused this effort at establishing iatoy by slowly moving away from me thus
indicating physical avoidance through his defensiwdy positioning and movement pattern.
This may have reflected a negative or hostile reaéh a pre-emptive attempt to deactivate

the attachment.

Also in a later session, after administering theTTAcommented on how difficult it must be

to for him to verbalise his feelings. When he ad answer or respond, | felt that | needed to
soothe him by again explaining confidentiality iss&and indicating that the therapeutic space
is a safe place to express negative emotions gretiexces. After | told him this, his lips
began to move as though he was talking softlytaskif. Perhaps it was his attempt at
silently telling me what he found too difficult oould not expressly verbalise. This focus on
the difficult and uncomfortable emotions may haeerbtoo much because he shut down
completely as evidenced by his use of physicaldarae, such as turning his entire body
away from me and folding his arms across his ch&kits may also have been a non-verbal
acknowledgement of his distress. | attempted-#engage him by verbalising for him what

he might be feeling. This notion of affect labedji(putting feelings into words) was an
attempt to manage his negative emotional expersee(@ewlby, 1988). The accuracy of my
comments seemed to resonate with him and his l@odybhge opened up as he turned to face
me. | further tried to get him involved in the pess by asking him to show me where on his
body the “bad” feelings were located. He was ableghow me and even told me that his

stomach was in knots.

Without taking his current anxiety into accountyistakenly thought by getting him to draw

what he was feeling on the board would possiblyenakasier for him to acknowledge
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difficult emotions in an indirect and less threatgnway. John however displayed a negative
or hostile affective expression at this suggestidie.compliantly went and sat at the drawing
board but showed an overt display of hostility loy attempting to draw on the board. He
also showed his disapproval through physical avaidgturning his body away from me and
moving further away from me when | attempted torapph him) and by verbally asking me
to stay on the other side of the room. When thegieer fails to attune to the painful internal
world of the child, there is a breakdown in theeggver’s role of regulating the child’s

internal world. The caregiver no longer provides tunction of containing, holding,
reflecting, and validating the child’s internal ex@nce. The child is in a sense abandoned
and has to regulate his or her own internal wouddbill attempts to maintain his or her

needed selfobject tie to the caregiver (Stolorowt&ood, 1992).

It must be noted that throughout the therapy, Javer displayed intense displays of
negative affect, such as sadness (crying) or ekphkpressions of rage. According to

Bowlby (1988), avoidant persons’ tendency to dethelmselves from distressing attachment
figures may then be generalised to behaviouralcagditive attempts to distance themselves
from any internal and external source of distrédereover, their compulsive pursuit of self-
reliance may lead them to suppress or dismiss él&attributes as a way of preventing the
recognition that their own self is a source ofrdiss. Avoidant persons are prone to deny any
personal weakness, to suppress bad thoughts arttbesdo inhibit the overt display of pain
and distress, and to rely on repressive-dissoeiatigchanisms (Muller, 2009; Mikulincer,
Orbach, & lavnieli, 1998; Mikulincer, 1995; Mikulber & Orbach, 1995).

During the final phase of therapy (last three s, John did not display any negative or

hostile affect. These sessions were mostly cheriaet! by displays of positive affect.

2. Strong displays of positive affect

John’s strong displays of positive affect were nestient whilst building rapport and
joining with him during the early phases of therdyy also included times when therapy

appeared to be non-threatening and non-invasitteeimiddle and latter phases.

In an attempt to join or build rapport with Johmtiempted to use an activity (chess) that he

was competent in during certain therapy sessiding use of this activity was also an
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attempt on my part to alleviate his and my anxietthe room. When | presented the chess
set for the first time as part of a therapy sesdimface first showed an expression of
interest and then joy when he realised what itthas| had brought with me. He interacted
in a spontaneous, warm, friendly and positive mamriele explaining the rules of the game
to me. We both got caught up in the game andtieéesier for me to bond with him in this
manner without intruding on his intrapsychic expedes. | felt that in previous sessions, |
was progressing too fast in response to the presgaced on me to move along with the
therapy by his parents. This was my deliberaengtt to slow the therapeutic process down,
present myself as less threatening and thus bajilpart and provide a secure base from
which an attachment relationship could developcokding to Atwood and Stolorow (1984),
the therapist must develop a means of reflectilfeaseareness and the ability to de-centre

from his or her own organising principles.

When he beat me in four moves, John and | displaystdong display of positive affect
(mutual laughter). He immediately initiated corsagion and asked in a warm, friendly and
positive manner if | wanted to learn the move. ©tie session was over, in the waiting
room, John told his mother that | almost beat humrd) one of the chess games. As he
recounted this experience to her, his facial exgpoesshowed genuine surprise. It appeared
that a secure attachment relationship was devajagmsrnwe were both able to self and
mutually regulate this experience within the intdxjgective field. According to Stolorow,
Branchaft and Atwood (1987) as well as Stolorow Ahdood (1992), the selfobject
provides a self-delineation and differentiationdtion for the child when the caregiver is
able to accurately perceive and respond to the'shalfffective world. Positive experiences
of attunement to the child’s shifting affect statssd to the structuralisation of the self. Non-

attunement leads to disavowal and dissociatiorffe€afrom this stucturalisation.

On another occasion John’s mother and | were dssagishe possibility of me visiting his
school to observe and obtain collateral informafrom his teacher regarding his behavioural
and emotional functioning, relational functioningiwteachers and peers, memory functions
and possible Attention-Deficit/Hyperactivity sympts. | told him in a joking manner that

he did not have to worry as | would not speak to fihile | was there. He engaged in
mutual laughter with his mother and I. This mayéalustrated attuned responsiveness of
the selfobjects (mother and 1) to his possible atyxof having me there in an attempt to

regulate this negative affective experience (Stsoand Atwood, 1992).
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It was discussed with John that we would engagedhess and soccer competition in a later
therapy session. This was my attempt at providingwith a positive alternative experience
with an adult male figure, an experience that he leking at home. When the
aforementioned session arrived and John walkede&tooom, he demonstrated genuine and
strong displays of affect, which included interestcitement and joy at the prospect of the
competition. During both activities, he interactec warm, friendly and positive manner as
evidenced by his constant smiles and attemptsrnweaerse with me in a spontaneous manner.
He also showed strong affective expressions oijbgn scoring a goal and disappointment
when missing a penalty kick. John may have faltusein his relationship with me to the
extent that | provided consistent, warm and sersititeractions. As a result, he may have
developed positive expectations of my availabgibg positive views of self as competent
and valued, and those major affect-regulationegias were formed and organised around

these positive beliefs.

3. Object-focused hand movements and body-focused activity

According to Freedman, O’Hanlon, Oltman and Witki872), one major class of hand
movements is the object-focused movements. Tledimidg characteristic is the close link to
the spoken word. There are a variety of objectded movements, which emphasise and
punctuate, qualify, and illustrate the spoken mgssabject-focused movements are single
acts and are phased into the rhythm and contemhaf is said.

On the other hand, Freedman, O’Hanlon, Oltman an#in(1972) state that body-focused
activity bears no apparent relation to speech.s&meovements involve continuous rubbing,
stroking, or scratching by the hands of some pati@body or other object surface. While
object-focused movements seem to function as paéneoverbalising and symbolising

process, the central function of body-focused &gtappears to be self-regulation.

During the course of therapy, John displayed diffies in verbalising his thoughts and
feelings. Due to his limited verbal capacity imstregard, the motor or non-verbal rather than
the verbal channel of communication became thafgignt vehicle for representation of self
conflict. He was more likely to use gestures i description of threatening external events
or inner feelings and he frequently employed pambr groping movements when words

seemed unavailable. The demand to encode or egyinesgative internal experiences may
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have induced a state of muscle tension that fotsnelxpression in motor activity (Freedman,
O’Hanlon, Oltman, & Witkin, 1972).

When | spoke with John’s parents regarding hisngadut behaviours or when John and |
conversed about the same topic and other difftopiics primarily regarding the relationship
with his father, his body-focused activity incregsad involved either hand-to-hand
movements (clasping his hands together and thegimgrof his hands) or the exploration of
the body or other object surface. It appeareddbeng the stressful encounter, these
movements were indicators of attempts to regulagative internalised experiences, which
he carried with him from the home situation to tihverapeutic situation. The prevalence of
the body-focused activity thus usually occurred mvthee therapy process was experienced by
John as threatening, stressful or disorganised.pHiiticular vulnerability to stress
experiences and to anxiety arousal can be trackahitations in symbolic organisation and

transformational capacity of negative internal eorl states or affects.

Based on John’s history, it is hypothesised thas @ individual who may be more prone to
feeling shame or to feeling blamed by an unseenefdt In the communicative therapeutic
setting, such experiences appear to lead to grehject need (object dependence). His
persistent body touching in the therapeutic settiay be regarded both as an indicator of
negative object experiences and as the internialisaf such experiences. As an indicator of
negative object experiences, his body touchinggibbstems from the parent-child
interaction (Freedman, O’Hanlon, Oltman, & Witkir§72). The fact that these movements
may have been initiated by an unavailable or rgjgataregiver makes the observations
relevant to his history of separation and abandeonimssues. Such means of self-regulation
of affect is a frequent phenomenon in responsenditions of selfobject misattunement.
According to Schore (2002), the physiological dgsitation that results from relational
trauma are often accompanied by deficiencies imptbheision of selfobject experiences of
affect synchronicity and interactive repair. Ir&tef optimal dyadic contexts of right-brain-
to-right-brain intersubjectivity, he may have bexposed to severe breaks in
intersubjectivity, which may produce ‘dead spotshis subjective experience. These
experiences negatively impact the experience-dependaturation of the right hemisphere,
which is dominant for subjective emotionl experiemand affect regulation (Schore, 1994).
Schore (2002) posits that the coping deficits gitihemispheric self-regulation are evident

in a limited capacity to modulate the intensity allation of affects, particularly
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biologically primitive affects like shame, rage cgement, and hopelessness. Under stress,
such individuals experience diffuse, undifferertiftchaotic states accompanied by
overwhelming somatic and visceral sensations. po@ capacity for mentalisation leads to
a restricted ability to reflect upon his emotiostdtes. When it occurs in the communicative
therapeutic setting, it often takes place togethitr reduced vocalisation, pausing, and gaze
aversion and avoidance, all signs of withdrawaifithe object (Freedman, O’Hanlon,
Oltman, & Witkin, 1972). John’s increased bodytfsed activity in the absence of an
injuring selfobject appeared specifically in phastere he responded as if he were faced
with an unavailable or rejecting selfobject eveouigih he was in a warm receptive

environment.

4. Silencesduring sessions

During the intake interview, | asked John how Hedbout his parents arguing in relation to
child-rearing practices. He was unable or unwgllia answer the question due to his anxiety
and retreated back to rummaging through the cuplsaarsearch of toys to play with. |

indicated to him that it was okay and that we caétiback to that topic at a later stage.

On another occasion, after he completed the Kirkgtiaily Drawing (KFD), | asked him
about the picture (who was represented in the aigvand what they were doing). When |
asked him why he drew himself on the other sidihvefpage separated from his parents, he
lapsed into silence. Even after attempts at pgphirther and then attempting to interpret the
possible permutations of the drawing on his belma@ftemained silent and withdrew into

himself.

In a later therapy session, | inquired about whatis like for him to attend sessions at the
Child Guidance Clinic. John again reverted torgits avoided eye contact and body-focused
activity increased. | commented that it might fféallt for him to come to sessions.

Without looking at me, he simply agreed with a wéthis head and did not attempt to add
anything else. | was at a loss for words and lalgsed into silence. The counter-
transference here can be seen as a tendency tgesimgautual avoidance, which provides
relief for both the therapist and the patient (Mul2009).
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Similar silences accompanied by negative or hostf@essions of affect were observed
numerous times over the course of therapy wheobegu around the possible reasons for

cutting his pants around the crotch area.

John’s silences were also most evident when thesagsions were non-directive or
unstructured. He may have thus been uncertaio lagvt to use the therapeutic space
therefore not knowing what was expected of him.ré8gulate his anxiety arousal during
these situations, he frequently resorted to indigidctivity, such as building puzzles

possibly to deactivate the uncomfortable attachragnation.

John’s silences at different times during sessamsmy lapses into silence in response to his
silences possibly reflect efforts at self- and naltegulation in an attempt at modulating
emotional equilibrium when experiencing stresseduallinteractions (Beebe & Lachmann,
2002; Buirski & Hagland, 2001).

Patterns of attachment

1. Detachment

Detachment patterns that were tracked througheuthtirapeutic process included John’s
vocal expression and prosody, facial expressioth bemavioural organisation. These
patterns of detachment seemed to be his stratedgeictivate the attachment. Deactivation,
a central defensive characteristic of avoidant/dismg attachment has as its goal to shift the
individual's attention away from those feelingsuations, or memories that arouse the
attachment system. It enables the person to dsimimninimise, or devalue the importance of
attachment stimuli (Muller, 2009). According to Néu (2009), the avoidant/dismissing
individual's tendency to direct attention away frattachment-related stimuli breaks down

under increased cognitive overload.
As part of the joining process or rapport buildimigh John during the intake interview, |

attempted to include him in the conversation withgarents and I. | asked him innocuous
guestions, such as what books he likes to readvaatigames he likes to play.

41



In the session, | asked him about his three wisleassoon as | posed the question, John
averted his gaze and gave me only two wishes aftac®notone. He could not present a

third wish even after efforts at probing.

In another early therapy session, John and | wamgearsing about his selection into the
Maths Enrichment Programme for learners who excelathematics at school. Despite all
my endeavours at praise and showing interest snatihievement, he would only answer my
guestions in a monotone, avoided making eye cqardaadtpresented as passive and
withdrawn with no attempts to venture any furthdormation of his own volition. |
witnessed similar behaviours of discomfort in thene session when talking about the girls

in his class and what they were like.

On all of these occasions, his replies were dedivén a restricted, almost expressionless tone
(lack of intonation change) and were low in volunite displayed an impassive facial
expression and looked withdrawn (restricted affegbich may have functioned to reduce
interest in me and the activity. Eye contact wagrpwhich may have reflected his anxiety
or anger. His behavioural organisation compridea gassive attachment in which he
appeared withdrawn and uninvolved, and rarelyateti behaviours or emotions as well as
conversation. It was as though he placed an urtism®ier between us attempting to maintain
some distance between us. My countertransfereaseaveombination of feelings that
included awkwardness, and a sense of emasculatbmeompetence as a therapist.
However, regardless of my counter-transferencenigel | surprisingly always seemed to
maintain an empathic-introspective stance towanasamd felt the need to play the role of
big brother in order to protect him. In treatmérattempted this by making empathic

statements recognising how difficult or painfulatgcular situation must have been for him.

The flight response of dismissing/avoidant perdmasstwo basic facets (Mikulincer, Orbach,
& lavnieli, 1998; Wei, Vogel, Ku, & Zakalik, 2005)First, defensive attempts are made to
deactivate the attachment system in order to amydpotential conflict with distressing
attachment figures. Bowlby (1969) indicates tlhég tesponse leads to what is called
detachment and to cognitive and behavioural digtgrfcom attachment cues in particular
and from distress-related cues in general. Seamrdpulsive attempts are made to attain
self-reliance and autonomy as a means of compegdati the reluctance to depend on

others. Avoidant persons tend to dismiss the itapoe of close relationships, to minimise
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emotional involvement with and dependence on otherdeny attachment needs, and to

pursue autonomy and control.

In early and middle sessions of therapy when wéteti@bout non-threatening subject
matter, such as soccer, cartoons, chess (also playang chess), and school, John would
display mild forms of detachment. During theseetiinhe would occasionally look at me and
fleetingly respond to my voice with interest (smNgth only subtle evasion of eye contact.
His eyes would sometimes drift just out of a dilewt of gaze so that he appeared available
but consistently eluded contact. This may haviectdd pseudo-pleasure or the impression

of boredom.

John displayed more positive active attachmentvebes during the final phase of therapy
(last three sessions), which included initiatingdngours and conversations in a higher
volume accompanied by more intonation changes,awgat eye contact, and a broader range
of affective expression (not limited to passive anthdrawn facial expressions).

Interestingly, these positive active attachmen@bedurs and affective expressions were also
observed once during the third session of therapgnwve engaged in an activity together in
which we used the drawing board to establish h&chment affiliations. He appeared
relaxed and possibly enjoyed the structure andthmatening emotive content that the
activity provided.

2. Proximity-seeking behaviour

Proximity-seeking behaviours in the context of thissertation refer to John’s initiatives to
increase physical proximity and attempts to makeas with me in a verbal and/or non-

verbal manner.

His proximity-seeking behaviour in the beginninglamiddle phases of therapy were fleeting
or non-existent, possibly due to his attachmenéstgd accompanying anxiety. The
following examples will attempt to illustrate thign an early session, he found a pair of
boxing gloves and struggled to put them on. Hendidask me to help him. | offered to help
him put the boxing gloves on but he quickly dedlimey effort at proximity-seeking and

moved away from me. The punching bag was in tbenrbut it was not yet hung up on the
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chain. He made no effort to ask me to put it uphio so | offered. | also prompted him to

help me put it up, which he did.

The secure base hypothesis (Bowlby, 1973) sugfestsvhen there is a lack of consistent,
sensitive care, children will feel anxious or ingexin their relationship with their attachment
figure and consequently be unable to use the attashfigure as a secure base. When
attachment figures are unavailable or unresporsitiee child’s needs, proximity seeking
fails to relieve distress, and a sense of attachsegurity is not attained. As a result,
negative representations of self and others areddr and strategies of affect regulation
other than proximity seeking are developed (secgnaldachment strategies). In other
words, attachment figure availability is one of thain sources of variation in strategies of

affect regulation.

In another session, John went to play with the l@szas soon as he entered the room. He
engaged in this solitary activity without any atfgrat initiating contact and it appeared as
though he was seeking to decrease physical proxinoitn me. | felt awkward about his
avoidance and did not know if | should approach aimd intrude on his effort at affect
regulation. | sat in silence for a while and waitnim build puzzles with my hand over my
mouth, which was my attempt at self-regulatiomvéntually tried to seek proximity by
joining him on the carpet and endeavoured to it@t@ntact with him by commenting on his
play. The proximity-seeking behaviour on my paigim have been an attempt to fulfill an
unconscious and expressed wish to have his paespscially his father do the same at

home. He seemed to relax after a while.

An example of slight proximity-seeking in an easBssion occurred when we were playing a
game of chess. When we had completed the gantid met ask to play again, but instead
he remained seated opposite me and simultaneafshgnced me and the chess set as if to
implicitly indicate that he wanted resume a new garmlso during this same period of
playing chess, he beat me easily and immediatéigted contact by asking me if | wanted

to learn the move. He went on to explain and shreeshow he did it and instructed me to try
it under his direction. Interestingly, | also ohs him mirroring my body positioning while
we were playing (resting cheek on arm). This mayehbeen a subliminal or implicit attempt
to join with or attach to me. After the game, Jommintained proximity by helping me pack

the chess pieces away and handing me the box.
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In a later session, another attempt on his behalfaximity-seeking was evidenced when |
forgot to provide water in the therapy room. Hkeasfor water and | had to leave the room
to go and pour him some water in the kitchen.dlaated to him that | would not be long and
that he could wait for me in the room. Insteadvafting for me in the therapy room, John
followed me to the kitchen thus maintaining hisxanaty and initiated verbal contact by

asking for a full glass.

During the final phase of therapy, when John asddmily arrived for their sessions, he was
eager to go directly with me to the therapy roorthaut me having to ask him to come with
me. He began to initiate contact in the corriaothie form of conversation by first greeting
me and then asking me how | was. In relation t;mJpositive expectations about others’
availability and positive views of self as competand valued are formed, and major affect-

regulation strategies are organised around thesiygobeliefs.

Central to attachment theory (Bowlby, 1988) isrbéon that children will feel secure in

their relationship with their attachment figuretie extent that the attachment figure provides
consistent, warm, and sensitive care (attachmguatdiavailability). When this happens,
children learn to use the attachment figure agarsebase in that they are willing to turn to
the attachment figure in times of need. If tha@tment figure is available and responsive,
they are able to be comforted by the attachmeuntdign a way that allows them to feel better

and to return to other activities.

3. Exploration

Exploration in the context of this paper referstfir to John’s comfort with physically
exploring the therapy room. It secondly referbdav he uses the therapeutic relationship for
exploration of past or current negative emotiomgdanful feelings and experiences related
to his presenting problems.

With regard to his physical exploration of the rqdrom the first session to the last session,
he always waited for me to give him permissionxplere the room. Once permission was
granted, he would freely explore the cupboardearch of toys to play with. It also

appeared that he would explore the room more whgioas, that is, continuously searching
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for something to play with rather than settling aowith a specifically chosen toy to play

with. Such exploration may have been an attemgaatlating his arousal levels.

The initial phases of therapy were smooth and siggsrwith little or no exploration of
problem acting out behaviours and past painful @nat experiences as | was attempting
build rapport with him in an effort to gently adie his attachment system. At this stage of
therapy, | was seeking to adjust to him as an iddal through expressions of empathy,
activity level, the pace of the work, affect, amdational depth (Dolan, Arnkoff, & Glass,
1993). In the middle phases | began to inquireatlly about his relationship with his father,
the separations from his father, and the incidépiats cutting. Congruent with Muller
(2009), | inadvertently utilised an approach thattcadicted his avoidant defensive strategy
in an attempt to activate the attachment systehis dpproach attempted to turn John’s
attention toward attachment-related experienceshalienged defensive avoidance. The
directive nature of these sessions may have encsagdoo much anxiety for him and were
ultimately not productive. He displayed signifilgnncreased non-verbal negative or hostile
affect. My attempts to take him further in desiergpand feeling emotions resulted in John
becoming less engaged. Even when | expressed Wwaomards him, it led to distance and
coldness on his part. | thus decided to takesadéesective approach and hopefully a less
threatening one at other times by indirectly exipigthose past painful feelings and
experiences. For example, | tentatively broachedéd subjects during activities, such as
cards, chess and soccer. He was able to explese thsues with less distress as the activities
may have acted as a buffer, which aided him toiphifg regulate the negative emotions that
he was experiencing. These sessions may haveasseniated with a deeper and smoother
experience for both of us as we both left the r@bitihe end of sessions feeling less
distressed. The abovementioned examples illudti@atel intersubjectively attempted to shift

my own activity levels in order to effect changelohn’s activity and arousal levels.

4. Separationsand reunions

There were many separations throughout the thetiaggocess, which involved numerous
cancellations by the family, vacations, and twosaisappointments by him. | observed no
reactions to these separations. | obtained feé&dibam Marge specifically regarding his
reactions to these separations and she reportedhbavitnessed no visible reactions from

him and it appeared to her that it was all the storiem whether he attended therapy or not.
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There were also no reports of him looking forwaithvpleasure to resuming sessions.

Marge further reported that when she asked him wdwkt place in therapy sessions, John
would casually remark that he could not rememiSable (1983) also indicated that
whenever there is an interruption in treatmentjdauat persons are prone to going blank,
unable to think clearly, and blot out their feebngWVhen | asked him how he felt about
coming to therapy after one of our longer sepanati@ne month), he stated that he did not
know why he had to be there. Farber, Lippert ardds (1995) indicate that persons with an
anxious-avoidant attachment pattern usually queshie usefulness of continuing therapy
after returning from a separation. Although theeze no visible reactions to disruptions in
the therapeutic process, Bowlby (1980) posited plagients often exhibit implicit negative
affect following separations, including feelingsasfger, distance, distrust, and abandonment.
When separations are repeated or prolonged and mvisecompounded by factors such as
threats of abandonment and unreliable caretakiefgndive processes may lead an individual
to develop a protective shell and present a fafg\Winnicott, 1965) to the world. His
attachment behaviour to me may have become detettidairing separations due to the
impact of life experiences in between sessionschvhay have caused painful feelings and
troublesome behaviour to proceed from anger, thralggpair and leading to a relatively

detached or aloof attitude when he returned taagher

However, when | asked him in a later session cltsére end of therapy what it was like for
him to come to sessions, he answered that it wias™nl then asked him if he felt like we
were doing something constructive in the therapylareplied in the affirmative. | also
asked what it was that he enjoyed about the sessimh he said “we do fun things”. He also
answered “yes” when | asked him if he felt more tamtable with me after our period of

time together. Although he could not articulate thust of and attachment to me, it appeared
that he was beginning to trust and feel closer¢o ifhis was evidenced by his open and
relaxed body position as well as the warm, frieratig positive manner in which he

answered my questions.

5. Attachment bond

| felt sparks of an attachment bond developingrauthe middle phases of therapy,

particularly when we engaged in our games of ch&sscounter-transference reflected a
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positive personal feeling between us, which wathérrevidenced by his positive affect and

pleasure whilst engrossed in this activity.

In the final phase of therapy, | found myself egdiat the prospect of seeing him again. In
these therapy sessions it felt as though we wereeztiing. It did not seem like that barrier
was between us anymore and | felt more at easéeasdwkward in his presence. This was
evidenced by his warm and friendly interactionssifpee affective expressions, proximity-
seeking behaviours, and most importantly, desp#tdalck of verbal ability to articulate his
feelings, his openness to exploring past emotionphinful feelings and experiences related
to his presenting problem. This indicated to e flohn was possibly developing a growing
and trusting relationship whereby he began to expee genuine pleasure in our
relationship. The affectively attuned responsetheftherapist based on his or her empathic
understanding make possible a unique kind of stilbgexperience for the patient, which
includes feeling known and understood as well asiging the basis for a new organisation

of experience (Buirski & Hagland, 2001).

This perceived attachment bond may have been &bty our dissimilar attachment
tendencies on the preoccupied-dismissing dimenséamtording to Muller (2009), in such
dyads, the therapist’'s natural style makes it nikedy that he or she will take an
interpersonal stance that runs counter to whap#ient pulls for, consequently

disconfirming patient expectations and perceptions.
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CHAPTER SIX
CONCLUSION

The case study suggested that from an intersubgeptint of view (Atwood & Stolorow,
1984; Buirski & Hagland, 2001, Stolorow, 1995; $tow, Brandchaft, & Atwood, 1987;
Stolorow & Atwood, 1992), there was a reciprocaéraction between patient and therapist
and a consequent pattern of relating that may bakeed as a new relational paradigm to
help build healthier internal structures, thusrafiéng to modify an insecure attachment
style. Bowlby (1980) states that attachment i®o§ duration, often persisting throughout
the life cycle both intrapsychically and externallifhe dynamics involved in the formation,
maintenance, renewal, disruption, and loss of lattent relationships highlight fundamental
similarities and differences between early attaaitmelationships and the patient-therapist
relationship. Based on observations of caregintant interactions, Stern (1985) and Beebe
and Lachmann (2002) examined the pre-verbal, pm#siic interactions in the therapeutic
process. This was important particularly with &éigrag who had difficulty verbalising and
elaborating on his affective states, thoughts dadkperiences. Thus non-verbal markers,
such as body language, space, eye contact, andtenee became important signifiers in
the therapeutic treatment, and in close observati@ountertransference responses provided
a key to unverbalised enactments between patiehtremapist. From a relational
perspective, it was important for me as the thetapibe aware not only of my subjective
responses to the patient (countertransferenceglbaitof the patient’s perception of his
subjectivity towards me. Even with patients whe aithdrawn, there is a basis of truth in
their observations of and ways of relating to terapist. Frequently, however, these
observations and ways of relating will be commutgdanon-verbally and indirectly, and
consequently, the therapist needs to be attunedmplex array of signals from the patient. |
needed to be open to and curious about the patieititional perceptions and observations
about me and to make these relational dynamicscamrsand to verbalise them within the

treatment.

Ginot (2007) describes an unconscious enactmewebkeattherapist and patient in which the
patient repeats past interactions with family, @cting fear, expectations and disappointment
onto the therapist. These enactments, as alsovalosi this dissertation, are an attempt to

repeat, in order to understand and resolve, pradgierrelationships in the patient’s family.
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Attachment theory provides a useful framework inaihio examine and observe these
therapeutic interactions because it uses accuedtavioural indicators. This analysis
demonstrates the usefulness of the concepts ofainad self-regulation as key aspects of

the attachment system in clinical work.

In summary, the therapeutic situation can be seemarena in which earlier attachment
templates were played out via verbal or non-vembedns in a safe environment, where there
was an opportunity for more successful attachmigtésand broader affective expression to
evolve in John. This was achieved in therapy b&eam emotionally responsive other was
available when the patient was anxious and stresbkd therapist was able to provide, to a
large extent, appropriate caring and sympathesigaesiveness, which may have served to
reduce the patient’s distress. The patient’s apxeduction reinforced the therapist’s
dependable availability and comfort, which therréased attachment security in the patient.
It was an important reciprocal feedback systemifgpth a new pattern of interacting. It was
this new positive pattern of interacting that beedmbituated as well as generalised and
internalised as an “internal working model” of attement. The therapeutic relationship in
itself, as a provider of safety and security and aBange agent, played a central role in the
therapeutic process and outcome, and will hopehélya catalyst for other developmental
achievements in the future. Feedback from Joharends, as the therapeutic process neared
termination, indicated that the parent-child relaship had improved significantly. Such a
transformational organisation in John’s mental fifay be credited to both the role of therapy
as well as to the parallel process of fosteringnieeased role of actual parental

involvement.

One advantage of thinking about therapy in termattaichment is that attachment theory
emphasises the emotional intensity and importahtgegpatient-therapist relationship,

which may contribute to the efficacy of therapettgatment. For example, Schore (2005, p.
850) proposes that psychotherapy works precisedgise it is “an attachment relationship
capable of regulating neurophysiology and altetinderlying neural structure.” His model
resembles other recent models of therapeutic chavtgeh have in common the observation
that therapy alters implicit or procedural memonésattachment, the non-verbal knowledge
of how to have a close relationship (Fonagy, 209bns-Ruth, 1999; Stern, 1985).

Problems that began in very early relational exgrmexés are addressed in a new, therapeutic

relationship that, in some aspects, replicateséméral emotional bonds of early childhood,
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and that is experienced as vitally important toghgent. In the language of attachment
theory, the “internal working models” of attachmehainge through their activation and
transformation in the therapy relationship. Tlas ©iappen with or without accompanying
insight on the part of the patient. Such changeésam contribute to changes not only in a
person’s way of relating to others but also in p®jogical functions that develop in the
context of attachment relationships, for examgie,regulation of affect and the capacity to

reflect on the mental states of oneself and otfieaissh & Eagle, 2003).

According to Bowlby (1980) and Sroufe (1996), eakperiences are significant because
defensive exclusion and detachment may begin iy ehildhood. How therapists apply this
and other concepts, such as the particular focussores arising during therapy is largely
determined by the theoretical framework. Thewdts and values of the therapist also affect
his or her techniques of treatment (Sable, 1983herapist guided by attachment theory,
therefore, conceptualises personality developmretdérims of real life experiences,
particularly those of separation or loss that mayehbeen, or are now painful, frightening, or
unhappy. These are not perceived as the proddantssy, oedipal, or aggressive conflict as
found in traditional psychoanalytic analysis, bather as reflecting actual situations within

the family of origin or with those to whom the mati has emotional ties.

According to Farber, Lippert and Nevas (1995),nhtire of the therapeutic situation,
particularly the anxiety evoked, makes it ripetfog emergence of a patient’s attachment
patterns. In the initial therapy sessions, Jomeceto an unfamiliar place to meet with an
unknown therapist, and likely experienced a deer@aselt security. Based on his
attachment history, he expected and possibly atehtp extort certain reactions from the
therapist. It appeared that John employed behes/aerived from his internal working
models of attachment to deal with the feelingsrodiety, distress and disequilibrium
stimulated by therapy as well as by factors outsidée therapeutic situation. By being
aware of his reactions to a lack of felt secuifity,example, understanding his expectations
of attachment figures under these circumstancasempted to help him explore how this
aspect of personality affects other relationshipduding the therapeutic relationship, and
ways of being in the world. In this way, the attaent model lends itself to enriching the
therapist’s understanding of the adolescent pasienternal world and the people in it, the
patient’s external world (outside the therapeutittisg), and importantly, the ways in which

early attachment relationships affect the currettire of the patient-therapist relationship.
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Consistent with Bowlby’s (1988) notion of attachr#reory, the emphasis of such treatment
should focus on the relational nature of the patidssues of the patient’s past and current
sense of safety and vulnerability, and how or evbather the therapist is represented and
symbolically evoked between sessions are espeamafigrtant. Therapists should be
particularly attentive to the ways in which sep@arsd and reunions are experienced by the
patient in the current treatment, moments of séegitcdbeginnings and endings of sessions,
vacations, and missed appointments. Moreovelthr@apist's awareness of the patient’s
attachment style can be used to point out and explatterns that arise around anxious and
fearful moments resulting from these internal medespecially when dealing with more

articulate adolescents (Faber, Lippert, & Neva95)9

The strength of this dissertation lies in its preggon of a rich description of the literature
and clinical material (Donmoyer, 2000). Howevesing a single patient in order to illustrate
the literature provides a limited range of behawimod experience to describe the aspects of
the literature that | have presented. Future studith more than one patient’s therapy
material and of therapies of a longer duration @qurbvide a wider and richer illustration of
the presented literature. Future studies thatiatdade a formal measure of patient
attachment to therapist may tap an aspect of thehpsherapy relationship, which more
clearly emphasizes the development of the psychapleatic secure base for patients with
previous attachment insecurities. If attachmeeobth is to be applied more fully to
psychotherapy, the process of therapeutic chanijeedd more attention from theorists.
The ideas of Mikulincer, Shaver and Pereg (2008pray others (Obegi, 2008; Parish &
Eagle, 2003), offer fertile ground for this work.

Much of the meaning and satisfaction that we fimdur daily lives stems from the security
and closeness of our relationships with otherslifgs of joy, sadness, anxiety, or anger
reflect what is happening with these attachmetits thus hoped that we, in our therapeutic
work, can help our patients improve their abilitynhake and maintain creative and secure

bonds with others.
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