
Chapter 6

Un-doing dissociation

As a result of some psychic upheaval whole tracts of our being can
plunge back into the unconscious and vanish from the surface for
years and decades . . . disturbances caused by affects are known
technically as phenomena of dissociation and are indicative of a
psychic split.

(Jung 1934b: para. 286)

The real emotional significance of that experience remains hidden
all along from the patient, so that not reaching consciousness, the
emotion never wears itself out, it is never used up.

(Jung 1912: para. 224)

Trauma needs to be undone in the brain. Although the self is
fundamentally associative and relational, dissociative defences may
come into play to protect a patient from overwhelming affect at a
time when it would be truly unbearable. Their effects lie symbolic-
ally between 'in mind' and 'out of mind'. They hint at the truth,
ready for the moment when the patient has sufficient ego strength
to begin to confront it. Fonagy argues that 'the ability to re-
present the idea of an affect is crucial in the achievement of control
over overwhelming affect' (Fonagy 1991: 641). Achievement of
this must be a major part of the analytic process with certain
patients.

Working in Paris towards the end of the nineteenth century, Janet
was the first to propose that traumatic memories may become split
off, stressing that extreme emotional arousal might result in effects
of trauma lingering on in an unintegrated way because they had
never been able to be processed adequately. Freud and Jung studied
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in Paris, embraced dissociationist theory and wrote convincingly in
support of it. Jung commented:

As a result of some psychic upheaval whole tracts of our being
can plunge back into the unconscious and vanish from the sur-
face for years and decades .. . disturbances caused by affects
are known technically as phenomena of dissociation, and are
indicative of a psychic split.

(Jung 1934b: para. 286)

Jung warned that the real emotional significance of a childhood
traumatic 'experience remains hidden all along from the patient, so
that not reaching consciousness, the emotion never wears itself out,
it is never used up' (Jung 1912: para. 222). He elucidated: 'A trau-
matic complex brings about the dissociation of the psyche. The
complex is not under the control of the will and for this reason it
possesses the quality of psychic autonomy' (Jung 1928: para. 266).
He described such complexes as 'autonomous splinter psyches',
fragments, which became split off because of traumatic experience
(Jung 1934a: para. 203). Jung warned how the traumatic complex
may suddenly return to consciousness, commenting, 'it forces itself
tyrannically upon the conscious mind. The explosion of affect is a
complete invasion of the individual. It pounces upon him like an
enemy or a wild animal' (Jung 1928: para. 267). Later, as Freud and
Jung began to place greater emphasis on fantasy and the inner
world respectively, the effects of adverse external experience were
belittled. Rather psychoanalysts and analysts sought to understand
the roots of internal object relations within the psyche. However,
the work of trauma theorists and therapists has led to renewed
emphasis on Jung's earlier perspective that real, overwhelmingly
traumatic, events might disappear from the mind and be held only
in the unconscious, in implicit memory, in the forms of complexes.

The Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV) identifies dissociation as 'a disruption in the usually
integrated functions of consciousness, memory, identity or percep-
tion of the environment' (American Psychiatric Association 1994).
Schore (2005) argues the need for a fuller definition of dissociation
that takes in awareness of the bodily and emotional aspects of dis-
sociation that are so well documented today. He notes that the
International Classification of Diseases (ICD-10) makes reference
to 'a partial or complete loss of the normal integration between
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memories of the past, awareness of identity and immediate sensa-
tions and control of body movements' (World Health Organization
1992, cited in Schore 2005, in press) and that Spiegel and Cardena's
(1991) widely used definition of dissociation as a 'structured separ-
ation of mental processes (e.g. thoughts, emotions, conation, mem-
ory and identity) that are ordinarily integrated' also includes the
emotions (Spiegel and Cardena 1991: 367, cited in Schore, in press).
Chefetz describes the fluctuating states of self-awareness that occur
in the experience of the dissociative patient as alternating subject-
ivities that may exist without dissonance because of the particular
nature of the dissociative defence (Chefetz 2000: 290). The multi-
plicity of definitions of dissociation reflects the complexity of what
analysts may experience as they seek to work with patients who
dissociate.

Chefetz notes that reports of persons with dissociative adaptations
tend to have more non-verbal content (Chefetz 2000: 289). I under-
stand this non-verbal content to be content originating predomin-
antly from the activity of the right brain and from implicit memory,
and indeed research has highlighted the differences in brain con-
nectivity between those who have experienced trauma and have
gone on to develop PTSD with those who have experienced trauma
without developing the symptoms of PTSD. Lanius et al.'s use of
fMRI scanning reveals greater activity in the right posterior cingu-
late gyrus, right caudate, right parietal lobe and right occipital lobe.
They suggest that it is the patterns of connectivity in the brain that
lead to the predominance of non-verbal recall in those with PTSD
(Lanius et al. 2004: 36).

Chefetz asserts that awareness of the differing states of subjectivity
experienced by these patients will allow work to take place through
which affect can be contained and explored (Chefetz 2000: 289).
This emphasis on alternating or differing states of subjectivity allows
for the whole spectrum of experience of self and other. It embraces
the differing states of subjectivity that we all experience as we func-
tion in relation to loved ones, to colleagues or to friends or indeed
the way we will relate to any of these in differing ways depending
on our external or internal transient experience. The spectrum
continues on a scale that moves through the varied experiences
presented by dissociative patients right through to the most patho-
logical states encountered in work with patients in severe dissocia-
tive states.

The dissociative response to trauma may be expressed as it was
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experienced, in the entire psyche-soma entity. The work of a growing
number of researchers attests to the detrimental long-term effects of
exposure to traumatic stress, particularly stress in early childhood,
stress that is sustained over a long period, and recurrent experience
of traumatic stress (Schore 1994, 1996, 2001a, 2001b, 2003a,
2003b; van der Kolk 1996; Yehuda 1998; Teicher 2000, 2002;
Scaer 2001a, 2001b). Stress hormones affect not only the brain but
also the whole body, thus brain changes engender body changes.
Grillon and colleagues note that the neurobiological response to
stress produces long-lasting alterations in multiple neurochemical
systems and that these adaptive alterations are 'idiosyncratic . . .
and are influenced by innate characteristics as well as past experi-
ences' (Grillon et al. 1996: 279). Chu notes that stress-responsive
neurohormonal systems have been implicated in the development of
PTSD: catecholamines (adrenaline, noradrenaline and dopamine,
that enable and modulate bodily arousal in response to stress) and
hormones involved in the hypothalamic pituitary adrenal axis
(corticotrophin releasing factor, adrenal corticotrophic hormone
(ACTH) and glucocorticoids) (Chu 1998: 55). The effects of con-
tinual exposure to such stressors may lead not only to PTSD but
also to other bodily changes. For example, cortisol levels will be
elevated initially with possible adverse effects, including cell death,
in areas such as the hippocampus that are high in glucocoticoid
receptors. However, the long-term effects of trauma are thought to
result in lowered cortisol levels, which in turn may affect the body's
immune system (Yehuda 1998: 97). Solomon understands the body
as the location of early traumatic memories, arguing that because
traumatic experience often happens early in life in many cases,

The psyche is ... unable to process it and is liable to store
trauma in body memory . . . The patient's body has had to
share the burden of the traumatising experience with the psy-
che. It is as if the psyche could not tolerate the full impact, or
else could not make sense of the experience except by rendering
it into organic form, or because the traumatising history had
such real toxic effects on the physical system.

(Solomon 2004: 649)

Scaer (2001a) lists a multiplicity of bodily symptoms, of unknown
cause, that may be suffered by those who have experienced trau-
matic stress. He mentions neuromuscular symptoms, fibromyalgia,
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chronic fatigue syndrome, headaches, migraines, asthma, gastro-
intestinal complaints, inflammatory bowel symptoms, pelvic, low
back and bladder pain. He comments that 'when one is locked into
. . . adherence to Cartesian dualism, such syndromes defy explan-
ation' (Scaer 2001a: 134). However, when understood as memory
contained only in the body as a result of dissociation then treatment
can be tailored to address the dissociative split, not just the bodily
condition.

Dealing with the level of anxiety engendered by trauma of all
kinds consumes considerable energy with significant psychological
and biological consequences to the individual concerned (Rosen
and Schulkin 1998). However, increased levels of energy and cre-
ativity may be dramatic in patients whose treatments successfully
address trauma-related anxiety. Scaer suggests that because the
internal events in trauma become self-driven and self-perpetuating
so the diseases associated with trauma

reflect regulatory impairment, both sympathetic and para-
sympathetic, with a predominance of vagal and parasympa-
thetic syndromes in the later stages. [He notes that] conditioned
imprinting of pain in procedural memory . . . implies that
trauma will have occurred in a state of helplessness without
opportunity for spontaneous resolution of the freeze response.

(Scaer 2001b: 85-6)

Early brain development is adversely affected by dissociative
experience in the earliest relationships. Perry et al. emphasize that
'because the brain organises and internalises new information in
a use-dependent fashion . . . acute adaptive states, when they per-
sist, can become rnaladaptive traits' (Perry et al. 1995: 271).
Bromberg (2003) describes the experience of psychic trauma as that
which floods the mind in an overwhelming way and is therefore
unintegratable. He warns:

this unintegratable affect . . . threatens to disorganise the
internal template on which one's experience of self-coherence,
self-cohesiveness, and self-continuity depends . . . The
unprocessed 'not-me' experience held by a dissociated self-state
as an affective memory without an autobiographical memory of
its origin 'haunts' the self.

(Bromberg 2003: 689)
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Kalsched (1996) has described a similar process; he suggests that
part of the patient grows up too soon and develops into a coping
false self, much as Winnicott suggested, and part of the patient
remains too young; experienced as 'the child', the true self remains
hidden deep within the personality. He argues that recall of actual
abuse stimulates archetypal images and notes that a powerful
protector/persecutor figure (much like a harsh super-ego) is often
encountered within the structure of the personality who actively
seeks to guard the self from annihilation, even long after the danger
is past. I understand these images as attempts of the mind to repre-
sent those experiences that have remained encapsulated in implicit
memory (Kalsched 1996). Rosenbaum (2002), cited in Bromberg
(2003: 707), finds a different image to describe the defence of the
dissociative sufferer of trauma.

Shutting the door of your own home won't make it safe. But
maybe you can shut the door on yourself. Hide in one of those
rooms, maybe even in the attic. Crawl inside and take cover
from the hurt. After a while, with any luck, no one will even
notice that you have been gone . . . All that's left to decide is
when, if ever, to reemerge.

(Rosenbaum 2002: 149)

Affeld-Niemeyer (1995: 37) observed of such patients: 'It is as if the
soul stopped breathing'. To me it seems as if for many of the
patients affected by early and sustained relational trauma that deep
inside there is a frozen wasteland, a disintegrative state of frozen
self, inhabited by both terrorist and terrorized, abuser and abused.
This inner being is in a state of deep freeze, waiting for emotional
supportive circumstances that will enable the thaw. This inner being
is masked by an adaptive outer self where deintegrative and reinte-
grative processes still hold sway, through which the coping self devel-
oped, that enables the patient to manage. As therapy progresses, so
slowly and painfully the thaw begins.

Traumatic experience affects both the encoding and recall of the
memories associated with it. Perry (1999) observes that 'a pattern
of incoming sensory information may be interpreted as danger and
acted upon in the brain stem, midbrain and thalamus milliseconds
before it gets to the cortex to be interpreted as harmless' (Perry
1999: 18). Peter Levine (1997) has described how in extreme situ-
ations feeling, sensation, behaviour, image and meaning become
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dissociated from one another. When the different elements of an
unbearable experience get dissociated or split off from one another
there can be no proper memory of the event. It will not be processed
by the hippocampus, which tags time and place to memories, and so
it cannot be stored as explicit or narrative memory. It cannot be
recalled in the ordinary way because it has not been remembered in
the ordinary way. Instead it will be encoded implicitly in the emo-
tional brain and in the body to remind and warn when similar
danger should threaten again.

Mollon reminds us that 'linkage may be severed between one
area of awareness and another, between memory and affect, and
between experience and identity' (Mollon 2002: 187). Sidoli sug-
gests that such patients use their body as 'a container and signifier,
as a kind of stage upon which the unfelt psychic pain can be
dramatized and eventually relieved' (Sidoli 2000: 97). Many patients
present in the consulting-room because the dissociative defence is
beginning to crumble, they find themselves on the verge of thinking
the unthinkable. They reach out for help on the threshold of allow-
ing such split-off psychic pain into mind. Because of the way the
traumatic experience is remembered in the body rather than held in
mind, many clients struggle to engage with and to tolerate the
psychic pain, which had at some stage been too much for them to
bear that it had to be dissociated. The further struggle involved in
living with uncertainty, in living with states of knowing yet not
knowing causes added difficulty for both patient and therapist as
they seek to engage with dissociated states of mind. These states
persist because traumatic experience is held captive in implicit
memory and has not yet become part of autobiographical memory,
accessible at will.

Nijenhuis and van der Hart (1999) define dissociative defence
mechanisms as primary if the individual is distanced from the
experience which is available only in flashbacks, secondary if the
different aspects of experience become dissociated from one another
(affect from meaning for example) and tertiary if several dissoci-
ated identities with different schemas emerge during the therapy
(Nijenhuis and van der Hart 1999). A patient who suffers from the
complexities of severe dissociative identity disorder (DID) and in
whom there are many vertical splits, with many sub-personalities,
that Jung termed 'splinter psyches' (Jung 1934a: para. 203), or
Chefetz (2000) refers to as alternative subjectivities, does not have
a coherent inner core that would allow her or him to move
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seamlessly between the different aspects of personality which emerge
in different contexts.

Nijenhuis et al. (2004) have explored the way in which dissoci-
ation involves the maintenance of an effective defensive system on
the one hand alongside an entirely separate system geared to man-
aging the ordinary events of a daily life on the other. The contribu-
tion that such a split makes towards survival is seen nowhere more
plainly than in the dilemma of the child who, abused by a relative at
night, must sit down at breakfast with him/her the next morning as
if nothing untoward had occurred. The researchers develop Myers'
(1940) concept of primary structural dissociation as a division
'between the "apparently normal" personality and the "emotional"
personality' (Nijenhuis et al. 2004: 2). They understand the emo-
tional personality, which they term the EP, to be 'stuck in the
traumatic experience that persistently fails to become a narrative
memory of the trauma' (Nijenhuis et al. 2004: 2). They understand
the apparently normal personality (ANP) to be characterized by
'avoidance of the traumatic memories, detachment, numbing, and
partial or complete amnesia' (Nijenhuis et al. 2004: 2). They argue
that each displays a different psychobiological response to trauma
memories, which includes a different sense of self.

They point out the particular difficulty that is presented when
trauma is experienced in the early years where the brain is still
insufficiently developed for an integrated sense of self to have
emerged. They make clear that 'the relatively low integrative level
of young children can be related to the fact that brain regions that
have major integrative functions, such as the prefrontal cortices
and the hippocampus, have not yet fully matured' (Nijenhuis et al.
2004: 16). They also point out that the integrative capacity of chil-
dren is also limited by the quality of parenting they receive. The
experience of trauma will further impair their capacity to develop in
an integrated way. They conclude that treatment must be geared to
'integration of feared mental contents in ways that are adapted to
the current integrative capacity of the patient' (Nijenhuis et al.
2004:21).

In both children and adults, knowledge of the trauma often
intrudes in the form of repetitive thoughts, a repetitive dream or
repetitive play. Terr (1991) stresses that such repetitive activities are
likely to indicate experience of unresolved trauma. The clinical
material that follows here illustrates something of the complexity
of working with a child who has suffered early relational trauma.
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The description given by a colleague of the play of a young boy in
his therapy session explicated the nature of the traumatic defence
more clearly than I could ever hope to do, so I shall let his play
explain in the brief extract that will be given.

Jay

Miranda Davies (2002), a Jungian child analyst, saw a I 3-year-old boy,
jay, who both physically and psychologically presented as a much
younger child. The boy painted a graphic picture of the defences

occasioned by trauma as for many sessions he played and replayed a

football game with toy wild animals. His analyst experienced dissoci-

ation in the form of mindless boredom at the endless repetition and
an inability to think about the meaning of the play. I was struck by the
neuropsychobiological significance underlying the symbolism of the

figures Jay had chosen; in conversation his analyst and I were able to
explore the significance of the football game in a way that allowed

meaning making to occur. On the wing was the cheetah, named by Jay
after a player called 'Rush' because he could run as fast as the wind to

get out of danger (flight). As forwards were a pig and a bull, named by
the child after English footballers notoriously associated with

aggression (fight). If all else failed the large polar bear from the land

of ice occupied the goal (freeze). Hope, but also the internal struggle,

was symbolized by the little kangaroo. He could break all the rules,

carry the ball and run where he liked. I understood these images as
attempts of the mind to represent those experiences that had
remained encapsulated in the emotional brain, as yet not available to

conscious mind, not yet stored in explicit memory but rather held in
implicit memory. Through this metaphorical play he sought to begin

to explore his defences yet in such a way that for his analyst they

remained out of mind.

Terr (1991) writes of the monotonous repetitive play that is the
product of traumatic experience and the difficulty that the analyst
experiences in helping the child to make the links that enable the
processing of the experience, thus allowing the child to move from
the concrete to the symbolic. This is often because the first counter-
transferential response in the therapist is a dissociative one. Davies
(2002) has written more fully about this child in the Journal of
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Analytical Psychology. I want to explore one aspect of Jay's way of
being in the consulting-room, that is his play.

In his first session he lined all the toy animals from his box up,first in

order of height and then of weight, clearly expressing anxiety about
the hospital visits he experienced as a result of his failure to grow.

Davies experienced tedium and a wiping out of her mind. Jay had

found a way to play out his anxiety while keeping it out of mind for
himself and his therapist. Yet he enabled his therapist to know what

that felt like, albeit unconsciously. Through her reflection on her

countertransference, she was able to realize something of what this

defence felt like for Jay.
Davies explains that at the time of his therapy, her patients' boxes

of toys were kept in a locked cupboard in her room. Usually she had

no difficulty remembering to get the right box out for each child so

it was with dismay that at the beginning of his fourth session she
noticed she had accidentally put out another child's box. Jay seem-

ingly shrugged the incident off and turned to the animals. Davies

writes:

He put all the black animals on one side and the white animals on

the other side and played chess with them. They were turned

into ciphers to be manipulated according to the rules of the
game, with no animal liveliness and no trace of activity that

would express feelings on Jay's behalf about the experience of
being confused with another child. Following this incident, each

week the animals were lined up in alphabetical order, which I
found a tedious exercise. Occasionally he tossed up and dropped

on my desk a pair of piglets as if they were a pair of dice. He had

marked them with a felt pen on their sides, back and belly so that
the score of the throw could be calculated.

(Davies 2002: 427)

Davies recognized the links between Jay's play and an inner world

that was derived from an infancy spent in care before adoption at 22

months old. His nursery had not assigned individual carers to the
babies but rather had looked after them on a random, whoever hap-

pens to be at hand basis. By the time he was adopted at 22 months
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the critical period of brain development in relation to a caring
mother had passed. However, it seems to me that Jay in his repetitive
play was trusting his therapist enough to reveal the bare bones of his
trauma. It may be that he was impelled from within to repetitive play
and could do no other. However, the link Davies made to her own
momentary failure to relate to Jay as an individual, when she got out
the wrong toy-box, gives me hope that he was able to bring his anger
at such treatment, both then and from his earlier experience, to her
through the play. Indeed she concludes that 'he could convey mean-
ing in a way that seems astonishing in a child with such early and
severe deprivation' (Davies 2002: 427). Davies understood her fail-
ure to put out the right box as acting in the countertransference,that
at an unconscious level Jay was enabling her to understand what it
felt like to be cared for as an object rather than an individual.

Davies goes on to explore this in terms of projective identification
and internal working models. I find myself thinking of an archetypal
longing for a mother-child relationship, an experience of mother
that enabled this child to continue to reach out to his therapist, albeit
through the most painful of mediums for both, that is repetitive
trauma-related play. Davies noted that in the football game Jay's
archetypal fantasy of the baby kangaroo who could take a free kick
and score from the other end of the field, who could run faster than
all the other players, and who did not even need other players to
back him up, was an amazingly accurate depiction of

the defensive, do-it-yourself, heroic psychology of the deprived
infant, who has not got the emotional resources to acknowledge
his dependency on a mother figure but sustains himself with the
omnipotent fantasy that he can overcome all odds and supply his
own needs by his own efforts.

(Davies 2002:43 I )

Jay, 13 years old, but looking much younger, at the beginning of therapy,
was seeking to engage with the struggles appropriate to adolescence
but from the intra-psychic world of a deprived infant. He was failing
academically at school and his behaviour was becoming increasingly
unacceptable. Indeed the baby kangaroo's tendency to break all the
rules warns that this will be the case. Davies comments:
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I found the play to be defensive and self-compensatory, cutting
him off from reality and building a massive protective wall
around the frightened, vulnerable, desperately wounded infant at
the core of his personality.

(Davies 2002:43 I )

Can treatment of such early trauma work? We have a saying in
England that 'the proof of the pudding is in the eating'. His school
reported that by the end of his therapy he was producing four times
as much written work and the behavioural difficulties experienced in
school before the therapy began had ceased. He was able to move
successfully into ordinary state schooling for the last phase of his
education. His therapist would have liked to work longer with Jay,
understanding the deep-seated tentacles that trauma inserts into
personality development. Here she encountered one of the difficul-
ties that will be familiar to all who work with parents and children,
that is, the family's desire to end therapy as soon as something
approaching normality is achieved.

Integration

Schore (in press) has cautioned against the lop-sidedness of analytic
theory that has been for too long left brain dominated, using the
left brain tool of interpretation as the main agent of change. Verbal,
cognitive left brain communication between patient and analyst
is not on its own sufficient cure for right brain, affective dissocia-
tive distress. For our dissociative patients it is important that the
analyst engage the right brain in an empathic mode of working
towards relational change but while, crucially, remaining able to
think.

Emergent self-experience

In the following process material from sessions with an adult patient,
Philip, I seek to illustrate ways of working in the consulting-room to
modify the effects of traumatic early experience that have been
compounded by later trauma. R. Moulds suggests that the suffering
and the uncried tears of the trauma patient are like a huge weight of
water, pent up behind a dam. The dam is like the dissociative barrier,
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which protects against the overwhelming stimulus. She cautions the
analyst:

Don't try to break the dam down, that would lead to destruction
and devastation because of the sudden overwhelming flood of
emotion. What is necessary is a tap in the dam wall that can be
turned on just a little so the water can trickle away, a little at a
time. That way the patient's grief and distress can be managed
safely.

(R. Moulds, unpublished communication, 2001)

P h i l i p

Managing and modifying distress

Philip was a first child; his father was away abroad for most of the
pregnancy and the first six months of his son's life. Philip felt that he
never liked him. His mother was an anxious woman, given to illness,
who found it difficult to meet the needs of her newborn son. Her
own experience of mothering had been inadequate. She resorted to a
strict schedule of care for her son in order to 'get it right' and to
avoid the intense ambivalence she actually felt towards this child. In
response to a request from her daughter-in-law about how best to
care for her first child, she told her of 'sitting on the stairs, listening
to Philip crying more and more desperately, looking at my watch and
waiting for it to be the correct time to pick him up for his feed'. In the
sessions I soon became aware of how frightened Philip was of any
sense of being controlled, how difficult sticking to time and the ana-
lytic frame was for him, how difficult it was to lie down on the couch
(he felt he would not be able to breathe properly and preferred to
half lie, half sit). Soon I met his cold, internal controlling mother,
hidden behind a seemingly compliant and adaptive self. Philip,
who felt he could not bear to be controlled, sought to control me,
and to undermine the control exerted by the analytic frame, by
arriving late and by constant requests to change the time or the day
of sessions.

Philip felt that he had become a solitary child who was treated as
an object to be cared for rather than a person. He was sent away
to strangers at 3 years old when his sister was to be born and to
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boarding school at 10 years old when his brother arrived. Philip
remembers that his father told him, 'It's because you're so difficult'.
His mother warned him that the other boys would bully him when he
started at boarding school but that he must not make a fuss as it
always happened. When Philip had been in therapy for some time, his
mother died. Philip returned to his old home for the funeral and
bumped into an old classmate who said, 'How are you? I had to have
counselling because of the cruel way we bullied you at school'. Philip
felt sick and thought he would faint as with a rush the memory of the
bullying began to return. He felt that until that moment he had man-
aged to keep it almost entirely out of mind; however, it soon became
clear how accurately his body had always remembered. This will
become clear in the process recording that follows.

The incident that Philip focused on most and which became the
most frightening for him took place in the dormitory that he shared
with fifteen other 10-12-year-old boys. His mattress was put on the
floor and he was forced to lie down on it. Another mattress was put
on top of him. His memory is that the bully in charge made him do
this and then made all the other children climb on top of the other
mattress and jump up and down. Philip felt that the bell rescued him
just when another bigger bully had come into the room and asked,
'What's HE done now?' His earliest, baby experience of lying on his
back, helpless and experiencing an acute level of distress, then
encountering a mother who arrived in much the same way as the
bully, is echoed poignantly in his account of the school experience.
Without the confirming memory of the schoolmate who brought
this back to mind for my patient, such a memory might have been
regarded as 'false', and the patient in danger of being abused yet again
on the couch.

In the following extract Philip describes the beginnings of his
dissociation of this incident and then in the session the dissociation
begins to dissolve and together we try to become more in touch,
in a bearable amount, with the terror and pain of his 10-year-old
child self.

P: (speaking in a child-like voice, very different from that of the cultured

middle-aged man who is my patient) You had to do what they said.

You couldn't not. (Philip was looking frightened, his eyes became
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rest/ess and his hands began to clench and unclench convulsively, he

rubbed his upper arms.)

M: How did that feel?

P: It was an awful feeling, and you know that other boy, well he was a

bully too and he said,'What's HE done?'

M: That must have been very frightening, if he was a bully too and he

was a bigger boy.

P: (suddenly talking brightly now but in a rather clipped way) Yes and the

bell and you had to wipe your face, wipe it all off and go to

lessons.

I was caught in the feeling of the child who was trying desperately to

dissociate, to change from one world to another and the sheer effort

that this would require emotionally. I was shifting with him to remain

in the empathic dance. The need here was for that fine balance that

retains the empathy but nevertheless begins to undo the dissoci-

ation. This process becomes possible because in the therapist both

experiences are held together.

M: That must have been really difficult?

P: (cheerily) Oh no I liked the lessons, asking questions and all that.

(/ was quiet, still emotionally aware of the child who had suffered in the

dormitory.)

P: (began to speak quietly and in a wondering sort of way, turning to look

into my eyes as he spoke) Do you know I think I just split it all off,

while we had lessons I just forgot and enjoyed them.

M: And after? (My tone sought to express the empathic, right brain limbic

way of working we all use so frequently, while the question sought to

continue the undoing of the dissociation.)

P: I used to try and hide. You know one of the worst things was you

couldn't tell anyone at school. There was no one to tell and if

you had you would get bullied worse.

M: And you couldn't tell at home because your mother had warned

you to expect to be bullied at school.

(Philip told the bullying incident again but with less fear, keeping eye

contact with me the whole time he was telling it.)

M: How did it feel?

P: (speaking very quietly after a long pause) Like unimaginable pain.
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(We were both silent for a while holding in mind the boy, his sadness and

his pain.)

P: I could have died.

M: (thinking of Philip's fear of not being able to breathe) You mean you

might have suffocated?

P: (Seeming not to hear what I said) I could have died. I could have.

People die from crush injuries. (Suddenly there was a look of

absolute horror on his face and I felt as if we were both back there for

a moment with the mattress on top of us, and numerous children

bouncing up and down on it.) People die from crush injuries.

Philip looked down at his body and his arms as if he were seeing

them anew. It came to mind that this patient had suffered from arth-

ritis at a much earlier age than is usual. I said quietly, 'Your body

remembers'. Somehow the moment moved on and Philip began to

speak of his work with vulnerable children. He suddenly recalled a

judge saying to him, 'Some abuse it would be impossible for a child to

imagine'. There was a chill in the room. Philip recalled that it was his

old classmate, being unable to forget the horror of what the boys

had done, who had enabled Philip to remember the abuse he had

suffered at school. In the session Philip clearly recalled, indeed re-

experienced the hostile faces of the children around him. When he

retold the story it was apparent that he paused several times and

looked long at my face as if he was processing the difference and

through that cortical processing, a process which engaged both

hemispheres of his brain. He gradually became able to modify the

effects of terror as it was represented to him by his amygdaloidal

response to hostile faces.

Hariri et al. (2000) have been able to show that when presented
with angry or fearful faces activation in higher cortical areas can
inhibit amygdala response to the stimuli that would otherwise
drive the fear response (Hariri et al. 2000, cited in Canli 2004:
1113-14). Canli also cites a further study by Ochsner et al. (2002)
who scanned subjects as they appraised highly negative images.
They were also able to demonstrate that increased cortical activ-
ity 'modulated activity in other regions associated with emotion
processing' (Canli 2004: 1115).

At the beginning of therapy the greatest need may be for
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containment, with the therapist as the container of uncontainable
affect, of unbearable experience. The therapist is also the one who
can process the rapidly changing dynamics of the transference and
countertransference in order that what feels like 'now' may settle
into 'then'. Watt discusses the nature of empathy and concludes that
it 'reflects admixtures of more primitive 'affective resonance' or
contagion mechanisms, melded with developmentally later-arriving
emotion identification, and theory of mind/perspective taking (Watt
2005: 185, italics in original). The former he describes as consisting
of more 'unconscious, automatic imitation' [working] on much
faster time-scales' (Watt 2005: 203). Thus he might be said to pro-
pose a top-down and bottom-up theory of empathy. Once the
empathic relationship is established, a need for meaning making
will develop, for naming that which was previously known only in
the body, unavailable to the mind. Sidoli (2000) gives a sensitive
account of her approach to work with such patients. I want to give a
flavour of her approach here as it is very much in keeping with my
own.

The analyst must pay a great deal of attention to the subliminal
messages conveyed by the body and much less attention to the
verbal, factual report. The unintegrated emotional fragments
are located in the body. Thus one must listen with a 'third ear'
and observe with a 'third eye' . . . my countertransference with
these patients is rooted . . . most of all in my experience of
observing young infants and their nonverbal way of relating . . .
I have to make my way towards making the hopeless infant
inside the patient trust . . . When the attachment sets in, the
patient will slowly use me to make up for the mirroring
experience he or she missed.

(Sidoli 2000: 102)

The development of the re£
brings with it the capacity to
the interpretative moment, in
more integrated hemispheric
coherent narrative. For this
must be grounded in the
within the therapeutic dyad
engaging primarily the left
(2002: 17) describe this

;ulation of affect within the patient
reflect, that then makes more possible
turn bringing with it the possibility of
functioning and the development of
to occur successfully interpretations
emotional experiencing that occurs
rather than being merely cognitive,
hemisphere. Beebe and Lachmann
view of analytic process as 'a
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co-constructed interactive process'. This process of change is not
only that of making unconscious conscious, as with interpretation
but also relational in that the interactive experiencing within the
therapeutic dyad is fundamental to the successful process of change.

Severe and sustained early relational trauma may give rise to
vertical splits within the personality, experienced as alternating
subjectivities. At the very least there will be the frightened, angry
child, whose development was stopped by the experience of over-
whelming trauma and whose emergence in the consulting-room
will mark the first tentative steps towards trust. One might say
that part of successful therapy will be the recognition of the three-
some in the consulting-room, that is the analyst, the patient who
manages the day to day more or less successfully and the inner hurt
part of the patient that is often characterized as 'the traumatized
child within'. The skill of the analyst is to relate to both without
favouring one or the other so that the two may become more able
to interact in a caring way one with the other, eventually becoming
more wholly integrated into one, allowing a new experience of
the self.

The questions surrounding the recall of memory and accuracy of
memories that surface in the consulting-room have been widely dis-
cussed, however we should also be aware of the way in which the
changing of emotional memory may actually be a benign aspect of
analytic work, in that the retelling (from explicit) or re-experiencing
(from implicit) of memories in the presence of the therapist may
lead to a modulation in the quality of the affect associated with
the memory, thus modifying the memory. Most are agreed that the
initial aims in therapy must be to establish a sense of safety and a
capacity to self-regulate. To help the development of the capacity to
self-soothe is essential to treatment of those who have been severely
traumatized.

Approaches that help with the avoidance and/or management of
flashbacks are fundamental. Siegel notes that 'recent studies of
flashback conditions suggest an intense activation of the right hemi-
sphere visual cortex and an inhibition of left hemisphere speech
areas' (Siegel 2003: 15). At such moments much will depend on
the calm that the therapist is able to sustain in the face of much that
urges consciously and unconsciously towards just the opposite. A
lowering of tone and slowing of speech, speaking in what Williams
(2004) has termed 'pastel rather than primary colours' may help to
counteract the responses triggered in the patient. It may be possible
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to help the patient to modify their experience by use of a simple
phrase such as 'it was then, not now'. Cozolino (2002) suggests that
this is effective because it stimulates Broca's area (that produces
speech) and encourages the functioning of right and left hemi-
spheres in a more integrated way. Siegel suggests that focusing on
elements of

both the right (imagery, bodily state, emotion, autobiographical
memory) and left hemispheres (words, self-concepts, logical
understanding of the cause-effect relationships among events in
a linear analysis such as a narrative) enables a multidimensional
representational activation [that encourages integration].

(Siegel 2003: 46)

A trauma patient's early experience causes the self to retreat, hidden
from the world by protective defences. The analyst who seeks
to engage in work with those who dissociate may feel that they
are working at the frontier, in no-man's land, at the edges of ana-
lytic understanding and practice. Lanyado (1999) stresses that until
the analyst has experienced the patient's trauma in the counter-
transference and been genuinely shocked by it, the patient cannot
begin to work on the problem of their own traumatizing behaviour.
Hopkins (1986) notes that to help a patient to recover from trauma
is liable to involve the therapist 'not only in sharing the pain but in
suffering grave doubts about whether facing pain so starkly is
necessary, and whether the self-protection of turning a blind eye
may be preferable' (Hopkins 1986: 71). Solomon (1998: 237) cau-
tions that 'the analyst will inevitably be open to suffusion by the
patient's terror of the appalling potential for retraumatisation,
given the inevitable failures that occur within the context of human
relatedness'. Ehrlich (2003: 237) comments that when working at
the frontier the analyst must be mindful that 'the frontier is also the
"no-man's land" where enemies are created and come into being'.
He cites Bion's comment that 'in every consulting-room there should
be two rather frightened people: the patient and the psychoanalyst'
(Bion 1990: 5). He suggests that 'to enable others to relate to us
really and fully, that is including aggressiveness and destructiveness,
what we must be capable of is not placation or masochistic sur-
render, or retaliatory aggression, but rather life-affirming survival'
(Ehrlich 2003: 245).

Solomon explains:

Plate I (Chapter 8)



Plate 9 (Chapter 9)
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Because the substantive reality of the existence of the patient's
self was eschewed by their important others, the self was
experienced as extremely poisonous to the self, or as a bizarre
object that was liable to appropriate a part of the self and
render it alien or mad.

(Solomon 2004: 644)

She suggests that both empathic understanding and focused thinking
are vital components in processing what might otherwise be
experienced as unbearably toxic and repelling (Solomon 2004: 650).

Bromberg suggests that one aim of analytic work is to allow
such patients to 'experience a spontaneous overflow of powerful
feelings as safe rather than fearsome and shame ridden' (Bromberg
2003: 708). He concludes that what is needed in order to do this is 'a
"safe-enough" interpersonal environment' (Bromberg 2003: 708).
Ehrlich (2003) suggests that yesterday's danger zone may become
today's sphere of creative innovation; indeed it may be so with the
consulting-room and the analytic dyad, but not without the cap-
acity for repair and for reconciliation. It is often just that experience
of rupture, repair and reconciliation that builds new confidence in
the relationship and that enables our dissociative patients gradually
to drop the defence that, although originally life-saving, has become
life-denying.

Conclusion

The plasticity of the brain throughout life enables such change. The
mirroring of healthy early relational experience by the therapeutic
dyad permits new entities to be added to pre-existing connections
in both brain-minds. Exchanges that involve putting feelings into
words encourage healthy and integrated functioning of both
hemispheres of the brain and are an intrinsic part of the process of
coming into mind. Analytic work that encompasses relational as
well as interpretive agents of change can bring about the integration
and increased connectivity between and within both hemispheres of
the mind-brain that lead to a change in the nature of attachment
which will then permit the self to emerge more fully through the
process of individuation.


