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ABSTRACT

This study explores how adult survivors of chronic abuse and neglect define
pleasure, the disruption of pleasure, and the repair of the capacity for pieasare
context of the therapeutic relationship. Using narrative methodology, 15 clinicabpair
patients and their therapists were each interviewed separately. Thansyisis revealed
eight findings. All patients reported the capacity to experience pleasauglhiout life
prior to therapy. Subjects defined pleasure as a variety of positive affaath,fell into
two categories: pleasure in activities and interests and pleasure ionsgis. All
patient-subjects reported a history of traumatic disruption of pleasurddhatd. Some
patient-subjects reported a history of internalizing and reenactimgttre disruption of
pleasure. Narratives of the patient-subjects were consistent with thevesrtold by
their therapists. In many clinical pairs, both parties spoke positively of antampor
therapeutic event when the therapist stepped out of his or her usual treatment frame
Safety, consistency, reliability, predictability, and compassionategcaere spoken of
throughout the sample as elements that created a pleasurable and thellgpeutica
reparative relationship. Patient-subjects spoke repeatedly of the impastafinding a
self’ to the experience of pleasure. Pleasure enhanced the ability to &Hichacs
“finding a self” enhanced their capacity for pleasure. This study infuitéser research
to investigate the function of pleasure in the process of therapeutic reghae for

chronically traumatized population.
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CHAPTER |

INTRODUCTION
Significance of the Study for Clinical Social Work
Many people presenting for therapy, even without a known or reported history of
traumatic abuse, report difficulties in experiencing pleasure. Cliniegdtetn to the
problem of pleasure may significantly leverage therapy by engegderbstantial gains
in resiliency. Individuals bring to clinical treatment both self-capescand deficits,
which affect the experience of pleasure. Perhaps by understanding moredully t
interface between problems with pleasure and our therapeutic interventions, we can
enhance our therapeutic work to more fully engage resiliency in hastening patie

recovery through the restoration of their capacities for pleasure.

Formulation of the Problem

This study follows on previous work by the author (Migdow, 2003), exploring
problems with pleasure in adult survivors of chronic childhood abuse and neglect:

Survivors of severe, chronic childhood trauma, including those with dissociative
disorders present for therapy with a wide range of symptomatology th&tieser
with daily functioning. Fragmentation and PTSD disrupt the capacity for
integrated and satisfying relationship development, which affects the, social
professional, and intimate lives of survivors. The literature on resiliency tadica
that certain protective factors, including individual capacities, may allave so
survivors to more easily overcome circumstances of extreme neglediusel a
Restoration of equilibrium, the capacity for a unified self, and reconnection with



community are normative treatment goals. The problems with pleasure are
generally not addressed in the literature.

Understanding the underpinnings of pleasure in the human psyche, the
importance of pleasure as an organizing principle in psyche life, and the sources
of disruption to pleasure-seeking behavior—particularly in survivors of severe

childhood trauma—are all topics of interest.

The Population

The problem of pleasure may be central to the life dilemmas of children and
adults who have survived child abuse and neglect. This population is enormous. The U.S.
Department of Health and Human Services and National Center on Child Abuse and
Neglect investigated allegations of an estimated 3,598,000 reports of gmill
maltreated children in 2005 (U.S. Department of Health and Human Services, 2005). In
2005, 1,490 children died, while an estimated 899,000 children were found to be victims
of abuse or neglect; 80% of these children were injured by their own parents (U.S.
Department of Health and Human Services, 2005).

Children and adult survivors present a variety of symptomatology, which includes
depression (Browne & Finkelhor, 1986; Polusny & Follette, 1995), anxiety disorders
(Mancini, et al., 1995), self-mutilation and suicidal behavior (Green, 1978; Van der Kolk,
Perry, & Herman, 1991), sexualized behavior in children (Cosentino, et al., 1995), sexual
dysfunction in adults (Russell, 1986), substance abuse (Dembo, et al., 1987, 1990),
complex post-traumatic stress disorder (PTSD) (Herman, 1992), and dissociative

disorders (Saxe, et al., 1993; Putnam, 1997). Putnam states, “most studies find that the



majority of traumatized children manifest one or more symptoms that thlhvihe core
PTSD symptom set” (1997, p. 32).

Additionally, the DSM-IV-TR (2000) contains a long list of features commonly
associated with PTSD, including phobic avoidance, impaired affect modulation, somatic
complaints, impaired relationship functioning, shame, despair, and hopelessness. All the
aforementioned clinical problems may have, at their core, a loss of equiljlwiich
induces the avoidance of, disruption of, or inability to experience pleasure. Loss of
equilibrium may be seen as having both psychological and physiological origins and

manifestations.

The Nature of Trauma

Both Freud (1953/1896) and Janet (1907/1889) originally located the origin of
hysteria in the dissociation of childhood sexual abuse and trauma. Despite tlegd orig
concurrence, Freud’s abandonment of the seduction hypothesis in 1897 (1897/1953)
began a conflict in the literature about the nature of trauma, its originsjngsult
symptomatology, and psychodynamic mechanism. Pavlov’s (1927) original conditioning
experiments, followed by Watson and Raynor’s (1920) research into the formation of
phobias, added a behavioral perspective.

This perspective, which was later expanded upon and clarified by Seligman
(1971), allowed us to begin to perceive trauma not only as a psycho-physiological event,
but also as an event that had both long-term psychological and physiological sequelae

As modern psychological research progressed and brain imaging becarhke poss

neuropsychology opened yet another avenue for exploring the physiologicahtasbst



trauma (De Kloet, Oitzl, & Vermetten, 2008). This work, along with ethologidal da
(Morris, 1967) and its applications to human conditions, lends invaluable information
about the psycho-physiological states known as PTSD.

All mammals, including human beings, move through a series of predictable
responses when confronted with danger (Morris, 1967; Levine, 1997; LeDoux, 1996).
The initial freeze response helps protect animals from detection and dikwdd take
time to orient themselves to where the danger is coming from and in what form.

Simultaneously, the limbic system processes the stimuli and loads the hbody wi
catecholamines. In bypassing the cortex to send an emergency messagenygiiheda,
the animal is best prepped to physiologically (if detected by a predati) possible,
fight if it must and can, or freeze when no other viable options remain. LeDoux
hypothesizes that this process not only creates implicit memories thatsualable
directly to consciousness, but also accounts for traumatic memories beingoneld m
vividly (LeDoux, 1996). This is seen as the brain’s way of quickly and deeply learning
what is critical to the animal’s survival.

Part of this learning seems related to an additional chemical cascade stédms
from the opiate system (Goleman, 1995). Endogenous opiates, such as endurititin,
pain, helping the body to endure and cope in emergencies. Van der Keli ttat,
“Two decades after the original trauma people with PTSD developiedlenediated
analgesia in response to a stimuli resembling the traumatic stressor” [§19926,-227).

Clinically, these long-lasting physiological effects of hyperarbustusive re-
experiencing, and avoidance/numbing are typically seen in those diagnosed 8iith PT

and dissociative disorders. Each of these symptom sets may interfere witpeherece



of pleasure in unique ways. Additionally, the overall disruption of equilibrium prevents
many trauma survivors from experiencing any consistent sense of wejl{Beiere,

1996; Chu, 1998; Herman, 1992; Putnam, 1997).

Statement of the Problem Studied and Specific Objectives
Survivors of chronic childhood abuse, including those who present with
dissociative disorders, exhibit a wide range of symptoms that interfdreéheit ability
to live productive and fulfilling lives. Therapy is often lengthy and arduous. Restora
of equilibrium, the capacity for a unified self, and reconnection with community are
normative treatment goals (Herman, 1992; Davies & Frawley, 1991, 1994; McCann &
Pearlman, 1990; Putnam, 1989). The problems with pleasure are not often discussed.
Survivors may lack not only basic self-knowledge about their internal states, but
also any awareness about how to empathically regulate these statesalhexperience
chronic depression and/or anxiety disorders with subsequent feelings of melpéess
hopelessness, and despair (Briere, 1996; Chu, 1998; Mancini, Amerigen, & MacMilan,
1995). Numbing blocks the experience of sensation and emotion, excluding the
possibilities of pleasure, enjoyment, and joy. Hypervigilance in defeadjaipst assault
precludes spontaneity, creativity, and the positive self-absorption in task, arkic
critical to “flow” (Csikszentmihalyi, 1990, p. 4). Flow is that experience inctvhi
“concentration is so intense that there is no attention left over to think about anything
irrelevant, or to worry about problems” (1990, p. 71). It includes joy, creativityttee
process of total involvement with life, which Csikszentmihalyi defines as “aptim

experience” (1990, p. 3).



Often in situations of sexual violence, survivors have been led to believe they
were willing participants in their abuse, though not consenting; they bdheyeate at
fault, because their bodies were manipulated to respond with pleasure (Courtois, 1988;
Justice & Justice, 1979; Russell, 1984). Their sexual addictions can become a form of
self-punishment, while sexually avoidant behavior becomes a means to fend off the
feeling of having colluded with the very people who injured them (Chu, 1998; Putnam,
1997).

In the worst-case scenarios, survivors become predators who obsessively seek
heightened stimulation through control that never fills the void inside of themadinste
they deepen their indifference to the pain created in those they exploit fakéhefs
their own arousal (Gilligan, 1997; Meloy, 1992; Salter, 2003).

Additionally, excitation, which is critical not only to sexual arousal, but to all
risk-taking and exploratory behavior, is often physiologically and psycholbgp=tred
with negative affects or sensations related to the trauma. While survivors of childhood
abuse often lead depleted lives, trauma-based therapies generally makesfittten of
addressing the issue of pleasure directly, implying that this capadityatvirally
reassert itself with proper treatment (Briere, 1992, 1996; Courtois, 1988; Chu, 1998;
Dalenberg, 2000; Gil, 1988; Herman, 1992; Levine, 1997; McCann & Pearlman, 1990;
Putnam, 1989, 1997; Ross, 1989; Salter, 1995; Shapiro, 1995; van der Kolk, McFarlane,
& Weisabeth, eds., 1996).

This belief deserves examination. Bessel van der Kolk (1999), in remarks made at
an International Society for Traumatic Stress Studies (ISTSS) siumposNovember

of 1999, asked the question, “Can a focus on mastery and pleasure help people



distinguish between trauma-based arousal and other modes?” This questionvamd rele
answers may critically inform our therapeutic process.

This exploratory study poses that addressing the problem widisyske may be
core to the treatment of traumatic disorders. Can the cggacipleasure be retrieved by

addressing these issues in both the process and content of the therapeonshglati



CHAPTER Il

LITERATURE REVIEW

The first question is one of definition: How do we define pleasure? How authors
in the literature define pleasure may well vary from author to author. Thesetamice
explorations of pleasure set the boundaries of the literature to date andtimfdamg
about human regulation and dysregulation, comfort and discomfort, pain and pleasure.
For purposes of this study, pleasure will be defined by the subjects. Exploration of the

literature will inform understandings of this data.

Early Psychodynamic Theory

Freud was certainly one of the earliest commentators on the significance of
pleasure in our lives. Freud (1905) saw libidinal energy as part of one of the primary
drives organizing human existence. Freud defined libido as the mental energstednne
to the sexual drive or instinct. In Freud’s (1915) view, drives are innate; theyeaies
specific, hereditary instincts sourced in the body, which organize human behavior
towards the relief of tension. In this mechanistic, hydraulic model, the bodgnsase
accumulating tension that seeks relief.

“Tension buildup” becomes Freud’s initial definition of unpleasure or anxiety and

“tension relief” defines pleasure. Constancy is the aim. In this model, our umensc



wishes and desires are organized primarily around the avoidance of unpledisere, ra
than the seeking of pleasure.

In Beyond the Pleasure Princip{&920), Freud expands this initial discussion
along several lines. First, he refines his concept of pleasure not as arsdygigon of
tension, but as “the amount of increase or diminution in the quantity of excitation in a
given period of time” (1920, p. 8). He goes on to discuss individual differences in
regulatory capacity so that the experience of pleasure or unpleasure bdygrsetted
within excitation over time, endowment, and prior life experience. Unpleasurejishot
tension buildup. Freud (1920, p.10) acknowledges that “the replacement of the pleasure
principle with the reality principle can only be made responsible for a small nuamok
by no means the most intense, of unpleasurable experiences.” Danger is amaetiomi
factor.

Freud now defines anxiety not by tension buildup, but as a response to danger—a
warning, a signal. In this schema, individual differences exist in both how mudcli stim
overwhelms the individual and the effectiveness of the signal anxiety in warning of
danger. Trauma results when these capacities to protect are overwhelmed.

“Traumatic neurosis is a consequence of an extensive breach being made of the
protective shield against stimuli” (Freud, 1920, p. 31). Tension buildup, overwhelming
experience, and the individual differences in the desirability of differealsl®f
excitation over time all affect the experience of or lack of pleasure.

Freud goes on to further modify his views by contrasting the life instincts as
opposed to the death instincts. The life instincts now include both the sexual instincts

propelled by libidinal drive and the instinct for self-preservation, previouslyreef¢o as
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the ego instincts (1910). The life instincts can be in conflict with each otheellaasw
being in conflict with the death instincts. The ego instinct is seen as coming under the
sway of the reality principle, while the sexual instinct continues to be drivdreby t
pleasure principle. Can we relieve the tension of sexual desire or must essréya
desire itself? Can we adapt by sublimating those desires into creatiessgpr and thus
relieve the tension in a socially acceptable and even productive manner?

Primarily, the reality principle mandates that the child not only redinectigh
repression his incestuous desires, but also redirect his narcissism towartisraal e
object that is no longer his parent. Primary narcissism, the inborn directingdofdibi
energy towards the self, is seen as proceeding and, therefore, absent aélztjegt
Secondary narcissism is seen as a withdrawal of libidinal energy from #et, etdjich
is then turned back upon itself (Freud, 1914, 1917).

In this view, the libidinal drive can be at odds with the needs of both self-
preservation and species preservation. Civilization mandates soaaliaatiumanity.

The child must give up the tension relief found in his mother’s body by repressing the
incestuous libidinal urge to bed or own the body and being of his parent. In doing so, he
resolves the oedipal complex, represses the wishes and desires assdattiateddy
organized around pleasure seeking, and incorporates a superego with all the attendant
prohibitions necessary to keep his anti-social pleasure-seeking behaviorkinlotibe

best of resolutions, the libidinal drive is sublimated into artistic expression laenvite
redirected at the proper developmental age towards an appropriate object.

Healthy development within this model posits that there is a conflict betiveen t

pleasure principle and reality principle (Freud, 1911). The reality principtelaies
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complete adaptation in the service of survival; self-preservation is priMadyfication

of libidinal desire, Freud believes, is the best that can be hoped for under the guidance of

the reality principle. The resolution of the oedipal conflict thus rediregtsaggbidinal

energy in the service of the ego. This period not only marks the development of the

superego, successful conflict resolution here enhances the domain of theprewipje.
Freud'’s thinking about instincts was always evolving, and therefore evokes a

multitude of interesting questions about pleasure. At the eBéywind the Pleasure

Principle, he arrives at a view more complex than any previously stated, which

foreshadows the work of modern neuropsychology and infant observation. He notes that

feeling tension itself can be pleasurable or unpleasurable. He wonderssfgaibaps a

problem of magnitude and otherwise a problem of bound versus unbound energy. Freud

thought that emerging biological science would clarify our thinking. “Biologsuly the

land of unlimited possibilities. We may expect it to give us the most surprising

information and we cannot guess what answers it will return in a few dozentgdhae

guestions we have put to it” (Freud, 1920, p. 60).

Modern Developmental Research
So is pleasure simply about the relief of tension? By 1920, Freud is beginning to
think otherwise. Modern developmental research would argue that tensiorsitaelfe
complex. In the view of Sroufe (1995), pleasure does modulate tension early in
development. Tension itself, however, is not seen as unpleasure. Tension or arousal in the
infant exists as a neutral platform; it is an indication of the child’'s attebting

captured by some stimulus in the environment. Sroufe (1995) does not see this as a drive
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phenomenon. “Tension, as described here, is not always present and seeking discharge,
and it is not necessarily aversive. Tension is a natural consequence of the infant
engagement of novel stimulation” (Sroufe, 1995, p 92).

These are two very different theoretical orientations to the problem. Srosfe see
tension as an organic, organizing response to novelty. “In a secure context,”ssatege
(1995, p. 92), “infants actively seek to reproduce incongruous, tension-producing
situations.” Sroufe is arguing that tension itself is initially affect-rauihe affect
produced depends upon the result of the interaction between the environment and the
infant. Tension or arousal is seen as an internal response that draws the inénitsat
to his or her internal and/or external environment.

Sroufe’s (1995) work would indicate that the assessment of a stimulus as novel
and not dangerous takes place in a relational context. The safe context erscth@age
exploratory behavior of the infant, that is, the infant’s pursuit of engagementwith t
novel stimuli. Sroufe (1995) does not dismiss the need for the infant to manage
potentially threatening circumstances. “Wariness, or hesitation andegbnass in the
face of something unfamiliar, serves the function of protecting the human bemg f
being harmed by a malevolent creature or situation” (Sroufe, 1995, p. 94). He does,
however, draw our attention to both possibilities. New stimuli may be dangerdwey/or t
may be positively engaging. Tension is not purely negative, because while perhaps
initially making us wary, it also draws us towards novelty, which is nege&gaour
development.

“The developmental value of transactions with novel and unknown aspects of the

environment must also be emphasized. A major adaptive advantage of humans is
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opportunism—capitalizing on new discoveries and taking advantage of novel
occurrences. Also engaging novel situations enhances cognitive developmeuft®,(S

1995, p. 94). Sroufe goes on to differentiate between the infant in a secure attachment
situation and the infant in an insecure attachment situation. “Following orienting and
tension buildup in an insecure context, crying and active avoidance serve both goals . . .
attracting the parent and . . . modulating arousal” (Sroufe, 1995, p. 95).

Sroufe is discussing the edge of emotional regulation. Any new stimulus,
depending upon both its potential threat to the infant and the relational environment in
which it appears, will move us closer to fear and danger or towards “pleasugnitiveo
challenges” (Sroufe, 1995, p. 99). Sroufe is including in his cognitive challenges the
infant’s elaboration of schemas for relating, which produce laughter betweande
other. Tension may produce the possibility of relational, interpersonal pleasure.

Previous writing has referred to this phenomenon, positing that “positive feelings
of excitement are critical not only to sexual arousal, but to all exploratdryisk-taking
behaviors” (Migdow, 2003, p. 7). Theoretically, Sroufe is in agreement; tension or
excitation is a capacity embedded in our endowment. Whether it becomes an
uncomfortable or pleasurable experience depends upon both the stimulus itself and the
environmental, relational context.

Many other developmental researchers concur. Tension regulation has been a key
concept in infant research. Perry (2001, p.24) sees play as essential to the gdowth a
development of children: “[T]he heart of play is pleasure.” Pleasure in PE604, p.

25) thinking is also embedded in the right amount and type of stimulation. Thus, he
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argues, “[S]Jometimes it is the lack of external stimulation and solitudeaitibtates
creative play...the opportunity to be alone without too many external stimuli.”

Wolff (1987) has devoted an entire book to the question of behavioral state
regulation and the expression of emotion. Stern (1985, p. 97) discusses the same
phenomenon in terms of RIGs, or representations of interactions, which araligeder
Putnam (1997, p. 151-179) calls this process the regulation of discrete behavioral states.
All are attempting to understand and conceptualize how an infant regulatestiwhi
context of a relationship and all concur with Sroufe (1995).

Affect regulation is seen in modern developmental research, from Emde (1991, 1999)
to Schore (1994), as the keystone to well being. Too much stimuli is defined by the
endowment of the particular baby, and his or her interaction within a particat@gomship
and the developmental stage. Too little stimuli also produces displeasure. The seglke of
being within this literature, starting with Bowlby (1969, 1973, & 1980) and Ainsworth
(1969), is dependent upon affect regulation and is expressed as the experiendghdf the r
amount and kind of stimulation within the context of a safe interpersonal environment. Might
this be one definition of pleasure?

Bowlby himself (1969, 1973, & 1980) never addresses the issue of pleasure directly.
In all three volumes of Bowlby’'s monumental work, there are only four refesenc
pleasure (1969, p. 16, p. 20, p. 146, & p. 156). Each is a brief reference to his disagreement
with Freud that pleasure is the primary organizing principle in human behavior.

Holmes (1995, p. 25) argues that attachment theory as elaborated, since Bowlby

(1969, 1973, & 1980) downplays the role of infant sexuality and sees that “pleasuresd relat
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to proximity, play and nurturance rather than orgasmic discharge.” This vienadgcal
departure from Freud’s early premise that tension is a source of unpleasure.

The idea of pleasure as being a secondary derivative of object seeking esiginat
the literature with Fairbairn (1944/1952), who contrasts his view to the classcalidn
position in declaring that libido is object seeking. In Fairbairn’s (1944/1952) viewnft i
seeks objects or others upon whom he is dependent for the satisfaction of his needs. Thus, in
Fairbairn’s view, to be primarily pleasure seeking is a perversion, atatédgir the primary
need for objects.

In fact, Fairbairn (1944/1952, p. 83) says Freud made a similar point himself in
Civilization and Its Discontentd930) in stating, “Love seeks for objects.” Freud (1920,
p. 50) also makes this pointBeyond the Pleasure Principkghen he states that “sexual
instincts are directed towards an object.” Hence, successful resolution ofdipeie
complex redirects sexual instinct and libidinal energy from the autoeroticquieation
with the self towards the object-seeking other.

The argument between Fairbairn and Freud could thus be understood, in part, as a
guestion of the primacy of development. Are all children innately primarigsple

seeking, or are we all from birth primarily object seeking?

Kohut and Self-Psychology
Before Kohut (1966) began to formulate self-psychological theory, he clearly
concurs with Freud’s primary definition of pleasure. “Pleasure is expedemien
psychological tension is relieved or when such relief is anticipated sh@g€tut and

Levarie, 1950, p. 73). In his early formulation, he diverges from Freud in seeing the
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regulation of tension as relational and hence healthy development moves from
autoeroticism to the cathexis of narcissistic libido through optimum ageagie
mirroring of the grandiose self within the context of an idealizable other (Kb8@ul).
When optimal development proceeds the individual build psychological structure, this
creates a cohesive self. This self is able to maintain equilibrium withoottiext of its

self and its relationships.

In his later formulation of self-psychology (1977), Kohut turned away from the
drive theory of tension regulation. Tension regulation is preserved in Kohut's model with
these modifications. Tension regulation takes place as a relational phenomenomgeginni
at birth and proceeding throughout life.

Hence, we all need each other throughout life to support our sense of self-worth
and secure our self-esteem. For Kohut, perversions were a type of regtessio
autoeroticism, consisting of obsessive pleasure seeking arising from fitagjoein the
face of empathic failure. This is an attempt to manage disintegrationyanxiet

Though Freud (1920) discusses multiple sources of pleasBeyond the
Pleasure Principleincluding repetition, novelty, and the restoration of equilibrium,
neither Freud nor Fairbairn address the possibility that we may be both plesekiing s
and object seeking from birth. A recent study by Barna and Legerstee (2005, p. 65)
indicates “that at birth infants come prepared to interact with people. Through thes
interactions, infantsonstructprogressively refined understandings that lead to an
awareness, before the end of the first year, of people as intentional agewil #ta on
the things they want” Barna and Legerstee (p. 64) contend that “the experidatatabt

only indicate that infants have a preference for Happy over Unhappy’facts,
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additionally that infants are using emotional valence to predict the behavior . othe
The happiness or unhappiness of others thus becomes information of import to the
developing child.

Questions arise from the preceding literature. Perhaps both our movement
towards pleasure itself and the thrust toward object seeking are primangp$e
pleasure has both the potential to relieve our distress and enhance our lilenerg@r
These questions are addressed both by the current developmental literaturelprevious

cited and the modern neuropsychological literature to date.

The Neurobiology of Emotion

Definitions

Panksepp (1998, p. 182), in discussing the neurobiology of pleasure, starts his
definition of pleasure “with the supposition that pleasure indicates something that i
biologically useful! He adds that “it has been experimentally affirmed that pleasant and
unpleasant feelings provoked by external stimuli arise from theityatailpredict bodily
imbalances” (Panksepp, 1998, p. 182). Since useful stimuli are defined as “those that
inform the brain of their potential to restore the body towards homeostatic aquilibr
Panksepp’s (1998, p. 182) definition of pleasure is most closely understood as
homeostasis. Related to this definition of pleasure may also be the activatnynobiaa
number of positive affect states individually or simultaneously.

This leads not only to the complex problem of the differences between biological
and psychological definitions, but also to the problem of how we define affect or emotion
or feeling itself. Biologically, Panksepp (1998, p. 41) argues that “a limitedewuaof

powerful primary emotional circuits—those that appear to elaborate fear, segking,
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and sorrow—have been sufficiently well characterized to be addressed by brain
research.” Panksepp goes on to state that other systems are less well known, and
additional systems may be mixtures of the primary system.

Tomkins (1963) described nine universal biologically available emotions based
upon facial expression: interest-excitement, enjoyment-joy, surpadéesfear-terror,
distress-anguish, anger-rage, shame-humiliation, dissmell, and disgust.datégorical
approachjoy is the emotion most closely related to the concept of pleasure. Panksepp’s
(1997) paradigm also relies on the categorical approach and begins to posit the
neurobiological underpinnings of emotions as “they arise from genetic dittdées
states that “they mold and are molded by experience throughout the life spakegpa
1998, p. 42).

Panksepp (1998, p. 48) defines emotions as “the psychoneural processes that are
especially influential in controlling the vigor and patterning of actions inyhardic
flow of intense behavioral interchanges between animals, as well asewdmmbjects
during circumstances that are especially important for survival. Each ematian ha
characteristic feeling tone.” Hence, in Panksepp’s (1998) model there aradjmur
emotional systems, each of which is genetically predetermined and each lohatia
unique feeling tone. Emotion delineates a prewired circuit that organizes drgkale
feeling is defined as the affective component of the circuit. Accordingrikgepp
(1998), there are a number of features of these systems that are of importy$tesss s
are genetically predetermined; they organize behavior; they have retijtecactions
with other brain regions, which organize higher thought and consciousness; an@they ar

environmental affected.
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Thus, Panksepp’s model not only biologically defines emotion, it also describes
emotion as mediated by reflective thought and conditioned by environmental .stimuli
Therefore, endowment, environment, and the individual’s reflective capacitas al
seen as essential elements in the creation of a felt state of being.

Panksepp’s (1998) thinking interfaces with the modeling of emotional systems
proposed by LeDoux (1996, p. 19), who defines feelings as conscious states of awareness
that “are in one sense no different from other states of awareness, suchwartdress
that the roundish, reddish object before you is an apple.” Hence, feelings require some
reflective capacity. In LeDoux’s (1996, p. 102) model, emotions are “functions involved
in survival.” LeDoux (1996, p.19) sees emotions as unconscious processes: “emotions are
things that happen to us rather than things we will to occur.” Because emoticesar
as seated in evolutionarily derived survival systems, that is, “defending adpngstr,
finding food and mates, caring for offspring,” LeDoux (1996, p. 103), like Panksepp
(1998), theorizes that different emotions will involve different brain systemsfferedit
functions.

Damasio (1999, p. 42) proposes “that the term feeling should be reserved for the
private, mental experience of an emotion. The term emotion should be used to designate
the collection of responses, many of which are publicly observable.” Hkiagrea
parallel observation between self-reflective capacity and biologidailgn states often
existing outside of awareness.

In Damasio’s (1999) nomenclature, the embodied portion of our affective
experience that can become observable to others defines emotions, while the portion of

that experience that belongs privately to the individual becomes the definition of a
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feeling Panksepp’s (1998, p. 48) concept of “feeling tone” is comparable to Damasio’s
definition of feeling.

Solms and Turnball (2002, p. 111) summarize this definition of emotions by
stating that:

[T]he motor aspect of emotion involves both inwardly and outwardly directed

discharge processes. Inwardly, the experience of emotion is accompartied by t

release of hormones, changes in breathing, and heart rate, vasodilation and

vasoconstriction, changes in regional blood supply. Outwardly, emotion manifests
itself in various ways: through changes in facial expression, baring of teeth,
crying, blushing . . . also in complex behavior like shouting, running away, and
lashing out.

Emotional Processing

Largely following Panksepp’s (1998) model of emotion, Solms and Turnball
(2002, p. 91) expand his discussion of the connection to higher brain regions by
suggesting that perception of emotions is “the function of consciousness.” Goey ar
that consciousness, which arises out of higher brain functions, is both introspective and
evaluative. Hence, how emotions are experienced is also a neurobiological.process
“They make us want to do something” (Solms & Turnball, 2002, p. 111).

This statement is entirely consistent with the arguments of Panksepp (1998),
LeDoux (1996), and Damasio (1994, 1999); emotions serve a function. Emotions are
“operating systems” designed to help the human being learn about and make useful
adaptations to the environment (Panksepp, 1998, p. 49). Panksepp (1998) delineates four
primary and three secondary emotional systems: the primary systentsEdiNG,

RAGE, FEAR, and PANIC and the secondary systems are LUST, CARE, and PLAY.

Not only is the SEEKING system pivotal to any discussion of the neurobiology of
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pleasure, all three secondary systems are critical to the elaboratitirattive
experiences of pleasure.

Damasio (1994) also differentiates between primary emotions, secondary
emotions, and background emotions. Damasio (1994) uses Tomkins’ (1963) formulation
that primary emotions are prewired at birth. He defines secondary emotionseath#tos
are dependent upon the individual’s unique developmental experience and only “occur
once we begin experiencing feelings and forming systematic connectiorezhet
categories of objects and situations on the one hand, and primary emotions on the other”
(Damasio, 1994, p. 134).

Finally, Damasio (1994, p. 150) adds a third category of emotions, which he
defines as “background feelings.” These feelings are representatidiadyfstates
which occur in multiple somatosensory cortices in the insula and parietal regidns, an
also in the limbic system, hypothalamus, and brain stem.” The literature on the
neurobiology of emotion consistently reports such complex interweaving of ballogic
pathways (Damasio, 1994, 1999; LeDoux, 1996, 2002; Panksepp, 1998; Schore, 1994,
2003; Solms and Turnball, 2002).

Pally (1998, p. 350) summarizes the literature by defining the neurobiology of
emotional processing as “a constellation of (a) stimulus appraisals rastéeance to
the organism, (b) brain and body changes that result from those appraisals, and (c)
feedback from the brain itself of those brain and body changes.” Her discussibn of al
three arenas is relevant to both definitions and understandings of the neurobiological

processing of pleasure.
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In discussing the appraisal of stimuli, Pally (1998, p. 350) separates out what she
defines as rewarding versus aversive stimuli, stating, “[W]e tend to havie@osit
emotions (that is, happiness) about rewarding stimuli.” Simple stimuli, accdaadi?agly
(1997, p. 350), are appraised as negative or positive by the amygdala and, if more
complex, then by the orbitofrontal cortex, which requires information “built up from
personal experiences over the course of one’s life.”

Certainly, LeDoux (1999) would concur that the job of the amygdala is that of
gatekeeper, assessing stimuli for signs of potential danger and actitiatiogpty
accordingly. If a stimuli is not considered dangerous or, in Pally’s (1997) language,
“aversive,” it does not necessarily mean that it is pleasurable. Thesgpmfaihe stimuli
as not aversive allows only for the possibility of it being experienced asypéble.

Pally defines (1997, p. 351) the “brain and body changes which result from those
appraisals” as trifold: “endocrine production, autonomic nervous system respams$es
musculo-skeletal behaviors.” In the realm of positive emotion regulation cdaorti
levels are key. Several researchers report that innate abilitie§-socile vary.

“Healthy babies react to stress with a rise in cortisol, but then can aig@algatse
guiescence to recover from stress and reduce cortisol” (Pally, 1998, p. 356; Gunner,
1992, Porges, 1992). The research indicates that regulation of cortisol may be a key
component for a sense of well being. A multitude of researchers have implicetsdl c
dysregulation as a response to traumatic experience (Gunner & Donzella, 2002, Gunner
& Vazquez, 2001; Porges, 1997; Yehuda, 1999; Yehuda & Flory, 2007; Yehuda,

Macfarlane, & Shalev, 1998).
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Pleasure

Pleasure can be understood neurobiologically as the achievement of bodily
equilibrium through the activation of any of several brain systems that aréasesdoath
positive affect. Panksepp (1998, p. 182) urges the need for a scientific definition of
pleasure: “a general scientific definition of the ineffable concept Weleasure can
start with the supposition that pleasure indicates something biologisatfyl” In this
theoretical model, getting biological needs met is useful; thereforeivpasifect is
associated with both energized exploratory behavior and the satisfactionraf gedtst
is needed. This is the job of the SEEKING system. Because this system igezhbyg
need, he sees it as inextricably bound with intense interest, eager anticipation, and

engaged curiosity.

The SEEKING System

Panksepp (1998, p. 145) states the hypothesis that “the mammalian brain contains
a ‘foraging/exploration/investigation/curiosity/interest/expectASBEKING’ system
that leads organisms to eagerly pursue the fruits of their environmentdddeng to
define this system as an emotional system that “has a characteebtig fene—psychic
energization...akin to that invigorated feeling of anticipation we expenehers we
actively seek thrills and other rewards” (Panksepp, 1998, p. 145). This begins a
discussion of some of the complexities of the reduction of distress, regulation of
overwhelming or noxious stimuli, as well as the production of excitement.

According to Panksepp (1998, p. 164), “[MJammals can survive only if they

maintain relative constancy of various bodily processes.” Homeostasis itioad to
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human well being. The body needs a variety of fuels, such as oxygen and nutrients, to
survive and a variety of stimulation for the growth, development, and maintenance of
brain function. Most of what is needed, Panksepp (1998, p. 168) argues, must be sought;
the neurological “SEEKING system is well situated to be influenced byray af
bodily needs.” The SEEKING system responds to internal and external stimuli by
activating movement towards the environment through exploratory behavior.
“Neuroanatomically, the SEEKING system corresponds to the major selflgtion
system that courses from the midbrain up to the cortex, which has long been
misconceptualized as a ‘reward or reinforcement system’ (Panksepp,1998, pp. 53-54).
While Panksepp (1998, p. 168) argues that much is still not known about the
neurological underpinnings of this system, knowledge about the relative need for more or
less energy “appears to be achieved in large part through specializad tet medial
and lateral zones of the hypothalamus. This system has two components. First, it
energizes animals to move forward in search of what they need. This seekingbishavi
predominantly promoted by the neurotransmitter dopamine, which promotes
psychomotor and motivational focus and arousal (Panksepp, 1998, p. 107). The second
aspect of this system is consummatory. Satisfaction is obtained. The anmsahgai
fruit of its desire. This part of the process activates the opioid system (Ppnk888, p.
184).
Though Panksepp (1998, p. 164) argues “energy is delight,” he thinks the
preponderance of evidence indicates that in understanding the neurochemistry of
pleasure, “if one contrasts data on the opioid and dopamine systems it is claaotbat

for opioid components presently has the most empirical support” (Panksepp, 1998, p.
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184). The neurochemical data connecting pleasure with satisfaction is hencethasate
the data connecting pleasure with seeking. This argument again poses the pr@blem of
definition of pleasure. Panksepp (1998) uses the term to discuss neurobiologically both
exploratory and consummatory behaviors. This leads back to the discussion of tension
regulation and how individuals define and experience pleasure. Are some mdneedelig
by the chemical wash of the energizing dopamine system? Are othersontgat with

the consummatory pleasure of the opioid system? Under what conditions do individuals
find either pleasurable? In addition, as Panksepp (1998, p. 185) points out in the instance
of food regulation, pleasurable is not always useful. There is much about the
psychoneurology of eating that is not understood. Why do some people develop
significant problems with food regulation? Why is their experience of pleastiteseful

to maintaining their well being? Why do some become anorexic, bulimic, or obese?

The LUST System

Herein Panksepp (1998) takes on the task of delineating and differentiating the
stages of human sexual arousal in men and women and defining the neurochemistry of
sexual pleasure. Panksepp (1998, pp. 242—-243) posited the question: “[W]hat does it
mean, in neurochemical and neuropysiological terms, to have experienced sexual
pleasure?” He concludes that no definitive answers yet exist, while audhe:ltit
neurochemicals seem to play some part.

“Although brain oxytocin and vasopressin circuits are excellent candidates for
organizing both the behaviors and the emotional feelings associated with sexuaity

are only two of the most prominent candidates in a growing list of chemistries tha
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elaborate libido” (Panksepp, 1998, p. 243). There are reports that sexual performance can
be enhanced by intranasal oxytocin (Fehm-Wolfsdorf & Born, 1991). Still, sexual
performance is not the same as sexual pleasure. Additionally, physiologrtarsnof

orgasm, which denote somatosensory arousal, may or may not be defined by individual
subjects as experiences of pleasure.

Panksepp’s (1998) discussion does not begin to approach the great complexity of
human sexuality and the variants that individuals experience as pleasuraide. Fre
(1905/1953) discussed the enormous plasticity of human sexual behavior and experience.
The neurophysiology of arousal is not an answer to the question of how variant sexual

behaviors become arousing to any particular individual.

The PLAY System

Panksepp (1998, p. 280) defines the PLAY system as “the brain sources of joy”
and uses a body of research with rats to conclude that “although our knowledge about the
underlying PLAY system remains rudimentary, RAT play appears to be ietiniatked
to somatosensory information processing within the midbrain, thalamus, and cosgex.” H
distinguishes this circuit from both the RAGE system and its attendant aggrasd the
SEEKING system. Panksepp (1998) notes the importance of this differentiation as
exemplified by the fact that the SEEKING system and the PLAY system ceat@pe
either synergistically or antagonistically.

Exploratory behavior in search of needed bodily supplies can pre-empt play
directed at social interactions, while stimulation of the SEEKING systamincrease

“object or manipulative play” vital to increasing knowledge about the environment
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(Panksepp, 1998, p. 296). He postulates that over or under arousal of the PLAY system

may lead to psychiatric conditions of mania, depression, and other impulse disorders, such

as attention deficit with hyperactivity already correlated with problencortical

functions (Panksepp, 1998, p. 297). While Panksepp (1998, p. 297) postulates that “it

could still be the case that a major adaptive function of play is simply the tienefaa

powerful positive emotional state,” others argue that play itself functohsta an

outgrowth of secure attachment and a ground for seeding affective regélizictign.

Sroufe (1997, p. 215) says, “[F]antasy play is a major tool for emotional regulation.”
Rosenberg (1984) found that children with secure attachment histories had more

flexibility, complexity, and creativity in their play, showing a greaterge of emotional

themes. These arguments indicate possible overlaps between Panksepp’s (1998) PLA

system and CARE system.

The CARE System

Panksepp (1998, p. 246) defines the care system not only by its inoplkcédr
social bonding, but also says “the nurturant circuits in the motheais land care-
soliciting circuits in infants are closely intermeshed with ¢hthgat control sexuality in
limbic area of the brain.” The CARE system, the LUST eystand the PLAY system
can now be seen as deeply, neurologically intertwined.

Panksepp (1998, p. 249) defines the CARE system as “the intrinsic brain systems
that promote nurturant behaviors of mothers, and occasionally fathers, towards their
offspring.” Panksepp (1998, p. 253) states that the neural circuitry of “full maternal

behavior extend far and wide in the subcortical regions of the brain.” This conclusion
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comes from rat research, which shows the reception of sensory stimuli in thle dors
preoptic area (POA) of the hypothalamus and the ventral bed nucleus of the stria
terminalis (VST) is passed onto many areas of the brain, including the medial
hypothalamus (MH), the ventral tegmental area (VTA), the periaqueduaia{RAG),
the habenula (HAB), and the septal area (S) (Panksepp, 1998, p. 253-255).

Panksepp (1998) is thus locating the neural circuitry of maternal behavior deep in
the oldest physiological and emotional regulatory systems in our brain. Heslticase
systems in the basil ganglia (VBN, VTA, and PAG), the limbic system (ROA and
HAB), and the neomammalian brain (S) parts of our brain.

“Oxytocin influences may be essential for engaging specific motivaimeaits
for maternal behavior, such as sensitivity to affective responses” (PankSégpp.
254). The neurochemical most implicated in relieving separation distress isojidice
system (p. 255). Both have relevance for affect regulation. Oxytocin promotes bett

attunement to others’ affects, while opioids mediate distress at disruption.

Neurobiology Summary
Panksepp (1998, p. 182) urges the need for a scientific definition of pleasure; “a
general scientific definition of the ineffable concept we call pleasanestart with the
supposition that pleasure indicates something biologicalyul” We can wonder,
neurobiologically, might pleasure best be seen as a substrate of theNEEEydtem?
Additional possibilities exist. Panksepp’s (1998) CARE system presents us with a
distinctive route to pleasure and a further complication when embedded in the

environmental circumstances of interpersonal trauma and neglect withireitie dy
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relationship of child and caretaker. As the possible functions of play have beesetiscus
extensively, we might wonder about the implications for development if opportuoities f
play are foreshortened by the imperatives of survival mandated in situatidnkibbod

abuse and neglect. To further compound this problem, playful overtures and engagement
of children by pedophiles may activate both PLAY and LUST sensory systems, inducing
a neurobiology of pleasure, which is at odds with others’ feelings of anxietyaand a
simultaneously aroused in the FEAR system by the perception of danger (Panksepp,
1998, pp. 50-54). Further thinking by Schore (1994, 2003) on affect regulation will be
discussed later, but for now, we can posit that cortisol levels could be one of the markers
of Damasio’s (1994, p. 150) “background emotions,” which indicate an overall state of
well being or disruption. Individual differences in reactivity to stress thawdbr a

more or less resilient cortisol response when faced with a traumatic esxzhiane

implications for the ability to retain the capacity to experience pled¥i@huda, 1999).

Neurobiological Substrates of Affect Regulation

Schore’s (1994, 2003a, 2003b) theory of affect regulation, while accounting for
the many elements of both Panksepp’s CARE and PLAY systems, holds a moredbcali
view of the neurobiology involved. Schore (1994, p. 309) argues that when the mother
provides early cross-modal stimulation, experience-dependent maturatizs wcthe
orbitofrontal cortex of the infant. Schore (2003) sees this region as pivotal tb affec
regulation and specifically implicates the right orbitofrontal comexffect regulation.

He argues that the right hemisphere predominantly controls executive function;

the right hemisphere has a faster ability to detect emotional valenceaanabreserbal



30

affect through facial expression, gestures, and tone. The right hemisphemnésasc
more extensive connections with the limbic and subcortical regions. For alf¢iassas,
he concludes that “the co-created environment of evolutionary adaptiveness is thus
isomorphic to a growth-facilitating environment for the experience-dependsuatation
of a regulatory system in the (right) orbitofrontal cortex” (Schore, 2003, p.60).

His hypothesis proposes “that the growth, maturation and functional onset of this
prefrontal psychobiological structure underlies the emergent psycholotezl a
regulatory function which evolves in the critical period of primary socidtizaf
infancy, the practicing period (10-12 to 16—18 months)” (Schore, 1994, p. 57). Schore’s
(1994) thinking is consistent with the thinking of Sroufe (1997), who defines pleasure as
an emotional system of evolving developmental complexity that begins with the socia
smile and expands within the context of secure affect regulation.

LeDoux’s (1996) primary condition for the definition of an emotion is that it does
something biologically useful. Panksepp’s primary condition for a definition o$ynlea
(Panksepp, 1998, p. 182) is the same. If affect or tension regulation is a necessary
biological process, then affect regulation must also do something biologioziily.us

Interestingly, this notion collides with Schore’s idea (2003) about what happens i
traumatic dissociation, wherein he argues that the orbitofrontal regiomftils face of
traumatic dissociation. “This would lead to a deactivation of every component of
Panksepp’s (1998) system of prototypic affective states” (Schore, 2003, p. 136). Schore
(2003) is arguing that the biological need for dissociation in the face of ceatamattic
events trumps all of Panksepp’s emotional systems, implyingdtiaingis felt at the

moment of dissociation. In this emergency, Schore (2003) reasons, shutting down all
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emotional systems meets a biological need. Pleasure and positive affettemaot
always be embedded in the meeting of a biological need; they may, in fact, beteymple
absent in the face of some of our most pressing survival needs.

A recent study done by Tull (2007, p. 303) supports the hypothesis that “overall
difficulties with emotional regulation were associated with PTS (postia#ic stress)
symptom severity.” In this study, subjects with symptoms meeting theaifbeTSD
reported greater difficulty with emotional regulation. In one of the lasgadies to date
of how child abuse, adult rape, and social support affect inner city women, Schumm,
Briggs-Phillips, and Hobfoll (2006) found that social support may buffer interpersonal
trauma. Social support may assist affect regulation, even in the face of dweirvghe

assault.

Integrative Summary

If, neurologically, interpersonal learning is activating schemas tbagraunded
in the discrete emotional systems, as defined by Panksepp (1998), it might bedexpect
that the neurobiological wiring of pleasure would be not only individual, but also
malleable and open to idiosyncratic variations—not only in sexuality, as described by
Freud (1905/1953), but in other areas of pleasure. Perry (1995, p. 271) has proposed that
the “neurobiology of adaptation,” under the ongoing assault of traumatic stimuli, pushes
neurobiological states intended for flexibility into fixated neurobiologicatstr
potentially hazardous to the individual's well being and further development. This

proposal argues that even such hardwired emotional systems as those proposed by
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Panksepp (1998) are deeply impacted by environmental factors. LeDoux’s (1996)
research on fear comes to the same conclusion.

In LeDoux’s (1996) schema, tension precedes fear. Tension is not fear. Tension,
in this frame of reference, awakens the orienting response (LeDoux,1996, p. 131). This
idea is similar to Freud’s concept of signal anxiety (Freud, 1920). This is alsantige
argument that Sroufe (1995) is making. If danger is perceived, we move into &ar, on
form of unpleasure, and avoidance of the stimulus if possible. However, if the stimulus i
perceived as not dangerous, we process this information biologically alorfgghe “
road” (LeDoux, 1996, p. 164).

This trajectory allows for more complex and time-consuming cortical fumaj,
reflection, and—again—exploratory activity. This response is reportedaniailals and
is thought to be part of our innate makeup derived from evolution for the sake of
individual and species preservation.

The animal orients itself to the novel stimuli first, LeDoux (1996) would argue, to
assess the threat. If we perceive a threat or feel fear, our brains ghi€@s®rmation
through the “low road” (LeDoux, 1996, p. 164). The low road is the fast route in a brain
intended to mobilize us quickly and physically, so that we might act protectiviig i
face of danger.

Additionally, the proposition that a safe context embedded in a secure attachment
is fundamental to the experience of pleasure is further elaborated upon in the work of
Csikszentmihalyi (1990). Excitation paired with exploratory behavior withafex s

context is at the roots of Csikszentmihalyi’'s understanding of positive affectes&arch
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is concerned with optimal affective experience and explores the componentd bkwha
found was necessary to this experience.

Flow is Csikszentmihalyi's word for the optimal experience. He definesd®
the experience in which “concentration is so intense that there is no atterttmreleto
think about anything irrelevant or to worry about problems” (Csikszentmihalyi, 1990, p.
71). While not denying that other forms of positive affect exist, he argues that his
research interviews indicate that the best moments are moments wherestretelned
to the limits of our capacities by our active and voluntary pursuit of that which tmpe
our interest.

Tension is again a key component here. Csikszentmihalyi’'s (1990) definition of
pleasure is not embedded in the relief of tension. For Csikszentmihalyi (1994), as f
Sroufe (1995) and LeDoux (1996), tension does not equal unpleasure. Tension is seen as
a necessary component of at least a certain form of pleasure, exglptasmure, which
he calls enjoyment.

This brings forth further questions. How primary in development is pleasure? Is
pleasure an organizing principle?

Bowlby (1969) argues that proximity is the organizing principle. Sroufe (1995)
argues that tension is a primary organizing principle. For Wolff (1987), statktien is
primary. Schore (1994, 2003) proposes that affect regulation is the seat of secure
attachment. These are all ultimately interpersonal theories thaegewie human
emotional relationship as primary to the well being of the infant.

Kohut has essentially made the same argument. In his seminal paper, Kohut

(1982) for the first time expands his conceptualization of empathy beyond hislorigina
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definition as a value neutral mode of observation and information-gathering acteity. H
now states that empathy is also an essential nutrient that sustainsnifeatty is thus a
precondition for a mother’s appropriate functioning as the child’s self-objecotiut,

1982, p. 67). He goes on to say that “empgkryse the mere presence of empathy, has
also a beneficial, in a broad sense, a therapeutic effect—both in the clticeg and in
human life in general” (Kohut, 1982, p. 67).

Is empathy then a necessary precondition for pleasure? Kohut does not say. We
do feel pleasure in empathy alone, Kohut (1982) postulates. He goes on to say that his
hypothesis is that “the fear of death and the fear of psychosis are, in manyessthac
expression of the fear of the loss of the empathic milieu” (Kohut, 1982, p. 398).

Is pleasure primary to development? The beginnings of this possibility are
indicated in at least two distinct ways. First, if affect regulatioaggitace in the context
of “affect attunement” (Stern, 1985, p. 138-161) and empathy (Kohut, 1982), then this
context may be a necessary precondition for the possibility of pleasure. Sédtoad, i
infant held in Sroufe’s (1995) safe context moves towards novel stiowhyds tension,
then the hypothesis that pleasure seeking in the form of seeking new and exer-mor
complex and elaborated interactions with our environment could be an innate
characteristic. If this is not an instinct, it may at least be part ofengtig endowment,
which increases the likelihood of the survival of the species.

Recent theorizing in anthropology supports this hypothesis. In his 2006 lecture at
the Field Museum in Chicago, Dr. Robert Martin stated that the most recent work in
anthropology now reveals that, after surviving for 200,000 years, the Neanderthals

(Homo neanderthalensigjere not killed off because of the ice age. Anthropologists now
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posit that their extinction was due to their inability to compete for resourte®wri
ancestorsflomo sapiens)

The Neanderthal brain was not well suited to manage novel stimuli. Our genetic
ancestors competed with the Neanderthals for environmental supplies arizettere
suited to exploration. Because of our innate curiosity, we moved towards nougl.sti
So, perhaps in moving towards novel stimuli, our idiosyncratic genetic endowment pulls
us not just towards novelty, but towards particular aspects of our environment. This pull
towards particular stimuli might be a pull towards that which we experasice
pleasurable. Further, it is possible to hypothesize that a secure base, provited by
safety created in an empathic milieu, makes it possible to pursue our individuatgleas
optimally with the depth, intensity, and complexity that Csikszentmiha89() believes
IS necessary to flow.

Sroufe’s (1995) evidence is that tension is not a pure good or a pure bad. Tension
in response to novelty, though individually variable, is normative. We have tension when
in distress, but we also have tension that precedes new experience and exploratory
behavior. So pleasure seeking may be an innate capacity that is organized Inelaeing
in good enough relationship. This capacity may allow us to seek out and explore new
experiences that delight us. Part of what delights us is the good enough object,rthe othe
who empathically holds us. We might now wonder what happens when one or both of
these processes are foreshortened by life experience.

Other questions emerge from this discussion. What interferes with the
individual's capacity to experience pleasure? Particularly, what ineerfeith one’s

capacity to experience pleasure that is free of harm to self and otheesPUp@n the



36

literature reviewed, we might conjecture that the capacity for pleasaften disrupted
by an environmental context in which chronic, traumatic, empathic failure is treema

Freud (1915) and LeDoux (1996) and Bowlby (1969) all speak to the primacy of
survival. When our brains detect danger, we neurologically prioritize evaisive
defensive activity. In Freudian terms, this is the pleasure principle ceairggound to
the reality principle. For Bowlby (1969), this is the infant organizing prisnaoikeep
near the caretaking parent. The research of Ainsworth (1969), Main (1980), and Lyons
Ruth (1996) all indicate that children will make particular adaptations thahtotes
their exploratory behavior in order to adapt to the relational parametengcbiqs
proximity set by their primary caretakers.

If survival responses trump all other possibilities, perhaps the “feéipreac
system” precludes pleasure (LeDoux, 1996, p. 165). He argues that “the direct pathway
allows us to begin to respond to potentially dangerous stimuli before we fully know what
the stimulus is” (LeDoux, 1996, p. 164).

Additionally, he proposes that we are prewired by evolution to have both “natural
triggers” and the capacity to develop “learned triggers” (LeDoux, p. 127). Natura
triggers are those stimuli that evolution has determined are dangerous to teg. spec
Learned triggers rely on higher cortical functions that are dependent upon outuadivi
ability to assess what in our environment may be associated with our natigedri

If, in the face of these triggers, there is no empathic response, the intgrowaliz
of the capacity to self-sooth would be delimited. Angold et. al. (2000) address this
problem in their research. They have found, as part of their longitudinal studies of

traumatized children in the Appalachian Mountains, that among children showing the
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acute symptomatology of PTSD, an empathic response from their motherseséukat
effects and they do not go on to develop chronic PTSD symptoms.

Empathy mediates the fear reaction. However, if the natural triggeristsiedf
primary caretaker turned predator, the child is clearly in even more amandd. Not
only is empathy unavailable, there is no escaping the primary source of dibtress
implications for the development of problems with pleasure are multifold.

Any stimulus in the environment at the moment at which a natural trigger occurs
can become associated with the natural trigger itself. Therefore, when our brvais m
into the fear reaction system in response to the natural trigger, we may de\egoped |
trigger, a fear response to almost anything. Potentially pleasurabldi stould become
associated with fear, inducing either an avoidance response of flight, ateryna
response of fight. Excitation itself—tension—may become a noxious stimulus in an
unsafe environment.

Unfortunately for trauma survivors, many of life’s pleasures may be deeply
intertwined with excitation and noxious stimuli, the triggering of which will quickl
dampen sexual arousal, curiosity, and exploratory forays into new intellechaaioeal,
or physical territory. “Flow” would become, at best, problematic, at worst isilples
given that by definition “such experiences are not necessarily pleashettane they
occur” (Csikszentmihalyi, 1990, p. 4).

Could some people become pleasure avoidant? Could others become addictively
engaged in reenactment? Could the repetition compulsion (Freud, 1920) be an attempt to

master both interpersonal negative stimuli and learned extrapersonal #iBgepstients
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experience their psychotherapy as addressing and/or alleviatingristdems with

pleasure? If so, how does theory help us explain what patients’ report?

The Literature on Resilience

The literature on resiliency gives us some indications of wheresolutions to these
problems might be found. The study of protective factors that eadsiliency has been of
interest to researchers, theorists, and clinicians at leest ¥iktor Frankel's post-Holocaust
account of survivorship iMan’s Search for MeaninfFrankel, 1959). Frankel said, “Yes a man
can get used to anything, but do not ask us how” (Frankel, 1959, p. 30).

Having made this statement, he goes on to discuss many factors that sustain those
in dire circumstances. These include hope, curiosity, compassion, human connection and
identification, religious practice and spiritual belief, remembrancedf@ry positive
experience, heightened attachment to beauty and art, the capacity for humor, and the
ability to find great joy in trifles and small reprieves. Putnam (1997, p. 263) also
comments on the extraordinary resilience that children often display. “[D§dspima
and loss, many youngsters exhibit a remarkable natural capacity to redtrara
function in their lives.”

This capacity has been seen as consisting of a natural invulnerabiliby (An&

Cohler, 1987) that may emerge from a variety of protective factors (Rutter, 1987;
Davidson, Hahar, Lawless, Sells, & Tondora, 2006). These factors have been cadegoriz
as a triad constructed of social resources (Mrazek & Mrazek, 1987; Londi&al

1989; O’Connell-Higgins, 1994; Schumm, Briggs-Phillips, & Hobfoll, 2006), familial

attributes (Wyman, Cowen, Work, & Parker, 1991; Demos, 1989; O’Connell-Higgins,
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1994), and individual psychological strengths (Mrazek & Mrazek, 1987; Rutter, 1987,
Demos, 1989; O’Connell-Higgins, 1994; Cicchetti and Cohen, 1995).

Higgins, in her study of resilient adults, notes that they “cultivated progress”
(1994, p. 319). This faculty goes beyond those resources that one does or does not have
in the environment. In a similar vein, Putham comments that “the first crudify &bi
the child’s capacity to take an active stance towards obstacles and probleesdiefiRry
is the capacity to bounce back, to change things for the better, to persevere despit
difficulties—requires by definition the child’s persistence in trying tpriove the
situation” (1997, p. 264).

Beyond genetic endowment, poverty, and racism (Putnam, 1997) and familial
characteristics (Demos, 1989), health, education, social welfare, and community
resources (Mrazek & Mrazek, 1987), all the aforementioned authors emphasize the
critical importance of individual capacities. We may infer that the nurtaraf these
capacities is fundamental to both functionality and the restoration of the self.

Lam and Grossman (1997, p. 190) pursued the investigation of protective factors
in the lives of adult women, with and without reported histories of child sexual abuse.
They found that “women with more of the composite of protective factors in faet wer
doing better in their lives, regardless of whether or not they had self-reportatehisft
childhood sexual abuse.”

Interestingly, their composite of biological, personal, life, family, sodlal
circumstances consisted of 16 protective measures and their researcimednfiat 13

of the 16 protective measures were not in fact distinct from each other” (Lam and
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Grossman, 1997, p. 185). This finding leaves open to discussion: Which core features of
protective factors impact resiliency?

Given that their “results confirmed and extended previous studies . .. which
found that individuals with resilient characteristics were at greateihkiczl for a wide
variety of positive outcomes” (Lam & Grossman, 1997, p. 191), it behooves us to
continue hypothesizing which of these factors may significantly impatisat
outcomes and how might this knowledge be integrated into clinical practice.

Yehuda and Flory (2007) have undertaken this task. Their research seeks to define
research protocols for assessing the interrelationship between risk amtiyedeetors
that emerge in the literature on resiliency. Their concern is that explasafi resiliency
may “underemphasize individual differences.” They believe that reseasameéd for
“better separation between universal and prototypic responses” may address thes
difficulties.

Ungar (2004) proposes that we need a constructionist theoretical perspective to
begin to make sense of resiliency. He argues (Ungar, 2004, p. 341) that there is a
“nonsystemic, nonhierarchical relationship between risk and protective fdwors t
characteristically chaotic, complex, relative, and contextual.”

In conclusion, such arguments might inform an exploration of how the problem
with pleasure is exhibited in survivors of trauma, especially in those who have durvive
extreme chronic childhood abuse. If Frankel (1959, p. 55) is correct, then theychpaci
“great joy in trifles” may be one critical factor in the healing ofitna survivors.

If resiliency and perseverance are supported by hope, then the capacity to
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believe in a life in which pleasure, not pain, predominates is fundamental. Undergtandi
why and how trauma survivors are often unable to experience pleasure may &le critic
therapeutic information. This information can focus treatment planning to oneate
effective interventions, which will nurture resiliency, unfolding the potertigbfeasure
and furthering the repair of fragmented lives.

Constance Dalenberg (2000) offers us an example of a qualitative study through
which we might begin to answer some of these questions. In her stdy
countertransference in the treatment of trauma, Dalenberg (2000, pn@8&ewed 84
people “who had completed psychotherapy related to trauma and wbhowiang to
give feedback to professionals about what they found helpful and unhelpful.”

Participants were interviewed on the phone and in person for one tohibwes
following an interview protocol devised to explore their experiencehef therapeutic
relationship. By interviewing patients directly, Dalenberg (20003 afale to comment on
their experience of the therapeutic process.

The question remains of how individual traumatized children—each with a unique
endowment, living within an idiosyncratic caretaking environment—resolve the problem of
survival and develop their own management of stimuli in the interest of preserving or
disowning their capacities for pleasure. What is the role of psychotherapy in ieighamnc
restoring the capacity for pleasure in the adult patient who was rearednniesnment of

abuse and/or neglect?
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Clinical Theory Literature

A review of the psychoanalytic literature on pleasure shows little coradeptu
discussion of pleasure (Freud, 1920/1953; Kohut, 1950, 1977, 1978, 1982; Fairbairn,
1944/1952; Sroufe, 1995) and the related concept of affect regulation (Schore, 1994,
2003). There has been some research with adults on the experience of pleasure
(Csikszentmihalyi, 1990; Davidson, Shahar, Lawless, Sells, & Tondora, 2006; Lu, 1999).

Investigators have explored some related concepts. The Oxford Happiness
Inventory (Argyle et al., 1989) is a 29-item measure of general subjéeipmness. It
covers three elements: positive affect, negative affect, and overdhaais with life.
Schumm, Briggs-Phillips and Hobfoll (2006) have used a 10-item scale to measake soci
support. Cutrona and Russell (1987) have also investigated social support using the
Social Provisions Scale. Social support is discussed in relationship to the impact upon
resiliency. Resiliency is a concept often investigated (Anthony & Cohler, 1983in,

1994; Lam & Grossman, 1997; Wyman, Cowen, Work, & Parker, 1991).

The clinical theory guiding this research is defined by Mitchell’'s (1988, 1993)
thinking about relational theory. Mitchell (1993, p. 67) argues that “on the level of
clinical theory there has been a marked shift in emphasis from the claifiead
renunciation of infantile fantasies to the revitalization and elaboration of tieatsat
sense of personal meaning. On the meta-theoretical level, there has beemahtzida
redefinition of what psychoanalytic theorizing is, from a representation aedtrefi of
the underlying structure of the patient’s mind, to a construction, an inteipnetathe

patient’s experience.”
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Mitchell (1988, p. 289) sees all relational theorists as starting from the same
premise, that “the pursuit and maintenance of human relatedness is the basitomaltura
thrust in human development.” Mitchell (1988) then divides relational theory into two
theoretical models. The first, self-psychology, posits a theory of develogragett and
repair through provision. The second is relational-conflict theory, which emphdbz
child’s creation of a constrictive interpersonal world derived from what isadein
early relationships. In the relational-conflict model, repair is found throegymactment

and the co-creation of new relational experience.

Self-Psychology

Mitchell (1988) traces Kohut's theorizing from a drive-conflict model to a model
of developmental arrest. He argues that self-psychology ig-@enson theory, wherein
therapeutic action is primarily unidirectional and developmentally agpar

“Within the developmental arrest model, drive theory has been largely displaced,
but some features of the approach to the past have been retained. Psycholagical tim
moves only if appropriate provision are supplied” (Mitchell, 1988, p. 149). Kohut says
this a little differently. Kohut (1978, p. 928) argues that the self is restored through
“structure building via transmuting internalization.” This is accomplished via
interpretations that convey understanding and explanation of the patient’sagperi

This process can only take place in a therapeutic milieu that is psychtjogica
neutral, that is, in an atmosphere free from gross psychological oversibmsiiand

rejections. The analyst tries to be in empathic touch with the patient’s ifenat 4l
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times, with the result that his failures are sufficiently small and ofcserftily short
duration to allow the patient to respond to them via structure building.

Schore (2002) extends Kohut's clinical theory to problems of affect regulation.
Schore (1993, 2003) sees problems with affect regulation as the core dilemma arising out
of early trauma. Schore (2002, p. 455) argues that “instead of the optimal continuous
dyadic reciprocal interactions with regulating selfobjects that maithe infant’s
homeostasis...defensive dissociative responses embedded in relational trauma induc
severe failure of the infant’s capacity to maintain metabolic-energgtilibrium.”

Schore (2002) believes that self-psychology offers a way to understand how this
dysregulation happens and what might begin to affect repair. Schore (2002, p. 485) state
that “perhaps Kohut's most original and outstanding contribution was his developmental
construct of selfobject.” He goes on to say, “[T]he selfobject constructiesmizo
important theoretical components. The second component of the selfobject construct is

the concept of regulation.”

Relational-Conflict Theories
Maroda (1998), a relational-conflict theorist, has a different application of
Schore’s (1993, 2003) research to clinical theory. She cogently argues thadreans
emotional expression on the part of the clinician is neither an error nor a hindrams;e but
in fact, a therapeutic necessity. Maroda (1998, p. 66) says, “[T]he mutuadtiedffe
moment constitutes what is therapeutic betwasadytic therapist and patient.”
Maroda (1998, p. 66) starts with Freud’s contemporary, Vygostsky (1896-1934),

the prolific Russian psychologist, who early on posited that “all psychologicalgsexce
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appear first as an interpersonal and only later at an intrapersonal ldvslstdtement is

the keystone to Maroda’s argument that when the patient does not know before entering
therapy about affective regulation, it cannot be elicited from him or her, buttitb@us
learned in the context of their experience of a mutually affective expeneatittheir
therapist.

Maroda (1998, p. 67) concludes that Stern’s (1985) research, along with that of
Tronick (1979) and Demos (1980), demonstrates that the infant’s emotional development
is dependent not only upon affect attunement, the matching of affect statesrbetfaat
and caretaker, but also upon “interaffectivity,” the affect response by gtaloarto the
infant’s emotional communication. This is congruent with Stern’s (2004, p. xiii)
argument that “the basic assumption is that change is based upon lived experience.”

Maroda (1998, p. 79) also notes that “the uses of emotion are particularly
important when treating patients who have suffered early trauma. Krystal (1988, 1997)
has alerted us to the needs of patients he describes as alexithymic—thosaenaho ca
recognize or label or express emotions other than occasional outbursts of ramys He s
these patients have typically been traumatized in childhood, causing them to deteelop i
adulthood without the essential tools for expressing and containing emotions. Although
the burgeoning literature on incest and other “survivors” seems to place@reabn
recalling past abuses, it seems that the more essential hurdlegacndividual who
suffered early trauma is the identification, expression, and managemergobfimthe
present.

Maroda (1998) argues that talking about feelings, as LeDoux (1994) tells us, is

not the same as experiencing feeling. She concludes that feelings havden¢iiad at
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least since the time of Sylvan Tomkins (1962) to be both innate and social. The physical
experience of a feeling, according to Maroda (1998), is necessary for retiwreah
learning; many feelings are social-relational rather than personaaning.

Therapeutic dyads continually monitor each other, registering shifteectatind
attempts to make meaning of what they are noticing, whether conscious or not.h@iven t
history of clinical psychoanalytic thought on the necessity for analytitienal control,
Maroda (1998) notes, “[W]e have derived a clinical overemphasis on the containment of
our more emotionally volatile patients, while largely ignoring the problems ahany
more alexithymic patients, who the literature indicates are likely to hiat@ies of
severe interpersonal trauma.”

Maroda (1998) asks the question: How does change occur in the context of a
therapeutic relationship? She argues that our clinical practice must ligeansith our
burgeoning knowledge of emotional development and affect regulation. Maroda (1998, p.
81) asks, “How do you relate empathically to an unexpressed emotion?” Concuthing w
Schore (1994, p. 468) that “affect regulatory dialogs mediated by the psychatherapi
may induce literal structural change” in the brain itself, Maroda (1998, p. 85) camclude
that “it stands to reason that only new emotional exchanges could facilitaiéetimey of
old affective patterns.” She posits that we can and perhaps must use our emotional
responses constructively to engage the development of those same emotionasapaci
in our patients. “It stands to reason if emotional exchanges, or lack of, created the
affective pattern that the person creates over and over again, then onipotonal

exchanges could facilitate the altering of old affective patterns” (Mafl®98, p. 85).
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Ehrenberg (1974, 1992) has been pursuing a clinical line of thought similar to
Maroda’s (1998). In her 1974 article, Ehrenberg (1974, p. 425) states that “in the analytic
situation studying the moment to moment shifts in the quality of relatedndss
experience between the analyst and patient permits exploration of individeahgaif
reaction and particular sensitivities.” She goes on to say (1974, p. 436) the essentia
gualities of the kind of engagement | am describingecgrocity andexpanded
awareness through authentic relatidn.speaking of trauma, Ehrenberg (1992, p. 17)
says, “[P]articularly where patients have been severely traurdatinéess the analyst
can establish that treatment can be of positive value, it is perfectly undelpdtaihada a
patient may be resistant to risking yet another catastrophe.”

Ehrenberg (1992, p. 52) thinks that thoughtful clinician self-disclosure can engage
the therapeutic dyad in a process which creates, “for many patients, theiopyp dot
discover that it is possible to contain and deal constructively with aspectseviegice
that may have been feared, [constituting] an important fornewfexperiencer his has
healing potential in itself, and can become the basis for increased hopefulness and

willingness to risk.”

Discussion
Neither relational theory addresses the problem of pleasure directigrebif
elements of the therapeutic process can be extracted as pivotal to repawntahziateon
from each theoretical perspective. We might integrate these theoriedotidiveng

ways.
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Through the lens of self-psychology, if the capacity to experience plaasure
self-capacity stunted by environmental deficit and/or impingement, we wopkattethat
restoration of the capacity for pleasure to derive from the experiencsaifobject
functions lacking in the early experience of the traumatized child. Thedetsraall
empathic breaches followed by repair through vicarious introspection on the et of t
therapist and communication of empathic understanding by way of interpretation may
provide a regulatory selfobject function that might effectively addressgonshwith the
experience of pleasure in some adult survivors of relational trauma.

Through the lens of relational-conflict theory, we would expect that the
restoration of pleasure would be embedded in the co-creation of a new relational
experience between the clinician and patient. Theoretically, the individaektsnal
blueprints may be so constricted by traumatic experience that expldrataayior
becomes limited to the repetition of patterns of engagement, which are either
retraumatizing or rigidly reenacted.

The therapist’s ability to reflect upon these reenactments and offer otiterrral
possibilities may also effectively engage the patient’'s capacipldassure. This research
presupposes that some adult survivors of childhood abuse and neglect present with
problems of pleasure and that those problems can effectively be addressed in
psychotherapy. How? What types of interventions might be experiasoexthancing the
patient’s construction of a narrative that includes the experi@ficpleasure? What
therapeutic action might revive or revitalize the capacity for pleasure?

If pleasure is part of the patient’s authentic subjectivity, experiencedgthrou

certain patterns of engagement, then developing both the capacity to initiate, te becom



49

an agent in the creation of one’s own pleasure and the capacity to respond witlepleasur
to such overtures from others, may be essential to the person’s experienesuifeple

Many relational theorists argue that enactments engage the possitifieydevelopment

of new and more complex ways of being. Though crediting the necessity fatizefgl

stable sense of sense, these theorists argue that authenticity is cdrestitbémhanced

by the capacity to experience more complex and multifold selves. Might theityaio

experience pleasure be just such an enhancement?
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CHAPTER Il

METHODOLGY
Research Question

This discussion leaves us with many theoretical propositions about pleasure that
remain to be explored. The primary question is: What is the role of psychotherapy i
restoring or enhancing the capacity for pleasure in adult patients yited histories
of chronic childhood abuse and/or neglect?

Within the exploration of this question many other issues arise, all of which could
not be addressed within the scope of this study, but warrant our attention. Whatesterfe
with pleasure seeking, developmentally? Why do some people seem to suffer #disrupt
to their ability to experience pleasure more than others, despite dimnstlanes? Why do
some people, in the face of disruptions, tend to funnel their pleasure-seeking behavior
into perversions and others turn towards self-injury, while still other moreshcturn
towards avoidance? If the source of the problem is primarily in developmieatahatic
disruptions, rather than in problems of endowment, what, therapeutically, enables
development of the capacity to experience pleasure to either resume ooteslfeklow
do therapists address, recognize, and/or reflect with their patients upon kbesaadi?

Do they? How do therapists avoid recognition of these problems? How do patients
experience these problems in their lives? How do patients discuss, reflect upondor avoi
recognition of these problems in the therapeutic process? Do patients whoreeperie
problems with pleasure find psychotherapy helpful in addressing these ddérifrea,

how?



51

Initial Definitions of Major Concepts

Various definitions of pleasure have been explored in the literature. Plesaaure
complex concept to define. It is not a discrete emotion, but is associated watrsvar
emotions. Tomkins (1963) described nine universal biologically available bfsitsaf
based upon facial expression. In this categorical apprmacts, the emotion most
closely related to the concept of pleasure. Panksepp (1998, p. 182) urges the need for a
scientific definition of pleasure: “[A] general scientific definition bétineffable concept
we call pleasure can start with the supposition that pleasure indicates sgmethi
biologically useful” Pleasure may be understood neurobiologically as the activation of
any of a number of positive affect states individually or simultaneously.

Other literature reviewed defines pleasure variously as the rétefision
(Freud, 1915): “the amount of increase or diminution in the quantity of excitation in a
given period of time” (Freud, 1920, p. 8); “the heart of play” (Perry, 2001, p. 25); and a
developmental complexity that begins with the social smile and expands within the
context of secure affect regulation (Sroufe 1997). Emde (1991, 1999) and Schore (1994)
also both associate pleasure with affect regulation.

The idea of pleasure as being a secondary derivative of object seeking esiginat
in the literature with Fairbairn (1944/1952). Excitation paired with exploratorgviah
within a safe context is at the roots of Csikszentmihalyi’s (1990) understarfding
positive affect. His work is concerned with optimal experience and exphaes t
components of what he found was necessary to this experience.

Flow is Csikszentmihalyi's word for the optimal experience. He definesdkthe

experience in which “concentration is so intense that there is no attentiondefo think
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about anything irrelevant, or to worry about problems” (Csikszentmihalyi, 1990, p. 71).
While not denying that other forms of positive affect exist, he argueshthbest
moments are moments where we are stretched to the limits of our capactiesaotive
and voluntary pursuit of that which compels our interest.

In this study, the theoretical definitions of pleasure were derfineen the data.
Participants’ narratives were analyzed for their individual stive definitions of

pleasure.

Statement of Assumptions

e Trauma, particularly chronic childhood abuse and neglect, can interfere with the
development of capacities for self-regulation, promote dissociative coping
strategies, and induce hypervigilance to the environment and hyperarousal in the
expectation of danger.

e Wherein attention to pleasure may become absent or linked to noxious stimuli
and sensations, pleasure can become potentially confounded or avoided.

e While therapy has the potential to address these problems, it may not do so.

e Narrative data from interviews with matched pairs of patients/therapéstyield
information that will further inform us about definitions of pleasure and treatment
process. Whether pleasure is recognized and addressed, this data may inform
understandings of whether or not recognition affects the experience of pleasure

¢ Narrative methodology as outlined by Riessman (1993, 1994) provides a

systematic approach to analyzing narrative data.
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e Both the structure and content of the narrative will lead to information about how
patients make meaning of pleasure or the lack thereof, and the impact of
psychotherapy on this process.

e The results of the narrative analysis will then be examined in the context of the
literature review to determine areas of agreement, disagreement, antigbot

advances in theory.

Research Strategy and Design

Scope of Study

There has been little discussion of impairment of the capacity to experience
pleasure in the study of adult survivors of chronic child abuse and neglect. No studies
were found that examine the impact of the therapeutic relationship on either agh@anci
restoring the capacity for pleasure in these patients. This studyredahow this patient
population and their therapists defined pleasure. The similarities and diésrienc
patients’ descriptions of what was and was not useful in the therapeutic process i
enhancing and/or restoring capacities for pleasure were compared te¢hptums
given by their therapists.

The problem of pleasure is central to the life dilemmas of children and adults who
have survived child abuse and neglect. This population is enormous. The U.S.
Department of Health and Human Services and National Center on Child Abuse and
Neglect investigated allegations of an estimated 3,598,000 reports of gmmill

maltreated children in 2005 (U.S. Department of Health and Human Services, 2005).
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In 2005, 1,490 children died, while an estimated 899,000 children were found to
be victims of abuse or neglect; 80% of these children were injured by their omtspare
(U.S. Department of Health and Human Services, 2005). Children and adult survivors
present a variety of symptomatology, which includes depression (Browne é&llank
1986; Polusny & Follette, 1995), anxiety disorders (Mancini et al., 1995), self-noutilat
and suicidal behavior (Green, 1978; van der Kolk, Perry, & Herman, 1991), sexualized
behavior in children (Cosentino et al.,1995), sexual dysfunction in adults (Russell, 1986),
substance abuse (Dembo et al.,1987, 1990), complex post-traumatic stress disorder
(Herman, 1992), and dissociative disorders (Saxe et al., 1993, Putnam, 1997).

Putnam states, “[M]ost studies find that the majority of traumatized childre
manifest one or more symptoms that fall within the core PTSD symptom set” (1997, p.
32). Additionally, the DSM-IV-TR (2000) contains a long list of features commonly
associated with PTSD: numbing, persistent arousal and re-experiencing, phobic
avoidance impaired affect modulation, somatic complaints, social distress, casgarom
relationship functioning, shame, despair, and hopelessness. All the aforementioned
clinical problems may involve a loss of both psychological and physiological
equilibrium, which induces the avoidance of, disruption of, or inability to experience
pleasure. The questions of how pleasure was developmentally disrupted in the context of
trauma, how individuals experienced this disruption in their adult lives, and how these

problems were addressed in their psychotherapy will be explored.



55

Data Management and Analysis
Setting, Population, and Sampling Sources and Nature of Data

Availability sampling was used to recruit participants for this study (R&bi
Babbie, 2005). Participants for this study were recruited from two populationsrgthe fi
population studied was therapists of adult survivors of childhood abuse and neglect. The
second group of participants was recruited from adult survivors of childhood abuse and
neglect who were currently engaged in treatment lasting over one yeareowmthm$iad
completed treatment.

Subjects were recruited through e-mails sent to members of professional
organizations, professional workshop handouts, postings at psychology and social work
conferences, as well as flyers posted in clinical and medical waitingsrddost of the
therapists recruited their patients and some of the patients recruiteithénapists. One
short demographic survey was the only additional instrument used (Appendix D).

In this qualitative study, adult patients and their therapists were inted/eveit
the patient’s experience of pleasure and what was thought helpful in theytheyegss.
Sixteen patients and 15 therapists were interviewed for this study. One patient
interview was dropped from the data, as the patient’s therapist never cahigete
interview. Three other patients who applied to the researcher as study subjects w
dissuaded from participation upon initial contact. It did not appear that these subjects
adequately felt that they were entitled to the right of refusal.

Subjects were interviewed individually for approximately 90 minutes. Rigesma
(1993, 1994, 2008) narrative analysis methodology was used as a beginning guide to ask

open-ended questions intended to elicit how the patients and their therapists understood
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and made meaning of pleasure within the context of their life and their expenence i
therapy.

Patients were interviewed about their definitions of pleasure, their lifgiexpe
of pleasure, and changes in that experience during and after psychotihegpyere
asked to describe their experience of pleasure. Therapists were intelraleowg their
experience of the therapy with their patients and asked open-ended questions to help
them articulate what they understood about their patients’ life experienaastipg and
ways that this was addressed in the course of therapy.

Subjects were also asked about the exploration of experiences of pleasure withi
the psychotherapeutic process. Both members of the clinical pairs wedevaskt they
felt in the psychotherapy had helped change the patient’s experience ofgleasur
Questions that were used as an interview guide are denoted in Appendices E and F. All
patients were interviewed prior to interviewing their therapists. Everydubgs invited
to follow up with the researcher should they have additional thoughts after teerent
was completed.

Pleasure was not operationally defined. The researcher depended upon the
subjects’ own perceptions and definitions of their experiences. Differendes a
similarities in subjects’ definitions of pleasure will be discussed in tiaknigs.

Interviews were assessed to give voice to the significant factors, abeddxy
the patient-subjects that had defined their experience of pleasure and tioeitids
with pleasure, both historically and as addressed in the therapeutic proogss us

Riessman’s (1993, 1994, 2008) methodology as a beginning guide. Themes that emerged
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for each individual, for the patient group, and the therapist group are delineated
(Riessman, 1993, 1994; McLeod, 2001; Creswell, 1998).

How narratives were constructed to create meaning is analyzed. Asvearrati
were reviewed, attention was given to assessing similarities ardedites within the
narratives of therapeutic pairs regarding the subject of pleasure wighiiherapy process
itself. Additionally, interviews were reviewed to evaluate similarisied differences
between the themes that emerged from the patient group, as contrasted toetihese t
that emerged from the group of clinicians (Dalenberg, 2000; White, 2004). Results are
compared to previous theories presented in the literature review about defioitions
pleasure. Of the literature review, only one qualitative study (Csikszemymit@00)
was found in which subjects were interviewed about their experience of positiets aff
Though subjects in this study were known to be adult survivors of abuse and/or neglect,
they were asked about their experiences of pleasure. The results of thigrstudy

compared against the results of Csikszentmihalyi (1990) for definitions slpéea

Data Management
All subjects signed an informed release (See Appendix A). All subjects’tidenti
are protected and confidential. Interview subjects were assignedralatta number for
transcription purposes. All patient interviews were coded as “A.” All therapestiews
were coded as “B.” Clinical pairs were coded with the same number. Tipbesaas
thus coded as 1A and 1B through 15A and 15B. All identifying information has been

removed from the transcribed interview and interviews were coded for idesttibat
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subject identities can and will be kept separate from the data. All trarstsipre kept

in a locked fireproof box.

Statement on Protecting Human Subjects

These subjects are considered part of a population that is potentially at risk.
Asking questions about both their trauma histories and psychotherapy could potentially
be upsetting. However, several studies of adult trauma survivors have shown distress t
be minimal (Carlson et al. 2003; Barlow, 2007). Carlson et al. (2003, p. 138) found in an
inpatient population of subjects that “70% of participants whose level of upset was
known experienced low or moderate levels of distress when answering det@ectw
guestions about PTSD and trauma and about half (51%) found participation to be at least
somewhat useful.”

Subjects in this study were outpatients who would be presumed to be less
psychologically distressed than an inpatient population. Risk was further medidbed b
availability of patients’ therapists and instructions to therapists to onlgithase

patients to participate in this study who they think will benefit.

Limitations of the Study
This was an exploratory study of a very small sample and hence not gaidzaliz
to any larger population. With only one interviewer, results were completetyp life
sole interpretation of the researcher. Comparisons are made to data from othe
interviewers conducting similar research, which were few. Imjpdica of this data are

thus limited.
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This study is limited by a self-selected sample. These findings mary aeifact
of this sample. Subjects may have volunteered for the study due to innate eaplaaiti
rendered the topic more salient for them. Subjects’ preexisting interest urbjaetof
pleasure may be indicators of capacities and bias that cannot be separatad the

data.

Implications for Future Research
There is a paucity of psychodynamic research about pleaseree@d to further
investigate the post-traumatic disruption by survivors of childhood abfusieeir own
pleasure. Studies are needed to investigate the many consequences of attemaliz
Future research is also needed to address the following questions.
e Would these subjects’ definitions of pleasure hold up in a larger sample?
e What are the variety of ways traumatic experience is re-enacted.
e Questions arise about what the meaning in the therapeutic milibea tiferapist’s
pleasure or lack of pleasure is in her relationship with the patient?
e How do patients’ understand what is helpful or not in psychotherapy?
e Is pleasure a resilient capacity?
e Can pleasure be understood as a subset of one of Tomkins innate afffects
interest/excitement or joy/enjoyment?
e How do we study the development of self during a psychotherapy?
e Is pleasure a factor in the elaboration of self?
e Can individual capacities be separated out from some overall argasteucture

of mind?
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CHAPTER IV

INTRODUCTION TO THE STUDY

Findings and Definitions of Pleasure

The next five chapters represent the findings of this study. Each chaeizesy
some thematic understanding derived from interviews with both patient-sulmjdcts a
therapist-subjects. Chapter V is entitled “The Disrupted Story.” This ahapteduces
the findings in general and discusses the variety of ways that patienttsabjeilate
the disruption of pleasure in their lives. First discussed is how therapists amdspatie
defined pleasure. The discussion that follows illuminates the varietyerhakt
interruptions and assaults upon pleasure that this population experienced. The chapter
ends with a discussion of the internalized patterns of disruption that the subjects
expressed.

The second chapter of the findings, “The Crossover,” compares the narcdtives
the patient-subjects with those of their therapists. Upon review of thertpassa
remarkable congruence was found between the stories told by therapists emd.pati
How the stories were told differed, yet in a relatively brief interview of@pmately
one and one half hours, in response to the most minimal of prompts, therapists and
patients consistently told the same story.

The third chapter of findings, “Out of Frame,” discusses moments of import

wherein the therapist-subjects stepped out of their usual therapeutic Tizene is a
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long tradition in the field stressing the importance of maintaining an e#rida
therapeutic treatment frame. The therapist-subjects in this studyaaliydeoke to their
beliefs in the necessity of a clear treatment frame.

Although all the therapists are psychodynamic practitioners, they vatiiee in
particulars of how they constructed that frame. Of note in the data was the number of
therapists who commented on a particularly significant therapeutic moment of
engagement outside their normative treatment frame. For every therapist-siigedold
an out-of-frame narrative, their patient told their own version ofsaisemoment. The
same moments that surprised the therapists were experienced by theis pat@motal
to the success of the therapy.

The fourth chapter of findings, “Repair: Everything is Possible,” discukses t
relative importance of pleasure in therapeutic repair. So is pleasure intportae
therapeutic paradigm of repair for survivors of chronic childhood abuse and néglect?
this study, all subjects endorsed both the idea that the capacity for pasuzssential
to healing and that pleasure itself was problematic. In this chapterillvdesauss the
importance of pleasure to these subjects, review how pleasure is problematierand
discuss what they found therapeutically helpful in repairing their difficuiti¢h
pleasure. Their therapists’ perspectives on what was helpful will be compared.

In the final chapter of the findings, “Finding a Self,” we will discuss the
surprising determination of the subjects to educate the researcher. Thes chapt
enumerates the various steps along the way to finding a self. Discussingepfeasur
these subjects was so intricately interwoven with the fabric of identttyitamportance

to them of finding a self emerged over and over again in the interviews. grigstihg to
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note that the researcher made no conscious attempt to facilitate a comvexrtsaitit the
development of self across the life of these therapies. Subjects werasie@if they
experienced a change in their identity over time. Subjects spontaneously spoke about
finding a self in the context of talking about pleasure and the problems they had
experiencing pleasure. Upon doing a word search, the researcher was astorfisded

in the interview transcripts that subjects had used the word “self’ approkimi@te

times.

Introduction to the Study

This chapter discusses the variety of ways that psychotherapy peatentgere
subjects in this study articulated a narrative describing the disruptionastipéein their
lives. The story of this disruption is told both by the patients themselves and by their
therapists. First discussed is how therapists and patients defined pleasutiscligon
that follows illuminates the variety of external interruptions and assaults ugasup
that this population experienced. The chapter ends with a discussion of the intérnalize
patterns of disruption that the subjects elaborated upon.

Sixteen patients and fifteen therapists were interviewed for this study. The
sixteenth patient interview was dropped from the data, as the patient’s theeapist
completed her interview. Three other patients who applied to the researshafyas
subjects were dissuaded from participation upon initial contact. It did not appear t

these subjects adequately felt that they were entitled to the rightisékef
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All of these interviews were predicated upon borrowed trust. The patient-subjects
decided to participate in the study after consultation with their theralgistt of the
therapists recruited their patients and some of the patients recruitetthénapists.

All of the patient-subjects said they were concerned about their safety in
relationships. Feeling safe with me was a criterion for their decisagperticipate. They
felt safe because their therapists told them that | was trustworthyoridyeikperience in
the field working with survivors of abuse and neglect was important. They saigdd w
understand “people like me.”

My being female was also a factor. One subject laughingly said, “You kmow I’
here because my therapist says you're all right. But you understandytbatvere a
man, | would never have shown up.” He was abused by men, as were most of the subjects
in this study, and told me that he was still trying to “work out that there were goothme
the world.”

Most of the patient-subjects spontaneously said they felt empowered by the
opportunity to participate in the study. They hoped that they would be able to help. They
wanted to contribute something, give something back for what they felt theipister
had given them.

They wondered if their stories would help therapists help someone else. Even so,
these subjects struggled with pleasure. Their pleasure in participathegstutly was not
without conflict:

| don’t have a lot of pleasure in my life unless it's something that | feel jt5&s if

serving a purpose for someone else or, you know, I think to a certain extent it is,

uh, somewhat of a pleasure, but not just pure joy. | mean, it is a pleasure for me

to, like, even coming here today, um, there was some struggle with that because
initially | was, | wanted to, to do it because | would be helping you to help others.
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And then there was some sort of, a little bit of excitement about just the process of
it.

Definitions of Pleasure
How did these subjects define pleasure? Pleasure was experiential&ddsf
the subjects. The patient-subjects made a clear distinction between defwiifpbeasure
and activities that were harmful, but which provided distraction from pain. Coping and
escapism were not retrospectively seen as inherently pleasurable.t SAbjess
particularly articulate on this point:
Before therapy, | would say pleasure was really discombobulated. | meas, it w
just all based around drugs and sex, um, you know, sick relationships. | really
didn’t do anything for myself at all or have a lot of self-interests, and, you,Know
would say, you know, lot of drug use. A lot of drinking, and | felt that that was
pleasurable at the time. | don’t think | realized what real pleasure aagngw,
and sometimes, today, | really have to think back, is this something I'm egjoyin
is it something pleasurable to it, especially without the drugs and alcohol and

without being in a sick relationship or something like that. I've had to really find
things.

She goes on to say she learned to cope as a child “by escaping from reality. Thi
was through my imagination and daydreaming most of the time. Later, as fritedul
forms of escapism that | came to know came through alcohol and drug use or making
believe something was real that wasn’t.” Subject 6A describes the probswathi

| used to listen to a lot of angry music [deep breath] which fueled the rage and |

used to think that was pretty pleasurable, because | could actually feel the

adrenaline pumping through my veins. | don’'t know now; it's scary. | don't listen
to that stuff no more. | kind of fell back into it, but I told, told her [his therapist]
her about it and so | returned the music back to the library.

Definitions of pleasure were both complex and multi-faceted. Two major

categories were delineated. Pleasure that derived from the idiosyocgatnczation of
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the self, sensory pleasure, and interests were often discussed. Pleasureitin ot s

in relationship was an even more predominant theme.

Pleasure in the Freedom to Pursue One’s Own Interests:
Agency, Identity, and Initiative

In this category, subjects talked about things they liked to do, the pleasure of
being free to pursue that which interested them. Examples of these pleasus are
without conflict. Subject 4A discusses how she learned to knit:

| actually | learned it years ago; | do some pet care and a client wasea &nd |

noticed that then and asked if she would teach me and it seemed something, at the

time, that it made her happy. | could see, too, that teaching me and having me

interested, you know, we did a barter; it helped, too, 'cause she taught me knitting

as payment for my care of her animals. | thought it would be good because I,
like, have picking and chewing issues with my fingers. So, it was sort of like a
purposeful thing to do, was the initial thing. And | also have trouble also
accepting money for anything that | do; | have issues with that, as well, so it
helped in that regard.

And so |, she taught me and then | was doing it for a while, it was years
ago, and then, and then | started to just derive pleasure from the actual knitting
itself. And I'm not saying that | was conscious at the time, but | know thag | wa

enjoying it and just unto itself, separation from anything and not just as a means

of preventing me from chewing on my fingers.
Pets were mentioned by a half dozen of the subjects as sources of pleasure.

Subject 3A says:

Blake and Jake are cats. They're about three. And, uh, Blake gets into absolutely
everything; if there is something to knock over or a cover to get into, he’s in there.

And so they play a lot and they'’re, and they're really silly, so, they make me
laugh. | have parakeets. They're very, very messy. [Laughs] But, Idaaakeets
'cause | like the sound of the, the chirping in the house. Seven. I've got a really
big cage for them. So they all live together. Yeah. And then I've got a couple
aguariums. I've always had, love fish and all kinds of animals. | would adopt
many more if | could. | want to adopt another dog, but Mickey would just pack
her bags and not be very happy.
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Another subject vividly described her joy of water. Subject 5A says:

| find a lot of pleasure in water. If it's a pool, if it's an ocean, I'm realbt,j

there. | find a lot of, that's where | feel freest, is when I'm in the waike, you
know, and getting under it with nobody, just my thoughts, nobody can hear me
and | can make noises and only hear them myself. And so, I, | love the water. |
love the waves. I'm not a great swimmer, but | can just stand by the shoré¢ and le
it knock me down for hours.

| feel just beautiful. That's where | feel my most sense of peacehg by t
water. And if it's, you know, we got like a little [Laughs] one of those little blow
up pools that we put up every year now in the yard and, you know, | just sit in my
little lawn chair with my windchimes and | sit in a little floaty chaadd’m
happy; I'm okay. [Laughs] Nothing can bother me, so that’s one of my great
pleasures.

For subject 13A, the pleasure was being on, not in, the water:

For 20 plus years | lived by water; for me, it was boating and probably like 5 or 6
years into being married my husband finally got to the point where | waseallow

to take the boat out by myself and that was really pleasurable out in the middle of
the water with nothing around you and just feel peace and calm and—and then
there’s the opposite extreme. We rode motorcycles together, too. [Laughs]

Music was mentioned a number of times as a source of ple&sinect
7A says:

| can remember one Christmas we’d gotten a little organ. That was excitng. W
could play it, but we couldn’t play it very often, 'cause it was irritating to people
[Laughs] You know, we held on to that thing for years and years. | don’t even
know what happened to it. It was enjoyable to play 'cause | don’t remember
music ever being played in the house unless they were drinking. And | think there
was a lot of times that we could sit at that piano or organ, which is, it was right at
the window, and we could watch out, 'cause we didn’t get to go outside a lot, but
we could watch outside and just, trying to play, to read the notes, and make
something sound good.

Numerous pleasurable activities were delineated by subjects. In additiongo thos
already cited, subjects told stories of tea parties and baseball, gaolkisg and

painting, doing puzzles and enjoying the fresh air. Many subjects mentioned gwegdea
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of reading and writing. Even so, pleasure with and in the other in a relationship was a

more predominant theme.

Safety in Relationship: Pleasure With and In the Other

Over and over again, patient-subjects talked about safety, both as a pleasure in
itself and linked to the possibilities of interpersonal pleasure. “| was safd,5gbject
1A. Talking about the pleasure she finds in her relationship with her dog, subject 3A
says, “She’s absolutely beautiful, everybody that sees her says how prestastiehe’s
very protective of me, which makes me feel safe.” Subject 6A smiles as halialksthe
comfort of being with his therapist in her office. “I'm not ready to leave theyegsYou
know, I'm not. | cry almost all the time when | have to leave there, | feelfedlsae, so
connected, it's like my home away from home.”

Pleasure in connection was a common theme. Patient-subjects talked about their
therapists’ reliability and consistency. They were delighted in théities to assert
themselves, feel protected, cared about, and secure in their therapistesabilit
maintain appropriate boundaries. Subject 5A laughs as she tells me:

Well, | think by setting really good boundaries with me and | think that's how |

learned what a boundary was, by just realizing that boundaries were there and that

they could be set. And that they were good things, that they weren't ndgessari
somebody pushing me away and saying, | don’t want you, | don’t love you. That
there’s a way to set a boundary in a loving way and, | mean there were times
where there was some transference or I'd be pissed off because sormgbimles

think | have the right to be friends with you, you know. [Laughs] We should be

able to hang out together and she just clearly still sets the boundary. You know,

she’s like, look, you’re never coming over for Thanksgiving dinner! But we laugh
about it.
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Subject 10A tells me that “one of the most valuable things | learned in therapy,
especially working with C., is she was very consistent. That was what made msuje
me very happy.” Subject 1A makes the same point:

You know, | guess there’s just some people in life that you feel are genuine tha
you really want to, that want to have, and are consistent. That was a hard thing for
me before [Laughs] with the other therapists. Well, she used to cancel a lot,
[Laughs] even while | was on my way driving there. And, M. seems like she
always remembers what we were talking about and sometimes that othpisther

you know, before, she wouldn’t remember. [Laughs] I'm always so amazed that
M. does remember stuff that | was telling her. Yeah, she’s consistent. | think

was always, | didn’t know, | used to be anxious just about going that day to my
old therapist, because | didn’t know if she was going to cancel. You know, it just
reminded me of [Laughs] a long time ago.

Subjects discussed their pleasure in relationship not only with their therapists, but
with others whom they felt a sense of connection and belonging. Subject 15A lights up as
she gives this description of finding people in whose company she found pleasure:

| was a good student and in the drama club and all that stuff and | acted and
continued on with that in college to even after college. You know, that is one
place where I've always, kind of, felt like | belonged, because theatre people, i
general, are a bunch of misfits that all come together. And it’s just aeditfe
group of people and, um, for whatever reason | really fell in love with, with the
whole thing and so even, starting in high school, I did a lot of acting and then
when | was on my own and, you know, got into my apartment, | was working, |
joined a theatre group.

And, | have to say, there | was happy, there, when | was there, in that
building doing whatever it was, even though it was exhausting to work all day and
then go do that all night. It didn’t seem to matter because | enjoyed myself s
much. | went into set design and learned how to do all of that and, it was just a
place where |, it seemed like there were no limits to what you could do. | alas re
close in high school with a bunch, the people in high school, in the drama club
and | guess you could say | dated one [Laughs] who is now my best friend in the
world.
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Next in this extensive narrative Subject 13A talked about her daughter. Clearly,
the joy in her adult life has been organized around raising this child. She delights in
giving and sharing with her daughter the childhood that she herself never had.sShe say

| think my daughter is my biggest pleasure maybe until she turned 13, which was
just recently. [Laughs] So I'm still adjusting to her being 13, getting toresque
childhood through her, through her eyes. And, maybe I've gone to an extreme
because she doesn’t want for much and thinks that life is a pleasure cruise.
[Laughs] But it's been fun. It's been fun watching her learn and grow aly rea

to see what childhood was supposed to be like. Well, pre-13. [Laughs] | mean, |
don’t know, people talk about the terrible twos. The twos were wonderful; | loved
'em. The temper tantrums were cute, watching her explore and get into trouble. It
was like, wow, she’s discovering life. | was fascinated with the twos. l£ssti#
woke up and she’s 13 and it's like, where’d the pleasure go? You know, literally,
she got up, | said, ‘Good morning, sweetheart,” and she said ‘grrrr.” Okay, she’s
13. But | still try; like yesterday we went and siiere the Wild Things Areend

| know you’re not supposed to do it and most moms would have, we had a little
popcorn fight. Was that the end of the world? | don’t think so.

For me, it was really fun and it was fun to watch her, knowing that this
was something that, whoa, we shouldn’t be doing this, but | don’t know; | just
thought that was hilarious. You know, so it’s really, | think watching her learn
and grow and to see what happens if and with her quite often I'll take what my
childhood was and I'll do 180 degrees. I'll just, okay, that's not happening, but |
go to the opposite extreme. But at the same time, it's been so much fun watching
what life is supposed to be like for a child. What happens when you give a child
the tools they need to grow and see who they become, you know. It's fantastic
and it's funny, because she’s adopted and everyone that sees her is, like, no way,
she looks just like you, you know, it was meant to be. So, | think being her mom
is probably the greatest pleasure that I've ever had; | mean, even on thedad day
you can find something, you know, pleasurable about it.

Subject 2A tells about the deep sense of connection she always had with her
younger brother and now feels with her niece:

My brother is somebody who always brought me pleasure. He's 8 years younger
than me. So, he’s like my baby. So I've always taken care of him and reading
with him is something that I've always loved to do. | do all the voices and the
Harry Potter books. We [Laughs] always read them together and so | wigag star
when he was in second grade. We read them all together until they were done.
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But there is always, no doubt, always my brother, my nieces Shgears
old and she’s also like a little world to me. [Laughs] She aaks her fairy
godmother 'cause I'm her godmother. They say no, she’s your godmother. N
she’s my fairy godmother. [Laughs] She’s just wonderful; I love her to death.”
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CHAPTER V

THE DISRUPTED STORY

Within the 15 pairs retained for data analysis, a consistent theme of disrupted
pleasure emerged, with variations. Every clinical pair told a life stargtinge of both
the experience of pleasure and the disruption of pleasure. No patient-subjecésl riy@ort
complete historical absence of pleasure in their lives. All patient-sslvggmbrted some
childhood experience of pleasure and some pleasure in their lives now. Pleasure was
shown to be a surprisingly resilient capacity in these subjects, despamektadverse
childhood circumstances of abuse and neglect. Pleasure was preserved andvpésasure
disrupted. All patient-subjects reported historical, interpersonal intertexeitic the
experience of pleasure. Each reported the emergence of intrapsycheremezfwith the
experience of pleasure across their lifespan.

I've had some great things in my life; I've had some really hard things infeny |

but for some reason, I've been able to hang onto those things that really make me

happy [Laughs] and get me through a lot of stuff. When | was growing up, it

wasn’t all bad all the time. You know, so it’s not like | want to complain about

anything. It's just that, there were some difficult times. [Laughs]

It was hard to get through that. And the reason | even went into therapy is
because | just didn’t want those problems from my past to bother my present and
future. | wanted to be close to people, but | had a problem. [Laughs] | was afraid.
So, um, it did effect, not just physically, | mean, you know, trusting someone that

much with yourself, you know, to be able to, uh, just be able to breathe around
someone and know you can say whatever. And not be afraid. | was always afraid.
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This discussion of fear stands in contrast to the previous discusssafedy.
While subjects repeatedly mentioned safety as the medium fexpiegience of pleasure,
fear was connected over and over again with the disruption of pleasespiteDthe
linking of fear with pleasure in a popular culture of thrills andrysgaovies, these
subjects found fear disruptive.

The repetitive exposure to danger did not create mastery @reiF&ar disrupted
their capacities to experience pleasure. Although every patidpect’'s narrative
included descriptions of their pleasure, every subject also constracstdry of the
interpersonal traumatic disruption of pleasure and the intrapsycpeétitren of that
disruption.

Some told their stories historically, from disruption to resumptiopleésure.
Some told of the disruption with only an afterthought of pleasure now. &udha tale
of pleasure with a long reach back into their past with only tleetldught of disruption.
However the stories were constructed, they were all storiggsobfems with pleasure

deriving from the interruption of their pleasure through traumatic interpersguagf.i

How Did Subjects Describe the External Disruption of Pleasure in Their Childhoods?
Annihilation of Pleasure
Subject 10A tells of the disruption of what was precious to him in his childhood.
His story describes the malevolent destruction of both a deeply pleasuratitenssiip
and the exploration of his primary intellectual interest. Though he speaks cardglly, t
story was difficult for him to tell. He was upset as he was describing thestselt is a

narrative about his central loss of self. He is still grieving as he telteism&le. | include
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our process, as it was apparent to me that he needed my responses, as verbalyaminim

they were, in order to tell this story that he wanted to tell me. He pauses fhequéms

telling.

10A: [Sighs] Well [Laughs] pleasure existed in a vacuum. Because | was
surrounded by so much horror, | would assume that that, because of the
dissociation, earliest memories of pleasure would be living in my own head. |

grew up in the country; the nearest neighbor was over a mile away. There were no
houses in sight or anything, spending time by myself in the woods. | got a lot of
pleasure out of learning. | was studying with a college level student whexlshar

all of his textbooks and everything and | could identify every plant in the forest.
That brought an enormous sense of, oh, not only pleasure, but some kind of
fulfillment and sense of self and satisfaction. But then it went away. lalsas

very deliberately stopped.

Janet: Okay, so somebody intervened.
10A: Yeah.
Janet: Interrupted that part of your life.

10A: It's the ability to take anything that gave me pleasure and turn it into
something really quite traumatic and horrible. Especially looking back and putting
together pieces that are coming back. [Sighs] | guess, specifical ity
stepmother.

[Long Pause]

| haven't really sorted through whatever could possibly have been going through
her head; | spend a lot of time trying to psychoanalyze the people around you and
then eventually realize you just can’t. | am not sure if it gave her satisfac do

that or if she just felt it was part of her job. | do believe there was some kind of
malicious intent and that she enjoyed the suffering of others, so. She was very
good at it. The studying in particular.

Janet: Because that was something particularly, that was precious to you.

10A: Yes, and | was [Sighs] | guess | could have been considered precocious. |
mean, | was in the sixth grade and studying at a college level.

[Long Pause]
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And it was fairly obvious that this was the field that | could have—

[Long Pause]

—really done something with it.

Janet: Mm hmm.

[Patient is agonized telling this story. He needs quiet, patigngathic attention

to continue.]

10A: And, she destroyed it and in the best possible way she turned it into one of
the most shameful, humiliating experiences | had growing up. She [Laughs]
accused the guy who was helping me of being a sexual predator, because she said
there was no way anybody would want to spend time with me like that unless

there was something else going on. Derived, possibly, from the fact that that’'s

how her family, possibly herself, responded to me. So, it just brought it to a
crashing halt.

Pleasure Precluded

While Subject 10A describes the active intentional destruction of pleasure tsubjec

4A speaks to pleasure primarily being excluded, not destroyed. The subject ddseribe

mother’s control over what pleasure she was allowed or not allowed. Her undergta

was that pleasure derived from her own initiative was precluded. My questerigef

lack of understanding. The problem she is describing is not one of constant danger. Her

hypervigilance is focused upon her own initiative. Her mother’s abuse wasldigt wi

unpredictable. Her mother was reactive to the subject’s own sense of agency.

4A: So, | think that that's the main part that has had a problem with allowing me
to have any kind of joy, pleasure, it’s just too risky.
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Janet: It’'s too risky because you won't be paying attention enough to your
environment?

4A: Yeah, not paying attention and also the fact that any kind of pleasure for
myself, having a self was the trick, to be if | had a self separate froabtiser,

that on any level. | mean, | had to. | kind of mastered really during the time of
abuse and trauma, | mastered as much as was possible, what to do to try to avoid,
the trauma. And one of the things that triggered it, is just any having a self
separate from the abuser. Being and especially having any kind of joy arrpleas
separate from that individual. It was presented and it triggered the abuse, so |
think that that's played a huge role.

Janet: Do you have one particular memory of pleasure interrupted in that way in
your childhood that you could tell me about?

4A: Well, | had a great love of music, but I didn’t get to choose what instrument |
wanted to play. And at one point | played the cello and the piano and | would
record the piano and then play the cello.

Janet: Mm hmm.

4A: | had a little tape recorder and | would play, accompany my own playing, but
it wasn’t considered within the category of, you know, actual practicing. So, you
know, the physical and the verbal abuse would ensue when | would do something

like that. That strayed in any way, from what was considered requiredsi’toe
sound very extreme, obviously, but it’s just one little example.

Manipulation and Exploitation of Pleasure
Subject 7A describes how her cooperation was manipulated through the offering
of something she desired. The object itself was pleasurable, but not freely gigen. S
lived in poverty as a child. A Barbie doll was an unimaginable luxury.
7A: Because | think there’s a hidden agenda most, most likely with pleasure.
[Sighs] There’s always been something, in order to get the pleasure, there’'s a

payoff for somebody. You know, it never has been given without some kind of
attachment to it, behind somebody’s thoughts.

Janet: Could you give me an example?
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7A: Yeah, | can remember, during some of my really, really horrible abtise wi

my uncle, in order for him to get me to behave the way he wanted, he was gonna
buy me a Barbie doll and | found pleasure in Barbie dolls. But, yet, he turned that
around and made it something that wasn’t pleasurable anymore. He used the
thing-things; he used that to get me to do what he wanted me to do. So, now |
guestion things. Okay, | have pleasure from this, but do | get to keep it? [Laughs]
Do I get to own this? Is this mine or is there something that's behind it that’s
gonna hurt me in the long run? And drinking [Laughs] used to be pleasurable.
Janet: Mm hmm.

7A: Because it was an aid to help me forget and help me relax and help me, you
know, play my heart out of my sleeve, so to speak.

Janet: Mm hmm.

A: And now it’s, it's not pleasurable anymore.

Pleasure is Dangerous
For subject 14A, pleasure is dangerous. Love is dangerous. Liking sex is
dangerous. It all leads back to her father and his exploitation of her vulneralbiéty. S
describes the difficulty she has feeling her attachment to her husband. How the
attachment itself seems dangerous. Together, as we talk, she is discogering
understandings of how love and sex and pleasure came to be experienced as dangerous.

14A: He was a senior in college, he was a senior in law school. He, he’s 8 years

older than | am.

Janet: Mm hmm.

14A: Where people used to go, maybe they still do, to meet. And he proposed to
me after 2 months and | said, well, I'm in love with someone else. Because | was
and that guy had broken up with me because | was crazy and | didn’t realize it at
the time. But from his point, and also because he had heard about my being raped
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by this group of fraternity guys. And, and | didn’t remember it. So we goiedarr
because he was ready to get married. And it seemed like we would be compatible
And | would say we are compatible. | would not say that | love him because that
would be dangerous. | don’t; sometimes I think | do and then, but mostly | just try
to say, oh it's not such a big deal.

Janet: It would be dangerous—

14A: It would be dangerous. | guess | have the phobia, the intimacy phobia. | do
better standing back.

Janet: What | was wondering, when you said that if you have an answer for
yourself. | imagine that most people would say that loving someone was a kind of
pleasure and you said, we’re compatible, but | wouldn’t say that | loved him
'cause that would be dangerous.

14A: Yeah.

Janet: And | wonder if it feels that the pleasure feels dangerous?

14A: Yeah, it's probably, at one point when | was older, maybe when | was 16,

15, my parents locked me in the cistern in our house, which was a walled up

room. And you had to climb into it. But when that, the window was locked. | was
there alone in this basement and my dad came down one night and raped me. And
| think that | might have liked it, so, yeah, | think that’s very perceptive of you,

that it's probably linked to him at that point; everything’s linked to him as far as
emotions.

How Did They Describe Their Own Internal Disruption of Pleasure?
Many subjects described how they now interrupt their own experience of
pleasure. Interviews were replete with examples of how these subjectschtow di
themselves what had been done to them. The interruption of pleasure moves from an

interpersonal phenomenon to an intrapsychic event. Subject 4A says:
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| disappear with a lot of sleep and I'm constantly censoring myself. | dond
movies or things like that. | read, but a lot it's hard for me to read, just 'cause it
feels like the knitting. Knitting | love, that but | don’t ever do it because once it
has started to be something that was just purely pleasurable | got. | disaitiss it
my therapist, like it's a phobia of sorts, because it became something thattwas jus
purely for me.

And then it became something that | couldn’t do until everything’s crossed
off my list. And | can never get everything crossed off my list. So, it's @ hug
thing that I'm working with, working on with my therapist. | am strugglinghwit
deriving any pleasure, any, that is purely for me. And so there was that@ispect
just, um, that wasn’t permitted.

15A describes her own self-sabotage. She unconsciously arranges for herself to
feel humiliated at a moment of achievement:

| guess primarily the first thing | think of saying is it takes a lot tbgéssasure,
feel, uh, like I'm in the moment and, and especially around happy things and
happy gatherings and that kind of thing. Um, you know, | think back to, well,
specifically, like, uh, my senior year in, uh, college.

| had won this award where we were told to, to show up to this assembly
somewhat dressed up, because there was a possibility you were winningdn awar
[Laughs] So | was so, at that point, down that dressing up, just, nothing mattered
to me, really. And, so | went and | was in jeans and t-shirt. You know, looking
like a ratty college kid, | guess. And, | thought | was just gonna go up with a
group of people for whatever the honor association was at that point, but | didn’t
know that | was going to win an award. It was the first time it was l@irsgded
for people who made a contribution to the community and service oriented and
that kind of thing, and it was a cash award. But they made sure they brought it up
at this thing so that caused me to have to go up there all by myself.

And what should have been this, kind of, really wonderful, overwhelming
thing. | found myself in, feeling two ways: Embarrassed at the way | looked and,
um, | just wasn’t as happy as everyone else seemed about. And | didn’t exactly
know why, then; | mean, | can look back now and see but, you know, | always
downplayed anything that might have been good about, you know, happy or
whatever.

Subject 10A is very clear about hisown internalization of the disruption of

pleasure. This is a topic that is familiar to him.
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10A: I've done a lot of work on it. | think that it became, interesting word, that it
became integrated. | think there was absolutely a point, probably before | even
left home, that | internalized the interruptions and that it was no longer nelgessari
outside forces but things from within. There’s an enormous sense of guilt to
feeling good about anything and fear, a lot of fear.

Janet: Do you feel like you experience pleasure in your life now with less
disruption, less guilt, without guilt?

10A: Yes. | do not believe | experience it as intensely. | think it's more stensi
but much more low key, because that seems to be what | can handle without
tripping those earlier triggers.

Ultimately, for many of these subjects, manifest displays of pleasuoeidady
disappeared. Preoccupation with the trauma and the secret of the trauma predominated.
This subject describes both the initial frantic attempts to keep awaré¢itessand the
development of a lifelong coping mechanism that virtually excluded the possibisity
relaxed enough state in which to experience pleasure. She says:

Pleasure, kinda, got lost. Issues started to happen; | started being vedlyIscare
started to be afraid to be in the house by myself. | started to, needed to, go and see
a psychiatrist who wasn’t very helpful, who was medicating but still it didn’t

bring anything, no happiness was brought back by the medicines.

| don’t know; sometimes, when you get hurt and you don’t want anybody
to know, actually you can’t get any help. So, we think it's a secret, everything is
you’re not feeling well. You’re not doing well but you pretend like you don’t
know why you're not doing well. Everybody else is trying to guess why it is. And
then you start blocking things, you start to come up with reasons. Well, I'rd afrai
of the thunderstorms and that’s what’s causing this.

And that just, | don’t know, things don’t get better. They just get put
back, back, back, back there, just push it back and don’t think about it, just move
on, you have to move on. And you’re moving on but something you lost, you got
moved, definitely you moved to the next step, to the next class, to the next year in
school, to the next year in life, but things get, kind of, lost and | am not finding it.

You don’t even want to find anything; you're not getting help because you
don’t want help, you just want to get busy and get going and just try to forget the
stuff and leave it, leave it and just move on. And after a while everything’s back
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really sad. And now everything for me regarding happiness is short life, short-
lived, you're talking seconds, you're talking minutes, uh, doesn't last very long.

Anything, | can’t seem to keep it. What's pleasure, | don’t know, exactly,
how to define, what, what's pleasure at this moment might not be pleasure
tomorrow. Like I said, it’s very short-lived for me and I’'m happy about
something for a few seconds and I'm happy about my daughter being able to do
something, to achieve something, to do something, but it might be, just, let's say,
50 minutes, an hour, and then it's gone and it’s just, then, to move on, move on,
get busy, keep busy, keep busy, keep busy, just go, go, go, go, go, go, go.

Don't, don’'t analyze too much on anything, just go, go, go to the next
thing because, | think, analyzing it more, maybe, beings more negative things to

look at and more then it will get harder and harder to actually find any happy
moments.

Salvaged Sequestered Pleasure

What is striking in these patient-subjects is that, overwhelmingly, pledslnet
disappear entirely. The disruption of pleasure was internalized and repogted as
ongoing problem in their adult lives, even when they were no longer living with or
physically dependent upon the people who had originally injured them. They still
reported experiencing pleasure. Pleasure continued to be an aspect of thdioliesr
compromised. Pleasure was often salvaged in private moments and opportunities to be in
the presence of those who did not injure them.

Several subjects said that they had grandmothers who sometimes offered them a
reprieve. Subject 1A says:

Umm, almost anytime, spending with my grandmother [Laughs] was good. |

mean, | used to spend as much time as | could with her. She had a fishing resort. |

would go up there and spend my weekends and summers [Laughs].

Sometimes after the diner would close and we would go sit just by the

water and she would [Laughs] probably she didn’t even feel like doing it, but she
did it with me, and she would just sit, and just dangle her feet in the water with
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me. And [Laughs] just to spend time, it was great. Almost anytime spendimg wi
my grandmother [Laughs] was good.

The following sequence happened about halfway through an intervie
with a subject who, up until this moment, had told me a greatatbealt the horror of her
childhood, insisting that she had always been miserable. | inquiredrftottsee if |
accurately understood what she had told me up to that time plonses she then told me

this story about her grandmother.

Janet: What you’re saying implies, so | want to make sure | know, that yeu ha
no memories from childhood of anything pleasurable, is that true?

A: Okay, let me think. | had one grandmother who lived downstate, my mother’s
mother, and she would take me places and | would see her, maybe, once a year
and she was nice to me and she’s probably the one person in my life that has
allowed me to love anything.

Janet: Could you tell me any pleasurable memory about being with her in
particular?

A: Uh, yeah, well, this isn’t really, it's more what. Yeah, she took me to
Wakefield in her old clunky car.

Janet: Mm hmm.

A: About 1950-something, and she took me to Sears and | had 5 dollars and they
had an escalator and she let me buy what | wanted and then she took me out. That
was nice.

Janet: Mm hmm. Could you say a little bit more about what was nice about it for
you?

A: Well, she just spent some time with me, there was no pressure. My dad wasn’t
there. My mom wasn’t there. And she didn’t have to do it, but she did. So, I think
that’s why | spent so much time in Crawford, so much of my stuff is location
bound, that she lived south of Crawford and | would go down, and when | was
working. | had to go to Crawford about every other week and some nights | would
get in the car and | would drive down to where she was, stand around down there.

Janet: It sounds like you're talking about even after she died.
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A: Oh, yeah. Yeah. [Blows her nose] A lot after she died. She died when | was in
college.

Janet: So, you drove to Crawford and the feeling about going to Crawford was?

A: Oh, I think | was happy.

While Subject 14A seemed startled by the depth of feeling she had for her
grandmother, Subject 5A could hardly contain her excitement talking about this woman
she loved. She says:

We lived across the street, my grandmother lived across the street frokn a pa
and, a forest park, and they had this great big pool. And, in the summer before the
pool opened they had, like, these little table hockey games and chess games out
and so I'd go there about an hour early. She’d take me to the park and she was
just beautiful. She would sit there for God knows how many hours, and I'd learn
to play chess and I'd play these little hockey games and then she’d letime g

the pool and she’d sit and sit and watch me for a little while and, then she’d go
back home, walk across the street, and start dinner and | would swim and swim
and swim and she’d come and get me and I'd look up and there she’d be, sitting
on the bench with her rosary, and she’d look at me and tell me, come on, time to
go. And I'd get dressed and we’d go home and eat and I'd sit by her.

Lots of times she’d pull a little stool up next to the stove and she taught
me how to, you know, | learned, I'm the only one in my family now who can
cook, because | watched her, you know, | mean, | watched her and she was, oh,
she was, as about as tall as | am, but she was this really round woman [Laughs].
She probably weighed, | don’'t know, 400 pounds and she had these great big fat
pillow arms and these really huge breasts and, oh, she had this big chair and |
would sit on the arm of the chair and she’d just scoop me up and I'd lay there and
just fall asleep on her all the time, on those big fat pillow arms and on those big
breasts and, and, just, you know, the sun rose and set in me with her.

Others who did not mention people who sustained them did frequently mention
the private activities that they could engage in alone. Pleasure was to be lzalihig re

and writing, biking and hiking, music and pets, studying and drawing. Here, Subject 11A
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talks about not only her discovery that she could draw, but the realization that her

pleasure in this ability salvaged her self-worth. She says:

It probably started from when | had rheumatic heart when | was about 3 or 4. And
everybody else could run around, the doctors thought | had rheumatic heart and |

was, | was told | need to sit down on the porch and so somebody would
eventually give me a pencil and a piece of paper [Laughs] and I'd start by
drawing little birds and things.

And | think so that | wouldn’t feel bad people would say, oh that’s nice,
or, I like it. And, so it, it, it just became something that | could do in lieu of

running up and down the street with the other kids. That | did it myself. [Laughs]

It was almost like my something from nothing. It was something that ¢ @l

And it's probably actually one of the first, and probably for a long time, the only

thing that made me feel like there was something special about me.

Whatever we understand about the function of pleasure, this population exhibited

a remarkable capacity to derive some pleasure from terribly difficaltrastances and to
continue to protect some portion of pleasure within traumatically compromisedTive
resiliency of their capacities to experience pleasure is worth futtiegy. s

As this is a self-selected population of patients who report having excellent
therapeutic alliances, we might wonder if their capacity for pleasuneéique among
survivors of severe, chronic childhood abuse and neglect. Does a resilientycapacit
pleasure make it more likely that survivors will seek therapy? Are theg hkety to
have a successful therapeutic engagement? Or does a successful thendfeytheki
capacity for pleasure and foster a retrospective narrative that incledssii@ as a part

of one’s past experience?
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CHAPTER VI

THE CROSSOVER

Every clinical pair of subjects told thematically the same narrativeh@l
patient-subjects were interviewed first. Interviews with their thetapvere scheduled
after the patients had spoken to the researcher. The researcher purpmsety ¢fear the
patients’ stories first. When interviewing therapists, the researctierdhdifficulty
recognizing their patients.

Upon review of the transcripts, a remarkable congruence was found between the
stories told by therapists and patients. How the stories were told diffeteél aye
relatively brief interview of approximately one and one half hours, in responise t
most minimal of prompts, therapists and patients consistently told much the same stor

Patient-subjects were asked to speak about the experience of pleasure in their
lives. They were encouraged to begin wherever they wanted to in theirrfiddve
Some subjects began with their history and worked their way to now. Others began with
now and worked their way backwards. Others wandered back and forth acrosstheir lif
experience. All were eventually asked if and how therapy had affecte@xtpeiience of

pleasure.
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The Therapist’s Pleasure

Therapists were asked to reflect upon their patients’ life experience stipgea
They, too, organized their stories along a variety of time sequences. Thegsalsoded
to the request to reflect upon the impact of the therapy on their patients’ expesfe
pleasure. Therapists wemeverasked to reflect upon their own experience of pleasure.
Yet the researcher was surprised by how frequently therapists spoke abouwithei
pleasure in the relationship with their patients.

Subject 2B comments in the following way. She began the interview by telling me
that she wanted me to understand her pleasure.

Well, I'll start by saying that I think this is a huge subject [Laughs] that |

don’t generally think about pleasure as I'm thinking about, well, is that true. |

know this is about my patient’s pleasure. On the other hand, it is not irrelevant

that | experience pleasure anticipating her coming.

The therapists sometimes had so much to say about their own pleasure that the
researcher felt compelled to assertively redirect the conversatkndithe patient’s
experience of pleasure, as illustrated in the following example. The thesapjstt
opens the interview by speaking to her own pleasure. She says, “Okay, um, thinking
about pleasure with my client. Um, I think in, I'm thinking about when we sit together
it's often pleasurable just being in each other’'s company.” Ten minutes into the
interview, she is still speaking about her own pleasure. Finally, we have therigllow
transaction. The therapist at first seems puzzled by my question. There areuses) pa
before she begins to speak about her patient’s pleasure.

Janet: Okay. | was wondering if you could talk some about what's pleasurable

about the connection over a range of emotions for him; what do you think is
pleasurable about that?
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6B: Mm.

Janet: For him, and if you have any examples in mind?
6B: Sure.

Janet: Examples of that?

6B: Okay. Yeah, let me think; I'm, what's pleasurable for him is, and I'm
thinking with the range of emotions that we’re able to feel together, that,that’
um, | think that feels like a model for him. That, that that’s okay, that that’s
something that is acceptable. | think there’s an acceptance going on there. That
this is, sort of, what relationships look like and, | think, that, for him, feels good
because that wasn't given to him as a child and we’ve talked about that, you
know, models for communication or laughter and sadness together.

Although many other therapist-subjects also spoke of their pleasutieeir
patients, Patient-Subject 6A also spoke about his therapist's pleashed relationship.
Here he contrasts his relationship to other therapists witrel@gonship to his current
therapist.

6A: [Deep breath] | get in touch with who | really am. Figuring out what ] like
what my hopes are, my dreams.

Janet: How come you think you've been able to do that with L.? | think you said
you had some other therapists who didn’t work so well, right?

6A: Nah, because L. actually listens, but she also gives me her input. And she’s
compassionate and | can see that. | didn’t have a lot of that growing up. No one
actually took the time out to listen and gave time for me, you know, 'cause when |
go there that’s, that's my time, and that’s what, that’s for me. She helpsime fee
that, like that. She likes me. | don’t know if what I'm saying is making sense.

Janet: Well, it does, and |, what I'm wondering about is that you saw—

6A: [Deep Breath]

Janet: —other therapists who made some time for you, right, butsit'wthe

same.
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6A: No, it wasn’t the same at all because—

[Long Pause]

Janet: So, yeah, why?

6A: Uh, because seemed like they were just doing a job.

Janet: Mm hmm.

[He pauses again for a long time.]

6A: There was no real feeling going, no real, humanizing or no sense of—I'm all
about emotions and all about being human, humans are emotional, and | didn’t
sense that with those therapists, not at all. Which is odd, because they were
women, too, all my therapists have always been women, but | didn’t feel like that
with them, they've just felt like, they were just there to do a job. And, and | didn’t
connect with them.

Janet: Mm hmm.
[Again, he pauses for a long time.]

6A: 'Cause | wasn't able to talk about what | really needed to talk about 'tause
didn’t feel it there. [Deep Breath] I just didn’t feel it. They didn’t regliye me
any feedback on anything or they didn’t really listen that much or | didel'tike
they actually listened to my feelings or really care about me gettitber bl hope
I’'m making sense.

Janet: You are making sense.

6A: Um, | just didn’t feel it and I, as soon as | walked into see my therapist now,
L., every time she lights up when she sees me. When | first walked into, to see L.,
it was just like, | knew. 'Cause, | don’t know, | just got that vibe [Deep Breath]

just by the way she, | don’t know, | talked a lot about her today didn’t I? | mean,
'cause |, | connected with her. It was just like, | just knew | was aighéplace

at the right time and the right moment.
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His therapist also describes their relationship in similar terms.témirmg to this
clinical pair, the researcher could consistently feel how much these two pkegledch
other. The therapist says:

There’s other times where it’s lighter, maybe connecting over humor,dsecau

he’s just funny, you know he’s witty and clever and has a great laugh andismile.
get his sense of humor and he gets mine, so we connect in that way [Laughs]—in
that, sort of, fun. You know, that feels fun and enjoyable that we have the range of
emotions that we can feel together. That also feels good to me. That, he can cry
and I've cried with him and then we can laugh [Laughs] together, too and so, |
think it's just having that connection around the range of different kinds of
emotion. And then, you know, we talk about how that happens in relationship and
that’s normal in relationship.

The Therapist's Commitment

Clinical pairs told the same stories about a multitude of topics beyond their
pleasure in each other’'s company. The following clinical pair both mentioned the
importance of the therapist’'s commitment, as exemplified by her attenatmmanthly
trainings in the treatment of dissociative disorders. The patient, Subject §#eaking
about her therapist says:

She’s very compassionate and validating. One time before we startlsegiogr
previous therapist, somebody that was supposed to be an expert, and she was cold,
her office was cold. She looked like she was just doing a job, not really caring.

My therapist now, you could tell she really cares and it means the world to us that
she’s working with the ISSTD. The fact that she’s doing that, it helps us really

know that she is really committed to getting the training she needs to help us.

When we pray every day, thank God for her and her commitment and the fact that
she’s working hard to do it right and not make us worse.

Here, her therapist, 6B, speaks to the same point. She says:

She’ll say something sweetly regressive, like, you're my Dr. W. And stedi
couple of things in recent memory when | was worried about her. That she can
recall those now. That’s what | was thinking we have discussed, when she felt



89

okay. When she felt cared about, because she knows | go to some monthly
meetings to learn more.

She says she feels a connection to me when she knows I'm at those
meetings. And it's a comfort to her. And she does not immediately follow that up
with some sort of undoing, which 1 find positive. She’s more expressive about
acknowledging and seeing there’s something good here. I'm comparing to
perhaps a year ago.

The Fountain

Here is a clinical pair discussing a visualization that has been impiartiduetir
therapeutic work. Early in the interview, Subject 4A begins to talk about her cuodant w
in therapy.

| haven’t been able to cooperate. I'm working on going to, working really hard on
trying to have, an internal fountain, sort of a magical fountain that all my gaurt

to. | mean, they have gone to a place where they, they all know of each other and
they all respect each other and want to work together to heal the system. | can
envision them and they go to the fountain to meet and just to gain energy from the
earth and from the heavens and the skies, sun, and just to support each other. But
I’'m not as able to do that on my own, so it’s still I, sort of, continue to fall back

into the same patterns. But I'm working with my therapist on trying to hawve the

be conscious in going to the fountain, having them all go to the fountain and
communicate. So, to try to, sort of, break away from that old pattern.

Here is her therapist, talking about the same therapeutic experience. Subject 4B
says:

She has had a system that was all about divide and conquer. | think that another
piece that’s allowed that delight that my client was having in her relatppnsttn

me is that there feels like more of a collaboration. Between the extreraitisenf
being that, uh, crushed with the spirit or the raging, but also isolated,
disconnected, is this idea of collaboration, that her feelings and thoughts matter,
that I'm interested in them. She had this image come to her that she callgd goin
to the fountain. All of her parts can meet at the fountain. We’ve worked together
with the image of the fountain. | think it's given her a sense that she is not alone.
And I'm so inspired by her, which I've told her.
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An Entire Parallel Process

Narratives again and again told the same story. What specific themesssubject
chose to elaborate crossed over between therapists and patients. Clinical paiB6A and
both talked about the tragic loss of the patient’'s wife and baby in childbirth. They both
went on to talk about the ease of the development of their therapeutic relationskip. The
spoke at length about how he was neglected and abused as a child, and the terrible
difficulty he has had in developing trust in relationship. They both concluded by talking
about his life now and his recent involvement with patient advocacy. He says:

| felt scared, alone, abandoned. [Deep Breath] Hated, completely alone in the
world. | still feel like that at times. | do. | still feel very much veryredeof this
world. It's a scary place, still very scared. That's why | love gomsee L. | see
her, 'cause | feel completely protected there. And | know she won’tyebdy
hurt me or anything bad happen to me. I'm a lot better than | was when 1 first
came in. I'm further along; now | get a pleasure out of going to, being inINAM
don’t know if you know, National Alliance for the Mentally IIl.

| go, | just started, went to my first walk last year; we’ll be doing#ia
this year and, uh, went to Springfield a couple of weeks ago for rally for the, for
funding for the mentally ill. | get pleasure out of that stuff, doing thatseau
have a, | can actually have a voice now and | can give my opinion about that and
speak up for people that have mental illness just like me or who've been abused
like me. | can actually do some good out of it and | get pleasure out of doing that
stuff; makes me feel good, makes me feel good, makes me feel somewhat like
okay.

His therapist says:

Oh, and | forgot another thing, just thinking a pleasurable thing. He’s involved in
NAMI and did a walk for them. He loves doing that kind of stuff; he’s changed.

He did that for two years in a row now. | think that’s really helped him to own
more that he has a mental illness and that the stigma has lessened for him and he
wants to be a part of positive movement. So that's something. The National
Association for Mental Iliness; | think he’s gotten involved with some peers and
they’ve gone to Springfield and tried to march for rights for those with mental
illness and, so | think that’s been, that something that he’s done on his own. And
he loves it, you know, he comes back and he’s telling me all about what's
happened and I think it's enjoyable for him to be part of something positive and
through his own initiative; it's fantastic, really. And, you know, we do talk about
what, that really feeds him, that that’s fun for him that he gets that. That helps him
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manage some of those feelings of anger and especially the anger and cage, he
connect with other people and be a part of something positive.

Both therapist and patient were speaking in response to minimal prompts. They
were both asked to discuss the patient’s experience of pleasure. Neithekevbio dsll
his trauma story. Though both were asked how the therapy had affected hisneepefrie
pleasure, neither was asked if there were new activities in his iff@@participated in
any political action. It is worth noting, also, that this is not a recent developmitet i
life of the patient. He has been working with NAMI for 2 years. Yet on the days they
were interviewed, both told me this part of his story. This pair, like every other pai

interviewed, showed this narrative linkage.

Artists at Work

One therapist interviewed used art therapy as a predominant modality. This
therapist talked extensively about her use of a variety of artistic medigdge her
patient. The researcher expected to hear from both patient and therapist about this
modality. It was not expected that they would both choose to tell the same story about
one particular piece of work they did together. The therapist told me theifajlstory.

She was drawing; she was at a carnival recently and it just triggesedfdhd
memories. She’d had some bad experiences at a carnival. And so I, and she was in
the child part, she had been talking about it as an adult and then she dissociated
into the child part, and | had her draw and she drew this kind of a picture of the
carnival and where she was and what was scary.

| can’t remember exactly the details of it, but that there was a tenkeor, li
a working area where bad people would bring children into and abuse them. |
think her uncle knew someone there and brought her in there. And so she knew,
so that was a bad part of the carnival to her and had a lot of anxiety. So, it was
like this map, sort of, looking down on a carnival; this bad place is over here and,
like, a ride is over here.
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I’'m not sure what made me say this, because it isn't typical for me to say,
um, but | said, how can you, and the picture was disturbing to her and it wasn’t
working, she wasn't feeling better. And so that was not pleasurable. [Laughs] So |
said, is there a way of making this better, somehow? And, she started covering up,
| have to look at the picture again, but she started transforming it into something
better.

Over this black part was, like, water, it became, maybe, a water ride or
something or it was something pleasurable for her and the parts. | think there was
a big “X” across this other bad area, that you couldn’t go into, it became a
protective barrier. We talked about it in terms of being a protective bamier. S
she transformed the picture into something that was more protective, more
relaxing and enjoyable for her.

This therapist’s patient told me the same story in this way.

My daughter will say she’s never been [to] an amusement park. There’s some
things | can handle with her and have fun with and there are some things that we
can’t. So we went to a carnival. My daughter and | just last month before they
were closing and | hadn’t even remembered, | haven’'t remembered bemgsher

a kid. But | remember the good and not the bad, so | had just blocked it out. Well,
this was about taking my daughter and going with her and having fun and
everything was going great, ‘til | got on one ride and then all these mesmori

came back. And, so, it was like that took the pleasure out.

My therapist and me, | didn’t think it was possible, we took a picture
and | was just drawing of it. What | was drawing, it was with a carnival aas |
drawing what | remembered. And | switch into one of my child alters and drew
this picture.

Okay. I don't know how J. does it, but she talks to this child and by the
time | come back this awful picture is like a hut on a beach with a lawn chair and
is, like, something really bad got turned into something good. This really bad
memory got turned into something safe and couldn’t hurt me. Wow, if an inner
child’s capable of doing that, what could | do!

Additionally, this same clinical pair both told me this broken glass story. The
therapist first explained to me how she arrived at this idea. She says:

There was a project that | found out about where people were doing jars. People
were doing jars or this person was collecting jars for a project in the agpyhera
program. And it was around wanting to have all these jars expressing trauma and
the strength that a person comes out with through the process of having
experienced trauma. So | asked her if she wanted, | told her about the project. |
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gave her the flyer and asked her if she wanted to do it. Work on this and that, it
would be, I think, fun to make the jar. Even though it's about a difficult subject,

but it also would be doing a lot of good because it's for people to come and see
and to make people aware of abuse, sex abuse, and so it's doing good at the same
time.

So, she decided that she wanted to do it and so we worked on it together,
um, | helped her with her jar, more as just, kind of, helping her through the
process of doing it. Although, | can’t say she liked her jar. There wereetiffe
parts of her that had different experiences with it and she likes it. But she’s
uncomfortable looking at it, sometimes.

Well, she was layering it sort of, it reminded me of these kids who are
like layers of sand, and so it reminded me of that all those layers of gthss a
stones. And she had some pieces that were too big and so | got a hammer and had
her break the pieces. The big pieces into little pieces and she really liked ¢reakin
the glass. And | did it so that it was safe. [Laughs] Um, but that was enjoyable and
she said, you know, she really liked doing [Laughs] that and so, just the act of
layering it. And then | think it had some red pieces in it or something that she
didn’t like that were a little scary.

So then we would figure out how to make that feel better by, maybe,
layering with a different color. And then on the top of it she, um, put, well, this,
this was a glass tube that fit through the whole thing so that it and it symbolically
| think it had to do with, um, this core both going down and coming up. That had,
like, this, she made a rainbow star out of the very top that came up and so there
was hope and there was this solidness that, kind of, went down and back up again.

Patient-subject 13A tells the same story much less elaborately, but witdmnibe s
gusto.

| think, what, | don't, | don’t know if | can really put pleasure and therapy in the
same sentence. It's like military and intelligence. But, | think, a parecfags

yes because, like, it's okay to color, we do art things and I'm finding out that,

like, some of these big dark secrets and things that | thought were so wrong aren’t
really wrong with me. You know, and we find that out, like, we did, um, a jar. We
made jars.

And that, that was kind of neat because we broke glass, we painted, what
else did we do with it. I don’t know, like, you can do things. And, like, for me,
until therapy, if | couldn’t color in the lines and it wasn't O— And just doing that,
| don’t know to explain how, like getting her permission to do that is freeing to do
more. We just picked the colors in advance and it turned out beautiful and | did it,
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| mean we did it. She helped, but | did, you know what I'm saying, for all
purposes it was mine.

From Fantasy to Reality

Clinical pair 8A and 8B both told a moving account of the patient’'s progression in
therapy from the containment of her pleasure within her fantasy life tddefuligoursuit
of adventures in the world around her. Prior to entering therapy, they both described the
patient having a rich isolated fantasy life in which she rarely left theénapiat. She had
two grown children and was already a grandmother when she started thelapy. T
patient-subject described her situation in the following way:

They were like the best little kids and we would play. | would in my, in my world,
in my safe world. | would never go out with them, but we would, | would create,
like, all of these places in, inside the house. | would, literally, like, turn my living
room into, like this, the best world ever.

You know, we always went on trips, we would spread out our circle rug
out and, so where we going to go today. | said, | know what, let’s go to Hawaii.
So | would create Hawaii and we would be in Hawaii and all the little hula skirts
and the little everything and so we would sit and fantasy play.

But when they weren'’t there, it’s like, I've been, | would be inside in front
of my window like a little kid, just looking out, it’s like, wow, it looks like their
outside, you know, and then, like, they would see me in the window. It’s like,
come down. No. No. It’s like, are you okay? It's like, maybe one day I'll, you
know, it's like, oh wow. | really would go down there, but I'm afraid. You know,
so, it’s like, | was always peering out of the windows. [Laughs] Never just, and,
like, I would come out on the back and | would look up at the sky and just watch
the clouds form, like, little, it's like, oh wow, they look like cotton balls, it’s like a
really big cotton ball.

And then, watch the sun set. But, | would never just be out or go out. It's
like, they always would invite me to go places. It’s, like, oh, oh girl, I'm just
really busy. It’s, like, what are you doing, what are you doing? You know, but |
was just afraid to go out there because | think | had just scared myself to, to
believe that. It was very scary, you know, outside, outside, it's not where you
want to be.

Her therapist told me the same story in this way.
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D. didn’t really interact with other people, she, um, except for family. So, she
didn't, like, go out and socialize, she didn’t even interact with the people in her
building and she’s lived in the same building for, you know, over ten years,
maybe twenty years, | can’t remember. And, um, and she didn’t interact with an
of those people. She would stand at the window and look out, though, that’'s
something that, as we started to realize and talk more about.

So, it wasn't like she was alone. There was, kind of, a longing that we
were able to finally identity that she would stand at the window and look out. So
I'll talk more about that in a minute, but what I really feel like, was slow to
realize, is that she had this fantasy life. She had her own world. And it really was
a fantasy and she spent many years in it with children then grandchildrehe So, s
would create all these elaborate fantasies. They would travel everywheye. T
went to all kinds of wonderful and magical places and in this world she would
create with them and that was her pleasure. And, and it definitely gave her
pleasure and then she very much enjoyed it. But it was like a bubble.

Both the patient and the therapist went on to tell me this story of her freedom. The
patient said:

We have talked about things. So | was like, oh wow, you know, I've been missing
out all of time. Now the adventures and how it feels to be out among other people
and not be scary. She asks, what was it like when you went out? What was it like
with a lot of people, lots and lots and lots of people? | was, like, telling myself, |
had to tell myself, it's okay, it's okay, because | didn’t see an exit. | couldn’t
visualize an out.

That was my biggest fear with the crowds is you gonna get really
trampled on and you gonna die. It's like all these people and there is no way out,
oh my God, but at the time | went it was crowded, but it was earlier in the day so
it wasn’'t as crowded. Then as we were beginning to leave, it got kind of really
congested. | was amazed at, like, the mass of people. Oh wow, this is what people
really do for fun! It's like, walk around, you taste this, you taste this, | gtisss
just the feel of being outdoors, you know, just socializing. | enjoyed it. It was
scary for a moment, but | just kept telling myself that, you know, everything it
gonna be okay. No one else is looking for an out.

So then | went to the zoo. And it was really good to see the animals, you
know, because I'm a, I'm a very, | like nature. | like, um, I just like the outdoors,
but I didn’t want to come outdoors. And one time my friend got me to go at the
beginning of fall, as the leaves change. We were picking up leaves, like the
different color leaves, and he would write poetry to it. Like, this leaf reptes
this. And | was like, oh wow, and that was, like, the best, just looking at the
changes of the colors of the trees; | was like, oh wow, wow!
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Her therapist told me the same story this way.

What she’s very clear about now is the huge difference between now and
then. She’s very smart and very creative. She’s very funny. But she just
didn’t interact with other people. We just started to talk about it. Kept
talking about what would it be like if you were around people. She would
say, I'm afraid I'd say the wrong thing. We would talk about, how wrong
could it be? You and | chat, you talk with me.

We kept kind of, playing with that. And, honestly, this was, kind
of, out of the blue, | don’t know how long we’d been working on this. You
know, a while, but | came in one day and she said, um, | went to the
downtown. And | said, you went downtown? [Laughs] | asked, when did
you go? You know, on the fireworks night. | was like [Laughs] on the
fireworks night! It's, like, my God! She was, like, we had a great time, we
had so much fun, oh, but this one thing happened. There was kind of, a
riot. All the crowd running and them holding hands to try to stay together.
She talked about starting to freak out, but she was able to talk herself
down. Her whole feeling ended up it was really great. And | just felt like
someone had run over me with a bus, | was, like, what! [Laughs] Where
did you come from?

And then she just started doing things. She took a bus and went to
visit a relative in Michigan and she loved looking at all the sights. And she
came back telling me about, she saw cows on the lawn. She and | still love
to talk about that one. Her grandmother and some of her kids and tons of
grandkids, they all went to this water park and she had a great time, a
fabulous time. She went to a baseball game with the church. And she liked
it.

Discussion
The interviews are not only replete with specific parallel stories,niphasis,
cadence, and emotional tenor is recognizably unique to each clinical paircitiafa
these patients chose to participate in this research with their theragistsdicator of
the value of the work they have done together and the depth of their relationships. This
connection can be seen throughout the interviews in the unique voice of each dyad.

Therapists who laughed a lot in the interviews had patients who laughed a lot.

Therapists who spoke cautiously had patients who spoke cautiously. The only patient
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who spoke extensively in detailed descriptions of her abuse had a therapist whi also fe
compelled to make me understand the specific horrors of her story. Neither of them,
subjects 14A/B, ever laughed during the interviews. Their joint demeanor wassole
throughout. Although subjects 8A/B spoke seriously about the patient’s problem, they
both were playful and laughed a lot. Subjects 1A/B were both serious and spoke
cautiously. Subjects 10A/B were both exceedingly bright, reflective, adlaté. Both
subject 6A and 6B cried during the interviews, and so did I. Although | teared up at
moments in other interviews, when subject 6A stopped speaking, | burst into tears.
Therapists and patients in the same dyad did not necessarily come froméhe sa
socio-economic strata. They were not always of the same sexual orrgntaigion,
race, or gender. Yet they were unmistakably “couples.” Their relatpmshih each
other were so palpable to the researcher, so distinctly flavored, that amidstticmnduc
over thirty interviews, the researcher never confused which therapist bekonghich

patient, not even for a moment.
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CHAPTER VII

OUT OF FRAME
Introduction

The need for both a therapeutic alliance and a clear treatment frame,Eagy M
(2006, p. 241), comes from “principles which were originally developed within
psychoanalysis that are applicable to any form of ‘therapy.” As wesdgllattending to
the frameand the alliance is essentially about being clear about the parameters of the
service being offered, and what is being asked of service providers ane seefs.”
Moorey’s (2006) definition of the treatment frame both implicitly argueshier t
importance of maintaining a treatment frame and the need for clarity ecfigty in
how the treatment will and will not be offered.

There is a long tradition in the field stressing the importance of maintaining
ethical and therapeutic treatment frame. There is also a long debate aboutoulthbe
the parameters of this frame. Langs (1979) argues for a secure, relrabkatic frame.
Casement (1985), while agreeing as to the importance of the frame, argues for a
responsive frame created by the careful, reflective process on the pertioétapist to
each patrticular patient and the moment being engaged in the therapecggspil hese
are two polarized positions on a spectrum of thinking about treatment technique. The
therapist-subjects all clearly spoke of their belief in the necessitglefatreatment

frame. Although all psychodynamic practitioners, they varied in the plarscof how
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they constructed that frame. Of note in the data was the number of therapists who
commented on a particularly significant therapeutic moment of engagemede dhésr
normative frame.

For every therapist-subject who told an out-of-frame narrative, their paildnt
their own version of thisamemoment. The same moments that surprised the therapists
were experienced by their patients as pivotal to the success of the tHdrapatients
reported experiencing great pleasure in this responsiveness from thegpidtse These
are moments in which patient-subjects often felt cared about in ways thatemeama

unique to their experience of relationship.

Tea for Two
This therapist-subject told this narrative spontaneously early in the intenhew. S
was responding to being asked to discuss her patient’s experience of pldasure. S
describes her very conscious creation of a unique pleasurable ritual withibet. fiats
not part of this therapist's normative frame to have tea with her patients. Siiedraa
lot of thought not only to this tea ceremony, but to her therapeutic rationale. Subject 2B
says:

One thing that | have done in particular with her is we have a ritual [Laughs] i
the therapy which involves my preparing tea for her. And | do it consciously, on a
plate of aluminum, an old aluminum tray that my mother had that has fine things
on it. And flowers and that’s the tray that | carry things on. Her job as she comes
into my office, she takes my little table that | have beside the sofa, shi¢ put
equidistant between the two of us, which is her contribution to this. So, | bring out
cups of tea, cups of water, hot water with, and | choose a little bowl, a liftJe tin
like something that she might put soy sauce in for sushi or something. | use that
for the teabags and | bring out three packets of Sweet-N-Low, actuakiydapl

And, a pitcher, a little tiny pitcher of milk and two tea bags and we
generally have, um, Earl Grey. And, so, that’s the way we start evergrgessi
with that particular array of things. And, then it’s, it's sort of, getting into the
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session where, where she comes in and no matter how she’s feeling that day that
ritual kind of connects us.

And then through the session, and we [Laughs] may comment on the tea,
how, how the tea water got poured and spilled or [Laughs] in the kitchen in my
bringing it out or this or that or the other thing. So it's actually the segue into the
work.

| believe it certainly gives me pleasure, but | see in her face theieas
that it gives her. Um, and, and, and | think the, the tea is something that is also
pleasurable, just the tea, just knowing that she can count on it and | can count on
it. | think she, she gravitates more toward the pleasurable than the dark side. But
it's like the darkness in her family just kept, you know, bringing her back down
out of that, pulling her out when what she really wanted to be was unencumbered
by all of that stuff so she could be who she is, which is a joyous person who
brings joy to others.

And | feel I'm on a ride, enjoying her pleasure unequivocally. And in a
way that’s, kind of, my role is really not to sabotage or destroy her pleasure,
which is something that was done to her. And, it was turned around, it was used
against her brilliance and her sunnyness, her joys were, were used agamst her i
extremely unfair ways.

She is creating safe pleasure. Both the therapist and her patgained to me
how pleasure in her childhood was an overture to injury. The experiengeasure
between this clinical pair has been a platform from which thergatould begin to
launch her own explorations of pleasure within a safe relationalxtoktd@en the patient
originally presented for psychotherapy, she was dating a man wiaally abused her.
Here she tells about the first therapy session and the beginning of their tea.

| actually started going to my therapist because | was worried aboobyfryend.
[Laughs] And he wasn't going to a therapist like he should. I felt that he was ly
to me, so, | said, well you know what, we're having problems, let's go to a
couples counselor. So, he found her. We went in there and she was the one that
was like, you can't be together. I'm sorry, you know if you guys want {o sta
together, but | cannot treat you two together as a couple. This is toxicamt | c
see this happening. And, so, | will treat you separately, | have no problem with
that, but | cannot treat you two together.

And, so, he left first. He felt like he needed to leave first. So that was fine,
um, but, like, once he left she just asked me if she could hug me. So she basically
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just held me while I cried. Then she made tea for us. We always mak@atea n
[Laughs, pauses.]

| didn’t want to take public transportation. We had taken public
transportation 'cause he didn’t drive and | didn’t have a car at that point. | was
still in college and I just didn’t know where | was and | wasn’t about to find my
way back to the El and | was just like, | don’t know what to do. And, so, [Laughs]
| said, the only thing | have is the credit card that my dad gave me, but | can’t use
it because I'm only supposed to tell him when | need to use it and | don’t know
how much money | have on there. And it was really only for books for school and
I’'m done with school, so, | don’t even know how much money’s on there. And so
she suggested that | use it, because my [Laughs] | forgot exactly whaidhe s
but basically, because | was there because of my father, anyways.L%oidjies]
could pay for my cab ride home. So she called a cab for me and, and it turned out
that the only one that was available was actually, like, this little, ke town
car thing. And so they drove me home, and | didn’t have to worry about the
money that | paid because it was my dad’s [Laughs] and | didn’t have to worry
about that.

So we wonder why tea holds so much importance between this clpagal
Subject 2A explains her initial amazement with her therapishencontext of her life
experience in the following excerpt. Seen within her life expee, the importance of
her therapist taking the time to arrange this concrete phkasurexperience is
illuminated. She says:

The first thing when | was leaving, she just told me to be kind to myself. And |,
it's like, huh, 1 don’t know how to do that [Laughs]. Okay, well, what is that? Or
that was like telling me something Greek. [Laughs] | was just like, winatt eo

you mean? [Laughs] So | asked her, what do you mean? I've always felt like tha
was sort of greedy. | wasn't allowed to do that when | was little. Likenwhe
growing up, like, 1 was like, I'm a teenager, | should be able to sleep in, | was not
allowed to sleep in any later than nine o’clock. And if | was reading a book that
meant it was time to interrupt me if | was, like doing anything for myBelf,

I've learned that it's okay to take time for myself, through therapy. l'smkd to
have tea. Because | really don’'t know what | would be doing without therapy.

“When Nobody Was Watching Him”



102

Both the patient and therapist told me in great detail aboupithotal moment in
their therapy. Though it is clear that they are speaking abewgame event, the specific
stories they tell about their connection are very different., Stils moment was
considered by both as a turning point in the therapy. The patient, Subject 7A, says:

| do find pleasure in being with him and talking to him and challenging him and,
um, knowing that he really does care. [Crying] So, there’s not too many people or
a therapist that really does cry with you and you know that it's genuinear,me

he’'s amazing. Very amazing and | can remember when he had his aneurism, |
thought we were all gonna die because it came very close to him dying.

And, you know, when you have such a close relationship like that and the
other people that are managing him, people who care about him kinda took us,
um, away from him. You know, they had to separate us, kind of. And I, | realize
how necessary that was, but it was very painful. You know, to go from talking to
him ten times a day to nothing. It was like a drug, you know, not getting that drug,

And, [Laughs] he finally was well enough to call us when nobody was
watching him. [Laughs] Because | was fully told, do not go to the hospital where
he is, which 1 would never do that. | wanted to. We all did, we all wanted to pile
ourselves in the, in the car and get there as soon as possible, you know. But we
didn’t. But, when he was able to call, I'll never forget. It was like four o’clock i
the morning. He was able to call because he knew, even when his brain was sick,
he knew how worried we were, you know. So, when he called, it was like, oh my
God, okay, you're alive. You're talking.

And then | felt guilty because he felt that deeply to know that that we were
crazy, going crazy without him. So, you don’t find too many therapists that are a
that point with people; you just don’t. And, | mean, if it wasn’t for him, | don’t
know where I'd be right now; | really don’t. He’s been through thick and thin
with us and we’ve been through a lot of shit. [Laughs] Now we have a past, but
the, the future here and how he puts up with us, | don’t know. [Laughs] | don'’t
know, but, um, yeah so, yeah, there’s a lot of pleasure with him, yeah. And he’s
taught us a lot about pleasure, about accepting us where we’re at.

Listen to how the therapist tells the same story. Subject 7B says, laughing:
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Well there was the time when | had an aneurysm. | was supposed to see her that
day. Someone called her and told her what happened and that | was okay, that I'd
be in the hospital for awhile. They didn’t tell her where | was. When she was
notified that | was in the hospital for an extended stay, she called evertahospi

the area until she found where | was at. She showed up at my room very late at
night. | was out of Intensive Care. Somehow she got by the nurse’s station and it
seemed she appeared out of nowhere. She had tears in her eyes and was afraid |
would be angry. Her first words were, “Everyone who goes into the hospital never
comes out.”

[Laughs] | was so knocked out on Oxycotin, | didn’t know what | was
doing! | smiled, got teary eyed, got out of bed, put on my robe, and said, “Let’s go
for a walk.” There was like this terrace, patio, off the floor for patientstseid t
visitors. | sat with her for about a half an hour to an hour and reassured her that |
was going to be okay and that | was going to see her in a few weeks altvegs
intimate moment. | think that very near to the end of our meeting, one of the
rageful angry and hateful alters said, “Don't fucking do that again,” and #en w
both laughed.

The therapist clearly finds himself in extraordinary circumstancespit@ehis

emergence, he has behaved within his therapeutic frame. He had an emergiencyrs

place to notify his patients and had done so. He had not shared the private information

about where he was hospitalized. Post surgically. he had not yet seen himesatiyas r

contact his patients himself. Yet he is emotionally touched by both her anxiety and her

concern. He responds generously.
Despite the difference in the details of their stories, she cleaty/Hese

generosity. She says, “So, you don'’t find too many therapists that are at thatifoint

people. He's been through thick and thin with us, and we’ve been through a lot of shit.

[Laughs] Now we have a past, but the, the future here and how he puts up with us, | don’t

know. [Laughs] | don’t know, but, um, yeah, so, yeah, there’s a lot of pleasure with him.”

This story from their relationship for her condenses his goodness. It is reptesenit

something larger that she found with him. It speaks to his reliability. Moreovdmkse
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this with the pleasure she has in relationship with him. She can count on him. There is a

lot of pleasure in that.

“The Most Intensely Uncomfortable Moment”

As previously illustrated, the best moments in psychotherapy and the most useful

out-of-frame moments aren’t necessarily moments of pleasure, initiaky. dn be

moments of crisis, which push the clinical pair out of their usual, more comfortable

treatment frame. The pleasure described is often after the fact; pleaayrewerful,

unexpectedly positive outcome. This clinical pair describes such a moment wien the

were both moving outside of their usual and more comfortable working paraméieys. T

tell essentially the same story, with only slight variations in emphasienP&)A says:

| trust her to see things and we had an experience fairly recently that thhhones
thought, | mean, I've been seeing her about ten years, um, maybe a little hit more
| just, | could not see ever happening or being able to cope with or survive. That
was, she showed up in my apartment, sort of, to do an intervention. And, it was
probably one of the most intensely uncomfortable moments | can remember. And
yet, | think it was, it was also a breakthrough. Um, because | had let hemgge thi
bit by bit in sessions; um, we've always had, what | thought, very healthy
boundaries. She’s available for phone calls, but we had never done that sort of
outside-the-office, in-person thing. So to have her suddenly there in my
apartment, seeing me in the middle of something that I'd always very dedigerat
kept from people—it was terrifying. But like | said, it was fairly recentwe had
years of all these other things in place and it ended up being uncomfortable, but
survivable.”

[Laughs] 'Cause she’s still around. You know, there’s so many different
levels of pleasure. There’s the level of opening your freezer and seeing that
there’s a pint of ice cream on that night you really wanted that; and you can derive
some sort of satisfaction and pleasure from that. And then there’s the pleasure tha
| see other people experiencing being in a deeply committed, loving relationshi
Well, that's a very broad spectrum.

For this patient, the moment was not only retrospectively pleasurboit

markedly so. He differentiates a hierarchy of pleasure. This out-of-freongent was not
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a “pint of ice cream.” It was evidence of a “deeply committeding relationship.” His
therapist seems to have a similar perspective. She says:

| think those experiences have helped him trust me more and tell me more and
allow the integration of his affect more into awareness. And then another
experience where he, | talked with him about hospitalization. This was maybe, |
think, last year. Because he had something at home that he was gonna take or
injure himself with. | can’t quite remember what it was, but | said, ‘Welon't
hospitalize you if you give it to me.” And, he said, ‘Okay, but | can’t make it to
your office.” So | made a decision to go make a home visit.

That was also very significant, | think, this whole long process of
recognition and having someone share an experience and acknowledge it and help
him with it, rather than push him off to someone else. | felt uneasy, you know,
about the decision. But | decided I, and this is an interesting awarenedgethat
had over time with, that | trusted him enough.

You know, it's not just, it's not, | think, the therapeutic process is just, of
course it isn’t one sided. Um, so I've had an awareness. If | trust the client
enough, which after, | think, and that was about 8 and a half or 9 years of therapy
that | felt that | could. | knew him well enough and trusted him in our relationship
that | could make a home visit and it wouldn’t be a disaster. [Laughs] That what
he was telling me over the phone, when we had this crisis call, was, was probably
the truth. That he would give me this means of suicide if, if | could get there to
help him.

That seemed very important, again, another experience of, which helped
with his integration and the lessoning of his pain. You know, how does, how does
the pain of trauma get resolved? That's a big question.

| think he did say something later about, you didn’t just send me away
when | was in so much pain. Nobody was supposed to see him like that. Nobody
was supposed to see these parts of him. It wasn’t supposed to happen. And he felt
vulnerable, but | think there was enough trust. He gave me the, the means of
suicide and he calmed down. He began to pull together and become less
dissociated. | think it was an experience where, um, part of the process towards
more pleasure was to integrate these split-off parts.

I don’t know how does it works with humans sharing, sharing their pain
with someone seems to help. I think it was me, the good enough person, good
enough mother, good enough therapist, um, really sharing with him. And it was
difficult for me. | was so frightened and upset at the extent of his pain and sharing
it with him. Not, freaking out myself.
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| think, however, that helps psychically, physiologically, biologically,
whatever, that therapeutic experience of, um, being with him when he was, in,
sort of, at his worst, dissociated and scared and parts of him all talking to him
And, you know, different voices telling him, don’t show her, this isn’t supposed
to happen, she can't see it, she can’t see us. But he was able to articulate, after the
fact; this was part of allowing him to get to a place where he can enjoy life more
So both the patient and the therapist return to the subject of pleasure. They both
speak to his vulnerability and willingness, however tentative, to have her see him in his
most fragmented self. This experience of her caring, the absence abrejalibwed
him to feel the pleasure of a loving relationship. His therapist believes tlee sam
experience opened up his exploratory capacity, “allowing him to get to place where he
can enjoy life more.” Both therapist and patient told me about a flourishing of

interpersonal exploration in the year following these events. For tharfiesthe patient

began to develop a vibrant, healthy network of relationships.

“One of the Only Clients”

Positive out-of-frame moments were not usually planned. Even in the tea
ceremony, the therapist gradually developed the offering of a cup of tea in&barate
ritual that she could expound upon after the fact. For most therapeutic pairs, theg stumbl
into the out-of-frame positive moment. Sometimes they stumble in with trepidation.
Sometimes they stumble in, resisting every step along the way. Here anathgisthe
talks about a simple ritual that has developed with her patient over time. She not only
discusses how unusual this behavior is for her, but additionally comments on the fact that

she is doing something that she doesn't like to do. Subject 1B says:
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She is probably one of the only clients, and this started a few months after we,
she, started coming in, she is one of the only clients that hugs me at the end of
each session. I'm not a very, um, physical person, just in general. [Laughs] Like
I’'m good. It always comes as a very natural part of the end of the session. And it
doesn't feel unusual for us. But especially for me; | probably had to question this
when it started happening. | probably was asking my colleagues who | @iactic
the same office with, like, are my boundaries okay here? This seems really too
much, like, too intimate, too close, but it doesn’t feel weird at the time.

It took me a while to kind of figure that out, a bit. Really, what I've kind
of come down to is that, it works for her and I. And this | find very unusual, that
she kind of brings that part out of me. That | would never have, that | don’t
usually. The most | do with most clients is a handshake, and that’s only if they
instigate it. [Laughs] I'm good, I'm good I'm over here, you know.

It's as though she needs that kind of actual physical closeness with me
before she leaves. | think she experiences throughout the session that I'fogoing
just jJump up and run out. That I'm not going to be able to stand it. But then, when
we’re going to leave, it really helps kind of solidify things. She talks a lot about
being afraid when she tells me things she’s not told before. And she frequently
asks me, is this okay, is this okay, which | just think is so smart. She’s afraid that
she’s told me too much. She says she has a hard time looking at me when she
leaves, and so that’'s sometimes helps her to hold onto me for a little while and
then she’ll look at me.

It also has a very child-parent feel to it, to me, which is maybe why it
doesn’t faze me as much in terms of intimacy. It feels very much more of a
comforting aspect than anything that | would worry about as being maybe
sexualized. Yeah, it's kind of interesting. She always makes me feel Jery tal
very parental. | know the horror stories about her mother.

| don’t know all of what her mother’s relationship is based on. But in part,

it's based on the client always taking care of the mother. And | know there’s a

part of me that really wants to [Deep Sigh] really console and in some ways that

I’'m, you know, I'm very aware of my feelings in that regard, this trying tal af

create a relationship that is based on trust and, you know, caring and not on

[Sighs] her taking care of me.

The therapist’s discomfort is palpable throughout the narrative. She is not a
hugger. She doesn’t think it is necessarily a good idea to hug her patients. Sag worri

about doing injury. She wonders about the meaning of the ritual hug. Even when she is

satisfied that there is a good therapeutic rationale for hugging this gatibetend of
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sessions, even when she determines that she will continue to do so, she is not
comfortable. She is willing to be uncomfortable because she believes thatghtggjin
patient is therapeutic. She is still out of frame. Reluctantly, she has aocdatea herself

to staying out of frame in this particular way with this particular patient

Kicking Her Butt

Here, again, a clinical pair talks about a pivotal moment in therapy. Aniassert
but mild-mannered psychotherapist demands that her patient stop drinking. This behavior
is out of frame for this therapist, who has informed me that she thinks rigichémat
protocols for alcoholics are untenable. She treats addictions flexibly,iags&bat she
thinks is necessary in each individual situation. She thinks that addictions arefways o
managing pain and suffering. Normally, she would be addressing the underlyieg) iss
that prompt the behavior. Here, spontaneously and to her own surprise, she “kicks butt.”

When she came into therapy with me, she was actively drinking, on the verge of
suicidal, um, full of anger, very depressed, full of anxiety, um, you know, hitting
walls with her fists and practically breaking her hand. | mean, way out of control
in her alcoholism and, you know, her depression. She hadn’t dealt with any of the
incest. | don't think there’s any pleasure there.

| think there was pain and relief from pain. | don’t include when
somebody’s drunk or high, that experience, | don’t put that in the category of
pleasure. | don’t care that there’s more dopamine being released, you know, if
you’re not an alcoholic and you have a drink at a party and you relax, that's
creating some pleasure for you.

When you’re an addict and you're using, | don’t put that in the category of
pleasure at all. And, generally, that’s not the intention and, generally, sh¥ | thi
she would say this and has said it to me that was not her goal. It was to get drunk.
It was to get blasted. It was not having pleasure; the goal was relief ¢f pain.

At a certain point | basically said, had to say to her, you know what? If
you want to keep going out drinking, go out and drink and come back because
you’re wasting your time. And | don’t say that to everybody, you know, some
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people that work with addiction, that’s like an automatic. And | | don’t work that
way. | do it on a more case by case basis. But that is what | told her.

She tells me this story 20 years later. [Laughs] She tells this storjq@and s
cracks up now. | don’t even remember how it came up. She was remembering that
story of how | had told her that you know, toward the beginning. And | don’t
know how | knew at the time. And I like to say, it's not something | do
automatically. You know, it's not like, well, if you don’t do this, then | do this. |
really do it case by case. She remembered it and it made a big differdere i
case. You never know who, right? You never know. But, in her case it did, and, |
mean, she did get sober very soon after that. She didn’t want to quit coming.

Clearly, this was a pivotal moment for both therapist and patient, because they
both told the story of what happened between them that day. Again, this therapist’s out-of
frame-moment proves to be critical to the therapy. Here is her patienttsabje
discussing the event.

| knew no matter what happened she was never going to abandon me. | knew that
no matter what happened, she’s never gonna get angry with me. You know, at one
point, | started heading downhill again and it was early in therapy. Ipredty

early on in therapy. And | started to really pick up my drinking, which was bad,
because unlike marijuana, I lose control. With marijuana | could have the sense of
control. I'm really stupid, but [Laughs] | have the sense of it. [CoughsH | ha

gone out the night before with some friends and really tied one on. And | drove
home in a blackout and she had given me an eight o’clock flipping session
[Laughs]. It's like she knew, she knew what | was doing. It’s like she knew and |
showed at the session and | was still all hung over. | had gone home. | hadn’t
gone to sleep. | showed up at the session. | showered and everything. | tried to eat
something before | got there. | was still intoxicated. | reekeckke®, literally, of
scotch. | mean, it was just a bad night. It was just a real night of, okay, who can
drink more than whom. And, uh, she really put her foot down and she said, if
you’re gonna continue to use, I'm not gonna treat you. And she meant so much to
me that | stopped. That | went, | stopped drinking that day.

| didn’t pick up another drink for, you know, for years. Ten years, | didn't
pick up another drink. Because it, she meant that much to me, that we had
established that much trust that | knew she wouldn’t abandon me, | knew she
wouldn’t hurt me and | knew that she wouldn’t cross that boundary like that. |
couldn’t risk losing her. And I, to this day, | can't risk losing her. Um, so | was,
was just, did what it took to not lose that.

And then the pleasure of therapy now, | mean, | never go there and feel
like I'm sitting with a good friend, | mean, I, you know, | don’t feel that way,
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although I wish it was that way, | wish that | can, you know, have that good

friendship with her, but | do feel like | get to go to see the one person thaty totall

love for an hour a week. That | would, | would trust with my life because she’s
saved my life, | mean, she saved it in, in respect that she taught me how to save
my life.

Perhaps a viable treatment frame is not a rigid set of rules, but includes both non-
negotiable and negotiable, conscious and unconscious boundaries. The intention of the
treatment frame may be twofold: to create a safe relational space fon mteraction
and define the parameters of a therapeutic relationship. In a clagsigdiah analysis,
the treatment frame includes the mandate that the patient say eveoythirggor her
mind, free associate. Freud (1913) considered this non-negotiable. Ogden (1996) argues
that this non-negotiable can become a hindrance to treatment itself.

The subjects in this study, both therapists and patients, tell stories not of
therapeutic impulsivity, but responsiveness. These therapists do not step out of frame
easily. They are mostly reluctant and always thoughtful about their movemedeaits
their normative parameters. The therapists are attuned to their patigyassies and
reflective about what they are doing. Much like Ogden (1996) and Casement (1991), they
do not give up their treatment frame; they alter the frame to fit this mom#rd i

therapeutic life of the patient. They exemplify the difference betweactivity and

responsivity.
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CHAPTER VI

REPAIR: “EVERYTHING IS POSSIBLE”

Subject 1As description of therapeutic repair is imbued with pleasure. Shesmil
as she says:

Therapy just seems likes it makes things possible, because when I'm having a
hard time, | just knew things were affecting my relationships in myhte|

didn’t want it to do that anymore. And | was having a hard time, dealing with my
illness and the abuse and stuff. And so it was like a haven. It was really good. It
was something | finally did for myself. She’s, you know, one of the first people |
really feel safe enough to even talk about any of these issues; when km ther
everything is possible.

| feel free there. | feel like there’s a big weight lifted off my shoulders

have this wall around me, but when I'm there | don't feel like it's there [Laughs,

breathes deeply.] It allows me to remember stuff and see things that have

happened and not be afraid. I'm not afraid to tell her what happened and | guess

that with the other people | haven't really been able to get out. | feel stupid at

times and I'm ashamed that I've let these things that happened so long ago still

bother me, and when I'm there | don’t feel so stupid, | feel like things are

possible. | have hope.

Safety, freedom and hope all give her pleasure.

This population of subjects did not enter psychotherapy thinking that “everything
is possible.” They did not present because they wanted to expand their human potential.
They presented because they were in pain. All of them had previous, unsuccessful

psychotherapies. Some previous psychotherapies were reported as harmfof. therst

had originally been symptomatic as children. All of them had originally soregttient
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in adolescence or early adulthood. (See Appendix G) Not until this psychotherapy did
they feel they had been helped.

So, is pleasure important in the therapeutic paradigm of repair for survivors of
chronic childhood abuse and neglect? In this study, all subjects endorsed both the idea
that the capacity for pleasure was essential to healing and that pleselfingas
problematic. Therefore, in this chapter we will discuss the importance otigdaghese
subjects, review how pleasure is problematic, and then discuss what they found
therapeutically helpful in repairing their difficulties with pleasure.iftierapists’

perspectives on what was helpful will be compared.

The Importance of Pleasure

Subject 5B beautifully states the dilemma.

| think pleasure is a piece of fulfillment in life. And | think it's the, the capédoit
feel pleasure is a, I'd say, a key piece, because if | can’t take pléasumghing,
then how do | know what has meaning then for me? What is motivating, what
creates meaning? You know, even if I'm doing something supposedly altruistic,
why am | doing it? At some level it give me pleasure; at some leeel pfeasure

in feeling good about myself or | feel pleasure that I'm helping somebedyoel

| feel pleasure that I'm being, you know, giving back to the world, whateiger i
right, my values. It seems to me very basic to that sense of fulfillment, \&cy ba
to enjoyment of life.

What Subject 5B articulates so clearly is echoed throughout the interviews by
other subjects. Whatever their specific longings and desiredulfiilment of these are

inextricably bound with pleasure. The many subjects who wantedse $¢ safety in

their lives felt that safety itself was pleasurable.
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Subject 7A describes her life filled with conflict and crisis. For her, thalugon
she longs for is in “things going smoothly; maybe there’s a peace about it that bring
pleasure.” Another subject describes pleasure as comfort. Comfort isadsemsir. She
tells us that comfort/pleasure has been crucial to her life experienearé\dlways been
that way our whole life; when, if anybody threw a little snippet of comfort our way, we
would latch onto it and try to hold onto it real tight.” Pleasure is linked to sustenance, to
well being.

Subject 2B says, in speaking about her patient, “I just think, naturally, as a person
she wants to be joyous.” Subject 6A echoes her sentiment. He speaks eloquently in his
simplicity, “[P]leasure means good; | think something that makes madegl, joy,
contentment. When | laugh, | feel pleasure. | love laughing. One of thegrgats of
life is laughter, | think.”

These subjects did not think pleasure was irrelevant; they thought it waa.critic
“When | started therapy,” Subject 8A says, “I had no pleasure. | was shgggth
depression. | had gotten to the point where | was just really, like, suicidat.t@dhemy
children, | had no reason to live.” Responsibility has kept her alive. She did not want to
be alive. Consistently, wanting to stay alive was related to pleasure or the hope of
pleasure.

Pleasure was considered vital. Many subjects were finished or far along in
treatment. These subjects reported a great deal of pleasure in thewolveSther
subjects were midway on their journeys. They still struggled and often exmgetienc
pleasure as most important of all. Subject 14A was very interested in the tdpec of t

study. She said, “I don’t want to die until | have figured out how to solve this, how to get
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better, how to find out what you're talking about.” Whether they felt their cgfacit
pleasure had been restored or felt they were still struggling to expenmeretepleasure
in their lives, these subjects were eager to participate in this study, &d¢lcaydoth

desired pleasure and they had found pleasure problematic.

How Pleasure is Problematic

Patient-subjects had a longing for pleasure. This longing was not without
problems. These problems are elaborated upon in Chapter V: The Disrupted Story. Itis
only important to rearticulate here, because these subjects linked a &i¢hesspy
completion with the restoration of the capacity for pleasure. Becausestiigsets
thought pleasure was important, and because these subjects described significant
problems with pleasure, it is not surprising that therapeutic repair was ofteaddef
terms of the restoration, renewal, or expansion of the capacity for pleasure. Thos
subjects who felt less finished with their therapies were still hoping to $wyardblems
they had with pleasure.

Many subjects talked about a history of difficulty taking time for themselve
They usually knew what their interests were, but had had difficulty pursuing thos
interests. They had been ashamed of their desires and felt guilty or mdulgn they
pursued what they wanted. They longed for safe and loving relationships and had been
unable, most of their lives, to engage or sustain such relationships. Pleasuagatsstl
conflict. They felt depressed, bereft, empty, and sad about not having been able to hold

the experience of pleasure. They often felt scared, guilty, and/or ashdmedhey did
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experience pleasure. Pleasure was complex, riddled with discomfort and longing.

Pleasure was desired, but problematic.

The Construct of Repair

What happened in these therapies that positively impacted the patients’
elaboration of the capacity for pleasure? Ehrenberg (1992) makes a tla¢distioction
“between theory of technique, which relates to what we do with awareness atidmte
and theory of therapeutic action, which has to do with what is healing in the
psychoanalytic interaction, whether or not it evolves from our “technique.” Theosy doe
not perfectly map onto reality.

We will hear in this chapter more therapists discuss technique than patients.
Examples will be given of both what therapists and patients thought were helpfel. Som
are derived from conscious attention to technique. Other examples are derived from
elements of the therapeutic action. We will see that for patient-subjectsdibtsctions
often blur. Even for therapists, a crisp line between therapeutic technique and tiherapeut
action was not cleanly drawn between these deeply interrelated arbasvairk.

Beyond therapeutic technique and therapeutic action, this chapter discusses
elements of the therapeutic relationship that arose in the interviews asa¢ $se
therapeutic repair, that which therapists and patients retrospectivejhthwas helpful.
These discussions pivot upon two bidirectional propositions. Subjects discuss how
therapeutic repair enhanced their capacities for pleasure and how @lealsanced their

capacity for therapeutic repair.
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An Example of Technique

Here the therapist, Subject 1B, talks about a moment in which she invites her
patient to wonder about the transferential implications of what she is saying. The
therapist is aware that her patient’s anxiety and related deprecatedaggdfare being
constructed within a projection of her mother’s voice upon the therapist. She invites her
patient to wonder about her relational expectations and, in doing so, opens up the
possibility of something new in the room. She says:

| think she was waiting for me to think that she was somehow at fault. And she

was so ashamed to tell me and so worried that | would think she was stupid or

dumb. Oh, it was just, it was so heartbreaking. You know, to some extent that

after this time, |1 was like, do you hear telling you that you're stupid? And she

said, no. | said, well who’s telling you that you're stupid? [Laughs] 'Catsse

aren’'t my words; | would never say that. You know me well enough by now. And

she, you know, she was like, oh it’s just, it's just everything | think about myself.

The patient talks about how this type of transaction was usefulrtaShe is
talking about her cumulative experience of interventions, like the xarame given by
her therapist. She says:

| have a hard time getting things out of my mouth [Laughs] sometimes She’

patient and kind and she’s always reassuring me that it's okay. 'Causeérgel

stupid sometimes, 'cause | can’t say things. | know | probably bug her bécause

always ask her if it's okay that | say these things or tell her theggsthiknow |

repeat myself.

Her anxiety still pervades the interview. She does speak hesitantly and needs

much encouragement to finish her thoughts. And she does repeat herself. She beams

when she tells of the pleasure that she can keep asking her therapist what she needs ove

and over again.
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And | can keep asking her. And [Laughs] she doesn't think I'm crazy! You know
that | kept asking her the same thing. 'Cause | had told my mom, you know, what
had happened to me. |think she cared, but she just told me there’s certain things
in life you just have to get over. And, uh, so | thought, OK that’s what | have to

do, I just have to get over it, but | didn’t know how to do it. And | never told

anybody else. After that, 'cause it kinda just shut me up, I didn’t think | was

important enough for somebody to want to help. | thought was stupid.

Clearly being able to enjoy life did not emerge from one therapeutic tremmsact
For this patient, beginning to feel like she wasn't stupid for feeling injurectitasl to
repair. We might imagine that the problem with her mother is more pervhsaivéhis
one exemplar. And, in fact, this subject discussed her mother’s unpredictatallity a
bizarre responses extensively in the interview.

The theme of differentiating her therapist from her mother is sprinkled

throughout the interview as a precursor to being able to feel safe and ex@pleasure.

And over and over again throughout the interview, in speaking about her therapist, she

said, “I feel safe. There’s a connection. And when I'm scared | guess | ddrsofee
scared when I'm with her. And that’s a gift. | mean, to be able to have thatl safieé
So where does feeling safe lead her? The subject says, “I think that'd’svha#t i
about, to be able to experience pleasure to enjoy life. That's what | meant séién |
quality of life. I've been given back my life. | don’t want to live it just beafigid all

the time. | want to make the most of it.”

Consistency and Affect Regulation
Here is another clinical pair talking about the quality of the relationshipvieat
reparative. They say very little here about technique, though it is clear thia¢ithpist

has given a great deal of thought to what she thinks is therapeutically usédalinigc
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her own consistency and her ability to help her patient “integrate warded-offjlpai
affect.” The patient-subject says:

One of the most valuable things I learned in therapy, especially working with C.,
as she was very consistent, was that what made me happy made me happy. The
single most important thing that she has given to me is consistency. It's grobabl
difficult to be too specific about that, because I think a lot of times consistency,
consistency means something very simple. Just being there, it's something very
basic, we’'ve gone through periods, possibly long periods, where she doesn’t
address a lot of specific issues. Where it’s just reassuring me thattghtéisre

or if | bring something disturbing, you know, to a session she’s not going to drop
me as a client.

Here his therapist ponders the same question.

What aspects of the therapeutic relationship allow [Laughs] for change& We'r

still working on that one. But I think very much the relationship and the
development of trust allowed him to become more aware, which was very painful,
of the extent of his fear and so gradually as things got more connected, as he
became more connected to his affect.

Well, I guess in general, as | anticipated this interview, the concept of
pleasure and what allows people to have pleasure, | think, is the integration of
warded-off, painful affect—the big generalized concept. But how does that
happen? Some of the psychodynamic stuff | learned in graduate school years ago,
| think, is the kind of, been a core of my understanding of how to work with
people. The defenses sort of got a bad name but, you know, they are ways that
people have coped and | have a lot of empathy towards defenses, the way that
people have had to cope with whatever level of trauma and that, um, to honor
those coping mechanisms, not try to crash through the gate, but go slow. So, |
thought, the more trauma, the more probably, the stronger the coping mechanisms
and, you know, just, honor those and again, tap, tap around the edges.

You know, there are plenty of times | felt, what am | doing? Well, 'm
showing up, I'm not threatening him, I'm being patient, I'm being kind, I'm being
thoughtful, I'm being consistent. So, and | often remind myself when I'nmtgel
maybe scared and useless and confused, okay, it's the process. | don’t have to
have any answers, | don’t have to make the great interpretations, um, but | need to
do certain things repeatedly and usually it's [Laughs] works.

They both place an emphasis on her consistency. He says her consistency is

reassuring. She says that “showing up and not threatening him” is one of the mnporta
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elements of what she has provided. She also discusses her thinking about affect
regulation and emotional integration. Interestingly, it can be seen in his évtdhat her
concern about emotional regulation, integration, and complexity is a lessonrtesllear
well. One of his first spontaneous remarks in the interview addresses thadH#/ly
first thought when | read about the study was that it was interestingubdddén so
many years integrating feelings and awareness only to partiapatgtudy that would
separate out one particular thing.”
What about pleasure? He goes on to say, “Yeah. It, it's mixed again, because as,
as the awareness grows, as the integration happens, | am becoming awetedufes
give me pleasure, but I'm also becoming aware of the lack.” Her consistas@llowed
for the expansion both of his emotional awareness and his capacities. Though he dearly
values his therapist, he knows that he is not finished with therapy. He tells u§ he stil
wants more.
| seem to lack a certain amount of socialization, | lack particular sédial $
lack emotional development in areas that, | guess you could say, | guess, were
neglected or not even present, so how could | possibly? | want an intimate
relationship with, you know, a lover or a partner and all that would be at the far
end of the spectrum of pleasure. And | just talked about going to visit these
people, those relationships with people and friends, and how pleasurable it was,
but I'm also facing somebody wanting to come visit me and I'm terrified.
So he notes his therapeutic progress. He attributes these changes, as his therapist
does to an expansion of emotional capacity, including the capacity for pleasure and to her
consistency, which perhaps has provided him with the emotional regulation to allow this

expansion. He tells us also that he is not done with therapy. He has aspirations. He can

see what is missing in his life. He wants more pleasure; he wants an irdthrateT his,



120

too, may be seen as a therapeutic achievement, given that he spoke of his life before

therapy as avoidant of intimacy.

“I didn’t feel it there.” — The Power of Emotion

This next clinical pair discusses the power of emotion in their relationshifea lit
bit differently than the preceding pair. They are talking about the range abaaiot
experience that their relationship engendered. Embedded throughout the discsissions i
their pleasure in each other, which has been previously noted in Chapter V tératedi
here because it is an example of the power of emotional connection. Their pleasure
allows for deeper discussion of a range of emotions and their discussion of a range of
emotions enhances their pleasure. The patient was nearing the end of hisuntervie
having already spoken at length about the many positive qualities of his psyapgther
when asked to speak about what in the psychotherapy has helped him. He contrasts this
psychotherapy to his former unsuccessful psychotherapy, particularly s aéthe
emotional quality of their relatedness.

Janet: Beyond what you've already said about what in the therapy you think has

helped you to be able to have your voice in the world—to be more exploratory—

these things that you're talking about you have pleasure in now—ways that you

didn’t used to have pleasure. Do you have any thoughts about what it is in the

therapy that's helped you in those ways?

6A: [Deep Breath] I get in touch with who | really am. Figuring out whaid, li
what my hopes are, my dreams.

Janet: How come you think you've been able to do that with L.? | think you said
you had some other therapists who didn’t work so well.

6A: Nah, because L. actually listens, but she also gives me her input. And she’s
compassionate and | can see that. | didn’t have a lot of that growing up. No one
actually took the time out to listen and gave time for me, you know, 'cause when |
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go there that’s, that's my time and that’'s what, that’s for me. And she, she, she
helps me feel that, like that. | don’t know if what I'm saying is makingesens

Janet: Well, it does, and what I'm wondering about is that you saw some other
therapists who made some time for you, right, but it wasn’t the same?

6A: No, it wasn't the same at all, because it seemed like they were just doing a
job. There was no real feeling going, no real humanizing-humanism or no sense
of—I 'm all about emotions and all about being human, humans are emotional.
And | didn’t sense that with those therapists, not at all. Which is odd, because
they were women too, all my therapists have always been women, but | didn’t feel
like that with them, they've just felt like, they were just there to do a job. And,
and | didn’t connect with them, with that, 'cause, | mean, | wasn't, | wasn't able
to talk about what | really needed to talk about, 'cause | didn’t feel it there.

| just didn’t feel it. They didn’t really give me any feedback on anything gr the
didn’t really listen that much or | didn’t feel like they actually listenethto

feelings or really care about, you know, me getting better. | hope I'm making
sense.

Janet: You are making sense.

6A: | just didn’t feel it and I, as soon as | walked into see my therapist now. Every
time |1, when | first walked into to see L. it was just like, | knew. 'Causenitd

know, | just got that vibe [Deep breath] just by the way she, | don’t know, | talked

a lot about her today, didn’'t | mean, 'cause | connected with her. It was just like |

just knew | was at the right place at the right time and the right moment.

| was tired of feeling so depressed and so angry all the time and tsetf-ha
and very low self-esteem, which I still have somewhat. Still, like | saitl, stil
dealing with rage in the fact of, | didn’t want to be like that anymore, too
overwhelming. And it was keeping me away from people. | am better than when |
first saw her, I'm not as angry, far from being as angry or as, as degres or
anything. I'm happier than | was when | first came to saw L. | wapl=iety
broken. She makes me feel comfortable; tells me | can talk about anything | wa
And always greetings me with a smile; she’s compassionate and she le¢gs m

The first day | went in there and, just, completely laid everything out on
the table. And the reaction | got from her was, like, a reaction I've never
experienced from someone feeling my pain. | never knew anybody would cry for
me like that. And | saw her crying and | was like, oh, wow. I'm like, ’'mysorr
She’s like, no, don’t be sorry. She’s like, you've had a real bad life. And, um,
that’s why | knew.
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He knew that his therapist would be all right because of her compassionate,

emotional response. He has continued to find that her emotional expression enhances his

emotional expression. They both describe this cycle between them. What follbers is t

therapist 6B discussing the same phenomena in their relationship. She weaveslgloquent

between the pleasure in and with each other and their ability, together, to mamtai

alliance while discussing painful emotional experience.

You know, it feels fun and enjoyable that we have the range of emotions that we
can feel together. That also feels good to me. That, you know, he can cry, and I've
cried with him and then we can laugh [Laughs] together, too, and | think it’s just
having that connection around the range of different kinds of emotion. And then,
you know, we talk about how that happens in relationship and that's normal in
relationship.

I’'m what'’s pleasurable for him. I'm thinking with the range of emotions
that we're able to feel together. | think that feels like a model for him, s éalel
communication or laughter and sadness together. Or anger that you can have a
range of emotions with somebody and they're going to accept you, sort of that
unconditional, | think it's that unconditional piece, love. And he talks about that,
actually. That was something that he didn’t get in early childhood. So | think
that’s happening for him, he’s getting that, that nurturance as well. Yeah. And |
think he can also have these angry thoughts and rageful thoughts and I don’t think
different of him for having them, | think that’s also pleasure for him. He didn’t
realize, it felt shameful to him, anger or rage for him. And out of control.

He was, at first it was a little hard to sit with, because hearing about what
had happened to him and his losses and sexual abuse, the assault toward him
when he was so little. That was really hard. But | think his willingness to lasal w
also nice for us. I think that's meaningful, part of the joy is that’'s what welaa
together. And | think that has also repaired his hope around, you know, having
relationships with people, that he can use our relationship as a model, too.

Dissociation: The Problem and Potential of Remembering
“She’s not afraid to remember with me.”

Subject 1A has said about her therapist, “She’s not afraid to remember with me. It

allows me to remember stuff and see things that have happened and not beNérayd.”
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other subjects in the study discussed the importance of them being able tdbeemem
traumatic events that were previously dissociated.

This sample is strongly skewed. Many of the patient-subjects in this stddy ha
major dissociative disorders. Ten clinical pairs out of the 15 reported that the patie
or at one time, had multiple personalities. Most other subjects spoke of having
dissociated aspects of experience. Though treatment approaches variedtj\aerepet
theme in treatment was integration of affect, memory, and self states.

The integration of self-states was repeatedly related to integratiofect, &oth
the development of a tolerance for managing painful affect and the expansion of
pleasurable affect. Both therapists and patients spoke to the importaneadihgtto
previously warded-off affects and aspects of self.

Here, Subject 15A tells us how this worked in her therapy. She is extremely

articulate and names a number of therapeutic techniques that have been usefuieWhat s

describes as reparative also exemplifies the therapeutic ground spokenasfybgther
dissociative subjects. Therapeutic technique and therapeutic action ardalpteassd
apart. This patient speaks of the use of visualization to help her contain difficclt affe
She also discusses the necessity of learning to communicate with other ftesonal
inside and recognizing them as parts of herself. She describes thiatiotegs critical

to the restoration of her capacity for pleasure. Embedded in everything shetbays is
quality of her relationship with her therapist.

Before | started therapy, | was just surviving, is what | was doingslpwobably
in my early thirties before | started into therapy. | never was argytiegond just

me, this person who was hurting terribly. | mean, | was dying inside and no one
noticed, no one. Granted, | didn’t walk up to them and say, hey, I'm hurting and |
feel horrible, but, uh, | was merely, | just existed. | live on my own, being around

people for any great length of time can make me squirrelly so, uh... [Laughs]
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| guess right now, at this point in my life, having been in therapy for a
while, and I'm finally getting a grip on why. | mean, it took a couple of years for
me to even eke out the fact that, you know, | just thought | was crazy that there
were these other parts. | would find myself not knowing where | am sometimes
especially at work. Sitting in a meeting and all of a sudden | have no idemvh
here and why I'm, or why these people are talking about things. So, oncey finall
got that out, things started to, well, you know, they get worse, | suppose [Laughs]
before they get better.

One of the things | learned was, | guess it just opened my eyes to
everything. Look at the path you've been on [Laughs] and look at what has
happened to you and doesn't it, kind of, make sense that you would have
branched off, because of what was going on in your life. Once we started
communicating with them things started to get better.

She tells us that, historically, she had no one to talk to; she was in pain. She was
isolated and she was overwhelmed. Now she is safe with her therapist. Safety is
something she emphasizes. Her therapist helps her with internal communindtion a
containment. And she, too, is talking about consistency and reliability. She can
remember. Her therapist is available. She can call her when she neeglsehieegins
with discussing the linkage of therapeutic repair and pleasure.

| just see, feeling pleasure, feeling anything positive was foreigmHK in

dealing with, um, finally getting in touch with some of the parts that are inside,
that would hammer away at me, and, and, you know, make me miserable, | think,
to a certain degree | can feel pleasure. Once we started communic#tinigem,

um, and me realizing that they are me and, and not this separate entity that they
feel like, um, I think that let the pressure off of me in terms of always vingyryi

just always worrying about what | was hearing in my head. [Laughs]

And taking those moments in therapy where we would, you know, just
visualize, a lot of that work of, 'cause the overwhelming panic and that kind of
thing was very common, and so we would do some visualization and, and just
find a way to contain the emotion and not get rid of it.

That helped a lot, knowing that we were just putting it away until there
was a time when we could look at it and, and not be horrified by it and all that sort
of stuff. Sighs. In general, | mean, I'm not anywhere near as miserableaas |
going to work every day, just the everyday grind. I'm starting to see inlihagse
having little bit of self-worth, a little bit of 'm okay how | am.
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Knowing that | could, | always had a sense or walked around with a sense
of, | can’t talk about this. There’s no one to talk to. Having someone now to talk
to and knowing that in that room for that period of time, it's safe. That safety
feeling has just oozed out of that office and followed me around.

Not all the time, certainly, but that’s a change in me. | just have a sense of
not always feeling, you know, miserable. I'm not always ready to cryyagigan
moment.”

| guess, just knowing that I've got that and at one point, it seems that when
we get closer to, when | get closer to talking about something big sometbing
know, horrible, that’'s when | will, you know, | get profoundly upset and | can’t
shake it off as easily as I'd like to. And knowing, though, that | can call D. [Her
therapist.] and talk to her for a few minutes just to put my feet back on the ground
and get me through that day, that week. Knowing that the reason my head is
spinning and I'm feeling like I'm going to crack in two is because thisavigpil,
horrible thing is being dealt with.

And, more and more now | feel like my feet are on the ground more and
that, although something might be painful, something might be hard, now I kind
of believe I'm gonna work through it and | know | will. And it might not happen,
you know, | would prefer it all just get taken care of in a day or two and
apparently that’s not how it works. I've been told time and time again, it's gonna
take some time. Um, but where | used to just have no hope of, for anything,
anything, | do more so now. And that, in a sense, is a pleasurable thing.

Her previous pain and confusion have not been completely resolved. We don’t
know beyond her therapist’'s consistency and reliability exactly what haptkiedid that
made her feel safe and able to talk about previously warded-off affectgléusthtes.

We know that feeling safe and able to talk about what once was unbearable has
allowed her to feel more hopeful. Now she can consider pleasure. Perhaps bez#ise sh
no longer so worried or preoccupied with what is wrong with her. Perhaps bec#use of
pleasure she has in the relationship with her therapist. Pleasure had beenddrergn t
This subject did have memories of pleasurable experience. She describedetiehffi

sustaining pleasurable experience. She too is not yet done with therapy, but now she

wants an intimate partnership.
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| want to have someone and, you know, I'm living my life. | just don’t want you

to be all alone. | don’'t necessarily feel all alone. But, for the intimateghihg
day-to-day things, the come home and just talk about your day, that | do miss, you
know, that | feel like, uh, I'm missing out on the companionship.

So how does her therapist think about what was helpful?

| think that a lot of the whole process has been akin to what happens in the
therapeutic process, whether it's a DID client or not in terms of developing trust
slowly. Definitely, it was a lot more slowly with her than with clients wherast

DID, just having her know that | am not going to judge her for what she tells me. |
accept where she’s at. | know more so with her than with other clients, because
she is so sensitive, to assure her, um. That it's a safe place and that she ign’t goin
to be made to say or do anything in the sessions that she doesn’t want to. That,
you know, this experience, this relationship, is different from many relatsmshi
she’s had in the past with people, not that | might, um, hurt, never hurt her but |
certainly would not do so intentionally. And that she can know that | am not going
to coerce or force or try to control in any way.

She didn’t believe that in the beginning, but I think over time she has been
able to see that | try to be there. Within she isn’t a terribly demandimg bolig,
we meet for a two-hour session every week and generally | will hear #ponh
the phone once during the week, for a brief conversation. It's often just she will
say, | just wanted to touch base. Or sometimes she needs to have a kind of a
reality check, get her back on track with her thinking. So she has been able to see
that I'm as responsive as | can be to her needs. | think she’s been abléhad see t
keep the limits that we set with the session and with our relationship.

| have done what | said I'd do. And because of that, she has been able to
develop a trust. And it is more open now, even if she doesn’'t immediately follow
through on things, which she often doesn't, that | don't criticize or judge her for
that or get on her for that but will try to, kinda, brainstorm with her on why
something didn’t work or why, maybe, she didn’t follow through on something.
Maybe there is some resistance, maybe one of the alters needs to prtcassith
think that it's an experience that is everything the abuse wasn't. Itextot
opposite of what she experienced in her abusive relationship and in some of the
relationships with her personal relationships where she’s felt betrayed or
abandoned.

Her therapist also put a great emphasis on creating a safe, therapetiticsta|a

She tells us that she thinks some of what creates safety is a reliabtamerant free of
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judgment. She also discusses the importance of her being responsive to her patient.
Embedded in this description is also the idea that the patient “is not terribly dagandi
The therapist does not find her particularly difficult; being responsive isvediaeasy.

This client engenders responsiveness in her therapist. While both patient andttherapis
emphasize a safe environment that potentiates discussion of anythindyawehith

was previously unspeakable, the therapist indicates that this has evolved mutually. The
patient had not only been told that the therapist was safe, she had to experience the
therapist as safe and the therapist needed perhaps to experience the patidntiag
overwhelming. In this milieu, the patient felt freer to know herself and rdraeher own
experience. The complexity of arriving at this goodness of fit may be dtadtby the
following comments of the therapist. Here she talks about the patient’s previous
psychotherapy.

There’s a lot of that because in addition to personal relationships, she did feel
very abandoned by her previous therapist. So there, not only were there
abandonment issues in her personal life, but with, um, her previous therapist that,
kind of, added to that fear. So I've told her that | don’t plan to retire soon.

I’'m honest with her about the limits of what | can provide for her and so
I’'m hoping she respects that and, | mean, she seems to respect it and honors that
and understands that. And, it seems that the previous therapist, and | guess
therapists have different approaches about that, would not disclose any, any
information about her personal life, nothing. And, | don’t know if she was
concerned about the client overstepping her boundaries, but | don’t think she’s
like that. | mean, if 'm gonna be off taking vacation time, | prepare her for that,
but I will tell her where, | mean, | won't tell her exactly where Btaying, but
I'll say I'm going to Wisconsin or whatever. And | think she appreciatds itfe
almost as if, | think, with her previous therapist she viewed her, she thought she
was some kind of a maniac or crazy person. You know, why wouldn’t she say
anything about anything? | can’t answer that question. So, I tell her, youy kn
therapists have different ways of viewing that, the whole boundary thing.
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Both the therapist and her patient spoke to me about her previous therapist.
Though the therapist seems hesitant to judge the previous therapist, she inthtahes t
former therapist was overly rigid about boundaries with this patient. They botlednpli
that the previous therapist had not been responsive. She had been reactive, leaving the
patient feeling unsafe and ashamed of her needs. The patient had not felt free to
remember. She felt dysregulated, unable to explore those different asfdestself that

she has now become able to know in her current therapy.

“It's the Relationship”

Over and over again, patients and therapists tried to put language to their
experience of the therapeutic relationship as elixir of healing. We haagyadiscussed
safety and trust, reliability and consistency, affect regulation and @mabtntegration,
and still these terms do not seem to convey the rich complexity of what the subjects
meant. “After approximately a half century of psychotherapy researclof dime most
consistent findings is that the quality of the therapeutic alliance is therobost
predictor of treatment success” (Safran & Muran, 2000, p. 1). These findings.concur
Could pleasure be a necessary component of a therapeutic alliance?

There is a multitude of ways that these clinical pairs discussed the quahsjrof
relationships, which can be understood as components of the therapeutic alliance. Here
one therapist offering her understanding. She starts with a statement enaognpass
all the previously mentioned component parts and goes on to more fullyratka her
understanding. Notice again the embedded discussion of the therapist A8B’s

pleasure.
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| provide a safe and secure relationship so that she can count on me to be there for
her as she learns to self-regulate and begin to explore her world in new and more
productive ways. | enjoy working with her like a parent enjoys watching and
supporting their child develop and grow through good times and bad. There are
several ways our therapeutic relationship has helped her make improvements in
her life. | believe our relationship has allowed her to be open to other female
relationships and relationships in general.

She was isolated in the beginning of treatment or would become involved
in relationships that weren’t good for her. She now has a good friend who she
depends on for support and who she can support. Because of the trust she has in
our relationship, she is able to take chances and begin to build trust in other
relationships. She has also had a couple of relationships that have been somewhat
positive, although understandably because of the abuse, she still has difficulty
trusting in these relationships.

She has begun to learn to express some of her feelings in relationships.
She has gotten angry at me and has been able to express herself withoug anythin
horrible happening to her. She is sometimes able to express her feelings in her
friendship, which is directly related to her being able to do this in our relationship.
She is able to become angry and disappointed and continue to sustain a
relationship. In the past, if a friend disappointed or injured her, she would cut
them out of her life.

Our relationship helps calm her and helps her to self-regulate. She has
expressed many times that when she is anxious or panicked, she repeats calming
thoughts that I've told her or she has experienced in our relationship. She hears
my voice and is able to calm herself. She monitors herself to see if she can calm
herself or if she needs to call me. She rarely calls, but talks about her ee@erie
in our next session and how she has used our relationship to help her regulate. Our
relationship has allowed her and some of her parts to begin healing.

She is in relationship with someone who listens and takes her and her
reports of abuse seriously for probably the first time in her life. She andahany
her parts experienced people, who were supposed to be “helpers,” betray her. She
is learning to trust in a relationship. | believe she and | have a bond with each
other, a strong attachment. | am attuned to her and we experience ameaffecti
resonance. Most of the time | understand her and | am empathic. She feels this
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Attachment

In addition to specifying some of the nuances in their relationship, which are
differentiated by the therapist from her patient’s previously abusiveéoretaips, she
names a component of relationship not previously cited in this study, attachntiemt- Pa
subjects in this study never use this word to describe their relationships. Ciagdilolat
the word “self,” discussed in the next chapter, was used about 400 times in these
interviews, the relative scarcity of explicit discussion of attachmentasaisting.

Perhaps it is too formal, reeking of remote theoretical language. Still,itteessmarch
showed that fully 10 of the 15 therapists never uttered the word attachment, either.

Attachment is clearly an implicit topic in these interviews. Many stbjec
previously quoted talked about “connection.” What follows is a sampling of those
therapists who did talk explicitly about attachment.

Subject 3B talks about the complexity of the problem with a patient who has been
extremely maltreated and frequently betrayed in relationship. She behavefoseness
or attachment does not necessarily or completely relieve her patiengsyahxfact, she
portrays the attachment as both important and problematic. She is also revisiting the

problem with pleasure, that is, how and why her patient interrupts her pleasure.

3B: She has some awareness of feeling pleasure that she interrupts.

Janet: Is that something that she knew about before she came into therapy or that
developed over the course of therapy?

3B: That's developed.

Janet: Can you tell me a little bit about how you got to thatremess, how it
developed over time?
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3B: | think I've always been there and | continually drop seeds of comments and
she responds more and more over time when something feels good or at least
stops feeling bad. Do you allow yourself ever to have peace? Or is feetidgg
bad thing? Is pleasure, sensual pleasure, is that in itself an innocent biological
thing or is that something means snotty and dirty and evil?

So we’re in that process. I've always thought about these things. In terms
of the nature of, I've seen plenty of people that would begrudge someone a
moment’s peace or to feel good about themselves. I've seen both sides of it. So |,
| think I've just been immersed in this professionally just, or as a human my
whole life. | noticed pretty quickly that the word okay, good, or fine, was not in
her vocabulary. If asked how are you today, most people will say the cursary fi
or okay.

Never for her. So that was noticeable right away; it’s still like that. She’s
always so anxious and it permeates the room and | comment on it. In fact, she has
one peaceful surround in which she feels relatively safe. If | ever named that
her, she’d find a way to undo it because she’d realize that it made her feel safe.
And if there were consciousness, | think she’d sabotage it. She’s still in tbat pla
I’'m careful to not comment positively overly much, because | think that makes
her anxious. I'll do a little and then if | see any whisper or unease | lean back, but
gradually | see a very slow growing tolerance to a word of praise or, um, eye
contact and a smile.

| think, as she and | have fostered our attachment, she’s also more anxious
and dissociative about being here, because she’s growing more aware of the
comfortable thing we have and there are times that, in itself, scaredhshrean
needs to put up a wedge. Once she tunes to me, | fade out. Um, sometimes I'm
sure it's my therapeutic screw ups, but sometimes | think it's because kshe fee
warm feelings and she doesn’'t know where to put that.

Therapist 3B clearly thinks that the developing attachment is theragdutic
helpful, though problematic. The following therapist sees the attachment as
therapeutically critical and not particularly problematic. He fregpresses the depth of
his own attachment to his patient.
14B: Well, I think she’s processed a lot of these memories so that they’'re no
longer have to be dissociated; they're part of her history now and | know her
attachment to me is probably the most important thing there. She feels safe wit
me and we do laugh. We laugh at lots of things. We probably share many values

and a view of the world and she deals with difficult people in her work. She
comes in and talks about that the way you might talk with a client who’s not a
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trauma client or you think somebody’s whose just dealing with normal life
demands and stresses and what not. | don’t know if I'm answering your question
there.

Janet: Well, you, | think you said, “I think her attachment to me is perhaps the
most important thing there.” So, I'm wondering if you could talk some more
about that, what do you think about that, how come you think it's, maybe, the
most important thing, how did that develop between you, the two of you?

14B: Well, part of that’s the way | think theoretically that’'s important. How did

that develop? I've been reliably there for her. I'm very devoted to her. | love her. |

would do whatever it takes to help her. | would see her without pay, if that's what

it came to. | think she knows, even though she certainly insists on paying. And we
keep the professional boundaries.

When she was a mess early on, | held her at times when she was, just,
crying, sobbing uncontrollably. The moment she would to start to feel
uncomfortable that some man was touching her, | would just back away and give
her the space.

I do hug her at the end of the sessions, but there’s never been any sexual
tension. | don't think there’s even been any sexual imagery or anythingdike t
between us. | mean, it's stayed very clean and easy for me. | mean, soene’s
patients that | could never do that with, but that’s not been an issue with her.
Maybe because | saw her as such a child from the beginning and, and saw her
pain so clearly, so | know I've been a good attachment object for her. And | know
that she feels that I'm the one person in the world that she can come in and be a
child, be an angry person, just be that. So, | mean, | think of her like one of my
kids in, in that sense that whatever they need I’'m going to do whatever | can to
provide it.

Finally this therapist talks about some of the changes she has seen in her patie
over the course of therapy and how she thinks these changes are relatepttmee@nd
attachment. She, like the previous therapist, also talks about her love for her patient.

6B. | think he’s beginning to care more about himself and like himself more. So

his self-esteem is increased. And I think his self-worth as well, although @ahat

struggle, but | think it has been enhanced, through our work. He is able to actually

verbalize things he likes about himself.

Janet: What in the therapy do you think has helped him, if anything, become more
able to do that?
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6B: So much that goes on, I'm trying to speak to it. | really just think it's the

acceptance. And the genuine regard for each other. | think that’s just something

that’s, the energy is positive, but | think it is the loving feelings, too. That and the
unconditional regard for him allows that to happen, allows him to have room for it
to happen. He needs the attachment between us, | guess—carries him and allows,
and allows things to happen. | guess the space for it to happen, that would make
sense, of what he didn’t get, you know, an attachment to his mother. | believe
that’s a big piece of it. We've talked about, too, some maternal transferenge goin
on and that he feels nurtured and cared for and it matters to me whether or not he
shows up.

Theoretical language, however popular, and everyday word usage are distinct.
The aforementioned transcripts are not the only place in the interviews in whiebtsubj
are discussing attachment. These are the only interviews in which suisiedtthe word
attachment.

As already quoted throughout these findings, subjects use the word connection
over and over again. They speak about the quality of the relationship. Patients speak
about how safe they feel with their therapists, how secure. They speak witlr@leas
about these aspects of the therapeutic relationship and they speak about how thisse aspec

of the relationship are pleasurable and enhance their ability to find and experience

pleasure elsewhere in their lives.
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CHAPTER IX

FINDING A SELF

One subject had this profoundly elegant exchange with me about his relationship
with his therapist.

10A: That's what made me happy, made me very happy. [Looking very serious.]

[Long pause]

| didn’t have to be somebody else.

[Long pause.]

So, | got to bring that sense of self, have it affirmed by this person | itigs w
yeah, that was nice.

Janet: You're abruptly smiling. [Smiling]

10A: Yeah. [Beaming]

He embodies his pleasure as he speaks. This subject was thoughtful and articulate
throughout his interview. He had spoken somberly of his childhood and the ongoing
destruction of his pleasure. He was an intelligent and curious subject who felilgatef
his therapist, but his emotional expression was continuously restrained. He told a
complex and detailed story about the revival of his capacity for pleasure. Omyhehe
began to speak of the revival of his self, did his pleasure come alive in the room.

This chapter addresses the subjects’ discussion of finding a self. Irestirtg to

note that the researcher made no conscious attempt to facilitate a comvexisatit the
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development of self across the life of these therapies. Subjects werasie@if they
experienced a change in their identity over time. They were not asked about their
capacities for self-soothing or affect regulation. They were not asked abetltew or
not they felt they could initiate or pursue interests of their own.

These topics arose spontaneously in the context of talking about pleasure and the
problems they had experiencing pleasure. Discussing pleasure, for thests swlajgso
intricately interwoven with the fabric of identity that the importance to tbkfimding a
self emerged over and over again in the interviews. Upon doing a word search, the
researcher was astonished to find in the interview transcripts that suigdaised the
word self approximately 400 times.

This chapter enumerates the various steps along the way to finding aeself. W
begin with a discussion of patients’ histories. They speak to their experiencergf havi
others interfere with finding themselves. The subjects then go on to describe the
importance to them of finding a self. They discuss seeing “glimmers” oftiady might
become. As they move towards describing the journey, the hard work of finding a self,
they keep returning to the topic of pleasure. They tell us again and again disat@le
requires a self. Without a self, pleasure is like a suit of clothes without a blodhgssled

up with no way to go.
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Interference with Finding a Self

These subjects did not speak primarily about neglect. Their concerns were not
with an absence of attention. They spoke about destruction, active destruction df the sel

Okay, um, pleasure in my life, well it's very hard to talk about that. It would be
easier to talk about pain and misery. Yeah, because it's so, so scattered and so,
um, | think | should tell you that my, uh, dad was a monster. So, my trauma is
what he did to me, started from my earliest possible memory. Uh, because then |
realize the total destructiveness of what happened to me. | can’t pedityeny

it. I can, | don’t have to think about it. Then | can be like a normal person.

But when, you say, tell me about fun, | realize it’s the things | enjoy
doing. | play the organ out of this old church in this town because after | do it, |
get so involved in doing it. That it's, sort of, like | am like in a tuna fish can and
I’'m all jammed in there and every once in a while | get a knife that pries me out
It's so terribly frightening 'cause I'm not, I, it's just terrifyingcan then be;
enjoy going out to dinner. | can go out to dinner and | cannot think about the
trauma. Otherwise, it's just always, always, always there. [Blows] osd, and
it's a secret, 'cause | can'’t tell anybody. And, and if | say one thing, bjugt |
absolutely cannot talk about it. There is no one who wants to hear and it’s
essentially the basis of who | am.

In general, people like me 'cause | do all this stuff for them. I've got all
these compartments in my head that are sometimes talking to each other and
sometimes not. | can do charts and graphs, and that’s probably been my, my
greatest enjoyment is to have a project and to finish it, even though the project is
extremely painful.

| don’t even enjoy when the reward comes. [Blows nose] And they say,
oh, you get the whatever you get. I'm glad 'cause | don’t have to do it again but
there’s no joy. | cannot, | don’t think I've ever experienced joy. And, and maybe
I'm, I'm lying, uh, but | don’t think so, I'd have no reason to. | havdrttjnk
before a person can have pleasure, a person must have a self. You must be able to
say, | want to do this. And then do it and nothing bad hapjpeaiscs added.]

This subject, like others interviewed, makes the argument that having a self
precedes having pleasure. She is clear that one must be safe, to know that “nothing bad

happens,” before one can begin to reckon with desire. The definition of self she has given
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us is embedded in defining, reaching for what one wants; pleasure, for her, is itiherent

this act of defining a self.
Subject 4A is saying something very similar here. She feared that thesapre

of pleasure would signal her abuser that she has a separate self. Skeatsistipoth

the development and maintenance of her hypervigilance. Relative safety wasabfai

not exhibiting a self.
| guess | am having trouble not being able to recognize that I'm not in that
dangerous situation anymore. And so there’s no need to continue with that
sticking to the family system inside in the same way, guiding them in the same
way because there’s not, there aren’t the same risks as there were ®&fbre
think that the main part that has been a problem with allowing me to know. And,
to have any kind of just, joy, pleasure, it’s just too risky. Yeah, and not paying
attention and also th&he fact that any kind of pleasure for myself, having a self
was trick.[Italics added.] If | had a self separate from the abuser that, on any
level, was a problem.

| mean, | had to, | kind of mastered really, during the time of abuse and

trauma, | mastered, in a lot of ways, as much as was possible, what to do to try to
avoid the trauma. One of many things that triggeretialying a self separate

from the abuserHaving any kind of joy or pleasure separate from that individual.
It was presented and it triggered the abuse. | think that that's played a huge role.”

Searching for a Self

Whatever was or was not allowed in the lives of these subjects, they wete able
articulate longings. They wanted and actively sought themselves. Perisgpatially
explains why these people, who were so injured in relationship, still persistexkingsa
psychotherapeutic relationship. With little reason to trust intimategengant, all of
these subjects pursued a therapeutic relationship despite numerous previouslrelat
failures, including those with former therapists. Here, this subject tefiswshe has felt

misunderstood by our profession and what she wants.
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| just think that Maslow’s Hierarchy, pleasure, oh my gosh, I'm down here
worrying about, can | sit through work without falling apart? Can | get through
today without cutting myself? Can I, will | have enough energy to walk to the
dog? Just, I'm at a, a really basic crawling around level and [Laughs]daiice|

to get beyond it. But | think that, for me, not having killed myself is just
remarkable! And I'm able to be a competent person and | think that’s a pretty
good accomplishment. And | guess is pleasure is related to survivaivéligu

an example. Yesterday | was so incredibly depressed. | just thoughtgdijist

live anymore. This is it. I'm gonna kill myself today. | was laying there a
thinking, all right, here’s what I'll do; I'll kill myself November 16th, becaus

that will be the 11 anniversary. And that cheered me up so much that | was able
to get up and function and do stuff, 'cause | thought, | don’t have to put up with
this any longer than 3 weeks. | look on the calendar, | saw what | was doing on,
on November 18, and that seems fine. So the pleasure kept me alive for a little
while longer.

| don’t think that any of the theories or any of the books I've read, like
stage four reorganization, | don’t think that'’s it for somebody like me. | thek it
redemption and I think it's about survival. | don’t think it's about finding meaning
or being a better person from it, necessarily. Beyond survival, | think it’s just
putting a person together, just finding out, being able to walk into the grocery
store and say, what do | want? [Laughs] That would be so wonderful! To go to a
restaurant and not order what the person, the other person with me is having!
[Laughs] To have a personality, [Laughs] that would be so great, or, or to
recognize the one | have, you know, to have one. [Laughs] That's all | want to
say.

She says a great deal. A smidgen of pleasure and the possibility of hope keep her
alive some days. And she has a vision. She has a vision of what would be really
wonderful. She pictures herself saying what she wants. This seeminglg sich would

be a great accomplishment. She is describing the moment she is striving tasvards

knowing she has a self.
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“No Place to Put It”

This next subject describes the importance of other people in finding a self. She
talks about needing “validators.” Without safe, engaged others, she found she could not
know her own experience. Even in the presence of the “validators,” she had to repeatedly
check her experience against theirs to be able to feel what she felt. The ongoing
disruption of pleasure with violence in her family of origin had splintered he&edf
was left with “no place to put joy or happiness.”

When something good happened, | would have to have a validator. | would want
to take a friend with me if | was going on a trip or something, to be able to
validate that | had a good time. | had to talk to them later. | had to sharetthat wi
someone else, because it's almost like | couldn’t trust me with it or it would go
away. It felt like it was too overwhelming, the sensation, too unique and too
fleeting. It would be difficult for me to take in. | needed time to process that all
and having a friend with me to know | was having a good time.

This subject wrote me after the interview to further elaborate.

We were not sure how accurate we were Monday. See, pain is pain. Hope is pain
and happiness is often pain, too. We still need validators. Pain and joy were
taught in a mixed-up style. The pain maestro, my dad, spent more time being an
angry person whom | experienced as the nearest thing to God. There was lots of
fear.

Even when the father monster tried, for the last 2 years of his life, to get
help, | could feel nothing when he died. Maybe a little joy. We could reason that
if he was dead, maybe someone could come and find us and love us, me.
Somebody would be able to see through the Cosby family charade and know what
our family was really like.

We had no place to put joy or happiness, because it was so unpredictable
and often turned ugly and terrifying. With B.’s [her therapist] help, we arerigoki
for our self. We are integrating. We are looking for a place to put joy and trying to
accept it, even when we fear that something awful will happen.
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The often-frantic management of persistent, overwhelming pain left thiscsurj
pieces. She speaks to her fragmentation and dissociation throughout the interview.
Diagnostically, we speak of a dissociated self of multiple identitiestdstingly, she
speaks more about being without a self. She has no container for her experience. She
borrows others, when she can, to hold her pleasure, her good experience, but she tells us

she has had no place inside to put that experience, no self of her own.

“Glimmers”

Awareness that leads to change is not described by these subjects as sgtori. The
do not describe moments of enlightenment. They never mentioned a stunning
interpretation made by their therapists. They do describe an incremeictedof
mutual dedicated hard work. Often, this hard work has been going on all their lives. They
have been striving. In this next vignette, the patient describes the flickerngoéness
of her own pleasure and the possible elaboration of herself she has been glimpsing
throughout her life. She is still a work in progress, but now she has more “glimmers.”

Yeah | mean it, | think all throughout my life, like | have glimmers of wioalda

be. That's the thing that I think, it's never pure dread, pure fear. | mean, | have
glimmers of this joy, just for me, inside of me and only for me. That it’s for
milliseconds | can feel that. And | feel that it's okay, just for millisecoAds! |
remember that there were certain aspects of those kinds of things thakedeagoy
well. So, there, | wasn’t constantly censoring myself, constantly anglyzyn

every move. There were, just, the glimmers of me. If | were to do thig all b
myself, without my mother there, | could derive pleasure from it. It would just,
sort of, fade in and out. You know, sort of like dappled sunlight kind of thing.
Then | still have the same experiences today, where | know, | could feel what is
possible and that's what makes me continue to work so hard in therapy. ‘Cause |
know that I can, and | feel strong that | can get there some day. It's just a long
road, that’s all. I've recognized it as being a core of what I, whatr{ymg to

seek, um, through this type of therapy.
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Empowerment

The depletion of self that many of these subjects described included mtestra
upon both their own initiative and their difficulty feeling entitled to set boundartbs w
others. Both of these problems have been presented in previous research on trauma
survivors (Koenig, Doll, O’'Leary, & Pequegnat, 2008he latter is often discussed as
problems with the right of refusal. Feeling able to know what one wants and what one
doesn’t want was often a burgeoning capacity for these subjects. Having afsense
agency, the felt ability to act upon interests and preferences, empoweredubggts to
make changes in how they lived in relationships. This subject discusses how these
changes in herself gave rise to new forms of relationship and recognition.

| think back on when | would walk into the management’s office and they would
talk to me and | would just burst into tears. So B. [Her therapist] and | would
practice other ways to be, or talk about other possibilities. You know, she would
ask me about what do you think are some other ways you could or would like to
deal with it? And | started using them, including telling him that | did not
appreciate the tone when he spoke to me. | said, | was going to be respleetful w

| spoke to him and | expected the same kind of treatment, even if it was not good
news.

[Laughs] And when an issue did arise in the building that involved several
people—nbut it did not involve me—I was called down there. | made an
appointment with my manager and | came back and I let him know that | didn’t
need to be there and | did not appreciate the denigrating talk about gossip aimed
at me. | said I'm not a party to that. | didn’t have anything to do with the situati

But, mostly, | was able to defend myself and that felt good and so the
relationship with my manager has changed. And he talks to me very differently.
He’s probably gotten feedback from other people, too. [Laughs] So that, that
gives me not only joy, but it makes me feel empowered.

Now there’s a banquet coming up. That will be honoring the people who
work in volunteer. I'm one of two people being honored for my work. And | was
asked by my coordinator to give a speech, since that used to be a very
uncomfortable thing for me to do. | don’t know why, it doesn’t click with the rest
of my [Laughs] life, but I'm comfortable doing that now. And to get an award
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was, |, kind of, like I had that child-like, kind of, wonderful feeling, like the

teacher’s gonna put my name, my picture on the board!

Her delight is apparent. She has told me a very abbreviated, but compelling
narrative of how she became someone who has done work that others want toeecogniz
How her standing up for herself, how being able to insist that she be treatedgwiti di
and respect, led her to this moment of recognition. Now, not only is she a person who can
say “no,” she is a person who can say “yes.” She can look forward to giving a speech

with confidence in her own voice.

Affect Attunement

Many subjects discussed the quality of the emotional connection with their
therapists. The therapists also talked extensively about their pleasure intmmwéh
their patients. This has already been discussed in chapter four, The Disruptetstory
this vignette here because this subject is describing vividly not only the depth of the
initial emotional connection with his therapist, but how that emotional connection has
resonated throughout their therapy. It is her affect attunement that mekbsrtpy
possible. He has been able to be and become more himself in her presence because her
affective response has engaged his trust. Clearly, he has developed a deedly neede
idealization of her, which is beginning to support his further explorations.
When | first met her, my first day | went in there and just completely laid
everything out on the table. And the reaction | got from her was a reaction I've
never experienced from someone feeling my pain. | never knew anybody who
would cry for me like that. And | saw her crying and | was like, oh, wow. I'm
sorry. She’s like, no, don’t be sorry. You've had a real bad life. And that’s why |
knew. She has listened to me other times since then. | told her things that I've

never told anybody in my life, never. | just, I still do, somewhat, but I look at my
therapist. I'm sorry, and, I, like she can’t do no wrong, 'cause she neved stiere
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any wrong at all. And, | look at her and, like, she’s perfect. And she tries to tell
me, I'm not, I'm human, too, women aren’t that perfect, either. And 'cause she
tries to get me different outlets then with just her to broaden my support group.
And that’s what | mean, like, trying to push me a little bit to reach out to other
outlets and all that. She wants me to be able to be more in the world.

Identity and Pride

It has been argued that the development of a healthy sense of self requiimgs ha
an identity, both knowing who one is and feeling some pride in that person. These
subjects speak to emergence of identity and pride. Their pleasure in this evolution is
embedded in both what they say and how they say it. Listen to the emotional cadence of
what they are saying.

Subject 15A says, “I'm allowing myself to be a little more gentle. This has
allowed me to, huh, get some sleep, honestly, and not be so hard on myself, you know.
Now | can, kinda, joke along with people.” [Laughs] Smiling broadly, she says, “You
know, of course, in the office I'm on the emergency response team. They kid me about
the whole thing. And now I just smile and say. Yes | am. And you, you won’'t be making
fun of me when you’re out of the building safely! [Laughs] And there’s a, yall're
laughing, but you'll all be singing a different tune then.”

She is delighted, now, in owning her intelligence, her skills. She contrasts this
story to her description of herself showing up shoddily dressed for her own college
graduation. She has no pride in herself then. Now she relishes her capacities.

Subject 2A talks about the development of her identity within the last fewgkears

psychotherapy. She started therapy while in an abusive relationship.
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But I've been, it's been pretty much exactly three years since | broké&hupim.

I've been trying to find myself again. [Smiles] 'Cause | haven't yeall
remembered things that | think or do. Even if | do have, like, a moment where I,
like, laugh to myself where | think of something funny or that | want to know
about, | have trouble remembering it for myself.

| remember every little thing that everybody else says, but | don’t
remember what | say. It's really, it's really bizarre. It'sliyehard for me to,

because it’s like, that’s the thing that always made me the most stressed out i

classes and things like that, is that my mind would go blank. Just like, | would

have to write it down first. | was always thankful if | had a teacher whoils |
think about this, write it down, okay, now, and then | would read it and | would be
fine. So I've been working on trying to figure out how to be present to myself

[Big smile], because | am really, really bad at that and it's not becamsarl to

disregard myself. In some way, it's just, it's something that has got me indroubl

guess growing up is being present to myself.

So she is beginning to learn to be present to herself, to remember who she is, as
well as others. She has had no problem remembering others. As she spoke, she smiled.
She is clear that her problem is not yet solved. Still, there is pleasure inginisibg.

She has inklings of who she is that she can retain.

Here, another subject talks about her search for identity. She tells ussheag
the most important part of her therapy. She says, as so much of these subjeatis, reite
pleasure would not have been possible without finding her self. Subject 5A says during
the interview, “I've had to really find things. | had to find things to identify rtiy3e
make them mine, or say, this is me, this is what | like and before therapy withdR't
know.”

Later, she wrote to expand upon what she had said in the interview.

| didn’t feel that | was clear how R. helped me experience pleasure. | had

mentioned to you that she helped save my life. | want to break that down for you

so that it is a bit more clear.

First, she helped me learn how to be alone with myself so that | was
comfortable in my own skin. Before learning how to do that, | ran, ran, ran—from
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the simple things, like not going home until it was time to go to sleep, and that
was years. | couldn’t sleep, so I'd continue running.

The biggest thing was finding my own identity. | know that when | first
started seeing her, | didn’'t have one. And to be honest, | wasn'’t sure | wanted one
or even knew what one was!

This was a very slow process that was really the dance. I'd take pne ste
forward and four steps backwards. Slowly and eventually, I'd start naming goals
Like owning a home, finishing school, getting a career. | needed to see her. |
don’t know if it is this way for people who don't ever get abused, but | know that
for me, the material and tangible things helped form my sense of identitytl don’
know if | would have felt a sense of pleasure without those things.

| thought I'd share with you some of the things | have pleasure in today.

My home is one thing; | especially enjoy decorating it, particularly thedayts

gardening, so | have a summer retreat. | also have five little dogs | love

tremendously. | also take great pleasure in thunderstorms. Perhaps it & alway
because the thunder sounds like something remembering itself.

She has perhaps remembered herself. In remembering, she has gone to school,
found a career, fallen in love, bought a house, and made a garden sanctuary for her new
family, her pack. These make a stunning list of therapeutic gains.

She spills over with delight in this, her own life that she has made. She is eager to
tell me the details of what she has achieved. We can speculate about her pleasure i
material things. Her single mother’s poverty was often connected in hativewith the
vulnerability she experienced to injury. Maybe economic security and majeods
resonant more for her as safety and freedom from exploitation. This is speciWéhat
she tells us is that finding her identity is how she found her pleasure. Having dty,ident
a self, made pleasure possible.

| will leave the final word on this topic to subject 12A. Her therapist described her

as the most suicidal person she had ever worked with in a practice that courssgled m

trauma survivors over thirty years. The patient-subject also talked abalgptieof her
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previous depression and the many near misses over the years when she felt that her
therapist had saved her life. She told me that she was miserable all ther tmaay
years and just wanted to die.

At the time of this interview, she had finished therapy. She had a home and a
career. She had good friends, neighbors, and cats. Her creativity had blossomed and she
had published several pieces of her writing. She intended to write more. She laughed lon
and loud throughout the interview. | laughed, too. She told me how she had made a study
of humor. She had wanted to learn how to help people laugh. She had taught herself well.

This is what she said she got out of theré&Jgyu talk about pleasure. I've just never

thought about it. But now there’s the stuff | like to do and | really enjoy daihgmjoy doing
stuff more now than | did before. It's like, well, it's like a total transfation between, um, who

| was and who | am now.”
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CHAPTER X

FINDINGS AND IMPLICATIONS
Introduction

This chapter will discuss the theoretical and clinical implications oftilety. A
series of interviews were conducted from which to examine possible understasfdings
the following primary question: What is the role of psychotherapy in restoring or
enhancing the capacity for pleasure in adult patients with reported histbries
chronic childhood abuse and/or neglect?

The findings reflect how the patients and therapists interviewed defined pleasur
and its relative importance in their therapeutic process. This is an expl@tatdy with
a small non-random sample. Findings were evaluated to understand their meanings f
both the individual subjects and the group of subjects. There are no statistikdltyr va
reliable findings. No hypotheses were proposed. These subjects narratedpbagnce

of pleasure and how it impacted their psychotherapy.

Summary of the Findings
1. All patient-subjects reported the capacity to experience pkedabuwughout life
prior to therapy.
2. Subjects defined pleasure as a variety of positive affects in two primary

categories, pleasure in activities and interests and pleasure in relationship
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3. All patient-subjects reported a history of traumatic disruption of pleasure in
childhood.
4. Some patient-subjects reported a history of internalizing and reenaaingwim

disruption of pleasure.

5. Narratives of the patient-subjects were consistent with the narratiddsytol
their therapists.

6. For some clinical pairs, both parties spoke positively of an important therapeutic
event when the therapist stepped out of his or her usual treatment frame.

7. Safety, consistency, reliability, predictability, and compassionategcaere
spoken of throughout the sample as elements that created a pleasurable and
therapeutically reparative relationship.

8. Patient-subjects spoke repeatedly of the importance of finding a self to the
experience of pleasure. Pleasure enhanced their ability ta 8elf, and finding a

self enhanced their capacity for pleasure.

Narrative Research

According to narrative methodology, findings can be evaluated foativar
validity, not historical truth, based upon coherence and correspondence oé sourc
materials (Riessman, 2008). Correspondence evaluates the question, “Does the
reported sequence of events in a personal narrative match accoomtstier sources?”
(Riessman, 2008, p. 187). In this study, correspondence was high between
both members of each clinical pair. Correspondence was also hmgs dbe group of

patient-subjects, across the group of therapist-subjects and across both groups.



149

As we examine the findings theoretically, we are cognizant that the theorie
chosen for review are neither correct nor exhaustive. These theorassg lens for
making meaning of the data. Other theories not applied here would give us other
perspectives. Findings are compared to the literature to determin@bagasement,

disagreement, and potential advances in theory.

Theoretical Formulations About the Nature of Pleasure: Chapters IV and V
Findings

“Chapter IV: Introduction to the Study” and “Chapter V: The Disrupted Story”
discussed the variety of ways that psychotherapy patients who were subjastudy
articulated a narrative describing the disruption of pleasure in their liessUPe was
reported as a pre-existing capacity experienced throughout life. The sthey of
disruption of pleasure is told both by the patients themselves and by their theFassts
discussed is how therapists and patients defined pleasure. All patient-stdgedisd
having some pleasure throughout their lives. The discussion that follows illuntimates
variety of external interruptions and assaults upon pleasure that this population
experienced. The chapter ends with a discussion of the internalized patterns abdisrupt

that the subjects elaborated upon.

Implications
There are three implications embedded in this chapter’s findings.
1. The implication is that given the extreme childhood circumstances of abuse
and neglect in this population, the capacity for pleasure may be a resilient

capacity.
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2. The implication of this study is that definitions of pleasure were both complex
and multi-faceted. Two major categories were delineated. Pleaatire th
derived from the idiosyncratic organization of the self, sensory pleasure, and
interests were often discussed. Pleasure in and with others in relationship was
an even more predominant theme.

3. The implication of this finding is that when historically safe relationships

were not available, pleasure seeking did not cease, but was disrupted.

Implication #1

Pleasure was reported as a pre-existing capacity experiencechtuoliig.
Given the extreme childhood circumstances of abuse and neglect in this population, the
implication is that the capacity for pleasure may be a resilient ¢gpaci

This is worth further investigation. These findings posit the question of whether
the capacity for pleasure itself is a resilient feature of human neurgpi®esiliency

may offer an explanation for the genetic expression of a genetic endawment

Resiliency

In resiliency research literature, pleasure has been little inaeesdigr thought of
minor importancé The study of protective factors that lead to resiliency has been of
interest to researchers, theorists, and clinicians. This capacity masdsgeas consisting
of a natural invulnerability (Anthony & Cohler, 1987), which may emerge from atyarie
of protective factors (Rutter, 1987; Davidson, Hahar, Lawless, Sells, & Tondora, 2006).
These factors have been categorized as a triad construstedalfresource$Mrazek &

Mrazek, 1987; Long & Valliant, 1989, O’Connell-Higgins, 1994; Schumm, Briggs-
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Phillips, & Hobfoll, 2006) familial attributes(Wyman, Cowen, Work, & Parker, 1991,
Demos, 1989; and O’'Connell-Higgins, 1994), amtividual psychological strengths
(Mrazek & Mrazek, 1987; Rutter, 1987; Demos, 1989; O’'Connell-Higgins, 1994;
Cicchetti & Cohen, 1995). Pleasure may be categorized as a pasdibigual strength.

In Viktor Frankel's post-holocaust account of survivorshipMan’s Search for
Meaning(Frankel, 1959), he said, “Yes a man can get used to anything, but do not ask us
how” (Frankel, 1959, p. 30). Having made this statement, he goes on to discuss many
factors that sustain those in dire circumstances, including, hope, curiosity, sampas
human connection and identification, religious practice and spiritual beliefierarce
of ordinary positive experience, heightened attachment to beauty and art,abti¢ydap
humor, the ability to find great joy in trifles, and small reprieves.

Frankel (1959) is talking about positive affective experience.€elisea body of
research accumulating investigating the impact and import oftiy@semotion on
physical health and psychological well being. Tugade, FredricksdrBarrett (2004, p.
1162) state that their “findings support the idea that positive emgglagsa critical role
in contributing to psychological and physical well being.” Othergehaoted that the
overall disruption of equilibrium prevents many trauma survivors frepemencing any
consistent sense of well-being (Briere, 1996; Chu, 1998; Herman, 1992; Putnam, 1997).

“Psychological resilience is defined by flexibility in response to chmngi
situational demands and the ability to bounce back from negative emotional expérience
(Tugade, Fredrickson, & Barrett, 2004, p. 1168). Others have noted that resilient

individuals are not only capable of cultivating their own positive emotions, but
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additionally are able to elicit positive emotions in close others, caretakels
companions (Demos, 1989; Kumpfer, 1999; Werner & Smith, 1992).

In their second study (Tugade, Fredrickson, & Barrett 2004), the researchers
investigated positive emotional granularity, the individual differences in hdwiduals
use positive emotion words to represent emotional experience. Using the emotional
sampling method which Csikszentmihalyi (1990) also used in his studies, they found tha
individuals who were more able to label positive emotions with greater precisise, t
with high positive emotional granularity, were associated with a more engagied a
proactive coping style.

Emotional sampling techniques randomly ask individuals to report what they are
feeling to achieve a baseline of individual emotional experience. Tugadacksedr
and Barrett (2004) then correlated this data to physiological stress ingittagvaluate
the relationship between positive affects and coping. They found that positiete affe
especially the ability to specifically express positive affectiygearnce, enhances
coping with stressors.

Beyond genetic endowment, poverty, and racism (Putnam, 1997), familial
characteristics (Demos, 1989), health, educational, social welfare, and caynmuni
resources (Mrazek & Mrazek, 1987), all the aforementioned authors are emphéasizing t
critical importance of individual capacities. Pleasure itself has rest investigated in

these studies.
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Discussion

These studies did not evaluate adult survivors of childhood abuse and neglect nor
did they ask them about their internal experience of the relative impodaptEasure.
The subjects of this study commonly understood pleasure as a positive emotion. They
defined pleasure as what is good: comfort, contentment, things going smoothly,
something enjoyable, happiness, joy, fun, delight, and safety. Tugade and Foedricks
(2004) found that the experience of positive emotional granularity in trait-répkeple
enhanced their ability to bounce back from negative emotional experience.

These subjects showed positive emotional granularity, the ability to express
detailed and specific narratives of their positive emotional experience. Thetstuibje
this study spoke in very specific and detailed ways about their pleasure. Ormg¢ subje
wrote a letter after her interview with a long, elaborate list of the ynlable experiences
in her current life.

These subjects evidenced both a lifetime history of the capacity for pHeasii
the enhancement of this capacity within the context of their psychotherapies. Vhis ma
indicate that the nurturance of the capacity for pleasure is fundamental to both

functionality and the restoration of the self. This subject deserves furthgr stud

Implication #2

How did these subjects define pleasure? Pleasure was experientialgddsf
the subjects. All subjects defined pleasure as variants of positive affects

Subjects said that experiences that were safe, comfortable, fun, and enjoyable
were pleasurable. Subjects spoke of pleasure being “what is good” and “sgnethi

loved to do.” Patient-subjects said their therapists’ reliable, consistent,tpbdelic
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availability, coupled with caring and compassion, “made me happy.” They alsedhow
their pleasure in smiles, delighted expressions, and laughter.

The subjects made a clear distinction between definitions of pleasure antieactivi
that were harmful, but provided distraction from pain, coping, and escapism. The latter
were not retrospectively defined as inherently pleasurable.

The implication of this study is that definitions of pleasure were both complex
and multi-faceted aspects of positive affects. Two major categoriesdelneated.
Pleasure that derived from the idiosyncratic organization of the sélftiast and
interests were often discussed. Pleasure in and with others in relationshipevas a
more predominant theme. All of these gtalitativeaspects of experience. They did not
discuss the amount of stimulus that was pleasurable or not to them. How these aspects of
experience interface with self-capacities will be taken up later idiicession of

“finding a self.”

Theoretical Views of Pleasure: How Do These Experientially Derived Defigiof
Pleasure Compare to Definitions Offered in the Literature?

Freud

Historically, theoretical formulations about pleasure precede resdadibss Of
all the theorists discussed, Freud has the most to say about definitions of pleasidte
was theorizing about pleasure from the inception of his work. Freud thought that

emerging biological science would clarify our thinking.
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“Biology is truly the land of unlimited possibilities. We may expect it teegig
the most surprising information and we cannot guess what answers it will retuiewin a
dozen years to the questions we have put to it” (Freud, 1920, p. 60).

Freud was theorizing that biological mechanisms drove human behavior,
including our pursuit of pleasure. Freud (1905) saw libidinal energy as part of one of the
primary drives organizing human existence. Tension build up of libidinal energy becomes
his initial definition of unpleasure or anxiety, and tension relief of libidinalggne
defines pleasure. Constancy is the aim.

Later, he refines his conception of pleasure beyond a simple reduction of tension
as “the amount of increase or diminution in the quantity of excitation in a given period of
time” (1920, p. 8). He goes on to discuss individual differences in regulatory tyegiaci
that the experience of pleasure or unpleasure begins to be seated withiroexavtiti
time, endowment, and prior life experience. He notes that feeling tensibcaisdde
pleasurable or unpleasurable.

Freud now defines anxiety not by tension build up, but as a response to danger—a
warning, a signal. In this schema, individual differences exist in both how muahi stim
overwhelms the individual and the effectiveness of the signal anxiety in warning of
danger. Trauma results when these capacities to protect are overwhelmenhdfica
neurosis is a consequence of an extensive breach being made of the protedtive shiel
against stimuli” (Freud, 1920, p. 31). Freud indicates that the build up of libidinal
tension, overwhelming experience and the individual differences in the desjirabili

different levels of excitation over time all affect the experienceaedulre.
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Tension build up, overwhelming experience, and the individual differences in the
desirability of different levels of excitation over time all affect thpezience of or lack
of pleasure.

These subjects do not define pleasure in the same ways as Freud. So did subjects
define pleasure as tension relief? Certainly, these subjects do not disaedigtioé
libidinal tension. They do describe the reduction of their anxiety when thiesafel It
was this reduction of anxiety, coupled with the feelings of relief and relaxaticeelorg
at ease, that was described as pleasurable. The subjects not only said yhatasbgfet
pleasure possible, but that safety itself was pleasurable.

These subjects contrast their traumatic experience with the pleasurethégel
in safe relationship with their therapists. These subjects do not spealqattitéy of
experience at all. They do not speak to the amount of stimuli as a factor in libidina
any other type of pleasure. Consistently, they speak afutalkty of experience. For
them, thequality of the experience is predominant in distinguishing pleasurable from

unpleasurable experience.

Sroufe

The issue of quality of experience brings us closer to Sroufe’s (1995) contention.
Tension itself is not seen as unpleasure nor does Sroufe see tension as a buildup of
libidinal energy. Tension or arousal in the infant exists as a neutral platfasnran
indication of the child’s attention being captured by some stimulus.

“Tension, as described here, is not always present and seeking discharge, and it is
not necessarily aversive. Tension is a natural consequence of the infant’s esrgagfem

novel stimulation” (Sroufe, 1995, p. 92). Sroufe is observing babies.
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“In a secure context,” Sroufe states (1995, p. 92), “infants actively seek to
reproduce incongruous, tension-producing situations.” Sroufe’s (1995) work would
indicate that the assessment of a stimulus as novel and not dangerous takasaplace i
relational context. “In a secure context, the tension produced by the same gocatch
may lead to positive responses” (Sroufe, 1995, p. 95). Some of the positive responses
Sroufe (1995) discusses are smiling and laughing. He posits that thegsosdne
responses “give way to more active involvement” (Sroufe, 1995, p. 99). The positive
experience encourages further exploratory behavior, leading to “the terafehey
infant to move towards incongruity and to fiplgasurein cognitive challenges” (Sroufe,
1995, p. 99).

Sroufe (1995) is arguing that the affect produced by stimuli depends upon the
result of the interaction between the environment and the infant. This is not about the
guantityof tension. The issue here is tpality of the tension. The safe context
encourages the exploratory behavior of the infant, the infant’s pursuit of engagdéthent

the novel stimuli that may lead to pleasure.

These subjects were adults and they reported their experience. Theytvere
observed. They did not discuss tension. They did relate their experience of pleasure t
safe excitement. Chapter IV discusses the myriad experiences sufpectsd that were
pleasurable. Subjects experientially defined pleasure by their pursuitraides
activities and interests. They also defined pleasure in relationship. In bajbreegeof
pleasure, safety was of preeminent importance. There was pleasure inTdadglyike
Sroufe’s babies (1995), could and did pursue what interested them, what they defined as

giving them pleasure, given a safe context.
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Fairbairn

The idea of pleasure as being a secondary derivative of objéatg@eiginates in the
literature with Fairbairn (1944/1952), who contrasts his view to thssical Freudian
position in declaring that libido is object seeking. In Fairbaiumésv (1944/1952), the
infant seeks objects or others, upon whom he is dependent for the satistdchis

needs. Pleasure is seen as a substrate of this behavior.

Though Freud (1920) discusses multiple sources of pleasBeyond the
Pleasure Principleincluding repetition, novelty, and the restoration of equilibrium,
neither Freud nor Fairbairn address the possibility that we may be both plesekiing s
and object seeking from birth. This sample implies that both may be true. @$mbe
both pleasure in activities of interest and pleasure in safe relationship. Thepeales
seeking and finding pleasure throughout their lives, even when their primamgynala
context was unsafe. Many of their early narratives were of solitaagynle seeking.
They, of course, are not speaking of infantile memory of experience. They doandicat
that in these early experiences of pleasure they felt safe alone. Fosubgsas, safety
is reported as a necessary context to their experience of pleasure, both for the

independent pursuit of their interests and for their pleasure in the contexdtnghips.

Kohut

Kohut does not address this possibility, either. He does discuss pleasureass tensi
relief. Before Kohut (1966) began to formulate self-psychological theerglidtussed

the idea of tension relief being related to pleasure. “Pleasure is exgeri@hen
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psychological tension is relieved or when such relief is anticipated shdoyiut &
Levarie, 1950, p. 73).

However, Kohut is already describing tension in more general terms than Freud
was in 1920. Tension for Kohut is not just the buildup of libidinal energy. Kohut (&
Levarie, 1950) stated:

[E]nergies bound to a certain task become freed by and can now be employed in

pleasurable discharge. When, after carrying a heavy load on one’s back, one is

suddenly relieved of it the act of walking, which is usually a neutral experence
the pleasure-pain scale, becomes for a while definitely pleasurable. ®hatawh
surplus energy freed by the removal of the load is discharged in exuberant
r7n3(;tions, in extra elasticity of gait, and the accompanying emotion of péeg@su

In his later formulation of self-psychology, Kohut (1977) turned more fully away
from the drive theory definition of pleasure as tension reduction. Tension regulation is
preserved in Kohut's model with these modifications: tension regulation takesaslac
relational phenomenon beginning at birth @noceeding throughout life. Kohut (1974)
discusses both sensory pleasure, pleasure in pursuit of realistic goals thagesktnc
esteem, and the necessity of a particular parental response to achiegeahses&/nder
favorable circumstances (appropriate selective parental response hddisedemands
for an echo to and a participation in the narcissistic-exhibitionistic maatifest of his
grandiose fantasies) the child learns to accept his realistic liom$ati.by pleasure in his
functions and activities and realistic self-esteem,” (Kohut, 1974, p. 107).

These subjects do not define pleasure in the same ways as Kohut. These subjects
do not discuss self-esteem. They do discuss pleasure in functions and activitiesythat t

can realistically achieve. The do discuss pleasure in the relief of tepnsimed in

psychological pain. They do discuss the historical absence of appropriateselect
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parental responses and often discuss inappropriate parental responses thahelisrupt
pleasure or the possibility of pleasure. They also discuss the pleasunegoinbsafe

relationship with therapists.

Csikszentmihalyi

Csikszentmihalyi (1990) takes a different approach to defining pleasure. He
culled his definition of flow from his original research interviews with susfoés
individuals in a variety of fields. He has now accumulated dozens of studies on this
optimum experience, which he calls flow.

Flow is not pleasure in his typology. He distinguishes pleasure from happiness
and enjoyment. “Pleasure is a feeling of contentment that one achieves whenever
information in consciousness says that expectations set by biological psagraocial
conditioning have been met” (Csikszentmihalyi, 1990, p. 45).

This is a very experience-distant definition. CsikszentmiHadjieves that “we
can experience pleasure without any investment of psychic energyorltlssfreason
that pleasure is so evanescent, and that the self does not growoaseguence of
pleasurable experience” (1990, p. 47). Csikszentmihalyi (1990) dismissesud as a
minor chord in his theory of what produces human happiness. He does masdis
positive affect.

He contrasts pleasure to enjoyment that leads to the development of the self and
thay, in his research, is seen as an outgrowth of flow. Flow is defined as thatmogeri
in which “concentration is so intense that there is no attention left over to think about

anything irrelevant, or to worry about problems” (Csikszentmihalyi, 1990, p. 7). “It
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includes joy, creativity, and the process of total involvement with life” that threedeas
“optimal experience” (Csikszentmihalyi, 1990, p. 3).

According to Csikszentmihalyi, “[F]ollowing a flow experience, the orgatmon of the
self is more complex than it had been before. It is by becoming increasamgplex that
the self might be seen to grow” (1990, p. 41).

We will take up this discussion of the development of the self again later in this
chapter. These subjects did not define pleasure in the same way as Csikstgntmi
(1990). This optimal experience was not remarked upon. These subjects’ definitions of
pleasure were always soaked in safety. Within a safe relational cohegxfotund
pleasure in comfortable, comforting, consistent, reliable contact; in expamdé¢d eal
expression; and pursuit of interests.

Csikszentmihalyi (1990) concurs that flow requires a safe interpersonattconte
These subjects did not make fine distinctions between pleasure and enjoyment and
optimal experience. We can wonder if chronic traumatic early experascafluenced
their definitions. Does safety paired with comfort resonate more pleagiwabihose

who have been so injured? This study can only propose this question for further study.

Implication # 3

Chapter IV further discusses the variety of ways that psychotheréipgitpavho
were subjects in this study articulated a narrative describing thptitsr of pleasure in
their lives. The story of this disruption is told both by the patients themselgdsyaheir
therapists. The discussion illuminates the variety of external interruptidressaaults
upon pleasure that this population experienced and ends with a discussion of the patterns

of disruption that the subjects internalized.
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Though these findings cannot elucidate the biological underpinnings of pleasure,
the subjects certainly all felt that pleasure was important. All padidrects, despite
severe maltreatment, have reported a history in which they experienced sasel
throughout their lives. All patient-subjects sought to expand this experience, though most
also found pleasure problematic.

The implication of these findings is that when historically safe relatipasiere
not available, pleasure seeking did not cease, but was disrupted. Pleasure watesitrunc
or sequestered. They became wary. Subjects discussed both the active and passive
destruction of their pleasure by others. For some subjects, aspects of theeneepef
pleasure were annihilated. They also described how these disruptions toepleasur

internalized, how they became the disrupters of their own pleasure.

Theoretical Formulation About the Disruption of Pleasure

Kohut

For Kohut (1972), perversions were a type of regression to autoeroticism,
consisting of obsessive pleasure seeking that arises from fragmentahierfane of
empathic failure as an attempt to manage disintegration anxiety. Kohutussiigr
perverse sexual activity.

These subjects never discuss having pleasure in perverse sexual actility. Stil
there is something of Kohut's (1972) idea of perversions echoed in less theoretical
language through the descriptions subjects offered of their addictive copihgmszas.
Subject 5A discusses the multiple chemical addictions with which she struggadshd

entered therapy. Subject 6A discusses his former use of angry music. Btithtshese
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behaviors, which they formerly found pleasurable, they retrospectively balereenot.
Their views of their experience shifted over time. They both suffered theesawpathic
failure of their mothers and did not have fathers available. Both report histories ref seve
maltreatment, including sexual abuse. They both suffered from extremeyamdetaw
their addictions as substitutions they used to compensate for the continuing lack of
positive interpersonal resources in their lives.

They describe these experiences as attempts to manage anxietys perha
disintegration anxiety. They both did fragment and required multiple hospitafigati
They are both now stable and report having a large range of pleasurablesetnd
relational resources. One of these subjects, extensively quoted in the fimdivigsafter
her interview, saying that it was important to her that she clarify thaaish between
pleasure and addictions. This subject would agree with Kohut (1972) that she had thought
herself to be obsessively pleasure seeking. She would now say thapsiaeedo be
pleasure seeking. Definitions of pleasure had changed for these subjectseard

with therapeutic treatment.

Fairbairn and Freyd: Betrayal Trauma

Freyd’s (1998) theorizing and research address the same problem thatriairba
(1952, p. 65) said resulted in the “moral defence” in abused children. Fairbairn (1952)
concludes that sometimes being abused by a parent upon whom you are also dependent
creates a dilemma for the child in which the abused child often sees thems#he=bars

object, preferentially, to seeing the caretaking parent who abuses thanh #ssplitting
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of good and bad objects occurs and is rigid in structure for defensive purposes, it is
possible that feeling good will feel bad.

Freyd (1998) argues that this is a phenomenon of “betrayal trauma.” Given the
relational dependence on a caretaking parent, knowing that the caretakinigipatso
the abusing parent presents a dilemma for the child that frequently resulsoitiatisn.

The child seeks to keep good and bad elements of the dependent relationship separate.

Sometimes, experiencing pleasure can be a problem. If splitting of good and bad
objects occurs and is rigid in structure for defensive purposes, it is possibksethnag f
good will feel bad. When a parentally abused patient feels pleasure with his or her
therapist, that person may also feel especially bad. Conflicted and negatitiens
when experiencing pleasure were illustrated in Chapter IV.

Patient-subjects report that consistent, reliable, caring encounters peoduce
pleasurable interpersonal security in the relationship. Though this finding predemi
in the narratives, it is not the only reaction expressed. While not undermining the import
of this finding, we must also remember that experiencing pleasure was ngg alwa
positive experience for these patient-subjects. Perversions of pleasaneoivdre only
problem with pleasure described by subjects in this study.

The experience of pleasure was reported to be disruptedhistahcally and
disruptedcurrently by internalized patterns of disruption. Sometimes experiencing
pleasure was the problem

As the extensive trauma literature attests, attaining a secure therafierice is
a vastly complex enterprise (Blizzard, 2003; Briere,1992; Chu, 1998; Freyd, DePrince, &

Zurbriggen, 2001; Lyons-Ruth, 1996; McCann & Pearlman, 1990; Putnam,1989,1997;
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Salter, 1995; Van der Kolk, McFarlane, & Weisaeth,1996; Wilson, Friedman, & Lindy
2001). This study also attests to this difficulty.

One therapist succinctly labeled this dilemma as having to do with pleaslite its
She says, “I think as she and | have fostered our attachment, she’s also moreaarkious
dissociative about being here because she’s growing more aware of foet@ola thing
we have and there are times that in itself scares her and she needs to putlgg.’a we

This is a beautifully stated articulation of one of the ways that pleasurmbgco
problematic. This therapist is making a very nuanced observation. On the wagtwea se
Attachment, her patient’s pleasure, “the comfortable thing we havegssttee patient.

This is a much less idealized picture than one in which a safe, reliable, consistent
relationship simply builds more security. We see here that positive affestsbly
pleasure, can also be problematic in and of themselves.

One of the patient-subjects echoes this dilemma when, after telling theehesea
that she is conflicted about experiencing pleasure, she makes the follovémgesta “|
think he’s a wonderful therapist. | don’t think that we would be a better one in the world,
but | don’t think...I think he’s pretty clueless about what my life is like.” Thisicél
pair had been working together for over ten years. There are many nadrkers
improvement in the quality of her life that she volunteers in the course of the interview.

So it is worth noting the conflict she has making a clear statement of her
attachment to her therapist. These comments imply again that while thebe may
therapeutic gains without pleasure, pleasure itself can be an obstacle tdioanaec
source of fear that carries with it the expectation of injury. This implicatf the study

is that trauma disrupts the capacity for pleasure bistorically andcurrently. The
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internalization of these previously historical disruptions continues to manifést ivés

of these subjects post-traumatically.

The Crossover: Chapter VI
Findings

“ Chapter VI: The Crossover” compares the narratives of the patient-suljéct
those of their therapists. Patient-subjects consistently reported that theteeced for
this study because of the strength of their alliance with their thevapistse were good,
working clinical pairs. The depth of their alliance can most clearly belssme. Every
clinical pair of subjects told, thematically, the same narrative. All thertadubjects
were interviewed first. Interviews with their therapists were scleeldafiter the patients
had spoken to the researcher. The researcher purposely chose to hear the patients’ s
first.

Upon review of the transcripts, a remarkable congruence was found between the
stories told by therapists and patients. How the stories were told diffetedl aye
relatively brief interview of approximately one and one half hours, in resporfse to t
most minimal of prompts, therapists and patients consistently told the samé&\ttery
directed to tell the researcher about the patient’s experience of pleashrefféed
essentially the same story. Even when these narratives wandered intattrg tdrthe

patient’s pain, both patient and therapist chose the same patrticular stories to tell
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Implications
There are two implication embedded in this chapter’s findings.
1. The implication is that the congruent correspondence between these pairs is an
indication of validity.
2. The implication is that the overlapping narratives of clinical pairs manbe

indicator of a strong therapeutic alliance.

Implication #1

Both members of the clinical pairs told essentially the same storieshathigot
patient’s experience of pleasure, of disruption of pleasure, and of what was
therapeutically useful. One way to evaluate validity within narrative resésato
evaluate the degree of congruent correspondence between different reaafatineesame
events. The implication of this study is that the high degree of congruent corresgondenc

between clinical pairs is an indicator of validity.

Validity: Congruence and Correspondence

Riessman (2009) proposes that all assessments of validity are situated within a
context of particular epistemologies and theories. She says, “[T]he yalidite project
should be assessed from within the situated perspective and traditions that’frame it
(2008, p. 185). To investigate the trustworthiness of the data, Riessman (2008, p. 186)
starts with the proposition “that narrative truths are always partial—cdethaihd
incomplete.” This study interviewed subjects only one time. Though some subjects

engaged in follow-up communication with the researcher, each subject digstaidia
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their story one time. These transcripts must be seen as a narrative told in orre¢ mome
time.

Therapist-subjects were interviewed separately after their patractsompleted
their interviews. Interviews were held as confidential within pairs. fite\iewer never
discussed the patients’ interview with their therapists. Still, the dipaies so
consistently told the same story that the interviewer was never confumadadtich
patient belonged with which therapist.

Correspondence was high. The sequences of events reported by the patient-
subjects matched the therapists’ narratives. The differences even in thet catdils of
the narratives tended to be small. One pair told the story of the patient’s voluotker w
Another pair talked about the patient’s evolution of pleasure from fantasy tg.reali
Another pair told about art projects they engaged in together.

The pairs also expressed similar affect when they told these storietsmatha
one member of the pair happy, made the other happy, too—or sad, or upset, or angry. The

correspondence in congruent affect was also notable.

Implication # 2

Patients and therapists were interviewed separately. Patientsweeveewed
first. It was always clear to the interviewer which patient belongedichvherapist.
The stories the clinical pairs told in response to minimal prompts were thaltyadind
affectively distinct. Overwhelmingly, they both told essentially the saarges. The
implication is that the similarity of narratives may reflect the degfaheir therapeutic
alliance. This congruence may be an indicator of strong therapeutic aliagtvesen

pairs.
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The Therapeutic Alliance

What are the possible theoretical understandings of this finding? One way to
begin understanding this implication is to see the correspondence between thistthera
narrative and the patients’ narratives as a manifestation of the theragkeatice. Both
subjects in the clinical pair privilege the same stories about their relapomkbn
discussing the patient’s experience of pleasure and therapeutic repair.

Freud (1912) didn’t use the term therapeutic alliance. However, he was an early
indirect commenter on the therapeutic alliance, indicating that some congostige
transference of affectionate feelings was perhaps necessaryfmessul analysis.

Given this beginning, more recent theory has continued to expand this concept.

Bordin (1979) theorized that the therapeutic was made of three intermingling
components: tasks, goals, and the bond between the therapeutic pair. The tasks here are
conceptualized as the therapeutic tasks, that is, how the clinician must engeeggéd a
psychotherapy. The goals are what they hope to achieve. The bond is the degree of
positive affective response that each member of the pair has for the otherclihical
pair is agreed about tasks and goals and has a deep bond with each other, Bordin (1979)
would see this as evidence of the strength of their therapeutic alliance.

When interviewing therapists, the researcher had no difficulty recognieirg
patients. Upon review of the transcripts, a remarkable congruence was fonedrb#te
stories told by therapists and patients. How the stories were told diffeteél aye
relatively brief interview of approximately one and one half hours, in resporfse to t

most minimal of prompts, therapists and patients consistently told much the same stor
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When discussing their psychotherapies, clinical pairs each had a wtapyeto tell.
These stories may represent their joint vision of the tasks ants gdatheir
psychotherapy. This can be seen as indication of the therapeutic alliance.

In addition to the congruent reportage of events in time, narratives were also rich
in affective detail. Patients and therapists not only told the same storiesdv@res
again, often with the same details, they also told the same stories with thefsaime a
This would be seen by Bordin (1979) as evidence of the affectionate bond between them.

Ehrenberg (1992, p. 97) situates the alliance in the “necessity for a colledorati
relationship.” She says that the collaboration is build not only upon the therapist’'s
empathy, but within the therapist’s willingness to take risks in being emdsional
transparent. This “establishes a level of honesty and openness that can lwausignifi
and of itself” (Ehrenberg, 1992, p. 97).

Perhaps this, too, can be understood as a feature of the therapeutic alliance, the
ability to be open and honest with each other. Interviews were completely caafident
The researcher never spoke to either member of a clinical pair about the other’
interview. Subsequently, many clinical pairs reported that they spokegtt tereach
other about their interviews after both parties had completed their interigarsiews
were perhaps seen as grist for the therapeutic mill. They robustly madiewsat they
had experienced in the interview process. They trusted each other enough tothiéscuss
perspectives they had offered in the research.

Patient-subjects spoke extensively about their early personal historiestragout
lives now, and about their psychotherapies. Therapists and patients were all asked to

speak about the patient’s experience of pleasure. This directive would account for the
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territory of their oration. But it may not account for the depth of overlapping detail
these narratives. It is possible to interpret the data in this study to indataiely that
the therapeutic alliance is of importance in the success of a therapy, bbéthat t

therapeutic alliance itself may be that success.

Out of Frame: The Treatment Frame: Chapter VII

Findings

“ Chapter VII: Out of Frame” discusses the unexpected finding when moments of
import occurred, wherein the therapist-subjects stepped out of their usapkthtar
frame. There is a long tradition in the field stressing the importance ofaimang an
ethical and therapeutic treatment frame. The therapist-subjects in thisbtcearly
spoke to their beliefs in the necessity of a clear treatment frame.

Although all psychodynamic practitioners, they varied in the particulars of how
they constructed that frame. Of note in the data was the number of therapists who
commented on a particularly significant therapeutic moment of engagemeade dhiesr
normative frame. For every therapist-subject who told an out-of-frame marrdueir
patient told their own version of thsememoment. The same moments that surprised the
therapists were experienced by their patients as pivotal to the successheirépy.

Though the moments themselves were often constructed out of crisis, the pledsure tha
these patients had in the felt responsiveness of their therapists was ex{Ensse
therapists’ ability to empathically step out of their usual treatmemiefiaas

experienced as deeply meaningful and pleasurable to their patients.
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Implications
There are two implication embedded in this chapter’s findings.
1. One implication is that this finding also shows congruence
Correspondence, which is an indication of validity.
2. The other implication of this finding is that these therapists’
ability to empathically step out of their usual treatment frame was

therapeutically useful.

Implication # 1 and #2

Over a third of the therapist-subjects interviewed told of a moment in tnegitme
which they found themselves stepping outside their usual therapeutic framevenater
with their patient. In every instance where a therapist told the storysajubiof-frame
moment, their patient had spontaneously already told the researcher the spme stor
These stories were often about a moment of crisis in theniee&a Still, every patient
retrospectively expressed a great deal of pleasure in thatimarrBoth therapists and
patients saw these moments as critical moments in treatmérgn therapeutic
relationships were further solidified and patients felt an as®@d sense of safety in the
relationship. The two implications are that, again, these are fimisaof validity and

that the therapists’ stepping out of their usual treatment frame was theralpeuseful.

Treatment Frame Theory
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The concept of therapeutic alliance is related to an associated construditthleat
treatment frame. The need for both a therapeutic alliance and a cleaetrefatme,
says Moorey (2006, p. 241), comes from “principles which were originally developed
within psychoanalysis that are applicable to any form of ‘therapy.’ Asha# see,
attending to the framand the alliance is essentially about being clear about the
parameters of the service being offered, and what is being asked of servidengrand
service users.” Moorey’s (2006) definition of the treatment frame both implasigues
for the importance of maintaining a treatment frame and the need for clatity a
specificity in how the treatment will and will not be offered.

There is a long tradition in the field stressing the importance of maintaiming a
ethical and therapeutic treatment frame. In a classical Freudigrsiandiie treatment
frame includes the mandate that the patient say everything on his or herrgend, f
associate. Freud (1913) considered this non-negotiable. Ogden (1996) argues that this
non-negotiable can become a hindrance to treatment itself.

This is one example of a long debate about what should be the parameters of this
frame. Langs (1979) argues for a secure, reliable, and static framemeDag&985),
while agreeing as to the importance of the frame, argues for a respoaseechieated
by the careful, reflective process on the part of the therapist to eadulganpiatient and
the moment being engaged in the therapeutic process. These are two polarigetsposit
on a spectrum of thinking about treatment technique.

Ehrenberg (1992, p. 64) echoes Casement’s position. Though she is speaking
specifically of analytic psychotherapies, when the subjects in this semynet in

analysis, her comments are relevant here. “The traditional criteria sficfgaency of
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sessions, use of the couch, preserving the ‘frame’ as traditionally defieed, f
association, even analysis of transference and resistance do not guaransdgian a
process—nor do variations in the maintenance of the frame necessariypreck. The
same intervention can be inspired in one context and detrimental in another.”

The interventions described in “Chapter VI: Out of Frame” are of the inspired
variety. The therapist-subjects in this study all clearly spoke to tHefm the
necessity of a clear treatment frame. Although all psychodynamidtijomaets, they
varied in the particulars of how they constructed that frame. Of note in the aathav
number of therapists who commented on a particularly significant therapeutictrmme
engagement outside their normative frame. For every therapist-subject &ian wlt-
of-frame narrative, their patient told their own version of saisiemoment.

The same moments that surprised the therapists were experienced bytitEs pa
as pivotal to the success of the therapy. These were deeply pleasurab&nezpdor
the therapists and patients. They often smiled or laughed as they told about these
moments.

Their affect is interesting because the moments of moving out of frame mostly
stem from a crisis or painful experience. Listening to these stomegak like listening
to goodwar stories—stories in which danger was skirted and camaraderie triufighs
patients felt safer in relationship afterwards. There is pleasure in tbepachieved
together. The patients’ capacity to experience pleasure was enhanced. Sdniede
feeling more freedom afterwards in their relationships with their theésapisey feel
pleasure in this new mobility. And this freedom extended to their delight in the further

exploration of other relationships with friends and family.
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The subjects in this study, both therapists and patients, tell stories not of
therapeutic impulsivity, but responsiveness. These therapists do not step out of frame
easily. They are mostly reluctant and always thoughtful about their movemedeaits
their normative parameters. The therapists are attuned to their patiggassies and
reflective about what they are doing. Much like Ogden (1996) and Casement (1991) and
Ehrenberg (1992), they do not give up their treatment frame; they alter thetéréitne
this moment in the therapeutic life of the patient. They exemplify the differestoveen

reactivity and responsivity.

Repair: Everything is Possible: Chapter VIii
Findings

“Chapter VIII: Repair: Everything is Possible” discusses the relatiyp®itance
of pleasure in therapeutic repds.pleasure important in the therapeutic paradigm of
repair for survivors of chronic childhood abuse and neglect? Subject 5B beautifully
states this finding. She says, “I think pleasure is a piece of fulfillmerfeirAind | think
it's the capacity to feel pleasure that is a key piece, because if t&@iem’pleasure in
anything, then how do | know what has meaning for me? What is motivating, what
creates meaning?” It is important to rearticulate here, becausesthigsets linked a
successful therapy completion with the restoration of the capacity foupteahs one
subject poignantly said, “I don’t want to die until | have figured out how to solve this,
how to get better, how to find out what you're talking about.”

“Getting better” seems to start with the pleasure that glues trepthéic

alliance. Mutual pleasure is evidenced by the positive affective bond betweennmsmiembe
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of the clinical pairs. The pleasure that they found in each other may be the most

important feature of what was reparative.

Implications

There are four implications embedded in this chapter’s findings.

1. One implication of these findings suggests that the creation of the

4.

therapeutic alliance itself was reparative for these subjects.

A second implication is that empathic rupture and repair was not seen
as an element in therapeutic repair of childhood trauma. Empathic
rupture was either insignificant or so seamlessly repaired as to be
rendered unconscious.

The third implication is that the pleasurable affective bond between
clinical pairs helped developed a secure attachment relationship that
allowed subjects to further their experience of pleasure in the world at
large.

A fourth implication is that mutual pleasure is a significant factor in

affect regulation, helping to form a therapeutic alliance.
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Implication # 1
All clinical pairs studied had a strong pre-existing therapeutic allidree
patient-subjects said that they were able to participate in the reseatgscause they
trusted their therapists and their therapists’ judgment about the reseadtanelinical
pairs all spoke frequently about “the connection” they felt with each other, thy thefe
felt in each others’ presence. They spoke about ways that “the connection"d-¢ipaire
ramifications of previous interpersonal traumatic injury. The implicationatthe

creation of the therapeutic alliance itself was reparative.

The Therapeutic Alliance Revisited

Safran and Muran (2000, p. 1) state that “after approximately a half century of
psychotherapy research, one of the most consistent findings is that the afuthlgy
therapeutic alliance is the most robust predictor of treatment succhesél@ational
bond, which is the therapeutic alliance, they consider necessary to the therapeuti
process. Holding the relational bond is seen as pivotal to therapy through trenaséati
new interpersonal experience. New relational experience is seen adivepairold
interpersonal traumatic injury. They argue further that it may be that thiegnat this

alliance is a substantive aspect of what is therapeutic.
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Implication # 2
In this study there was an absence of discussion of rupture within thesd clinica
pairs. While patient-subjects discussed rupture in the context of previously usfuicces
therapies, they did not discuss injury or rupture in the context of their relationstiips w
their current therapists. The implication is that empathic rupture and vegmaimot seen
as an element in therapeutic repair of childhood trauma. Empathic rupture was eithe

insignificant or so seamlessly repaired as to be rendered unconscious.

Empathic Rupture

This study does not offer much data on the repair of ruptures. The only data that
addresses this issue is in those interviews where subjects spoke of previous unsuccess
therapies. What we know from these narratives and from the demographic Hata is t
these patient-subjects all had multiple, previously unsuccessful therapiesibjéets
who spoke of their previous therapies did speak of irreparable ruptures.

These subjects did not much address the issue of ruptures within their current
psychotherapies. They spoke more about moments when they feared a rupture. When
patient-subject 5A came into her therapist’s office drunk, she expected a bad outcome
She found her therapist's compassionate, protective response pivotal. She stopped
drinking. For her, as for many others in this study, it was not the repair of rutates
was meaningful.

What was meaningful and pleasurable was the consciously unexpected kindness,
the lack of a punitive or humiliating response, the absence of rupture, the caring. This

interesting, both because this patient population of subjects is a highly trzednati
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population in which the literature would indicate that therapeutic breaches wauloree

common place

Safran and Muran.

Safran and Muran (2000) review a vast literature commenting upon not only the
therapeutic alliance, but the repair of breaches in the alliance. They go gnedtaat
ruptures to the alliance are not only inevitable, but “that one of the most important
therapeutic skills consists of dealing therapeutically with this typegstive process
and repairing ruptures” (2000, p. 1). The making of the therapeutic alliance iassee
deriving primarily from the process of rupture and repair. Rupture is sepevéslble in
the therapeutic relationship. The therapist learning how to negotiate thesestipture

create repair is understood as clinically pivotal.

Kohut.

Kohut (1971, 1977) viewed resistance as any attempt to avoid the repetition of
traumatic experience. This was thought to be a healthy expression of sedfofdehe
repair of the empathic lapse was thought crucial to successful treatment.

According to Kohut (1978, p. 928), self-cohesion was restored through “structure
building via transmuting internalization. This process can only take place irapéhéc
milieu that is psychologically neutral, that is, in an atmosphere free frass gr
psychological overstimulations and rejections. The analyst tries to be in ecrtpatth
with the patient’s inner life at all times, with the result that his failaressufficiently
small and of sufficiently short duration to allow the patient to respond to them via

structure building.”
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Discussion

It would be reasonable to conjecture that empathic failure would be a sighifica
feature of these psychotherapies. This is not what subjects reported. Thesslibject
report empathic lapses within their previously unsuccessful psychotherapiesh&usper
the empathic breaches within their current psychotherapies were suffisieatl and of
sufficiently short duration as to retrospectively lack impact. Maybe tipa#ne lapses
are just not remembered.

It is also possible that the structuring of the interviews as a discussion afrpleas
led subjects to focus on positive affective experience to the exclusion ofveegati
affective experience. The data does not support this conclusion. All patients exyensive
discussed painful, distressing experience. They did not discuss the painful expefienc
empathic breaches within these psychotherapies.

We might understand this finding as an artifact of idealization. Maybe these
subjects had found a good enough idealizable other in their therapists and either did not
have negative feelings about their therapists at the time of their intergieshd not want
the researcher to think badly of their therapists. Maybe these therapistepainted
having so much pleasure in their patients also idealized their patients.

One therapist in the study, speaking about a former therapist’s difficulties
working with her patient, said, “[l]t seems that the previous therapist would ctas#s
any information about her personal life, nothing. And, | don’t know if she was concerned
about the client overstepping her boundaries, but | don’t think she’s like that. | mean, she

doesn’t, in my opinion, so if 'm gonna be off and gonna be taking vacation time, |



181

prepare her for that. | will tell her where, I'll say I’'m going to Kigan or whatever.”
This therapist clearly did not feel that her patient was overly or inapp@gnatrusive.
She seemed puzzled that the patient’s former therapist had felt a need to tgghidltere
information.

This therapist does not portray an idealization of her patient. Mostly, the subjects’
descriptions of each other did not reflect idealization. Therapists told storié®pftiey
felt challenged by difficulties with their patients. Patients saw siedres as challenging,
but expressed that they felt their therapists were consistendlgt alith them.

We must consider the possibility that either there was little to no empailbie f
in these therapies or that, retrospectively, the empathic breachesvediectively
repaired that they no longer exist as a significant feature of the therapiveaOne
patient reported that she left therapy with her current therapist for @ \Bhié never told
the researcher why she left. Instead, she told the story of why she a8l said
that her therapist never gave up on her. The therapist repetitively left her phsseges,
saying she was holding her place, that she would like to see her again, tlatldhe c
come back in whenever she was ready.

She said, “l guess | had to make sure she was a person that | could disclose
information to and feel really comfortable with her. | had stopped going andoshe w
call me and ask me what was wrong to encourage me to come back. She was pretty
persistent, so | did. And we began to pick up where we left off. It was during thahtime
therapy with her that | remembered being molested by my uncle. And, | coaladah’t
then the flashes and everything, kind of made real sense. | think | just had eszaped fr

this world and just created a safe world for myself. Uh, my parents never, nevet knew
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Implication # 3

Both patients and therapists spoke frequently about the pleasure that they had in
relationship with each other. The patients felt that their therapists liked 8wne felt
that their therapists loved them. The therapists also spoke of liking and loving their
patients. They all spoke about feeling safe and secure with each other. The patient
subjects commented over and over again with pleasure on the reliability, consistency,
predictability, and compassionate caring of their therapists. The clpaogalall felt
secure in their relationships with each other. This security was seen anadet
“everything possible.” The third implication is that the pleasurable afeebibnd
between clinical pairs helped developed a secure attachment relatiortsbipallowed

subjects to further their experience of pleasure in the world at large.

Attachment

Bowlby: Attachment theory.

While Bowlby’s (1969) initial work speaks in ethological terms of infant'sdinee
for optimal proximity, he later expresses his understanding that secuteregtadn
human beings exists within the relational field. Secure attachment resaiedg, and an
interpersonal connection, a good relational bond. He goes on to say, “[A] feature of
attachment behavior of the greatest importance clinically, and presspettee of the
age of the individual concerned, is the intensity of the emotion that accompanies it, the
kind of emotion aroused depending upon how the relationship between the individual
attached and the attachment figure is farihg.goes well, there is joy and a sense of

security,” [Italics added] (Bowlby, 1988, p. 4).
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Embedded in this idea of safety and connection is the implication that within
these therapies, patients were able to build a secure attachment withdtapists. The
patient-subjects spoke about the safety they felt with their therapists. Bathiskeand
patients relay a deep sense of connection to each other, pleasure in and with each othe
The patients talk about their therapists’ reliability, consistency, and @bilitgt All of
these ingredients of a secure attachment are commented upon both by the subjects and i

the literature by Bowlby (1969, 1988) and Ainsworth (1969) and Main (1981).

Mitchell: Relational theory.

Both relational models reviewed in the literature hold as an implicit prehasa t
secure attachment is a necessary condition of a therapeutic alliataieelMiL988, p.
289) sees all relational theorists as starting from the same premi&héhaursuit
and maintenance of human relatedness is the basic maturational thrust in human
development.” This may be seen as an achievement of the therapy, rather than a
precondition to therapeutic engagement. As such, clinical pairs are ssEneasng a

secure attachment.

Discussion

These findings strongly support the contention that elements, such as safety and
reliability, which some theorists indicate are necessary to produce a adaahsment,
were critical to making a “connection.” The data indicates that consisteassionate
connection predominates in creating therapeutic potential. This requirgs $afse

subjects talked about safety being pleasurable and safety creating ibdifyosis
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pleasure. Safety was a feature embedded iguhébty of the therapeutic relationship,
“the connection.” Patient-subjects did not use the word attachment to describe their
relationships with their therapists. They spoke of “connection.”

Connection was a word frequently used by both therapists and patients, although
patient-subjects spurned the word attachment. Connection and attachment, when
discussed by therapists, was created out of mutuality; it was bi-dirdctitotanly was
it important to patients that they had pleasure in the company of their therapist
was also important that their therapists had pleasure, too. Therapists alsotlyeque
mentioned their pleasure in being with their patients.

The patient-subjects speak repetitively about the pleasure of the connection.
While the patients did not use the theoretical language of attachment theory, some
therapists spoke explicitly about attachment. These subjects speak both to thra proble
and the potential of making a secure attachment with such severely traumatized
individuals. One therapist said, “He needs the attachment between us; | gaessst
him and allows things to happen.” She sees the secure attachment as the niecglesary
soil of the psychotherapy. Another therapist concurs. He states that, “I think her
attachment to me is perhaps the most important thing there.”

The patient-subjects primarily found security in connection not in what their
therapists said, but in what they did. These patient-subjects watched trapidiser
closely. Safety certainly consisted of not being physically or sexualhydthrBut
security derived from more than bodily safety.

Beyond these basic parameters, patient-subjects talked about being believed.

Several felt that their former therapists had been dismissive, mingrozidisbelieving
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their reports of abuse. They also spoke to the importance of telling theis stode
having their therapists show compassionate interest. One subject says Whgmwiiah
her therapist about the abuse, her therapist was kind and “she’s not afraid tbheemem
with me.” It was critical that this form of caring was consistentljaléy, predictably
available.
Pleasure and security in connection were found in the sometimes extraordinary
lengths therapists were willing to go to be responsive to the needs of theitpdattes
was exemplified in “Chapter VII: Out of Frame.” Though told from different
perspectives, both therapists and patients knew these events to be of extraordinary
importance in their healing. Patients were retrospectively delighted irthibeapists’
behavior. These experiences spoke to the depth of their therapists’ commitment.
Therapeutic interpretations were rarely mentioned. Even therapeutiageibas
infrequently noted. Patient-subjects did not talk much about what their therapsts sai
They spoke about what their therapists did. Those verbal exchanges reportgiverere
meaning by the context. So when Subject 1A reports that it was important to hbethat s
could ask her therapist questions repeatedly, she states that she likesttiexbbest
will answer her and that “she doesn’t make me feel stupid.” Freedom from hiamiliat
was one form of safe connection reported, “warmth and patience,” as one subject said.
As these subjects’ felt more secure in their therapeutic relationshipshebame
more exploratory. They discussed not only the expansion of pleasure within the context
of their therapeutic relationships, but the additional expansion in exploration of
relationships and new experience outside of the therapeutic milieu. Pleaging sees

expanded by a secure relational context. Subjects found pleasure in both pursuit of thei
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own interests and in the secure relationship itself. Both contributed to the repair of

traumatic injuries.

Implication # 4

As subjects defined pleasure, they spoke about a wide range of positive affects.
The pleasure that they found in the company of their therapists expanded over the cours
of their treatments to finding pleasure in the company of others. Thepddttes! in the
company of their therapists and felt pleasure in being soothed. Subjects spoke about both
their difficult traumatic histories and the pain of discussing these histoitiesheir
therapists. They also spoke about the importance to them of discussing these painful
histories and how the soothing pleasurable presence of their therapists madélé pmssi
have these discussions. The patient-subjects found their therapists’ cagotipmfand
humor pleasurable and regulating. In the presence of this positive afiediee, their
anxiety decreased, unbearable affect became manageable, and their bondideepene

A fourth implication is that mutual pleasure is a significant factor in &affec

regulation, helping to form a therapeutic alliance.

Relational Theories of Affect Regulation and Expression

Mitchell.

Mitchell (1988) divides relational theory into two theoretical models. The first,
which he labels the developmental-arrest model, posits a theory of developanesial
and repair through provision by way of interpretation and self-psychology. Misays,
“In the developmental-arrest model the therapeutic action works to heal thesisaaald

distortions generated by the interferences in that first (infantileé)aeship” (Mitchell,
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p. 285). Mitchell's (1988) second model of clinical theory is relational-conifiexirty.
This perspective emphasizes the child’s creation of a constrictive intampevsorld
derived from what is available in early relationships. In the relationalicomiodel,
repair is found through reenactment and the co-creation of new relational experienc
(Mitchell, 1988). Mitchell says, “[T]his model locates the central mechaafsamalytic
change in an alteration in the basic structure of the analysand’s relatandil w
(Mitchell, 1988, p. 289). Relational-conflict model has been elaborated upon by many
theorists, including Ehrenberg (1992) and Maroda (1998). Relational-conflict theory
would hypothesize that both re-enactments and co-created new relationaregs
the vehicle for change.

This data is retrospective, not observational. Subjects reflect upon their historica
experience of their psychotherapies. Even those currently engaged in iteatene
talking about moments now past. Just as the data here has little to say aboutrtbé repai
empathic breaches, re-enactments are generally not discussed. Asathgisetaus no
live information about the therapeutic process, we are left with many unknowns about
what in the process was efficacious. These subjects report that consissiie, rearing

encounters produce a pleasurable interpersonal security in their theraplatipoships.

Affect Attunement: Relational Theories

Ehrenberg.

What does manifest in the data is the persistence with which patients and
therapists discuss their mutually positive affective experience. Trepthérc power of

sustained positive affective interaction is fundamentallteelational theorists. Both
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Ehrenberg (1992) and Maroda (1998) see intimate affective experience aanetes
therapeutic repair. Ehrenberg (1992) says:

From an interactive perspective, the critical issue inevitably is whtbgratient

is touched or reached in some significant way so that saer@al process of

affective significances set in motion and so that some internal psychic change
occurs . . . we recognize that aurderstanding of this mutual impact can only
evolve out of the work and requires the collaborative responsiveness @pboth

65).

There are a number of critical points Ehrenberg (1992) is making here. She is
claiming the import of affective experience in making therapeutic chaoggble. She
theorizes that these affective moments must take place in the psychotherapgntibe
patient and therapist collaboratively. This is the intimacy of which she spedies. |
model, it is not enough for patients to tell their therapists about their emotioraidife

have therapists interpret these expressions. The clinical pair must liventhtadreal life

together and thereby create new affective experience.

Kohut.

This concept in not fundamentally different than Kohut saying, “We must
differentiate between two levels (a) empathy as an information gagtestivity, and (b)
empathy as a powerful emotional bond between people” (1982, p. 397). The powerful

emotional bond is the mutual impact of affective significance.

Maroda.
Maroda (1998) applies Schore’s (1993, 2003) research to clinical theory. She

cogently argues that transparent emotional expression on the part of tharcimici
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neither an error nor a hindrance, but in fact a therapeutic necessity. Maroda (1998, p. 66)
says, “[T]he mutually affective moment constitutes what is therapeeiiiceleranalytic

therapist and patient.”

Discussion

Kohut's (1982) model emphasizes the development of the clinician’s capacity to
sustain an empathic alliance. Mitchell (1988), Ehrenberg (1992), and Maroda (1998)
emphasize the co-creation of new affective experience. These fine lyasoirbe
discernable in the data.

We have already discussed a number of features of psychotherapy that subjects
found reparative of the capacity for pleasure. In the self-psychological mtzbdure
would be viewed as deriving both from tension reduction and from “appropriate selective
parental response” (Kohut, 1974, p. 107). We have seen in this data the depth and
consistency with which clinical pairs discuss their empathic connection. We have
wondered if the lack of discussion of empathic breaches may reflect fahaté'are
sufficiently small and of sufficiently short duration to allow the patieneéspond to
them via structure building” (Kohut, 1978, p. 928). We will return to this issue of
structure building later in our discussion.

What happened in these therapies that positively impacted the patients’
elaboration of the capacity for pleasure? “The mutually affective momsenividly
portrayed throughout these interviews. The heartbeat of these findings isttrediyn
affective moment. What helps is always embedded in a strongly positive affective

collaborative moment. One could randomly look at almost any interview for the moments
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in which the subjects are speaking about therapeutic repair and find a discussied im
with the affect of both therapist and patient. They are often in the therapeutantom
experiencing highly charged negative affects: pain, grief, horror, .aBgeimn doing so
safely, together, they also report experiencing pleasure. When thesesssibgadt about
these affectively charged moments, whatever the content, they show andhell us t

pleasure they have in what has transpired.

“Finding a Self”: Chapter 1X
Findings

“Chapter IX: Finding a Self” discusses the crucial development of aosthiét
elaboration of the patient-subjects’ capacity for pleasure. The patiestsutgpeatedly
talked about the importance to them of “finding a self.” Patient-subjects did experi
pleasure earlier in their lives and they did have a nascent sense ofasetlb pritering
treatment. It is the pairing of the development of that self with the eladnodttheir
capacity for pleasure that these subjects spoke to over and over again.

It is interesting to note that the researcher made no conscious atidaplitate a
conversation about the development of self across the life of these therapiedsSubjec
were never asked if they experienced a change in their identity over tinyewé&renot
asked about their capacities for self-soothing or affect regulation. Téreynet asked
about whether or not they felt they could initiate or pursue interests of their own.

This topic arose spontaneously in the context of talking about pleasure and the
problems they had experiencing pleasure. Discussing pleasure for thests sudgeso
intricately interwoven with the fabric of identity that the importance to tbefinding a

self emerged over and over again in the interviews. Upon doing a word search, the
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researcher was astonished to find in the interview transcripts that suigdaised the
word self approximately 400 times.

Various steps along the way to finding a self were enumerated. The patient-
subjects speak to their experience of having others interfere with findingethvesisThe
subjects then go on to describe the importance to them of finding a self. They discuss
seeing “glimmers” of who they might become. As they move towards desciii@ng t
journey, the hard work of finding a self, they keep returning to the topic of pleasese. Th
tell us again and again that pleasure requires a self. Without a self, plisdgwe a suit
of clothes without a body, all dressed up with no one inside.

We have already seen that a safe place from which to explore is constructed not
only from the lack of malicious injury or indifference, but from the affectieslgaged

moments that provide the pleasure of comfort, security, and empowerment.

Implications

There are three implications embedded in this chapter’s findings.

1. The first implication of these findings is that the elaboratibthe capacity
for pleasure may be dependent upon the further development of other self-
capacities.

2. The second implication of these findings is that these self-de@zadre
elaborated within the medium of positive affective experience or pleasure

3. The third implication is that within these positively charged dciffe
experiences not only is there pleasure in reduced anxiety and arce&shan
affective range, but pleasure in the creation and expression ofsekkw

capacities.
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Implications #1, 2, and 3

All three implications of these findings are interwoven. They must be viewed in
conjunction with each other. Patient-subjects talked repeatedly about “findiig a se
So did their therapists.

Patient-subjects talked about longing, a desire for a self. This desits and i
realization were inextricably interconnected with pleasure. They founsyseewhen
they were more affect regulated. They were more affect regulated dyeoduld
tolerate more painful affects. They could tolerate more painful affects thieg felt
soothed by their therapists’ patient, predictable caring. When they were muoled,
they felt more pleasure and were more able to reflect upon their experiencetiée
felt more regulated, they felt more pleasure. When they felt more abléett tgpon
their experience, they felt “empowered” with a sense of agency. As tiésaacities
were elaborated, they felt more as if they hagklf.When they felt as if they hadself,
they felt more like there was a someone who could experience pleasure. Thexe are
linear events. No subjects talked about a linear trajectory of events that fedlitog‘a
self.” Many subjects felt that they were still in the process of “findirsglf.” These
implications are reciprocal.

These implications are that the elaboration of pleasure is dependent upon the
development of self-capacities for affect tolerance, regulation, tig#danction, and
agency within a medium of positive affective experience/pleasure, whick<reay

self-capacities.
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Self-Capacities

Self-capacities has been a topic of research and theorizing that isakgpeci
important to authors studying childhood abuse and maltreatment (Briere & Runtz, 2002;
Dieter, Nicholls, & Pearlman, 2000; Fonagy & Target, 1996, 1998; McCann & Pearlman,
1990; Palesh & Claussen, 2007; Pollack & Slavin, 1998; Putnam, 1989, 1997; Schore,
1994, 2003; Wilson, Friedman, & Lindy, 2001). Wilson, Friedman and Lindy (2001) see
trauma as an injury to self-structure, leading to fragmentation, destabilizand the
lack of capacity to self soothe.

McCann and Pearlman (1990, p. 20-21) use constructivist self-development
theory to posit “four self-capacities drawn from the self-psychologwtitee (Kohut,
1977) important to trauma survivors. The first is the ability to tolerate and regtiang
affects without self-fragmentation or acting out.” Affect regulation theway explored
and expanded upon by Schore (1994, 2003). Schore (2003, p. 122) says it is important to
stress that the developmental attainment of an efficient self-systegathataptively
regulate various forms of arousal and psychobiological states—and thereby affect
cognition and behavior—only evolves in a growth-facilitating emotional environment

Briere and Runtz (2002) developed the inventory of altered self-capacities
(IASC). They studied the impact of childhood trauma on the self-capacities af affe
regulation, identity consolidation, conflict management, and idealization and found
impairment with increasing early traumatic experience.

Fonagy and Target (1996, p. 217) discuss the developmental achievement of
mentalization or self-reflective capacity. They say, “The integratioheofitial modes

into a singular reflective mode is hormally completed by about the age ohdaffatt
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leading cognition: the child first understands that people have different &dleq that
they may have different thoughts about the same external reality.”

The authors (Fonagy & Target, 1996) go on to say that this achievement is
dependent upon experience:

In order to achieve the integration of these two modes of experienceeate

fully mentalising psychic reality, the child needs repeatgoemence of three

things: his current feelings and thoughts, these mental stateseated (thought
about) in the object’'s mind, and the frame represented by the adaoitizally

reality-oriented perspective” (p. 222).

Pollack and Slavin (1998, p. 857 ) argue that, “In classical psychoanalytic models,
treatment can be understood as enabling patients to repossess their own ageaiey—to t
responsibility for themselves as agents in relation to their own motives andesipuls
These authors also place this capacity in a developmental context.

We suggest that the attainment of the ability to experienceelbrees an agent

emerges from complex interpersonal and intrapsychic processefamtyi and

early childhood and represents a kind of “glue” that provides the foundatien f

feeling of personal coherence. We also suggest that the dewesibpfra sense of

agency is predicated on the negotiation of recognition and mutual tirmgthc
parents early in life. When those negotiations go awry, the clolpscity for

agency can be disrupted (p. 857).

Kohut

Kohut (1971, 1977, 1978) did not use the language of self-capacities; he did
spend his life developing and articulating a theory of the development of the seajjnthrou
structuralization. Starting with small differentiations from Freud, hisrthimg
eventually led to major conceptual shifts. Kohut (1977, p. 117) contrasted his view of
“psychological bedrock” to Freud'’s view: “[T]he bedrock is a threat to my mirtdgha

more serious than the threat to physical survival and to the penis and to male dominance:

it is the threat of the destruction of the nuclear self.”
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Kohut speaks eloquently both to what a child needs to develop a healthy self and
what threatens that formation. “What creates the matrix for the developmen¢aitiay
self in a child is the self-object’s capacity to respond with proper mirratifgast some
of the time; what is pathogenic is not the occasional failure of the self-dedtis or
her chronic incapacity to respond appropriately which in turn is due to his or her own
psychopathology in the realm of the self” (Kohut, 1977, p. 187-188). This chronic
incapacity to respond properly is seen as chronic empathic failure, whiletther’s
‘excultant response to the total child (calling him by name as she enjoye$esipe and

activity)’ builds the cohesive self (Kohut, 1971, p. 118).

Freud
Though the term self does not arise in the literature with Freud, he does use the
concept of ego, where modern psychodynamic thought often now uses the concept of
self. In doing so, he manifests an understanding that the infant is born with some
potential for development that is both innate and unique unto itself. “It is not our belief
that a person’s libidinal interests are from the first in opposition tedtipreservative
interests; on the contrary, the ego endeavors at every stage to remain in haitmdsy w
sexual organization, as it is at the time and to fit itself into it” (Freud, 1963/1917, p. 351).
In fact, Bettelheim (1982) argues that important aspects of Freudian th@awght
been lost in translation and that the proper translatiaa®1ichis not the ego, but the 1.
Bettelheim (1982, p. 53) goes on to say, “To mistrangthtas ‘ego’ is to transform it
into jargon that no longer conveys the personal commitment we make when we say ‘I’ or

‘me.” More properly rendered Freud is arguing that the development of ayhke@ltnot
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at odds with core instincts, but strives to emerge ‘in harmony’ with the instinath whi

precede its development.”

Discussion

So what happens when the environment does not support such harmony? Where
there is no exultant response from a caretaking parent? The subjects in thialkad
frequently about the parents who abused them, who both actively and passively sought
their psychological destruction. None of these theorists make a connection bedlfreen s
capacities and pleasure. They do discuss disruption. Pollack and Slavin (1998, p. 857)
have argued that parents must provide the medium from which a sense of agescy arise
“[W]hen those negotiations go awry, the child’s capacity for agency carshgptid.”
Disruption of self-initiated pleasure was a topic much discussed by thesdsubjec
Fonagy and Target (1996) are arguing that the capacity for mentalizatizoi
dependent upon proper environmental support. Schore (2003, p. 5) sees the capacity for
affect regulation as a regulatory capacity which is “experience depehd

In the face of overwhelming childhood trauma and neglect, these subjects convey
a narrative in which the self is lost. Individually and collectively, these dSslg&pressed
that there is little elaboration of pleasure without a self. Some of the rootastifge
may be neurobiological. But having the innate capacity to experience@essot the
same as being able to elaborate this capacity. The subjects report thht tutypresent
for therapy with a cohesive self. Two thirds of these subjects reported havingra ma
dissociative disorder; they had multiple alternative configurations ofremie of which

they experienced as having a self.
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In contrast, their descriptions of therapeutic repair were consisstatiged with
the discovery of themselves. Finding a self was expressed as both the mosableas
and most important outcome of psychotherapy. The corollary to the primaryiclinica
implication of this study is that psychological growth and the development célfreges
fueled by positive, often mutually pleasurable, affective engagementhdjpens not
when we get the interpretation right, but when we get the person right.

The patient-subjects in this study make a strong argument that theagtabof
the experience of pleasure is seated in the development and elaboration df-new se
capacities for agency, affect regulation, and reflective function, which ssstsa of
self. Pleasure, developing self-capacities, and “finding a self” iwegEmingled.

Subjects did not discuss a linear developmental trajectory. Neither dodsrtiee.
Though the interface of pleasure in the development of the self is not specifically
discussed, all authors are discussing self-development within a context afepositi
affective experience.

Can pleasure exist without a self from whom pleasure springs? Surely, one could
argue that no human life exists without a self. We cannot know from this data if these
burgeoning capacities are indicators of the development of an authentic self. We do know
that the subjects found their selves in the context of their therapeutic relgigasti
this experience was imbued with pleasure.

Still, pleasure is an elusive topic. How critical pleasure was in the development
the selves of these subjects remains unknown. No one study captures this problem in its
entirety. This study gives us a glimpse of the problem and the possibilisasel the

final words to one subject. “I don’t think that any of the theories or any of the books I've
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read really talk about this. They say stage four reorganization. | don’t thin ithfat’
somebody like me. | think its redemption. | don’t even thinkjit& about pleasure. |

think it's about survival. | don’t think it's about finding meaning or being a better person
from it, necessarily, | think it's just putting a person together, just finding ou) ladile

to walk into the grocery store and say, what do | want? [Laughs] That would be so
wonderful. To go to a restaurant and not order what the person, the other person with me
is having [Laughs] To have a personality [Laughs], that would be so great. Or to

recognize the one | have, you know. To have one. [Laughs] That’s all | wantto say

A Final Note

Though this was not a neurobiological study, the literature on the neurobiology of
affects was reviewed. It is worth noting that pleasure is a concept discutsadive
neurobiology literature. Panksepp (2009, p. 7) says, “[l]t is a scientificaiadtot just a
conjecturethat a series of cross-mammalian emotional systems has been revealed
through animal research.” Panksepp (1998, p. 182) urges the need for a scientific
definition of pleasure: “a general scientific definition of the ineffablecept we call
pleasure can start with the supposition that pleasure indicates somethingaligiog
useful” This data implies that pleasure was found psychologically useful. Thenesili
of this capacity in this population makes us wonder if it might also be biologicaliyl.usef

Panksepp (2009, p. 5) further argues that his research indicates “that the raw
emotional tools for feeling and living are not created by lived experiedtesigh they
may be shaped by them.” Certainly, this study implies that the patient®sibje
experience of pleasure was often detrimentally shaped by his or her livedeegpegri

pleasure was disrupted. This research also implies the possibility of an inglerly
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biological capacity for pleasure, which may indicate that the capacipfdasure serves

some biologically useful purpose. This deserves further study.
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Individual Consent for Participation in Research
Institute for Clinical Social Work

l, , acting for myself agree to take part in the
research entitled: The role of psychotherapy in restoring or eimgathe capacity for
pleasure in adult patients with reported early histories of ahnidhood abuse and/or
neglect.

This work will be carried out by Janet Migdow, MA, LCPC, under sheervision of
Dennis Shelby, PhD.

This work is conducted under the auspices of the Institute for Cli8makl Work, 200
N. Michigan Ave., Suite 407, Chicago, IL 60601. (312) 726-8480.

Purpose

The purpose of this research is to study the impact of psychothemapg enhancement
and/or restoration of pleasure in adult survivors of chronic childhood amder
neglect. Results will be used for completion of a dissertation, lpesgublication of
articles or books, and to inform future research.

PROCEDURES USED IN THE STUDY AND THE DURATION
Subjects will be interviewed for up to two hours and asked to fillooet demographic
instrument.

Benefits

No payments will be made to participants in this research. Sshjat be contributing
to the accumulation of knowledge about both the effects of childhood abusegladt
and the uses of the therapeutic process for repair and restoration.

Costs
There will be no costs to the subjects incurred from participation in this study.

Possible Risks and/or Side Effects

There are no known risks from participating in this study, but risks cannot be gdedict
Subjects may have negative emotional responses and all effbte wiade to minimize
this occurrence. As all patient-subjects’ therapists will Bis@articipating in this study,
the researcher will require therapists to commit to availtpbib their patients for
therapeutic support. The researcher will be available to proddegianal resources as
needed.

Privacy and Confidentiality
All instruments and interviews will be numerically coded to piotbe participant’s
identities. Names will be changed in all written materiafoimation as to subject’s
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identities will be kept in a separate, fire proof locationoeed from both the interviews
themselves and the written transcriptions and analysis of the data.

Subject Assurances
By signing this consent form, | agree to take part in this studgve not given up any of
my rights or released this institution from responsibility for carelesssne

| may cancel my consent and refuse to continue in this study aina& without penalty
or loss of benefits. My relationship with the staff of the IC®WV not be affected in any
way, now or in the future, if | refuse to take part, or if | nethe study and then
withdraw.

If 1 have any questions about the research methods, | can coat@ttMigdow (773-
463-1901) or Dennis Shelby, at this phone number 312-726-8480 (day), 312-458-9214
(evening).

If I have any questions about my rights — or my child’s 8ght as a research subject, | may
contact Daniel Rosenfeld, Chair of Institutional Review Bp#@&W, 200 N. Michigan Ave.,
Suite 407, Chicago, IL 60601, (312) 726-8480.

Signatures
| have read this consent form and | agree to take part (or, toninaedild take part) in
this study as it is explained in this consent form.

Signature of Participant Date

| certify that | have explained the research to (Name of
subject) and believe that they understand and that they have agreed tpgpartieely. |

agree to answer any additional questions when they arise duringeskarch or
afterward.

Signature of Researcher Date
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Janet Migdow, MA, LCPC

Individual, Couple, Family and Group Psychotherapy
3232 W. Victoria

Chicago, Il 60659

(773) 463-1901

Dear )

| am writing this letter to invite you to participate in migsearch study
investigating “The role of psychotherapy in restoring or enimgnthe capacity for
pleasure in adult patients with reported early histories of ahnidhood abuse and/or
neglect.” I am conducting this research for my doctoral dessent at the Institute for
Clinical Social Work.

| am a licensed clinical counselor in private practice in Qacgince 1977. | am
co-founder and director of the Trauma Consultation Program in Evatitans, a post-
graduate program in the treatment of trauma survivors founded in @%hance the
skills of therapists treating some of our most vulnerable clinijsapulations.
Additionally, | have been treating patients with dissociative diserftar over twenty
years and have been awarded the status of fellow in the Inter@laBociety for the
Study of Trauma and Dissociation.

My research topic has evolved from the clinical work | do. | amaekg the
experience of pleasure and problems related to experiencingungeias adults with
severe early histories of abuse and/or neglect. | am intervieshimgal pairs, therapists,
and their patients. Therapists will be interviewed separately fiheir patients. Each
interview will last approximately 90 minutes and be audiotaped. laaking each
clinician to invite one current or former patient to partitépia this research along with
yourself. The patient invited must be someone who has been in psyabgtieth you
for at least one year and whom you believe will benefit fromiqyeating in this
research.

| intend this research to be an opportunity for both therapists andtpatee
reflect upon the both the issues of pleasure in the lives of sunoyatsildhood abuse
and the role of psychotherapy in addressing these difficultiesaifizipate you need to
agree to be available to your patient responsively should issuesratise interview
which require further therapeutic attention.

There are few places for therapists engaged in the treatwhdéhése severely
injured individuals to reflect upon what in the psychotherapy protesstelieve has
meaningfully impacted the patient. This is, of course, a challengpmprtunity. |
understand that discussing one’s clinical work with another clinidaa vulnerable
enterprise. | will make every effort to be sensitive to youdseand to pace the interview
accordingly. You are free to withdraw from this study at amgt | will be available by
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phone to further discuss this research and answer any questions mdncharise
following your interview.
All information in this study is confidential. If you agree tarficipate in this
study, you will sign a consent form. Any identifying information will be disgis
Please consider contacting me to discuss you participation. Youaieghane
me at (773) 463-1901 or email me at jmigdow@icsw.edu.

Sincerely,
Janet Migdow, MA, LCPC
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Janet Migdow, MA, LCPC

Individual, Couple, Family and Group Psychotherapy
3232 W. Victoria

Chicago, 1l 60659

(773) 463-1901

Dear ,

| am writing this letter to invite you to participate in mgsearch study
investigating “The role of psychotherapy in restoring or enimgnt¢he capacity for
pleasure in adult patients with reported early histories of ahinidhood abuse and/or
neglect.” | am conducting this research for my doctoral destsent at the Institute for
Clinical Social Work.

| am a licensed clinical counselor in private practice in Cloicagce 1977. | am
co-founder and director of the Trauma Consultation Program in EvatiBtans, a post-
graduate program in the treatment of trauma survivors founded in @3€#hance the
skills of therapists treating some of our most vulnerable clinjgapulations.
Additionally, | have been treating patients with dissociative diserfta over twenty
years and have been awarded the status of fellow in the Intev@aBociety for the
Study of Trauma and Dissociation.

My research topic has evolved from the clinical work | do. | amaekmg the
experience of pleasure and problems related to experiencingungeas adults with
severe early histories of abuse and/or neglect. | am intervieshimgal pairs, therapists,
and their patients. Therapists will be interviewed separately ftheir patients. Each
interview will last approximately 90 minutes and be audiotaped. dgkimg each patient
to invite your current or former therapist to participate in tl@search along with
yourself. You must have been in psychotherapy for at least one widarthis
psychotherapist to participate in this research.

| intend this research to be an opportunity for both therapists andtpatee
reflect upon both the issues of pleasure in the lives of survivors ldhobd abuse and
the role of psychotherapy in addressing these difficulties. Tacipate you need your
therapist to agree to be available to you responsively should &ssesn the interview
which require further therapeutic attention.

There are few places for patients engaged in treatment éatraffon what in the
psychotherapy process they believe has meaningfully impteted This is, of course, a
challenging opportunity. | understand that discussing one’s psychogherdpanother
clinician is a vulnerable enterprise. | will make every eftorbe sensitive to your needs
and to pace the interview accordingly. You are free to withdram fthis study at any
time. | will be available by phone to further discuss this aede and answer any
guestions which may arise following your interview.
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All information in this study is confidential. If you agree tarficipate in this
study, you will sign a consent form. Any identifying information will be disgdi

Please consider contacting me to discuss you participation. Youaieghane
me at (773) 463-1901 or email me at jmigdow@icsw.edu.

Sincerely,
Janet Migdow, MA, LCPC
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APPENDIX D

DEMOGRAPHIC INSTRUMENT



8.
9.
10.Total years in psychotherapy?

11. Age when you first entered psychotherapy?

In what city, state, and country do you reside?

Your age?

Ethnic/Racial Identity?

Education: Highest degree completed?

How many siblings do you have?

Are you? (Please check one)

Single, living alone__
Married_
Divorced
Remarried

Living with a partner

arwnE

Family income?

Religious affiliation?

Number of years in current psychotherapy?
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APPENDIX E

PATIENT INTERVIEW GUIDE
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Probes

1. Can you describe a time in your life when you experienced pleasure?

2. How do you define pleasure?

3. What is the earliest time in your life you remember experiencing
pleasure?

4, Before you attended therapy were you able to experience
pleasure?

5. Since you have been in therapy, has your experience of pleasure

changed? How?

6. What about therapy has made a difference?



213

APPENDIX F

THERAPIST INTERVIEW GUIDE
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Probes:

1. Can you describe a time in your patient’s therapy when éxperience of

pleasure was discussed?

2. How do you define pleasure?

3. Was pleasure a focus of the therapy?

4. Do you think the patient’s experience of pleasure changed oveouhse wf
the therapy? How?
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APPENDIX G

DEMOGRAPHICS



Patients

Age 25-70

Gender 3 Males, 12 Females

Education HS/2, AA/5, BA/5, MA/2,
PhD/1

Ethnicity C/12, AA/3

Religion N/5, C/9, 1/B

Income $10-140,000

Siblings 0-7

Living Status M or P/7, S-9

Years in Current Therapy  2-20
Total Years in Therapy 4-30

Age at Entry 11-28

Unanticipated Embedded Findings

Patients

Sexual Orientation Bi/3 Ho/5 He/8
Diagnosis DID =10 DDNOS =5

Codes:
C=Caucasian, AA=African American, M=Multi-Racial

N=No religious affiliation, C=Christian, J=Jewish, B=Buddist

M=Married, P=Living with Partner, S=Single
Bi=Bisexual, Ho=Homosexual, He=Heterosexual

216

Therapists
32-75
2 Males, 13 Females

MA/12  PhD/3

C/12 M/3

1/3 each / N,C,J
$45-600,000

0-6

M or P/12, S/4

Therapists

Ho/3 He/l3
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