A Therapist’s Journey:
Working with a Client with a Fractured Sense of Self

Submitted by
Madeleine Brett

BA, Grad Dip (Psych), Grad Dip Social Sciences (Family Therapy) M Psych (Counselling)

A thesis submitted in total fulfilment of the requirements
for the degree of Doctor of Philosophy

College of Science, Health and Engineering
School of Psychology and Public Health

Latrobe University
Victoria
Australia

March 2018

A Therapist’s Journey: Working with a Client with a Fractured Sense of Self

2

Table of Contents
Summary

5

Statement of Authorship

6

Acknowledgments

7

Chapter 1: Introduction

1

Context of the Study

1

Aim and Rationale for the Study

3

Overview of the Study

4

Chapter 2: Review of Literature on the History of Dissociation and
Psychotherapy
Twentieth Century Approaches to Dissociation

5
22

Schizophrenia and DID.

23

Eve and Sybil.

24

Contemporary Clinical Picture of DID

28

The Diagnostic and Statistical Manual of Mental Disorders (DSM).

28

Recent research.

30

Chapter 3: Review of Literature on the Therapist’s Experience of Counselling
and Psychotherapy
32
Chapter 4: Methodology

50

The Data

50

The Methodological Journey

50

The Listening Guide.

52

Presentational Style

56

Methods

58

The first listening.

59

The second listening.

60

The third listening.

64

Naming the Research Paradigm

65

Ethical Considerations

69

Chapter 5: Finding Ways to Work with an Adult in a Childlike State
Taking or Refusing to Take Responsibility

72

Finding ways to work with childlike parts.

81

Therapy as reparenting.

84

Providing a Home, a Place to Stay

Chapter 6: Finding Ways to Work with Sexual Feelings
Self-Disclosure

3

72

91

98
101

Physical Contact

Chapter 7: Working with Other Systems

105

113

Working with the Couple System

113

Widening the Circle of Systems

122

Chapter 8: Discussion of Working with an Adult in a Childlike State

147

Responsibility

151

Therapy as Reparenting

158

Enactments.

165

Providing a home, a place to stay.

173

Chapter 9: Discussion of Working with Sexual Feelings

177

Self-Disclosure

182

Physical Contact

190

Chapter 10: Discussion of Working with Other Systems

195

Couple System

195

Medical System

199

Chapter 11: Conclusions and Recommendations

205

Strengths and Limitations of this Study

205

Implications and Suggestions for Training

209

Implications and Suggestions for Practice

210

Personal Reflections

212

Appendices

214

Therapist Invitation to Participate and Project Information Sheet

214

Client Invitation to Participate and Project Information Sheet

217

Therapist Consent Form

219

Client Consent Form

220

List of References

4

221

Summary
This thesis is a report from a research inquiry, but it is also a story that gives
glimpses of the experiences of three people. The primary data for this PhD project are the
private case notes of a psychotherapist, a counselling psychologist, who recorded his
reflections on working with a single client over a fourteen-year period. The client
participating in the psychotherapy experienced a range of states and behaviours consistent
with a diagnosis of dissociative identity disorder (DID). I was given access to the journals
because of the generous consent given by both the therapist and the client. The aim of this
study is to gain an in depth understanding of the challenges and experience of this
psychotherapist. The methodology emerged through my own descriptive and reflexive
writing, which gave entry to a deep engagement with and reflection on the journals. This
emergent methodology has been informed by a number of qualitative methodologies
including forms of narrative analysis, and the study as a whole is underpinned by the
values of the participatory research paradigm. The themes that emerged from the case
notes concerned: 1) working with an adult in a childlike state, 2) working with sexual
feelings, 3) working with systems. These themes are discussed in terms of the research
into dissociative identity disorder, and in particular, with reference to person centred and
psychodynamic approaches to psychotherapy. The results have implications for
understanding the value of long-term psychotherapy for the therapist as well as the client,
and the demands such work makes on psychotherapists, particularly when working with
clients who have experienced severe childhood sexual abuse and other forms of
significant trauma. The results also have implications for current psychology courses. In
particular, they highlight the importance of teaching and practicing skills of selfawareness and reflection, and of building the therapeutic alliance alongside the focus on
technical skills.
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Chapter 1: Introduction
This thesis is a report from a research inquiry, but it is also a story that gives
glimpses of the experiences of three people. The purpose of this inquiry is to gain insight
into the experience of a psychotherapist through the examination of his private case notes
that record his impressions and exploration of working with a single client over a
fourteen-year period. The client participating in the psychotherapy had a range of
thoughts and behaviours consistent with a diagnosis of dissociative identity disorder
(DID). I was able to access the journals because of the generous consent I was given by
both the therapist and the client.
Context of the Study
The personal and professional context of the inquiry needs to be described in
order to locate me as the researcher in relation to this study. The real story about my
interest in this topic is that this subject had not crossed my mind, as I had begun my
research in another unrelated area aimed at extending my Masters research. I had signed
up for a PhD as a stab in the dark, attempting to address a sense that I had more to learn,
but perhaps more keenly, feeling insecure about my place as a therapist in what was
becoming an increasingly medicalised context. I thought that if I had the title of Doctor
before my name, this would somehow ease some of my unease.
The process that brought me to the case notes began when I realised that although
the topic of my master’s thesis had initially been of interest to me, in retrospect I could
now see that the subject did not hold enough personal interest to sustain the kind of
involvement that doctoral research requires. As I discussed my struggles with my
supervisor, he suggested that I might instead investigate the case notes of a
psychotherapist he knew and I had known of, a counselling psychologist who had kept a
detailed record of long-term psychotherapy with a client with dissociative identity
disorder (DID).
Although I had not thought to study it, I did have a pre-existing interest in the
experience of other therapists, especially those pursuing long-term work. What I have
found to be the most valuable learning experiences in my career as a therapist are being in
the presence of other therapists. This has included being a client in both individual and
group therapy, and also being in a learning environment as a student watching therapists
demonstrate their work with their clients, hearing other therapists talk about what they
1

feel and think about their work and why they make the decisions they do. I have also
found invaluable books such as Yalom’s (1989) Love’s Executioner and other tales of
psychotherapy that give voice to the therapist’s experience. It is these experiences where I
have gained a lived or felt experience of these therapists’ qualities of being.
The personal context of the study is also located in the professional and the
political context, and I suspect that although some of my feelings of insecurity are related
to my personal background and history, they may reflect the field of psychotherapy and
counselling as a whole. I work as a psychologist in a profession that has been trying to
find a place in a scientific, hypothesis-testing, medicalised environment. This search for a
place is particularly the case in the Australian context at the moment where the
government-funded program Better Access to Psychiatrists, Psychologists and GPs
through the Medicare Benefits Schedule subsidises a total of 10 sessions of treatment by
psychologists (and occupational therapists and social workers) to provide evidence-based
strategies. These strategies, according to the Australian government are; psychoeducation, cognitive behavioural therapy (CBT), relaxation strategies, skills training,
interpersonal therapy for depression, and narrative therapy for Aboriginal and Torres
Strait Islander people (Australian Department of Health, 2014). The Better Access to
Mental Health Care initiative is an important recognition of the value of psychological
therapies in primary health care and has been successful in improving access to
psychological treatment for the general public (Australian Psychological Society [APS],
2015). However, it is also, paradoxically, a system that devalues the role of counselling.
Rather, its focus is on “evidence-based strategies” that favour, and in fact prescribe, that
practitioners use short-term forms of therapy that can be manualised, administered in a
prescribed format over a time-limited number of sessions, and yield outcomes that are
readily measured.
This approach ignores the many types of therapy that pay close attention to the
nature of the client-therapist relationship as well as research that overwhelmingly points
to the quality of the therapeutic relationship as the single most potent correlate of
therapeutic success (Duncan, Miller, Wampold, & Hubble, 2014; Wampold & Imel,
2015). Further, this prescriptive approach, which seeks to deliver psychological treatment
in a way that parallels the delivery of medical treatment ignores the strong evidence that
“Psychotherapy does not work in the same way as medicine … Bluntly put, the existence
of specific psychological treatments for specific disorders is a myth” (Hubble et al., 2014,
p. 28). The American Psychological Association acknowledged this as early as 2006,
2

suggesting a model that both incorporates the requirement that counselling practices be
based on the basis of sound research and also acknowledges a broader context of the
persons of the client and therapist:
Psychotherapy is a collaborative enterprise in which patients and clinicians
negotiate ways of working together that are mutually agreeable and likely to lead
to positive outcomes. Thus, patient values and preferences (e.g., goals, beliefs,
preferred modes of treatment) are a central component of [evidence based
practice]. (American Psychological Association Presidential Task Force on
Evidence-Based Practice, 2006, p. 273)
This model is the context in which I work, and although I have been able to work
privately as a therapist for the last ten years, I feel disconnected from mainstream
psychology as it is represented and promoted by the Medicare system. This professional
context has undoubtably affected my choice of topic. Though it will no doubt have also
influenced the way I have read the case notes, I believe that as expanded upon in Chapter
4, my prolonged and persistent engagement with the material and the added bonus of
interrogating notes that created a narrative over time gives the analysis considerable
strength and credibility.
Aim and Rationale for the Study
This study aims to gain an in-depth understanding of the psychotherapeutic
experiences of a psychotherapist in his long-term work with a client whose significantly
fractured sense of self almost certainly stemmed from a history of personal trauma. Use
of the psychotherapist’s fourteen years of case notes as the primary data source presented
a special opportunity to understand and reflect on the insights, feelings and struggles of
the therapist and, though one step removed, into some of the insights, feelings and
struggles of the client.
The analysis also aims to explore the demands of long-term work generally and
the particular challenges associated with maintaining a therapeutic relationship with a
client with dissociative identity disorder (DID). Though the work described is at the more
challenging end of the spectrum, it is argued that the insights from such an analysis have
implications for all therapists whose work is informed by the need to remain
appropriately connected with their clients.
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In that sense, the findings have implications for psychological practice and
psychology courses that (as the evidence suggests they should) pay close attention to the
quality of the client-psychotherapist relationship. In particular, they point to the need for
teaching the skills of self-awareness and reflection, in addition to the more conventional
technical skills of the therapist.
Overview of the Study
This chapter has outlined my reasons for undertaking this research and begun to
situate the study within the broader research and professional context in my field. In
Chapters 2 and 3 I explore this research context further as I review the literature relevant
to this inquiry. Chapter 4 discusses the development of the methodology for this
investigation, a methodology that emerged through my own descriptive and reflexive
writing and gave entry to a deep engagement with and reflection on the journals supplied
by the therapist. This emergent methodology has been informed by a number of
qualitative methodologies including forms of narrative analysis and Gilligan, Spencer,
Weinberg and Bertsch’s (2006) Listening Guide approach. It is underpinned by the values
of the participatory research paradigm (Heron & Reason, 1997). In Chapters 5, 6, and 7, I
present the themes that emerged from the case notes in conjunction with my own
reflexive responses to these themes. Chapter 8, 9, and 10 discuss the findings, while
Chapter 11 discusses the conclusions and implications for education and the training of
psychologists and psychotherapists, and some recommendations are made. Finally, I will
discuss the effect of the research on my own practice.

4

Chapter 2: Review of Literature on the History of Dissociation and
Psychotherapy
At the heart of this thesis is the story of a therapist’s experience of working with a
single client over a fourteen-year period. The notes begin seven months after the
commencement of therapy, and conclude with the therapy ongoing. However, it is
perhaps more fundamentally the story of a relationship. It is not possible to discuss this
relationship without considering the disorder that so shaped the nature of their encounters.
The client in relationship with the therapist suffered a range of thoughts and behaviours
that might, today be described as dissociative identity disorder (DID). This chapter sets
the inquiry within the context of the literature on DID, and the purpose of this chapter is
to review the literature that investigates DID. Like the focus of the thesis, the literature on
DID is also essentially about relationships. That is, the literature tells the story of the
changing relationship between culture and mental illness, and it tells the story of how a
number of well-known physicians originally found that by talking to and forming a
relationship with their patients, they could help relieve their suffering.
Although documented interest in dissociative states and dissociative disorders
dates back as far as the 1700s, it was not until the late 1970s to early 1980s that there was
a dramatic increase in scholarly articles about the controversial diagnosis of multiple
personality disorder, or dissociative identity disorder (DID) as it is now known.
In trying to make sense of the dramatic increase of this diagnosis, several authors
(e.g., Hartcollis, 1998; Kenny, 1986; McAllister, 2000; Reiber, 2006) have used a social
constructivist perspective, which takes into account historical events and social and
cultural trends in an attempt to understand why the disorder has been more prominent in
some periods than in others. This makes for fascinating reading. For example, Lowenstein
(2007) has suggested more than any other psychiatric condition; DID has been the subject
of different readings and interpretations over time. Looking through this social
constructivist lens, I see that the DID literature might be described as being refracted into
two camps. One group, often from a medical or clinical background, paint DID as a
timeless, universal disorder that can be identified in historical accounts, and although not
recognised in some periods due to social and cultural factors, ultimately the narrative
leads to legitimising current day understandings and diagnoses. The other group of
authors, often historians, reject that view as presentist and see DID as a historically,
socially and culturally constructed theory.
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Regardless of which of these approaches has more validity, the evidence that a
diagnosis of DID has been more common during some periods of times than others has
been well documented. My way of negotiating this literature is, wherever possible, to
return to the case studies themselves. I chose this method because DID’s long history and
some of its critical insights reach back before random sampling could reveal its
prevalence and before large-scale studies could demonstrate the efficacy of differing
intervention approaches, that much of the scholarly literature on DID mentioned above
draws on material written as case studies more than a hundred years ago. These European
case studies illustrate the growth of psychotherapy itself in Europe beginning in the
1700s. These case studies draw on the personal records of clinicians’ earliest attempts to
treat this puzzling affliction and reflect what the clinicians of the day were thinking.
Given that these clinicians were influenced by the period they lived in, it seems
that these case studies have been used in the literature to explore the relationship between
DID and its social and historical context over time. A focus on the historical analyses and
early case studies seems fitting for this review to house the present investigation in its
historical context. In their documentation of attempts to treat and understand this disorder,
these case studies give access to the therapist’s experience in a way that much recent
clinical research does not, and so the emphasis of this review is on this earlier literature.
Interestingly the case studies also tell the story of these physicians’ growing awareness of
the importance of the therapeutic relationship in the treatment of DID—and indeed in the
treatment of all psychological disorders.
DID, like some other psychological disorders has been particularly subject to the
social, cultural, economic, and historical milieu in which they occur. Glove paralysis was
a commonly known disorder in 1880s Vienna (McWilliams, 1994). Homosexuality was a
psychiatric disorder until a 1974 campaign removed it from the DSM (Diagnostic and
Statistical Manual of Mental Disorders). In the current climate of biological psychiatry
and pharmacological treatment, depression is given much attention.
The literature makes clear that there has been great variability in DID diagnoses
over time and in different social and cultural contexts. The manifestations of what is
conceptualised as dissociative phenomena have been notoriously difficult to define (e.g.,
Dell, 2009). Spiegel (2006) claimed that because of the sometimes dramatic and bizarre
presentations associated with this disorder, it had evaded rational evaluation. However
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other authors have seen the protean nature of our conceptualisation of dissociation as
reflective of something broader. Lowenstein (2007) wrote:
…it has been hard to separate conceptualization of these disorders from their
social and cultural milieu. In our current world, dissociation and dissociative
disorders touch on many complex and contentious aspects of our personal,
political, philosophical, and even religious beliefs. These include the nature of
memory, volition, and consciousness and the responsibility of individuals for their
own behaviour. Indeed the debate touches on fundamental questions about the
nature of mind, the self, and the most intimate human behaviours. (p. 290)
Ross (1997) has suggested that dissociative phenomena relate to fragmentation of
self and the transformation of identity, themes which can be recognised throughout
history. These themes can be seen in Paleolithic cave paintings, ancient Egyptian
mythology, North American Indian mythology, shamanistic transformation and
regression states, and contemporary Eskimo carvings (Putnam, 1989; Ross, 1997). In
many cultures, these phenomena are viewed as possession states which are often part of
culturally accepted practices and religious events in places such as Malaysia (Razali,
Khan, & Hassanah, 1996), Sudan (Boddy, 1988) and Tibet (Crook, 1997). Although less
prevalent in western societies, demon possession is still known today in some religious
groups in Northern America and Europe (Garrett, 1987), and has a long history spanning
several centuries.
Adopting a historiographic approach, Kenny (1986) has suggested that demon
possession represented, on an individual level, Christian society’s view of the struggle
between god and the devil. Like St. Augustine, who following his conversion to
Christianity, still found himself haunted by his former pagan self in his dreams, “the
Protestant soul” Kenny claimed, “has considerable schismatic potential” (p. 6). In
Protestantism, the self has been viewed as tainted by Adam’s sin, with the only answer
being conversion, where the self has to be completely lost, in order to be found once
again. Kenny described what he called an “idiom of distress” which “serves to articulate
the inarticulate and bring the underlying problem — whether mental, physical or
both…into a public context where it can be dealt with by culturally appropriate means”
(p. 10), and demon possession and exorcism can be understood in these terms.
Ellenberger (1970) suggested that it was only after the idea of demon possession
began to lose favour that case histories of DID began to appear in the mesmerist, and later
7

the medical literature. Although his interpretations of particular events and individuals
have been criticised, Ellenberger’s research methodology of returning to untranslated,
first edition, primary source material has not been questioned (e.g., Jackson, 1971;
Reider, 1971). In fact, it has been suggested that Ellenberger’s book, which uncovered
and published many cases that had previously been forgotten, played a pivotal role in the
history of DID, and contributed to the resurgence of interest in DID in the 1970s
(Hacking, 1995; Kluft, 1993).
It seems that the scientific study of dissociative phenomena began with the study
of animal magnetism and hypnosis (Dell, 2009). The story of animal magnetism begins
with Anton Mesmer, the Eighteenth-century Austrian physician. According to Buranelli
(1975), Mesmer was perplexed by the failure of conventional medicine in treating a range
of illnesses in his patients such as paralysis, chronic nightmares, hallucinations,
depression, and hysteria. Mesmer believed that the root of his patients’ troubles was a
universal fluid flowing from body to body, ebbing and flowing. Mesmer called this
phenomenon animal magnetism, and he believed that his patients’ illnesses were caused
by an imbalance in the distribution of these fluids, which Mesmer sought to control with
the use of magnets and by stroking his patient’s body to induce a “magnetic crisis” (p.
110). Unexpectedly, Mesmer also found that he was able to induce a curious state
between sleep and wakefulness, in which subjects would obey commands. Mesmer
eventually found that he needed neither magnets nor stroking to receive the desired
effect—simply talking to his subjects, explaining what would happen and how they
would be cured, seemed to be enough to have the desired effect. Looking back, it now
seems that Mesmer had accidentally discovered hypnosis, but failed to realise the power
of his suggestion in curing his patients’ symptoms. However, there was also another
component that went unnoticed. In his monograph on the contribution of mesmerism to
the development of dynamic psychotherapy, the psychological historian Crabtree has
suggested that Mesmer’s theory of animal magnetism had a deeply relational aspect that
Crabtree (1993) called a “strong empathic component” (p. 73). This kind of sympathy
between magnetiser and subject Mesmer called the “sixth sense” (Mesmer, 1781, cited in
Crabtree, p. 44).
With his charismatic charm, Mesmer was able to form deeply empathic
relationships. This close connection between Mesmer and his clients is illustrated in the
case of Maria Theresa Paradis who was eighteen when Mesmer started to treat her
blindness, which she had acquired at the age of three and a half. Maria Theresa also
8

suffered severe spasms in the muscles around her eyes, and various hysterical symptoms
including “irritable melancholia, accompanied by fits, rage, vomiting, spitting of blood
and fainting” (Mesmer, 1779/1948, p. 49). Maria Theresa was a talented musician playing
piano, harpsichord and organ, and had financial sponsorship from the empress who
sought out Mesmer as a last resort. Maria Theresa’s treatment involved living with
Mesmer, while Mesmer treated her with magnetic conductors, mirrors, music, and
personal touch, a treatment involving, Crabtree (1993) pointed out “a great deal of
personal attention, solicitous care, and patient explanations” (p. 11). As Maria Theresa
started to return to health, and regain her sight, Mesmer attended to her accompanying
depression. Despite Maria Theresa’s progress, scepticism amongst the medical profession
eventually resulted in threats of Maria Theresa’s pension being terminated if she
continued her treatment. Maria Theresa was withdrawn from her treatment by her parents,
and her symptoms returned.
Although Mesmer had a wide following, eventually adopting group practice to
treat his growing number of subjects, the scientific and medical world maintained their
scepticism and were critical of the convulsive “crises” he induced. Eventually,
government investigations, although acknowledging his successful treatments, refused to
accept his explanations for his success in treating his patients. Mesmer was proclaimed a
charlatan and forced to close his practice.
Always at pains to gain approval from the scientific community, Mesmer had
downplayed the role of the “sixth sense”, his term for the close, sympathetic relationship
with his subjects in his work. However, the students who continued Mesmer’s
magnetising treatments after his downfall, including the Marquis de Puységur and his
contemporaries, were far less reticent in acknowledging this part of the work. According
to Crabtree (1993), whose secondary source I rely on here as these clinicians’ work has
not been widely translated nor made available, Puységur wrote about the “intimate
rapport” (Puységur, 1785, cited in Crabtree, p. 73) between magnetiser and subject that
facilitated a unique communication between them. His fellow magnetiser, Tardy de
Montravel saw the nervous system of magnetiser and subject as like two musical
instruments, where a note in one creates a resonating chord in the other. Another
magnetiser and Puységur’s aide-de-camp Charles de Villers also highlighted the
psychological element of Puységur’s work. Villers did not believe that animal magnetism
had a physical explanation (i.e. magnetic fluid) at all, and instead believed it was a cure
wrought through the soul. Villers (1787) wrote:
9

So I bear in myself the power to heal my fellow men. The most sublime part of
my being is devoted to this undertaking. And it is in this sentiment of the most sweet
beneficence that my friend is certain to find a remedy for his ills. (cited in Crabtree, p. 74)
What these men describe is a kind of platonic love between magnetiser and
subject, or a union of souls in which the subject develops a dependency and trust in the
magnetiser, that is advantageous to improved health. Of all these magnetisers, Puységur
was known to be particularly humane and respectful, and a passionate advocate of the
healing relationship, known to be committed to following treatments through to their end,
no matter how difficult or inconvenient to the magnetiser. As Crabtree has pointed out,
many of the basics of psychotherapy that were not established until the end of the
nineteenth century were already being practised by Puységur.
Despite the Marquis de Puységur’s being one of the first practitioners to consider
the value of the therapeutic relationship, he is far more renowned for his contribution to
hypnosis than psychotherapy. Continuing the work of Mesmer, Puységur found that he
was also able to induce a hypnotic state in subjects where they were aware only of the
mesmerist, and upon waking had no memory of what had occurred except what they had
been asked to remember (van der Hart & Dorahy, 2009). Puységur hypothesised that in
these individuals, there was a division or dissociation in consciousness. Hence the idea of
dual consciousness, with hypnosis the royal route to the unconscious, was born.
Ellenberger (1970) has suggested that following the rise of interest in hypnotism, the idea
of the soul came to be replaced with the idea of the unconscious, and what had previously
been viewed through religious interpretations as demon possession, was now viewed as a
dissociative disorder. Crabtree (1983) described how magnetisers would occasionally
notice a doubling phenomenon, where another separate personality could be roused by the
magnetiser when the subject was in a somnambulistic state. Rather than this being
understood as demon possession, this was now understood as an illustration of a divided
consciousness hiding unknown aspects of the personality.
Although it has been suggested that there are there are possibly earlier cases, it
was the mesmerists who were among the first who sought to scientifically record the
earliest cases of DID ever diagnosed. Kluft (1993b) claimed that Pétetin described a case
in 1787. In 1791, Gmelin reported on a woman who fled the French Revolution who had
two personalities who spoke two different languages.
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In 1840 in Paris, what has been described by Ellenberger (1970) as the first
objective study of DID and perhaps the most intensely described, the story of elevenyear-old Estelle was written by the general practitioner and mesmerist Antoine Despine.
According to Despine (1840/2008) Estelle, who was Swiss, was born in 1825 in Paris.
When five years old she became very ill during a measles epidemic, then in 1835
survived a cholera epidemic that killed her father (Fine, 1988). Estelle was brought to
Despine in 1836 by her mother and aunt for treatment of severe paralysis, following a
very minor fall while playing with other children. She complained of pain, which
eventually became excruciating. Only her mother or aunt could touch her without her
screaming, and she was consumed by daydreams, hallucinations and fantastic visions. All
treatments having failed, Estelle’s mother and aunt travelled five days by coach to see
Despine as a last resort, with Estelle lying in an eiderdown lined basket. When Estelle’s
mother told Despine that Estelle was being visited by angels, Despine diagnosed her as
suffering from “ecstasis” (p. 70), which he believed he could cure with animal
magnetism. He found that magnetic sleep was easily induced in Estelle and that during
these sessions, Estelle became engaged in conversation with an angel called “Angeline”.
Although not included in Despine’s monograph, transcripts from her mother included in
the back of Despine’s work show that there were two groups of personalities present in
Estelle. One formed the choir of angels: Zealida; Pansia; and Elotina. The others were
known as: the Skeleton; Henrietta; and Athalie, an old dead woman (Fine, 1988).
Angeline soon became in charge of treatment and ordered that Estelle be allowed
anything she wanted. Eventually, Estelle began leading a dual life, in one life she
remained paralysed and unable to bear touch, and in another, she began to move and
walk, crave snow and found her mother’s presence intolerable. Ultimately, Estelle would
spontaneously fall into magnetic states for up to twelve hours where she ran, travelled by
carriage and ate prodigiously. In 1837, when Despine was called away, Estelle predicted
that she would envisage a great ball bursting and she would be cured. Two months later,
Estelle was discharged from Despine’s care to her home town where she was known as
“la petit ressuscité” (Ellenberger, 1970, p. 131).
Reading from Despine’s 1840 monograph, Ellenberger (1970), and others (Fine,
2008; Kluft, 2008) observed Despine’s strong attachment to Estelle and his deep
admiration for her courage and intelligence. Although Shorter (1992) a historian of
psychiatry, has interpreted Despine’s work differently and argued that it is an example of
a gullible therapist treating another unexceptional example of “the theatre of florid
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magnetism” (p. 160) at the fashionable spa in Aix-le-Savoie at the time. However,
Ellenberger suggested that the treatment administered by Despine, involved primarily the
establishment of “a rapport with the child who became dependent on him in her
magnetised condition while turning agnostic toward her mother; he thus freed Estelle
from her morbid dependency upon her mother” (p. 129). It seems that Estelle was also
dependent on Despine as evidenced by her reaction to his absence. However, he gradually
weaned her from her dependency so that she was well enough to return home. Fine (1988)
has noted that Despine’s 1840 treatment of Estelle is similar to and consistent with many
accepted models of psychotherapy for DID today. Despine built a relationship built on
trust where he was available and predictable, and Estelle could express her feelings. He
treated Estelle and her processes with respect. He did not judge. He allowed the
personalities to emerge in their own time, and they were allowed to express themselves.
He also made use of Estelle’s own imagery and embraced the demands of Angeline who
seemed to know what would heal Estelle. Thus it seems that Despine conducted a
treatment that included many of the now well-researched components known to be
helpful in psychotherapy, through his own intuitive process of understanding what would
be best to help eleven-year-old Estelle lead a productive life. It appears that the early
mesmerists had unwittingly established two important elements in treating subjects
suffering from DID; uncovering painful memories during magnetic sleep, and the
establishment of therapeutic rapport (Crabtree, 1993).
Hypnosis was still a widely accepted treatment in the last half of the nineteenth
century, a time Meares (2012a) described as “a period of the greatest scientific creativity
in the history of humanity” (p. 16). Paris was the epicentre of this exciting period of
growth characterised by the two princes of science, Pasteur and the famous neurologist
Charcot. It was in this climate that Charcot held his renowned salons at the Salpêtrière
and he pioneered attempts to treat inexplicable mental states—known at this stage as
hysteria. The term hysteria came to be the diagnosis for patients with dissociative
symptoms following Binet’s 1887 study of 430 patients with this condition. Although
known for twenty-five centuries, hysteria had not been scientifically studied until Binet
began his work in 1859, the year Darwin’s Origin of Species was published (Ellenberger,
1970; Meares, 2012a). In 1983 Binet wrote: “I believe it satisfactorily established in
every way, that two states of consciousness, can co-exist in the mind of an hysterical
patient” (cited in Ellenberger, p. 143).
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Psychiatrist Judith Herman (1997) was one of the earliest to highlight the role of
the social and political context in the history of the treatment of traumatic illness, and
unify the theme of traumatic experience in the typically male-focused literature on war
and political violence, with the traditionally female-focused literature on domestic and
sexual abuse. She claimed Charcot was reputed as transforming the Salpêtrière from an
asylum for the most wretched beggars, prostitutes and the insane into a “temple of
modern science” (p. 10), replacing nuns with lay nurses. Charcot was known as the
“Napoleon of Neuroses” (Hustvedt, A., 2011, p. 15) as he explored the unknown territory
of the unconscious in the late 1800s. His theatrical lectures in which he would
demonstrate his skills of hypnosis with his patients were attended by Paris’s elite
politicians, actors, writers, and doctors, including Pierre Janet, William James, and
Sigmund Freud.
Charcot’s approach, however, was taxonomic, and he made careful, detailed
written descriptions and illustrations making his work very palatable to medical
orthodoxy (Ellenberger, 1970). His observations gave rise to the view that the sources of
hysterical symptoms were psychological because symptoms could be both artificially
induced and cured through hypnosis. Despite his careful descriptions however, Charcot
was uninterested in his subjects’ personal lives and disparaged their speech as
“vocalization” (Herman, 1997, p. 11). An excerpt from one of Charcot’s Tuesday lectures
brings to life the flavour of his version of the therapeutic relationship and contrasts with
the attitude of Mesmer before him and other therapists who followed.
CHARCOT: Let us press again on the hysterogenic point. (A male intern touches
the patient in the ovarian region.) Here we go again. Occasionally subjects even
bite their tongues, but this would be rare. Look at the arched back, which is so
well described in textbooks.
PATIENT: Mother, I am frightened.
CHARCOT: Note the emotional outburst. If we let things go unabated we will
soon return to the epileptoid behavior… (The patient cries again: “Oh! Mother.”)
CHARCOT: Again, note the screams. You could say it is a lot of noise over
nothing. Charcot’s Tuesday Lecture (as cited in Goetz, 1987, p. 104)
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It may be that despite having been seen as a champion of saving those suffering
from hysteria, Charcot’s motivations lay elsewhere. Herman (1997) has argued that
Charcot’s indifference to what his patients were saying was because his interest in
hysteria was political, rather than medical. According to Herman, Charcot was a
proponent of secular scientific ideas, and his work at the Salpêtrière was intended to
demonstrate the superiority of a secular over a religious approach to running a hospital
and treating mental illness. In his later life Charcot set his mind to prove that religious
experiences shown in medieval art, as well as contemporary spiritual phenomena such as
apparitions and faith healings, could all be easily explained by his new theory of hysteria.
For him, it seemed, science had an answer for everything.
The historical medical literature since the publication of Ellenberger’s book
(1970) generally paints a picture of the steadily increasing realisation starting in the
eighteenth century of the importance of the therapeutic relationship. These descriptions of
Charcot’s work do not support this. Nevertheless as pointed out by Herman (1997), Freud
(1893/1962b) claimed that Charcot helped advance the study of hysteria by shifting the
attitudes of those treating it to their patients.
No credence whatsoever was given to a hysteric about anything. The first thing
that Charcot’s work did was to restore dignity to the topic. Little by little, people
gave up the scornful smile with which the patient could at that time feel certain of
being met. She was no longer necessarily a malingerer, for Charcot had thrown
the whole weight of his authority on the side of genuineness and objectivity of
hysterical phenomena. (Freud, 1893/1962b, p. 19)
Charot’s legacy included great rivalry between his successors who were desperate
to better his work by uncovering the cause of hysteria. According to Perry and Laurence
(1984), this rivalry was particularly intense between Janet and Freud, both who found that
merely observing and classifying the symptoms of hysteria was insufficient. As Herman
(1997) has highlighted, it was necessary to actually talk to these women.
Pierre Janet was a psychologist who was influenced by Charcot’s 1882 paper on
hypnosis and was eventually invited by Charcot to work at the Salpêtrière. Despite being
influenced by Charcot, Janet (1895, cited in Ellenberger, 1970, p. 98) became critical of
Charcot’s tendency to oversimplify descriptions to make his work accessible to students
and laypeople, and also of his failure to take an interest in his patients’ backgrounds.
Charcot never did ward rounds, and he never suspected that some of his patients had been
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hypnotised, rehearsed and trained by his students to demonstrate the stages of
hypnotisation he claimed to have discovered (Ellenberger, 1970).
Janet’s approach was quite the opposite. He made a point of seeing only subjects
who had not been previously hypnotised and made careful studies of their past treatments,
life histories, and everything they said or did (Decker, 1986). Herman (1997) has
suggested that Janet’s case studies read almost as though the relationship between Janet
and his patients was collaborative. One example is his case study of Lucie written in
1886. Lucie aged 19, was overwhelmed with fits of terror for no known reason. By
distracting Lucie while simultaneously putting a pen in her hand, Janet encouraged
automatic writing and learnt that when Lucie was seven, two men played a practical joke
on her by frightening her from behind a curtain. It was a second personality within Lucie,
Blanche (later known as Adrienne), who was re-experiencing this original event during
her fits of terror (Ellenberger, 1970), while Lucie had no memory or knowledge of the
original event nor the fits of terror. Janet was able to confirm the presence of a second
personality and contact her through automatic writing, and as the following written
dialogue illustrates something of the curiosity and flexibility of his approach to Lucie.
JANET: Do you hear me?
LUCIE: No
JANET: But one must hear in order to answer
LUCIE: Yes! Absolutely!
JANET: Well, how do you do this?
LUCIE: I do not know
JANET: There must be someone who hears me
LUCIE: Yes
JANET: Who is it? Someone other than L?
LUCIE: Indeed!
JANET: Another person; should we call you Blanche?
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LUCIE: Yes, Blanche
JANET: Well, Blanche do you hear me?
LUCIE: Yes
(Janet, 1886, p. 589, cited in Crabtree, 1993, p. 309)
Through such gentle and almost playful conversation with his patients, Janet
learnt that underlying the hysterical patient’s dissociative symptoms was a traumatic or
frightening event leading to “subconscious fixed ideas” (Crabtree, 1993, p. 320) about the
event that had become submerged in their unconscious and replaced with physical
symptoms. Janet’s treatment involved hypnotism and automatic writing to uncover the
original trauma. His other therapeutic tool was the intimate relationship he had with his
patient, which he described as “rapport magnétique” (van der Hart, Brown, & van der
Kolk, 1989, p. 2). Janet would use the influence he had through this relationship to
provide re-education and guidance and other forms of mental training to replace the
subconscious fixed idea.
Janet was aware that this process could lead his patient to become too dependent,
which he guarded against by ensuring sessions were not too frequent. He was also aware
that the relationship could be eroticised or complicated by “la passion somnambulique” –
an addiction to being hypnotised by the therapist (Janet, 1897/1935, cited in van der Hart,
Brown, & van der Kolk, 1989, p. 2). According to Ellenberger, in 1896 Janet presented a
paper on “Somnambulic Influence and the Need for Direction” in which he described two
phases of the relationship with his subjects. In the first phase the rapport had to be
developed, and in the second phase, the rapport had to be diligently managed and
restricted through the assiduous spacing of the sessions. Janet noted that in the first phase,
the patient felt relieved and happier and gave little thought to the physician. In the second
phase, the patient became preoccupied with the physician and craved to be hypnotised.
The patient’s feelings of preoccupation varied from passionate love to deep hatred and
were not always conscious.
Janet believed the high hypnotisability of his patients to be a sign of weakness that
led them to become addicted to both the therapist and the hypnotic state. His answer was
to maintain a delicate balance between the use of hypnotism, and the relationship he had
with his patients, gradually returning guidance back to the patient. Van der Hart &
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Friedman (1989) discussed a case study “Justine”, Janet wrote in 1894—a patient he
originally saw several times a week, but by the third year once a month. By this time
Justine had visions of Janet in which she could hear his voice offer her sound guidance as
he always had. However the visions Justine attributed to the persona of Janet, were, in
fact, her own good advice, and it seems that Janet’s influence had become a positive
introject rather than inducing a state of dependence in the longer term.
Janet’s original writings are not easily accessible, and much of his work has not
been reprinted nor translated from its original French. According to Ellenberger (1970),
Janet’s writings make reference to numerous detailed case histories including “Achilles”
(1890), “Marie” (1889) and “Marcelle” (1891) that describe the identification and
dissolution of the subconscious fixed idea, and the use of hypnosis and suggestive
guidance. On the basis of these, he eventually came to the conclusion that “psychological
analysis can also have therapeutic value” (1895, cited in Ellenberger, p. 372).
With the caveat that I have not been able to read the original sources, I cautiously
observe that in Janet’s writing about “la passion somnambulique”, he seemed very
conscious of what he saw as the danger of inducing dependency and guarded carefully
against it. Nevertheless, Janet understood that the rapport was important as it made it
possible for the therapist to have enough impact to provide guidance, and he later
expanded upon this indicating that patients’ having someone who understood them helped
them take their own feelings seriously and raised their self-esteem. However, there is also
a clear sense that this dependent state was something that needed to be managed lest it get
out of control.
In the same decade, another physician Josef Breuer, the early colleague of Freud,
was starting to make strikingly similar discoveries, recorded in possibly one of the
world’s most famous case studies Anna O. From December 1880 to June 1882, 21-yearold Anna O. (later revealed to be Bertha Pappenheim by Ernest Jones, 1953) was treated
by her family physician Josef Breuer when she became ill after assuming care for her
much loved father who subsequently died from tuberculosis. Anna O. suffered from a
range of symptoms including paralysis down her right side, contractions, ocular and aural
disturbances and hallucinations, and she lost the ability to speak her native tongue of
German. Perhaps most relevant to the current discussion was the existence in her of two
personalities, one living in the present, and the other living 365 days in the past (Kaplan,
2004). In Breuer and Freud (1895/1955), Breur, giving some insight into the challenge of
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working with such a patient, wrote: Throughout the entire illness her two states of
consciousness persisted side by side; the primary one in which she was quite normal
physically, and the secondary one which may well be likened to a dream in view of its
wealth of imaginative products and hallucinations, its large gaps of memory and the lack
of inhibition and control in all its associations…It is hard to avoid expressing the situation
by saying that the patient was split into two personalities in which one was mentally
normal and the other insane…(pp. 45–46)
Unlike Janet’s treatments, Breuer’s treatment of Anna O. was almost entirely
psychological rather than physical. There were no hydrobaths, magnetic treatments, or
dietary regimes. Breuer spent two hours every day with Anna O. between 1880 and 1882
and observed that she fell into a hypnotic state every afternoon in which she could be
encouraged to tell stories from her day about single words she uttered. On waking, she
would report feeling calmer, and many of her symptoms disappeared. Breuer eventually
learnt that if Anna O. was able to retell the incident that had resulted in the symptom
formation, the symptom would disappear. Anna O. came to call Breuer’s treatment the
“talking cure” (p. 30). Breuer reported that Anna O. predicted she would be cured on the
anniversary of the day she was moved to the country, after which he writes that “she
enjoyed complete health” (p. 95).
Popularised by Freud’s authorised biographer Ernest Jones (1953), there is
another well-known version of the ending of this story. According to this version, Freud
revealed to Jones that Breuer’s wife had become jealous of his preoccupation with Anna
O., Breuer, wrote Jones, reacted with a “violent” mix of “love and guilt” (p. 247) and
abruptly ended his treatment of Anna O. in June 1882. That evening, Breuer was called to
Anna O.’s house where he found her convulsing in pain. Anna. O was in the throes of a
hysterical labour, giving birth to Breuer’s child. Jones writes of Breuer that, “Though
profoundly shocked, he managed to calm her down by hypnotizing her, and then fled the
house in a cold sweat…The next day he and his wife left for Venice for a second
honeymoon…” (1953, p. 247).
Although the veracity of some of the elements of Jones’s account have been
questioned (see Ellenberger, 1972), Breuer has been criticised for ignoring the sexual
aspects of his treatment of Anna O. I think this a reasonable supposition as on the very
first page of the case history Breuer writes, “The element of sexuality was astonishingly
undeveloped in her” (p. 73). Given that this account was written in 1895, twelve years
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after the pseudocyesis in 1882, it does seem that Breuer did not want to acknowledge the
sexual transference that had developed between himself and Anna O.
Breuer discussed this case with Freud, who 12 years later convinced him to write
up his notes to be hastily published in Studies of Hysteria (Breuer & Freud, 1895/1955)
before Janet could make claim to discovering a psychological treatment for hysteria
(Kaplan, 2004). Studies of Hysteria also contained four case histories by Freud, of
patients who have all been suggested to have suffered from dissociative disorders (Ross,
1997).
In Studies of Hysteria, Freud like Breuer and Janet before him described their
work “following back the thread of memory” (p.35) to uncover the events that resulted in
these women’s symptoms. However as Herman (1997) has pointed out, it was Freud who
was prepared to follow the thread no matter where it took him. In Studies of Hysteria
Freud wrote:
When I began to analyse the second patient…the expectation of a sexual neurosis
being the basis of hysteria was fairly remote from my mind. I had come fresh from
the school of Charcot, and regarded the linking of hysteria with the topic of
sexuality as a sort of insult – just as the women patients themselves do. (Breuer,
J., & Freud, S, 1895/1955, pp. 299–260)
Although hysteria had long been associated with female sexuality, listening to his
patients, Freud was the first psychiatrist to believe what these women told him. His
seduction theory, as it would be called, made a direct link between sexual acts and
violence experienced in childhood and the mental illness such as dissociative disorders
experienced by adults. Based on his work listening to 18 women between 1895 and 1896,
Freud (1896/1962a) presented his paper Aetiology of Hysteria presenting what he
believed to be his revolutionary new theory:
I therefore put forward the thesis that at the bottom of every case of hysteria there
are one or more occurrences of premature sexual experience, occurrences which
belong to the earliest years of childhood, but which can be reproduced through the
work of psychoanalysis in spite of the intervening decades. I believe that this is an
important finding, the discovery of a caput Nili in neuropathology. (p. 203)
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As Herman (1997) has pointed out the tone of his paper was triumphant, and
Freud clearly felt he had presented a major discovery which he believed would bring him
glory. However some years later Freud would completely retract his view that childhood
sexual abuse was at the heart of many mental illnesses, preferring to believe instead that
his patients were lying to him:
…I was at last obliged to recognize that these scenes of seduction had never taken
place, and that they were only fantasies which my patients had made up. (Freud,
1925/1959, p. 34)
Exactly why Freud came to renounce his seduction hypothesis has been the
subject of much debate and has become a mixture of “historical truth and fantasy”
(Makari, 1998, p. 863), but broadly speaking there have been two main lines of
explanation based on the interpretation of Freud’s personal correspondence and published
works. The traditional view as Esterson (1998) put it, posits that due to epidemiological
reasons, Freud came to believe that it was not actual events of traumatic sexual
experience in childhood his patients were describing, but examples of infantile sexuality
and its repression expressed as fantasies, that were the cause of his patients’ hysterical
symptoms (Makari, 1998). The second group of authors such as Masson (1984), and some
writing from a feminist perspective (Herman, 1981, 1997; Rush, 1977, 1980) have viewed
Freud’s written work and personal correspondence differently, and argued that Freud’s
original proposal of childhood sexual abuse in the aetiology of hysteria resulted in him
being ostracised from the medical community, and that there was neither the social or
political context in nineteenth-century Vienna to accommodate such disturbing
revelations.
Whatever the truth of Freud’s motivations, there is as Herman (1997) suggested a
change of tone in his writing in Studies of Hysteria (1895), written before Freud
renounced his seduction theory in 1897 in his correspondence with Fliess (Ellenberger,
1970) and the last case study he wrote on hysteria “The Case of Dora” in 1901. In Studies
of Hysteria (1895) Freud’s writing is characterised by empathy for his patients, and you
can hear him delicately tracing his patient’s every thought. However, this had changed by
the time he wrote Dora which feminist authors (e. g., Ramas, 1980) have used to illustrate
the patriarchal tone in Freud’s work. In the case of Dora, it is clear that Freud is no longer
interested in listening, and the case, which is unsettling to read, reads instead like an
emotional joust. Dora was being used as a pawn in her father’s games of sexual intrigue,
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and Freud insisted that rather than being humiliated and outraged as she claimed to be,
Dora was filled with erotic excitement. Dora terminated her treatment with Freud, and
Freud interpreted this as an act of revenge against him.
Reading these case studies gives at times a sense that these physicians, acting in
the name of scientific research, had found themselves unwittingly going down a rabbit
hole—lured into an underworld of trance, deep emotional and sometimes erotic
connection. They seem to have found themselves listening to women in a way they had
not anticipated, sometimes becoming more connected to these patients than they had ever
wanted to and hearing things they did not, in the end, want to know about if it excluded
them from their own professional and social world.
That a mood or cultural climate is reflected in the form of psychological illness or
suffering reported is nowhere more apparent than in the early twentieth century. From
1910 there was what Ellenberger has described “a wave of reaction against the concept of
multiple personality” (1970, p. 141). Dissociative identity disorder, which had been such
a source of fascination, became an embarrassing episode that many would prefer to have
forgotten. With the death of Charcot, hypnosis and altered states of consciousness fell
radically out of favour and were considered occult. Charcot was seen as a charlatan who
staged performances of theatrical hysterics. It was later rumoured that these women could
be enticed to perform for money. Well known investigators such as Despine and Janet
were considered to have been fooled by mythomaniac patients. Cases were reinterpreted
as evidencing the patients’ creation of an alter personality to conveniently avoid
responsibility for unaccepted behaviour, or as the work of skilled hypnotists who could
create alters where none had existed before (Larmore, Ludwig, & Cain, 1977). It was
argued that hypnotists had become involved in influencing the symptoms they were
recording. Authors such as Ross (1997) have argued that Freud’s repudiation of the
seduction theory also contributed to the demise of DID, making the unconscious appear
an untrustworthy and unreliable source of information. Indeed this wave of reaction
against DID is evident in the scientific literature, and several review articles show a
decline in the number of reported cases of DID between 1900 and 1980, (Goettman,
Greaves, & Coons, 1992; Sutcliffe & Jones, 1962; Taylor & Martin, 1944) and a decline
in reports of dissociation in general (Hilgard, 1987).
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Twentieth Century Approaches to Dissociation
When I came to review the more recent literature covering the past hundred years
or so, I noted that it no longer continued the narrative that I had followed so far of the
treatment of DID reflecting the growing awareness of the importance of the therapeutic
relationship in treating psychological disorders. The next part of the literature review
shows changes in the use of case studies, with many becoming discredited and cast as
popular fiction, and separated from scientific inquiry. At the same time, academic studies
seemed to shift to a focus on quantitative studies that have led to the current state of
research into DID.
Looking at the broader social and intellectual context in which these shifts in the
DID research occurred, the years between the two world wars marked a dramatic shift
from romantic explorations into the unconscious, towards positivism and behaviourism
(Meares, 2003, 2012a). In particular, 1913 was the year in which the behaviourist Watson
released his masterpiece proposing that if psychology were to become a science like
physics, it would be necessary to ignore consciousness altogether. Later radical
behaviourists such as Skinner were responsible for the model of operant conditioning
where behaviours are seen as automatic responses to the environmental stimuli rather than
inner processes. It was not that Skinner did not believe that inner processes existed: it was
just that they were not important motivations of behaviour (Hilgard, 1987). 1913 was also
the year Henry Ford launched his production line, making men function as though part of
a machine. Man being depicted as machine, devoid of consciousness, imagination or
memory can be seen reflected in the philosophy, art and architecture of the period, such
as Duchamp’s robot-like “Nude Descending Down Staircase”.
Meares (2003, 2012a) discussed the ways the psychological sciences were deeply
influenced by these changes between the wars and the loss of humanistic values in these
dark political times. The positivist influence led to “gross restrictions” (p. 24) in how
psychological phenomena were conceptualised. Psychoanalysis was certainly influenced
by these mechanistic ideas, and Freud’s model of the mind was revisioned as a psychic
apparatus.
Discussions of dissociation and sexual abuse, were clearly not in mind when the
epidemic of war neuroses arose among male soldiers during World War I. It seems that
Britain was neither prepared for nor sympathetic to the large numbers of men who were
diagnosed with “shell shock” as it was then known. Shellshock was recognised as being
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similar to the embarrassing mainly female maladies of hysteria and neurasthenia so might
have widened understanding of the condition. The view that these conditions were a
product of hereditary degeneration was hard to maintain in the face of young men of
respectable families who were becoming unwell. Doctors initially understood shell shock
to be due to physical damage from exploding shells. However, it was soon realised that
not all sufferers of shell shock had been involved in explosions (van der Kolk, Weisaeth,
& van der Hart, 2007). The medical approach to treatment was to encourage sufferers to
view their condition as one of personal failure. The treatment was advice to “put it out of
your mind old boy and try and forget all about it” (Stone, 1985, p. 248), combined with
hard physical exertion and the occasional electric shock treatment. With its German
association, the talking cure was unpopular in Britain, and the efforts of the two
psychiatrists W. H. Rivers., and Charles Myers who advocated psychoanalytically
influenced cathartic talking cures were ultimately dismissed by military authorities
(Stone, 1985).

Schizophrenia and DID.
In 1910 Bleuler coined the term schizophrenia to replace the term dementia
praecox originally proposed by Kraeplin, and the development of the term schizophrenia
has been suggested as contributing to the decline in diagnoses of DID. Bleuler recognised
that individuals with symptoms of schizophrenia do not suffer from dementia and that
their intelligence remains intact despite having disorganised thought processes. Bleuler
renamed dementia praecox as schizophrenia, which comes from the Greek schizo or split,
and phren, which is mind, and proposed that other than bipolar illnesses, all psychiatric
conditions including hallucinations and paranoia could be described as “a splitting of the
personality” (Shorter, 1997, p. 108). Bleuler (1924) wrote:
It is not alone in hysteria that one finds an arrangement of different personalities
succeeding the other. Through similar mechanisms schizophrenia produces
different personalities existing side by side. (cited in Rosenbaum, 1980, p. 1384)
In saying this, Bleuler had effectively subsumed diagnoses of DID under his new
definition of schizophrenia. It is therefore not surprising that a study by Rosenbaum
(1980) examining Index Medicus from 1903 through to 1978, found that prior to the
diagnosis of schizophrenia becoming popular in the United States there were more cases
of DID (fifteen) than schizophrenia (ten). However following the widespread adoption of
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the diagnosis of schizophrenia in the late 1920s, there was a dramatic decline in reports of
DID (two between 1927 and 1939) and a sharp increase in reports of schizophrenia (more
than 3000 between 1927 and 1939). In the same study, Rosenbaum reviewed 29 clinical
histories and found that many patients who were diagnosed with schizophrenia, some
treated with insulin comas, ECT, and antipsychotic medication, also met the diagnostic
criteria for DID. The finding that people diagnosed with DID have been previously
diagnosed with schizophrenia has frequently been replicated with results suggesting
between 25.9% and 49% are in this category (Putnam, Guroff, Silberman, Barbara, &
Post, 1986; Ross, Norton, & Wozney, 1989; Ross et al., 1990).
Putnam (1989) makes the point that it was later this period (1950s) that many
psychopharmacological medications such as Chlorpromazine became available. These
marked the beginning of the biological treatment of psychological problems and resulted
in less contact between clinicians and those suffering psychological problems. Putnam
argued that because it can take some time before DID sufferers will reveal their
symptoms, the decreased contact may have contributed to the lower number of diagnoses
being made.

Eve and Sybil.
It was in this climate in 1954 that two psychiatrists, Thigpen and Cleckey,
reported their case of “Eve” (1954) in which they reported on fourteen months of
treatment, although the therapy itself lasted two and a half years (Sizemore, 1977, 1989).
Although the article gives the impression that both authors were involved in the case,
Reiber (2006) has claimed, based on a personal communication, that only Thigpen was
involved in the treatment. The authors believed the condition so rare they wrote: “The
psychiatric manifestation called multiple personality has been extensively discussed. So
too have the unicorn and centaur” (p. 135). Although Morton Prince had written and
lectured extensively on multiple personality in America, the last case he wrote was his
1906 reporting of Miss Beauchamp. Clearly, Thigpen and Cleckey could not quite believe
they were seeing the first case of multiple personality since that time. They obviously
imagined a disbelieving audience for their work and their tone was defensive. Their case
study was heavily criticised in the academic textbooks on DID that proliferated in the late
1980s and 1990s on many grounds, including: failing to outline aetiology and treatment
of DID (Greaves, 1993), performing what was described as the erroneous treatment
earlier developed by Moreton Prince (Ross, 1997), and misrepresenting the disorder and
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thus confusing future diagnoses (Putnam, 1989). My impression reading the study is that
the authors were actually quite humble in their writing, and were candid in admitting that
the paper left more questions than it gave answers about DID and its treatment. This case
study seems to have become an exemplar of a narrative within the DID literature of the
“mistreatment and misdiagnosis by an earlier generation of doctors” (Hacking, 1995, p.
41). This certainly was the narrative endorsed by Chris Costner Sizemore (Eve) herself,
who later published a number of books, in which she reported another 20 personalities
that she believed Thigpen and Cleckey had failed to uncover (they only reported three), as
well as her own history of abuse that Thigpen and Cleckey missed. However, the
important point here is that despite “Eve” being a well-known case study in the public
arena, which was later published as a best-selling book and movie The Three Faces of
Eve, it did not appear to advance the study of DID. This can be seen in the fact that
searches reveal no increase in the number of studies of DID published in the scientific
literature following its publication.
By contrast, Sybil, published in 1973 has been suggested as the publication that
brought DID into the scientific literature as well as well as the public eye. Sybil is a
fictionalised account of psychiatrist Cornelia Wilbur’s treatment of Sybil, as told to
journalist Flora Rheta Schreiber. According to Hacking (1995), Wilbur turned to the
popular media because she had repeatedly had her scholarly articles rejected by medical
journals because DID was not taken seriously. Sybil, tells the story of Cornelia Wilbur’s
treatment of Sybil’s DID that uncovered Sybil’s memories of physical and sexual abuse
by her mother. Wilbur’s treatment involved both hypnosis and the drug Amytal but does
not adhere to the ritualised boundaries usually seen in psychoanalytic treatment. Sybil
followed Wilbur to three different cities, lived with Wilbur at times, and took trips with
Wilbur to Sybil’s childhood home to corroborate Sybil’s memories, in Wilbur’s company.
The treatment was reported to have taken 2534 hours.
Critical commentary on this account often has a cynical tone and challenges the
treatment fundamentally. Reiber (2006) published a book containing what he claimed to
be transcripts of interviews between Wilbur and Schreiber in which he claimed the two
discussed the use of Sodium Thiopental to implant memories of sexual abuse in Sybil’s
mind. Reiber’s book also contained letters from Sybil to Wilbur in which he claimed
Sybil denied ever having DID and admitted to having invented symptoms in order to keep
Wilbur intrigued. However as a number of reviewers (Lynn & Deming, 2010; McLean,
2008) have highlighted, reading the original edited transcripts of the tapes and the letters
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in the appendix of Reiber’s book, it becomes apparent that Reiber has misrepresented the
evidence to support his argument that DID is a condition manufactured by the media and
some enterprising therapists. For example, in what Reiber titled “Sybil’s Letter of Denial”
(p. 293), Sybil mentioned having written about not really having DID although, as the
original letter clearly demonstrated, what she was actually talking about was looking for a
way not to be reliant on Wilbur anymore. A later book written by journalist Nathan
(2011) for the general public attempted to make similar claims. Whatever the veracity of
Sybil, it is worth remembering that there were no treatment guidelines when Wilbur
treated Sybil (Kluft & Fine, 1993), and it is interesting to note that Wilbur’s treatment of
Sybil is in some ways, reminiscent of the early mesmerists, who also often had their
patients live with them for periods of time.
Amidst the criticisms of Wilbur’s treatment of Sybil, there is also an example of a
DID treatment textbook written mainly by psychiatrists (Kluft & Fine, 1993) that speaks
of the “Wilburian Revolution” (Lowenstein, 1993, p. 52), which Lowenstein (1993)
likened to the discovery of colour blindness, which had never been noticed until it was
described by John Dalton in 1794. The inference here is that DID had always existed, but
nobody noticed until Wilbur provided the lens to see it through. Lowenstein has
suggested that Wilbur’s work was significant because it was the first to describe the
complexity of the personality system in DID, and although early case studies had
uncovered the link to childhood abuse and trauma then backed away from it, Wilbur’s
account returned to this link and clearly articulated DID as a developmental disorder in
response to childhood abuse and trauma. Hartcollis (1998) has suggested that Sybil falls
under what Good (1992) has called a “prototypical illness narrative” (p. 191). Good, a
psychiatric anthropologist, has argued that paradigmatic cases act as prototypes for
clinicians and the public, which therapists come to look for and recognise in people they
treat. A review by Goettman, Greaves, and Coons (1992) indicated there was a rise in in
the number of reported cases of DID after Sybil was published, results indicated an
average of nine citations a year of mentions of DID between 1971 and 1980, and 60
citations a year between 1981 and 1990 reported in the academic literature.
This response contrasts with what had been the case when Thigpen and Cleckey
published their scholarly article. Looking at the scientific literature in the period closer to
when Thigpen and Cleckey published their article, there was one large-scale review
article (Taylor & Martin, 1944). This article was critical of the poorly defined diagnostic
criteria in “Eve”, and the possibility of iatrogenic origins. By contrast, Sybil, which tells
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the story of DID in terms of childhood abuse, was published at a time when America was
starting to accept the reality of childhood sexual abuse. Authors such as Hacking (1995)
have suggested that the growing recognition of the incidence of child sexual abuse
provided the cultural framework which finally helped to make sense of DID (p. 40).
The reluctance to accept the reality of childhood abuse and its effects on mental
health can be illustrated easily with examples of well-known researchers and
practitioners, from Freud to Kinsey. Kinsey (Kinsey, Pomeroy, Martin, & Gebhard, 1953)
in his large-scale research on sexual behaviour reported that a quarter of 1,075 female
respondents reported that during childhood they had experienced the sexual advances of a
man at least five years older than them and that they had been frightened by the
experience. Describing his findings, Kinsey wrote “It is difficult to understand why a
child, except for its cultural conditioning, should be disturbed at having its genitalia
touched…or disturbed at even more specific sexual contacts” (p. 121). As late as 1975,
what was apparently a major psychiatric text, the Comprehensive Textbook of Psychiatry
(Freedman, Kaplan, & Sadock, 1975, p. 785) reported there was one case in a million of
childhood sexual abuse in the general population, and that children often lied about such
matters (Rivera, 1989).
Herman (1997) has described the influence of the feminist movement in the 1970s
on social awareness of and attitudes to this issue. On the back of Vietnam War Veterans
rap groups, that gave veterans the opportunity to speak of their experiences of war and
raise awareness, similar groups became available to women, enabling them to speak about
their experience of sexual and domestic violence. A process of consciousness raising
eventually led to women speaking out publicly, with the first “speakout” (p. 29) on rape, a
public forum where women shared their experiences of rape before an audience in 1971,
headed by the New York Radical Feminists. The first International Tribunal on Crimes
Against Women was heard in Brussels in 1976. Herman has described how through the
impetus of the National Organization for Women; rape legislation was reformed in over
fifty states in the United States in ways designed to encourage people who had
experienced sexual violence to speak of their experiences. Research conducted in this
atmosphere by authors such as Russell in the 1980s suggested that rates of domestic
violence and childhood sexual assault were far greater than had been previously assumed,
with one in three women reporting childhood sexual abuse (Russell, 1984). Thus, unlike
the early twentieth century, the climate was far less sexually repressive, and theories of
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mental illness that incorporated sexual abuse as part of their aetiology were possible
(Hartcollis, 1998). As Kluft (1991) observed:
Feminism made a most powerful impact. It sensitized the mental health
professions to the hitherto unacknowledged high incidence of child abuse, incest,
and the exploitation of women. Increasingly clinicians are listening to their adult
patients’ accounts of childhood abuse without discounting them in advance as
fantasies. MPD is primarily a disorder of sexually abused women; in this
atmosphere, its recognition has soared. (p. 162)
Other authors have suggested that Sybil was not the only book that may have
increased the awareness of DID (Frankel, 1996; Hacking, 1995; Hartcollis, 1998;). The
book that I have drawn on heavily in the first chapter, The Discovery of the Unconscious
(1970) by Henri Ellenberger, traced the history of dynamic psychiatry, and the
understanding of the mind as comprising both a conscious and unconscious basis. DID
was viewed as evidence of this dual consciousness, and Ellenberger recovered many
cases of DID to illustrate the growth of this understanding. Through his exploration of
these historical case studies, Ellenberger also revived interest in Pierre Janet, who
originally proposed the traumatic origins of DID, and Janet’s non-psychoanalytic model
of dissociation is now the basis of current conceptualisations of dissociation and its
treatment (Brand et al., 2013; van der Hart, Brown, & van der Kolk, 1989; van der Hart
Nijenhuis, & Steele, 2006). Hacking has suggested that Ellenberger had another unwitting
effect on DID, claiming that Ellenberger’s description of Despine’s work with Estelle,
formed the basis of psychiatrist Richard Kluft’s treatment of DID. Richard Kluft has
written prodigiously on DID and is one of the best-known authors in the DID literature.
Kluft (1993a) himself disclosed that it was Ellenberger’s two-page description of
Despine’s treatment of Estelle that formed the basis of his own treatment approach to
DID since he could find no other useful reference in the 1970s when he first encountered
DID.
Contemporary Clinical Picture of DID

The Diagnostic and Statistical Manual of Mental Disorders (DSM).
1980 has been identified as a landmark year for DID, as it was the year that
multiple personality disorder as it was then known, was entered as a discrete diagnostic
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entity in the third edition of the Diagnostic and Statistical Manual of Mental Disorders
(3rd ed. ; DSM-III; American Psychiatric Association, 1980), under its own major
category of dissociative disorders (Ross, 1987). The name dissociative identity disorder
replaced multiple personality disorder in the DSM-IV (1994). As several authors have
pointed out, having diagnostic criteria officially recognised, helped to legitimise and
destigmatise the disorder, made it easier to diagnose and led to an increase in diagnosed
cases (Putnam, 1989; Ross, 1997). Ross identified the start of 1984 as the transition from
a prescientific to a scientific body of knowledge on DID because it was the year that the
International Society of the Study of Multiple Personality was formed, and later held the
first annual conference in Chicago in 1984. Brown (2006) pointed out that the term “rare”
was removed from the description of DID in the next edition of the DSM-IIIR (1987),
following the publication of large-scale studies such as the study of the phenomenology
of DID in 100 subjects reported on by 92 clinicians by Putnam, Guroff, Silberman,
Barbara, and Post (1986). Ross (1997) described the publication of the case by Putnam et
al. as the shift from speculation based case studies to a “scientific inquiry” (p. 47).
In 1994 the DSM-IV was published, and criteria for amnesia were added. The
latest version of the DSM-5 (2013) has included a caveat regarding possession states,
recognising possible cultural differences in understanding of the disorder. The DSM-5
lists the current criteria:
A. Disruption of identity characterised by two or more distinct personality states,
which may be described in some cultures as an experience of possession. The
disruption in identity involves marked discontinuity in sense of self and sense of
agency, accompanied by related alterations in affect, behaviour, consciousness,
memory, perception, cognition, and/or sensory motor functioning. These signs and
symptoms may be observed by others or reported by the individual.
B. Recurrent gaps in the recall of everyday events, important personal information,
and/or traumatic events that are inconsistent with ordinary forgetting.
C. The symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning.
D. The disturbance is not a normal part of a broadly accepted cultural or religious
practice. Note: In children, the symptoms are not better explained by imaginary
playmates or other fantasy play.
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E. The symptoms are not attributable to the physiological effects of a substance (e.g.,
blackouts or chaotic behaviour during alcohol intoxication) or another medical
condition (e.g., complex partial seizures).
The DSM-5 indicates that individuals with DID “typically report multiple types of
interpersonal maltreatment during childhood” (p. 294).

Recent research.
There are now large numbers of scholarly articles. In 2017 a search for the term
dissociative identity disorder in PsycINFO, a major database for psychological research,
found 2802 results. Research in the area states the link between trauma and DID more
strongly. A review article by Spiegel et al. (2011) reported that individuals with DID have
higher rates of antecedent trauma than any other clinical population. Research across a
number of countries has consistently linked DID with severe, chronic abusive and
traumatic experiences, often involving a primary caregiver (e.g., Dalenberg et al., 2012;
Middleton & Butler, 1998; Ross, Reagor, Bjornson, Fraser, & Anderson, 1990; Sar,
2011;).
Authors such as Brand, Lowenstein and Lanius (2014) have understood DID as a
developmental disorder in which the traumatised child, as a product of repeated trauma, is
unable to go through the normal developmental process of forming a core identity or
sense of self. Because of repeated trauma, the child retreats inwardly into discrete states
that provide escape from inescapable threat or danger. Over time these states become
personified and have different developmental trajectories that eventually lead to the
different self-states associated with the phenomenology of DID.
In the introduction to the 2004 special issue of Psychotherapy: Theory, Research,
Practice, Training on trauma, Gold (2004) wrote that despite the growing awareness of
the effects of trauma on mental health, the systemic study of trauma and its treatment was
still a relatively recent enterprise. He noted that many therapists had had to earn their
expertise outside of formal university training, relying instead on their own process of
reading research, attending workshops and firsthand experience working with individuals
who had experienced trauma. Since Gold’s 2004 observations, there is now widespread
consensus that the most beneficial treatment for complex trauma-related disorders such as
DID, is a carefully paced phase-oriented approach that takes into account the importance
of the therapeutic relationship (Brand et al., 2012; Brand, Lowenstein & Lanius, 2014;
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ISSTD, 2011). The official guidelines were developed by the International Society for the
Study of Trauma (ISSTD, 2011), a professional organisation whose sole focus is research
and treatment of dissociative disorders that has been publishing guidelines since 1994.
The guidelines, which are too extensive to describe in full here (see Chu, 2011) describe a
structure comprising three phases of treatment:
1. Establishing safety, stabilisation, and symptom reduction
2. Confronting, working through, and integrating traumatic memories
3. Identity integration and rehabilitation
Treatment conducted by therapists trained in a phase-oriented approach has been
shown to be effective. Brand, Classen, McNary, and Zavery (2009) conducted a
longitudinal, observational study of 292 therapists and 280 clients from 19 countries. The
study measured treatment outcome at four points (study entry point, 6 months, 18 months,
30 months). Reports from therapists and clients indicated that compared to clients
assessed at an early stage of treatment (entry point of study), clients at the later stage of
treatment (30 months) had decreased levels of symptoms (dissociation, post-traumatic
stress disorder symptoms, general distress, drug use, physical pain, hospitalisations, selfinjurious behaviour, depression) and higher levels of adaptive functioning (e.g.,
socialising, volunteering, feeling good). Interestingly, therapists in this study were
described as having a diverse range of theoretical orientations (e.g., cognitive
behavioural, psychodynamic, humanistic/existential) suggesting that the guidelines are
adaptable to a range of theoretical modalities. Soberingly (as the authors put it), it was
found that although clients at the later stage of treatment did report a reduction in
symptoms, their symptoms of dissociation, post-traumatic stress disorder, and general
distress were still clinically significant. This is consistent with the ISSTD (2011) advice
that as with all complex post-traumatic stress disorders treatment of DID usually requires
long-term individual therapy conducted over a number of years because of the damaging
and pervasive effect of childhood abuse (Brand, Classen, McNary, & Zavery, 2009).
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Chapter 3: Review of Literature on the Therapist’s Experience of
Counselling and Psychotherapy
Having discussed the literature that looks at DID, the aim of this chapter is to
provide a context for this study by presenting a critical review of previous research into
therapists’ experience of counselling and psychotherapy.
My initial attempts to find peer reviewed research on the topic of therapists’
experience of therapy were frustrating and unfruitful. I eventually called in professional
assistance from the health science research librarians. We learnt that searching for the
term “therapist’s/therapists’ experience” in the databases (Ageline, AMED, CINAHL,
Medline, Proquest Dissertations, Pscbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web
of Science), although retrieving a huge number of results tended to find articles that
looked at experience in terms of years spent in the job. However, there were also a
number of articles that did look at how therapists felt, although these tended to be very
specific in their focus, for example, “Therapists’ Experience of Cognitive Remediation
Therapy for Anorexia Nervosa: Implications for Working with Adolescents” (Easter &
Tchanturia, 2011).
More relevant results came from searching under therapists’, and
psychologist/counsellor reactions, responses and attitudes (I have used these terms
interchangeably in the thesis as reflects the interchangeable use of these terms in the
research literature itself, and the great overlap and lack of distinction in research in
counselling psychotherapy e. g., McLeod, 2013). Again these results tended to yield quite
specifically focused studies, with particular attention paid to how therapists deal with
difficult situations such as reaction to a client’s suicide (e.g., Wurst et al., 2010), dealing
with difficulties in practice (Schroder & Davis, 2006), dealing with hostile clients (Hill et
al., 2003), treating sex offenders (Scheela, 2001) and the effects of working with clients
who have experienced trauma (e.g., Palm, Smith, & Follette, 2002). There were also
studies that dealt with the therapist’s experience of more personal issues such as their own
therapy (Oteiza, 2010) and becoming a therapist in a foreign culture (Barreto, 2013).
There were studies too about the therapist’s experience of utilising particular therapeutic
techniques such as mindfulness (Horst, Newsom, & Stith, 2013).There were a number of
examples from the family therapy literature coming from a narrative therapy perspective
that values self-reflexivity, that dealt with the experience of family therapists working
with childhood depression (Pentecost & McNab, 2007), working with cross-cultural
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issues (Segal, 2010), or with therapeutic impasse (Moltu & Binder, 2011). There were
also some case studies, usually from psychoanalytically oriented therapists (e.g., Benatar,
2003; Waugman, 2000). Although these articles do give a taste of what therapists think
and feel about these topics, because of the brevity necessary for journal publication, they
reminded me of geographical core samples that indicated the layers that might be present,
but yielded only the narrowest in-and-out sample of what these therapists experienced in
their work.
Another place where the therapists’ experience can be accessed is from books
primarily aimed at trainee therapists (e.g., Cozolino, 2004; Goldberg, 1986; Kottler, 2003,
2015; Mearns & Dryden, 1990). Although these are not focussed on the therapist’s
experience, they do offer glimpses into how these therapists feel about a number of
practical issues they encounter with their work. However, they lacked the sustained and
in-depth focus I sought.
Perhaps because they are not constrained by the brevity that is required in journal
articles, there were a number of theses that explored the therapist’s experience with the
greater width and depth for which I was looking. Several researchers had chosen to focus
their attention on therapists’ experience of a particular facet or skill related to
psychotherapy, for example embodied transcendental empathy (Macecovic, 2008), and
evenly suspended attention in analysts (Maris, 2007).
Gibson (2012) examined an aspect of therapists’ experience that may have a
bearing on sustaining long-term or challenging work like that of the therapist’s experience
in the case notes in this study. She looked at how therapists experienced the act of
creating in their work. Using a reflexive, collaborative phenomenological methodology,
she invited a multidisciplinary group of six experienced therapists to write about, and
later participate in group discussions about their experience of creating in psychotherapy.
Gibson’s findings drew attention to the way creating requires courage and experience in
the therapist and involves a collaborative relationship with the client. The study gave rise
to very rich descriptions of the participants’ experience and gave rise to new
understandings about creating in psychotherapy and its importance in these therapists’
work. This study may make a relevant backdrop against which to consider the accounts in
this case study that might be viewed through this frame.
In another thesis, O’Loughlin (2006) observed that much of the research available
on therapists’ experience had looked at the negative effects of their work on therapists.
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Using a reflexive phenomenological methodology, O’Loughlin interviewed 10 therapists
twice, asking them to reflect on the experience of being transformed by a remarkable
client or reflecting on a key moment where they had felt transformed and how this had
changed them as a person. Analysis of the transcripts found shared themes including
therapists experiencing transformations as involving deep presence in the therapeutic
relationship and as humanising the experience of therapy. They experienced embodied
connection, a sense of stepping aside from their professional selves, even a spiritual
awakening. Her inquiry into how work with a client might transform a therapist has
potential relevance for this study, and like the dissertation by Gibson (2012),
O’Loughlin’s study produced very rich and moving descriptions of these therapists’
experience of therapy. Both of these dissertations are able, because their methodologies
capture the therapists’ words, to give a sense of width, depth and reality to the therapists’
experience of counselling. They generate qualitative data that is a bit closer to the case
notes this study explores.
A further instance of a reflective methodology is found in a study by Jean
Rumbold (2003) (one of my supervisors) that developed collaborative arts-based methods
to explore her own, and her clients’ experience of therapy retrospectively. Although selfreflection on the part of dissertation authors is not unusual (see the theses discussed
above), this thesis is unusual in the way it dances between the requirements of an
academic piece and the honest self-examination that this methodology requires. The
thesis explores the author/therapist’s experience of psychotherapy (and conducting the
research) in general, including the author’s and her peer researcher’s experience of the
arts-based methodology, before moving to an arts-based collaborative exploration of the
author’s and three ex-clients’ retrospective experience of their therapy. It is the thesis in
which the author’s voice, thoughts and feelings are clearest. I think because of this it is
also the piece of research that reminds me most of the case notes in this study.
Research into difficult or challenging experiences in therapy also has relevance
for this study. Worrell (2002) observed that the concept of resistance in psychotherapy
was poorly conceptualised, and his PhD research aimed to examine therapists’ experience
of encountering resistance in psychotherapy. Using both a reflexive and
phenomenological methodology and quantitative measures, the author interviewed twelve
therapists from a variety of theoretical modalities and asked them to reflect on a
particularly vivid experience of working with a client where they felt they had
experienced a client’s resistance. The results of the study provided phenomenological
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descriptions of what these therapists experienced, including anger; feeling dismissed and
attacked; self-criticism; disengagement; confusion; dilemma (feeling torn); and
resonance. The therapists were also asked to reflect on an experience where they had
encountered their own resistance in their counselling work. The themes resulting from the
therapists’ response to this question were feelings of avoidance; anger; anxiety; wanting
to give up; dilemma (feeling torn); self-criticism; and resonance. From these descriptions,
it was possible for the author to arrive at new understandings of resistance in
psychotherapy as a far more relational concept than had been recognised, and not
something that lies just with the client as had been popularly theorised.
Amongst the more extended accounts given, some theses focused on therapists’
experience of working with a particular clinical presentation. In one example, Maroszan
(2012) interviewed five psychoanalytic psychotherapists about their experience of
working with clients whom they understood to have borderline personality disorder.
Maroszan analysed the transcripts using interpretive phenomenological analysis (IPA)
and found therapists reported they experienced negative countertransference and felt they
were sitting in the dark together. They experienced the sense that hindrance in the
therapeutic work and saw therapist omnipotence and labelling as problematic. Maroszan
chose to include large tracts of the therapists’ words from the interviews, and as a result
of this brought to life a real sense of what these therapists had experienced in their work.
I found one thesis on therapists’ experience of working with DID. Carter (2012)
investigated the experience of nine therapists who work with clients with DID. The
therapists were interviewed, and their transcripts were analysed following the guidelines
of Interpretative Phenomenological Analysis (IPA). The interviews were designed to
elicit narratives about the nature of the work, the personal impact of the work, and their
efforts to take care of themselves. Many therapists reported that personal experiences had
drawn them to the work. Most reported their previous professional training had done little
to prepare them, but most were drawn to it by an interest in the disorder or their own
personal history. All therapists reported the work elicited strong feelings in them. Many
reported fears that their own children might be abused. The importance of peer and
individual supervision was also reported. All reported the importance of understanding
the client’s imagination, creating a trusting relationship, and the need for an eclectic
individualised approach to the work. All therapists reported the satisfaction they
experienced in seeing their clients’ lives change. However, all therapists reported the
challenge of the slow progress of the work and the difficulty in managing ongoing
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suicidal and self-harming. The importance of therapist self-care was also reported.
Although Carter described these as themes, I think they might have been more
appropriately labelled as topics. The sections of the therapists’ transcripts are rich and
illuminating, and in a field of research where there are so few examples of what it is like
to work with a client with DID, they left me hungry to read more, rather than just
glimpses of what these nine separate therapists had to say. Although this study was
obviously interested in the data that can be gleaned from a group of therapists, it seemed
that some potential depth had been sacrificed in the interests of covering a broad range of
themes.
When I reflect further on what it is that makes this and all of these theses relevant
to the current study, it is the presence of the therapist’s experience, and the sense the
therapist’s voice is being treated as something of value. There is a contrast here with
another thesis by Brown (2006). The topic of this thesis seems as though it is very
relevant to the current study: A Case Study Investigation of the Development and
Treatment of Alter Personalities in Dissociative Identity Disorder. It is an Australian
thesis, and in part describes the long-term treatment (1125 treatment sessions over 13
years) of a client considered to be suffering from DID. However, the purpose of this
thesis is quite different from mine in this focus. Brown’s is on empirically testing whether
the patient’s (Brown’s terminology) diagnosis could be verified by external observers;
considering whether the patient’s symptoms were iatrogenic; and exploring DID as a
response to trauma through a detailed examination of case material. Clearly, the
experience of the therapist is not the focus of Brown’s study. Indeed, such an effort has
been made to remove the experience of the therapist, that the author writes about “the
therapist” in the third person as if observing them saying this and doing that. I had to
double-check the methodology to be clear that “the therapist” was, in fact, the author
himself.
The struggle that I had to find relevant examples of previous research was partly
vindicated by the psychotherapy researchers Orlinsky and Rønnestad (2005), who
observed that although scientific research on the understanding and improvement of
psychotherapeutic procedures has been a growing area for more than half a century,
relatively little attention has been accorded to the “professional, and personal
characteristics and contributions of psychotherapists” (p. 5). Similarly, another
psychotherapy researcher, John McLeod wrote:
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There is a boundless literature on what counsellors think they are doing, or what
they think they should be doing (that is, theories of counselling and
psychotherapy) …There has, however, been much less published on what it feels
like to be doing counselling, on how the practitioner makes sense of the
counselling situation, or on how these experiences change over time, as the
counsellor becomes more comfortable with the client. (1990, p. 66)
Two decades ago, the relative lack of research on therapists’ experience was so
conspicuous that it was addressed by an entire issue of Clinical Psychology Science and
Practice titled “The Therapist as a Neglected Variable in Psychotherapy Research”
(Garfield, 1997a). In this series, Garfield (1997b) argued that field of psychotherapy has
always had a tendency to focus on theory and technique and an ongoing fascination with
new theory. According to Garfield, this can be seen in the early development of
psychoanalysis where therapists such as Jung, Adler, and later Rank and Horney all made
a point of developing their own theories and differentiated themselves according to their
different theories and techniques. Additionally, Garfield hypothesised that the focus on
individual therapist as a variable could be potentially threatening, as results of poor
performance or effectiveness may have implications for individuals’ careers or the
clinical setting or institution in which they work. Bergin (1997) pointed out that the trend
for outcome studies focussed on technique was politically, philosophically, and
economically driven. He argued that the medical drug trial paradigm of research was well
suited to the demand for accountability for expenditure on psychological treatments
coming from governments, businesses and insurance companies. Eight years later,
Orlinsky and Rønnestad (2005) suggested that due to the scientific culture that dominated
psychology research at the time, there was an emphasis on “rationality, objectivity and
mechanisms conceived as impersonal processes” (p. 5). From this perspective,
psychotherapy was no more than a set of procedures that are effective in and of
themselves in curing psychological problems. The person of the therapist was viewed as a
source of error and something to be minimised and controlled (Orlinsky and Rønnestad,
2005). In line with this thinking, it was the therapies and not the therapists that were
studied.
Parallel to this, however, over twenty-five years of empirical research has
repeatedly suggested that the relationship between the therapist and client is a strong
predictor of successful therapeutic outcome (see Bambling & King, 2001, for a review).
Orlinsky and Rønnestad (2005) argued that given that what a client experiences in in the
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therapeutic relationship must, to some extent, depend on the characteristics and qualities
of the therapist, research that focuses on both the qualities and the experience of the
therapist has an important contribution to make to the understanding of therapeutic
outcome.
To this end Orlinsky and Rønnestad (2005), conducted a 15-year international
study that looked at a range of therapist experiences, using a quantitative questionnaire,
the Development of Psychotherapists Common Core Questionnaire (DPCCQ), which was
developed specifically for the study. One part of this research that is relevant to the
present study sought to examine therapists’ personal feelings during sessions by asking
therapists “Recently in sessions with patients, how often have you found yourself
feeling…” each of three subjective states - flow, anxiety and boredom. The states were
based on a model developed by Csikszentmihalyi (1990, 1996). Respondents scored
responses on 4-point Likert type scales. The study found that therapists reported high
levels of being stimulated, engrossed, inspired and challenged. In comparison, few
therapists reported feelings of boredom or anxiety, although this changed when the
criterion was “occasionally” rather than “often”. Although this was large international
study and did research how therapists felt, because of its quantitative nature and
prescribed questions, it revealed only a sliver of what these 4,923 therapists experienced
in their work. It may be the case that databases (Ageline, AMED, CINAHL, Medline,
Proquest Dissertations, Pscbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web of
Science) of peer-reviewed academic research are not the most productive place to find
deep descriptions of therapists’ experience of their work, perhaps due to their privileging
positivist and quantitative studies.
Interestingly, outside of this, there is a long history in psychoanalytic literature, in
books and peer-reviewed journals on which academic research draws, of therapists
writing about their experience of their work for both a scholarly and later, for a general
public. This history perhaps stems from the fundamental attitude in psychoanalysis that
views the therapist’s experience of their work with their client as giving valuable
information about their client’s inner world and way of relating to others (Westra,
Aviram, Kertes, & Ahmed, 2012). Early examples of books (which is my focus here
because their length makes them a better model of comparison for the case notes in this
thesis) include the familiar case studies well known enough to be recalled by the
pseudonyms Freud gave them: “Anna O.” (Breuer & Freud, 1895/1955); “Dora” (Freud,
1905/1979a); “The Rat Man” (Freud, 1909/1979b); and “Schreber” (Freud, 1910/1958).
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These were case studies in the early books by Freud, which brought his new theory of
psychoanalysis to the world. Later books in which therapists wrote about their work
include Dibs (Axline, 1964), and The Piggle (Winnicott, 1977).
One of the most famous of Freud’s case studies is “The Case of Dora”, which was
written in 1901 and later published in 1905, in a book called Fragment of an Analysis of a
Case of Hysteria. Although written more than a hundred years ago, with the object “to
demonstrate the intimate structure of neurotic disorder” (p. 41) not to record technique or
the therapist’s experience, it nonetheless gives unique insight into some of Freud’s
thinking at the time. “The Case of Dora” has been widely criticised (e.g., Gay, 1998) for
demonstrating Freud’s lack of empathy and insistence on enforcing his theories despite
protests from his 18-year old client in Bourgeois Vienna about discussing her
psychosexual life. Reading the case study, although Freud’s lack of empathy for his client
is clear, I noticed that Freud’s tone in the prologue was defensive, and he clearly
perceived a hostile audience. He seemed at pains to show that he was aware of the
shortcomings of his case study methodology as a means of illustrating his new technique
for working with hysteria. Hustvedt (2010) has commented that Freud was uneasy about
the narrative nature of his case studies and was worried about sounding like a fiction
writer. In Studies of Hysteria Freud wrote (Breuer & Freud, 1895/1955):
Like other neurologists, I was trained to employ local diagnoses and electroprognosis, and it still strikes me as strange that the case histories I write should
read like short stories and that, as one might say, they lack the serious stamp of
science. I must console myself with the reflection that the nature of the subject is
evidently responsible for this, rather than any preference of my own. The fact is
that local diagnosis and electrical reactions lead nowhere in the study of hysteria,
whereas a detailed description of mental processes such as we are accustomed to
find in the works of imaginative writers enables me, with the use of a few
psychological formulas, to obtain at least some kind of insight into the course of
that affection. (p. 160)
Clearly, Freud felt torn between the necessity for a narrative methodology for
what is ultimately a narrative treatment, and the need to produce work that showed the
“serious stamp of science”. The degree to which Freud integrated both demands can be
seen in the following judgement by Spinelli (1997):
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these accounts’ continuing ability to enchant and provoke us is principally due to
Freud’s brilliant creation of an original form of narrative which somehow
combines the interests of the impartial scientific investigator with those of the
dramatist whose attention rests upon the suffering, fighting human subject … who
is required … to convey the human interest, the drama of selfhood (1997, p. 2)
There were other challenges for a narrative case study methodology, Freud was
acutely aware of the ethical and confidentiality issues that might arise as a result of
discussing his patients “most secret and repressed wishes” (1905/1979a, p. 36). Freud
also liberally admitted to his own failings in the case study. One page from Dora
(1905/1979a) included his comments that “I did not succeed”, “I neglected the
precaution”, “I ought to have listened to the warning” (p. 160). Admittedly his failures
were discussed as a way of illustrating the perils of not adhering to his new cure for
hysteria, but nonetheless, my reading is that they signal a remarkable humility and give us
some insight into the person and experience of the therapist that might have been lost had
he not chosen to record his reflections in this way.
In the years that followed, case studies were also utilised by other schools of
psychotherapy with examples including J. B. Watson’s famous study of behavioural
treatment with “Little Albert” (Watson & Rayner, 1920). However as McLeod (2007)
noted, an important development in the use of case studies in research occurred when
Carl Rogers included several case studies in Counselling and Psychotherapy (1942), and
Client-Centered Therapy (1951). McLeod (2013) claimed that these case studies
represent psychotherapists’ earliest attempts at research by demonstrating and describing
the characteristics of their therapeutic approach in relation to particular clients. Rogers’
contribution, in particular, is noteworthy as, according to a number of authors (Farber,
1996; Lietaer & Brodley, 2003), he was the first to publish full transcripts of a
psychotherapy case, when he did so in Counselling and Psychotherapy (1942).
Describing Rogers’ contribution to psychotherapy research, Barrett-Lennard (1998)
observed: “It would be difficult to overestimate the demystifying impact of opening up
the specific, step-by-step details of the whole client-therapist discourse to scientific
scrutiny” (p. 232). Rogers’ publication of verbatim transcripts of case material in his case
studies provided a demonstration, clear even now, of the value he placed on the
therapeutic relationship and the importance of his own transparency as a therapist. His
case studies give evidence of his non-authoritarian approach and his commitment to
psychotherapy research. However so transparent was he, that unlike other
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psychotherapists’ more narrated and perhaps defensively edited case studies, his work is
rendered vulnerable to scrutiny and criticism. Scrutiny was something Rogers welcomed,
and he described his delight in being able to tape record sessions so that he and his
colleagues could play “over and over some puzzling point at which the interview clearly
went wrong” (1975, p. 3).
Although Rogers welcomed the chance to examine and improve his work, making
himself vulnerable to scrutiny did mean his work attracted considerable criticism. At the
time he published the transcripts, according to Gendlin (1988), he was accused by the
then dominant school of psychotherapy psychoanalysis, of “‘violating the sanctity of the
analytic relationship’” (p. 127). Moreover, years later, the continuing critique can be seen
in an edited book (Farber, Brink, & Raskin, 1996) where a number of authors critiqued
Rogers’ work represented in his case studies from a number of theoretical perspectives.
O’Hara (1996) for example pointed out that Rogers’ work as demonstrated in “The Case
of Sylvia” (1976/1996) demonstrated his real presence and his attempts to listen to Sylvia.
However, O’Hara argued, both Rogers and person-centred therapy at that time, failed to
take into account some of the considerations that postmodern contextual readings now
see, such as Rogers’ own position of privilege as a white American male, and societal
views of race and sexuality. Believing that he could put such bias aside, Rogers had
believed that if he talked to someone for long enough, he could arrive at some
fundamental shared truth (p. 285). In terms of this inquiry, Rogers’ case studies seem to
form a key part of the thread over the history of psychotherapy of such transparency, and
of reflective practice and research that discloses something of the therapists’ own
experience of the therapy.
Since these early case studies, there are now a number of books published for a
more general public that perhaps represent the wider interest from students and
consumers of therapy who are hungry to understand the mysteries of psychotherapy.
Examples include a number of collections of case stories including Corrupting the Young
(Lang & Lang, 1986), Love’s Executioner (Yalom, 1989) Schopenhauer’s Porcupines
(Luepnitz, 2002), and The Impossibility of Sex (Orbach, 2002).
In Every Day Gets a Little Closer: A Twice Told Therapy (Yalom & Elkin, 1974)
Yalom and one of his clients simultaneously recorded their impressions and reactions to
sessions as they transpired. Yalom wrote that he had originally been seeing the client
Ginny as part of a psychotherapy group, however Ginny had made no progress in
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overcoming her inertia and writers block, and so Yalom proposed that he see her for
individual therapy, and as payment, Ginny was to provide her written impressions of the
sessions on a weekly basis. When Yalom mentioned his idea to his literature professor
wife, she suggested that Yalom also record his impressions so that they might later be
published as a book. Yalom wrote that given that Ginny was unable to disclose herself to
Yalom and had so idealised him, the effect of writing her innermost thoughts for him later
to read, and her reading his own “personal and deeply fallible messages to her” would he
“felt certain …release something powerful” (p. xviii). The book is then both the product
of a therapeutic exercise, and a unique contribution to the history of psychotherapists
writing about their work.
Since my interest in this study is in the therapist’s experience (rather than the
client’s), I am particularly interested in Yalom’s afterword. There he considered whether
the therapy was successful and listed the observable changes in Ginny’s behaviour—
noting that he had devoted much of his career to the study of outcome in psychotherapy.
However, Yalom wrote that he “winces” (p. 233) to find himself thinking this way,
because for Yalom:
The ‘art’ of psychotherapy has for me a dual meaning: ‘art’ in that the execution
of therapy requires the use of intuitive faculties not derivable from scientific
principles and ‘art’ in the Keatsian sense that it establishes its own truth
transcending objective analysis. (p. 233)
Perhaps it is here that Yalom helped explain why the most evocative explorations
of psychotherapy are to be found in literature, rather than in peer-reviewed scientific
journals.
Another account worth further discussion, and possibly the best known of the
titles mentioned above, is Yalom’s (1989) Love’s Executioner. Yalom (1989) described
his writing by saying:
These are true stories, but I have had to make many changes to protect the identity
of patients…occasionally I have grafted part of another patient’s identity and life
circumstances onto the protagonist…often dialogue is fictional and my personal
reflections post hoc. (p. x)
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Yalom (1989) did not clearly state the purpose of his book. However he wrote that
his book tells the stories of ten patients who turned to therapy, and in the course of their
work struggled with what existentialists call the pain of existence. His prologue suggests
that the case studies are both stories and vehicles for Yalom (1989) to demonstrate the
application of existential psychotherapy to these cases. Interestingly, in another similar
book by Spinelli (1997), the author was less oblique and clearly stated that part of his aim
in writing his book was that his case studies might act as catalysts and might alter the
reader’s stance so that the existential phenomenological model he described might have a
“‘lived’ impact upon the reader” (p. 4).
The ten cases explored by Yalom (1989) describe patients who were struggling
with dilemmas that concern themes central in existential psychotherapy (e.g., death
anxiety, isolation). They can be read as lessons for students of existential psychotherapy,
or since they have an almost fable-like quality to them, they could be read as an
existentialist’s guide to dealing with various dilemmas in life. They are engaging and
moving reading and do illustrate the power of the case study methodology, in the same
way that Freud’s work did.
I am curious about why Yalom’s (1989) writing stands out for me given that, as I
have mentioned, there are now numbers of similar books for wider audiences in which
therapists discuss their work via case studies (e.g., Gerrard, 2011; Grosz, 2013;
Marzillier, 2010). Yalom (1989) described his role as a therapist as both participant and
observer (p. 13) and I think this is reflected in his tightly edited writing as it shifts minute
by minute, line by line from what the patient says, to what Yalom says, what Yalom
thought, what Yalom did, back to what the client did and to what existential
psychotherapy theory has to say. It is a rich mix. The other element that I think makes
Yalom’s work so valuable is his willingness to discuss the thoughts and feelings he has
that may not reflect well on him in the eyes of others. I have had several of my own
clients report their shock at reading some of Yalom’s admissions. McLeod (2007) has
pointed out that Yalom’s book is not systematic research and that “what is being offered
in these studies is the therapist’s account of what happened” (p. 102) which may reflect
an idiosyncratic rather than realistic view of what actually took place. However to my
mind, this is what makes these accounts so interesting: they represent the very thing that
is so frequently edited out of quantitative research because of its inherent unreliability,
i.e., the therapist’s lived experience.
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Those books that focus on therapists working with clients with DID have tended
to be highly dramatically written. I have already discussed the social context and
professional responses to two of these: Sybil (Schreiber, 1973) and Three faces of Eve
(Thigpen & Cleckley, 1957). The source of drama in these books is bizarre and
frightening symptoms sometimes associated with DID, and the accounts give a sense of a
voyeuristic gaze on these. Such was the dramatic content of the books that they were both
later made into films.
A more recent example in this style is Switching Time: A Doctor’s Harrowing
Story of Treating a Woman with 17 Personalities (Baer, 2007). Baer’s account is worth
further discussion here because it is a psychiatrist’s book-length description of an
eighteen-year psychotherapy process. Like Sybil and Three Faces of Eve, Switching Time
is not written for an academic audience. I see in the author’s note that he thanked the
teachers of the masters program in creative nonfiction he was undertaking, and perhaps,
creative nonfiction is the best description of Baer’s work. Switching Time seems primarily
aimed at describing the severe physical and sexual abuse of his patient Karen, and to
describing his therapeutic approach to the treatment of her DID. As he aimed his book at
the general public, Baer often explained his work as a therapist, for example:
All psychotherapists need the temperament of both a masochistic woman and an
arrogant man. On the one hand, a therapist needs to sit passively and be endlessly
selfless and empathetic. On the other, he needs to seduce the patient into the
therapeutic process and insist on becoming the emotional centre of the patient’s
life. (p. 46)
In his review of Baer’s work, Moline (2013) (whose book I will discuss below),
wrote of his temptation to place one, if not two exclamation marks at the end of
quotations from Baer’s book. I feel the same temptation at this point. Indeed I struggle to
take his work seriously in the face of such a sexist statement, which also suggests a
manipulative view of psychotherapy. However not all of Baer’s writing is in this
patriarchal tone, and regardless of my reactions, it is this candour about his work and his
descriptions of his emotional reactions that make his work relevant here. Reading the
book, one does get a sense of Baer’s experience of working with someone with DID over
a long period. Having said that, his descriptions of his emotional reactions are generally
written as asides, with the focus being on Karen. Moline noted that although Baer was
generally brave in disclosing his reactions and described in graphic detail how he felt, for
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example, “like running screaming out of the room” (p. 166) in the face of some of the
things Karen told him, he only disclosed immediate reactions, and we never really get a
sense of the impact of his work with Karen on him. Moline observes that it is Karen, in a
note at the end of the book, who gives the most moving sense of the work, when she
wrote:
Actually Switching Time is a kind of love story. After being hurt so badly all my
life, I didn’t have the ability to love myself or anyone else…Whether real or
fantasized, Dr Baer’s patience, understanding, and unconditional care made me
feel accepted and, yes, loved. (p. 343)
Although this was Karen’s description of her experience and was not intended to
describe Dr Baer’s experience, it does highlight the fact that despite Baer’s apparent
honesty in his descriptions of reactions and technique, what is missing is a deeper sense
of his emotional response to the work.
I found three books particularly aimed at clinicians interested in treating clients
with DID: The Family Inside: Working with the Multiple (Bryant, Kessler, & Shirar,
1992); Beyond Integration: One Multiple’s Journey (Bryant & Kessler, 1996); and The
Diagnosis and Treatment of Dissociative Identity Disorder: A Case Study and
Contemporary Perspective (Moline, 2013).
The last book by Moline (2013) is significant here as it is the work that most
resembles the case notes at the centre of the current study. Moline wrote that he began
with two questions: “can sufficient evidence be adduced, at this point in time, to answer
the sceptical critic who challenges the validity of the diagnosis of dissociative identity
disorder? Second: Is there sufficient evidence regarding the therapy of this condition to
draw conclusion about optimal treatment?” (p. .x). Clearly, Moline wrote for a
professional and academic audience, and I note that these aims are very similar to those
stated by Brown (2006) in the thesis reviewed earlier. Although the bulk of the book is
theoretical, Moline devoted the first 60 pages to what he described as a “detailed
examination of a single case” (p. 40) which included frequent reflection on his own
experience. The trajectory of the six-year therapy he described reflects many of the
themes apparent in Harry’s case notes. The story is similar in many ways, and Moline
expressed many of the feelings Harry has written about. The point of difference apart
from Moline’s work being much shorter (60 pages in a book as opposed to 288 in a
computer document) is the tone of the writing, reflected in the following excerpt:
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Whether or not therapy was progressing, I was becoming increasingly desperate,
and exhausted. In my ongoing efforts to understand and cope with a seemingly
endless array of bewildering frightening, and destructive behaviours, I came upon
the idea that, in classic Freudian terms, Sandy was acting, rather than
remembering… (p. 37)
While this is a brave and honest account from Moline and we do hear how he felt,
it clearly is a retrospective account, that Moline has had the chance to reweave with
theory, presumably to make it appropriate for a scholarly publication. It has the tone of
something addressed to a collegial audience and somewhat smacks of a ‘them and us’
mentality, where patients are talked about between therapists, and it is an in house
discussion. I may be being overly critical here as Moline has not presented himself as
omniscient, and often confessed to feeling overwhelmed and unsure. He also alluded to
having discussed the proposed book with his client, and he let her know when it had been
accepted for publication. Perhaps my real point is that Moline’s writing brings into sharp
relief for me, the different, more person-centred tone of Harry’s writing.
Despite the peer-reviewed articles, theses, and books reviewed here, therapists’
experience of therapy is not yet an area well explored by research. Various explanations
for this have been proposed. In seeking to explain the reluctance of researchers to
approach the therapist’s experience, McLeod (1990) suggested that although there are
logistical explanations including methodological and ethical difficulties, perhaps a major
difficulty has been that the therapist’s experience is elusive, and therapists often struggle
to put their experience into words. McLeod took me to a study by Fitts (1965) where a
therapist responded to a request to write about his experience by claiming that,
“psychotherapy is a moment of complete absorption with another human being…. I find it
difficult to describe the experience… after the hour, the experience is gone” (pp. 56–57).
Interestingly Carl Rogers said something similar in one of the well-known training films
Three Approaches to Psychotherapy (Shostrom, 1965). Speaking at the conclusion of his
session with the client in the film, Rogers said:
I am saying these things almost immediately after the conclusion of the interview
and as is characteristic of me, there are not more than one or two statements or
incidents which I recall from the interview. I simply know that I was very much
present in the relationship, that I lived in the moment of its occurrence…I really
have a non-specific memory of the whole interview.
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Moreover, I find the same sort of experience was echoed by Spinelli (1997).
My students find it surprising when I tell them that in spite of the intensity of
focus in my attempt to be with and for my clients during our encounters, as soon
as each meeting ends, it as if all memory of that session ceases for me. I
emphasise ‘as if’ because I know that, with some effort, I can recapture the
session with sufficient accuracy. (p. 91)
I have not uncovered similar remarks from therapists from other approaches to
therapy, which leaves me wondering whether this phenomenon is particular to
existential/humanistic practitioners, or is it just that they are more willing to reflect on
this tendency? Although Aveline (2000) touched on the subject in the context of
psychoanalytic psychotherapy, highlighting the fact that historically in psychoanalytic
supervision, therapists’ retelling their experience of a client verbatim was not encouraged,
and instead it was the therapists’ “indirect recollection” (p. 82), complete with omissions,
fantasies and associations that was important (p. 82).
McLeod (1990) suggested that, since most therapists engage in supervision and
personal therapy, it may be that for them the exploration of the experience of being a
therapist is a private and confidential exercise. However more than this, McLeod argued
there may be a resistance amongst therapists to discussing the experience of counselling
and psychotherapy in public. Navajits (2000) whose research has centred on the
development of a self-report measure to rate therapists’ emotions, has claimed that even if
logistical problems can be overcome “many therapists do not want to be studied” (p. 323),
although there is of course quite a difference between being studied by a researcher and
engaging in reflecting on one’s own experience.
If the suggestion by McLeod (1990) and Navajits (2000) that therapists are
reluctant to explore their work in public is correct, this may again, have an historical
underpinning in the work of Freud on countertransference. According to Gelso and Hayes
(2007), Freud sent a mixed message to therapists about their experience. On the one hand,
he implored therapists to study their inner world and their reactions to their clients.
However, at the same time, he also warned them of the dangers of countertransference,
saying the therapist “must recognize this countertransference in himself and master it”
(Freud, 1910/1957, p. 144). Freud indeed encouraged therapists to think like a surgeon
“who puts aside all his own feelings, including that of human sympathy, and concentrates
his mind on one single purpose, that of performing the operation” (Freud 1912/1958, p.
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115). Although understandings of the role of countertransference in therapy had changed
dramatically by the mid-fifties and countertransference has now been viewed as being
potentially very useful (Gelso & Hayes, 2007), I wonder whether an echo of Freud’s
warning remains. This may also be reflected in the tendency for most current psychology
courses to focus their syllabus on training students in technical skills, rather than
developing skills of self-awareness through taking an interest in the internal experience of
students (Cozolino, 2004), although the residual influence of behaviourism might also
affect this.
Usually, at this point, a thesis would include a section on the conceptual resources
or counselling theories that might help us understand this therapist’s experience and his
psychotherapeutic approach. However, with the exception of the briefest mentions of
Morita therapy (Morita, 1928/1974), and Yalom’s practice of existential therapy (Yalom,
1980) the notebooks make very little mention of theory, and it has been hard to make a
case for the inclusion on one specific theoretical orientation. However, I am aware from
other sources that this particular therapist has been influenced by particular schools of
psychotherapy, particularly humanistic, person-centred therapy and existential therapy.
Some of the central figures of these schools hold to a lack of theory in their work,
believing it gets in the way of being present with the client. Yalom (1980) touched on this
point:
When technique is made paramount, everything is lost because the very essence of
the authentic relationship is that one does not manipulate but turns towards
another with one’s whole being. (p. 410)
Similarly, studies of experienced therapists indicate that these therapists report
that the theory in their work becomes so integrated that it is no longer a central feature of
their thinking about their work (Jennings & Skovolt, 2016). This may explain why the
case notes offer little guidance as to which schools of therapy are relevant here.
The literature reviewed in this chapter situates the current inquiry within the
research context. The current inquiry is located across a number of research areas, and the
first section has provided a historical backdrop, locating the inquiry within the literature
on the history of DID and its role in the development of psychotherapy and the view of
psychotherapy in terms of a relationship. The second part of the chapter locates the
inquiry within, and reviews the literature on, the therapist’s experience of psychotherapy.
Although represented in dissertations and books aimed at a general audience, the
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therapist’s experience has been a neglected variable in research (Garfield, 1997b). The
next chapter discusses the development of the methodology, and its philosophical
underpinnings.
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Chapter 4: Methodology
The first chapters outlined the personal and professional reasons for undertaking
the current inquiry and set it within the context of both historical and current research.
This chapter aims to explain the process by which the methodology for this inquiry
emerged, how it relates to the field of research methodology, and how it was used.
The Data
This chapter, and indeed the story of this thesis begins with the data. The data at
the centre of this study are the 205,524-word case notes of a male therapist writing about
his experience of treating a female client with dissociative identity disorder. The notes
cover a fourteen-year period, beginning seven months after the therapy began and
concluding with the therapy ongoing. The case notes record and describe the therapist’s
impressions of the therapeutic process and management of a single client, and his
reflexive exploration of the personal reactions and dilemmas he faced in the therapy. The
therapist had intended that the case notes might one day form the basis of a book.
The Methodological Journey
From the time I was first given the case notes, there was to my mind, no question
that the best way to analyse them would be using a qualitative methodology. Reading
Denzin and Lincoln’s prefaces in various editions of the Sage Handbook of Qualitative
Design (e.g., 2000), I was excited by the idea at the time as it opened up a whole new
world that touched on philosophy and literature, and offered approaches that held values
similar to those expressed in the therapist’s case notes in this study and to those that I
held in my own counselling practice. McLeod’s (2007) comments reinforced how apt this
methodology was for both the data and me as a therapist; “Many of the techniques and
skills used in qualitative research are similar to those used in therapy: eliciting people’s
stories, sensitive listening, building up an understanding…The knowledge generated by
qualitative research – holistic, nuanced, personal, contextualised, incomplete – is a
knowing that is familiar to therapists” (p. iix). It sounded perfect.
As I now write this, I have just noticed that the sentence that follows the quotation
from McLeod (2007) above reads “Nevertheless it seems to me that very often therapists
become frustrated and disillusioned when they carry out qualitative studies…the promise
and potential of qualitative research is not matched by the actuality” (p. iix). The plurality
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and philosophies that had originally appealed to me so much became the very things that
rendered my experience of qualitative methodology so difficult, as I attempted to engage
it seemed inaccessible, mysterious and overwhelming.
However, I was reassured to find that my experience was not an isolated one.
Authors such as Thorne (2000) have mentioned that in qualitative inquiry “the language
of analysis can be confusing” and that it is often “difficult to know what the researchers
actually did” (p. 68). My favourite observation from Thorne (2000) was that researchers
“may claim that their conceptual categories ‘emerged’ from the data—almost as if they
left the raw data out overnight and awoke to find the data analysis fairies had organised
the data” (p. 68). Smith (2005) like me, used the term “methodological journey” (p. 3)
which I have used as the title for this section and described a period of reading and
reflection that led to an almost “interminable incubation” (p. 2), although I note that
“incubation” is, encouragingly, a stage in Wallas’ (1926) stages of creativity theory.
I spent time with a number of methodologies, including narrative analysis
(Riessman, 2007), hermeneutics (Etherington, 2004), and IPA (Smith & Eatough, 2006).
The phenomenological approach, with its insistence that a “return to the things
themselves is to return to the world which precedes knowledge” (Merleau-Ponty, 1962, p.
ix, cited in Dahlberg & Drew, 1997) seemed like a way to stay as close as possible to
Harry’s experience. Likewise, I was drawn to the aims expressed in phrases such as
“retaining a wonder and openness to the world” (Finlay, 2008, p. 1) and “immersing
oneself in data, engaging with data reflectively, and generating a rich description that will
enlighten a reader as to the deeper essential structures underlying a particular human
experience” (Thorne, 2000, p. 69). These were the sort of phrases that I underlined with
the intention to do justice to Harry’s recorded experience. So I therefore interrogated
phenomenology as a methodological choice.
It is difficult for me now to understand how at first I reconciled myself to the
doubts I also harboured about phenomenology as the best approach to meet my needs. I
wanted to study the work and experience of a particular therapist, and yet van Manen
(2011) had written very clearly on his website:
From a phenomenological point of view we are not primarily interested in the
subjective experience of our so-called subjects or informants, for the sake of being
able to report on how something is seen from their particular view, perspective or
vantage point. (para. 2)
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Although it is possible to use phenomenology to explore individuals’ experiences
(e.g., Cresswell, 1998), I may have been so seduced by the phenomenological literature
that I believed that linking Harry’s experience to a universal human experience was a way
to honour it.
Some versions of phenomenology also offered a number of prescriptive recipes
that I could follow step by step, and I hoped this would alleviate my anxiety over not
knowing what to do. As an aside, I now realise that this anxiety of not knowing what to
do was similar to the anxiety I experienced when I first started work as a psychologist and
desperately searched amongst theories, terrified that I had no idea what to do in actual
practice—my bookshelves are testament to my desperate search.
Ignoring McLeod’s (2007) warning that “there is no methodological sausage
machine” (p. 54), I set about using a method based on Colaizzi’s (1978) seven stages of
analysis and a set of procedures describing how to identify themes by Ryan and Bernard
(2003). During this time, I “dwelt extensively on the topic” (Turner, 2003, p. 6) and
engaged in “constant and incessant dialogue with the texts in an attempt to understand
what was there” (Turner, p. 10). The result was a truly unmanageable amount of data and
a “chaotic quest for meaning” (van Manen, 2011, Interviewing section, para. 2). Although
I now had a knowledge of the case notes, I had no way into them, leaving me in a state of
“despair and confusion” (van Manen, 2011, Interviewing section, para. 2). Ultimately,
despite these difficulties, and my awareness of other potential limitations of adopting a
phenomenological approach (e.g., it may not be well suited to data gathered over a period
of time, Cresswell, 1998), it was not so much that I rejected phenomenology, but that I
became more interested in other methods that seemed to give me a direct route to the data
and spoke to my therapist’s understanding of how to engage with it.
The Listening Guide.
Fine and Deegan (1996) have argued that serendipity is more than mere chance,
but is instead a complex and contingent mix of insight coupled with chance. I like to think
that it was serendipity and not just chance when another student on hearing my despair,
suggested that The Listening Guide (Gilligan, Spencer, Weinberg, & Bertsch, 2006)
might be a methodology that would suit my needs and the case notes. Although the
Listening Guide is not the sole approach I have used, it is important as it provided my
first experience of having any purchase on the content of the case notes. Given its
psychological basis, it gave me a way of thinking about the case notes that was familiar
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and understandable to me and ultimately guided my thinking and how I would come to
structure the process.
The Listening Guide is founded on particular epistemological and ontological
assumptions that have informed how I analysed the data. It was developed over a number
of years by Carol Gilligan and colleagues at the Harvard School of Education and was
initially used in longitudinal, qualitative interview research. The ideas at the heart of The
Listening Guide stem from clinical, literary, interpretive and relational theories and
approaches (Mauthner & Doucet, 1998). Some of the ideas expressed by Gilligan et al.
(2006), such as “voice, resonance, and relationship as ports of entry into the human
psyche” (p. 253) and “each person’s voice is distinct—a footprint of the psyche” (p. 253),
are as compelling to me now as they were when I first read them. The Listening Guide
has been modelled in part from the clinical method developed by Freud and Breuer in
Studies of Hysteria (Breuer & Freud 1895/1955), and also from the clinical method of
Piaget in The Child’s Conception of the World (1929/1979, cited in Gilligan et al., 2006).
According to Gilligan et al. these clinicians placed great importance on following the lead
of the individual speaking, and on attempting to uncover and understand the logic of their
psyche.
The Listening Guide centres its focus on voice and recognises that voice occurs in
relation to another and relies on being heard (Gilligan et al., 2006). The ontological
assumption here is that human development occurs in relationship with others and that
“our sense of self is inextricable from our relationships with others” (Gilligan et al., 2006,
p. 254). This is an assumption underpinning this study, and it is consistent with
Winnicott’s (1957) claim when he wrote “There is no such thing as a baby . . . if you set
out to describe a baby, you will find you are describing a baby and someone” (p. 137).
The attention given to intersubjectivity in recent writings in therapy also reflects evidence
from biological and neuroscience. Studies of mirror neurons (for example Gallese,
Fadiga, Fogassi, & Rizzolatti, 1996) found that neurons in a macaque monkey’s premotor
cortex fire in a similar way whether the monkey grasps a banana, or when the same
monkey does nothing but observes another monkey grasping the banana. Writing about
the significance of mirror neurons, which have also been found in humans, Hustvedt
(2010) noted that this suggests that there is a biological basis for the reflexive back and
forth nature of human relationships. Hustvedt (2010) made the point that this resonates
with Hegel’s understanding that self-consciousness is also grounded in relation to others:
“Self-consciousness exists in itself and for itself, in that, and by the fact that it exists for
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another self-consciousness; that is to say only by being acknowledged or recognized”
(Hegel, 1949, p. 232, cited in Hustevedt, 2010, p. 93).
In terms of what I could come to know about the therapist’s experiences from the
case notes, I was relieved to read Doucet and Mauthner (2008): “We felt there was a deep
subjectivity ‘beneath’ accounts and that, if we worked diligently and reflexively, we
could indeed come to know it” (p. 404). Like Doucet and Mauthner, I hoped that if I
worked hard enough, using the right methodology, I would somehow grasp the essential
essence of Harry’s experience. However, Doucet and Mauthner came to understand that
there was a limit to what could be known and although there may be something beyond or
beneath the narrated story, all we can ever know is what is narrated by the writer and our
interpretations of their narration. I followed Doucet and Mauthner to Plummer (1995)
who wrote:
Whatever else a story is, it is not simply the lived life. It speaks all around the life:
it provides routes into a life, lays down maps for lives to follow, suggests links
between a life and a culture. It may indeed be one of the most important tools we
have for understanding lives and wider cultures they are a part of. But it is not the
life, which is in principle unknown and unknowable. (p. 168)
The idea of the unknowable sits well with me and is important in limiting my
ambition in this study. The philosopher Gabriel Marcel wrote about what he called the
broken world, which he described as characterised by “a refusal (or inability) to reflect, a
refusal to imagine and a denial of the transcendent” (1951, p. 36). According to Marcel,
one of the problems of the broken world is that it is “on the one hand, riddled with
problems and, on the other, determined to allow no room for mystery” (1995, p. 12). As
Treanor and Sweetman (2016) wrote: “The denial of the mysterious is symptomatic of the
modern broken world and is tied to its technical character, which only acknowledges that
which technique can address: the problematic” (Problem & Mystery, para. 1). Marcel
(1949) described the difference between problem and mystery as:
A problem is something which I meet, which I find completely before me, but
which I can therefore lay siege to and reduce. But a mystery is something in which
I am myself involved, and it can therefore only be thought of as a sphere where
the distinction between what is in me and what is before me loses its meaning and
initial validity. (p. 117)
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As Treanor and Sweetman (2016) have pointed out, the key difference between a
problem and a mystery is participation. With a problem, it makes no difference who is
asking the question because the problem can be solved with a technique. No matter who
asks the question, the technique gives the same answer. However, with regards to a
mystery, “the identity of the questioner is tied to the question” (Problem & Mystery, para.
3). Changing the questioner changes the question. Thinking along these lines breaks down
the distinction between “in me” and “before me”. Marcel argued that it was not possible
to question being, without one’s own being, being in question. Because problems can be
answered with techniques, they require only part of the person to be involved in a
detached and impersonal manner. However, mysteries require participation and the
involvement of the questioner, as issues of self and identity are so tied to the question
(Problem & Mystery, para. 3).
Although I am taking enormous liberties, abbreviating and picking the eyes out of
Marcel’s complex and extensive philosophy, what is relevant here is the idea of a way of
being in relation to something that I believe cannot ever be fully known. I have not set out
to analyse the case notes or the therapist’s experience exhaustively, to claim to know
them. I have not applied a mechanical technique or way of thinking since there is a
danger that “all mysteries can be reflected on in such a way that the mystery is degraded
and becomes merely problematic” (Treanor & Sweetman, 2016, para. 6).
The other important element I borrow from Marcel is the idea of participation. To
me, this is not only similar to the relational ontology/epistemology of The Listening
Guide but also resonates with the ontology of Heron and Reason (1997) who have written
about their concept of a participatory worldview:
the point about experiential knowing is that the very process of perceiving is also
a meeting, a transaction, with what there is. To encounter being or a being is both
to image it my way and to know that it is there. To experience anything is to
participate in it, and to participate is both to mold and to encounter: hence
experiential reality is always subjective-objective (p. 278).
According to Heron and Reason (1997) a knower participates in the known and
articulates a world in one of four interdependent ways of knowing: experiential;
presentational; propositional; and practical. I am taken by the idea of experiential
knowing which Heron and Reason described as the product of direct encounter of sorts.
They write:
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it is knowing through participative, empathic resonance with a being so that as
knower I feel both altered with it and distinct from it. It is also the creative
shaping of a world through the transaction of imaging it, perceptually and in other
ways. Experiential knowing thus articulates reality through inner resonance with
what is there and through perceptually encoding its forms of appearing (p. 280).
To me, this would come to be the best description of my experience of having
worked with the case notes.
Presentational Style
This experiential knowing has influenced the way I have presented and viewed my
findings in this study. As fits a participatory enquiry and my own therapeutic practice, I
understand my findings about the therapist’s experience in the case notes as my
interpretations. I have preserved the therapist’s voice verbatim as much as possible, in
tandem with my own descriptive, reflective writing, in a narrative that stays close to my
own and the therapist’s experience. This style of presentation might be described in a
number of ways.
It ties closely with what Heron and Reason described as presentational knowing, a
form of knowing they see as arising from experiential knowing and representing it in
“These forms (that) symbolise both our felt attunement with the world and the primary
meaning embedded in our enactment of its appearing” (1997, p. 281). In presenting the
therapist’s stories, I have been able to make significant reflective observations of my own
which I have later developed into abstract conceptualisations (Kolb, 1984). In Heron and
Reason’s terminology, I have used a strand of presentational knowing, leading to
propositional knowing, which is abstract, conceptual knowing expressed in theories that
are the product of some expertise. Heron and Reason wrote that “propositions are carried
in presentational forms” (p. 281), and in this case, the propositions are carried in Harry’s
and my own stories. Heron and Reason see the purpose of research as practical knowing,
and this is what my hope has been from the start, both for myself and for the field in
which I work.
This inquiry might also be described as having used a narrative methodology, and
takes energy from the idea that stories deliver an experience to the reader. Bruner (1985)
proposed that there was a difference between paradigmatic ways of knowing and
narrative ways of knowing. Paradigmatic modes of knowing seek truth, whereas narrative
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ways of knowing seek what Eisner (1997) called “truthlike observations” (p. 264). Eisner
continued:
In the former, you mean what you say. In the latter you mean more than you say.
Narrative relates to the telling of stories and to the sharing of experience. To the
extent that experience itself can be conceived of as the primary medium of
education, stories are among the most useful means for sharing what one has
experienced. Narrative—which means telling—makes it possible for others to
have access not only to our own lives but also to the lives of others. (p. 264)
My purpose has been to try to convey more than just abstract concepts and formal
propositions, and instead to try to evoke in the reader some experiential knowing of the
therapist and of my response to his work. The purpose is to let the reader encounter the
therapist and me, rather than to simply tell the reader what happened. Eisner (1997) made
the point that narratives have the potential to evoke empathy. Since the enlightenment,
where mind and body were seen as separate, researchers have often seen emotion as a
contaminant to rational scientific study. However what narrative can do is quite the
opposite: it helps us feel (which is what we are biologically wired to do) what others have
felt in a way that numbers or literal text cannot offer.
There is of course more than one way to justify my mixing of methods and, as is
not surprising with an emergent methodology, some of this reflection and justification has
been done post hoc. I do not think of my methodology as a methodology, so much as my
values and ways of being in relation to the case notes.
Denzin and Lincoln (2000) described the researcher as bricoleur as using a range
of qualitative methodologies as “an interactive process shaped by his or her personal
history, biography, gender, social class, race, and ethnicity, and by those of the people in
the setting” (p. 6). Although I could use this description to justify my approach, it seems
even more fitting to quote Kincheloe’s (2001) comments on the metaphor of the
bricoleur, which originates from the French word for handyman who uses whatever tools
are at hand. As Kincheloe has pointed out, there are connotations of trickery and cunning
in this term that reminded him of the chicanery of Hermes translating the messages of the
Gods. To some degree, I feel similarly deceitful in trying to match my own made up
methodology with the research literature. Kincheloe raised the criticism of superficiality
often made of interdisciplinary/bricolage research, and the charge that “Attempting to
know so much, the bricoleur not only knows nothing but also goes crazy in the misguided
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process” (p. 681). This quote resonates with me as I do have a fear that I have dipped into
various methodologies in a superficial and inauthentic way. However running
concurrently with my suspicions of superficiality in my patchwork of qualitative
researchers’ work there is a hope that my deep engagement and reflection with the case
notes will have produced something that is the opposite of superficial. I am heartened by
Stiles’ (1993) words that “sometimes scientists may be able to recount what happened
better than they can explain why it happened” (p. 600).
Methods
The methods section usually details the methods used for gathering the data, and
although I have already described how the data became available to me, it seems
appropriate to recap that process briefly here. The data at the centre of this study were
made available to me through the gift of an experienced therapist known to my
supervisor. To preserve the anonymity of the therapist, I have used the pseudonym Harry
for the therapist and Maggie for the client.
As a point of clarification, I consider that the case notes are the primary data. I
have analysed the data thematically, thus adding a reflexive overlay of additional
secondary data formed through my own relationship and response to the case notes. As I
go on to suggest, this has been part of the methodology, and my port of entry into the case
notes, rather than a primary data source. Having outlined the methods for gathering data
the focus of this Methods section is on methods of analysis.
Gilligan et al. (2006) described the methods of The Listening Guide as comprising
a series of listenings (not readings) which have been “designed to bring the researcher
into relationship with a person’s distinct and multilayered voice” (p. 255). The term
listening rather than reading is important because it highlights the “acute desire to engage
with the subjectivity of each research participant” (p. 255). At the same time, the voice of
the researcher is made explicit, “making it clear who is listening and who is speaking” (p.
255). There is an emphasis on there being a series of these listenings, underscoring the
understanding that the psyche is multilayered, changing, and contrapuntal. No single
listening is intended to stand alone.
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The first listening.
The Listening Guide’s first listening comprises two parts: a) listening for the plot
and b) the listener’s response. I followed Doucet and Mauthner’s (2008) approach of
using the grounded theory question “what is happening here?”. This is an opportunity to
consider where, when, with whom, and any context. Images, metaphors, themes,
repetitions and absences were also noted. I note that Doucet and Mauthner (2008) pointed
out that this approach is also used in narrative data analysis (e.g., Riessman, 2007) and I
think it seems clear that this approach, with its focus on stories, could be described as a
narrative methodology.
The second part of the first listening was described by Gilligan et al. (2006) in
terms that I quote at length because this passage was so evocative of the dialogical, and
reflective approach that was familiar to me from my role as a therapist.
we also attend to our own response to the narrative, explicitly bringing our own
subjectivities into the process of interpretation from the start by identifying,
exploring, and making explicit our own thoughts and feelings about, and
associations with, the narrative being analysed…we notice and reflect on where
we find ourselves feeling a connection with this person, and where we do not, how
this person and this interview touches us (or does not), what thoughts and feelings
emerge as we begin to listen and why we think we are responding in this way, and
how our responses might affect our understanding of this person and the stories
being told. (p. 257)
This second part of the first listening is where the process started to come alive
and make some sense to me. Reflexivity created “a dynamic process of interaction”
(Etherington, 2004, p. 47) between the case notes and myself. Attending to my own
response to the narrative in this phase is what permitted me to be in a relationship with
the case notes. This might also be described in Heron and Reason’s (1997) terminology of
experiential knowing, whereby I had an immersion in the case notes, which gave me a felt
“knowledge”, which I then tried to articulate as best I could. Until I could listen to my
own experience, I was isolated from and unable to experience the case notes, and they
remained a “problem”, in Marcel’s terms.
Reflexivity has been described by Finlay (2002) as now being “the defining
feature of qualitative research” (p. 212). In what was, to me, an unexpected development,
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this step of The Listening Guide, I found reflexivity actually became an important tool in
analysing the case notes. Interestingly it seems the only way I could gain any knowledge
of the therapist was to write myself into the story—which is perhaps initially one of the
things I would have sought most to avoid. I had been thinking that eliminating myself
from the analysis would best privilege the therapist’s experience, but now it seems
obvious to me that this was almost like trying to conduct psychotherapy with only one
person in the room.
My concerns about my reflexive process becoming solipsistic are allayed by the
idea expressed by Finlay (2002) that reflexivity offers a way for researchers to be explicit
about how intersubjective factors may affect their data analysis, an explication that is
offered as a move towards trustworthiness, transparency, and accountability. Similarly,
Stiles (1993) pointed out that the person who is transmitting the data is not immutable,
and given the topic has personal significance for me, a description of my own processes
helps to “illuminate the context” (p. 603) of my interpretations.

The second listening.
The second listening to the data recommended by Gilligan et al. (2006) in The
Listening Guide involves constructing what is called an “I poem” by following the
speaker’s use of the first-person pronoun. Gilligan et al. (2006) described the purpose of
the “I poem” as a way for the researcher “to tune into the first person’s voice and its
distinctive rhythms and cadences” (p. 269). They pointed out that “tuning into another
person’s voice and listening to what this person knows of her—or himself before talking
about him or her is a way of coming into relationship that works against distancing
ourselves from that person” (p. 259). “I poems”, they claimed, are a means for such
“tuning into”.
Using the passages that I chose with the method mentioned above, I followed the
two rules that Gilligan et al. described when constructing “I poems”. The first: (a)
underline every “I” along with the verb or important words: (b) maintain the sequence as
they appear in the text. This technique has the potential to cut through swathes of
narrative and picks up on a stream of consciousness like nothing else I have experienced.
It is a technique that fascinates me and has stayed with me in my daily work as a
therapist. I provide an illustration of constructing an “I poem” below.
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We’ve had two sessions since resumption of the year. The most significant event
seems to have been my falling asleep in the last session. One can speculate as to
causes, but the effect on Maggie requires no speculation: she said that “it was the
best 5 winks I’ve ever had”. Her reason for saying this is that she dissociated
when she saw me nod off but was able to witness the process. She [Maggie]
noticed that she “froze” and was unable to continue with a line of thought, she
noticed that [child alter’s name] was highly anxious because she thought I was
“leaving her”. Because I didn’t have the courage to confess to having nodded off
on the spot, we both resumed and finished the session. I rationalised my lack of
courage by deciding I didn’t want to risk interfering with her process by assuming
that her response (I saw her head jolt backwards as I woke) was a consequence of
my having gone to sleep.
It is not clear how long I was “out”. My impression was that it was for an instant
because as I jolted awake, I heard her inability to proceed so I summarised what
she had been talking about and Maggie was able to continue.
That evening, Maggie rang and was in a dissociative state, struggling with the risk
involved in asking me if I had gone to sleep and, it later turned out, if I would be
honest with her. As we talked on the phone, I could hear from her “it’s important
for you to be honest with me” that she could take my honesty and could be
responsible for its consequences. I remember reflecting for some time before
responding, partly to allow time to absorb the meaning of her utterance and partly
to recall the moment so I could be honest with her. I explained to Maggie that I
had been tired and hadn’t eaten lunch, so, perhaps, there was a physical
explanation, I also told her that I had found it hard to concentrate because of the
way she had been repeating her experience in order to deepen its meaning (or,
perhaps, to allow all relevant alters to absorb the meaning). The repetition had
been tiring. She seemed able to accept this explanation, needed reassurance of my
esteem for her then rang off.
Today, she said to me that the fact that I had responded honestly reassured her that
she was being taken seriously, that there was no repetition of a family refrain
“that’s only Maggie” and that my response reinforced her sense that she was
“real”. It also helped her to understand [husband’s] frustrations with her repetitive
way of speaking and consequent tuning out, it also helped her to understand that
61

[husband’s] tuning out was a trigger to experiences of inadequacy and
unimportance to him. Maggie also spoke of the fact that she [child alter’s name]
had felt compelled to write a letter to me in order to reassure me but Maggie had
been able to be mindful enough to help [child alter’s name] to write and destroy
several letters but not send any. In this way, [child alter’s name] was assuming a
role that, heretofore, I had held for her.
She also said that the fact that she had witnessed the split had “brought me out of
the corner”. By this, she means that [child alter’s name] is no longer stuck in the
corner of the kitchen in the house in [European country] after her father had come
to Australia. She is twenty, but sounds like a young 20 to me. She is dependent
but developing a sense of her own resilience, which, I assume will permit her to
develop further in her independence.
Our session today was 1.5 hours, but so-far, she has needed only one session per
week. Perhaps this is an indication of a gathering self-reliance.
The “I poem” that emerged from this section of the text follows:
she thought I was “leaving her”
I didn’t have the courage
I rationalised
I didn’t want to risk interfering with her process
I saw
I woke
I was “out”
I jolted
I heard
I summarised
I had gone to sleep
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I would be honest with her
I could hear from her
I remember reflecting
I could be honest with her
I explained
I had been tired
I also told her
I had found it hard
I had responded honestly reassured her
I had held for her
I assume
Although in the full text the way Harry is mostly absorbed by Maggie’s processes
is apparent, the “I poem” illuminates his responses further. One of the things that emerges
is a sense of being in some ways quite alone with Maggie, in that most of his thoughts are
tuned into Maggie, and are geared around responding in a way that will be therapeutic for
her—while at the same time, he is struggling with holding his own human difficulties
such as being so tired and falling asleep.
“I poems” have been particularly useful in the current study where Harry’s case
notes have been so closely tied to his relationship with Maggie, but the “I poems” have
helped me disentangle what is Harry’s own stream of consciousness and what is not.
Looking for Harry’s use of the first-person pronoun helped me locate him in the many
pages of the case notes that carry the story of his work with Maggie. The “I poems” have
helped keep a focus on Harry’s experience, which is particularly difficult in examining
therapy with a client with DID because the client’s stories are so dramatic they tend to
draw attention. As a therapist myself, there is also a temptation to get drawn into “treating
the client” at one remove, and this method has helped to keep the focus on the research.
Ultimately, I have not included any “I poems” in the final write up of the analysis,
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however, the technique of listening that “I poems” foster has been at the core of hearing
and finding Harry’s voice.

The third listening.
This listening is described in The Listening Guide (2006) as listening for
contrapuntal voices and recognises that a person expresses their experience in a
multilayered way. The term contrapuntal comes from the musical term counterpoint,
which refers to two melodic lines played simultaneously. Gilligan et al. (2006) suggested
that researchers use this listening to address specific research questions, although the
current study was motivated by a more general question of what is the experience of the
therapist. This may be why it is the step that I followed the least, and perhaps also
because following a third step crosses a line of becoming too formulaic for me. I think I
also retain some resistance to analysing the mystery out of everything. Although I like the
expansive potential of considering voice to be complex and multilayered, in reality, I
have struggled to find more than two strands in most examples. However, this step did
teach me to think about what was not being expressed, and led me to challenge myself to
see if I could pull more than one thread from a passage.
In this example, using the same excerpt from the case notes illustrated above, I
noticed that in the “I poem” here there were two possible contrapuntal voices: a voice
where there is acknowledgement of a loss of connection or being present with Maggie;
and a voice of stability, tuning into Maggie, and reconnecting and refocussing on her
processes. In this passage, I have cut and pasted the places in which Harry speaks of his
knowledge of loss of being present.
The most significant event seems to have been my falling asleep in the last session
One can speculate as to causes I didn’t have the courage to confess to having
nodded off on the spot I rationalised my lack of courage It is not clear how long I
was “out” I heard her inability to proceed I explained to Maggie that I had been
tired and hadn’t eaten lunch, so, perhaps, there was a physical explanation, I also
told her that I had found it hard to concentrate The repetition had been tiring
The second contrapuntal voice I listened for was a voice of voice of stability,
tuning into Maggie, and reconnecting and refocussing on her processes. Again I have
used the same method of cutting and pasting the segments from the passage above that
represent this second voice.
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I heard her inability to proceed so I summarised what she had been talking about
and Maggie was able to continue. As we talked on the phone, I could hear from
her “it’s important for you to be honest with me” that she could take my honesty
and could be responsible for its consequences. I remember reflecting for some
time before responding, partly to allow time to absorb the meaning of her
utterance and partly to recall the moment so I could be honest with her. I
explained to Maggie that I had been tired and hadn’t eaten lunch, so, perhaps,
there was a physical explanation, I also told her that I had found it hard to
concentrate because of the way she had been repeating her experience in order to
deepen its meaning (or, perhaps, to allow all relevant alters to absorb the
meaning). The repetition had been tiring.
For the second voice, it is possible to hear how despite the rupture, Harry proceeds
without shame, relying on his own judgement and experience and starts to speak honestly
and in so re-establishes the possibility for re-connection with Maggie, making it possible
for her to express her anger, so they can move forward.
I am aware of the messiness of the example presented above and can imagine
being given advice to present a pithier example. However messiness with large tracts of
text is the nature of the process, and although The Listening Guide has proved an
invaluable tool in gaining an in-depth tracking of an individual’s voice, it does not of
itself deliver up a neat set of themes. It is time-consuming, and it would have been
unmanageable to apply to the full length of the case notes. None the less, it has served as
a guide as to how to be with and listen to the case notes, rather than simply to look for
what was easily located or what I already thought I knew.
Naming the Research Paradigm
The discussion of methodology and methods so far has been a vehicle to explicate,
uncover and understand the epistemological and ontological principles that have guided
me towards my ultimate choice of methodology. Like Richardson (1997), I have found
that “writing is a theoretical and practical process” (p. 1) through which I have found it
possible to reveal the underlying foundations of my methodology that have shaped my
inquiry. Reflecting this process, I end (rather than begin) this chapter by discussing the
guiding research paradigm.
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In their introduction to the 2017 edition of the Sage Handbook of Qualitative
Research, Denzin and Lincoln argued that qualitative research has meant different things
at different times in history and that definitions of qualitative research work within
historical fields. Several authors (e.g., Guba & Lincoln 1994) have provided taxonomies
of the various paradigms that can be seen to underpin qualitative research. Following
from Kuhn’s The Structure of Scientific Revolutions (1962), a paradigm was defined by
Guba as a “basic set of beliefs that guides action” (1990, p. 17). Guba and Lincoln (1994)
originally listed and articulated the research paradigms positivism, postpositivism, critical
theory, and constructivism. Later, following an article by Heron and Reason (1997), they
added the participatory paradigm (Lincoln & Guba, 2000).
Ogilvy’s (1986) description of paradigms, as about “models, myths, moods and
metaphors” (p. 48), sits well with Marcel’s sense of mysteriousness. Heron and Reason
also understand reality as beyond the human mind but don’t give up. Instead, they claim
the researcher can “articulate reality within a paradigm, articulate the paradigm itself, and
can in principle reach out to the wider context of that paradigm to reframe it” (p. 275).
Lincoln and Guba (2008) had pointed out that within their taxonomy “there is
great potential for interweaving of viewpoints, for the incorporation of multiple
perspectives, and for borrowing, or bricolage, where borrowing seems useful, richness
enhancing, or theoretically heuristic” (p. 259). They gave an example from their own
research, where although they viewed themselves as social constructionists, they could
see how their work also reflected other perspectives. I see this as a very fluid
interpretation of taxonomy and even an invitation to researchers to be creative.
I think the current study might finally land within the participatory inquiry
paradigm described by Heron and Reason (1997). I might almost have described the study
as constructivist; however I was persuaded by Heron (1996):
There is an immediate difficulty with the idea that reality is a construction within
an individual mind. It raises the problem of solipsism, which is an ironic problem
for a science of the Other. For if reality is nothing but an internal mental construct,
no warrant can be given for supposing that the researcher’s view of them
adequately represents their own view of their situation. (p. 10)
In this Heron and Reason are arguing that constructivists do not acknowledge
experiential knowledge: “that is knowing by acquaintance, by meeting, and by felt
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participation in the presence of what is there” (1997, p. 277). It is from this perspective,
which they have called a subjective-objective one, that Heron and Reason speak to Guba
and Lincoln’s (1994) model of asking questions of each paradigm regarding
epistemology, ontology and methodology. Heron and Reason added a fourth dimension—
axiology, or what is it about the human condition that is intrinsically valuable. The first
three questions relate to truth; the fourth question is about “what human states are to be
valued by virtue of what they are” (1997, p. 286). This then balances the concern about
truth expressed in the first three questions and prevents accounts of values in research
projects from being rendered superficial (1997, p. 286).
The ontology at the heart of the present study is expressed well through Heron and
Reason’s description of “a given cosmos, a primordial reality, in which the mind actively
participates” (p. 279), so that through the active participation of the mind that we meet the
Other.
This encounter is transactional, interactive; to touch, see, or hear something or
someone does not tell us either about our self all on its own or about a being out
there all on its own. It tells us about a being in state of interrelation and
copresence with us. Our subjectivity feels the participation of what is there and is
illuminated by it…In the relation of meeting, my subjectivity becomes a
perspectival window filled with a world that also transcends it. (Heron & Reason,
p. 279)
Bateson (1972) had made the point that between the extremes of solipsism, in
which
“I make it all up”, and a purely external reality, in which I cease to exist, there is a
region where you are partly blown by the winds of reality and partly an artist
creating a composite out of inner and outer events (Bateson, cited in Heron and
Reason, p. 280).
To me, this is very similar to my experience of trying to make sense of the data. It
resonates with my experience of the way that The Listening Guide allowed me to occupy
a space in between Harry’s experience written in the case notes, and my own felt response
to his expression.
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The research approach of this study has been shaped and is supported by Heron
and Reason’s epistemology that suggest a knower participates in the given world in one
of four ways; presentational, experiential, propositional, and practical. I have indicated
that my engagement with the text has been a kind of participative encounter that has
given me an experiential knowing of the text. I have also suggested that I have used my
experiential knowing to generate a presentational style that includes and values stories,
contained within the case notes or arising from my engagement with them.
In terms of methodology, Heron and Reason extend their participatory worldview
to a methodology that they describe as collaborative “in which all involved engage
together in democratic dialogue as coresearchers and cosubjects” (1997, p. 283). Reading
this I am forced to face the reality that there has been a marked absence of democratic
dialogue with Harry during most of the process of this research, and it could be argued
that my use of Heron and Reason’s work is disingenuous. Rather than argue otherwise, I
want to acknowledge this point of disjuncture and be curious about it. In fact, in doing so,
I am given further opportunity to explore the values of the study, which is what Heron
and Reason would call for. Heron and Reason describe their four ways of knowing as
critical subjectivity, which they describe as a kind of state of awareness:
It means that we do not suppress our primary subjective experience but accept that
it is our experiential articulation of being in a world, and as such is the ground of all our
knowing. At the same time, we accept that, naively expressed, it is open to all the
distortions of those defensive processes by which people collude to limit their
understanding. (1997, p. 282)
If I reflect here and attempt such a critical subjectivity, it appears that the
inconvenient truth I have uncovered here is that I am not the co-operative researcher I had
imagined myself to be. Stiles (1993) reminded us that “qualitative investigators often
address topics that are personally significant and thus involve them in self-examination,
significant personal learning, and change” (p. 604) and it seems that I have unwittingly
done so. The un-cooperative nature of the methodology has been a surprising realisation
as Harry and I both initially imagined and talked about a co-operative research process, as
evidenced by the ethics applications we jointly filled out. Although I was not consciously
aligning my work with Heron and Reason’s participative inquiry paradigm until recently,
the underlying values it rests on, I think have always been expressed in the study in terms
of its epistemology and ontology. So why the disconnection here?
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I think the truth is that my own struggle with the methodology, made it difficult
for me to work co-operatively. To work co-operatively means that both parties bring
something which can be shared, and for a long time I felt had nothing to bring, and
instead chose to withdraw. The image that comes to mind is a poorly cat who has gone
under the house to die. Perhaps a kinder way to describe my withdrawal would be as an
incubation period, or more poetically as a Persephone journey downwards and inwards to
the underworld of invisibility, returning with a fragment of beauty, meaning and purpose
(Neville, 1992). It is true that I was aware that Harry had suffered ill health, and my
intention was to respect his need for space and not contact him but leave him to recover.
However, I think that I have actually avoided him and that my avoidance has been in part
shame driven.
This has given me cause to reflect on how I might have conducted the study
differently so that it might better have exemplified Heron and Reason’s participative
world-view. However, in thinking about this, I believe that my introverted nature, with its
desire to withdraw into thoughts, ultimately helped me seek a methodology that has been
productive, and well suited to my nature. I think that engaging Harry any earlier in the
analysis would have risked overwhelming and destabilising my fragile grasp on how to
proceed. Now that my grasp on the method is clearer as I see light through the writing of
the methodology, it has been possible to imagine ways of re-incorporating Harry into the
project, which is what I had always assumed I would eventually do.

Ethical Considerations
Ethics approval was gained from the LaTrobe University Faculty of Health
Sciences Human Ethics Committee (FHEC) (Approval Reference FHEC07/85). This
simple statement belies what was an involved and carefully considered and discussed
process. The complexity stemmed from two sources, the first being that the data had been
collected before the ethics application had been made. Though this issue would usually
raise questions regarding informed consent and confidentiality, in this case these issues
are irrelevant given the author of the case notes offered them to me. And perhaps more
significantly was the second issue that Maggie, although not a subject at the focus of the
study, had to be considered as a participant in formal terms. In the strict terms of the
application process, Maggie might potentially be considered “sick or frail” because she
had a history of being diagnosed with a mental illness. Furthermore, she was receiving
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ongoing psychotherapy from Harry, so it could be argued that her ability to refuse consent
or withdraw from the study might be compromised because of her therapeutic relationship
with Harry, whom she might not want to displease. In addition, there was the issue of not
wanting the research to impinge on the ongoing work between Harry and Maggie, so
although Harry had been informally discussing with Maggie the idea of publishing his
notes in some form, formalising the process was not simple.
It is interesting to me how uncomfortable I feel in discussing Maggie as a sick
person when it is in the context of an ethics application, which presumably is designed to
protect the vulnerable rather than see them as sick and incompetent. After several
meetings with Harry, and my supervisor at the time, and one meeting with the then chair
of the ethics committee, we formulated an application that demonstrated that we had
thought about the possible issues in as respectful and thoughtful a way as possible. We
suggested that it should be Harry and not me who would formally invite Maggie to give
written consent to participate in the study, so that I would not intrude on their relationship
and so that Maggie’s anonymity would be maintained. We suggested that, although we
viewed it as being paternalistic, if the FHEC thought it necessary, an uninvolved
psychologist could be engaged to do this instead to ensure Maggie clearly understood
how the research might affect her relationship with Harry and what was being asked of
her. Fortunately, this turned out not to be necessary.
As I write this, I have just looked again at the consent forms, which Harry and
Maggie signed some years ago. I am moved to see that Maggie has hand written on her
form “I understand your intention but there is no need for you to change names that
appear in Harry’s case notes”. I take this as evidence that she is a brave woman, neither
sick nor frail, and her generosity here is palpable. From my informal discussions with
Harry, I know that she saw the research as an opportunity for her and Harry’s story to be
told. I am only sorry that I have not been able to tell her story more. Although it is
obviously important that research ethics committees exist, and I was pleased and
interested to consider all the possible ethical implications of the study, I disliked having
to consider Maggie as sick and frail and perhaps as being in a situation in which she may
not feel free to voice her concerns. This may have been because it disrupted my view of
myself as the respectful, non-objectifying researcher, or it may reflect my naivety. But it
may also point to the fact that the ethical principle of doing no harm (non-maleficence)
needs to be balanced with that of autonomy, which would include a respect for Maggie’s
right to decide for herself what her attitude and involvement would be.
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Despite Maggie’s generous permission to use real names, I have used pseudonyms
for all those named in the data. This has included replacing the names of the alters, which
in their original form, were often derivations of Maggie’s real name. I have tried to
preserve the text in its original form wherever possible, however in an effort to make the
case notes more readable, I have corrected obvious typographical errors. Both Harry and
Maggie have the right to read and request withdrawal or amendment of any of the details
included.
In this way, the ethical considerations have reflected the major themes of this
chapter—the emergent nature of this whole methodology, its narrative presentation, and
the values underpinning this research paradigm. Ultimately, the methodology I have
arrived at is a combination of narrative and dialogical forms comprising textual analysis,
storied representation, and reflexive writing.
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Chapter 5: Finding Ways to Work with an Adult in a Childlike State
The purpose of this chapter, and the next two chapters, is to present the findings of
this study in the form of themes that emerged from the case notes along with my own
descriptive and reflexive narration.
One of the first things that struck me about Harry’s case notes was what I came to
call the “roller coaster”. The “roller coaster" refers to the extraordinary changes and ups
and downs in the way Maggie was feeling and behaving, how this affected what was
required of Harry, and how he felt and behaved in response. I note that other authors
(e.g., Chu, 1992, p.351) have used the same term the “roller coaster”. It seems as though
these dramatic ups and downs were taking place, almost predictably over time. My
impression was that no sooner would Harry report that Maggie seemed to be doing well,
and that the end of the therapy was in sight than there would be some dramatic and often
life-threatening turn of events that would completely undercut Harry’s optimism.
In my attempts to try to make sense of what was actually happening that was
causing the roller-coaster nature of the work, I came to see that part of what made this
work unusual, and later at times quite dramatic, was that Maggie would often be in what I
can only describe as a childlike state. It became apparent that Harry was frequently
working with Maggie in a way that I imagine one might work with a child.
Taking or Refusing to Take Responsibility
It is very interesting, however, that clear examples of Harry working with Maggie
in a childlike state do not appear until some time into the therapy. They begin to arise
approximately six years into the therapy as the full extent of the abuse Maggie suffered as
a child emerged, and the relationship between Harry and Maggie developed. Earlier in the
case notes, although I think this theme is still present, it is enacted in a very different way.
Particularly in the early part of the journals, there is almost a tacit battle going on between
Harry and Maggie, which is talked about in terms of the concept of responsibility. The
term responsibility is frequently used in the journals—150 times according to my word
count. The source of the battle to which I refer centres around Harry’s insistence that
Maggie is responsible for her own life, despite the fact that a childlike part of Maggie has
a wish that she will be looked after, and have her decisions made for her. The first
example of this struggle happens in the very first entry in the case notes which describes a
session, approximately seven months into the therapy:
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Later in the interview, she became aware of anger towards me after I had put back
to her a request to evaluate whether or not it is ok for her to feel peaceful about
being quiet rather than frenetic. She had several attempts at communicating to me
from her anger and each one seemed a little clearer as she spoke. She was angry
that I would ask her to consult with herself rather than with me and she expressed
irritation that I would not tell her what she should do or think. She seems aware of
the hope that I will deliver her from her existential responsibilities, however it is
not a clear thing for her yet to think in this way. (22/03/1993)
I think I can clearly hear the awareness that Harry has of Maggie’s wish that he
will take on the role of executive command and absolve her of what he terms her
“existential responsibilities”. Harry is quite clear here that this is a role he is definitely not
willing to undertake. I think I can hear an adherence to a philosophy in Harry’s thinking,
and he is prepared to bear Maggie’s anger in response to it. However, Harry’s certainty is
less apparent as the excerpt continues:
While my direction with her is clear, I am not as clear inwardly. My judgement is
that while it might be helpful in the short term, if I were to relieve her of
responsibility for knowing, deciding and acting on her own cognisance, it would
not be helpful on the long-term. I felt I could see some parallels with Morita bed
rest in that her mood is flat and disengaged and she may be showing signs of
boredom with her predicament.
My fear is that I am missing something obvious and she may kill herself. This fear
arises from her references to being and not being alive as of equal importance.
Opposed is my view that she is encountering some basic realities: that nothing
outside the self can deliver the self from the inevitabilities of life, that she bears
full responsibility for her own life. Each of these assessments are consistent with a
Morita perspective on therapy. (22/03/1993)
This extract is interesting because it illustrates some of the challenges that
working with this client involves. Having a philosophical stance that clients are ultimately
responsible for their lives, gives Harry a clear position from which to work. I think this
helps to make it possible for Harry to sit with, rather than respond to Maggie’s anger in
this session—he is clear about how to work with this issue. I also note Harry’s reference
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to theory in this session, both existentialism and Morita therapy1 (the only mention of
Morita in the journals). Perhaps at this stage of the work, Harry need to draw more
strongly from external theory, rather than his own experience and his relationship with
Maggie. Like Maggie, Harry seems to seek some source of guidance as a reference point
at this early stage of the work.
In the light of the bigger issue of Maggie being suicidal however, we can also hear
Harry’s anxiety. Maggie has hinted she is ambivalent about being alive, and Harry
records his fear that he is missing something, and she might kill herself. There is a tension
between Harry’s aims and the philosophical stance of the psychotherapy he wishes to
practise on the one hand—and on the other hand, Maggie’s immediate desires, and her
wish for relief from her suffering, and to be looked after. This is especially problematic
with a client who has a capacity to be volatile and self-destructive—you may not be able
to trust that they will act in their best interests. Hence there is a tension between what
Harry feels the long-term direction of the psychotherapy should be and the possibility that
it may be necessary to work differently with this client in the short term. Alternatively,
Harry recognises that Maggie may be demanding something different here of Harry than
he feels is the most helpful thing to be giving. Notably, Harry keeps his anxiety to
himself. I think this reflects the nerve required for Harry to work in an existential manner.
There is, I imagine a great temptation to see-saw from that position into rescuing. In this
example, it seems that Harry himself is accepting the existential anxiety of taking
responsibility for his own decisions. I wonder if this is something in which he feels alone.
Existentialism would, of course, remind him that this is a necessary tension and that he is
indeed alone with this.
In the next entry in the case notes one week later, it seems that Harry sees it is
possible to work with the idea of responsibility in a different way.

1

Morita therapy was developed by a Japanese psychiatrist, Dr Shoma Morita,

during the 1920s to treat “shinkeishitsu”, or what might now be known as anxiety in the
west. Morita therapy has its roots in eastern philosophies, and views anxiety as a normal
part of human experience. The aim of Morita therapy, unlike many western cognitively
based psychotherapies, is not to eradicate anxiety, but instead to help people to learn to
experience anxiety while leading an active and productive life (Chen, 2010).
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. . . she had felt very low and had tried in vain to contact me (I got that damned
machine again) and had felt angry, realising that she had to rely on herself again at
a time when she was feeling very vulnerable. She said oh I know that you have
other things to do with your working life and that I can't really expect you to be
there, but . . . She said that she had pulled herself together and had begun to feel
better,
Further exploration revealed that when she was 12 she had looked in vain for
someone to be her backstop and that somewhere very deep inside was a wish that
this could have been otherwise and could still be so. I let her know how I heard
the depth of her distress about feeling that there should be someone there for her
at an absolute level when she was experiencing the pain of abandonment.
I encouraged her to stay by the feeling and not to abandon it by speculating on its
meaning. (29/03/1993)
Up until this point in this edited excerpt, it seems possible for Harry to simply
reflect her wish—he does not invalidate it, he does not jump in and act on it or defend his
unavailability. Instead, he simply supports her to sit there with those feelings. He sees her
as strong enough to do this. The session continues:
She finished the session by asking me whether it was ok for such concerns as she
was expressing to still be preoccupying her after 7 months therapy. I said that I
was reluctant to specify a time for her work in case it became an imbedded
message for her to work within the time specified. I did say though, that people
whose traumatic experience had seemed similar to hers had been involved in work
with a colleague for 2 years. I emphasised that this was said to assist her to see the
work she is doing within a bigger context. (29/03/1993)
In the face of what may be another way of seeking his reassurance, it seems that
Harry has found a way to answer Maggie’s concerns and at the same time be clear about
his intentions in answering her questions. It appears a way of meeting Maggie’s needs
halfway, without compromising his position. However, that soon topples as the excerpt
continues:
…For the first time, I hugged her when saying goodbye. Was this a sign of
progress or of having been seduced into being her saviour? I am uncertain. My
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hope is that the spontaneous hug was my way of directly connecting her with the
realistic support that I have to offer, while disabusing her of the unrealistic fantasy
of salvation that she was nurturing deep within. (29/03/1993)
My feeling here is that although Harry is trying not to take up the role of
reassuring Maggie, his contradictory desire to do so (which is understandable, as I feel it
myself as I read the case notes) tends to leak out nonetheless and is expressed in his hug.
The fact that he debates whether it was a positive step or indicated he had slipped into
reassurance suggests his discomfort. His logical mind wrestles with what Maggie is
nudging him to feel. He uses the word “seduced” which may also mean he is concerned
there is a sexual element to it. This is an entry I will revisit later in the chapter.
A similar example of the struggle over taking responsibility follows, two entries,
and approximately one month after the previous excerpt:
Maggie felt very depressed and doubting that she has made any progress. Wanted
to know if it was alright to be taking such a long time. A great deal of imploded
anger with Cam [Maggie’s husband] and with me. I assisted her to let me know of
her feelings towards me and they were largely to do with disappointment at the
slow progress and resentment that I insisted that she knew the answers at the times
when she was asking for my reassurance about her rights to be as she is.
I told her that who she is as a feeling person is as basic as who she is as a person
who needs air, or who can be hungry. There is no debate about her right to what
she feels, thinks and wants. The only thing that can be judged is what she chooses
to do with others in response to the feelings etc.
The session went on for 1 1/2 hours and she needed a lot of reassuring. I felt
unhappy about ministering to her needs for as long as I did. (26/04/1993)
To my mind, the above excerpt expresses a struggle between them when Maggie
at times wants reassurance, but Harry refuses to give it to her and instead insists that she
holds the answers herself. However, in the face of her anger, Harry sometimes capitulates
and then feels unhappy about it. I am curious about what it is that causes him to lose his
footing and behave in ways that ultimately cause him discomfort. Harry does not tell us
what it was about this session that caused him to “minister” to Maggie’s needs for a
length of time that he is unhappy with. He does not mention that Maggie is childlike.
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However her need for reassurance perhaps suggests it. I wonder if Harry’s feeling the
need to give reassurance disappears when Maggie is in a more adult state.
The theme of responsibility is illuminated further in the next excerpt that refers to
a session that occurs approximately two weeks after the previous one. It comes after
Harry describes Maggie “feeling very positively about herself” and having “demonstrated
her greater capacity to manage relationships with others”. It is quoted at length because it
reflects Harry’s values of great respect for and trust in Maggie, and the pleasure he takes
in the work as Maggie is starting to trust and respect herself also.
. . . M told me that she remembered that I had said a while ago that it would be
nice if she were able to use her undoubted mothering abilities to "mother" her 12
year-old self. She went on to describe a lengthy self-guided fantasy she had
experienced last week in which she had sat with her 12 year-old on the couch,
brushing her hair, cuddling her into her [M's] dressing gown and doing all sorts of
nice things with her. "She sobbed for a long time". M told me that her mum and
dad had come into the fantasy and had comforted her 12 year-old self as well. She
said, I know it sounds strange, but it was a wonderful thing. I told Cam [husband]
and he thought it was a wonderful thing too . . .
I feel really impressed with her ingenuity and of the high level of self-direction in
her analysis of her needs and of the flexibility of the strategies that she is
employing. I feel as if most of them have come from her own resourcefulness as
well. The timing of the employment of self-help strategies has also been her own,
and seem to have been "right".
She raised the issue of termination today, saying that she still needed time with me
and that she'd use it to explore the range and extent of her resourcefulness with
others. I imagine that she's seeing me as a sort of backstop if needed, while she
performs) this task. Said that she needed reassurance that her concerns were not
trivial and that she was not taking someone else's time. I reassured her about my
willingness to continue to work with her and that I trusted her judgement about
when was the right time for us to finish. I felt able to make such an open ended
commitment to M as I do trust her judgement and consider that she is engaged in a
process of realising that she too can trust her judgement. I finished by saying to
her that earlier on, she often sought to have me tell her if her thoughts and
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behaviours were "alright" but that I thought that nowadays, she was realising that
her own judgement about such questions is worthy.
It was a great session, ending on time, in which I felt excited for M. She spoke
earlier in the session of feeling like she's being reborn. A good deal of my
enjoyment comes from the sense of being a patient midwife. It's a role that I find
peaceful and integrative. (10/05/1993)
In this early stage of the work, Harry has made few explicit statements of how he
feels about the work, concentrating instead on Maggie’s processes and how he manages
them. It is really not until much later in the case notes, as the intensity and challenge of
the work increases, that Harry writes more frequently about how he thinks and feels. In
this excerpt, however, as Maggie has reported that she has been feeling better and that she
has been able to mother her own childlike self, there seems a great sense of freedom and
relief in Harry, that he can relax safe in the knowledge that Maggie can be strong and is
growing and will act in her own best interests. They are not battling over responsibility
now. Harry’s enjoyment of the role of “patient midwife” points to his sense of the client’s
responsibility for the work. His reference to having previously reminded Maggie of her
own “undoubted mothering abilities” suggests he also sees his role as that of coach, and
of course, when Maggie is able to engage her own mothering abilities, there is less need
for Harry to feel the great responsibility of parenting. Instead, he can occupy the roles of
“patient midwife” and coach and imagine himself acting as a “backstop”. His optimism
seems vindicated by the work to this point.
I notice that Harry writes that in this buoyant session Maggie raises the issue of
termination, which within this discussion of babies and midwifery, might suggest the
termination of pregnancy. Why, I wonder, didn’t Harry write “ending their work
together” or some other less clinical term? In fact, Harry uses “termination” only twice in
the entire case notes of fourteen years of therapy, the other example having been in the
session directly before the one above. Indeed, this is the last time Harry uses that term,
preferring later to use terms such as “getting to the end of our work” (17/04/2007).
Perhaps at this early stage of the work, when they have not been through so much
together, the idea of finishing the work is not as significant as it later becomes. It may be
too that Harry’s approach at this point is more classically clinical.
The discussion on Maggie’s childlike self continues in the next excerpt, written
ten days later and approximately nine months into the therapy, which I have extracted
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from an extended entry in which Maggie has been talking about her desire to be treated as
an independent adult by an older woman she knew. Harry has supported and empathised
with the experience, but reminded her that part of her is adult and competent and the one
who can parent the younger parts of herself, there are no magical parents anymore. Then
Harry writes:
M also questioned me closely about the issue of what is right. She pointed out that
if she went to a doctor and asked to be guided as to "right" practice to take care of
herself physically, that the doctor would say what is right and wrong. With me,
she expects me to say "right" to anything she proposes. I think that she finds this
characteristic disorienting. She went on to talk about the Waco siege, about
Jonestown and about psychologists who have sex with their clients. It was obvious
to me that she was unnerved by the absence of clear guidelines about what is right
and what to expect about her psychological functioning.
I countered by contrasting the purposes and tasks of biomedicine and
psychotherapy. I pointed out that there are reasonably discreet areas of
biomedicine in which precise statements about what is right can be made by
practitioners. I told her that in psychotherapy the terrain was different in some
ways. While it is possible to make declarative statements about the helpful or
harmful effects of certain counsellor actions, much of what in psychotherapy is
called "knowledge" is, in fact, a carefully constructed and researched set of
metaphoric assertions about human functioning. I said that at core, if she wanted
me to be declarative about any "truths" of psychotherapy, it would be to say that a
failure to be respectful of one's own integrity and inner wisdom was a fairly sure
way to be neurotic. I added that I see the certainty that she seeks as a flight from
the reality of the unknown aspects of life. (In Yalom's terms it would be a flight
from meaninglessness). I told her of my view that excessive and rigid adherence
to either conventional forms of "reality" or to those concocted by people such as

Yalom, I.D. (1980). Existential Psychotherapy. New York, NY: Basic Books.
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David Koresh  seemed to undercut the integrity of the individual person and
leaves him or her open to neurosis or worse. (17/05/1993)
In the above section, it seems that Harry is hearing Maggie’s sense of being
disoriented by his style of psychotherapy which rather than giving her clear rules and a
clear framework, insists instead on her “own inner integrity and inner wisdom”. I am
interested in the way that he has come out of his usually reflective role and responded to
the literal content of Maggie’s concern. He seems to deliver a bit of an address,
presumably explaining his philosophy and his intentions in order to attend to Maggie’s
sense of disorientation by providing an anchoring of sorts. In discussing these issues with
her in this way, he is very much treating her as an intelligent adult and peer and perhaps
strengthens the adult in Maggie in this way. Harry does speak authoritatively—but
against authorities, and I wonder whether they have a shared need for anchoring amidst
the unnerving spectres of David Koresh and “psychologists who have sex with their
clients”.
Harry sounds unusually forceful on this topic and makes strong assertion of his
values and clear criticism of therapists who have been known to take advantage and abuse
their clients. I wonder whether the strength of his response may also be a response to
Maggie subtly asking Harry whether he will abuse her. He seems to deal with the latent as
well as the literal content of the session.
Nonetheless, Harry’s address here gives insight into his feelings about
psychotherapy’s fit within the scientist/medical model. We also learn something of the
“truths” (the inverted commas are Harry’s) of Harry’s counselling philosophy, namely his
belief in the importance of listening to one’s “own inner integrity and inner wisdom” as a
way to avoid neurosis. The session continues:
As to her reference to psychotherapists screwing their clients, she later said that
she had no real fear of this with me, but she said that without clear perimeters
about what is "right" it would be easy to think that anything is.



King, M., & Breault, M. (1993). Preacher of Death: The Shocking Inside Story

of David Koresh and the Waco siege. Ringwood, Australia: Signet.
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I told her that the questions were important and need to be reflected on, however
even though it is clear to me that such behaviour would be unethical and not in my
client's interests, I pointed out the there are no sets of rules that can absolve her or
me from the responsibility to deal with the freedom that we possess to make
choices. (17/05/1993)

Although it is not clear from the excerpt, it does sound as though Harry has asked
Maggie if she was concerned that he would try to initiate a sexual relationship with her.
Harry discusses this issue in terms of the concept of responsibility, perhaps reflecting the
way Maggie presents this issue at this stage of the work. It is perhaps too early in the
work to discuss this issue in other ways, which becomes a critical one later on.

Finding ways to work with childlike parts.
In this and the following sessions, Harry begins to coach Maggie in how she can
understand and take responsibility for the childlike parts of herself she has spontaneously
begun to visualise.
M also seemed to need reassurance about the possibility that envisaging herself as
a 12 year old being comforted might be a sign of psychosis. I asked her if she
hallucinated and she said that she did not. I explained to her that I saw her ability
to visualise and to work with the visualisation images towards greater completion
was an important way to facilitate her welfare. I likened the "self" to a state. I said
that a healthy state is one in which the organizing principles and institutions are
intact, humane and earn the respect and support of the citizenry. Similarly a "self"
is healthy when it is open to experience and able to allow the different aspects or
voices to have their say. Such adaptability and flexibility are inimical to neurosis.
(17/05/1993)
Harry reassures Maggie regarding her childlike presentation, where she seems to
be asking if it is OK to bring this part of herself to the therapy. The truth is that in the
past, it has not been safe or OK for Maggie to be a child. Harry’s response changes the
language from pathologising terminology to a focus on the inherent strength in Maggie’s
experience of herself as a child.
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In this next edited excerpt, written approximately one week later, Harry spells out
ways Maggie might take up the responsibility of working with the child parts of herself.
This way of working seems to evolve between them. Maggie visualises spontaneously
and in the moment finds ways to respond and comfort the child parts of herself, so
Harry’s role is to recognise the significance of this and give her a frame for understanding
the role that plays in her development, and reassure her also that she is not going mad.
Harry writes that Maggie:
had been experiencing spontaneous visualisations (with audition) about herself as
a baby, as a two year old, as an eight year old, and as a 12 year old. As a baby, she
"saw" her parents' disappointment that she wasn't a boy (she was the fourth girl).
She saw her father's decision that he liked her nonetheless. As a two year old, she
saw the packing to leave [a European country] to join her father who had
emigrated six months earlier to find a job…. She spoke of how the 40 year old self
was the comforter of all the other aspects including needing to speak to the two
year old self in [a European language].
M was a little worried about all of this, and I spoke to her of my understanding of
what was going on. I told her that when each of us experiences a trauma when
growing, that although most of our body/mind continues to grow, there is a part of
our consciousness that cannot. That part is stuck, and in M's case, stuck without
words. It is now necessary to assist those aspects to speak, to find the right words.
I told her that her 40 year-old might be able to assist the other parts to find that
voice. I emphasised that her mature self is the only one with the authority to speak
and offer the needed comfort and advice. That such support offered by me or
anyone else, lacks the necessary authority because we haven't M's temperament,
or the experience capable of providing us with the necessary authority.
(24/05/1993)
In this example, Harry explains how he understands the childlike thoughts and
behaviours in forty-year-old Maggie to be the product of a trauma thwarting the normal
maturation process. I notice that Harry retells the story of what he has heard back to
Maggie, using her understanding that part of her is still a child, but overlaying that story
with a way of understanding it so it need not be so frightening. This is the way an adult
might help a child understand something that has been distressing. Harry acknowledges
that although part of her is stuck and childlike, this childlike part is still important. He
82

supports the child, but also seeks signs of the adult Maggie. He emphasises that despite
the stuck part of Maggie’s consciousness, there is also a part that is mature and has the
resources to assist the stuck part to start to grow again. It is a description of DID that is
not blaming or pathologising. It does not isolate and single her out as a sick person or
victim, but instead, views DID as an understandable human response to trauma and is an
understanding that connects her back to what it is to be human.
I also notice the way Harry does not challenge, but works with and adopts
Maggie’s understanding of what is happening for her. Harry does not say “but you were a
baby, how could you remember those things”, he instead matches Maggie’s state of mind.
Harry’s emphasis on Maggie’s competence and her expertise in being the only one
who can judge what is best for her is taken a step further in the next excerpt from the
following session. Again Harry emphasises the importance of acknowledging and
listening to what this childlike part of Maggie’s consciousness has to say. He clearly
understands the childlike part of Maggie’s consciousness as not something to be
outgrown, but something to take notice of! Rather than viewing this childlike state as a
pathology or symptom of trauma, Harry writes:
I have been taking the line that she has a right to proceed at her own pace
however. She spoke of the "little one" wanting to stay in bed now, whereas she
had been coming out onto Maggie's knee for a cuddle. I sided with the little girl,
saying that it is important to validate her experience. I suggested that M could do
the equivalent of sitting on the side of the little one's bed and provide her support
that way. I also spoke of the importance of the little one, pointing out to M that
her experience of the simple joy of being is a consequence of this "little one"
aspect of her psyche. (31/05/1993)
Harry seems very comfortable and ready to work with Maggie’s visualisation and
coach her in relating to this aspect of herself. In the next session, one week later, there is a
development in the therapy that seems to flow from the way it has valued and supported
this childlike part of Maggie, as she is starting to reveal that she has been abused.
Maggie in a state today . . . She was very prone to going into a very defended
place where she seemed to be trying to keep the insistent voice of her 12 year old
quiet. A lot of the hand movements across mouth were evident as she tried to shut
her up. It was clearly stressful to M to own up to what the little one wants. When
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she spoke finally, the 12 year old wanted to speak to [her sister] but was fearful of
rejection…M has expressed concern about giving attention to the little one. She
seems worried that this might be a sign of madness, that it might be an indulgence
of her needs which keeps M stuck with the problem. I reflected today that M was
one among a number of people in the life of the little one who were wanting to
shut her up. M spoke of the loudness of her voice inside M's head and of her
insistence. She seemed to be better aware of the fact that M was also trying to shut
her up. I feel that I am the only one with a desire to assist the little one to speak
and have her needs met. (07/06/1993)
I underlined this section very early on, even before I had identified any possible
themes. I remember being drawn to Harry’s writing that he feels “that I am the only one
with a desire to assist the little one to speak and have her needs met”. I am still struck by
the idea that Harry sees the “little one” as being well worth listening to, and that he sees it
as his role to make sure that she is heard. There is energy in this statement, and I can see
that he feels this is important. I wonder if this is because he sees the “little one” as
holding the primary emotion?

Therapy as reparenting.
As relationship trust develops and more of the trauma is disclosed, this demands
of the therapy that it take on clearer aspects of reparenting. In the next excerpt, from the
end of a session the following month, approximately eleven months into the therapy,
Harry encounters more sense of the trauma Maggie has experienced. After some initial
reluctance, Maggie for the first time in the case notes, fully describes when she was raped
as a child. Harry writes “In bits and pieces, Maggie revealed that she had been raped” and
he notes that during the retelling Maggie seemed “psychologically young (at around 10
years of age)”.
As Maggie retells what happened, Harry writes “I reflected what M was saying,
trying to speak plainly about the things that she was quite obtuse about. I was trying to
help by confronting her gently with the bald reality of what she was saying and hoped at
the same time, to convey to her my acceptance of her”. Following his description of
Maggie retelling the rape Harry writes in some detail about the aftermath of the session. I
quote it at length for what it shows about his attitude to her, the role he takes on, and the
way the way the therapy seems to become a reparenting.
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The work had been slow and we were near the end of time. I let her know that we
were close to the end. She said "You won't get rid of me will you?". I told her that
I would not, and offered to let her rest in another room while I saw two more
clients. As she was getting up to walk to the other room her legs failed and she
fell. I managed to support her to the floor and she rested there for a minute or so,
then said "I can manage now". I took her out to the other room, and made a cup of
tea for her and gave her a blanket and a comfortable seat. I was worried that she
was in shock but her skin was warm and she seemed able to express herself
adequately, although she was clearly regressed.
My pup came to her and licked her hand and M was comforted by this attention.
I saw her briefly between the two clients. She had sat herself in the corner of the
room with the blanket covering her whole body. I inquired and found her to be ok
but struggling to assimilate [today’s] material. I asked if she wanted more tea and
the offer was declined.
After the third client I returned to the room to find M in the same position. I sat
with her and we spoke. She talked of her shame. I reminded her of how young she
had been and of her right to be protected and of the fact that what [the perpetrator]
had done was very wrong. I said that as I was not clairvoyant, I was unable to say
with certainty that) her experience was "real" at the time, however I was certain
that her experience of the pain of rape during our session was real. I told her that it
was a frequent experience of women recovering from rape to doubt their
experience of it, to wonder if they were imagining things and that this was a
further way in which their rights and sense of worth was undermined by the
experience. I said that the pain I'd experienced in her this morning was real and
that it probably reflected that her memory was accurate. I didn't say that she could
check with M about the blood as I didn't want to confront an already fragile
woman and I know perfectly well that she would know that this avenue is open
anyway.
She asked if recovery of this memory might help her to sleep and told me that
she'd been woken often by [her husband] who was worried by her tears and
struggles during sleep. I said that it may. That she was involved in a process of
recovering memory and that as she spoke of it to me it lightened the repression
and may assist her with sleep.
85

She had a herb tea and left after about 15 minutes. I didn't want to hurry her. She
is a realist and was capable of monitoring my right to time to my other work. I
was also wanting to provide for M, an experience of being given supportive space
and time, as this had been denied her when she was a child. (12/07/1993)
It is in that last sentence that the idea of reparenting comes to mind. He supports
her both physically, and psychologically until she can manage for herself—which she
does. He trusts her to do this. There is a simple acknowledgement without drama or
question, that Maggie is in a fragile and childlike state and needs special care and
attention—he provides her with simple creature comforts that a nurse or neighbour might
provide someone in shock (helps them to the floor, blankets, dog, tea)—but not what you
might expect from a therapist. He does not cynically or defensively mention boundaries;
he cares for her. At the same time, I notice that Harry points out that although Maggie is
in a regressed state she is still competent and he can trust her not to demand too much,
and not impinge on his time with his other clients. He is confident she can be both
regressed and realistic. He is also not so immersed in Maggie’s world that he deserts his
other clients, he meets his professional responsibilities and lets her know he needs to.
This excerpt also shows us something of how Harry works with recovered memory—the
line he walks—accepting it as reality—not invalidating her experiencing but indicating
that he can only talk probabilities, rather than objective truths. I note that he references
his own experience of the session as a measure of what is real.
As the work progresses, working with Maggie in a childlike state becomes a very
central component of the work. Harry listens as a number of child alters emerge. In this
excerpt from a session approximately five years later than sessions in the excerpts above,
I notice that Harry has completely accepted Maggie’s alters and speaks of them as of a
group of children:
There have been a number of sessions in which Maggie has been trying to
integrate T and NN. I have been struggling somewhat because I just want it to
happen. It’s like we are so close to finishing and she is not able to. I have to take
care not to parallel her own internal processes of intimidation.
T has gone through a process of peeing everywhere and risking Maggie’s welfare
by wanting her to go into a mans toilet on the way home from [country town] a
week ago. T also climbed a tree and peed from the top and this gave him a sense
of what it is to be a boy. Maggie has been trying to indulge his needs and sees
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some progress but from where I sit, I am frustrated by his contrariness and
unpredictability. I have a lot on my plate at present and just want it finished. I am
afraid that this attitude is apparent to Maggie and this is contributing to the
messiness.
There is also a need for a juggling act because of the fact that NN’s needs have
also to be accommodated. She wants to have nothing to do with T because he
doesn’t have her interests at heart and will try to trick her. This seems to be a true
fear and assessment. I have tried to help by pointing out to him that if he tries to
trick Maggie or NN, he is only tricking himself and this is not good. I suggested
that he content himself with tricking others. I have also tried to help by getting NN
to seek the protection of R [adult male alter] and by getting T to ask R how he
learned to speak gently to the girls so they wouldn’t be scared of him. I have my
fingers crossed. I just haven’t the time at present to give in an open-ended way
and Cam [Maggie’s husband] seems unhappy with the number of consultations
needed (3 last week and 3 this week). (18/02/1998)
Working with children can be frustrating and isolating. It is particularly frustrating
and difficult when the children are fighting. Uncharacteristically, here Harry seems like a
tired adult dealing with difficult children, impatient and in a hurry for the work to end.
The male child alters don’t seem particularly likeable at the moment; they are naughty
and dangerous. I wonder whether this is what is making Harry impatient, or is the
external pressures to which he alludes? He mentions he is time poor, and he is unable to
“give in an open-ended way”. Is that what he feels is required of him? Maggie’s husband
is also applying pressure. I wonder whether these external adult pressures affect Harry’s
ability to suspend reality in the way that is necessary for him to enter this imagined world
indefinitely? He cannot come play this time; he is an adult with an adult world to contend
with. He cannot hold reality back for the both of them all of the time. This highlights
some of the challenges and difficulties of the work. Sometimes it sounds like he wishes
that Maggie would just grow up.
In the next excerpt, a few weeks after the session discussed above, Harry has
however found a way to engage in playful learning with the childlike male alters who
previously so frustrated him:
In the process of helping T [male child alter] to understand what integration with
NN [child alter] might mean, I said that it was like two sides of the one coin and I
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gave him a dollar to remind him of this. At a later session, Maggie told me that
they were “back to back” which wasn’t very flexible. I told T that I was doing my
best to help him understand and, in truth, I was also doing my best to understand
too. I asked him if he could describe it better. After thinking for a while, T said
“maybe it is more like when you mix topping and milk to make a milk-shake. I
suggested we try this and we went into the kitchen and mixed a raspberry milkshake. As raspberry was the favourite of NN I thought that her interests were
being included. After putting in the ingredients and expressing anxiety that each
might be lost, I encouraged T to see if he felt lost as milk with topping poured in
and to check with NN to see whether she felt lost. Neither did and he enjoyed the
milk-shake. (04/03/1998)
In the excerpt above I like the idea that Harry and Maggie’s child alters are in a
sense, both childlike and enquiring in both seeking ways to make sense of what is
happening with Maggie. The milkshake is helping them both to understand. Harry is
working with metaphor, and then translating it to the physical world. He gives her a coin,
however Maggie’s alter then decides he dislikes the rigidity of such a metaphor and
supplies another that Harry suggests they create together—literally! He is working
intuitively, creatively and spontaneously.
Seven days later, Maggie again arrives in a childlike state, and Harry writes:
I’ve seen Maggie twice today. She was working on the integration of T and NN
and has been making heavy going of it in a sense that has not been the case in
previous integrations. I am struck by the regression in Maggie that is induced by
the proximity of T and NN. This morning (the first session) T came with a picnic
which we ate on the grass. The picnic consisted in the makings of a Ribena milkshake and two bags of lollies. He proclaimed that there was to be no work today
and then threw a file at me that contained a number of pages of Maggie’s writing.
In them, she was displaying her emerging understanding of the situation regarding
T and NN and of the need for her to be more understanding of them and loving of
them as well. T said that it was Maggie who packed the ingredients for the picnic
and it was in this way and in the note writing that she was helping the integration
to occur. At the core, T and NN were wanting me to engage with them in activities
that confirmed their existence and to reassure them about their fears that they
might cease to exist if they went inside. (11/03/1998)
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Harry’s openness to eliciting and working with metaphors from his client’s alters
seems confirmed here. I think the fact that Maggie has arrived with a picnic suggests that
Harry’s use of the milkshake in the previous session, is something that has really captured
Maggie’s imagination. He has tapped into something that speaks to her, and she is
running with it. There is now something like a tape loop running between them, with
Harry and Maggie like spools. It is a co-created dialogue. It is also a reminder of how
important food is when looking after children generally, as it punctuates and provides
rhythm, sustenance and comfort throughout the day. We also learn the purpose of the
picnic “T and NN were wanting me to engage with them in activities that confirmed their
existence and to reassure them about their fears that they might cease to exist if they went
inside”. From this I read that it is Maggie who is showing Harry what she needs, she
needs these child appropriate activities so that the childlike parts of herself, expressed in
these alters, are recognised and enacted. She needs Harry to participate and see this.
Harry doesn’t tell us how he feels about all this, other than to write “I am struck by the
regression in Maggie that is induced by the proximity of T and N”, so he is perhaps a bit
surprised, and tells us that he sees the source of the regression as external to Maggie (i.e.,
it is caused by the proximity of these alters). However, despite speaking at first as though
T and NN are external, Harry’s way of working indicates that he doesn’t actually see
them as external at all, rather his view is that they are split off parts of Maggie. He seems
to willingly, happily participate in the picnic, which I imagine to be an enactment of what
the childlike parts of Maggie need. He is led by Maggie’s sense of what is the best way
forward.
In the next excerpt two years later, and seven and a half years into the therapy, we
see more of the real challenges and risks in this work. Harry again is using food as a way
to engage with an adult in a childlike state, but this excerpt puts the need to work in this
way back into the context of working with someone who has experienced trauma. This
entry in the case notes occurs after Maggie has been suicidal and has made a number of
serious and violent attempts to kill herself as she tries to come to terms with the abuse she
suffered as a child.
Two days later (in the morning) she rang me again to say that she could feel and
hear the dogs and couldn’t get out of bed. I helped her by reminding her that this
was real in her vivid memory of the situation, however the dogs were not there. I
asked her to open her closed eyes and look. She did. I continued with the reality
testing for a period. I then asked her if she’d seen surfers who had finished their
89

swim, peeling their wet suits off? She said she had and readily climbed out of bed
and peeled the dogs off her and threw them out of the window. She then had a
shower (I suggested that she wash herself gently and not use a scrubbing brush)
and washed the feeling down the drain. After the shower, she rang me back to sing
for me the song she’d made up about “washing the bad feeling off her body, down
her legs and down the drain”. She was proud of her song.
…She spoke of red lemonade and I said I’d get some for her for tonight’s session.
I reminded her that she had aspects of herself that also knew a lot and could help
her feel steady if she sought their help. I told her that when I feel little, there is
also a grown man in me who is able to give perspective to the little one who is
sad. We talked about G [alter] who knows so much and I asked if she knew where
she was. She said she could see G and she was smiling. During the course of this
work, I helped her to notice the difference between what she felt (anxious,
apprehensive) and what she saw (G smiling). I reminded her that her feelings were
only part of the reality of her experience and that it was important to look at all the
information. Eventually she walked into G’s arms and was held there. She said,
could I do that with the others? I said she could and she hung up to do the work.
(29/02/2000)
I think in this excerpt Harry engages with the childlike part of Maggie in a
different way from the way he did in the previous excerpts where he listened to and
joined the child alters. It is a phone consultation, and this is not the time to immerse
oneself in the world of the child and the trauma, Harry instead brings the voice of presentday reality. This is not a time to explore and explicate; it is a time for containment. He
reminds Maggie that the memories are from the past, not now. His use of metaphor, with
the surfers peeling off their wetsuits, appeals however to a child’s need for experiential,
physical learning, and story telling (yes, adults need this too). She can act this out and
peel the memory away like a surfer. He subtly reminds her though that she still has adult
capabilities, by modelling how he manages the part of himself that is childlike also. He
encourages Maggie to rely on the alters/parts of herself that can help her when she is
struggling. Maggie adopts this strategy readily. He is speaking to her understanding of
having split off parts of herself, but is turning this understanding to her advantage. Harry
also coaches her through her anxiety. He sounds calm and confident in the directions he is
giving.
90

Providing a Home, a Place to Stay
By approximately 2001, roughly nine years into the therapy, there is evidence that
Harry has started to work in concrete ways with Maggie’s envisioning of him as a father
figure. Harry’s wife Dawn has also been adopted as a mother figure, and his home where
they conduct the work has become part of the therapy. There are a number of examples in
the case notes that demonstrate how Harry comes to work with Maggie’s imagining him
and his wife as her parents and their home as her parental home:
Maggie has been working on integrating primary attachments in the last few
weeks. The form it has taken has been for H [female child alter] to seek legitimacy
for her attachments to me, Dawn and our home. Maggie has resisted the process in
various ways and I found out today that it is X [female child alter] who has
provided most of the motive force for the rejection.
X reluctantly admitted her love for me today. She had previously been trying to
tear up an extended card that Maggie began writing to Dawn last week. The card
turned into a 16-page document written mostly from H’s perspective, but
sometimes in H’s handwriting and sometimes in Maggie’s. It was acutely
embarrassing for Maggie to listen while I read out H’s sentiments in which she
was, essentially, acknowledging her attachments to me and Dawn and to the
house. X’s rejections and embarrassment revolved around the fact that she is not
our daughter. I said that H and X’s perspectives were legitimately different but
continuous. That it is necessary for H to know that she is literally our child and
that this literally is her home. I said that this would be replaced, in due course, as
she matured. But right now she needs the magical thinking and literalising of the
situation. We all need that. Fortunately Maggie was able to identify a similar
process in a grand daughter who has assumed ownership of her and Cam’s home.
(14/08/2001)
As has usually been the pattern, Harry supports the expression of the child,
trusting she knows what is needed next, but also acknowledging that this is a stage, which
will be grown out of. He narrates the story back to her, allowing and incorporating her
version of the story, but also threading back in a psychological understanding of what is
happening. Again this pattern is familiar; this is how Harry works with an adult in a
childlike state, no matter where it may take him. The session continues:
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It was equally important for Maggie to acknowledge Dawn as mother. She
recalled occasions on which Dawn had gone out of her way to take care of her
(specified in her “card”). She was aware of a tension about wanting and needing
such attachment and communicating these needs in the concrete reality of the
present time. I supported her in actually letting Dawn see the documents having
forewarned her that if I thought there was inappropriate or boundary invading
aspects to this, I would inform her. I found no such problems in the contents of
what she’d written. The most touching thing was the prospect of Dawn
experiencing the direct child-feelings and appreciating them.
Once again, I am wondering how close we might be to the end of therapy. Maggie
is saying explicitly that this part of the work is about “leaving home”. I
encouraged her to stay tuned to discordant internal responses and she has been
able to remain steady enough to notice signs of rebellion and to respond to them.
The writing of the card was one level at which she had been able to face,
wholeheartedly, her attachments to me, Dawn and the house, dogs and artefacts,
but when it actually came to expressing these sentiments she began to dissociate.
She managed, by an effort of will, to stay present and managed well to go into and
out of varying aspects of her consciousness while remaining substantially present
as Maggie. This strikes me as a very good sign of integration and maybe we are
looking at an ending in the not-to-distant future. (14/08/2001)
Harry sounds moved by the idea of his wife receiving Maggie’s words of
appreciation. He encourages the communication to Dawn and the expression of Maggie’s
feelings in the concrete world. It is in this context that Harry mentions the ending of the
therapy. He sounds excited, and it suggests that Harry sees Maggie’s attachment to him,
and her growing ability to express these feelings rather than dissociate from them, as
signs of her improvement.
I am interested in the way Harry has fostered Dawn’s role in the therapy, albeit in
an imagined sense. Throughout the case notes there are mentions of Dawn having
incidental interactions with Maggie (i.e., answering phone calls), which I assume are a
product of Dawn’s presence in the home, which is where Harry works. Maggie has
imagined Dawn as mother, to Harry as father, and Maggie’s imagining of Dawn as
mother plays quite a role in Maggie’s creation of them as her family. It reminds me of
Deborah Luepnitz’s mention of the tendency for Lacan’s clients to form a relationship
92

with his secretary, Gloria. This speaks of an adaptive creation of a therapeutic community
by clients. It also says something about the setting of the therapy, and how it has become
a part of the therapy. In this case, the setting includes not only Harry’s wife but his house,
garden and dogs as well. Harry gives freely of his wife, his home, his family, his life. He
is generous with this, and it has allowed Maggie a freedom to create what she needs—the
experience of a nurturing family. Harry understands this very clearly as several years later
he writes about a session regarding Maggie going on holiday:
Going away to Queensland, I now know, confronted her with a realisation that she
would be losing an important reference point for her own worth that resided in me
and Dawn. We were the parents that gave unconditional love. (15/10/03)
From an imagined sense to a reference point in reality, Harry and Dawn provide a
concrete point of reflection in the real world for Maggie so she can see and know that she
is valued.
In the next entry a month later, and just over eleven years into the therapy, we see
that it is through envisioning Harry as a father figure, that Maggie is able explore other
elements of her early relationships.
I went out to collect the paper from the front driveway at 8.15 am and found
Maggie sitting inside the front gate in her pyjamas, with a warmer jacket on top.
She was making a mewling sound that was punctuated by stuttered words (no and
yes were the easiest to discern). I spoke quietly to her, touched her face, hoping to
reassure her that she was safe. Her car keys were at her side and after a few
minutes I found that she had a Stanley knife, blade exposed, clutched in her right
hand. It took quite a lot of effort to open her fingers from it and as it dropped
away, I think she made a gesture indicating a desire to cut her wrists. There was
no blood and it seemed that the blade had made a surface cut in her finger. I
helped her to her feet and took her inside, leaving the knife at the gate. Before
doing this, however, I talked to her long enough to realise that she was caught in a
perseverative loop in which she was affirming that her father had sexually abused
her, followed by a vehement denial.
After getting her in the house, I spoke to her until she had begun to recover some
consciousness of where she was. I was quite playful with her, responding to the
fact that she was responding as a child somewhere between 3 and 10 years of age
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and trusting that humour would, once again, rescue her from a horribly imploded,
almost catatonic state. Nonetheless, it was also clear that I was talking to Maggie,
not to one of the alters, and it was Maggie who was wrestling mightily with a
realisation that what K [child alter] had been saying was true.
After Maggie had settled more and she was able to talk more clearly, I asked her if
I could make her tea and toast. She smiled in a way that conveyed that she was
reassured by kindness – I began to realise at the same time, that she had come
“home” after a shock and that it was important for me to be a “father” who
listened, was gentle and caring. (12/11/03)
Although not apparent until the end of this excerpt, Maggie here has been reenacting some of the trauma she had reported experiencing as a child, when she returned
home after having been raped by another family member and was not cared for by her
parents. I believe it is the same event Maggie alluded to ten years earlier [see the entry
29/03/1993) when Harry had written that Maggie described when “she was 12 she had
looked in vain for someone to be her backstop”. It seems to have taken ten years for what
once could only be hinted at with shadow puppets, to be fully available to be experienced
and re-enacted out so the story can be rewritten. What could not be symbolised, can now
be symbolised. Of that earlier session, Harry had written on 29/03/1993:
For the first time I hugged her when saying goodbye. Was this a sign of progress
or of having been seduced into being her saviour? I am uncertain.
My understanding is that Harry’s hugging Maggie in this earlier instance was in
response to what Maggie was perhaps trying to tell him but was incommunicable at that
stage. Harry’s response in hugging Maggie is a felt response without cognitive
understanding, and he is confused by his response. He is responding to something that he
can feel but not see or hear. He is in the dark. Fortunately, in the episode above, in 2003,
as the need for dissociation is dissipating, Maggie can symbolise what she needs, and
Harry can see, hear and feel it. In many ways, Maggie’s arriving in pyjamas at 8.15am is
much less confusing for Harry as Maggie can now enact for him what it is she needs.
Harry comes to see this as a re-enactment of an earlier event, and he enters into
the re-enactment, comes to an understanding that he is to take on the role of gentle and
caring father, and his home is now the home she can return to. It as though he is reading
from a script she has given him. He appears to enter the role seamlessly. He is not afraid
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of what might potentially be viewed as quite frightening behaviour in Maggie. He does
not understand her to be psychotic. He cajoles the child. This is serious, he understands
that, but he engages with the child through play. This seems appropriate as Maggie is not
expressing herself verbally, she is acting out a story, as though she is preverbal. He is in
tune with her. He acts out a story too. The story he tells her is about Maggie coming home
and being cared for.
It is through recreating her early life, but with Harry “adopting” her and playing
the role of gentle listening father, that Maggie can now come home (to Harry but also
herself) after a shock. Harry is providing a mended experience.
There is another example at this period where Harry’s generosity with the
adoption of his family into the therapy extends further:
It is clear that the six [infant child alters] have adopted them as grandparents. C
[infant child alter] said that they need to know where their home is, who loves
them and all about them. I told them stories about the “grandparents” . . . . Since
she spoke to me about my parents, I said I’d get some pics of them for her to add
to the book. (25/11/03)
However two years on, Harry expresses some rare ambivalence about this. In this
excerpt from the case notes Harry is talking to the infant child alters:
I asked if they wanted to take a tour of their home and they were pleased to do so.
I took them to every room of the house and answered questions. When I was
showing them pictures of family members that were on the wall in the hallway, I
forgot the name of one of my wife’s great aunts, so later, when we were standing
at a door, looking out into the garden, one looked at me with a sad face and asked
me if I was able to remember her name. I could not, any more than I could
remember that of Dawn’s great aunt and, in fact, I still cannot recall her name in
spite of the fact that it is very well known to me. I suspect that I am ambivalent
about the presumptions about equivalence of family background that is embedded
in my therapeutic tactic to support the borned ones’ desire to belong somewhere,
but it is ambivalence more than anything else as I feel I have had to invent
methods as I’ve gone through much of this therapeutic process with Maggie.
(18/05/05)
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Harry tells us that his purpose in the session above is to provide the “borned ones”
with a sense of belonging. He participates fully and generously in the enactment of
familiarising the child alters with their home. However privately he harbours some
ambivalence, which he perhaps barely expresses in his momentary amnesia. Perhaps it is
a way of holding something of his family or himself back, and perhaps the adoption of his
wider family network is a bridge too far for Harry? Harry doesn’t sound particularly
troubled by this and my sense as he writes that he has “had to invent methods”, is that he
is used to having to adopt unusual and creative ways of working. He is familiar with this
sense of not knowing.
In another excerpt from the case notes a year later and approximately thirteen and
a half years into the therapy, Harry is using his family in the therapy in a different way.
…it became apparent that Maggie was regressed and I ascertained that it was a
pre-verbal sort of consciousness, yet Maggie was clearly herself, able to speak
about it. I thought to show her the latest pictures of my 15 month old
granddaughter whom I’d visited on Sunday. I described how reticent Q [Harry’s
granddaughter] had been when I first turned up and how this had slowly changed
as I sat with her and her father talking about all manner of things not directly
related to her. I was aware of the parallel processing of Maggie’s regressed state
and she found the exploration of my granddaughter’s photos comforting and
reassuring. It began to occur to me that the reason why she was reluctant to deal
with matters sexual was because the therapeutic task required of her today was
infantile and not directly enough sexual in nature. What she seemed to need was
an opportunity to explore safety in a caring environment, which safety could
perhaps transfer to her introjections about what it might be to be a secure, nonexploited daughter rather than the converse, as had been the case in her childhood.
We continued to work in this vein and gradually it revealed that she as a very little
one was conflicted about loving her loving father, on the one hand, and being told
by older selves that he’d exploited her and carried out “bad” acts with her. As we
understood this dilemma more fully we carried out a form of two-chair work that
permitted both views to be heard and respected – that he father was loving but
also behaved in ways that were exploitive of her and doomed to produce in her
profound disturbances... (07/03/06)
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I find this to be a beautiful entry. Harry’s approach here seems gentle, and
intuitive, bringing his experience of his family into the therapy in a far less enacted way,
albeit still quite concretely. On this occasion, it seems that the necessity for Harry to
invent methods comes from his intuition, based on his experience with his infant
granddaughter, of what a childlike and possibly preverbal Maggie needs. He describes
sensing her need for safety so that she can have the experience of being a “secure, nonexploited daughter”. It seems that Harry’s intuition as to what Maggie needs facilitates
the work. It is reminiscent of Winnicott’s (2002) observation that “the mother makes real
what the baby is ready to look for” (p. 78). Just as the baby thinks wordlessly “I feel
like…”, the mother comes with the milk, or to turn her over etc. In this case, once the
childlike Maggie has been sat with, shown photographs, looked after, and allowed to be a
child, she is able to tolerate the adult discussion that is necessary.
I notice the use of two-chair work here; this is common to a range of schools of
psychotherapy including process-experiential/emotion-focused Therapy (PEEFT). Harry
is working with his own past experience and his experience as a therapist as he identifies
the level of regression in Maggie, but he is also using a recognised psychotherapeutic
technique. This entry is towards the end of the case notes, and although two-chair work
makes sense here as it is a therapeutic task borrowed from gestalt therapy and suggested
in PEEFT in order to facilitate dialogue between two parts of the self, Harry also writes
towards the end of the journals that he has become more interested in doing research: “I
have begun to focus on research, I want to spend more time understanding what I and
others do” (05/09/2006). I wonder therefore whether Harry’s increased interest in
research may perhaps mean he is reading more PEEFT research and has the therapeutic
tasks of PEEFT on his mind.
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Chapter 6: Finding Ways to Work with Sexual Feelings
As I reread and analysed Harry’s case notes looking for the plot and dominant
themes (Gilligan et al., 2006), it was clear that finding ways to work with sexual feelings
was a major challenge in this work. References to this theme are pervasive throughout the
14 years. One of the difficulties I had experienced when trying to select the best entries
from the case notes to explore the theme of reparenting, was that they were often braided
with examples of Harry working with Maggie’s sexual feelings. It eventually became
clear to me that the two themes are inseparable, as Maggie’s experience as a child with
her family was so overlain with sexual experience.
The following excerpt is one of the first examples of this entanglement in the case
notes. It occurs just under a year into the therapy:
After I returned, we spoke for a time and she wanted answers to several questions.
She wanted to know if it was alright to ask for a cuddle. I said that it was. I
checked whether or not she meant that it was hard for her to ask for a cuddle
without it having sexual overtones. Although she affirmed that this was so, I doubt
still whether or not she meant this. My own intuition is that she is feeling sexually
at present and it makes her feel guilty. However she also speaks as if her
experience is of a 10 year old who doesn't know if it is safe to ask for a cuddle.
Time will clarify this further. I just don't know if she feels sexual and guilty and
that this was tied into her response to the rape or not. She was so young, so it
seems unlikely, however I don't want to be blind to such a possibility, as it might
interfere with full recall by M. (19/07/1993)
This excerpt is located shortly after Maggie has started to describe difficulties in
her sexual relationship with her husband arising from the abuse she suffered as a child.
My guess is that the sequence of events is significant, and she is testing the waters to see
if it is safe to talk about sexual matters with Harry. It seems Harry’s hypothesis is
similar—namely that Maggie’s asking if it is OK to ask for a cuddle is a coded way to ask
if she can receive care without it becoming sexualised. Harry asks her outright, and she
agrees. However he is not convinced, and I notice that his own intuition on this is an
important source of information to him. I think he trusts it. On the surface, Maggie sounds
as though she is ten years old and needs care—later in the entry Harry writes that he rings
98

her husband to pick her up, just as you might with a child. However, Harry feels
something else is happening. I wonder if he is picking up on feelings that are too dystonic
for Maggie to truly acknowledge. They find residence in Harry instead. Harry writes that
he does not want to be blind to the possibility “she is feeling sexually at present”, perhaps
towards him, as he thinks this will impede Maggie’s recall. He is maybe reminding
himself that he must not fall prey to this denial, he will be on the lookout for what Maggie
herself cannot acknowledge. Denial is the enemy. This is also an early example of the
way so many of the interactions in the case notes are overlain with an unable-to-beacknowledged layer of sexual feeling. As a result of this, it may be that Harry has to be
forever on the lookout for that which cannot be named. Also of significance here is the
mention of physical contact. This physical contact is an important element in the therapy
which I will address later in the chapter.
As the work progresses and Maggie tells the story of her history of childhood
sexual abuse, Maggie is also increasingly able to explore and relearn her relationship to
her own sexual feelings. This is complicated because much of the work of Maggie
exploring her sexual feelings is while she is in a childlike state. There are innumerable
examples of Maggie exploring her sexual feelings, which early on in the work are mostly
in regards to her husband. If I can summarise Harry’s managing of this work, I would say
it is characterised by him encouraging her expression of these feelings within the therapy
and normalising these feelings. There is also an educative component that includes
encouraging her to read books, and also to see a female therapist at one stage. I think this
edited excerpt from the case notes, three years after the last, illustrates all of these
elements.
After Maggie returned I felt uneasy because of the references Maggie made to
wanting to cut herself. I then directed attention to Maggie and asked her about B’s
[female therapist] interventions. She explained that B said it was normal to
experience sexual arousal and you didn’t relinquish your right to make your own
mind up about what you do. (02/09/1996)
The excerpt continues, and Harry describes showing Maggie a photo of an elderly
female from his own life and family and proceeds to tell Maggie about a time when this
older lady gave another woman he knows a pair of “crutchless knickers” as a gift.
My purpose was to have Maggie confront the fact that such a nice little woman
could think as she did. E [child alter] came out and expressed her fear that sexual
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feeling would inevitably lead to brutality and she spoke longingly of her desire to
die. I asked if she would do a deal with me. I said would she exchange the Stanley
knife for another “dangerous” thing that I had. She agreed and I gave her a little
soapstone box which, when the lid is pulled back a little snake comes out to bite
your finger. I also asked her to do a deal not to try to kill herself if I would
promise to do all I could to protect her from harm. She agreed.
Today Maggie was wary and it took us some time to get going. Eventually she
expressed anger towards me and said that I was wrong to give her the photo of
[elderly female from Harry’s Life](which is on her fridge) because S [alter who
holds sexual feelings] is loudly proclaiming that she is alright and that Maggie
doesn’t have a right to be so restrictive of her sexuality. She said that S wanted to
parade around the house in a slinky nightie today and was upset by Maggie’s
refusal. They had then done a deal, S had agreed to shut up if Maggie would bring
the nightie here to show me.
I wasn’t happy for her to show me and asked Maggie whether S would be happy
just for someone else to see it. Did it have to be me? She affirmed that it would be
ok to show it to a woman but was confused, Why was it wrong to show me? I
explained that women usually expressed their private feelings to other women
because it might be ambiguous to express them to men…. I stressed to Maggie
that it was important for her to know she had a right to choose how to act in
matters sexual and I asked her what she thought about me seeing the nightie. She
was clear that she didn’t want this. This was just for Cam [husband]. I supported
this decision. (02/09/1996)
This is an example of Harry managing adult material, with a client in a childlike
state. As Maggie, is able to experience her own sexual feelings, she concomitantly feels
she and others will get out of control and that she is inviting sexual abuse and violence.
This holds an unbearable terror for Maggie, and she is suicidal. The rational explanations
of the ubiquity and normality of sexual arousal from the female therapist are no match for
Maggie’s inner world. This is no way to get through to a traumatised child, who does not
have an articulated understanding about what is happening for them. Harry’s approach is
different — he tells the story of women from his own life who, as illustrated in the picture
he gives her, appears to be a nice old lady. Harry tells a story about people who are in his
and Maggie’s shared world, who can be trusted and can also be sexual and playful with
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their sexuality. Harry has found a different route to understanding; he is speaking
Maggie’s language. This exchange exists in a kind of suspended reality, and it continues
as they exchange one dangerous thing for another. I cannot help but be moved by the deal
they strike. It is a magical exchange.
The next part of the excerpt is interesting as it seems the negotiation and deal
striking technique has now been adopted by the alters, and Harry is now being confronted
with a nightie. I am interested to note that Harry does not explore this more, as I suspect it
is another example of Maggie testing the waters with regards to her sexual feelings for
Harry. However Harry comes back to reality, and without humiliating Maggie, he is able
to use this as an opening to educatively discuss females handling their sexuality, putting
the attention back on examples from his own life. They are our role models here. He does
not want this discussion to be about him. The discussion seems to allow Maggie to decide
she would prefer to show the nightie to her husband.
I think this section also demonstrates how delicate this work is, and how
sensitively Harry needs to work with both Maggie’s and his own vulnerability. It would
have been perilously easy to humiliate Maggie in not agreeing to see the nightie, as
Maggie is making herself incredibly vulnerable in bringing the nightie to the session.
However, he manages to maintain his own integrity without dismissing or devaluing her.
At the same time, Harry has also rendered himself quite vulnerable in telling this very
personal story. It makes me wonder if there is some sort of reciprocal exchange, of not
only the Stanley knife but of each other’s secrets and vulnerabilities as well.
As the therapy progresses, Maggie’s sexual feelings are directed towards Harry
and perhaps eventually take residence in Harry as well. In reading the case notes, I have
struggled to disentangle what is Harry’s and what are Maggie’s feelings—I suspect this
has been a struggle for Harry at times too.
Self-Disclosure
I can find two main ways that Harry adopts to deal with the sexual feelings that
are part of the work. I think the first approach is based on honesty and self-disclosure.
These notes come from five and a half years into the therapy.
I spoke on about the importance of being open to experience and that who one is,
arises from what emerges in experience when such openness exists. I gave her an
example of sexual experience by self-disclosing about a strong, knee-weakening
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feeling I had when standing beside a blonde stranger at Southbank. I said that I
said nothing, noticed the feeling, speculated about anima projection and returned
to my wife and our friends. Maggie got a look on her face that was clearly a
sexual memory, looked puzzled and immediately began to dissociate. Her eyes
rolled up in her head, she blinked a lot and stopped speaking. It took considerable
perseverance for me to have her stay and take personal responsibility for the
feeling rather than dissociated and blame it on S (alter who holds sexual feelings)
(07/04/1997)
In the example above, I understand the self-disclosure to be at the service of
normalising sexual feeling. Harry gives an example from his own experience, showing
this is something he has struggled with too. It is also a lesson on the importance of being
open to all experience—sexual feelings being just one of them. He is modelling that he
can take personal responsibility for his feelings and perseveres so that she can see she can
do the same. He seems to be signalling that they will hold the feelings together. The
discussion of sexual feelings is also being used here as a vehicle to discuss the importance
of being open to all experience, rather than splitting and dissociating.
The next example of self-disclosure, found in the case notes three years after the
last, and eight and a half years into the therapy is a far more personal one for Harry. The
amount of time between this and the last entry is significant and draws attention to the
growing intensity of the work and an increase in self-disclosure from Harry as the work
progresses.
As she had talked to me in our last session about her sexual feelings and of her
concerns about not being faithful to Cam, I tried to normalise the feelings by
explaining that all people (probably) struggle with such feelings towards
unavailable people and told her that I do too. The issue is not with the feelings
themselves, as they arise as a consequence of physical drives and other processes,
many of which we are unconscious about. I told her that sometimes, I had these
feelings towards her...
As I write these notes, I am still feeling uncertain about the wisdom of having
disclosed what I did. At the time, she said that she was grateful to know, because
it helped to validate her own experience and helped to balance things, because part
of her experience of dealing with the feelings themselves is that they were
directed towards me. (10/04/2000)
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The example above is similar to the excerpt before it, in that his self-disclosure
seems designed to illustrate the ubiquity of sexual feelings. However, the stakes are
higher this time as Harry is acknowledging that he has experienced sexual feelings
towards Maggie. Harry writes that he is uncertain about whether this is a wise decision,
however he does not elaborate why this is. I wonder if the obvious reason is that
admitting to being sexually attracted to a client to the client themselves would usually be
taboo? With the exceptions of the infamous Fritz Perls and possibly Jung (see Ruskin,
2009; Lothane, 1999) — similar examples of therapists acknowledging sexual feelings for
a client, to a client, are rare in the literature. Every other feeling, yes, but not sexual
feelings. It is as though acknowledging feeling sexually attracted to a client is
synonymous with having a sexual relationship with a client. The source of Harry’s
uncertainty is perhaps clarified in the following excerpt from two years later on, and
almost ten years into the therapy.
It has been a struggle for me too. Containing and managing sexual transference is
difficult. My orientation has been consistently to be honest with her about my
experience because honesty permits wholeness and is a counter to dissociative
splits.
As a result, I had told her some time ago that sexual feeling is just sexual feeling
and that I am prone to such feeling, as she is. I felt some concern about saying this
as such a disclosure can burden the client and increase feelings of insecurity about
safety. While it seems true that safety concerns were increased, it also permitted
us to be interpersonally honest and this permitted M to know that her experience is
not unusual or perverse. I have said on many occasions, in this regard “it is not
what you think and feel that matters but what you do”. She seems to have taken
this on board, but still becomes confused. I think that the confusion arises from the
tendency to splits. Splits create false beliefs about the nature of truth. “Is this true,
or is that?” I have pointed out to her that there are multiple truths and that if there
is a difference between us, it is that I know that sexual feeling is one truth in my
total experience while not ignoring the existence of other, equally important
truths. In contrast, her tendency to dissociation means that she looks around trying
to find one truth. I have said that as the integration proceeds this will be less
confusing than it is now.
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Maggie finished today’s session with better understanding, greater confidence in
an ability to not dissociate and a determination to attend to her relationship at
home in order to discover more about her ability to feel emotional intimacy and, I
expect, more sexual responsiveness toward her husband. (04/06/2002)

For the first time Harry uses the term “sexual transference”. He also tells us that it
has been difficult for him to manage it, but he says his way to keep moving the therapy
forward, has been to be honest. He has used honesty as a compass; it has oriented him to
the best way forward. To do otherwise, he believes, would be to risk becoming lost in a
tangle of shame, avoidance and dissociation. He reminds Maggie, himself and us that
sexual feelings, are just feelings. It seems that his honesty has also intensified the bond
between them, so that their exchanges are mutual, and they are in this together. Harry
writes that his disclosure has, as he realised was possible, increased Maggie’s fears that
he will abuse her (he writes “safety concerns were increased”), however it has also, as he
hoped, helped her to experience that he does not and that these fears relate to the past. I
note that Harry rounds off this entry by emphasising that this intense work they are doing
together, is always at the service of helping Maggie to be able to experience feelings
without dissociating, and that the work is always at the service of delivering her feelings
back to her family and husband where they belong.
The risks and potential benefits of this self-disclosure and the challenges of this
route are explored more fully in another entry four years later and approximately thirteen
and a half years into the therapy.
In a clear sense, Maggie has known of the sexual aspects of her transference to me
for a long time but this is the first time that she has had to deal with it while
actually feeling sexual arousal, longing and grief that the sexual possibilities in
our relationship would not be acted out. I have tried my best to help her through
this phase of the work by being simply honest in my responses to her – including
honesty about my own sexual feelings during the time of our work. With these
disclosures, Maggie struggled with fear that I might breach therapeutic
boundaries, grief that we would not carry out sexual aspects of our relationship,
anger that she was vulnerable to these feelings at all and under threat of
abandonment.
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I decided to be simply open with Maggie because I thought that the risks of
concealing my experience from her were too great. In particular I wanted to avoid
re-enacting her father’s turning away that left her abandoned and open to her
mother’s attitude that she was the one who was bad and wrong during the time
that her father had been sexually intimate with her. I wanted her to have all the
information she needed to form an independent conclusion about her
psychological processes and, in so doing, to assist her to form a separate identity
when her every impulse was to merge with me. (07/02/2006)
Harry tells us that he sees the risk of his self-disclosure may be that Maggie will
become burdened by the fear that the presence of sexual feelings in him will mean he will
abuse her, as have the men in her childhood. Indeed, Harry is correct, and Maggie is quite
often afraid that the abuse she suffered as a child will be repeated with Harry. However,
this experience is grist for the mill and gives Harry an opportunity to let her experience a
relationship that although containing sexual feelings, is not abusive. Sexual feelings do
not have to be acted on; they are just feelings like any other. The reality is that rather than
burden Maggie with the knowledge of his feelings, it seems he has, as he hoped,
ultimately unburdened Maggie from erroneously thinking she was solely responsible for
the sexual feelings between them. Had he chosen not to acknowledge his feelings, it may
well have consolidated Maggie’s feeling that she was somehow sexually aberrant, and
responsible for the rapes and sexual abuse she suffered throughout her childhood. It
would, as Harry points out, have been a repeat of her experience as a child, where adults
failed to take responsibility for their actions, and she was left abandoned and alone with
her feelings. I am very struck by the way that the tone of this session appears a discussion
between adults. Harry is trusting that Maggie can manage the knowledge of his feelings,
and his respect for her autonomy and maturity seems important in strengthening her own
confidence in her inner resources. I am fascinated too, by the way these notes demonstrate
the ways enactments in the therapy have revisited the past but supplied a different
outcome.
Physical Contact
The next selection of excerpts represent a different way of Harry working with
sexual feelings. I had thought the excerpts above demonstrated an experiential way of
working, in that Harry was being open about his moment to moment experience, and was
encouraging Maggie to do the same. However, I now see that other dimensions of
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experiential work are possible in the excerpts I present below. This excerpt comes from
approximately eleven years into the therapy.
Maggie came again on Wednesday because she had been feeling suicidal and had
cut her wrist slightly. When she arrived it became clear that her distress was
because of the strength of her sexual feeling for me and the way that this
conflicted with her beliefs about her primary relationship with Cam. It was
necessary for me to hold her whilst sitting on the floor while she expressed her
ambivalence, fear and longing. This position permitted her to feel contacted and
able to explore her feelings and gradually she was able to realise that her feelings
were natural transference feelings associated with a desire to incorporate aspects
of myself into her psyche. I, in fact, interpreted her feelings in this way both
because I believe this and because I thought it necessary to help her to understand
the psychological logic behind them, which undercut her tendency to take the
feelings as a sign of her perversity.
I also pointed out that it seemed to me to be important that she had an opportunity
to experience that a sexualised transference did not have to result in her being
abused sexually, as had happened on several occasions in the past. I explained that
such learning usually arises within the safety of relationships with the
contrasexual parent and that, in this sense, I was acting as a surrogate. (02/09/03)
This excerpt shows Harry dealing with sexualised transference in a far more
experiential way. Harry is sitting with a very distressed Maggie on the floor. Although
sitting on the floor and holding Maggie is something Harry regularly mentions later in the
case notes when Maggie is in a childlike state (e.g., “this is the position I had adopted
with other “young” parts of Maggie’s psyche”, 26/11/2003), It is actually a method that I
believe Maggie taught Harry very early on in the therapy, and early references in the case
notes suggest he was initially a bit reluctant about this (e.g., “she insisted on sitting on the
settee…I had my arm around her…I still have some misgivings about this”, 02/08/1993).
Harry writes that he does so to help Maggie feel “contacted” so that she can explore her
feelings. He holds her and provides physical contact, but he also provides emotional
contact as well. The physical contact and care have helped Maggie calm down, and let her
adult intellectual mind be engaged. Harry must comfort the child in the language of the
child but look for ways to engage the adult who can make sense of all of this. She is not
perverse; these are normal feelings.
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Like the examples before, this is also an opportunity for Harry to provide Maggie
with an example of a non-sexualised relationship with a father figure. However the nature
of his use of touch, holding her whilst they sit on the floor, which is comforting rather
than sexualised, means it is revisiting this in a way that does not re-enact the abuse and
provides an embodied felt experience. Harry writes that he sees himself as a “surrogate”,
who is providing a lived experience that her biological family were unable to give her. He
understands this as rewriting her experience of fathers.
In the next except approximately eleven years into the therapy, the childlike
element of Maggie is more pronounced and provides an even more literalised revisiting.
In order to work through her anxiety, K [child alter] asked me to stroke her hair
and see what happened next. She had already (by phone yesterday) asked me if it
were true that if someone loved you that they didn’t also have to do sexual things
with you. I had assured her that sexual contact was appropriate between adults
who agreed to such things and was never acceptable between adults and children
and never between therapists and their clients, no matter their age.
As I stroked K’s hair, she was frozen at first, then relaxed and felt sexual feeling.
She was conscious of expecting me to “do things” and when I didn’t, realised that
she had responded to her father’s initiative and that it was not inevitable for a
person to comfort another and to bring sexual behaviour into the comforting
process. She said, later, “can I grow up now?” I said that it would be a good thing
for her to grow because, that way, she would be able to love Cam in mature ways
and because she no longer had to be responsible for the task of satisfying her
father and, in the process, keeping the family together. (16/09/2003)
Here, I think that in participating in Maggie’s re-enactment, Harry is following her
lead and trusting that it is she who knows the best way forward. I am reminded of an early
entry in the case notes “I am struck by the way that she instinctively works on her
conflicts in the concrete world and finds integration through her fertile, active
imaginings” (17/04/1994). Again he physically engages with the child, stroking her head
as would a primary caregiver, while narrating the educative material that sexual
behaviour is not acceptable between either adults (fathers) and children or therapists and
clients. In the re-enactment he describes, he is both adult (father) and therapist, she is both
child and client. Maggie is able to realise she was not responsible for the abuse. It seems
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as though this physical experiencing may be a way of bypassing years of assumptions that
Maggie has made.
We see that the physical contact later provides a different and direct route to
comprehension. In the example that follows, taken from two years further into the therapy
and approximately thirteen and a half years in, Harry writes:
After 5 minutes there was a knock on the door and Maggie was back. She said
“just because I was on your knee you wouldn’t have done anything more, would
you?” I thought for a second and said “no”. I thought about this because I was
conscious of the closeness of having her on my knee and of the way that it seemed
to be confronting of the essence of what had happened with her father. After I said
“no”, she looked at me with the eyes of a little girl and said “my father shouldn’t
have done anything, should he?” I said “no, he shouldn’t”. She repeated this then
left.
I think that this was another step in a process in which Maggie is realising that his
behaviour was wrong and that feeling as close to another person as, say, she feels
to me, does not entitle the other person to take sexual liberties with her. I hope that
this work has processed the integration of more of the conflicted aspects of her
experience. (22/02/05)
I have chosen this as example of Harry’s use of physical contact describing a
session earlier in the day, because it is here that Harry understands and explains to us that
it is through this physical experience of letting Maggie experience being a child on his
knee that he has been “confronting of the essence of what had happened with her father”.
It is also in reading this that I understood that the (12 at this stage) years of catharsis and
empathy, which Harry and Maggie and all parties involved had found at times repetitious
and exhausting, were perhaps not enough in themselves. It seems to have been the
experiential understanding, which Harry has provided, at Maggie’s instruction, which has
been, in the end, needed to confront the trauma she experienced as a child.
There are also instances recorded in the case notes where it seems that the purpose
of the physical contact was simply a human response to attend to the extreme distress that
Harry could feel in the childlike Maggie. From approximately fourteen and a half years
into the therapy Harry writes:
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During much of the time that Maggie had been working through this stuff I had
been holding her, myself. I could think of nothing else to do to comfort a highly
distressed 4-year old while she relived something that she’d not been able to talk
about before (Maggie had no memory of our earlier work on this matter – so I
think that this was a sign of the relative depth of her dissociative amnesia and of
the degree to which the experience was traumatic for her). Toward the end of a 3hour session, as she recovered normal consciousness she said to me “I finally
know that you are not going to sexually abuse me too”. It sounded like a final sort
of declaration and I clarified that this meant that – in a way – for the whole 15
years, the K [child alter] aspect of self had been assuming that I was grooming her
to interfere with her sexually in the ways that this had happened earlier. I felt great
relief. It was like being released from an unconscious, transferential process that
I’d been holding for a very long time. I could sense that her struggles with
memories of what had happened earlier in her life no longer contained
apprehension about me and my motives. (27/04/06)
Here Harry describes his holding Maggie as a direct response to the need to
comfort a highly distressed child. When I imagine a scenario of a distressed four-year-old
child retelling being raped, it seems unthinkable not to hug her and comfort her in some
way. On an earlier occasion Harry had written: “if I were to rigidly reject any physical
contact with Maggie when she had been in a childlike consciousness, profoundly scared, I
would have failed to provide the sort of tactile reassurance that children understand”
(09/05/2003). It would be emotionally abusive not to hold her.
It is clear from the case notes that holding—literally, physically—continues to be
an important part of the work at the moments when the traumatic memories surface for
Maggie. In another excerpt discussing his use of physical contact Harry writes:
As I had done on probably two of the last few sessions, I held Maggie on my knee
as she worked with the trauma. I continue to think that at least for Maggie, the
sense of abject abandonment that she endured during these rapes and especially
the last occasion, left her with a feeling that she was absolutely alone and
abandoned in a malevolent universe. My response to this complex array of
feelings, and verbal and body expressions is to protect her as I would a very
distressed child and I think that the decision to hold her was helpful as it permitted
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her to feel safer, contained and able to face up to the experiences she’d had 47
years earlier. (20/03/07)
This seems a very clear statement of the way that Harry understands the holding to
provide comfort and safety, but to be at the service of the therapy. It is offered so that
Maggie is able to face the memories of her abuse. This is something she is unable to do
alone, and he provides a literally felt presence for her.
In the case notes Harry’s reports of his use of physical contact increase in
frequency over time. My observation is that they increase in direct relationship to the
unfolding of the appalling nature of the abuse Maggie described as she retold more of her
experience over time. I imagine the time taken for the extent of the trauma to unfold, is to
do with the time it had taken for Maggie to trust Harry with the truth of her experience. I
also think it had taken time for Maggie to be strong enough to permit herself to remember
and relive the experiences, rather than compartmentalise and dissociate. Harry seems to
be looking out for this growing strength, and there are examples in the case notes where
he consciously withheld from using physical contact, which I believe was when he felt
Maggie had the resources to manage. For example:
Today I tried to allow H (child alter) to wrestle with her doubts and fears without
touching or hugging her in her distress. I know from a phone conversation that
Maggie and I had that H is more of an adolescent age now and she expressed fears
that she might try to “charm” me. I thought that it was timely to leave H to
struggle… (12/04/2005)
I have felt anxious about writing this section on physical contact, anticipating that
there will be a number of readers who will disapprove of any physical contact between
therapist and client, and not wanting to expose Harry to their judgement. I am not
completely alone in my anxiety, and Harry, albeit rarely, expresses this fear of judgement
and some ambivalence as well. This next session occurred approximately eight years into
the therapy after Maggie had expressed a desire to kill herself because she felt unable to
manage her sexual feelings for Harry and her fear of losing him. After discussing these
anxieties, Harry writes:
I also said that I thought we needed to be mindful of the fact that physical touch
(hugs on greeting and leaving for example) might need to be attenuated.
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I feel conflicted about this latter [sic]. While I know that such is not recommended
among colleagues I have felt it important to make physical contact with her on
occasions in the past because in certain states of frightened regression she seemed
to need the kinaesthetic input to reassure her that she was safe and contained.
While I am aware that the former elements of argument could be used to conclude
that she would have become more unstable and more unsafe as a consequence of
touch, in fact, the opposite was empirically true according to her own testimony. I
don’t see that there is a clear, objectively verifiable solution to this problem
although touch is probably better avoided as a general principle. None the less, it
is necessary now for Maggie and me to handle the progressive distancing needed
for her to make the break after 8 years of therapy and while the touch may have
helped the containment of fright it may have created a level of attachment,
especially of the sexual transference, which will now take time to unravel.
(04/10/2000)
Here Harry sounds as though he is aware of external views and counterarguments, and perhaps a bit disturbed by inner conflict over it and concerned to argue his
case. I know from other entries in the case notes that the one thing that really upset Harry
was Maggie being suicidal. Harry explained this in terms of his own family of origin. My
guess is his greatest disturbance was related to that, rather than the discussion of physical
contact. Nonetheless, I think in this excerpt I can hear that he does believe that physical
contact has been a necessary component of the therapy to provide a sense of safety,
although he wonders if it has created something that will need to be dismantled
eventually. There has been closeness needed and created in order to do the work; however
it seems to have generated a closeness that in this instance, Harry anticipates may be
something difficult they will now need to work with and that will take time.
Dealing with sexual feelings, or sexual transference is one of the challenges that
Harry expresses struggling with the most. Although Harry never explicitly explains why
that is, to the outsider it seems there are high risks surrounding working with sexual
feelings, both of Maggie committing suicide, as sexual feelings for Harry and those
related to the abuse, were often the issue that prompted Maggie to feel suicidal. Further,
there is the risk of professional disgrace for Harry, although this does not seem to be his
major concern. Certainly Harry uses the word “relief” when he does not experience those
feelings in the work, and I think this indicates great strain on his part. He writes: “I felt,
today, that there was the beginning of a disengagement of the sexual transference from
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me. It’s a relief…It seems to me that the work now is about helping her to direct her
sexuality into the outside world, and eventually return it to Cam” (19/06/2002). Without
being obtuse, (I know this is difficult but I want to understand why), I am curious about
what it is that makes this part of the work so challenging. Perhaps some of the answer is
here, in an excerpt approximately eleven years into the therapy:
When S [alter] finally spoke to me, she had the voice of a mature woman…. I felt
some relief at this, because it was immediately evident to me that her sexual
feeling and its expression would be subject to superego processes that would
moderate her behaviour. I think I had picked up some of Maggie’s fear and had
wondered if I would be able to resist her advances if, indeed, they were
forthcoming. (25/02/2003)
I think in this excerpt Harry tells us that part of the reason this is so stressful is
because the feelings are not actually his. Harry has become the home for Maggie’s
dissociated fear that he will abuse her, and as such, Harry also experiences the fear that he
will abuse her. He is living out and experiencing Maggie’s fear that he will be a father
who is brutal in the presence of sexual feelings, as was Maggie’s father in the past.
Maggie’s past has been displaced into the present and Harry. Although Harry
intellectually understands this in this excerpt, I imagine it must be confronting to find
yourself cast as a father who on the one hand provides care, but also has the potential to
be abusive. Harry’s feelings are all part of the therapy as a re-enactment of Maggie’s past.
I think that as I have read and studied the case notes over the years, I also have been
carrying the fear that Harry would abuse Maggie, and it is interesting to note the
infectious nature of dissociated fears.
Arguably, working with sexual feelings has been at the heart of the work between
Harry and Maggie, as it directly addresses the source of Maggie’s childhood trauma. It is
here that Harry has participated and given of himself a participation in the therapy, a real
emotional meeting where he has been prepared to allow himself, and indeed understood it
important, that he become as vulnerable and exposed as Maggie in the therapy. At the
same time, he has also at all times been firmly grounded in an understanding of the
purpose of the work. It is brave work.
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Chapter 7: Working with Other Systems
As a reader of Harry’s case notes of his work with Maggie, I was for a long time
absorbed in in the narrative of their work together. It was only when my supervisors
asked the questions, that I saw that these notes describe more than a purely individual
therapy, they can also be seen through individual and social lenses. On the one hand, the
therapy can be seen as intensely individual therapy, conducted on the basis of a very
intimate relationship between two people, involving the most personal and delicate
private information, shared over a long period together. On the other hand, this
description coexists with the reality that Harry’s work can also readily be described as
being deeply systemic, incorporating a number of characters who come to play a key role
in the work and conducted within a wider context including the profession, health systems
and society. I explore some of these aspects in this chapter.
Working with the Couple System
Instances of Harry thinking and working systemically can be found relatively
early in the case notes. The following example is the fifth entry in the case notes, and
occurs approximately nine months into the therapy (although this could be viewed as a
long way into therapy in some approaches).
I told Maggie that I had been thinking for a few weeks now that now might be the
time to ask Cam [husband] to come into joint sessions with her to deal with the
issues related to their sexuality. M said that this would be ok. I then checked with
each of the other personalities. Of X [child alter], she said "she's not interested,
but she says it's ok". H [child alter] was pleased. Maggie appeared to be fearful
and relieved at the prospect. (24/05/1993)
One of the early effects of Harry’s work with Maggie is that he seems alert for the
ways that as she starts to grow in confidence, voice, and in her desire to take
responsibility for her own life, she is changing in her relationships with others and
therapy has a ripple effect that extends beyond the therapy itself. This is particularly
played out and explored with her husband, Cam. Before this excerpt, Harry has written
that as a result of her recollection of having been abused as a child, Maggie has been
describing difficulties in her sex life with her husband Cam. My impression here is that in
suggesting a joint session with Cam, Harry wants to help the couple and keep them safe
while Maggie is undergoing these changes. With Maggie’s permission, he wants to
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include Cam. It is apparent from this entry that Harry wants to include the alters as well,
and this entry could almost be seen as describing group therapy. It is hard to imagine a
more systemic and inclusive approach. I am also struck by how outward looking the
therapy is at this stage, with the focus being on Maggie’s relationship with the outside
world, as opposed to a focus on her relationship with Harry within the therapy.
In the following excerpt written approximately two months later, the idea of
including Cam in the work seems to have captured Maggie’s imagination as now Maggie
asks that Harry contact Cam.
I asked her where she needed to start and she replied that she wanted me to speak
to Cam but not to tell him the details of what she was recalling. She wanted
instead for me to reassure him that what was happening to her was not a sign of
madness and that she needed to be distracted in the ways that she was. I made sure
that I understood and said that I would speak to Cam later today. I asked her if the
"little one" agreed with this intention. She said that she did… She asked me to
phone C. I told him that Maggie was recalling more about the events and that this
was causing her great distress. I told him that she didn't want me to talk to him
about the details… (19/07/1993)
The excerpt continues after Maggie, often in a childlike state retells more details
of the sexual abuse she suffered as a child. Harry writes that he phones Cam, explained
that Maggie did not want to disclose the details of what she had recalled, and her fears
about him knowing. Harry writes that Cam responded very positively, and that he was
relieved to understand that her distress was understandable within the context of Maggie’s
recall of events “I think in fact, that it was something of a relief to him to know that her
behaviour had not been way out of touch with reality, as it had been for me”. Harry
writes:
Cam told me that he was willing to come and pick M up if she needed it. I
returned to talk with M and found that this was necessary. When C arrived, I left
them together. I noticed that she was crying while talking to C and had not when
she was doing her work with me. (19/07/1993)
Harry here seems to have become a go-between, delivering messages from the
underworld into Maggie’s everyday above ground life, to her husband. Harry seems a
messenger between these two worlds, interpreting for them all, back and forth. It may be
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that explaining and interpreting for Cam, is also a way of explaining things to himself, as
Harry tells Cam what he has come to understand himself. There is a sense that they are all
learning as they go along. It seems significant to Harry that Cam is relieved by Maggie’s
increased recall of events and finds it a vindication of Maggie’s behaviour. Harry tells us
he has experienced the same relief, and there may be a sense he is not so alone as he
shares what has been happening. He now has a fellow traveller.
Within the case notes Harry makes no mention of harbouring any scepticism of
his own. He expresses mainly empathy and compassion. I wonder whether this leaves
little space for scepticism, and it must be redirected and held elsewhere, so that Cam has
been infected by the doubt that is unable to be unacknowledged? In an excerpt, a month
earlier Harry writes that Maggie had described Cam expressing his impatience and
scepticism to her: “she should be getting over it by now…marriages have broken down
for less” (21/06/1993). I wonder whether Harry (nudged by Maggie?), feels that Cam is
less likely to be sceptical if it is Harry who relays her increased recall of events.
There are now three people (actually more if I include the alters) at the centre of
the work, and I imagine there is great potential for splitting and triangulation. In such a
climate, it would take very little for an impenetrable coalition to be formed that would
exclude Cam and his scepticism as the intimate and intense work of Harry and Maggie
continues. However, it seems that Harry is aware of that potential and takes measures to
ensure that, with Maggie’s (and the alters’) consent, Cam is included wherever possible,
and the couple’s relationship is not undermined. In fact, I think he models to Maggie, the
importance of including Cam and honouring that relationship. Harry takes seriously
Cam’s offer to come and pick up Maggie, he does not brush this away, and thus gives
Cam the opportunity to be active in her care, doing what only he can do. His input is
valued. Harry gives them time together alone, stepping aside and privileging their
relationship. Harry writes “I noticed that she was crying while talking to C and had not
when she was doing her work with me”. It is significant to Harry that Maggie cries with
Cam, he notices Cam as Maggie’s primary source of comfort.
By the next entry, written one month later and one year into the therapy, Cam has
now become a central character in the case notes, and Harry is clearly interested and
encouraging this involvement.
Last week, Maggie was brought by C as she was feeling shocked and frail and
needed his support. C came into the room first and told me that she had been
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struggling all week about memories that were coming up and was feeling reluctant
to work today. This observation was reflected in Maggie's decision to sit on the
settee rather than on the usual chair. We spoke for a few minutes, as I was
interested to know how C was doing, responding to the contents that were
emerging. He said that she had told him of the fact that more had happened, but
not of the detail. …C had already intimated that he thought it might be better if he
left so that M could continue her work, so I asked him to wait. He said he'd wait in
the car. (02/08/1993)
Reading this excerpt, I notice the roles have changed here, Cam is the go-between,
communicating what Maggie is too frail to say, and bringing Maggie to the session, while
she is reluctant to work today. Cam is supporting the work. Harry shows that he is keen to
take an interest in how Cam is coping, he wants to support him as well. Cam seems
unwilling to stay and hear what Maggie will reveal today; he will leave that job to Harry,
that is his role. Harry tries to include Cam, asking him to wait, rather than leave
altogether. I notice that Cam compromises and stays, albeit at a distance in the car. I am
not sure if he is a safety net, a protector at the gate, or someone to escort her back from
the underworld.
Nine months later in the therapy (and approximately nineteen months into it),
Harry describes some of the challenges for Cam, who visits Harry to seek information.
I did my best to reassure him…I also reiterated the need for her to work slowly
through her issues and that the process could not be hurried…Clearly my
judgement is that my client is both M and her husband. This is because he plays a
big role in providing support for her while she emerges from the chrysalis of her
early trauma…I count him as an ally in the struggle that his wife is enduring. I
also hope that by being frank with him, he will respond by being active in his
basic support for her. (03/05/1994)
Harry makes clear that he has shared with Cam some of his own speculations and
concerns. I am surprised that Harry shares material that is speculative. It almost sounds as
though he is confiding as one might to a colleague. It is as if Harry has now envisioned
Cam as co-therapist, rather than client. Alternatively, could it be that Harry has been
inveigled into some sort of parental coalition with Cam, as I cannot help feeling that
Cam’s presence in this context is a reflection of a paternal element of his relationship
with Maggie. Nonetheless, this sharing is unusual, although it might be a way for Harry to
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convey to Cam his own sense that what has happened to Maggie is very serious, and that
there is more yet to come, that might explain her behaviour. However, Harry writes he
hopes “that by being frank with him, he will respond by being active in his basic support
for her”. My interpretation is that Harry is trying to call Cam to action by revealing his
fears of what else Maggie may yet uncover. I think he trusts Cam, and in informing him
of what has been happening, he educates him so that he can provide extra therapeutic
support for Maggie. Harry uses the analogy of a chrysalis. The work and Maggie are
fragile and need to be protected. Cam is the cocoon between the work that Harry and
Maggie are doing, and the rest of the world. Cam is both protector and connector. It is
almost as if he is providing the skin for the very raw Maggie until she grows a new one.
In the same entry speaking to Cam, Harry speaks of time and the need for patience
and “the need for her to work slowly through her issues and that the process could not be
hurried”. Harry understands this to be because “she can only deal with material at the
pace she can manage” (03/05/1994). The theme of taking time, not rushing, and yet
wondering how long it will take and when it will be over is recurrent throughout the case
notes. It resonates through the wider system, with various characters (Harry, Maggie,
Cam, and many alters), all voicing their impatience and frustration and at other times their
need to slow down. Although these themes may be inevitable in psychotherapy that lasts
many years, it may also be particularly related to the experience of being abused.
Wondering when it will be over and just wanting it to be over. I have had a similar feeling
when reading the accounts of the abuse in the journals—finding myself with one eye on
the clock wondering when it will finish and be over.
The next excerpt was written approximately two months after the one discussed
above and summarises work conducted over three sessions, now just under two years into
the therapy. Although Harry has had quite a lot of contact with Cam (i.e., phone calls,
incidental interactions when he drops Maggie off), it is the first time in the case notes that
Harry describes working with Cam and Maggie together in a session.
...Maggie was clearly regressed and unable to gain much distance on the issues
concerning her sexual relationship with Cam. The highlight of the session was
when Maggie went over to the mat in the middle of the room and stood, fearfully
trying to speak about her needs. C and I stood and came over to her position and
Maggie struggled to get out that she wanted to be able to tell C to stop when she
needed to when they made love. She baulked at the word "stop" and finally
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shouted it out "STOP, YOU BASTARD!" As she shouted, C, who had been
crouched at my side, stood abruptly and turned away. I grabbed his hand and drew
him back, while continuing to give attention to Maggie who was regressed and
still in contact with the terror of trying to get rid of the man who raped her when
she was a child. I intuited that part of C's grief and shock was in being somehow
equated with the perpetrator, however I sense that there is also something else
going on that I cannot at present name. C responded to my insistant [sic] pull on
his hand and he crouched once more by his wife and began to stroke her hair. She
said "C, are you there?" to which he said yes.
In the debriefing that followed, I checked C's understanding of what had gone on
and he seemed clear enough about it. (01/06/1994, 07/06/1994, 14/06/1994)
The beauty of working with a client who is so consumed in the present moment by
traumas of the past, is that there is an opportunity to work with the traumatic material in
the present. This seems to be an opportunity Harry can work with. As Maggie appears to
relive events that happened years ago, Harry takes the opportunity to coach Maggie’s
husband Cam to stay with and absorb the attack of being equated with the rapist and to
comfort Maggie rather than move away from her. Harry has already indicated he
understands such enactments as an opportunity for Maggie to relive the events of the past,
but in a supportive environment, where there is no real threat, and she can be comforted
and ask for reassurance. Interestingly Harry doesn’t mention much about working with
Maggie himself in this moment. I note that Harry writes that he grabs Cam’s hand, rather
than saying something and he seems very much like the stagehands, who wear black so
that they are not seen while they make sure the main protagonists are in their places.
What he says to Cam, I imagine, is much like what Harry has had to say and teach
himself about being around Maggie’s trauma. It is brave work that Harry does, as he lets
go of himself and instead trusts and facilitates Maggie’s self-guided process in this
session—intervening only to keep Cam from retreating. I wonder how many therapists
would be willing or able to do such experiential and involved work. Harry and Cam are
almost experiencing the trauma itself as it is relived and reworked in the present. The
excerpt continues:
The following week, I began the session by asking C to speak about his feelings
the previous session. In particular, I wanted to know whether or not he had felt
fearful. He said that he had. That his fear was caused by feeling unable to be of
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help to his wife. I spoke of the problem that could result from his turning away in
that it mirrored Maggie's childhood experience of parents who were unable to
stand for her after the rape and who proceeded to ignore it in the hope that the
trauma would go away. C seemed to understand. I gave a good deal of time in the
session to describing the character of Maggie's experience to C and later she said
that she had been listening, but was unable to talk to us. (01/06/1994, 07/06/1994,
14/06/1994)
Again Harry is checking in with Cam, seeing how he is going in processing what
is happening, then coaching him on how to be around the trauma so that the previous
behaviours of Maggie’s family of origin are not repeated. This time the trauma will not be
ignored, it will be attended to and a new experience provided, facilitated by Harry and
Cam, where Maggie is not alone, and the trauma is not ignored. Harry writes that he gives
a “good deal of time” to explaining Maggie’s experience to Cam as if he is interpreting or
providing subtitles. Maggie listens as well but cannot speak. He is retelling the story to
them both. The excerpt continues:
The highlight of the work revolved around Maggie's statement that she needed to
revisit the dark room in order to see if she could manage it. She did what she said
that she needed and in the fantasy of being once again in the dark room in which
she had been raped, she said that she was aware that there were four others
present. It was her sister, the perpetrator, and Cam and myself. She went through a
process of feeling great fear that she would be unable to get the perpetrator out of
the room and that he was barring the door. I spoke in reassuring ways, inviting her
to seek C's help to remove the perpetrator. Eventually M was able to get him out
of the door, but then was in fear that she couldn't get out herself…Eventually she
was able to see a rainbow which was the bridge she needed for the perpetrator and
X (child alter) to pass away from the room and she watched them as they
disappeared into the distance. She then panicked that she would be unable to get
over the rainbow too. Finally she was able to use C's hankie to wipe the slippery
slope of the rainbow and, to her delight, slide down the other side. The session
ended. (01/06/1994, 07/06/1994, 14/06/1994)
I notice that throughout this excerpt that it has been Maggie who seems to be
initiating the work and here, using her own imaginative processes to revisit the dark
room. Harry gives little explicit description of his role here, other than to say he is
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providing reassurance and encouraging Maggie to utilise Cam’s support. However, he is
clearly facilitating these re-enactments, and taking on the role of a director, as though in a
psychodrama. It is another way that he works with the couple, and he sounds sure-footed
and comfortable in this role. It is with Cam and Harry’s participating-observingwitnessing presence that Maggie is able to rewrite the story of her trauma. She chooses a
different ending to the story whereby she is not abused, but is instead resourceful and has
loved ones around her to help. She is no longer alone with her trauma.
The excerpt continues:
I worked with Cam and Maggie as a couple much more today. At one point,
Maggie regressed and I was able to use the moment to assist C to own that this
made him feel scared because he was unable to help. Maggie's response to this
was to say that she didn't want him to take over the problem for her. She likened
his task to her own on the days when C came in from work obviously worried.
She said that she realised at those times that while she couldn't solve the problem
for him, that she could let him talk and cook his meal. C seemed to be taking all of
this in. I think he needs to know that Maggie is able to help herself. While Maggie
was in a regressed state, I spoke to C saying "this seems to be like the times when
she is regressed at home. I know that Maggie is going to be able to get herself out
of this and that I have only to sit quietly and wait and not blame myself for her
distress. I imagine that this is the sort of thing that you need to be able to do C".
There were a further three opportunities for this to be reinforced before the end of
the session. I was reinforcing Maggie's knowledge that she could get out of it by
herself and C's that he did not have to be burdened by it. I hope that they will be
able to put this more into practice through the week. Maggie did speak today of
her childhood feeling of being relegated by her mother to the status of an
oversensitive person who didn't qualify to be taken seriously. On one occasion C
was speaking of his desire for Maggie to be "normal" and I saw Maggie wince and
regress. This also proved to be an opportunity to coach them on the above
dynamic. (01/06/1994, 07/06/1994, 14/06/1994)
Harry writes that he “worked with C and Maggie as a couple much more today”,
which is surprising given that it is hard to imagine a therapist more engaged in working
with a couple than he has already been. However, what I think Harry means is that the
work so far has been about drawing Cam into understanding and supporting Maggie’s
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therapy, but now with them both in the room, he works more with the effects of Maggie’s
experience on their relationship. The session seems to be more about process not content
than the sessions already described. Although Harry writes that Maggie does become
regressed, they do not all engage in a re-enactment but instead are able to explore the
process around it. Within the containment of the presence of Harry, it is an opportunity
both for Cam to let Maggie hear how distressing it is for him when she regresses and for
Maggie to demonstrate how competent she is. Maggie even has the opportunity to give an
example from their shared life together of how she manages such situations—she is
coaching Cam. Harry takes on the role of coach in order to help them to be able to do this
for themselves at home and to be independent of him.
The next excerpt from the case notes occurs six entries after the one presented
above but is dated roughly eighteen months later, (now three and a half years into the
therapy). It follows a phone call the day before from G, a male alter. Harry writes that G
tells him that Cam is having trouble accepting the presence of the male alters and writes
“I told him that it was important for Cam to come to the next session so that he could be
assisted to understand what was happening so that he could continue to support Maggie”
(24/01/1996). It is one of many examples of Harry requesting that Cam be included.
It is interesting how it seems that working systemically lets Harry integrate work
with the couple system and Maggie’s system of alters, and describing the session
conducted the next day from the session described above Harry writes:
Spoke to Cam and Maggie today. Listened to Cam’ concerns. Explained what I
thought was going on, including my own concern about the subtle ways that
therapy can, conceivably, produce the symptoms of dissociated alters. I explained
the ways I try to safeguard against such a contingency and he was happier with the
explanation. At the end of the session, Maggie suggested that if she took time out
she might be able to cope adequately. I said that I was happy for her to experiment
with this if she wished. G [male alter] came out and, very sternly, told me and
Cam that she was to continue the therapy. He said that he was worried about what
might happen to her if she did not. Cam had seen enough and heard enough
previously to side with G [male alter], although he said that he felt some
confusion at the appearance of this alter which, while new to him, has been known
to me for two years. Maggie reappeared and said that she thought she didn’t need
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further treatment. I said that she should continue and C supported this.
(25/01/1996)
In this instance Harry initially does not advocate for the therapy, he is open to
Maggie deciding how much therapy is right for her. He is present but not controlling. His
openness allows for the expression of the alter G, and this seems enough to make Cam
realise how important the therapy is, and that perhaps without Harry he would be alone
with the situation. It is enough to change the dynamics of the session and an initially
reluctant and sceptical Cam has now sided with G and Harry and persuaded Maggie that
the therapy should continue.
Widening the Circle of Systems
In the next excerpt from the case notes, which occurs approximately four years
into the therapy, Harry encounters a sudden challenge that involves working with a much
wider system, and appears to handle it calmly and surely, as a larger process appears to be
taking place. With the exception of referring Maggie to see a female therapist regarding
female sexual response in January 1996, this is the first indication of Harry working with
wider systems in the case notes. Up until this point, Harry worked individually with
Maggie for the first seven months at which point he widened the work to include the
couple.
There was a 1.00 am phone call from [Maggie’s home town in the country] last
Friday. M was at [sister’s] house. She had gone up there to try to deal with a
murderous impulse regarding [perpetrator]. I spoke to two priests from [a country
town] parish who had been approached by M asking if they could help her get a
gun. I said that I didn’t think that there was much risk because in spite of the
fragmentation of M’s consciousness, there were many resources that would inhibit
her from acting out. In fact the approach she had made to them was proof of this.
That night I got a call from [sister] for M and M was distraught. … She and I
spoke for 1.5 hours and she was quieter and I left it at that. Last night [Sunday]
Cam phoned to say that M had told him everything. He was amazingly balanced
about it. I think it was a good thing that she’s gone this far of her own volition
because she can now have his support. I scheduled a session for Mon at 10.15 am.
(05/02/1996)
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As Maggie has spoken what were once unspeakable and unarticulated memories
to Harry and Cam, the process of speaking out, and not hiding secrets but expressing
feelings of rage is spilling out beyond the therapeutic relationship. The events described
here are dramatic, but Harry gives us no sense of finding them so, other than he records
them and we feel the shock of it all. He seems unperturbed to receive phone calls at
1.00am and manages to communicate his trust in Maggie to the priests. Where another
therapist might have been rigid and refused to discuss Maggie without some sort of
formal arrangement, he is pragmatic and ultimately inclusive and helpful. He does not
suggest that the Crisis Assessment Treatment Team (CATT, emergency mental health
professionals) or the police be called. His calmness reflects his deep faith in Maggie’s
self-guided healing processes and is evident when he writes “She and I spoke for 1.5
hours and she was quieter and I left it at that”. He knows he can leave her to work this
out. When Harry writes that Cam has phoned him, it is evidence of how strongly they are
communicating now.
Ultimately, I think Harry sounds pleased that Maggie is involving all of these
parties, and he is happy to cooperate with her process of widening her circle of people
who understand and can support her. In an entry three days after the excerpt above, Harry
writes that Maggie made a decision to tell her whole family about the abuse and its
effects.
The process of the circle widening continues in an entry written two weeks after
Maggie reports telling her family. The excerpt below is edited from an entry in which
Harry writes that Maggie has been struggling to integrate one of the child alters who
holds the memory of being brutally sexually abused as a child. As a result of this, she has
given Harry a letter indicating that she has not been eating, has been drinking alcohol, has
ceased her antidepressant medication, and has tried to cut her wrists. Harry writes:
As I will be away next week I’ve rung Dr Smith [pseudonym for GP] to ask him
to reassess her prescription for anti-depressants and get her back on them, I’ve
rung a colleague (U) to try to arrange for a meeting. (I now know that B is on
holiday and won’t be back till next Tuesday). I’ve also spoken to Cam and have
told him about the foregoing and have asked him to make sure that she’s taking
the medication and to watch for signs that she’s upset. I will ring him on Tuesday
afternoon to check how she is. (22/02/1996)
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In this entry, the context is slightly different to the excerpts above, in that the
widening of the circle is accelerated here because Maggie is struggling to look after
herself at a point when Harry is going away for a week. He is taking care to ensure that
Maggie will be taken care of in his absence and calls on a multi-disciplinary group of
medical and psychological colleagues as well as co-therapist/family member Cam.
Reading between the lines, I think Harry must be quite worried about Maggie as this is
the first time he has written that she has been so self-destructive, and it is his first mention
of incorporating two (another therapist and a GP) other systems. I am not clear on
whether he is calling on this external support because he is concerned that Maggie may
need more help than he believes the therapy can provide, or whether it is because he will
be away. Nonetheless it seems in both Maggie’s and Harry’s interest for him to do this as
he needs to feel he can go away leaving her with adequate support.
What is also interesting is that Harry does not mention his relationship with
Maggie, and the possibility that his going away might have something to do with the
escalation of Maggie’s destructive behaviour, which has toppled over into the realm of
medical symptomatology that now calls for medical attention. Later in the case notes, we
see Harry prepare for other breaks in the therapy and discuss with Maggie the likely
impact on the work. In this excerpt, his approach is more pragmatic. His call to a therapist
colleague B, suggests he thinks that his absence may be an issue for Maggie. However,
this is perhaps not something that they talk about yet.
In the next consecutive entry in the case notes, written on Harry’s return from his
break approximately two weeks later, Harry writes that having seen Maggie for two
sessions the day before:
She rang and left a message for me to call her and by the time I could, Cam told
me that she had cut her wrists with a cartridge type of razor and that he’d carried
her to bed. He rang back 2 hours later to say that she was saying nothing and
rocking her head back and forth. I made a home visit straight away and arrived at
10.00 pm.
In my phone call to Cam, we discussed the pros and cons of contacting medical
colleagues. I said that I was reluctant because it would mean hospitalisation,
sedation and close watching without further psychotherapy. I said to C that I
thought it important to provide her with an opportunity to express the anger that is
pent up. I will monitor progress until next Thursday in case she deteriorates. I
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have spoken to her today and have made an agreement with Maggie that she will
tell me if she feels suicidal in future. (05/03/1996)
Here, I am struck by Harry’s reluctance to involve what he calls medical
colleagues. I do not think he sees them as effective colleagues at all, expressing a real
lack of faith in the medical system’s ability to help Maggie in any meaningful way.
Instead, he clearly places great value in the psychotherapy and shows confidence in
continuing the primary form of intervention. As the session continues, you can see that
Harry does not seem to be afraid of Maggie’s behaviour: he sees it as something that can
be helped by psychotherapy. He believes that Maggie needs an opportunity to express her
anger, not medication. This is not a medical language that he is speaking; it comes from a
paradigm of psychotherapy.
Such is Harry’s faith in psychotherapy that he is not afraid to step outside of the
usual formalised boundaries of the psychotherapy relationship, by making a house call at
10 pm. Harry does not comment on this, but it seems a reflection of his faith and
commitment to psychotherapy being the very best thing for Maggie at that moment. I
cannot know what Harry was thinking, but my impression is that he was not thinking of
himself and how others might judge him. I imagine he sprang into action, motivated by
his care for Maggie. However I do note that later in the entry, in the excerpt included
below, he makes a point of noting that Cam was present as he attended by her bedside,
suggesting that he was not oblivious to the fact that there may be people who would have
disapproved of him being alone with a client in their bedroom. As a fellow therapist, I am
anxious he will be judged. Paradoxically, it is usually doctors who make house calls and
attend patients by their bed. I do not think anyone would question a doctor making a
house call, although these days it is a rarity and something that might be seen as a sign of
a very caring doctor. The entry continues:
When I arrived at the house she was in bed, so I attended to her there, with C
present. Gradually I managed to make a connection and after about half an hour
she was able to begin to express some of the rage. She alternated between putting
it out (i.e. hitting the bed with her fist and yelling that [perpetrator] is a “fucking
bastard”) and hitting in (striking herself in the head with her fist). I did my best to
block most of the blows aimed at herself and encouraged her to hit out. After
some time, she became coherent. We discussed what had been happening and I
tried to help her to understand as best she could under the circumstances.
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Today she has had C with her all day. They’ve been on a picnic and M has been
settled. I spoke to her and she told me that she cut herself because of the
frustration of not being able to do anything with the rage she feels and because she
feels she has perpetually to justify the fact that she needs to continue to do the
work with me. Last night, C asked her if it might be possible to revert to seeing
me once a week. M realises that it needs to be twice at least and preferably three
times. (05/03/1996)
I have included the rest of the entry because I think it demonstrates Harry’s nonmedical understanding of Maggie’s behaviour. Notably, he does not use any labels or talk
about symptoms. Harry talks about Maggie’s behaviour as being an understandable
response to an unreasonable event. He seems happy with a non-medical response to
Maggie’s distress, believing she is better cared for on a picnic with her husband than on a
supervised ward.
The next entry from the case notes is written the following day and indicates;
Last night, Cam rang to tell me that M had extended the cut in her wrist and had
drunk a lot of alcohol while he was out for an hour last evening. He was worried. I
advised him to take her to [hospital] and have the wound stitched and to make an
appt to see Dr Smith tomorrow morning. I’m worried that there may be a
biochemical factor involved in the disorders to her thought and think she needs to
be assessed. Rang and spoke to Dr Smith this morning. Told him what had been
happening. He was willing to see M with a view to assessment and possible
hospitalisation. Rang and spoke to Cam and then Maggie. She seemed clear
headed this morning and told me that she had remembered feeling a lot of rage
and had reread a newspaper report about the difficulty judiciary has in dealing
with claims such as she wants to make. Couldn’t remember anything else, no
cutting, no abuse of alcohol. Worried that I’d dump her on other caretakers and
disappear. Reassured her about this. Explained my thinking and wish for input
from medical people and likened possible hospitalisation as retreat to an altitude
camp on Everest to recover physically before making the final climb. Asked Dr
Smith to ring me to let me know what has happened. Told him I wanted
consultation with members of the CATT team. (06/03/1996)
The starting point for this excerpt is a phone call from an anxious Cam,
responding to a serious situation with Maggie. I think Harry is anxious too, anxious
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enough to initiate an interface with the medical world, which he has previously eschewed
as not in Maggie’s interests to be sedated and to have the therapy interrupted. His tack has
now changed, and he actively seeks out medical help and starts to think in medical
terms—wondering if there may be a biochemical factor involved. Although he has spoken
as though his reluctance was based on experience of the limited help and secondary
trauma that hospitalisation may bring. It seems this is no longer something he feels he and
Cam can deal with alone. This is a crisis, and Harry is managing it, liaising with the
psychiatrist to connect the two worlds. Harry is not so faithful to psychotherapy that he
cannot consider alternative perspectives. Reading as a psychotherapist myself, I am
interested in my relief at this decision as I had been concerned that Maggie might kill
herself. I now realise I was relieved to read of this step because it not only takes care of
Maggie but also takes care of Harry as well. He makes himself so vulnerable in this work
that I think he sometimes forgets to take care of himself.
I am interested too in the way Harry talks to Maggie about the possibility of going
to hospital. Likening it to a stay at base camp on a climb up Everest gives a stay in
hospital a different feel altogether. It is understandable on such a strenuous journey that
one would need to take a break. Harry is using storytelling to translate this series of
events into something a distressed, amnesic and likely regressed Maggie will be able to
hear. This is a language he knows she understands.
The other point of interest here is the sense of disconnection between the work
that Harry and Maggie are doing and the medical system. I note that Harry writes that he
requested that Dr Smith keep him informed and that the CATT consult with him. Clearly,
he assumes that unless he asks for his inclusion, he will be not be told what is happening
to Maggie. Maybe this explains some of his earlier reluctance to involve the medical
system; he knows he will be on the outer. He is aware of Maggie’s fear of abandonment,
and the risks of this seeming repeated if these systems fail to cooperate for an already
distressed woman.
In the next entry in the case notes, written three weeks later Harry writes:
Maggie was admitted to [a private clinic] and placed in the intensive care ward for
the first week so that her condition could be monitored. I was kept informed by
nursing staff and had a conversation with the psychiatrist two days ago.
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She seems to have rested and is a bit recovered but needs to continue to deal with
R’s [male alter] rage still. From my conversation with Dr Peters [pseudonym], I
got the impression that they were sceptical to some extent about the diagnosis and
tended to be unwilling to accept the regressed aspects of Maggie if it continued for
too long. I think that she’s safe nonetheless and it may be worth trying to dissuade
her from her symptoms just to see if it helps. I think I may get a bit too immersed
myself.
She’ll be out by the weekend and will see me on Monday 1st April prior to going
away with Cam for a fortnight’s holiday to the Murray. I have spoken to Cam and
have said that I think it’s important that he go away for a rest, as the strain is great
for him. I suggested he rent a mobile phone while away so that M could phone
me at predetermined times to check in. (27/03/1996)
This is an interesting excerpt for what it says about the intersection between Harry
and Maggie’s work together and the medical system. I note that Harry tells us that it is the
nurses that have been keeping him informed and that he has had one conversation with
the psychiatrist only after several weeks. The hospital is a hierarchical system where the
psychiatrist now will prevail, and Harry notes that the psychiatrist has a different
understanding of Maggie’s presentation. The psychiatrist is sceptical of the controversial
diagnosis and unwilling to engage with Maggie’s childlike elements. He has his own
interpretation, which is in contrast to Harry’s understanding of Maggie’s presentation,
which is based more on what Maggie thinks and what they have learnt about her past.
Although their perspectives are different, Harry does sound open to the idea of
“dissuading her from her symptoms”. Harry uses the medical term “symptoms”, and he is
not so attached to his own view that he is unwilling to try something different in order to
help Maggie, suggesting that he is able to work within this system, this perspective. This
is an opportunity for Harry to reflect and question his understanding of what has been
happening, and my impression is that he is perhaps grateful for an alternative perspective.
The next statement is interesting: “I think I may get a bit too immersed myself”.
Indeed, although Harry has seemed at all times, to have a rope anchoring him to the mast
of the rational adult world, his work with Maggie is at times, truly a work of immersion,
and he really seems able at times to suspend any need for the rational and surrender to
Maggie’s understanding of her experience. This has become apparent in this section of
the findings about other systems, where, although there are challenges involved for Harry
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in working with these other systems, his voice is at its most steady, authoritative,
knowledgeable and professional. The shakiness that is sometimes evident as Harry tries to
find new ways to work with extremely confronting and challenging presentations that he
has never experienced before is absent in this section. In this section, he is speaking in a
different voice.
Overall, I think in this instance the stay within hospital holds a sense of relief, as
all of them, Maggie, Cam, and Harry, can take a break and rest. Maggie is being looked
after in the maternal body of the hospital (I have described it is a patriarchal system, yes,
but the hospital seems womb like, always available and supposed to give a sense of being
cared for). I think the need for rest, and the acknowledgement of how stressful this has
been for everyone is reflected in Harry’s words to Cam. I am curious though about the
suggestion that the couple take a mobile phone with them on their trip — is it a
transitional object, a way of Harry looking after the couple, or emergency contact backup
for Cam as well as Maggie? Perhaps all of the above, as the phone has a practical function
and may have a developmental/therapeutic function as well.
The next excerpt has been selected from the case notes nearly three months after
the excerpt presented above (nearly four years into the therapy), and Harry writes that
Maggie arrives groggy and eventually admits to having taken 24 (rather than the
prescribed two) tablets of her prescription medication the night before. In the previous
few months, as Maggie has remembered more of the sexual abuse she experienced as a
child, her episodes of drinking and bulimia have increased. Earlier in this day’s entry,
Harry has written that “she was also talking suicide” (03/06/1996).
I rang Cam and asked him to pick her up. When he arrived, he was very angry. He
had an important appointment with [private business company] at 2.00, and it was
then 12.20, and he was worried about her and furious that she’d not been able to
keep herself in control when all hell is breaking loose at work. After they left, I
rang Dr Smith to inform him, and he said that he’d arrange with Maggie to come
for an appointment. Cam dropped in later to pick up his car and told me that Dr
Smith had arranged for another admission to the [private hospital].
I’m worried by the cool way she described it as being very peaceful on the other
side and of how she wanted to go home and finish off the job… (03/06/1996)
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Now that Maggie is no longer burying the memories of being abused, it appears
that the chaos has been released into the rest of the world. There is a ripple effect which
creates new and unpredictable challenges for Harry and is reflected in his management of
the situation. The work can no longer be contained by Harry and Maggie alone, and he
recognises that it has spilled out to require the help of others. Unusually, Harry writes that
he is worried. It takes a lot for Harry to express anxiety, he seems to be able to cope with
most things that Maggie presents him with. However Maggie’s suicidality is something
that distresses him, and it is enough for him to call the psychiatrist, which I presume he
knows will likely result in Maggie being hospitalised. It is the tipping point at which
psychotherapy has perhaps reached its limit, and Maggie’s treatment becomes a medical
issue when psychological pain potentially causes physical harm.
Of course, having someone talking about killing themselves is distressing for
anyone privy to that information and Harry also has a duty of care to involve the medical
system when a client reports suicidal ideation. However, I know from later entries in the
case notes that this is a tipping point for Harry on a much more personal level. A year
later he tells us that “At a personal level, I know that her giving up is so like what mum
did all my life and the fear of losing Maggie…” (16/06/1997). Harry has reflected deeply
on the meaning for him of Maggie’s behaviour. In the context of this discussion on other
systems, it is poignant to note this example of Harry’s awareness of his own family’s
presence in his experience with Maggie.
In the next consecutive entry, nearly four weeks later, Harry writes that Maggie
has been admitted into a private psychiatric hospital for nearly four weeks and that they
have been in regular phone contact, involving amongst other things work to integrate
alters.
…It is clear that she feels that staff of the hospital, including her psychiatrist, Dr
Peters [pseudonym], are trying to ignore her account of DID and cast the problem
in different terms. The psychiatrist has now prescribed lithium to contain the highs
and lows. I don’t think he understands anything about the subjectivity that
accompanies M’s agitation and mistakes it for mania. I have advised M to act
normal and get out of the hospital soon. This week, Cam has taken the week off to
go away…with [daughter] because she’s starting a new job. Maggie is feeling
very sad because of the loss of [daughter], and in addition, [another daughter] has
just become engaged and she’s feeling loss a lot.
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… she rang me to say that she was wanting to “run away” and return home. I
explained that her psychiatrist would be professionally obliged to round her up,
especially as Cam is not at home and that she ran a risk of being certified.
There have been reports from M to me of the times that she has been feeling upset
about missing [daughter] or anticipating the entry of an alter, when staff and Dr
Peters have interpreted this as a sign of psychosis and have experimented with
drugs. Sedatives and more recently, lithium. I’m worried about all of the drugs
because I don’t think they understand what’s going on with her, but I don’t want
to kick up a fuss. M told me that on one occasion when she was distressed late at
night that one of the nurses had threatened her with certification. I later had a
‘phone conversation with Dr Peters about this. He initiated the call, which I
appreciate, but I can’t help but think of him as a pretty immature man. He giggles
inappropriately when we talk and was asking my opinion of M going into his
group therapy program. When I asked him about the way that lithium worked, he
confessed not to know and said “I am a psychoanalytic group therapist”. A pretty
inadequate defence. Anyway, I think that after she gets out it will be important to
have her get off the drugs so she can resume therapy. (27/06/1996)
The contrast between Harry’s understanding of Maggie’s thoughts and feelings
and Dr Peter’s couldn’t be greater, and their perspectives might be described as coming
from polar opposite positions. Harry’s understanding of Maggie’s DID is based on
Maggie’s account, and he has always used this as his guide–no matter where it takes him.
In this entry, he mentions changes in Maggie’s family relationships during the week and
the likely effect on her mood. The psychiatrist, on the other hand, seems unaware of these
circumstances and sees Maggie’s narrative as a symptom of psychosis, essentially a
pathology that is to be challenged and eliminated with drugs. It is not a relationship, let
alone a talking cure that he is offering. The medical system and the psychotherapeutic
system are at odds, but the medical system is more powerful, so to counter it a coalition
forms between Maggie and Harry. They work in secret and plan for her escape: “I have
advised M to act normal and get out of the hospital soon”. This is not to be a literal
escape however, as when Maggie does confide in Harry that she plans to run away in this
excerpt he does advise her against it. Harry now seems confident that the psychiatrist is
misguided, and his own previous musings about a biochemical factor seem to have been
forgotten.
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M told me that Dr Peters had said that it was “pretty inappropriate” for her to be
talking to me while in hospital. I have no good reason to doubt M’s word, so I am
pretty disappointed with Dr Peters for not letting me know this when we spoke. I
asked him pointedly about his attitude to us being in contact and about DID and
he evaded or at least was imprecise when responding. What to do? I don’t feel like
having it out with him as I am primarily concerned for M’s welfare and he has
power over her. Anyway, he agreed to leave the therapeutic side to me when we
spoke and I will act as if he is consistent with this statement. (27/06/1996)
The entry gives further evidence of the lack of communication, consultation and
ultimately respect between these two professionals. Although it is possible that Maggie
may have been confused or somehow misrepresented Dr Peter’s position on their phone
contact, the lack of collaboration and trust between Harry and Dr Peters is clear, and they
are easily split. There seems to be little recognition of Harry’s expertise and, at this stage,
four years of experience working with Maggie, although Harry does acknowledge that Dr
Peters has initiated contact and sought his opinion regarding Maggie doing group therapy.
Nonetheless there is a sense of Harry being talked down to, and certainly not being
spoken to as an equal. I think he must feel a powerlessness, as he acknowledges that Dr
Peters does have power over Maggie, and his use of the phrase of “not wanting to kick up
a fuss”, calls to mind that this is the behaviour of the powerless—they have to use actions
because they feel their words will not be heard and taken seriously. It does seem that
within the hospital/health system Harry’s work with Maggie was either under attack or
perhaps just disregarded and negated.
The next excerpt from Harry’s case notes covers two sessions, and the entry was
written on Maggie’s return home from the hospital.
Cam brought M home last Friday week and I visited her at home at around
8.00pm. She was extremely groggy and I think that it was the effects of the
sedative that she has been receiving at the hospital. She told us that she had
stopped taking the sedative at the hospital for a fortnight and that she had only
resumed taking them because she thought that Cam would want her to cooperate
with the doctor’s advice. Cam wanted to speak to me alone and his main concerns
were about Dr Peters and the quality of treatment she had received at the hospital.
He felt that they didn’t understand what M was dealing with and that the
hospitalisation had been a net negative thing. I agree with this assessment. While
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she was under 24 hour supervision, she was safer from risks of killing herself, but
the treatment she was receiving was increasing her level of desperation. In the
end, she had literally cooperated in order to be discharged. She feared being
certified, and I think that the fear had been generated by a nurse at the hospital.
Cam said that he wanted M to continue work with me but also wanted a second
opinion about the medication. Like me, he seemed sceptical of the bipolar
diagnosis and the prescription of lithium. I told him of my call to Dr Smith and of
his willingness to monitor medication. I learned from M today that Dr Smith has
arranged for a second opinion from a psychiatrist near [suburb]. I will call Dr
Smith about this, but can’t do so as he is on leave till the end of this week.
I think that the inadequate amount of mirroring of her psyche by staff, including
the psychiatrist has caused her to become shaken in her connection to objects that
had previously been well connected with. She said that she was worried that she
lacked the ability to take responsibility for her life and she was fantasising about
becoming hospitalised again as a way to be living dead. This as an alternative to
suicide. I reassured her about the importance of proceeding slowly. I explained
why I had helped her to integrate so many alters during her stay in hospital and on
Friday night because the contingencies of her care meant that she would be
exposed to inadequate support and I wanted her to have some of it on the inside.
(8, 28/06/1996)
This report (four years into the therapy) is the last time Harry describes Maggie
having an extended stay in hospital in the case notes that continue for another eleven
years. Although Harry describes Maggie as sometimes feeling suicidal and engaging in
self-destructive behaviours, it seems the three of them, with the occasional assistance of a
GP and a psychiatrist, were able to work together to avoid her being hospitalised for an
extended period again. There are just two more mentions of hospitalisation, and these are
brief stays and without the negative side effects. This description of Maggie’s stay in
hospital relatively early in the work (four years), I think it represents an exploration of
what the medical system might have to offer in regards to some of Maggie’s very
distressing physically self-destructive actions. Yes, it has kept her physically safe, but it
seems a pyhrric victory as there is more to healthcare than just keeping people alive. It
seems that as a result of her hospitalisation Maggie feels hollow and helpless. Harry

133

explains the purpose of his work is quite the opposite; he wants her to have her resources
available to her, and he has worked with her to keep her fully alive.
I see however that despite this negative experience with the medical system, both
Harry and Cam still want contact with medical doctors, so it is maybe more a failing of
one particular doctor than an entire system in this case. They still have faith in some
doctors, like the referring psychiatrist Dr Smith, and recognise that they need extra
support. I note that there is a realignment of Harry and Cam’s alliance, though Cam’s
ambivalence about Harry’s role will be an ongoing intermittent challenge for him to
manage. I also notice that it is Cam who is seeking the second opinion—as though Harry
has lost his voice. I wonder though if Harry is relieved to find a fellow feeling in Cam’s
alienation from the hospital experience. It may be nice that someone else is dismayed too.
Approximately one month later, Harry writes that he has spoken to Dr Smith
about an assessment conducted by another psychiatrist recommended by a medical
colleague. Harry writes:
Good news. The session with the psychiatrist worked out as well as I could have
hoped. He affirmed the diagnosis of DID, said that the most common
misdiagnoses were bi-polar and mood disorders. Suggested that she continue with
the lithium to assist and to avoid suicidality by one of the alters. He affirmed that
M must have done a lot of hard work in the 4 years. He said that she was making
good progress, having 12 alters inside (M’s estimate; I haven’t counted) and that
the work can go for 10 years with some people. Said that he felt ok about her
continuing work with me because we had a good working relationship. Said that it
was unethical of Dr Peters to fail to consult with me while she was in hospital.
Cam was with M when the psychiatrist was saying these things. It was a great
relief to me to hear these things and I hope that I will receive a note from the
psychiatrist confirming some of these statements. (25/07/1996)
Finally, Harry is speaking to a colleague, and he clearly feels supported. He
sounds delighted in this section, and I do not think I have ever heard him so pleased and
relieved. Harry notes that Cam was there when the psychiatrist affirmed his work with
Maggie — this means a lot to Harry, as when it was not the medical system playing the
sceptic, it has previously been Cam who has carried the scepticism. In reading this I think
I can also hear how hard it has been for Harry to be so unsupported by the psychiatrist at
the hospital, and see how little of this he has expressed in the case notes. There is almost a
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boy-like joy in his writing, as he notes that he “hopes he will receive a note from the
psychiatrist”. I should hope that is the very least he could expect!
Just under two weeks later (when no note has arrived) Harry writes:
M told me some encouraging things. The first was that he supported the diagnosis
and congratulated her on having done the work required to have integrated the
number of alters to the present. He said that bipolar disorder was a common
misdiagnosis when DID was involved. He noted that she was confident about her
work with me and said it was good to continue with it. He said that he thought that
Dr Peters had acted unethically in not keeping me informed while she was in
hospital. He suggested that she continue with the lithium as it seemed to be
helping the swings experienced by one of the alters. (In fact, I think that the
swings are Maggie’s in response to the feeling that E [alter] was out of control).
All this was very reassuring to me. It has been hard providing optimism,
understanding and support for M for all this time and to reassure her and C that
something coherent was happening, but the scepticism of colleagues can be
dismaying. (07/08/1996)
At this point, it seems that Harry has found a place for the work within the
medical system, by finding a medical colleague who speaks his language and understands
Maggie’s presentation as he and Maggie do. Although Harry could conduct the work
without the support of the medical system as he had to when Maggie was in hospital, he
obviously feels much better when it validates his work. It seems the medical system has
more weight in Harry’s mind than is sometimes apparent, reflecting perhaps the way it is
a parental body to psychotherapy. Harry here reveals how alone he has felt, and how hard
the work has been for him. He has had to carry a lot and has had little in the way of
guidance or company. He has had to lead the way, with really only his trust in Maggie,
himself, and the process to guide him.
Just under a year later (almost 5 years into the therapy), Harry writes, just before
he is to go on an overseas trip, that Maggie has become agitated and suicidal and that he
“has been in touch with” (I imagine he means he has telephoned) her GP with the
suggestion that they might need to contact the new psychiatrist Dr Green (pseudonym) in
his absence. On his return, Harry learns that Maggie has been admitted to a different
private hospital.
135

…when M told Dr Green how much she was missing me but that it was not right,
he said that he’d find it harder to understand if she had no such feeling of
attachment to me. She said that the staff were sympathetic even if they didn’t
understand the diagnosis. Dr Green on the other hand was very good with her and
she felt safe with him. (28/07/1997)
I have included this extract because it illustrates the change in tone that
interactions with this new medical system led by Dr Green brings. The medical system
now offers a place of safety when Harry is away, and the work is supported, not
undermined and attacked. Interestingly, after this good interaction with the medical
system, mentions of other interactions with other health professionals and the medical
system are infrequent (with the notes concentrating mainly on the work between Harry
and Maggie). For example, Harry does give glimpses of a dietician, and another female
therapist when Harry goes away or to discuss female sexuality, however there are few
mentions of the medical system beyond this point in the case notes. I think Harry is aware
of how important his relationship with Maggie has become to her, and the truth is the
work would not be possible without it. Dr Green knows this too, and his comment about
Maggie’s being attached to Harry as being understandable tells us that. He has returned
the work to Harry and Maggie.
However, Harry also works to ensure that the closeness is something Maggie has
a say in and is not at the cost of her sense of connection to others in the external world. I
am interested in this intersection between the internal and external worlds, which comes
in the context of the growing relationship between Harry and Maggie. This next excerpt
touches on this idea.
She was talking to me today about “building a container” and could identify that
this was a new idea and her version of providing the support that NN [child alter]
needed from me. …This takes her into a timeless, still place in which she feels her
solidity. The roots go deep into the earth…
She finished the session asking me if she should keep on with one session a week.
I told her that I was available for two or more if she thought she needed it, but that
I thought it was important that she decide what she needed, as I am right behind
her efforts to develop in her experience of the strong container.
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She has been seeing Dr Smith more this week, she says in order to compensate for
not seeing me so often. This is part of the process in which she broadens her sense
of place. (17/11/1997)
I am interested in Maggie’s articulation of the concept of building a container with
Harry for her child-like elements, and her sense that it takes her into a timeless and safe
place. Harry is supportive of this. I also notice that this comes in tandem with her seeing
Dr Smith more, and I like the way Harry understands this as broadening her sense of
place.
Although mentions of the health system become fewer as the case notes continue,
work with the couple system is an important ongoing part of the case notes. Harry clearly
recognises the importance of including Cam in the work, and the book Harry intended
and he writes “I thought today of the need when the book emerges, to ask Cam to write a
section too, as this is relevant to the needs of loved ones who are close to the action all the
time” (25/03/1998). There are different ways that Cam is important to the work, and
variations in the way Harry feels about Cam’s effect. Eight years into the therapy Harry
writes:
The three-hour session started with A [child alter] being very angry about them
wasting my time and angry with Cam and Dr Smith [her GP] for belittling her.
Cam had been told by Maggie of the need for some concentrated work to get G
[alter] in and he’d dismissed this by saying “If you need to, to stay sane...don’t
make up any more [alters]” Maggie was furious and this was made worse when
she went to see Dr Smith to get a prescription for headache medication and he
asked her if she were still taking her antidepressant medication. She was furious
with herself for telling the truth to him, too when he gave her the rounds of the
kitchen, saying “you’ll have to take the medication for the rest of your life”.
Both of them seem to have been expressing their anxiety and frustration. In a way
I can’t blame them, but it’s a pain in the arse because of the way it slows the
process (maybe it doesn’t, because Maggie’s anger was real and moved her
along). (13/08/2000)
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It is another example of the effect of Cam’s, and perhaps the GP’s ambivalence
about the work. The work cannot live in isolation and is inevitably influenced by
Maggie’s relationships. Apparently though, Harry is undecided about the effect of this
reaction by Cam and Dr Smith, and in this case, it seems as though what might have been
viewed as an impediment might alternatively be viewed as grist for the mill.
Cam’s ambivalence is perhaps a natural effect of such a close relationship, which
is necessary for such intense psychotherapy on a client’s primary relationship. This is on
Harry’s mind too:
I have also been struck by the way it’s apparent that I know l am trusted most
(even over against Cam) which amazes me. But I have known her for 8 years and
been supportive for all of that time. (04/10/2000)
There seems a sense of responsibility for Harry in knowing that he is trusted by
Maggie even more than her husband. Harry is aware that he has to manage the closeness
and the high level of trust so that Maggie’s relationship with her husband Cam is not
undermined. His consciousness of this is seen in this excerpt written two months later.
Cam will return next week. I think that this will require of Maggie that she shifts
her primary attachment from me to Cam. We achieved some beginnings to this
task today. (She sat on his knee and spoke to him, they got clear about his struggle
to listen and its probable effect on her mood, including her sexual response).
Interesting comment from both that they are uncomfortable with the fights that are
going on and want a more peaceful life. I think that Cam is integrated with this
aspiration whereas Maggie is not. She wants peace but doesn’t want to return to
being the family pacifier. I am helping them to see that their liberation will result
from Maggie being validated by Cam listening and from Maggie continuing with
the task of integration. (12/12/2000)
The issue for Harry of managing his close relationship with Maggie is reflected in
Harry’s description of the need for Maggie to shift her primary attachment back to her
husband. That is what this session is about, and Harry has Cam playing the role (with
Maggie sitting on Cam’s knee explaining) that Harry has sometimes played himself. As
the session continues, the work is about Harry supporting and coaching the couple, and
Harry is working to do more than just keeping the couple’s relationship intact, but is
helping them change and grow. Harry sounds clear and comfortable in the role of couple
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therapist, and I find myself thinking how lucky Maggie is to have found a therapist who
can operate so well across the different skills required of a therapist in individual and
couple work. Having to make these switches might be a particularly challenging aspect of
such work— but does not appear so difficult for Harry.
The next excerpt chosen was written nearly a year later, approximately nine years
into the therapy. In the last year Maggie has been remembering more and more of the
abuse she suffered as a child. In these notes, Harry writes that he has been seeing the
couple regularly, every week for the last three weeks.
A week ago she cut herself when Cam was not responsive to her distress and she
went into a NN [child alter], quiet place. Fortunately Dr Finn [pseudonym for
another GP] was supportive and stitched her wound and Cam came to the next
session to sort out what was happening. I was able to talk to him about his role in
taking over the primary care process; by this, I mean that as M works through her
transference issues with me, it is necessary for Cam to provide constancy as a
bridge to the extra-therapeutic world, which is now the trajectory for the work.
Maggie is aware of the need to make this transition and of the fact that negotiating
her anxieties in the process is an important part of the work now. Last night Cam
managed to assist her when she was in a regressed state. (19/12/2001)
This excerpt comes at the end of what has been an intense year of work for Harry
and Maggie. The work has not been easy as they have been exploring and revisiting the
details of the severe sexual abuse in Maggie’s past, with much of this memory revisited as
Maggie was in a childlike state. It is in this context that the therapeutic relationship
between Harry and Maggie has grown and, as discussed earlier within the theme of
working with an adult in a childlike state, Maggie has developed a secure attachment to
Harry, his wife, and his home. Harry talks of Cam “taking over the primary care process”
so seems to see this as a process of transitioning much of this role to Cam. Cam is not a
therapist, and he is emotionally involved with Maggie, as her husband who lives with her.
He cannot possibly be expected to be as patient and understanding as Harry can be,
without some support. By coaching Cam, and including him in this way, Harry attempts
to safeguards the couple system from being undermined by the attuned connection that he
provides in therapy. Harry’s idea of Cam as a bridge to the extra therapeutic world is also
interesting as I think this is about making sure that the therapy and Maggie’s relationship
with Harry, does not become the only thing in Maggie’s life. The impression I have from
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the case notes is that for Maggie, there is at times, almost a total immersion in the therapy
and in revisiting the past. This work is consuming and could potentially be overwhelming
and disorienting without connections to the outside world. Harry works to help Maggie
maintain these connections by keeping the couple system safe, with Cam as the bridge.
He makes sure there is a way from the underworld and back above ground.
However, it is not just Cam, who can be critical of the long-term relationship
between Harry and Maggie. The next excerpt was written seven months after the one
presented above and is now approximately ten years into the therapy.
At the end of today’s session, Maggie was upset when it came time to pay. The
reason turned out to be that she was overwhelmed at the thought of talking to Cam
about having to get access to more money. The feelings were a mixture of guilt,
anger, uncertainty. As we talked, she spoke about having recently explored the
bona fides of applying to Victims of Crime for compensation. This arose from a
suggestion from a woman friend (who is also dissociative) who had found out that
there could be support under the circumstances.
Maggie then contacted VOC and was told that her counsellor should have initiated
a contact and that if she wished to obtain some compensation for past services she
would have to front a tribunal. She then discussed this with Cam and they decided
not to proceed. It seems that the reasons for not doing so were that she had felt
angry with the man at VOC who had said that the treatment had been going for
too long and because she felt apprehensive about fronting a tribunal.
She went on to describe a similar feeling of anger at her teacher, who has also said
that the work is taking too long and at an NLP teacher in the course who seems to
bag psychotherapy as being drawn out unnecessarily. She also mentioned two of
Cam’s sisters, who ask “are you still seeing that therapist?”
Maggie said that she’s sick of defending what she is doing, that she knows it is
helping and that she also fears that she might be inventing the problem in order to
maintain dependence on me.
…We ended with Maggie having better understanding of the way that the
comments of people outside the work mirror comments that she makes herself,
anyway. In part, she doesn’t want to continue with the work, suspects herself of
140

inventing problems to maintain dependency and is impatient with the feelings and
thoughts of aspects of herself who are developmentally younger.
… At the end of today’s session, M said she’d talk to Cam about the money and
seemed to be feeling settled. During this past week there had been no spontaneous
dissociation episodes and she is feeling stronger about letting Cam know what she
needs. (23/07/2002)
This excerpt illustrates a number of interesting points about the climate of
community systems and attitudes within which the therapy is working. Although
Maggie’s imagining of Cam’s periodically critical-of-the-therapy-voice is here, there are
others as well. It sounds as though the man at VOC has been critical of the therapy and
has scared Maggie off pursuing compensation via the threat of facing a tribunal. This
critical sentiment seems also to have been echoed by her teachers and acquaintances and
possibly reflects a few factors influencing the wider social context of this work. Australia
has not been a country that has a history of using or valuing psychotherapy, and
particularly long-term psychotherapy as have countries such as the U.S. and many
European nations. I think too that at the time this case note was written early this century,
there was a general climate of scepticism regarding childhood sexual abuse. This has
clearly changed, and the sensitive handling of the Royal Commission into Institutional
Responses to Child Sexual Abuse (2014) stands in stark contrast to the comments made
by the man at VOC, and speak of the changing climate in the understanding of childhood
sexual abuse.
Harry does not describe his response to the chorus of critics, nor how he manages
the session, but it appears that he has managed to turn this information around to see what
it might reflect of what is going on in Maggie’s mind. Although it is possible that
engaging with the literal content of what Maggie has talked about might have been
productive, such an approach might also have furthered Maggie’s (and his own) sense of
being victimised and unsupported. Instead his approach seems to have helped Maggie to
see her own processes are involved, thus helping her to feel more able to be responsible
for her feelings, and this appears to be played out in her growing sense of being able to
say what she needs to her husband. Harry is careful here not to collude with Maggie’s
tendency to live in the persecutory world she experienced when young, or to reduce her
opportunities to engage with the world.
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The next excerpt was written four years after the one presented above and
approximately 13 and a half years into the therapy. It is drawn from the last 100 pages of
the 400-page case notes and covers a period of the therapy in which Maggie has described
the sexual abuse, and ritual sexual abuse she experienced as a child, which is more severe
than I can possibly describe. This excerpt touches on many of the issues Harry has
experienced in working with other systems affecting therapy with a client who has
experienced severe trauma.
I felt worried overnight because I was realising that Maggie was more in an
imperilled state, but I was apprehensive about involving medicos and hospitals
because of our earlier experiences of the modes of treatment that fail to deal with
the detailed elements required. I was worried about a repeat, yet I was concerned
because, at our recent session, Maggie told me that she and Cam were due to leave
on a Pacific cruise on Sunday (May 2). I decided that I needed to talk to Cam and
rang to ask him about seeing me. We arranged an appointment (after I’d spoken to
Maggie to obtain her permission) and I also made an appointment to see Maggie
because (as she said), there were “still a few things” left over from the building
site trauma that had not been expressed. (27/04/2006)
The context that is not represented here is that Cam has been struggling with the
contents of Maggie’s memories of being abused, and her very dangerous and selfdestructive behaviour, and has become more distant from her. Harry is again reluctant to
involve medical systems. In the entry before this one, he had written: “I don’t want to run
the risk of Maggie being taken over by medical psychology and becoming lost to herself
and the world” (06/04/2006). With the impending separation and pause in the work as a
result of Maggie’s planned holiday, however, he is worried about her safety.
Significantly, it is now Cam, and not medical psychology, as he calls it, that Harry turns
to in order to enlist extra support for Maggie.
Cam came to see me first. He was open about the fact (as he saw it) that unless he
is interested in something it’s hard for him to concentrate on what is being said
and he drifts off. He gave a work-place example. I explained to him that failure to
attend can also be a consequence of defensiveness about the subject matter and in
this case, it would be that it is simply hard for him to take in the litany of abuses
that his wife has endured.…Cam...went on to describe some elements of the
accounts of ritual abuse and said that he couldn’t imagine it happening and, more
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so, [people she named] being involved in it. I said that there were independently
documented accounts of ritual abuse in existence, so we know it has occurred
elsewhere. Cam agreed but reiterated what he said. (27/04/2006)
Without being explicit about the details of the abuse that Harry describes in the
case notes, I can instead illustrate a part of it by including Cam’s response here. Cam is in
a state of disbelief and seems not to be able to bear what Maggie has described
experiencing. The truth is, it is beyond belief, and beyond what any one of us wants to
believe is possible. It is unbearable, and I guess that part of the work has been about
finding a way to tolerate and bear what is essentially unbearable. In this regard, Cam has
been left behind in his ability to tolerate this material, whereas Maggie and Harry have
been working at it together. They have already been through the disbelief stage that Cam
is currently experiencing.
I then spoke to him about what seemed central to me. I asked him to consider
whether the main issue at present is Maggie’s survival and if he could agree that
Maggie’s experiences of abuse were, themselves, real to her. He could agree with
this. I asked him whether his scepticism leaks out into his responses to her and he
agreed that it did. I asked him to think about the issue of reality as being akin to a
person’s belief in God. There is no way in which the existence of God can be
demonstrated in material terms (although plenty try to) – he agreed – yet belief
exists. I then asked him to think about the notion that since God’s existence is a
matter of belief, not demonstration, it is arbitrary for a person to claim, with
certainty, to know that God did not exist. He said that he understood and agreed
with this. I then asked him to think about the effect on Maggie when he is
sceptical on the basis of a feeling of relative certainty that the events she struggles
with did not occur and he understood that it would devastate her. I asked him if it
might be possible for him to be open to the reality of her experience. He said yes.
(27/04/2006)
Harry uses both logic and what he knows is Cam’s compassion and love for his
wife, to reel back Cam’s scepticism. He is coaching him on how to hold both realities, for
the greater good of keeping Maggie alive. Again, I cannot help but think that this is a
discussion that Harry has already had with himself so that he too can hold the experience
for Maggie. Harry and Cam are co-travellers, however Harry has gone ahead and has
beaten a path so that Cam can follow.
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These had been intense minutes as we discussed these things and he could see that
I was scared for her welfare and that his ability to be there for her in a nonjudgemental way might be essential for her survival while they were away on a
cruise. There was an exchange in which he alluded to his uncertainty at times
about “what was happening between” his wife and me. I said that I understood
that he would feel such uncertainty then told him that as far as I could tell, it was
only yesterday that Maggie felt able to know with certainty, that I was not a
perpetrator; that she was secure with me. I cried, momentarily, he cried, we
hugged; he left. (27/04/2006)
Harry has had to use his own fear to show Cam how serious he feels this is and to
model how important it is that Cam find a way to suspend his disbelief and be there for
Maggie. The discussion then turns to the relationship between Harry and Cam.
Importantly, there is a relationship between Harry and Cam. Cam is expressing fear that
Harry has been having an affair with Maggie, and Harry’s response to Cam’s fear, is a
way of saying that Maggie has been so damaged that she can only just now trust him and
understand that he will not abuse her by starting a sexual relationship with her. Their tears
of relief indicate that the work has been difficult for everyone involved, and in this
session I can really hear what a difficult experience it has been for Cam. Harry has had to
work very hard to help Cam be able to be open to his wife, his wife’s relationship with
Harry, and all the memories of abuse and all of the distressing events that have happened
in the last twelve years. Cam, like everyone else involved, has had to be very brave.
In the same entry Harry writes that Maggie has attended a session later that day:
She went on to describe two different roles that he and I had and told me that
she’d spoken to Cam about these ideas, which he’d been able to accept. She said
that he had the role of placing a steel mesh around her. It was permeable but
strong and that she and I were in the centre, dealing with the horrors of the events
she’d endured. She asked me if I could stay in that centre with her while she
worked it out. I said I could. (27/04/2006)
These are Maggie words and not Harry’s, but they have obviously resonated with
Harry enough that he has written them in the case notes. They are both a vivid description
and reflection of how Harry has had to manage the complexity of such personal, private
and intense psychotherapeutic work and concurrently consider this in relation to Maggie’s
existing intimate relationships, particularly with her husband.
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Although Cam seems in some ways on the outside, he is maybe far more central to
Maggie’s healing than I had understood.
She told me how, on Sunday, Cam was irritated with her lassitude and once again
spoke as if it was therapy that was causing all the problems, saying that if she
would give it up she’d be ok. With this, Maggie became enraged and determined.
She was in the kitchen and shouted to Cam to come back – saying “If you really
want to know I will tell you everything”... She left no detail out of the description
and was shouting, swearing and thumping the bench “you know what those
fucking bastards did to me!!!” and proceeded to let him know. At the end, Cam
came around and hugged her expressing his sorrow and saying “I think I have
changed my mind about [those she named]” and adding “do you know what you
want to do about this?”
Maggie went on to say how it had been useful for her to get the material out to me
but that saying it to Cam and experiencing that he was not able to dismiss the truth
had assisted with the catharsis of expressing it. She added after my inquiry, that
she didn’t need Cam to believe her anymore because in this final telling she had
finally come to accept her own story as being the truth. She said that the
consistency and felt sense had such a feeling of authenticity that there is no longer
doubt in her mind, just a sense of having been ravaged and tired and needing time
to get over it. (12/07/2006)
Admittedly, this excerpt does not deal with Harry’s experience as has been the
focus of this inquiry. Nonetheless it has been important enough to Harry’s understanding
on the work, that he has written it, and I have included it, because it illustrates that
although the therapeutic relationship is at the heart of the work, Harry understands it as
always at the service of Maggie’s being able to find her voice in the outside world, in her
relationships with others. Harry hears and records this evidence that his own hearing of
Maggie’s story has become less important than the importance of her husband hearing
and believing it, and ultimately, it is Maggie herself who must be able to hear it. There
seems a sense that this is where his delicate work was headed, and Maggie’s experience,
now heard, accepted and made sense of by Harry, then Cam, can now be returned and
heard, accepted and made sense of by Maggie herself. It has taken a system of many
people, but it has happened.
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In these Findings chapters, then, I have presented the themes that were identified
in the case notes after the thematic analysis described in the Methodology chapter. I have
included extensive extracts from the case notes in order to preserve Harry’s voice and
convey his experience. I have also included my own reflective observations and responses
as a reader and fellow therapist. In the next chapter, as a researcher, I set these findings in
the context of the profession and society and discuss them in the light of both theory and
research.
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Chapter 8: Discussion of Working with an Adult in a Childlike State
This discussion will draw from a number bodies of literature in order to discuss
my findings about this counselling psychologist’s experience of working with someone
with DID. The first has been the literature on DID and its treatment, as Harry’s
experience has been so shaped by the nature of Maggie’s presentation. The second group
of references brings in approaches that have influenced Harry’s practice, which include
existentialism, person-centred, and process experiential approaches. The third field of
literature I have chosen to use as a framework for the discussion of my findings focuses
on the psychoanalytic literature. This choice, from the many forms of psychotherapy now
recognised), reflects in part my own preference, as it is an approach that has shaped my
own practice. But more than that, it is now a marginalised literature, less concerned as it
is with positivism, and out of line with the currently dominant epistemologies that believe
mental suffering, like physical illness, can be mapped and categorised and given discrete
treatments without consideration of meanings, values, cultures or relationships (Bracken
et al., 2012). This present neglect of the psychoanalytic literature seems to me to
represent a loss, as it is a literature that offers rich understandings, and connects with and
opens a dialogue between psychotherapy and other discourses such as history,
philosophy, and literature. Psychology, which in contrast seems to offer a rather
impoverished literature in this area, has proved less useful in my attempts to elucidate
Harry’s experience. Including the psychoanalytic literature here is also a way of returning
this study of Harry’s case notes to its roots in some of the earliest pioneering attempts of
physicians to make sense of what they were experiencing in their work of trying to assist
people in their mental suffering and, as was often the case, in dealing with the effects of
trauma.
One of the major findings from the study was that Harry experienced this therapy
as frequently working with an adult in a childlike state. This presented particular
challenges and drew out a variety of interesting strategies in response. This finding is
consistent with the DID literature from practice. The presence of child alternate
personalities has been described as being almost ubiquitous in the phenomenon of DID
(Putnam, Guroff, Silberman, Barbara, & Post, 1986). Indeed, the recently published
treatment guidelines for DID (ISSTD, 2011) indicate that successful treatment in nearly
all cases requires therapists to interact with the alternate identities, some of which,
presumably, will be childlike. However searches for the terms “child alters”, “childlike”,
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or “regressed” in the relevant databases (Ageline, AMED, CINAHL, Medline, Proquest
Dissertations, Psycbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web of Science)
failed to find any reference within the peer-reviewed academic literature on dissociation.
In terms of the research literature on DID, these findings seem to be drawing attention to
an aspect of this work neglected there.
Compared with the books on the treatment of DID, Harry’s accounts of working
with an adult in a childlike state are very much more extensive, nuanced and open than
those given within the books on the treatment of DID. Authors such as Chu, (1998);
Howell (2011); Ross (1997); and van der Hart, Nijenhuis, and Steele (2006) have
acknowledged that encountering child alters is an expected, though challenging part of
the work. They have given page or paragraph-long discussions, sometimes with case
examples or summaries, of therapists encountering child alternate personalities, but little
more than this. What is more pronounced in this literature are the discussions about either
abreaction or synthesis of traumatic memories, and it seems that working with child
personalities has been subsumed under this heading, as the subjective experience of
traumatic memories is often held by the alters. As the concept of abreaction has its origins
in psychoanalysis, it is not surprising that perhaps the richest discussion of working with
child alternate personalities is found in a book written by two psychoanalysts, Davies and
Frawley (1994) on the treatment of childhood sexual abuse. Yet Harry’s account has a
similar richness, though not from this perspective.
The findings of this study might most easily be compared with the two book-long
case studies I examined in the literature review (Baer, 2007; Moline, 2013). Sitting
somewhere between the DID treatment literature and the academic peer-reviewed
literature, they represent pieces of qualitative research that contribute to the treatment
literature as their case study style communicates so easily the experience of these
therapists in treating their clients with DID. Both of these authors described their
bewilderment at encountering these client presentations of childlike states, and both gave
examples of their experience that do convey some of the emotional intensity of the work.
Baer’s book, in particular, gives the most extended description of a therapist’s experience
of working with child alternate personalities anywhere in the literature. Harry, by
contrast, does not seem particularly bewildered and though his notes certainly convey the
emotional intensity of the work, this is not something that seems to disconcert or daunt
him.
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It is interesting to reflect on why there is so little research to compare with Harry’s
experience. With the exception of Baer’s work, which is not a scholarly text and is aimed
at a general audience, one would have little sense from the literature that working with
child alternate personalities might be a significant part of the treatment of DID at all, let
alone have any sense of the intensity of the work. As Moline (2013) observed, one gets
the sense from the treatment literature that the treatment of DID is quite straightforward.
This is particularly puzzling given that the DID and trauma literature is, in general, a
thoughtful, and rich body of literature, where many authors have considered historical and
philosophical elements, rather than just treatments alleviating symptom-based surface
manifestations—indeed van der Kolk and McFarlane (1996) described this literature as
the “soul of psychiatry” (p. 4). However, the DID treatment literature is peculiarly softly
spoken on the topic of working with child alternate personalities.
In regard to working with adults in a childlike state, the DID treatment literature
might be described as a cautious literature. Although acknowledging the existence of
child alternate personalities, several authors warn that working with these personalities
can “easily get out of control” and slip into an attempt at reparenting, as Ross put it
(1997, p. 333). Ross, a psychiatrist who is arguably the most well-known clinician and
researcher in the field, wrote in his book on treatment of DID that he no longer interacted
with child alternate personalities and the treatment he now used was more akin to CBT.
Ross’s book was written nearly twenty years ago, and although a prolific researcher in the
dissociation field, Ross has published relatively few pieces on treatment since his book
was published in 1997. What Ross has published has included a book chapter on
cognitive therapy for DID (e.g., 1997) and articles (Ross & Burns, 2007; Ross & Haley,
2004) that have described a short-term inpatient treatment based on such a cognitive
behavioural model for dissociative disorders. Illuminatingly, as early as 1997 Ross has
described his intention to devise an inpatient treatment model that although providing
clinical care, would also be “palatable to managed care reviewers” (p. 369) and be a basis
for outcome studies.
Chu (1998), another psychiatrist and researcher, also warned that therapists who
spend too much time engaged in age-appropriate activities with child personalities, were
overly focussed on gratifying infantile needs, and ended up being over-involved and
treating the alters, rather than treating the client as someone with a fractured sense of self.
This may in part explain why the literature on expressive therapies for DID exists for the
most part outside of the dissociation literature, since engaging with child alters in
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activities such as sand play may suggest to the DID field an “out of control therapist”
overly involved in gratifying infantile needs. The cautionary tales cited by Ross and Chu
suggested both a malingering client and a gullible and unprofessional therapist, and it is
perhaps here that the debate over the veracity of the disorder has left its footprint, with
claims of iatrogenic therapists encouraging regressed behaviours, the creation of false
memories, and overly long therapies. Long therapies of course are linked to
psychoanalysis, and I wonder also whether the DID treatment literature is trying to
distance itself from what is often now considered a historically dated and inefficient
treatment.
With the exception of the psychoanalytic literature and case studies, the DID
research and treatment literature presents the impression that a standardised, predictable
treatment for DID is offered as would be possible with any other psychological disorder.
This may in part reflect the increasing popularity of clinical guidelines usually with an
emphasis on brief treatments that accommodate political changes in western healthcare
delivery (Harrison, 1996). The preference for brief therapies also raises another issue.
Harry does not describe working with child alternate personalities until the seventh year
of the therapy. There is research that suggests there is a lag of seven years between
individuals first seeking psychological treatment and their subsequent diagnosis with DID
(Coons, Bowman, & Milstein, 1988). This suggests the possibility that much therapy now
does not continue long enough for the presentation of child alternate personalities to
emerge, and so it does not get described. This seems an issue worthy of further
investigation.
Harry’s strategies of play and enactment are supported by a body of literature
from the 1990s, mainly published outside of the dissociation journals and books, which
described the utility of the use of expressive therapies in working with child alternate
identities. These therapies include play therapy (Klein & Landreth, 1993), art therapy
(Frye, 1990), and sand play (Sachs, 1990). There is, in fact, an edited collection (E. S.
Kluft, 1993) devoted to the topic of expressive therapies and DID. The value of art
therapy in working with DID in general, rather than just with child alters, is well
represented both in peer-reviewed art therapy journals such as Art Therapy (e.g., Cox &
Cohen, 2000) and the DID treatment literature (e.g., Putnam, 1989). It appears however
that the peer-reviewed academic research in psychology and psychiatry pays little
attention to this aspect of the therapist’s experience of working with a client with DID.
The findings from the current study suggest that working with an adult in a childlike state
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is a major aspect of working with clients with DID. This one therapist’s experience
suggests it is an issue that is most deserving of academic exploration with other therapists
and clients.
Responsibility
In Harry’s work with Maggie, working with an adult in a childlike state became a
significant theme from 6 years into the therapy until the case notes end eight years later.
However, in the early stage of the work (approximately the first five years), this theme
was disguised, taking the form of what appeared to be a tug of war between Harry and
Maggie, with him insisting that she was capable of being responsible for her own life, and
Maggie resisting this proposition. Underlying Harry’s whole approach to working with
Maggie was his central emphasis on one’s responsibility for one’s own life; in fact, he
understood this to be a fundamental existential reality. Earlier in the therapy, Harry is
constantly reminding and attempting to persuade Maggie of this responsibility, and in
doing so is perhaps returning her to the work with her adult self.
Interestingly there is an intersection here between Harry's underlying beliefs and
the nature of Maggie’s condition, as the inability to come to terms with the existential
realities of life lies at the heart of DID. In the case of prolonged child abuse, the reality of
experience is so unbearable that when an individual does come to face with the reality of
their experience it is so intolerable, that it cannot be acknowledged or made sense of
consciously, and is split off into dissociated memories and other parts of the self (van der
Hart, Steele, Boone, & Brown, 1993). Janoff-Bulman (1992) has written how it is in the
very nature of trauma that basic ontological assumptions about the world (for example,
the world is a safe place) are shattered, or in the case of child abuse, they possibly never
develop. Thus reality is something that is simply too overwhelming to face, and
existential crises are common to the experience of people who have suffered long-term
trauma (van der Hart et al., 1993). Several books on the treatment of DID describe how
this aspect of traumatic experience is manifest in therapy with clients with DID (e.g.,
Chu, 1998; Davies & Frawley, 1994; Moline, 2013; Ross, 1997). For example,
psychiatrist and researcher Chu (1998) has pointed out that as a result of chronic
traumatisation, many clients with DID have a sense of being hopeless, helpless,
chronically disempowered and of struggling to take responsibility for their lives.
In response, the most common transference-countertransference reaction from
therapists is to find themselves in the role of rescuer (Chu, 1998). Harry’s experience is
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consistent with the experience of the findings of these authors, and he did clearly describe
feeling the call of the rescuer role, expressing at times his concern that he had been
“seduced into being her saviour” (29/03/1993). Harry’s use of the term seduced, although
possibly hinting at sexual factors, also suggests that he was feeling himself being drawn
into something that was not his own. Writing from a psychoanalytic relational
perspective, Davies and Frawley (1994) viewed the countertransferential therapist
position of rescuer as an identification with the client’s childhood attempts to rescue their
abuser. This draws attention to the fact that although this study is primarily a discussion
of Harry’s experience, psychotherapy is fundamentally an intersubjective experience
where these two parties participate, both literally, and imaginatively through the minds of
each other.
These findings provide further insight into another manifestation of the theme of
responsibility that is described in the treatment literature. Chu (1998) has written that
because therapy with DID involves uncovering memories of severe trauma, the
unbearable nature of these memories may cause clients to take flight from the therapy or
from existence itself through suicide. The locus of responsibility can lean towards the
therapist being responsible for the therapy, trying to convince clients to continue with
therapy or trying to stop clients from killing themselves. The issue of suicidality and
hospitalisation is something I will discuss later under the heading of working with other
systems, however Harry’s management of Maggie’s seeking to take flight from therapy is
relevant here. Harry and Maggie had numerous discussions about ending therapy in the
context of Maggie feeling she had done the necessary work. In this context, Harry’s
position, consistently over fourteen years, was that he trusted her judgement on when
would be the right time to do this.
Harry’s approach here is consistent with the literature on most forms of
psychotherapy; even Freud believed that the aim of psychotherapy was “to give the
patient’s ego the freedom to choose one way or the other” (1923/1949, p. 72). However
the emphasis on responsibility is arguably most pronounced in existential therapy, and in
a rare reference to psychotherapeutic literature in these case notes, Harry himself
acknowledged that the existentialists were on his mind as he quoted Yalom. Yalom
(1980) in his book on existential psychotherapy, refers to freedom as one of four ultimate
concerns, along with death, existential isolation, and meaninglessness. According to
Yalom, the concept of freedom and its corollary, responsibility, is potentially frightening
as it is connected to an absence of an ordered world with an external structure, leaving
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individuals entirely responsible for their actions, and “authors” of their own lives. From
the perspective of Yalom and other existential therapists, the therapist’s task is to assist
the client to assume responsibility for their life, and this is achieved not through the
application of technique but rather through the attitude of the therapist.
This speaks to how Harry saw his role, which he described early in the journals as
having a “sense of being a patient midwife” (10/05/1993). Rollo May (1983, p. 161)
believed that Socrates would have described the therapist’s role as that of midwife,
believing that his role was not to give individuals ultimate truths but to draw out
individuals’ own truths through a process of questioning. Both R. D. Laing and Spinelli
spoke about the role of therapist as attendant, with R. D. Laing highlighting the origin of
the term therapist, which stems from the Greek word for attendant (Evans, 1976/1981, p.
xiix). Although these writers pointed out that the therapist must be highly skilled in their
attentiveness and awareness of their client’s processes, they saw their task as reminding
their clients that ultimately they are responsible for finding their own meanings.
Harry’s emphasis on responsibility is also consistent with Rogers’ person-centred
approach. Rogers (1951) wrote:
…another client struggles with his strong urge to commit suicide, the fact that I
enter with deep understanding into the desperate feelings that exist but do not
attempt to take over responsibility, is a most meaningful expression of basic
confidence in the forward-moving tendencies in the human organism. (p. 35-36)
Rogers’ emphasis on responsibility is similar to the existentialists’ approach,
however the underlying belief systems are slightly different. Although the existentialists’
approach assumes the client’s ability to make decisions in their own best interests (van
Deurzen-Smith, 2002, p. 2), it is an assumption rather than an emphasis, so that two equal
parties can begin the work of exploring, examining and finding meaning in life. By
contrast, Rogers was explicit that it was his very confidence in humanity’s goodness that
made his style of work, with an emphasis on the self-responsibility of the client, possible.
In Harry’s work too, this is more than an assumption, it is a deeply held conviction and
provides another route towards his emphasis on self-responsibility.
This leads to another finding from the examination of the case notes, that critical
to the development of the relationship that carries this therapy was Harry’s deep respect
and prizing of Maggie’s experience and his belief in her process. Such was Harry’s deep
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faith in Maggie’s ability to follow the direction that was right for her, that as she started to
envision and experience herself as a child, Harry’s response was to support and accept
this process. In the early stage of this process, Maggie still sought reassurance from
Harry. However this was a form of reassurance that Harry willingly provided, and I
believe it represented his trust in her unfolding process of using the therapeutic
relationship to heal herself. This finding is consistent with the literature on Rogers’ work
and the person-centred perspective. Brodley and Schneider (2001) claimed that the
empathic orientation of the person-centred therapist means that he is accepting of the
client’s point of view, even when this extends to atypical perceptions of commonly
consensual perceptions, hallucinations, delusions and distorted perception (p. 157). To be
clear, I am not suggesting that Maggie was experiencing hallucinations, my point is that
Rogers’ approach demonstrated his complete acceptance of the person, communicating
his unconditional positive regard, no matter what their perception of their experience.
Indeed there are numerous transcripts of Rogers’ work with people diagnosed with
schizophrenia (e.g., Rogers, 1967) that demonstrate his efforts to be attuned, patient and
respectful in his attempts to understand the sometimes quite incoherent experiences of his
clients.
At no stage of the work did Harry challenge Maggie’s perception of her
experience or communicate with her in the language of diagnosis. This is also consistent
with Rogers’ belief about diagnosis, as Rogers (1951) believed that diagnosis would
“place the locus of evaluation so definitely in the expert…it appears to lead to a basic loss
of confidence by the person himself, a discouraging realisation that ‘I cannot know
myself’” (p. 157).
In the excerpt presented on page 83 written, at approximately eight months into
the therapy, Harry did more than communicate his acceptance and unconditional regard.
He was exceeding the earlier non-directive style of person-centred therapy, and his words
were an act of imagination: using the material Maggie has given him, he has transformed
the chaos into a new understanding. Note that as his career developed, Rogers himself
moved on from his earlier non-directive style, would give his own genuine responses, and
emphasised congruence (or genuineness) alongside empathy and unconditional positive
regard. Harry’s work here resonates with that of Rogers and his colleagues, in their study
of person-centred therapy with people with schizophrenia (Rogers, Gendlin, Kiesler &
Truax, 1967), where they found it was necessary for therapists to go beyond the previous
usual bounds of person-centred work and be far more active and discuss their own
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thought and feelings in an effort to demonstrate caring, understanding and congruence in
their work (Kirschenbaum, 2007, p. 285). It was Rogers’ belief that it was not his
“erroneous guesses” (Rogers, 1967, p. 411) that were important so much as his
demonstrating a willingness to enter into the client’s feelings when the client was able to
express them. He believed this led to moments of real encounter between two people,
regardless of differences in status, education and mental disturbance.
Harry’s descriptions of his responses to Maggie are supported and illuminated by
Gendlin’s development of person-centred therapy. In particular Harry’s descriptions of
extending and elaborating on Maggie’s understandings, so that together they construct a
new way of looking at her experience support Gendlin’s work and are illuminated by it.
Gendlin (1967) in the same study as Rogers, describes his experience of how in the
presence of a silent and unresponsive client, he would use his own felt sense of what the
client was feeling, which he would tell the client, always being clear it was his imagining.
Gendlin articulated an understanding of the impact of his attempts on his clients that went
beyond Rogers’ account: “His feelings may stir, become a little more alive, and perhaps a
shade less unbearable and disorganizing than they were when he could last stand to look
at them, which he did alone” (p. 382). Gendlin was not just trying to understand his
client’s world but was tapping into something which the client was communicating, “an
imagined felt referent” (p. 395), which the client was as yet unable to put into words.
However, Gendlin wrote that he would ask himself what a client “might” (p. 395) be
working on internally, and even when the client said nothing, Gendlin would create it.
Gendlin described how his own imaginings: were always referred back to the speech of
the client “I received it from him—from his behaviour and speech” (p. 396). What
Gendlin described was not a solipsistic pursuit, he was not alone in his imaginings: what
he described is an intersubjectivity between therapist and client, and a co-created process.
He was not just repeating back what the client has said, instead he amplified and said he
“aims at the client’s directly felt not yet formulated, experiential meanings” (p. 371). Of
course Maggie is not silent, however Gendlin’s description of his work resonates with
Harry’s experience, as Harry also goes beyond classical descriptions of person-centred
therapy, saying what he thinks and feels, but always referring back to the client’s
experience. What is building here is an image not of techniques, but of an attitude
(Murphy & Joseph, 2016, p. 188), or a way of being, underlying which is a series of
values and beliefs that characterise Harry’s work as a therapist.
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Harry’s emphasis on self-responsibility is consistent too with a number of writers
from a psychoanalytic perspective. For example, Casement (2002a) claimed that in
psychoanalytic circles it is often said that “reassurance never reassures” (p. 59).
Casement’s argument was that when a therapist does something to relieve a crisis (in this
instance Maggie’s frustration and anger regarding Harry’s insistence that she was able to
be responsible for her own life) that the therapist is doing this to relieve their own anxiety
that they are not being helpful. When therapists adopt such a stance, the fact that they see
the client as being unable to manage is imprinted on the client at some level. Casement
takes me to Bion, who likened the therapeutic relationship to that of a primary caregiver
and infant child, which is a model of psychotherapy that proves useful later in this
discussion. Bion (1962) wrote of how when an infant fears it is dying this can arouse
similar fears in the mother. However, a well-balanced mother can receive these feelings
from the infant and return them in a form that is manageable to the infant. It is again
another route to an emphasis on self-responsibility, however one that acknowledges the
developmental origins of Maggie’s struggle, and offers a metaphor for the
psychotherapeutic relationship that recognises the relational basis of the development of
both self and self-responsibility.
There was one occasion where Harry noted that his position on Maggie’s
responsibility changed. This was during a session with Cam present, where Harry was
initially consistent in supporting Maggie’s suggestion that she take a break from therapy
(by this stage, approximately three and a half years into the therapy, Maggie had been
repeatedly suicidal and self-destructive), only to change his position in unison with Cam,
as Maggie proceeded spontaneously to dissociate within the session. It was a step away
from Harry’s typical emphasis on the locus of responsibility for the therapy lying with
Maggie, and in this instance, Harry’s experience was consonant with Chu’s (1998, p. 137)
description of the locus of responsibility shifting towards Harry.
This study found many instances when Harry described actions outside the norm
of the usual therapy session. In these instances, Harry’s instinct and his judgement
seemed to be that in order to respond therapeutically to Maggie he needed to depart from
standard professional practice. This finding supports those of Baer’s (2007) and Moline’s
(2013) case studies of their work. Both described having to work outside of the
boundaries of their usual theoretical modalities. Moline, a psychoanalytic psychiatrist,
described himself as having to physically remove a razor blade from his client during a
session as she proceeded to cut herself, and Baer also a psychoanalytic psychiatrist
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described not charging his client, answering phone calls at all hours, and eventually
consulting at his flat after he ended his career as a private psychotherapist. Both authors,
as psychiatrists, also described times when they hospitalised their clients.
Yalom (1980) argued that all good therapists must have the capacity to modify the
therapy to the needs of the client (p. 253), and he highlighted the fact that some very
disturbed clients may take some time to develop the capacity to assume full responsibility
for their lives. Harry is well versed in both existential and person-centred approaches, and
yet in this instance, he did take responsibility for his client, which is not characteristic of
these approaches. Masson (1988) has suggested that person-centred therapy is unrealistic,
if not abusive in appearing to offer an “all-accepting and all-understanding” therapist who
is so powerful that they can protect the client from the realities of the world (p. 232).
Although Masson’s argument neglects the role of congruence and genuineness balancing
empathy and unconditional positive regard in Rogers’ work. I wonder whether in this
situation Harry hit the limits of his theoretical modality or is it that, in an extreme
situation, to adhere to a theoretical modality rather than attend to human who was
struggling to stay in her conscious mind, would in fact be abusive and more reflective of
the therapist attending to their own need to follow their theory than attending to what the
client needed? These decisions speak directly to the philosophy underpinning the type of
psychotherapy being practised. Spinelli (2006) has argued that if therapists agree that one
of the aims of therapy is to challenge clients’ views of the world to be more flexible and
realistic, then surely the same is required of therapists, who must be able to acknowledge
the limits of their theories.
This discussion brings attention to the inherent power imbalance in psychotherapy
that Buber drew attention to in his well-known dialogue with Rogers in 1957 (Anderson
& Cissna, 1997), and there seems an interaction with understandings of mental illness. I
note that Baer, Moline and Yalom are all psychiatrists and it is interesting to reflect on
how their medical backgrounds might influence their understanding of human illness and
the responsibility of therapists. Even existentialist Yalom, as a footnote in his textbook on
existential psychotherapy (1980), has a caveat stating that his discussion of psychotherapy
does not apply to what he calls the “major psychoses” (p. 12), as he understands them to
be biochemical in origin and presumably not amenable to psychotherapy. Specifically, I
wonder whether their medical background and biochemical understanding of mental
illness supports them in sometimes taking over responsibility for the therapy and their
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client’s well-being, as they appear arguably more comfortable with the understanding that
dependence is sometimes a natural state.
Within psychology however, the concept of dependence has been pathologised,
and dependence is viewed typically as a problem of the client that the therapist has to
manage by setting boundaries. This in part may reflect western sociocultural ideologies,
and a linear conceptualisation of dependency as something that has to be overcome in
order to achieve independence, rather than a more nuanced understanding of the concept
of a mature capacity for dependence, interdependence, and independence (Weiss, 2002).
The avoidance of dependence is also reflected in the current preference for brief
therapies, distancing themselves as they do from the spectre of long-term psychodynamic
therapies. Ironically perhaps, underscoring this discussion is the reality that most health
treatment systems are structured around professionals taking responsibility, and this is
certainly more obvious in directive therapies such as CBT and dialectical behaviour
therapy (DBT). Although these approaches have a rhetoric around the importance of the
therapeutic relationship and collaborative work, they are still, at their core, examples of
an expert delivering a set of techniques to manage symptoms of an expert-conceptualised
and diagnosed disorder. The narrative underlying these therapies is, as Genova (2001, p.
2) has pointed out, that “I am an expert, and I know what is, and is not dangerous (as in
the treatment of anxiety disorders), I know what is and is not real (as in the treatment of
psychosis)”.
Nevertheless, there are obviously some times when people are unable to take
responsibility for their own lives, and although Harry placed great emphasis on Maggie’s
being responsible for her life, when she was unable to look after herself Harry looked
after her. In this, he seems closer to all those (doctors, person-centred, existentialist, and
psychoanalytic therapists) prepared to work long-term with such clients, than he does to
much current psychological practice. Underlying this is perhaps the understanding of
therapy as reparenting.
Therapy as Reparenting
This analysis of Harry’s fourteen years of case notes has found that Harry often
engaged in behaviours similar to reparenting, and indeed he understood himself to be in
some ways reparenting. This involved Harry engaging with the child alters in the way one
might engage with a child, such as playing, sometimes providing physical care, and
participating in enactments. This approach is neglected in some areas of the literature,
158

even opposed by some, though supports and finds support in one approach both
historically and currently.
My search of the relevant databases (Ageline, AMED, CINAHL, Medline,
Proquest Dissertations, Pscbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web of
Science) found Kluft (1984) made an earlier observation that at that point three decades
ago, there did not appear to be any research into reparenting as a form of treatment for
DID. More recently, however, there have been a number of authors (e.g., Greaves, 1988;
Putnam, 1989; Shusta-Hochberg, 2004) in the DID treatment literature who caution
against attempting to reparent clients, which suggests that reparenting is not an
uncommon urge in the experience of therapists treating DID. Putnam (1989) claimed that,
because of their childlike presentations, the severe nature of their histories of abuse, and
their often intense states of distress, clients with DID elicit “strong parental feelings” (p.
193) in therapists. Some of the examples of reparenting enactments described by Greaves
(1988), such as allowing clients to suck from the therapist’s breast, to wear nappies, and
to bathe with the therapist, are indeed extreme. What these authors have described was
almost a literal reparenting and suggested a therapist so immersed in empathising with the
world of the client that they had lost touch with reality and their therapeutic perspective.
This is not the type of reparenting that the case notes suggest has characterised Harry’s
experience. Harry seems to have been able to maintain a therapist’s reflexivity (perhaps
writing the case notes to help him do so) at the same time as being as fully, humanly
present as he could. A better description of Harry’s experience would be DID researcher
and psychiatrist Chu’s (1998) picture of a necessary dance, between the active personal
involvement required of therapists who work with clients with histories of severe abuse,
and the danger of over identification. Chu described the therapist’s need to maintain a
dual role of respecting and empathising with the client’s experience but also of
maintaining a grounding in the reality of the external world (p. 124). Harry’s case notes
show many instances of him engaging in child appropriate behaviours with the child
alters, such as sitting on the floor, but at the same time also returning Maggie to
reminders of her own adult life with her family responsibilities, and his professional
responsibilities.
Beyond the DID treatment literature, descriptions of reparenting in the general
psychotherapy literature are rare, although not non-existent. For example, reparenting and
a form of self-reparenting is discussed in the literature on transactional analysis (e.g., del
Casale, Munilla, Rovera del Casale, & Fullone, 1982; James, 1974). It is interesting to
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reflect on the paucity of discussions or studies of this topic in the current psychotherapy
literature. There may be pragmatic reasons related to this being a difficult topic to
research, and funding cycles not accommodating such research. However, perhaps it may
also be that the idea of therapy as reparenting could appear both unscientific and irksome
to a profession geared towards an increasingly brief and manualised model of treatment
for psychological conditions. Indeed, that is the tone of the authors within the DID
treatment literature who have used extreme examples of reparenting to illustrate it as an
unprofessional conceptualisation of psychotherapy.
There are exceptions to this neglect. Harry’s experience of psychotherapy as
reparenting does find support in a number of authors within both early and more recent
psychoanalytic literature, where the idea that a client’s past will be evoked in the present
day with their therapist, often with the therapist cast in the role of parent, is clearly
expressed. Two of Freud’s early disciples Ferenczi and Rank, suggested that the
psychoanalytic technique of interpretation was in itself insufficient in dealing with a
client’s traumatic past. Instead, it was proposed that the therapeutic relationship itself
might provide, what Alexander (1950) in an early version, was later to call, a “corrective
emotional experience” (p. 1068), so that what was previously unbearable might be faced
in a new way. Alexander’s version saw him deliberately acting in the opposite role from
the client’s problematic parent. Alexander’s approach is too prescriptive to equate with
Harry’s work, and in fact, the term corrective emotional experience fell into wide
disrepute and was criticised for being concrete, simplistic, and a manipulation of the
transference (Cooper, 2007).
This study has found Harry’s role as parent to be consistently at the envisioning of
Maggie and this is an important difference. Maggie had chosen to see and create him that
way, and he had responded to her imaginings. In this way, Harry’s approach was more
akin to that of psychoanalyst and author Casement (1991). Casement wrote that although
therapists such as himself, do try to offer clients a more reliable relationship than they had
perhaps previously experienced “we also provide a freedom for patients to use us in
whatever ways belong to their own experience” (p. 195). For Casement, not every client
needs a “better parent” (p. 196), this is too prescriptive, and clients may need to create the
therapist in many ways that represent relationships from their past so that they can access
and work through emotions that might otherwise have been unavailable. From this
perspective, Harry’s work of reparenting can be understood as a creative and co-created
process. It has a lot to do with paediatrician and psychoanalyst Winnicott’s idea of
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potential space, and the idea of play. Winnicott (1971) claimed that “psychotherapy is
done in the overlap of the two play areas, that of the patient and that of the therapist. If
the therapist cannot play, he is not suitable for the work” (p. 54).
Harry’s work as reparenting is also consistent with a number of authors from the
psychoanalytic perspective who have conceptualised the process of psychotherapy as a
maturational process (e.g., Kohut, 1971; Meares, 2012b; Winnicott, 1971). These
theories, which parallel the characteristics of a skilled therapist to those of an attuned and
intuitive parent, strongly reflect my impression of Harry’s work.
Of all the authors I could mention here, perhaps Winnicott’s writing is particularly
appropriate in a discussion of a client with a fractured sense of self, as it conceives of an
infant or client developing through their relationship with the mother/therapist, what
Winnicott (1960) called “personal existence…a continuity of being” (p. 594). Winnicott’s
writing is also most evocative of the tasks required of a psychotherapist as being akin to
those of a mother with a baby. For example Winnicott’s concept of holding “live, human
holding” (1956/1987, p. 147) is central to what he understood a good-enough-mother
needed to provide for her infant, and also for what needed to be provided by therapists
through an attuned and responsive relationship “conveying in words at the appropriate
moments something that shows that the analyst knows and understands the deepest
anxiety that is being experienced” (1963/1965, p. 240). Winnicott also stressed the
importance of the therapist’s providing security and consistent care, claiming that “the
reliability of the analyst is the most important factor (or more important than
interpretations) because the patient did not experience such reliability in the maternal care
of infancy” (1960, p. 585).
Psychoanalyst Ogden (2004), extended Winnicott’s concept of holding, describing
how part of the mother’s holding involves the protection of the infant from the
intrusiveness of time. He wrote “time…is a human invention (even the idea of day and
night) that has nothing to do with the infant’s experience; time is other to him at a stage
when awareness of the ‘not-me’ is unbearable and disruptive to his continuity of being”
(2004, p. 1350). This description is consistent with Harry’s own understanding of his
work as he writes: “I was wanting to provide for M, an experience of being given
supportive space and time, as this had been denied her when she was a child”
(12/07/1993). Harry like Ogden understood his role as providing protection from what
are, sometimes, unnecessary realities. He provided the provision of time and space in
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order that Maggie, like an infant, could develop a sense of continuity of self and being in
the world again.
The immersive and imaginative component of Harry’s experience of reparenting
is consistent with Winnicott and Ogden’s understanding about the role of the therapist.
However, Winnicott’s work included the term “primary maternal preoccupation”
(1956/1965, p. 303), in which the mother is preoccupied with the needs of her infant. This
infers a suppression of the mother’s/therapist’s needs and voice that is not consistent with
Harry’s experience. Harry’s approach can be further elucidated by a concept of Lomas
(1987), who argued that Winnicott’s emphasis on the therapist attentively adapting to
what the client needs, neglected an important element of parenting, namely that therapists
must live with their clients. What Lomas described is not a literal living with, but a way of
not always responding to what the client needs, and sometimes putting the needs of the
therapist first. This is to allow “some of the spontaneity and hazards of ordinary life” (p.
93) into the therapy so that the client can see the therapist as a being, like she herself is.
This also a way of helping clients deal with the realities of life, one of these realities is the
person of the therapist “his passion, his idiosyncrasies, his philosophy of living” (p. 93).
The emphasis on the therapist being themselves in the therapy is also similar to Rogers’
concept of congruence, where the person of the therapist, including his own limitations
was spontaneously brought to his work as a genuine human encounter (Tudor & Worrall,
2006). There are numerous examples in the case notes where it is clear that Harry was
more than a submissive caretaker, he was alive and present in the therapy. He was not an
unknowable, sphinx-like, tabula rasa, practising from a hospital room or office, he
conducted his practice from his home, where his identity was not only made visible but
becomes rich material for the therapy as his home, family, garden and pets all become
part of the work. Thus it is not just an attuned and responsive caregiving that is
demonstrated, but a way of being in, and with the world, so that Maggie herself could
find her own way of being in the world. Surely this is a significant part of what therapy
is—helping people to find a way of being in the world.
Harry’s experience is a better fit with the description by Lomas of the therapist as
parent than with Winnicott’s. Interestingly it is perhaps more reminiscent of Winnicott’s
own clinical practice, rather than his writings. Although Winnicott was a prolific writer,
he gave few examples of how he translated his evocative, intuitively appealing theory into
his work with his patients. We get a rare glimpse from Margaret Little (1987), a therapist
who wrote of her therapy with Winnicott, indicating that in the face of her own regression
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and delusions, Winnicott “tacitly accepted it, meeting me on that level but at the same
time maintaining his own maturity and reality” (p. 15). I think this is a good description
of Harry’s work, and raises again Chu’s (1998) suggestion from the DID treatment
literature, that balance, or a dance that is required of therapists. Casement (1991) talks
also of the need for balance in therapy, arguing that a therapist needs to be able to have
enough distance to be able to operate as a therapist, but also be close enough that the
therapist can feel what the client needs him to feel. Thus the therapist needs to be in two
places at once, occupying a place somewhere between thinking and feeling.
It is interesting too to think about Harry’s work in terms of the gap between
writing and practice suggested by Margaret Little’s comment about her therapy with
Winnicott. The notebooks give few examples of how Harry was thinking, and the theories
that he may have been drawing on in choosing to practice the way he did, although in the
first few years he did mention a religion and philosophy (Buddhism), a few theorists
(Yalom and Assagioli), a few theories (Morita therapy, neuro-linguistic programming or
NLP, and empty chair method associated with gestalt therapy), and he also mentioned
Ross’s (1997) book on the treatment of DID. I know from sources other than the case
notes that Harry had considerable expertise in process-experiential emotion-focussed
therapy (PEEFT) and experience with psychodrama and psychosynthesis. These would
seem to offer relevant resources, but he did not mention them explicitly in the case notes.
Instead, the notebooks are predominantly a descriptive account of what Harry did, what
Maggie did and what happened.
Some of the explanation for this finding may be found in the purpose of the
writing of the case notes. Although Harry did state an intention to use the case notes as
the basis of a book he would co-author with Maggie, they were not written as an
academic text. They were a way of him recording all of the startling experiences he was
having, and they acted as a map to help both himself and Maggie (as he shared the notes
with her) trace their way forward while holding onto what had already happened. In this
regard, Harry’s case notes are more like the case studies by Baer (2007) and Moline
(2013) (although the second half of Moline’s book offered a theoretical exegesis), in that
they record the experience of therapists operating outside of their typical theoretical
modality.
What the case notes do demonstrate is that Harry’s practice appeared to become
more distanced from the obvious use of any particular theoretical modality as the work
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progressed. It is unclear whether Harry had no theory in mind, or whether his use of
theory was so integrated that it had become invisible. The picture is of Harry initially
consulting with theory, and at times also the medical models. However, over time, what
developed was a trust of his own and Maggie’s sense of how to proceed that appeared to
leave theory behind and was based instead on what felt to be right between them.
The invisibility of Harry’s use of theory is consistent with recent research by
Skovholt, Jennings and Mullenbach (2017) that has suggested that one of the
characteristics of master therapists is that they do not consider attention to theory an
important part of their expertise. Instead what these master therapists described as key to
their success as therapists, was a broad range of characteristics related to their ongoing
human development. Bion expresses a similar sentiment in his advice regarding maturing
as a therapist:
The analyst you become is you and you alone; you have to respect the uniqueness
of your personality—that is what you use, not all these interpretations… (1987, p.
15)
Similarly, Rogers also objected to the use of theory to describe his work, he
considered theory as secondary to experience (Tudor and Worrall, 2006). Describing
what he called his spontaneous responses to Gloria in the demonstration film of his work
Three Approaches to Psychotherapy (Shostrom, 1965) said:
…we can put this experience into some such highly intellectualized framework,
but when we do that it completely misses the point of the very immediate “IThou” quality of the relationship (1965)
From the perspective of these experienced therapists, to speak in generic
language, being bound by theory, or over-identification with other therapists is to lose the
human connection of the work, over reliance on theory represents a failure to understand
the creative and idiosyncratic nature of the work (Gabbard & Ogden, 2009), and a failure
to evolve as the unique individual of person and therapist.
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Enactments.
In this section, I explore the finding that Harry participated in and guided
Maggie’s enactments. These enactments were generally initiated by Maggie, with some
consisting of the reenactment of traumatic events from the past. Other enactments were
related to the unmet needs of Maggie’s childlike parts and included Harry’s participation
in activities one might engage in with a child, such as attending a picnic outdoors with
special food items and reading stories on the floor.
Enactments, or what Leveson (2006) described as “the behavioural component of
what is being talked about” (p. 322) are an important concept here as many of the themes
from the case notes might be usefully understood via this concept. Within the DID and
trauma treatment literature, therapist participation in enactments has been described by
some authors as an inevitable part of treatment. Psychiatrist and researcher Chu (1998)
claimed that survivors of childhood sexual abuse may bring their trauma-based
assumptions about relationships into their relationship with their therapist, which may
result in re-enactments. However rather than this being an obstacle to therapy, which can
be the case if therapists fail to realise what is happening (e.g., Ivey, 2008), Chu has
suggested that it can be an opportunity to demonstrate a positive model of interpersonal
relationships. This can occur, he claimed, through the therapist’s active and ongoing
willingness to participate and survive the repetitions of disruptions, reengagements, and
collaborations. In this way, the therapist has the opportunity to demonstrate a positive
model of interpersonal relationships. Chu suggested that what is needed from therapists is
an active engagement in these enactments, balanced by an awareness of the process
occurring between client and therapist, and an awareness in the therapist of the emotions
being evoked in themselves. It is through the therapists’ understanding of their own
internal dialogue that they are able understand, clarify and interpret back to clients what
would otherwise be a confusing interpersonal process (p. 126).
From this perspective, the therapist’s mind and thinking become the structure that
gives form to this process and prevents it from becoming a chaotic reliving. The process
of therapy here would parallel the development of an infant self. The theory that a baby is
not born with a mind or a self but instead this sense of self develops in the presence of
mature minds that have the capacity for attunement and self-reflection (Fonagy, 2003) is
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the basis of several approaches to psychotherapy (e.g., Fonagy, Gergely, Jurist & Target,
2002; Meares, 2012a). These are approaches that pay particular attention to the
developmental and traumatic origins of disorders of the self.
This process of Harry participating in the enactments, providing a “relational
world” (Chu, 1998, p. 125) that was safe and positive, but also putting the pieces of what
was happening in the enactments together into a meaningful narrative is demonstrated in
the excerpt (presented in full in the Findings chapter) where Harry understood that
Maggie was enacting a scene from her past, arriving early in the morning in her pyjamas
in a childlike state. After talking to her for some time and giving her breakfast, Harry
wrote “I began to realise at the same time, that she had come ‘home’ after a shock and
that it was important for me to be a ‘father’ who listened, was gentle and caring”
(12/11/03).
Although Harry’s work is consistent with Chu’s understanding of the process, Chu
ends his thoughtful chapter on a cautious tone, warning therapists about maintaining
boundaries, and I am not sure that Chu would approve of this impromptu pyjama session.
In this regard, Harry’s work again stands outside of the generally cautious, and
conservative treatment literature where several authors, such as Ross (1997) warn of the
dangers of the unscheduled out of hours sessions that clients with histories of severe
abuse often need. Harry’s approach is much more akin to the case studies reviewed in
chapter one from the origins of psychotherapy. Even Freud gave Ratman a meal at one
stage and prosaically wrote: “He was hungry and was fed” (Freud, 1909/1979b, p. 121).
Donna Orange (2011) described giving a hungry client an energy bar and introduced the
idea of “clinical hospitality” (p. 55), a demonstration of the emotional availability of the
therapist involving “being prepared for whatever openhearted stretching the other may
need of me” (2016, p. 36). Hawkins’ (2014) moving case study describing her personcentred work with an extremely distressed client who had experienced childhood trauma
is relevant here. Hawkins saw her client in her home office, while managing the needs of
her own young family. Also relevant is Baer’s (2007) account of his struggle to manage
the treatment needs of his client with DID within the traditional boundaries of therapy.
This account highlights what is almost a hypocrisy in Chu’s (1998) warning, as it seems it
is acceptable for therapists to imagine themselves in the role of parent, or even abuser, if
this is viewed through an intellectual lens as projective identification. However, to attend
to a distressed, and dissociated client arriving in pyjamas early in the morning is in this
view to fail to manage boundaries. This raises questions about the nature of boundaries
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and points to a possibility they may sometimes be used by therapists as a punitive way of
expressing their anger and frustration at the demands that such clients can make on the
personal lives of therapists. This highlights the importance of the therapist’s selfawareness in preventing either authoritarian or ideological exploitation of clients (Bond,
2000).
Harry’s participation in enactments was consistent with the psychoanalytic
treatment approach of childhood sexual abuse, described by psychoanalysts and
researchers Davies and Frawley (1994). Davies and Frawley’s perspective was similar to
Chu’s, and they argued that therapists’ active participation in enactments is a vital part of
treatment. In fact, to not participate may reinvoke the client’s experience of the
ineffective parent who did nothing to protect the child from being abused. Davies and
Frawley also saw a dual process and drew from Winnicott’s (1954/1987) belief that every
baby needs two mothers: an environment mother and an object mother. Therefore they
argued that clients need two therapists. They need an environment therapist, similar to the
environment mother, who will contain and help the client manage their state of confusion
and disorientation, and modulate their distress. At the same time, they need an object
therapist to work from the inside of the enactment, reworking, and diffusing the toxic
material via re-enactment and interpretation (p. 203). Using this framework, we could
consider Harry as attempting to work both in and around these enactments.
Recovery of fragmented memories, and their synthesis into some form of
manageable cohesive narrative is a significant component of treatment for trauma.
However, from Davies and Frawley’s perspective, it is the re-enactments of dissociated
and split off material that occur in the countertransference-transference of the therapeutic
relationship, which are most powerful in effecting change in clients’ understandings of
themselves and their relationships with others. It is these re-enactments, with therapist
and client unconsciously recreating dynamics from the past and reflecting on them, that
make it possible to make a connection with what has been unable to be verbalised. This
sort of honest experiencing is only possible within the context of a relationship with a
therapist who is open to this transitional space, allowing the process between therapist
and client to take its own course.
From this perspective, Harry’s participation in enactments is not adequately
described as just a therapeutic strategy, as although action methods can be taught, this
aspect may just be manipulation if not in the context of a genuine holding relationship.
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Bromberg (2011) proposed that for people who have been affected by developmental
trauma, what is needed in adulthood so that they might live authentically and creatively
again is a relationship: “…probably, a healing relationship...This other person is often a
therapist but need not be” (p. 5). What Bromberg has described is something that exists
beyond training and is an almost mysterious quality present in some people who:
…perhaps for reasons of native endowment, perhaps for reasons unknown, who
retain or develop the seemingly uncanny ability to make mutual contact with the
“other” in ways that cannot be understood within what we call a rational state of
mind. (p. 8)
In his work as a therapist, Bromberg described this as a state of mind, where he is
able to plunge with wildness, but without losing his sense of form. (p. 8). Bromberg takes
me to Rosenfeld (1987) who describes something similar, but less numinous in which the
therapist must “be prepared to enter into an intense relationship and to retain his function
of putting experience into words” (p. 160).
Using the theoretical lenses already introduced, we might describe this state of
mind variously as the therapist’s ability to play and create a transitional space, in
Winnicottian terms, or as the therapist’s openness to experience, in
Rogerian/humanistic/existential terms. More recently, a number of authors, particularly
within the contemporary psychoanalytic literature, have combined their clinical
knowledge with insights gained from neuroscience regarding mirror neurons (e.g.,
Gallese, Fadiga, Fogassi, & Rizzolatti, 1996), and studies of the right brain’s sensitivity to
non-verbal communication (e.g., Schore, 2003a, 2003b). This is a large and complex
body of research, which is too extensive to survey here. However, the suggestion from
this research has been that the complex interactions that occur within the therapeutic
relationship are the product of intersubjective processes that operate beyond our
awareness, and these findings tend to confirm what the earlier mentioned authors have
already suggested, that enactments are an inevitable part of the therapeutic relationship
with an attuned therapist (Bromberg, 2011; Schore, 2003a, Schore, 2003b).
One author who has synthesised some of this work, Ginot (2009), noted the
similarity in these neuroscientific findings between the therapist’s participation in
enactments and the therapist’s empathic resonance. Ginot (2009) has suggested that the
two processes are similar and that the therapist, by allowing herself to experience these
connections, experiences what has been unable to be verbalised in the other, and that this
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constitutes an empathic response. In addition, it is the therapist’s awareness of her
participation in the enactment, and her self-disclosure of her understanding of her role,
that creates an “empathic reflective space” (p. 290) which models such self-reflection and
awareness to the client. From this perspective, Harry’s participation in enactments is seen
as a form of empathy and returns us to Roger’s understanding of what is required of
psychotherapists. Ginot’s suggestions are a contemporary way of looking at Harry’s work
here. The experience that Harry and the psychotherapists before him could feel and
articulate, but could not previously demonstrate according to current scientific standards,
seems borne out by work in this exciting area of psychotherapy research.
Harry’s participation in Maggie’s enactments is consistent also with a
psychodrama treatment approach. Psychodrama is not an approach I had anticipated being
relevant to this discussion, and it is not an approach with which I have any experience.
However, I have more recently discovered from other sources that this is an approach that
Harry had experience with and indeed, a search of the case notes for psychodrama related
terminology found 88 mentions of the term “role”. Although 88 mentions does sound
pervasive, and it is a central concept in psychodrama and role theory, it is also now a term
in common use, so it might be easy to miss this as a possible contribution from this
approach. Nonetheless, a brief exploration may cast some light on Harry’s experience as
represented in the case notes.
Interestingly the history of psychodrama coincides with the history of DID, as
both concepts were developed in the same period, with therapeutic theatre, as
psychodrama was first known, being developed by Johann Christian Reil in 1803, soon
after one of the first cases of DID was recorded by Gmelin in 1791 (Ellenberger, 1970, p.
127). However, psychodrama has been more contemporarily described by Moreno (1994)
as a form of experiential group therapy, where experiences from the past can be enacted
in the present. According to Altman (1992) psychodrama is an approach well suited to
working with individuals who have memories of severe abuse, as its clear structure
provides boundaries that make it possible to work therapeutically in an organised way. It
is a method based on actions and provides an alternative way of accessing experiences
laid down in childhood which talking therapies may not be able to access (Kellerman,
2000). Emotional events are experienced, creativity and spontaneity are promoted, and
there is an emphasis less on analysis than richly felt experiencing (Williams, 1989).
According to Michael (2016), what Moreno asks of both client and therapist is a “radical
engagement” (p. 47) where there is no room for detached observation, for both “‘healer
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and ‘healed’” (p. 47) are reshaped if not transformed constantly by the alchemy of
coming together in the “here-and-now” (p. 47). Moreno’s demand for the radical
engagement of therapists is remarkably similar to the openness or play required of
therapists by the authors mentioned earlier in their discussions of enactments. In
particular, a number of writers from the psychoanalytic literature (e.g., Bromberg, 2011;
Reik 1949; Ringstrom, 2001) have suggested that the spontaneity and embeddedness in
the experience of the other called for by acting and theatre is similar to that is necessary
for therapists.
A search of the relevant databases (Ageline, AMED, CINAHL, Medline, Proquest
Dissertations, Pscbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web of Science) for
psychodrama found nearly 3000 entries, I notice, however, that the number has decreased
in recent years (101 entries published in 2013, 40 published in 2015, and 16 published in
2016), suggesting it may be becoming either a less practised or less researched treatment
modality. Of these entries, a small number were related to psychodrama as a treatment for
trauma (e.g., Kipper, 1998). A number of these described its utility in working with
childhood sexual abuse (e.g., Naar, Doreian-Michael, & Santhouse, 1998), and there were
five examples specifically related to the treatment of DID. With the exception of one (a
treatment manual for play therapy), all of these works described the inpatient group
treatment of individuals with DID, often in conjunction with individual psychotherapy
and other therapies. Hudgins (1998) has suggested that although psychodrama has the
potential to operate at a level beyond that of classical talking therapies (i.e., at a somatic,
perceptual, cognitive, affective and behavioural level), which is needed with individuals
who have experienced sexual abuse, many therapists chose not to use these methods
because they fear retraumatisation through uncontrolled regression.
In the case notes there are several examples of Harry’s participation in enactments
that are consistent with a psychodrama approach. On these occasions, there did seem to
be a clear structure and agreement between Harry and Maggie that they would be
exploring specific events, and the enactments clearly showed the past being rewritten
with a different ending where Maggie had some control over these events. Although not
exclusively so, this structured approach is more apparent in the case notes when Maggie’s
husband Cam was present, and Harry was clearly in the role of director with Maggie as
protagonist and Cam cast as an auxiliary. However perhaps more frequently, the
enactments appear to be spontaneous, as Maggie was overcome by the experience of
reliving events from her past. Sometimes these enactments seem relatively benign and
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involve Harry participating in picnics or sitting on the floor reading stories. However, at
other times the enactments were distressing recreations of traumatic events, Harry’s
willingness to engage in these however was unchanged.
It is interesting to speculate about what made it possible for Harry to work so
spontaneously with Maggie in this space. I wonder whether his familiarity with
psychodrama, with its fundamental understanding of the value of participation in action
and enactments, had been synthesised into a way of being with a client in this state that
does not rely obviously on some of the more formal protocols of this approach.
Harry’s participation in Maggie’s enactments is consistent also with another
experiential approach, process-experiential emotion-focussed therapy (PEEFT). As
mentioned in chapter two, I was aware that this was a treatment approach that Harry used,
however based on my own dislike of the PEEFT literature, I made the decision to focus
instead on the client centred therapy as practised by Carl Rogers. Nonetheless, it now
seems that an exploration of PEEFT in the context of Harry’s participation in enactments
may provide some useful insights into his experience.
Although a search of the literature failed to find any research specifically related
to PEEFT and DID, there was a small body of research related to PEEFT and the
treatment of sexual abuse (50 articles) and trauma (5 articles). One study in the sexual
abuse literature did mention dissociation. This study was a randomised control study of
heterosexual couples receiving Emotion-focused therapy (EFT), in which the female
member of the couple had a history of sexual abuse (Dalton, Greenman, Classen, &
Johnson, 2013). Results indicated that although the treatment group did report an increase
in relationship satisfaction, there was no decrease in trauma symptoms—specifically no
decreases in the symptoms of dissociation for the women with a history of abuse.
However other studies have found some support for PEEFT as an effective
treatment in reducing symptoms of complex trauma for individuals with a history of
sexual abuse (Paivio & Nieuwenhuis, 2001). Based on earlier research that included a
small group of clients who had experienced child abuse (Paivio & Greenberg, 1995),
Paivio and colleagues developed a variant of PEEFT aimed specifically at treating
complex trauma. They named this approach emotion-focused therapy for trauma
treatment (EFTT) (Paivio & Pascual-Leone, 2010). EFFT is a short-term, semi-structured
treatment that differs from PEEFT in its integration of trauma-specific treatment models
(e.g., Pearlman & Courtois, 2005). Consequently, it is a more directive approach than
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PEEFT: therapists instruct clients to disclose memories, they make connections with
events in the past - (similar to interpretations) and incorporate management strategies for
affect dysregulation and self-destructive behaviour. It is interesting that the authors of
EFFT have modified existing models of PEEFT in order to work with individuals with a
history of trauma, since the need to adapt or change typical ways of working with clients
when encountering a client with a history of severe trauma is a narrative that runs through
Harry’s case notes as well as the case studies previously mentioned (Baer, 2007; Moline,
2013).
However, the truth is that to an uneducated reader (myself included) Harry’s use
of PEEFT is not at all obvious. A search of the case notes for evidence of Harry’s use of
PEEFT tasks and terminology revealed one mention of focusing, two mentions of empty
chair technique, two of two chair technique, and two of unfinished business in a 205,524word document. I have previously speculated about the lack of obvious theory in the case
notes, and the points related to that speculation are equally relevant here. However, it is
interesting that of the seven possible references Harry makes to PEEFT, four references
are made to chair work of some kind, and two to unfinished business. These are the same
components of PEEFT that are highlighted as central features of EFTT, and it seems that
on these occasions, Harry has intuitively adopted the component of these theories that
research also suggests have utility in working with clients with a history of abuse.
EFFT has a central focus on reprocessing memories and incorporates “imaginal
confrontation” (IC), a procedure based on gestalt therapy’s empty chair work, in which
clients express their feeling to an imagined perpetrator in the presence of a supportive
therapist. Research on IC has suggested it was related to a decrease in trauma-related
symptoms (Paivio, Hall, Holowaty, Jellis, & Tran, 2001). However, despite this reported
efficacy, I note that Paivio et al. (2001) had trouble encouraging participants to engage in
the IC procedure in their 20-week study (56% initially refused or resisted, and 8 out of 37
did not participate fully after the fourth session). Paivio et al. (2001) discussed this
finding in terms of the shame, distrust, powerlessness and non-assertiveness of
individuals who have encountered sexual abuse making them cautious about engaging in
such a process. This seems an ungenerous interpretation, focussed on client factors rather
than the characteristics of EFFT or the manner of the therapist, although an earlier
published paper on this study did explore the effect of therapist factors (Paivio &
Nieuwenhuis, 2001). Although EFFT and PEEFT are therapies that overtly value the
importance of the therapeutic relationship, their focus on procedures and tasks, and
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research that proves their efficacy, may be to the detriment of the therapist’s ability to be
present and listen to their client. With clients with a history of abuse who, as Paivio et al.
(2001) argued, may have difficulty trusting therapists, short-term treatment that
encourages re-enactments seems particularly unrealistic. Remember that it was only after
six years that enactments became part of Harry’s work with Maggie. Remember too, the
research evidence for the lag in presentation of alter personalities. Re-enactment in short
term therapy also raises ethical concerns, particularly as the Paivio & Nieuwenhuis study
excluded participants already receiving treatment and made no mention of provision of
ongoing support for participants.
It seems there is a disconnection between, on the one hand, the aims and
underlying philosophy of EFFT (Paivio & Pascual-Leone, 2010) and its short-term
format. In describing its theory, the authors appear to draw from the trauma literature and
related concepts such as attachment theory and the importance of the therapeutic
relationship. Its short-term format seems geared to meet the requirements of western
healthcare delivery standards and also the needs of researchable theory. However, the
short-term format along with the research conducted to promote its efficacy seems to
arrive at a kind of dehydrated form of treatment. Although there is some evidence of the
influence of PEEFT and EFFT on Harry’s work, and in essence, both focus on
reprocessing memories in the presence of a supportive other, it is difficult to make a
strong connection between this research and Harry’s work. There appears quite a contrast
between this research that moderates congruence with theory and responsiveness to
clients in the interests of efficiency and evidence, and Harry’s work, conducted over so
many years with such emotional intensity, in which the needs of the client were primary.

Providing a home, a place to stay.
The finding that Harry experienced his therapeutic work as, in an imagined sense,
providing a home or place to stay for his client was, on a literal level, another example of
him participating in enactments at Maggie’s envisioning. However, on a symbolic level,
Harry’s experience is well explained by psychoanalyst and philosopher Stolorow (2007,
2008, 2011). For Stolorow, human emotional experience is always rooted in an
intersubjective context. For Stolorow:
Trauma is constituted in an intersubjective context in which severe emotional pain
cannot find a relational home in which it can be held (2008, p. 2)
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From this perspective, developmental trauma is understood to originate in a
childhood intersubjective context characterised by misattunement to the child’s
experience of painful affect within the child and caregiver relationship. This lack of
attunement means the child misses out on the assistance it needs in learning to tolerate
and integrate painful affect. The child is left with no capacity to make sense of their
emotions, resulting in an overwhelming and disorganised state (2011, p. 143). Stolorow
extends his hypothesis to an intersubjective understanding of the human condition,
whereby we are as beings deeply connected to one another by our finitude. In this way,
our shared finitude renders us both open to the possibility of emotional trauma, but also to
the possibility of forming deep emotionally attuned connections with others in which
unendurable emotional pain might be held, become more manageable and integrated
(2011, p. 149).
When I have been traumatized, my only hope for being deeply understood is to
form a connection to a brother or sister who knows the same darkness. (Stolorow,
2011, p. 150)
Stolorow’s use of the term “brother and sister” (p. 150) is metaphorical, however
in this sentence I think we might see and feel exactly what Maggie had been seeking - a
connection with a member of the same family of beings who are also vulnerable, and I
think this is precisely how Harry had responded. In doing so, these unbearable emotions
find their home again, reconnecting them and Maggie back to the collective human
experience. She was no longer an isolated and excluded sufferer. In responding with the
understanding of a fellow being, rather than as an expert or master technician, Harry,
viewed through Stolorow’s lens, is a brother of humankind to Maggie. This links too with
Husserl’s (1967) authentic meeting as part of his concept of transcendental empathy and
Buber’s (1923/1970) concept of the “I-Thou” relationship. Rogers’ later writings on
person-centred therapy also echo this understanding: “Our relationship transcends itself
and becomes part of something larger” (1980, p. 129). Harry’s work here had a great deal
to do with the person he was and his way of being in the world and in relation to others.
He offered I think, what Marcel (1971) was describing when he wrote:
It is an undeniable fact, though hard to describe in intelligible terms, that there are
some people who reveal themselves as present —that is to say, at our disposal—
when we are in pain or in need to confide in someone, while there are other people
who do not give us this feeling… (p. 25)
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This raises some interesting questions about training and expertise in
psychotherapy as Harry’s work from this perspective was about a reconnection with a
nuanced and ultimately very human experience. It is hard to imagine the ability to offer
such a connection as something that can be taught. It has much in common with what
Murphy and Joseph (2013) called “the most human element of responding to trauma” (p.
2). Perhaps this may be another example of the invisible theory of the experienced
therapist, part of which in Harry’s case comprised participation in therapy as a client, and
in roles as a supervisor and psychotherapy teacher. However, it may also represent the
experience of life itself, as it is the experience of the inevitable suffering and loss of life
that made Harry a fellow vulnerable brother. This experience is not unique to
psychotherapists.
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Chapter 9: Discussion of Working with Sexual Feelings
The issue of working with sexual feelings in both client and therapist appears in
the case notes as the issue that Harry experienced as one of his greatest challenges. It is
on his handling of this issue that he expressed self-doubt and makes the reader anxious
for him and his professional isolation. His ways of dealing with it through self-disclosure
and physical contact set him apart from many professional peers.
Dealing with the sexual feelings of client and therapist is an issue that has had a
curious history in the literature. Therapists’ encounters with both their clients’ and their
own sexual feelings in psychotherapy, and their struggles to deal with them, have a
history as long as the study of psychotherapy itself. This point is well illustrated by the
case study of Anna O., written in 1880, where Breuer described his treatment of Anna O
(Breuer & Freud, 1895/1955). What is not revealed in Breuer’s work is that during their
last session together, Anna O. went into hysterical labour pains with what she imagined
was Breuer’s child, at which Breuer fled the room and subsequently went on a second
honeymoon with his wife (Gay, 1988). It was not until 1915 however that Freud
addressed the issue by theorising the tendency for clients to fall in love with their
therapists as transference—a re-enactment of relationships from the client’s past. He
believed these feelings were always transference, emphasising the point that such feelings
had nothing to do with the person of the therapist and were a product of the therapeutic
process. The interpretation of the transference by the therapist became the bedrock of
psychoanalysis, requiring that for the transference to flourish uncontaminated, the
therapist had to remain a blank screen, disclosing nothing of herself (Bonitz, 2008). More
problematic for Freud was the topic of countertransference, which in Freud’s early
writing was the therapist’s reaction to the client’s transference. From this perspective, the
therapist’s countertransference was irrational and a sign that the therapist was
mishandling the transference, and it was something to be ashamed of. It is within this
heritage that the scene was set for a profession that has been unsure how to handle sexual
feelings in psychotherapy.
With the exception of these few articles in the psychoanalytic literature, the topic
of sexual feelings in psychotherapy was avoided in the research literature for most of the
next century. This began to change late in the twentieth century. When I conducted a
search for terms such as “sexual feelings”, and “erotic transference” in the relevant
databases (Ageline, AMED, CINAHL, Medline, Proquest Dissertations, Psycbite,
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PsycINFO, PsycArticles, SCOPUS, Trove, Web of Science), I found that there were a
number of quantitative studies conducted in the 1980s and 1990s that did address this
topic. The challenge that Harry expressed in working with sexual feelings is reflected in
these studies of therapists that overall reflect therapists’ discomfort in listening to
disclosures of sexual attraction. A study by Schover (1981) asked therapists to respond to
tape recordings of a client discussing sexual dysfunction and being attracted to the
therapist. Results of this study indicated that in response to the sexual attraction scenario
as opposed to the sexual dysfunction one, therapists experienced greater levels of anxiety,
and were more likely to respond with discouraging and disapproving statements.
Furthermore, therapists in the sexual attraction scenario reported that they felt
establishing a strong therapeutic alliance would be less likely and the work would be less
enjoyable. A study by Morgan and Porter (1999) of psychiatry trainees found that 72% of
participants felt that they had experienced uninvited sexual teasing, jokes, remarks,
questions, looks or gestures and that 34% of respondents perceived this behaviour as
sexual harassment. Another study by Harris (2001) of 43 marriage and family therapy
masters students reported that, when asked how they would feel if a client expressed
sexual attraction for them, 85% of participants reported they would feel uncomfortable,
69% reported they would feel cautious, 53% nervous, 46% self-conscious, 44% anxious,
18% vulnerable, and 15% scared. Furthermore, 51% indicated that they would not feel
comfortable working with such a client. Against the backdrop of these findings, Harry’s
stance points to a possibility of experiencing concern, and anxiety, but being willing to
persist in working with the client and find ways to acknowledge but not act out, and not
shame the client.
Harry’s case notes record his acknowledging to Maggie his own attraction to her,
within the assurance this would not be acted on. Consistent with Harry’s experience is
research that has indicated that the overwhelming majority of therapists report
experiencing sexual feelings for their clients. In America, large studies of 908
psychologists have found that 88% reported this (Rodolfa et al., 1994), and studies of 575
psychologists (Pope, Keith-Spiegel, & Tabachnick 1986, 2006) found 87% have reported
they have felt attracted to a client at least once. The vast majority of studies have also
found that therapists report a range of negative feelings in response to their own sexual
attraction, including discomfort, anxiety, fear, anger and guilt (e.g., Giovazolias & Davis,
2001; Ladany et al., 1997; Pope et al., 1986, 2006; Rodolfa et al., 1994). However, there
is also evidence that, although the predominant response in therapists is negative, some
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therapists perceived their sexual attraction more positively. Both Ladany et al. (1997),
and Rodolfa et al. (1994) found that just under half of the therapists in their studies who
had experienced attraction believed it had been helpful sometimes, as it enhanced their
empathy and increased their awareness of countertransference and transference issues.
A number of authors (e.g., Briere, 1996; Dalenberg, 2010; Davies & Frawley,
1994; Pearlman & Saakvitne, 1995) have stated that working with sexual feelings is even
more likely when working with individuals who have experienced childhood sexual
abuse. Since DID is strongly connected with childhood sexual abuse (e.g., Dorahy et al.,
2014), it is surprising that there is scant mention of this topic within the DID treatment
books (Chu, 1998; Putnam, 1989; Ross, 1997). Chu wrote briefly on transference and
countertransference and referred to Davies and Frawley’s (1994) work which I discuss
below. Ross made no mention of sexual feelings other than to state in a section on
managing boundaries and that there must be no sexual relationship between therapists and
clients. However, I note that in Ross’s 1995 text on the treatment of individuals who have
reported satanic ritual abuse (who frequently have DID), the judgement of this expert
psychiatrist and researcher, was that the therapist’s countertransference was as harmless
as liking “one’s bank teller or family doctor” (p.146) and that the feelings were only
problematic if therapists committed boundary violations with their client. He advised that
the “antidote” (p. 146) was to imagine one was being watched through a one-way mirror
to avoid saying something that might embarrass oneself! Lowenstein (1993) pointed out
that the therapist must manage the client’s sexual feelings, but did not elaborate other
than to refer to Putnam (1989).
Putnam (1989) spent one page discussing the topic and acknowledged that the
seductive behaviour of the client may have its origins in a traumatic past, where seducing
the perpetrator gave the individual some control over when they were abused, or may
have helped to protect younger siblings from being abused. Putnam warned therapists that
they could “virtually count on” (p. 192) the fact that such clients will try and seduce them
and warned there are “therapists who get into trouble at this point” (p. 192), explaining
that such therapists were usually inexperienced and have already violated so many
boundaries that they believed they could operate without rules. Putnam illustrated his
point with examples of clients who had undressed in front of him and tried to touch him,
which he described as sexual harassment, equating it to violent behaviour which he
indicated is not to be tolerated. His discussion quickly collapsed from an empathic
reflection of the meaning of the client’s behaviour to a discussion of inexperienced
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therapists who are unable to manage boundaries and therapists who are under the attack
of clients and need to take measures to protect themselves. Clearly, I am not suggesting
that therapists should endure situations where they feel uncomfortable or threatened,
however Putnam’s writing illustrates the difficulty that Breuer (and the profession as a
whole) had in holding onto the symbolic meaning of sexual feelings and behaviour in
psychotherapy in favour of a flight into a judgemental, moralistic and punitive stance. In
this instance the DID treatment literature seems to suffer doubly, not only from the
historical difficulty that the profession has demonstrated in managing sexual feelings but
also from a cautious, defensive and sometimes pathologising tendency seen in these
examples. The approach suggested in this body of literature now seems outdated and has
little to offer in terms of understanding Harry’s experience, other than to put into sharp
relief that Harry’s practice suggests another approach is possible.
More consistent with Harry’s experience and attitudes are a number of books that
deal specifically with the treatment of individuals who have suffered childhood sexual
abuse (e.g., Briere, 1996; Dalenberg, 2010; Davies & Frawley, 1994; Pearlman &
Saakvitne, 1995). These books consistently pointed out that sexual feelings are likely to
be a part of the work, since individuals who have experienced sexual abuse often have
had their childhood sexualised. All of these books have claimed that this is a common
experience for therapists and that many find it challenging. Moreover, all of these texts
give examples of ways to manage such situations that accept, acknowledge, and
normalise the expression of sexual feelings by clients, while at the same time conveying
clearly to the client that therapeutic boundaries are in place. Harry’s work is consistent
with this body of literature.
It is however in Davies and Frawley’s (1994) psychoanalytic understanding of this
process that Harry’s experience is really illuminated. According to Davies and Frawley,
individuals who have been sexually abused as children bring an ambience of seduction to
the therapy as they have been trained as children to seduce and be seduced in order to
maintain a connection to a primary relationship. Davies and Frawley conceived of a
developmental process in therapy, which reflects and extends the understanding of
Harry’s experience of his work with Maggie as reparenting, by specifically addressing the
sexual development of individuals whose development in this area has been distorted by
the abuse they have experienced. From this perspective, again we see the concept of
enactments and the therapist’s ability to participate in them as a key component of
treatment. Davies and Frawley saw enactments as the client’s “relational strivings” (p.
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183). They argued that therapists, like Winnicott’s good enough mother, need to make
themselves available to the client’s fantasies whilst maintaining the boundaries of the
therapeutic relationship. As a developmental process what is suggested is a progression.
Early in the treatment, the experience of sexual feelings is so dystonic to clients that they
are enacted as split off behaviour. There is evidence that Harry was aware of Maggie’s
split off sexual feelings when he wrote:
…I checked whether or not she meant that it was hard for her to ask for a cuddle
without it having sexual overtones. Although she affirmed that this was so, I doubt
still whether or not she meant this. My own intuition is that she is feeling sexually
at present and it makes her feel guilty. (19/07/1993)
Later in the case notes, Harry described how he handled an incident which, in
Davies and Frawley’s model, could be seen as Maggie’s behaviour towards Harry
becoming more provocative, while she demonstrated a lack of awareness of the impact of
her behaviour. When Maggie expressed a wish to bring a nightie to the session for him to
see, Harry wrote:
I wasn’t happy for her to show me...I stressed to Maggie that it was important for
her to know she had a right to choose how to act in matters sexual and I asked her
what she thought about me seeing the nightie. She was clear that she didn’t want
this. This was just for Cam (husband). I supported this decision. (02/09/1996)
Davies and Frawley have argued that it is the therapist’s attention to this process
and to his own countertransference that allows him to respond appropriately and to
differentiate between enactments based on the client’s shame and guilt about sexual
feelings, and potential attempts at seduction, where the therapist, unlike the child who
was abused, can demonstrate that they are able to set limits. This is a very different
understanding of what happens in such situations from Putnam’s (1989) description of
managing sexually threatening clients. Harry here, also demonstrated that he would
neither abandon Maggie nor possessively cling to her (as some abusive fathers have been
described as doing) as she maintained her relationship with her husband.
In Davies and Frawley’s description, as the therapy continues, the client moves
through a series of developmental stages towards being eventually able to accept herself
and her therapist as sexual beings who experience a range of feelings and fantasies about
each other, while also being able to respect the boundaries between them (p. 184). What
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is needed from the therapist is the ability to process and acknowledge his own sexual
feelings in relation to the client’s emerging sexual self, in a manner that does not split
them off and overly control them in ways that might deaden the therapy. This seemed the
intention of Harry’s work with Maggie on this issue, and he made use of several strategies
that are points of difficulty in the literature.
Self-Disclosure
One of the integral ways that Harry managed this issue was through selfdisclosure of his experience of sexual feelings both for others and for Maggie. Research
on therapists’ use of self-disclosure of their sexual feelings to clients has indicated that
the numbers of therapists using such self-disclosures are low, with a review suggesting
that most quantitative surveys report figures between 5% and 10% of samples surveyed
(Fisher, 2004). The topic of therapists’ disclosure of their sexual feelings for their clients
is thoughtfully addressed, however, by a number of authors in the psychoanalytic
literature who have presented richly detailed case studies (Davies, 1994; Davis, 1978;
Searles, 1959; Slavin, Rahman, & Pollock, 1998). Like Davies and Frawley (1994),
authors such as Mitchell and Black (1995) have predicated their understanding of this
topic on the expectation that the therapist will, through transference processes, be seen
and responded to as a parental figure providing an opportunity for the client to revisit and
rework early developmental experiences. From this perspective, this theme is an
extension of the theme of reparenting already discussed here, and although sexual
feelings may be a component of all therapies, they are seen as an inevitable component of
work with clients who have been sexually abused (Davies & Frawley, 1991).
Possibly the earliest example in the literature of a therapist discussing their sexual
feelings for their clients is presented by Searles (1959). Prompted by his awareness that in
every successful analysis he experienced “romantic and erotic desires to marry” (p. 180)
his client, he argued that for treatment to be successful, the therapist needs to go through
their own process of oedipal development whereby the therapist experiences the client as
“deeply beloved and desired” (p. 181) not only as a child but eventually also as a fellow
adult. In this early article, Searles suggested that although therapists should not overtly
acknowledge their feelings, it was important that therapists be “free to experience, and
openly to allow the patient to see, such feelings” (p. 183). Searles, however, did make an
exception when working with clients described as having schizophrenia. For these clients,
Searles wrote, he found it helpful to “candidly allow them to see that they do move me
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deeply in this respect” (p. 184), as their self-esteem is so low and the work so challenging
that any positive feeling may help in building a good therapeutic relationship.
Searles’s description of a developmental process in the therapist and client alike is
consistent with the sense of progression in Harry’s work with Maggie. The process seems
born of a growing ease of expression led by Maggie, but it was mirrored and displayed in
Harry’s work also. What began as Maggie covertly asking for “cuddles” and Harry
wondering about their symbolic meaning, grew eventually into his generalised selfdisclosure about sexual feelings for strangers, and eventually to his disclosing his feelings
for her. It is a development in not only Maggie herself but in Harry as well as he went
from father figure to potential suitor. This was, of course, a far more distorted progression
than the simple linear model that Searles proposed, as Maggie’s experience of growth had
been so distorted, that Harry at times was envisioned as an abusive rather than a benign
father.
Another case study by Davis (1978) described Davis’ psychotherapy with a
woman whose father had initiated obtrusive sexual conversations with her as a child.
Davis described how his client began to dress seductively and started complaining that
the therapist was not “really human” (p. 559) and “all we do is talk here” (p. 560), which
he interpreted back to her as her developing sexual feelings for him, feelings, he
explained, that were normal. The therapy apparently stalled, and Davis realised his client
had become resistant because his interpretations were repeating her father’s behaviour of
evoking her sexual feelings but ultimately rejecting her. When Davis eventually decided
to acknowledge his “genuine feeling” (p. 567) for her, and that he found her sexually
attractive, but he believed that the therapy was more important than his sexual
gratification, the impasse was overcome. Davis reported that at the end of the successful
treatment the client said “I feel like I started out like a baby with a father. It’s as though I
grew up in therapy” (p. 563). Davis’s writing is heavily cloaked in psychoanalytic
language, and I would have to agree with his client’s complaint that what Davis offered
consisted of a lot of words. However, Davis did eventually listen to his client,
understanding that what was needed was not just words but genuine feelings. Davis’s
understanding was that his intervention was successful as a kind of modelling, in that by
demonstrating that he was able to experience sexual feelings but not act on them, then she
would be more able to do this also. This is similar to Harry’s work since his
demonstration to Maggie that he had sexual feelings for others and also for her, but did
not act on them, was a significant component of his use of self-disclosure. Harry wrote “I
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tried to normalise the feelings by explaining that all people (probably) struggle with such
feelings towards unavailable people and told her that I do too” (10/04/2000).
However, Harry understood something that I think Davis has not emphasised.
Harry wrote of his use of self-disclosure: “it also permitted us to be interpersonally
honest” (04/06/2002). This honesty, where the therapist is also putting themselves out
there, goes beyond modelling. It offers an indication that the therapist is human and can
be trusted as they are prepared to take risks also. This reflects the Rogerian focus on the
importance of the therapist’s genuineness in the relationship, a focus supported by
research that has suggested that therapist disclosure has been associated with increased
levels of trust and empathic understanding (Levitt et al., 2016).
Another therapist, Davies (1994) described in a case study, a similar trajectory in
her work with a male client whose mother, when he was a boy, would be seductive and
then reject and humiliate him. As an adult he found himself repulsed when women
expressed attraction for him. Davies described how the client developed an “eroticized
transference” (p. 163) towards her, and she developed her own feelings of eroticised
countertransference, which became a vehicle for exploring his mother’s behaviour
towards him as a boy. Davies described how, despite this insight, and her interpreting to
her client that perhaps his mother had in fact been revolted by her own sexual impulses
towards her son, the therapy stalled with her client feeling rejected and unable to move
forward. Like Davis (1978), Davies understood that in withholding her feelings she was
actually recreating the problematic relationship from the past. In this case, she was
confirming her client’s stereotyped fantasy that parents have no sexual feelings for their
children, and was re-enacting her client’s masochistic assumptions about his relationship
with her and women in general. Davies like Davis (1978), wrote that she felt there was
“no other honest alternative” (p. 166) and told her client that she had experienced sexual
fantasies about him, but they would not act on them.
The trajectory described by Davis (1978) and Davies (1994) contrasts with
Harry’s work, perhaps because he is not constrained by a classical psychoanalytic training
with its emphasis on the therapist withholding himself and offering only interpretations of
transference and countertransference. Harry understood from the outset that the danger of
his not being a full participant in the work might be that the re-enactments would be no
more than traumatic repetitions of past relationships with parental figures who were
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withholding and dishonest unless he provided something different from what had gone
before. Harry wrote:
I decided to be simply open with Maggie because I thought that the risks of
concealing my experience from her were too great. In particular I wanted to avoid
re-enacting her father’s turning away that left her abandoned and open to her
mother’s attitude that she was the one who was bad and wrong during the time
that her father had been sexually intimate with her. I wanted her to have all the
information she needed to form an independent conclusion about her
psychological processes and, in so doing, to assist her to form a separate identity
when her every impulse was to merge with me. (07/02/2006)
As Davies had also eventually realised “something essentially different must
happen…The analyst, by dint of her very presence and ability to provide certain
protective, holding and containing functions, fundamentally changes the patient’s earlier
experiences” (p. 192). Harry’s honesty in this way provided a context, a home for
Maggie’s experience so that she could make sense of it.
When Harry wrote “I wanted her to have all the information she needed to form
an independent conclusion about her psychological processes” (07/02/2006), the
necessary information of which he spoke was his countertransference and his experience
of the whole relationship that had been created between them. Davies, whose work is
situated in an understanding of therapy as enactments (Davies & Frawley, 1994), has
highlighted that part of the therapist’s participation in the client’s enactments, is an
understanding of the therapist’s countertransference, which, although it belongs to the
therapist, is also co-created between therapist and client. The therapist’s
countertransference may contain important information, which through projective
mechanisms, particularly with a client prone to dissociate, may have become lodged in
the experience of the therapist (i.e., in Davies’ 1994 example, she found herself enacting
her client’s seductive, yet withholding mother’s behaviour). It is therefore one of the
“analyst’s essential functions to recognise and maintain such disavowed experiences until
such time that the patient can know them and integrate them” (Davies, 1994, p. 168).
Here the therapist’s awareness of their own thoughts, feelings and physical experiences
plays a central role in showing the client that such experiences provide vital information
and are not necessarily to be feared. If the therapist chooses to withhold their experience,
to not take the same risk that the client does, then whole areas of the therapist’s
185

unconscious participation and therefore whole areas of the client’s unconscious
experience may never be explored.
From reading Harry’s case notes, it is unclear whether his work had been
influenced by psychoanalytic approaches, or whether his work just happens to illustrate
these concepts well, despite perhaps coming from other perspectives. Although Harry
peppered the case notes with terminology traditionally related to psychoanalysis (e.g.,
transference, projection), these terms do generally tend to be part of a counsellor’s
lexicon. However, his use of psychoanalytic terminology is more frequent when
describing working with sexual feelings, suggesting that it was a way of thinking that was
helpful to him in this part of the work.
Particularly relevant to Harry’s work because it also described work with a
woman who had been sexually abused, is another case study by Slavin, Rahmani, and
Pollock (1998). Slavin et al. described a session in which the client became aware of
Slavin’s attraction to her and panicked. “Dr S” acknowledged to his client this was how
he felt, and they were eventually able to explore how terrifying this was for her. Slavin
explained “he could not sacrifice L’s reality to protect himself” (p. 205). Slavin here has
introduced the concept of reality, which is a word Harry used frequently in the case notes
since helping Maggie to accept the reality of her experience without having to dissociate
was a major focus of his approach: “My orientation has been consistently to be honest
with her about my experience because honesty permits wholeness and is a counter to
dissociative splits” (04/06/2002). His view resonates with the Davies and Frawley (1994)
discussion of the way individuals who have been sexually abused may have a distorted
concept of reality, as their experience has been so unbearable that they have had to
construct alternative understandings of what is really happening and of their own
perceptions in order to survive. As a consequence, these individuals struggle to trust their
own interpretation of their experience.
Slavin (Slavin, Rahmani, & Pollock, 1998) made the point that although what
happened between him and his client could be understood as a re-enactment, it was also
very real and that he was a “deeply affected participant in the evolving relationship and
treatment process” (1998, p. 211). It is because they are so real that deep psychotherapies
are so powerful. However, in being real, psychotherapy comes with a danger that the
therapist and client will skirt something “too ‘real’” (p. 193). The avoidance of the too
real, is an interesting concept (especially for a humanistic therapist!) and refers in part to
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the concern that the re-enactment will be a literal one, as the therapist unaware of their
countertransference may end up repeating rather than rewriting history. However, it is
also rooted in the classical psychoanalytic concern, that to give the client what they ask
for would be to deny them the opportunity to grieve for their transference wishes.
Gabbard (1994a) has touched on these points and argued that although enactments are
inevitable and useful, the therapist’s disclosure of their sexual feelings collapses, rather
than opens up, the potential space where new meaning can be created, and the therapy
loses its “as if nature” (p. 205). Critical of Davies’ (1994) use of self-disclosure, Gabbard
argued that Davies’ developmental model saw Davies engaged in an act of “heroic
reparenting” (p. 209) which would interfere with the client’s letting go of their
transference wishes. Again, we see the now familiar criticism of Alexander’s (1950)
“corrective emotional experience” (p. 1068) as interfering with transference, applied to
Davies work, and potentially also to Harry’s work. However Gabbard (1998), writing as a
professor of psychiatry, prolific author and an expert in evaluating and treating therapists
who have had sexual relationships with their clients, extended the argument and was
explicit about the dangers of therapist self-disclosure of sexual feelings. He pointed out
that of the cases he saw “the vast majority of these tragic and damaging relationships
began with the therapist’s self-disclosures” (p. 273). Gabbard’s advice to therapists was
that they adopt a midway point, avoiding silence but acknowledging their feelings in an
indirect way. This seems a return to Freud’s adoption of his concept of transference
which, as Szaz (1963) indicated, is a defence for therapists and a way of absolving the
therapist’s responsibility for their part in what the client was feeling. This would seem
however, to be the opposite of what is needed when working with clients whose sense of
what is real has already been so distorted by others’ failing to acknowledge their role in
what is really happening.
Nevertheless, the fear of encountering something too real was clearly still a part of
Harry’s experience. He admitted, “I felt some concern about saying this as such a
disclosure can burden the client and increase feelings of insecurity about safety”
(04/06/2002), and more explicitly “I think I had picked up some of Maggie’s fear and had
wondered if I would be able to resist her advances if, indeed, they were forthcoming”
(25/02/2003). This highlights the precarious nature of entering into such deep work with
clients and the courage, and the self-awareness required to work within this transitional
space, which in both an imagined and real sense, threatens to collapse into a toxic
recreation of past abuse. That this fearful situation is evoked but importantly is not acted
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on, is at the very heart of the work. It is the ability to be a deeply involved participant, but
to also be able to stand outside, reflecting and taking care of the client’s best interests that
makes it therapeutic. What differentiates the therapeutic relationship from other
relationships is not that it is not real, but that what transpires can be talked about in a way
that is different from many other relationships and certainly was not possible in the
client’s past (Slavin, Rahmani, & Pollock, 1998). As Davies (1994) put it, it is in this
environment that sexual feelings “can be spoken of, changed, modified, withdrawn,
renewed” (p. 169). This then becomes a template for future mature relationships.
Having found a fellow voice in these earlier psychoanalytic case studies, Harry’s
self-disclosure of sexual feelings in therapy finds no company however in most recent
research. With the exception of a recently published edited collection devoted to sexual
feelings in psychotherapy (Luca, 2014), all of the case studies and research papers I was
able to locate, since the case studies mentioned above, have argued against the use of selfdisclosure. They have suggested or demonstrated, instead, Gabbard’s (1998) strategy of
avoiding silence but also being indirect. Harry’s work stands in stark contrast to a number
case studies by therapists who described talking to their clients about their feelings of
“rapport”, “nurturance”, and “tender love” (Fitzpatrick, 1999, pp. 121–123); “mutual
feelings of deep caring” (Bridges, 1994, p. 429); and “mutual teasing” (Gorkin, 1985, p.
435). A number of these authors also chose not to discuss the nature of their feelings for
their client in the article itself, suggesting either that they were ashamed, or that the
authors did not believe that their feelings had any effect on the feelings of their client. It is
interesting to reflect on why these articles, all of them written later than the case studies
that described therapists who used self-disclosure, offered a more conservative point of
view. This is particularly puzzling given that, with the exception of Bridges, all these
authors published in psychoanalytic publications, where there has been a growing
recognition of a relational perspective on psychotherapy that values the therapist’s input.
Admittedly the most recent of this set of articles was written eighteen years ago, so they
are not recent, but still more recent than the articles that have described therapist selfdisclosure.
The context of the articles may explain the shift in perspective. Gabbard’s (1994a;
1994b; 1998) series of articles on this topic were written in response to Davies’s (1994)
case study mentioned above. Davies’s case study also provoked a response from a
number of other authors (e.g., Hirsch, 1994; Tansey, 1994), and prompted Slavin et al.’s
(1998) case study. Given that Gabbard, a prolific author and well-known clinical
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professor of psychiatry, was also an expert most likely to be called to court in a
professional misconduct hearing in America, he may have been influential in recreating a
culture where disclosure of sexual feelings is equated with sexual relationships with
clients and professional misconduct. Although the degree of Gabbard’s influence is
unclear, what is clear from the research mentioned earlier (Harris, 2001; Morgan &
Porter, 1999), is that a predominant response that therapists have about both experiencing
and expressing sexual feelings for their client is fear. Harry, however, though he
expressed doubt, concern—perhaps even anxiety at times—could not be described as
fearful. This lack of fearfulness may reflect the mark of an experienced therapist, who
was guided by their trust in their own sense of the best way forward, rather than being
influenced by trends of practice. Additionally it may reflect the influence of
humanistic/existential values on his approach.
Harry’s work finds a closer echo in a more recent qualitative study published in an
edited collection (Luca, 2014) that sought specifically to address this culture of fear. The
four humanistic therapists in this UK study by Marshall and Milton (2014) all believed
that being honest and genuine with their client about their sexual feelings was the best
option. One participant understood the importance of it being a human interaction, where
the labels of therapist and client became irrelevant. From these therapists’ perspectives,
not disclosing their true feelings would damage the therapeutic relationship and devalue
the great trust their clients had already placed in them by disclosing so much of their own
lives. This is in contrast to the case studies written by therapists who chose to be indirect
with their feelings. The therapists in Marshall and Milton’s study were open and willing
to reflect on their feelings, and they valued a human and authentic relationship with their
client above clever and defensive interpretation. Clearly, Harry’s approach has much in
common with this study, and the case notes suggest he always privileged his relationship
with Maggie, and his honesty with Maggie above measures that would protect him
professionally.
Harry’s ultimately humanistic values become apparent again as his work is
compared with the existential approach to therapy described by Berry (2014), a Canadian
counsellor, in this same edited collection. From Berry’s perspective, sexual feelings are
part of the universal human experience. A therapist who avoids discussing them is acting
in bad faith and leaves unexplored an important part of the client’s experience.
Particularly relevant here is a discussion of what is right and wrong, and of the search for
moral absolutes which the profession, as represented by authors such as Gabbard, would
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like to see expressed in codes protecting therapists and absolving them of their personal
responsibility. The search for moral absolutes is understood in existential therapy as an
escape from personal responsibility. It was seen by Harry as a regressed form of thinking
that he discouraged in his work with Maggie. Harry, perhaps like Szaz (1963) might
argue that nobody, including the therapist, has:
as yet discovered a method to make people behave with integrity when no one is
watching. Yet this is the kind of integrity that analytic work requires of the
analyst. (p. 442)
Physical Contact
This analysis has found physical contact to be another important element of
Harry’s approach to working with sexual feelings. This was something that Maggie had
requested, and she had taught Harry that it was what she needed. Examples of the
physical contact that she requested, and Harry provided, include Harry sitting on the floor
with Maggie, hugging and holding her, and stroking her hair, as well as Maggie’s sitting
on his knee. Nearly all of these examples of Harry’s use of physical contact are in the
context of re-enactments of abusive situations from Maggie’s past when she was in a
childlike state, or of discussions of traumatic material.
Harry’s use of physical contact has a context in a long history of physical touch in
psychotherapy dating back to Mesmer, and later, Freud, who massaged clients’ heads and
necks during hypnosis to stimulate memories to the surface (Bonitz, 2008). A disciple
Freud excommunicated, Reich (1942/1972) developed both therapeutic and diagnostic
techniques centred on touch, techniques now contemporarily practised as body
psychotherapy (Totton, 2003). There are a large number of well-known psychoanalytic
psychotherapists such as Ferenczi (Fosshage, 2009), Fromm-Reichmann (1950), Balint
(1952), Searles (1965), Kohut (1981, cited in Fosshage, 2009), Bowlby (Hunter & Struve,
1998), and Margaret Little (1966) who, like Harry, described using physical touch such as
holding the hand of clients who were severely regressed, traumatised or in deep despair.
More recently an issue of Psychoanalytic Inquiry (Ruderman, Shane & Shane, 2000) was
devoted to touch in psychotherapy, and several authors described their experience of
using touch in their work. There have been a number of books published within the
psychoanalytic literature that also contain similar accounts of therapists who have used
touch in their work (e.g., Galton, 2006).
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Beyond the psychoanalytic literature, other theoretical modalities have produced
literature describing the use of touch in their work. Fritz Perls, (an analysand of Reich and
originator of gestalt therapy) incorporated physical touch as a technique used to establish
contact between gestalt therapists and clients (Imes, 1998; Perls, 1969). Rogers both in
his individual work and in encounter groups described the use of hugs and holdings as an
expression of authenticity in the therapeutic relationship (Rogers, 1970). Descriptions of
the use of physical touch in hypnotherapy are also common (e.g., Spiegel & Speigel,
1978). There are also books and articles written by body psychotherapists that have
highlighted the value of touch in psychotherapy (e.g., Hartley, 2009).
The use of physical contact with clients who have experienced sexual abuse has
been found to have both benefits and dangers. Research by Dalenberg, Dunkerley and
Callopy (1997, cited in Dalenberg, 2010) suggested that therapists, asked to describe an
example of when they had used physical contact with a client, were most likely to
describe examples of working with clients who had trauma-related disorders. In this study
Dalenberg et al. (1997) found that one of the main reasons therapists reported for using
physical contact with clients who had experienced trauma was in order to ease fear during
the retelling of traumatic events. Similarly Harry wrote: “It was necessary for me to hold
her whilst sitting on the floor…This position permitted her to feel contacted and able to
explore her feelings” (02/09/03). Dalenberg (2010) later theorised about how physical
touch may aid disclosure, as it provides connection with the therapist and evidence of the
safety of the therapist, which may be even more important if the client feels ashamed of
their feelings and fears the therapist will reject them. In a similar vein, Harry’s
understanding of the connection between his use of physically holding Maggie and the
provision of safety and further exploration of her experience is illustrated well in the
excerpt on page 111.
Courtois (1988), Dalenberg (2010), Dolan (1991), Epstein (2014), and Hunter and
Struve (1998), have all discussed the use of physical touch with clients who have
experienced trauma and feel untouchable, ashamed and anticipate being rejected and
abandoned. These authors have described how the careful and structured use of touch
communicated to the client that they were lovable and also helped establish the humanity
of the therapist. Miller (2012) wrote that “it was abusive not to touch clients who have
been so massively neglected and abused” (p. 219).
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One of the most important and striking ways that Harry used physical contact in
his work with Maggie was as part of his participation in re-enactments of traumatic events
from Maggie’s past. Harry’s description of his work is remarkably similar to a case study
presented by Gestalt therapist Imes (1998). Imes described her work with a client who
was severely abused as a child, and who presented with a range of separate personalities.
Imes described her participation in re-enactments with her client in which she would
sometimes be envisioned as the abuser, and she would hold a pillow that her client could
push away, or she would hold the sobbing child who was never comforted, or she would
also touch her client to let her know she was there and the re-enactment did not go on too
long. Like Harry’s work with Maggie, Imes’s participation in these enactments enabled
the traumatic events to be re-experienced, but with a different outcome, and the similarity
of technique is uncanny. Although a number of other authors (e.g., Casement, 2002a,
2002b) have described their participation in re-enactments, the re-enactments they have
illustrated are usually small, refracted elements or gestures from a traumatic event from
the past (e.g., a request for the therapist to hold hands), rather than an immersive replay of
events. Descriptions of therapists’ literal physical participation in re-enactments like
Harry’s and Imes’ accounts are rare. What is similar in their accounts is also the tone of
the therapist’s voice: their attitude is not that of an expert, they are working on the basis
of what the client initiates, and there is a deep trust in the client and a courage in the
therapist in following their lead as well.
Harry’s use of physical contact does, however, contrast with the picture presented
in most large-scale quantitative research, where reports of therapists’ use of physical
contact with clients have suggested that the numbers of therapists using this approach are
low. In an earlier study of 456 therapists in the United States, Pope, Tabachnick & KeithSpeigel (1987) found that 44% reported that they rarely hugged a client, 29% reported
sometimes, 13% reported never, and 4% reported that they hugged a client very often. A
later study of 470 therapists also in the United States by Stenzel and Rupert (2004) found
that that 90% of therapists reported that they never offered touch, suggesting that
therapists are becoming even less likely to report the use of physical contact in their work.
The rarity of physical touch in psychotherapy has also been confirmed by a recent
qualitative study of 6 therapists in Wales as well (Harrison, Jones, Huws, 2012). This
more cautious, if not avoidant tone is also represented in the DID treatment books (e.g.,
Chu, 1998; Putnam, 1989; Ross, 1997), where, other than to prevent physical self-harm
during a session (e.g., in Ross’s example, p. 364), physical contact between therapist and
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client is viewed as the first step to the slippery slope of boundary violations between
therapist and client.
The connection between physical contact of any sort in psychotherapy and
boundary violations appears to have its origins in Freud’s recantation of his use of
physical contact. According to Mintz (1969), Freud, who originally located the origins of
hysteria in childhood sexual abuse, was regarded as a sexual pervert in the prudish
Victorian climate of the time. Eager to establish psychoanalysis as a positivist science,
and to divorce it from the realms of magic and religion, Freud felt physical touch threated
the goal of rational insight (Fosshage, 2009). Furthermore, following his development of
the concept of transference, Freud found that the therapist’s withholding of behaviour
such as physical contact allowed the transference to flourish. Physical touch, according to
Freud’s pleasure principle, would only gratify the client’s infantile wishes, and keep them
fixated at an infantile level.
This classical psychoanalytic position on touch in illustrated in Casement’s (1982)
frequently discussed, almost archetypal, case study in which he described changing his
mind about holding the hand of his client as she explored her mother’s failure to hold her
hand during a surgery as a child. Casement explained that his decision was because he
feared in holding his client’s hand he would gratify her infantile longings for a good
object and fixate her, which would interfere with her reliving and working through the
trauma. The case study is heartbreaking to read, not only for the distress Casement’s
abstinence apparently caused his client and the seeming lack of humanity in Casement’s
behaviour, although his concern for his client is obvious, but also for a sense that
Casement seems almost to be fooling himself that adhering to his classical theoretical
model was what his client really needed. This sense is particularly so in a follow-up piece
(Casement, 2002b) in which he provided more information about the client’s history to
defend his behaviour. Casement’s adherence to classical technique here is surprising and
not typical of his work generally, in fact Casement’s whole body of work (e.g., 1991,
2002a) has been premised on privileging listening to the client above obeying any
theoretical rule. Casement’s work is interesting here as it not only contrasts with Harry’s
client focused approach, but it also illuminates what is now perhaps a historical tendency
in the field for therapists to avoid physical contact on the basis of theory. In fact, more
recent psychoanalytic researchers have taken their cues from animal and infant research
and attachment theory (White, 2014) and a number of authors in this field have described
their use of physical contact in their work (e.g., McLaughlin, 1995, 2000). However, in
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the literature beyond psychoanalysis and body psychotherapy, advice to therapists to
avoid physical contact is based on principles of risk management, rather than theoretical
grounds. Gutheil and Gabbard (1993) for example, suggested a handshake as the limit of
physical contact recommended at this point.
It seems clear that Harry understood the role physical contact played and used it as
an important part of his work with Maggie. He believed it had provided reassurance to her
of her safety, though he also described experiencing some ambivalence about it. This
ambivalence led to ongoing conversations with himself and with Maggie, rather than to
reverting to an approach based on a steadfast rule. Harry’s expressions of ambivalence
about physical contact are reflected in a small but recent qualitative study (Harrison,
Jones, Huws, 2012) that found that the six clinical psychologists in this UK study
reported that, although they understood the value of using physical touch in their work,
they felt conflicted about doing so and feared the judgment of their colleagues. But in
handling the issue relationally, Harry’s approach supports that of a number of authors in
the trauma literature (e.g., Dalenberg, 2010; Pearlmann & Saakvitne, 1995) who have
offered thoughtful discussions that suggest that the client’s request for physical contact be
handled as any other issue might be, as a springboard for exploration of what is really
being expressed by the client, and as a prompt to the therapist to be aware of their own
countertransference and to work within the limits of what they feel comfortable with. This
approach demands flexibility from the therapist and ongoing negotiation between
therapist and client.
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Chapter 10: Discussion of Working with Other Systems
This study has found that Harry’s experience of working with other systems was
comprised primarily of his inclusion of Maggie’s husband Cam in the therapy, but also
included brief contact with her extended family, clergy members, and Maggie’s
experience with Victims of Crime (state government funded legal and compensation
organisation). Other significant interactions took place with various other health
professionals, particularly those within the hospital system. Harry’s experience of
discovering that other systems needed to become a part of the therapy is echoed in the
DID therapeutic treatment literature by Ross (1997), who wrote that therapists need to be
able to work with other systems because of the “flexible, technically eclectic approach”
(p. 372) that is required of therapists in treating clients with a complex condition like
DID. For DID as for most mental health issues, Ross argued, community and family
support is beneficial for the client, the therapist and the therapy in general.
Couple System
The DID treatment literature, in general, is predominantly focussed on individual
therapy. A search of the relevant databases (Ageline, AMED, CINAHL, Medline,
Proquest Dissertations, Psycbite, PsycINFO, PsycArticles, SCOPUS, Trove, Web of
Science) found less than thirty entries on couples or family therapy work with DID
clients, and all were published between 1977 and 2017, with no earlier entries found.
However from the late 1970s, a number of therapists started recognising the utility of
family and couples therapy for DID clients (e.g., Beal, 1978; Davis & Osheron 1977).
These researchers represented only a small group, whose body of work comprised of case
studies and qualitative studies, but these authors are, unusually, virtually unanimous in
their support for the utility of couples and/or family therapy as a part of the treatment of
DID (Levenson & Berry, 1983; Panos, Panos, & Alfred, 1990). The only exception I
could find to this overall endorsement came from Kluft, Braun and Sachs (1984) who
found that working with extended family members who disputed the veracity of the
historical abuse caused deterioration in clients’ mental health.
Almost from the beginning of the case notes, there was evidence that Harry saw
his inclusion of Maggie’s husband Cam in the therapy, with her consent, as a significant
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and important component of the work. Approximately eighteen months into the therapy
he wrote:
Clearly, my judgement is that my client is both M and her husband. This is
because he plays a big role in providing support for her…I count him as an ally in
the struggle that his wife is enduring. (03/05/1994)
The value that Harry placed on Cam being a part of the therapy is consistent with
the approach of Panos, Panos, and Alfred (1990). They argued that couples therapy is so
valuable to treatment that rather than it being viewed as an adjunct to individual therapy
as it is usually discussed in the literature, it should be a “basic and necessary part of
therapy” (p. 10). Their study of themes in marital therapy with DID had a different
objective, but Panos et al. suggest that couples therapy was a critical element of treatment
because modifying elements of the client’s social milieu increased the speed at which
therapy was useful and helped crystalise gains made in individual therapy. This
observation is reflected by a number of other researchers (e.g., Benjamin &Benjamin,
1992; Sachs, 1986).
The particular themes that Harry experienced in his work with the couple are also
found in the literature and seem to be almost ubiquitous and related to the nature of the
disorder. For example, a number of articles reflect on an educative component regarding
how to handle dissociative phenomena (e.g., Panos, Panos, & Alfred, 1990; Sachs,
Frischolz, & Woods, 1988; Williams, 1991), and many report on the challenges of
managing the sexual relationship (e.g., Panos, et al., 1990), and on strategies for
managing child alters (e.g., Panos, et al, 1990; Williams, 1991).
Particular issues that Harry experienced were Cam’s (and sometimes Maggie’s)
occasional impatience with the length of time the therapy was taking, and the disruption
that the therapy appeared to be causing as Maggie sometimes became suicidal and selfdestructive as she discussed and revisited the trauma she experienced as a child. Further,
Cam also expressed frustration and anxiety that Maggie was so involved in the therapy
and in her relationship with Harry. Panos, Panos, and Alfred (1990) discussed the fact
that these were common criticisms from DID clients and their partners. It is precisely
because of the intense nature of this work, the traumatic material being discussed, and the
involved and intimate nature of the therapeutic relationship necessary for the therapy to
be effective, that it has the potential to be disruptive to clients’ primary relationships. This
is what makes couples therapy so valuable. Panos et al. advised that to minimise these
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effects, therapists should aim to help the couple preserve a balance between focussing on
treatment and maintaining their relationship (p. 13). Panos et al. suggested that therapists
provide emotional support to partners so that the partners were more likely to support the
client during difficult periods. Panos et al. further counselled that therapists prioritise
important family rituals and avoid raising material that was likely to be distressing before
family events or holidays (p. 13). Examples that follow all of these suggestions were
found in Harry’s case notes and reflect Harry’s approach where he obviously
endeavoured to balance an intense involvement in his work with Maggie, with seeking at
all times to privilege Maggie’s primary relationship with Cam and her family.
On another level, this discussion of the work with wider systems raises criticisms
of psychotherapy, and in particular, long-term psychotherapy, that have argued that the
therapy culture that developed in the 1960s promoted a kind of radical individualism
where the well-being and self-esteem of the individual became more important than social
commitments and society as a whole (Furedi, 2004; Reiff, 1966). It is clear from Harry’s
case notes, that despite Harry’s efforts to include Cam and support the couple, there were
times when Cam might have agreed with these criticisms. Harry himself expressed
concern that Maggie needed to re-establish her primary attachment to Cam – implying
Harry was playing this role at times.
I was able to talk to him about his role in taking over the primary care process; by
this, I mean that as M works through her transference issues with me, it is
necessary for Cam to provide constancy as a bridge to the extra-therapeutic world,
which is now the trajectory for the work. (19/12/2001)
What these criticisms overlook is the fundamental deeply relational basis of
psychotherapy, where relationships with others are understood to be central to human
well-being. As Kohut (1985) put it “You need other people in order to become yourself”
(p. 285). Although it could be argued that individual psychotherapy may appear to create
a relationship between therapist and client that is removed from the client’s ordinary life,
this temporary suspension from the client’s everyday reality, especially for clients who
have DID who may never have had another person’s undivided attention before, may be
one of the reasons why it is so powerful. It is within the safe environment created by the
therapeutic relationship that, from a psychoanalytic perspective, transference phenomena
are magnified, and the client’s patterns of relating to others can be observed and worked
through. However of course other perspectives arrive at a similar conclusion; from a
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person-centred perspective, the core conditions of the relationship (i.e., unconditional
positive regard) would allow the client to access, listen to and accept their own
experience.
In Harry’s case notes we see that it was in the environment of this therapeutic
relationship that Maggie was able to speak about the abuse she experienced as a child for
the first time in her life, so that she was able to rely less on dissociation and participate
more fully in her life and relationships with others. It was within this relationship that she
was eventually able to broaden the scope of who she was able to talk to about her past,
which most importantly, included Cam.
Maggie went on to say how it had been useful for her to get the material out to me
but that saying it to Cam and experiencing that he was not able to dismiss the truth
had assisted with the catharsis of expressing it. She added after my inquiry, that
she didn’t need Cam to believe her any more because in this final telling she had
finally come to accept her own story as being the truth. (12/07/2006)
Ultimately it was not Harry, but Cam, that Maggie needed to hear her story before
she could come to terms with it herself. Thus, despite Harry’s pivotal importance, his role
eventually became redundant. Harry and the therapeutic relationship were ultimately at
the service of Maggie, returning Maggie to herself so that she was able to live her life
fully, in relationship with others.
Although Harry’s work overall, is consistent with the literature and research that
emphasised the therapeutic value of working with families and couples, I do not see any
in-depth discussion in the literature or research studies of therapists’ including partners in
re-enactments, that at all resembles Harry’s inclusion of Cam as a participant in Maggie’s
re-enactments. Benjamin and Benjamin (1992) came closest in talking specifically about
therapy as a safe place for partners to witness the appearance of alters, and a place where
the therapist teaches communication skills between the couple.
Chiappa (1994), in contrast to most of the literature, argued that the therapist
conducting the primary individual therapy should outsource the role of couple and family
therapist. Chiappa argued that including a third party in the therapeutic relationship would
interfere with the transference, blur boundaries and loyalties and recreate the unsafe
incestuous family of origin. He also argued it would put the therapist in an overly
responsible position, putting too much strain on the therapist, and subsequently
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prolonging the therapy. The argument that couples and family therapy should be
conducted by a therapist independent of any individual therapy is not new and reflects the
stance of some classical psychoanalytic approaches to therapy. Chiappa’s argument was
not based on any reported evidence but appears to be due to his particular psychoanalytic
approach.
Harry’s choice not to outsource the role of couples therapist, however, seems in
line with the majority of researchers who reported having adopted the approach of
working with the couple or family too (Sachs, Frischholz, & Wood, 1988; Williams,
1991). Harry’s case notes do not describe concerns along the lines of Chiappa’s. They do
record his consistent and repeated efforts, though it seems generally unsuccessfully, to
incorporate other health professionals, such as a dietician and another psychologist as a
part of the therapy. Reading the case notes I got the sense that despite his efforts, Harry
did struggle to engage other professionals in the work, and was more alone in the
responsibility than he would have chosen to be. In this regard, Harry’s experience stands
in contrast to a case study written by two family therapists, Barker and Herlache (1997).
Barker and Herlache worked for a non-profit, DHS funded organisation, and worked very
successfully with the client’s partner, children, individual therapist, hospital team, and the
children’s school. Although this arguably reflects the greater acceptance of the diagnosis
of DID in America, it also perhaps highlights the isolating nature encountered by the
practitioner working in private practice, and the associated difficulty in being granted
access to other systems.
Medical System
A significant part of Harry’s experience of working with other systems involved
contact with medical systems, which involved GPs, psychiatrists and contact with private
psychiatric hospitals on four occasions over fourteen years.
The fact that Harry supported Maggie’s being admitted to hospital when there
were concerns for her safety is consistent with the DID treatment literature where there
are numerous mentions of clients with DID being hospitalised as part of their treatment.
Lowenstein and Wait (2008), for instance, reported that admissions were usually
precipitated by suicidal or parasuicidal behaviour. However, despite hospitalisation being
a commonly reported treatment for clients with DID, the tone of this body of work, even
that written by psychiatrists, is surprisingly negative towards hospitalisation. Brand,
Lowenstein and Lanius (2014) indicated that expert consensus has suggested that hospital
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stays for clients with DID be kept as brief as possible with a focus on stabilising the crisis
that has precipitated the admission. Ross (1997) pointed out that hospitalisation can prove
countertherapeutic when the client’s principal therapist is not permitted to continue the
therapy in the hospital, and the hospital psychiatrist does not believe that DID exists (p.
370). Ross’s description of this possibility aligns very much with Harry’s experience of
Maggie’s hospitalisation, which was characterised by a fracture in their therapeutic work
(although they did some work over the phone), and a condescending attitude from the
psychiatrist towards DID and Harry’s treatment. Ross warned that where the primary
therapist is excluded from treatment and the hospital psychiatrist does not believe that
DID exists, the hospital can “act out against the therapist and the patient” (p. 370),
although Ross did not articulate precisely what he meant by this.
Davies and Frawley (1994) perhaps explained this better, arguing that
psychotherapy as a whole, but particularly psychoanalysis, arose from a tradition that
grossly underestimated both the prevalence and impact that childhood sexual abuse can
have on individuals. They claimed this might affect the therapist’s readiness to accept the
existence of the patient’s abusive history and to participate fully in complex transferencecountertransference manifestations that are an unavoidable part of the work. The
therapist’s willingness to extend the framework of traditional psychotherapy to work with
child alters may be challenged by countertransference reactions from other therapists, as
well as contemporary conceptualisations about diagnosis, treatment, and how to conduct
psychotherapy in general (Davies & Frawley, p. 163). Harry’s understanding that Maggie
had DID as a result of childhood sexual abuse, an understanding communicated to the
psychiatrist, either via Maggie or Harry, was met with scepticism. This reaction mirrors
something that might happen in an incestuous family where the abused child (here
enacted by Harry) is met with scepticism and dismissed. As a result of this reaction from
the psychiatrist, Harry lost confidence in his work, writing “I think I may get a bit too
immersed myself”, (27/03/1996), and seemed to lose his sense of authority, and voice “I
don’t want to kick up a fuss” (27/06/1996). From this perspective, Harry’s interaction
with the hospital system can be seen as a repetition of Maggie’s experience as a child.
At the time of writing, there is now widespread acknowledgment of the
developmental damage done by childhood sexual abuse and a large body of research to
give evidence of the effects. However, twenty years ago in 1996, when Harry had this
experience, this was a far less understood phenomenon. By a decade ago this was starting
to change. Lowenstein and Wait (2008) pointed out that there were already a few
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specialised trauma units in hospitals which based their treatment of disorders such as DID
on attachment theory with an emphasis on the importance of therapeutic relationships as a
part of treatment. Lowenstein and Wait (2008) described their own specialised trauma
unit as an open system, in which there was a constant coming and going of clients, and
concerned family members, although they make no mention of their position on external
principal treating psychologists. More recently researchers have discussed the concept of
trauma-informed care (TIC) (e.g., Wall, Higgins & Hunter, 2016). Trauma-informed care
is a systems focussed approach which recognises the need for mental health services to
understand and respond to clients’ personal histories of trauma (Wilson, Hutchison &
Hurley, 2017). This is a different picture from the closed hospital environment that Harry
encountered in 1996 and reflects perhaps a more contemporary understanding of the
importance of relationships in the treatment of trauma-related disorders.
Harry’s experience might however also be seen to illustrate a more general
exclusion of psychologists within hospital systems noted by Bailey (2006), since Harry’s
interactions with GPs and private psychiatrists were generally supportive and far more
collegial than his encounter with the hospital staff. As Foucault (2006) has shown us,
historically, the asylum has always been a place where doctors had complete control and
from this came the knowledge and power that psychiatrists have traditionally held –
although others have argued that psychiatrists were not as powerful as other medical
specialists until the publication of the DSM (e.g., Kirk & Kutchins, 1992). In Australia,
although psychologists may be on hospital staff, they do not have hospital privileges,
meaning they are not permitted to admit clients to hospital facilities as psychiatrists do.
Bailey (2006) argued that the tendency to exclude psychologists from hospitals has
resulted in clients receiving treatments based on medication that reduce surface
symptoms, rather than psychological treatment that targets the underlying psychological
factors. According to Bailey (2006) in America there are 37 states where psychologists
have hospital privileges, and also have prescription privileges to prescribe psychotropic
medication (Wahass, 2005). There are also a number of psychologists who have been
working with legislators since 1987 to create regulations that allow psychologists hospital
privileges in other states such as New York. As far as I know, there is no such movement
in Australia, where there is a history of psychotherapy, originally psychoanalysis, being
conducted by medically trained therapists, which Ellingsen (2013) has located in the
British Psychoanalytic Society’s deliberate fostering of this approach. This seems a
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curious development given that the UK itself does not hold to a tradition of medical
training for psychoanalysts.
When it came to the wider health, welfare and social systems, I had the sense
reading the case notes, that Harry experienced little real support, and even some attack at
times. Apart from the patronising attitude of the hospital psychiatrist, Harry wrote that
Maggie reported sceptical comments, particularly regarding the length of the therapy,
from other people, especially her relatives and the government funded Victims of Crime
Association.
Harry’s experience here draws attention to the greater system and the culture in
which he was working. Ellingsen (2013), in his meticulous and rich book on the history
of psychoanalysis in Australia argued that there are a number of factors that may have
contributed to the psychotherapy culture in Australia (where Harry was working).
Ellingsen has written about the experience of European white settlers who described
Australia as not only other but empty and terrifying. Coupled with this is a history
between indigenous people and white settlers that many white people would rather forget.
Drawing on the work of Rutherford (2000), Ellingsen has suggested that Australian
culture has endeavoured as a whole to fill this emptiness. In the case of how we treat
mental health treatment, we have chosen to fill this void with medical diagnosis and
treatment. Along with its historical ties to England, Australia has a heritage of
pragmatism, which may be reflected in its assumption of the superiority of the medical
model, which is seen as practical and reality-based. These are interesting ideas and may
explain why historically, Australia does not have a history of psychotherapy, certainly
long-term psychotherapy forming a part of its culture, as do Europe and America.
Ellingsen suggested:
In an eagerness to be ‘scientific’, or perhaps just avoid uncomfortable discoveries,
Australia and its mental health industry have, then run the risk of closing down the
subjectivity of the individual. This could be thought of as an attempt to foreclose
the ambivalence of being, a way to perhaps sidestep the ebb and flow of memory,
the structure of dreams and the stories people tell to explain themselves. (2013, p.
67)
Of course, the attempt to be scientific in our understanding and treatment of
mental health that Ellingsen (2013) refers to, is not a uniquely Australian trend. A number
of researchers (Lowenthal, 2015; McLeod, 2016; Rustin, 2015) have connected this trend
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with the growth of neoliberal values now held by a majority of political parties in the
West. With its focus on a competitive free market, the accumulation of wealth, and the
responsibility of the individual for their own problems, neoliberalism sees mental health
issues as a collection of measurable symptoms that need to be treated as quickly and cost
effectively as possible, so that individuals can re-enter the workplace and contribute to the
economy. This has had profound effects on the kind of psychotherapy that is researched,
taught, and practised, and on society’s expectations about psychotherapy as a whole.
On a final note, perhaps what this discussion, and to some extent Harry’s case
notes do not tell us, is what systems did support Harry. Certainly he wrote of Cam as an
ally. Harry also expressed enormous relief when the private psychiatrist that Maggie later
encountered agreed with his diagnosis, understood the length of time the therapy was
taking, and supported Harry’s role as the principal therapist. The degree of this relief
speaks not only of the power that the medical profession has, both more generally and
perhaps in his own mind, but also of a sense of isolation with the work. He described a
lack of mirroring of Maggie within the hospital: “I think that the inadequate amount of
mirroring of her psyche by staff, including the psychiatrist has caused her to become
shaken” (8,28/06/1996). In many ways, this might also have applied to Harry’s
experience of his interaction with the hospital psychiatrist.
In the case notes Harry did not mention attending professional supervision but did
mention attending his own individual psychotherapy. Although he tells us no more than
this, the literature has shown that therapists’ individual psychotherapy may support their
practice too (Geller, Norcross, & Orlinsky, 2005). Harry was also, at the time of writing
the case notes, a senior academic at a university and this workplace may have afforded
him a sense of belonging and authority. Perhaps most importantly, although Harry never
articulated it as such, there is a sense that Harry’s relationship with his wife Dawn, a
therapist herself, was a significant system that supported him to do the work. Dawn’s
inclusion in the therapy was at Maggie’s envisioning, and although never physically
present in the work (other than in incidental interactions with Maggie), Dawn’s presence
in Harry’s mind, and Maggie’s as well, is a feature of the case notes. The importance of
personal relationships, particularly with spouses, for professional functioning and
development in senior therapists, is a finding in Rønnestad and Skovholt’s (2013) study
of professional development of therapists over the lifespan. In fact, for senior therapists
such as Harry, relationships with spouses were seen as one of the factors having the
greatest impact, above theory, research, professional mentors, personal life, and social
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environment. This seems an unexpected place to end a discussion on systems, where the
aim of this section had been to think more broadly. It seems that despite my efforts to
expand the horizon of my discussion of Harry’s experience as recorded in the case notes,
I have arrived back at the starting point of the central importance of close relationships as
perhaps the most important system of all.
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Chapter 11: Conclusions and Recommendations
Strengths and Limitations of this Study
A strength of this study must be that it participates in the long struggle not only to
research psychotherapy practice but to translate psychotherapy research into practice.
This struggle is talked about as the research-practice gap, an observation based on studies
that have shown that despite the fact that there is no shortage of psychotherapy research
being published, therapists generally do not read it, nor do they report that they find
research papers and books useful in their practice (Cohen, Sargeant, & Sechrest, 1986;
Morrow-Bradley & Elliott, 1986). Cohen et al. suggested that the scientific format of
journal articles, with a focus on methodology and statistical outcomes, rather than
detailed descriptions of what treatments look like or what actually happens in therapy
were off-putting to therapists. It is probably both a strength and weakness of this study
that it does not follow the current research preference for randomised control studies with
large sample sizes aimed at proving the superiority of one treatment modality over
another. If Cohen et al. are correct, those may be precisely the kind of research studies
that risk fostering even more disconnection between research and practice. It is not, in any
case, the sort of study that has been attempted here.
The focus and method of this inquiry mean it might claim the support of the
findings in the study by Cohen et al. (1986), that what therapists did find of value to their
practice was discussion with other colleagues. I have attempted to follow Mcleod’s
(2002) suggestion that the research-practice gap might be lessened if researchers wrote
research that psychotherapists “want to read” (p. 204), such as detailed case studies with a
dialogical presentation and the reflexive voice of the researcher/therapist. He claims that
detailed case studies, that have a narrative structure that tell a story and give a clear
indication of what happened, with all the nuances and complexities and dead ends that
therapy typically consists of, are more able to be translated into the kind of practical
knowledge that therapists can apply to their practice (McLeod, 2016, p. 45). These are
issues that the presentational style and narrative methodology of the current study speak
to directly, and as such are claimed here as potentially a strength of the current study and
hopefully provide the “points of connection” (p. 32) between research and practice that
McLeod (2016) encouraged researchers to aim for. Harry’s narrative in the case notes,
and my own personal reflections represent a direct dialogue between research and
practice, telling, as they do, the narrative of a therapist’s experience of a long-term
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psychotherapy. They are very different from the concise, abstracted research reports that
do not appear to translate well to therapists’ own practice.
The underlying philosophy of the emergent methodology here, and its emphasis
on deep engagement, listening, and reflection, represent an acknowledgement of Harry’s
own style of psychotherapy practice. I have sought to make this study congruent with the
values of humanistic/existential psychotherapy that underpin his work. This study is
grounded too in a research paradigm that supports my own interest in the experience of
the therapist and client, and in understanding these more deeply rather than in proving
any sort of positivist certainty or treatment outcome. Rather than aiming to test a
hypothesis, or establish generalisable findings, I have hoped that through the richly
described presentation of Harry’s experience, this study might serve a generative role and
encourage the work and reflection of other therapists, other researchers, and perhaps some
clients too. I would be delighted if this research might act like psychotherapy itself which
can create a conversation that continues beyond the fifty-minute session in the minds and
dreams of those who have been a part of the dialogue, so that their thinking is changed by
it, even just a little.
One real strength of the study, one that I can take no credit for but that helps it
address the research-practice gap, is its source in the clinical practice of an experienced
psychotherapist in a naturalistic setting, and the honesty, detail and deeply reflective
quality of the case notes that formed the data for the study. The current study returns to
the understanding that much of our understanding of what is important in psychotherapy
is based on the work of experienced psychotherapists investigating their own practice,
and often documenting their understandings in case studies, or dialogical, reflexive
writing. Although much of our understanding of psychotherapy over time has been born
from the writings of experienced therapists such as Freud, presently the work of private
practitioners such as Harry is not often published or presented. This may be due in part to
rules of confidentiality, but perhaps is also because of a research climate that has left little
space for first-person accounts (Rønnestad & Skovholt, 2013). This study is set against
the backdrop of the current dominance of psychological research by large-scale
randomised control studies. The assumption that large-scale randomised control studies
are appropriate for psychotherapy research has been criticised, as has their underlying
premise of a top-down, unidirectional model where it is assumed that knowledge flows
from research to practitioner (Westen, Novotny, & Thompson-Brenner, 2004). Westen et
al., have suggested that the dominance of such studies reflects the bio-medical model’s
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influence on psychotherapy research, where EST treatment manuals are marketed to
practitioners, much as drugs are marketed by pharmaceutical companies. Despite such
critiques, psychotherapy research continues to be largely populated by studies that look
very different from this one, a difference that may be cast as a strength or as a weakness.
The fourteen-year span of Harry’s case notes is most unusual amidst the current
research trend for brief treatments, which usually range from between 6 to 16 sessions.
Goldfried (2000) has pointed out that the focus on brief treatments in psychotherapy
research has less to do with the time taken to treat certain conditions than it has to do with
the fact that research over greater time periods would mean more experimental variability
and difficulty in interpreting results. Shorter studies also reflect the reality of research
funding and the usual timelines for grants. Clearly this study represents a significant
deviation from this trend, and hopefully presents research that is relatable to clinicians,
who, as naturalistic research has suggested (e.g., Kopta, Howard, Lowry & Beutler,
1994), may find that clients with complex problems can take far longer to see benefits
from treatment than is implied by the research focus on the efficacy and application of
brief treatments. In this context, it might be noted that Maggie is a client with more than
one presenting problem, and such clients are often excluded from research to avoid
confounding results. Nevertheless, studies on both clinical and community samples
indicate that between 50% and 90% of clients have co-occurring problems (e.g.,
Newman, Moffitt, Caspi, & Silva, 1998; Clark, Watson, & Reynolds, 1995), so that the
current study, in fact, represents a common clinical reality. A strength of the study may be
that it reflects the complexity of psychotherapy that psychotherapists often work with, a
complexity that is chronically underreported and infrequently explored in the research
literature.
Of course, the qualitative case study design, despite its great applicability to
psychotherapy research, is not without its limitations and potential flaws. McLeod (2013)
has outlined the possible disadvantages of case study designs, and the potential for
accusations of subjectivity and bias seem particularly relevant here. There is no question
that the current study is largely a subjective one, guilty of being biased by both Harry’s
and my own subjective experiences, reflections, and blind spots. While McLeod (2013, p.
3) pointed out that authors are unlikely to choose clinical vignettes that demonstrate their
approach to be ineffective, there are, however, numerous accounts in Harry’s case notes
where Harry recorded examples of his work that he knew could be called into question
according to mainstream practice standards. In my own case, I acknowledge that,
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although I have not known Harry personally, I have felt both great privilege and
responsibility in being given the opportunity to study his case notes, and my gratitude
may have influenced my reading and interpretations. I have tried to acknowledge this
through my reflexive contributions. The aim of this exploration of an idiosyncratic,
subjective experience of psychotherapy, however, was not generalisable results so much
as understanding that might contribute to future theorising. Clearly, it is important that
our theory be informed and tested by the rigorous evidence that studies with large sample
sizes afford, however theory also needs to developed from research that provides an indepth understanding of human experience.
Although the methodology has been carefully chosen for its relevance to the work
of therapists, I have to issue a warning that it is not a methodology I would recommend to
all psychotherapy researchers. The time needed to listen, reflect, dream, feel, and respond
to Harry’s experience, and to develop a methodology that could best represent his
experience has taken so long that it is not compatible with funding cycles, lengths of
scholarships and, indeed, enrolment in a university! Clearly, this is not the kind of
research that many people are going to undertake, nor is it the kind of research that is
likely to be funded. However the benefits of this kind of research, its storied form, its
complexity, the way it shows us expertise in action (McLeod, 2013, p. 10) can make it
accessible and potentially give it great applicability to practitioners, as well as providing a
potential source of theory which can generate further research of a more practical nature.
On a final note, although there are examples of therapists who have written about
their experience of working with clients with DID (e.g., Baer, 2007; Moline, 2013), these
are part of a larger dialogue about DID that has existed mainly in the US for many years,
amongst a community of clinicians and researchers who have published many books and
academic research papers. In Australia, although studies have indicated that DID is found
in Australian populations (e.g., Middleton & Butler, 1998), research has also indicated
that many psychiatrists are sceptical of the diagnosis of DID (Leonard, Brann, & Tiller,
2005). With the exception of a small group of clinicians and researchers (e.g., Middleton,
& Butler, 1998), there is far less written about DID in the Australian context. Obviously
individual case studies such as this are insufficient to sustain generalisations applicable to
treatment within our entire mental health system, however in the absence of any research
that finds that short-term technique focussed therapy is effective for people who have
DID, such studies can perhaps raise questions about what would need to change in our
systems to support and value this sort of in-depth, relationship focussed, long-term work
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for people with complex trauma-related disorders like DID. Questions such as these are
particularly relevant in Australia at the moment in light of the large numbers of people
who will be eligible for treatment following the Royal Commission into Institutional
Responses to Child Sexual Abuse.
Implications and Suggestions for Training
At this stage, most theses would arrive at a list of recommendations. However, in
keeping with the humanistic values of Harry and the approach of the thesis as a whole, it
seems more appropriate not to issue recommendations but instead stay with descriptions
of the implications to which the findings have given rise, and possible suggestions for
development.
The study does have some implications for training and practice for any
professional field involving working with the effects of trauma, DID, or offering longterm psychotherapy. One of these arises from the finding that for Harry to do the
extremely complex and challenging work that he did, it was necessary for him to work in
a way I described as standing in two places at once. He had to be both open to whatever
Maggie brought to the space, available, inventive and creative, and also firmly grounded
in a clear awareness of his own thoughts, feelings, capacities and limits, in theoretical
considerations, and an awareness of the world beyond the therapeutic relationship.
Although not exactly the same, this is similar to the concept of boundaried generosity that
Skovholt, Jennings & Mullenbach (2017) identified in their study of master therapists,
which they described as a combination of deep generosity and giving of oneself, balanced
with some constraint (Rønnestad & Skovholt, 2013, p. 244). Although this balance speaks
in part to a certain degree of technical skill that the therapist must be able to use, it also
highlights the importance of the therapist’s self-awareness and reflective capacity. A
challenge for therapist training and professional development is to provide not only
opportunities to learn evidence-based technical skills and techniques, but also
opportunities to develop greater self-awareness and personal growth and to understand
the relationship between the therapist’s self and the therapeutic process (Jennings et al.,
2016). Suggestions include: therapists’ pursuing their own psychotherapy (Geller,
Norcross, & Orlinsky, 2005); journal writing (Skovholt, Rønnestad, & Jennings, 1997);
and professional supervision that emphasises self-reflection and self-awareness (e.g.,
Murphy & Joseph, 2013; Rønnestad & Skovholt, 1993), and pays close attention to the
importance of relational dynamics (Murphy & Joseph, 2013). An emphasis on promoting
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self-awareness and personal growth is a long-term approach that invests in the
development of the therapist’s self, arguably the most important tool a therapist has. This
is an investment that is unlikely to become obsolete in the way the latest technique might
do, and is an investment likely to sustain a lifetime of therapeutic work.
Although some of these aspects of the therapist’s self, so well exemplified by
Harry, can be encouraged and developed, it is possible that some characteristics are more
innate. A challenge to psychology training programs would be to focus selection on
personal characteristics rather than academic exam scores. Searches of the relevant
databases were unable to find any research that has identified the characteristics of the
students who will go on to become master therapists, which is unsurprising given that
such longitudinal studies are difficult and expensive to conduct. Based on their extensive
multimodal research on expertise in counselling and psychotherapy, however, Jennings et
al. (2016) have recommended that training programs look for students who demonstrate
characteristics such as humility and a capacity to tolerate ambiguity and complexity,
characteristics that have been shown to be characteristics of master therapists. In their
description of practitioners who demonstrated the boundaried generosity mentioned
above, Rønnestad & Skovholt (2013, p. 244) indicated that this capacity was rooted in “a
person who is by nature, training and background focused on the needs of the other” (p.
244). I wonder whether this also is a personal characteristic that might be both selected
for and encouraged. This seems particularly needed, as Orange (2016) pointed out, in a
research and practice climate where efficiency and cost effectiveness have obscured what
is indispensable in the therapy—the need for emotional availability, “clinical warmth and
unhurried welcome” (p. 36).
Implications and Suggestions for Practice
A finding from the study that has implications for the psychotherapy profession is
that Harry expressed experiencing loneliness and a lack of support from his profession for
his work as a psychologist in private practice, and clearly needed to draw instead from his
own personal support system. The lack of support was made apparent in Harry’s
interactions with some members of the hospital and medical systems. Working as a sole
practitioner in private practice can, by its nature, potentially be an isolating experience.
This highlights the need for training bodies that offer ongoing professional development
to provide not only opportunities for practitioners to learn new techniques but also
opportunities for peer support and supervision. As I write, the focus of most of the
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professional development opportunities hosted by the Australian Psychological Society
(APS), and of the privately operated professional development businesses, is on the
acquisition of techniques with a view to gaining professional development points toward
eligibility for professional registration. Other than to provide the possibility of incidental
interactions with colleagues, these professional development events offer little
opportunity for case discussion, sharing of collective wisdom, or personal reflection.
This reflects the tendency of the public discourse of the profession to represent a
medicalised model of psychology, where the professional support that is offered to
psychologists is learning more techniques. This public discourse has left little space for
alternative voices.
One form of professional development which might be a model for any
professional field involving working with the effects of trauma, DID, and long-term
psychotherapy to consider, in order to address the isolation of the sole practitioner and
help enhance interdisciplinary relationships, is that of the Balint groups. Balint groups
were developed by psychoanalysts and physicians Edith and Michael Balint in the 1950s,
originally for general practitioners. They are small groups of interdisciplinary
practitioners who meet on a regular basis to discuss cases and explore the nature of the
therapeutic relationship. The Balints were sensitive to the gulf that often occurred
between specialists and generalists which they saw as a serious problem in mental health
care, and they encouraged respect for the different perspectives and skills of professionals
from different backgrounds. Although the groups have a leader, there is no theme, and
they do not teach specific treatment modalities (Lee & Kealy, 2014; Lustig, 2016).
Instead, participants are encouraged to tell the story of the case, without notes, as it comes
to them, or as Balint (2000/1957) put it with the “courage of one’s own stupidity” (p.
305), in a safe, supportive and non-judgemental environment. The group is encouraged to
imagine and speculate, without any need to be right, or to advise, judge, or find solutions.
The Balint groups aim to help practitioners of all backgrounds to become more conscious
and skilful in understanding what is happening between themselves and their clients. Lee
and Kealy (2014) described how the focus is not on knowledge being passed from
specialist to generalist but on building the capacity of individuals for emotional
receptivity and inner capacity to be present with “complex and nuanced emotional
phenomena” (p. 470), which in turn increases the resources available to the wider
community. Luban-Plozza (1995) made the point that Balint groups have the potential to
make
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a note-worthy contribution towards a broader understanding of the complex
relationships involved in health and towards the adoption of a more human and
holistic approach in treatment and prevention (p. 258)
Although Balint groups are a part of training in medicine, general practice and
psychiatry in Europe, USA, Israel and China, they are not widely used in Australia
(Lustig, 2016). There is not a large body of research on Balint groups, and much of the
research available has discussed their utility in training medical students (e.g., O’Neil,
Foster, & Gilbert-Obrat, 2016), although there are some encouraging examples of articles
that have described interdisciplinary groups that have included psychologists (e.g., Lee &
Kealy, 2014), and even occur in an Australian setting (Leggett, 2012). In Melbourne, the
groups that are available (I counted three in Melbourne on The Balint Society of Australia
and New Zealand website) are run privately, although some are hosted by the Mental
Health Practitioners Network in Australia. Lustig (2016) suggested that Balint groups
have not been popular, particularly in Australia, because they are time consuming and the
benefits for participants do take time to develop and are not easily measured: thus the
groups run against the current zeitgeist for brief solution focused education. Perhaps more
interesting is Lustig’s idea that the culture of medicine, and I would add psychology, is
one where professionals are increasingly unwilling as a profession to participate in
activities that challenge their sense of omnipotence and so increasingly seek to avoid
experiences of self-disclosure, uncertainty and not knowing all of the answers.
Personal Reflections
There was a moment a couple of weeks ago when for the first time I could
actually see that I might finish this thesis. However rather than experiencing the sense of
joy and satisfaction I had always imagined I would feel, I was hit completely unawares,
striking me as though from behind, by unexpected feelings of loss, sadness and grief. In
fact, there are tears in my eyes as I write this last section, and it has taken me a little while
to be able both to think about and disentangle my reaction.
I am going to miss Harry. While I was writing this thesis, I have worked as a sole
practitioner with a number of clients who have challenged me to my very core and caused
me to question everything I thought I understood about myself and about what works in
psychotherapy. Both Buechler (1998) and Orange (2016) have suggested that one way for
therapists to deal with the loneliness and the inevitable blows and failings of being a
therapist is to draw on what Buechler called an “internal chorus” (p. 111). Buechler
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writes: “The internal chorus we bring into our office every day must be of comfort, and
must be sufficiently stimulating, to encourage the creative use of aloneness” (p. 111).
I hardly need to say that it has not been randomised control studies that have been
a part of my internal chorus, but instead, it has been Harry and his predecessors who have
written about their experiences who have helped me to trust my own sense of the value of
the work and to keep trying. Harry’s creativity, spontaneity, candour, his trust in his own
voice, and subsequent trust in the voices of others, and ultimately his enormous courage
to reveal himself and to be open to the presence and possible scrutiny of his work with
Maggie, through his gift of his case notes to me and the wider audience who will read this
thesis, has given me the courage I have needed to continue in my work as a therapist. In
allowing these case notes to be made public in this way, I experience this also as the
courageous gift of Maggie primarily, and also Cam and Dawn. In this thesis many times
Harry has showed me and us his way of being, which I believe is at the heart of the work.
Although I will, of course, have Harry as a part of my internal chorus always, I am going
to miss my daily dialogues with him, even if they have existed only in an imagined sense.
Harry is part now of my internal chorus and has been part of my own development
as a therapist. The idea that the maturation of a therapist has similar requirements to that
of the developing child has been noted by a number of authors, and I think that idea is
relevant here. I think it certainly does take more than one therapist to make another
therapist, and in this sense, Harry has been a psychotherapeutic parent, and his voice has
played a role in the development in my own identity as a therapist. Nevertheless, Harry’s
approach to psychotherapy is vastly different from my own, and perhaps during the
course of writing this thesis, rather than having simply internalised his voice, I find that I
have been helped to find my own authentic voice. This is of course what Harry would
want.
On a final note, Harry has now read the thesis and has told me he felt understood.
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Appendices
Therapist Invitation to Participate and Project Information Sheet
Project Title
A therapist’s journey: Work with a client with a fractured sense of self.
Details of Researchers
Senior Supervisor: Dr Lawrie Moloney, Head, School of Public Health, Department of
Counselling and Psychological Health, La Trobe University.
Researcher: Madeleine Brett, PhD Student, School of Public Health, Department of
Counselling and Psychological Health, La Trobe University. The research is a
requirement for the degree of Doctor of Philosophy. The project is being supervised by
Dr Lawrie Moloney.
Invitation to participate
You are invited to take part in this research project. Participation in the research is
completely voluntary, and you are free to withdraw from the study at any time. There will
be no adverse consequences or penalties if you chose to withdraw prematurely from the
research, and it is important that you feel free to do so.
Aims of the project
The primary aim and focus of this study is to explore the journals that you, the therapist
have used to record and describe your impressions of the therapeutic process and
management of a single client over a sixteen year period.
As you are aware, the client who has participated in the therapeutic process, has displayed
thoughts and behaviours that are consistent with a diagnosis of Dissociative Identity
Disorder (DID). Hence a secondary aim of the study is to explore the specific issues that a
client with this diagnosis might evoke in the therapeutic process.
Procedures
If you agree to participate in the project, you will be asked to share your journals with
Madeleine Brett and Dr Moloney, and you will be asked to take part in a series of
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informal interviews. During these interviews, which are anticipated to last approximately
one hour, the researcher will give you the opportunity to talk about your experience of
your work with the client. In subsequent interviews, the researcher will suggest themes
that may have arisen from her own reading of the journals, in conjunction with
information gathered during earlier interviews with you, in order to clarify, and elicit
further information about the experiences you have referred to in your work with the
client.
Confidentiality
Both your journals, and the information you give in the interviews will be confidential,
with only the researchers, Madeleine Brett and Dr Moloney having access to them in their
original form. The interviews will be tape-recorded and transcribed onto the computer.
Any identifying information will be changed to ensure your confidentiality. All
audiotapes and any information obtained will be kept by the researcher in a locked filing
cabinet. Any data stored on the researcher’s computer will be secured by a password.
Upon completion of the study, the de-identified data will be kept in locked storage at La
Trobe University for 5 years. Any identifying data will be destroyed.
The results of the project will appear in a thesis written by Madeleine Brett, and may also
be used for journal publications or presentations in conferences. At no time will it be
possible to identify you in any of these reports. Results of the study will be available to
you on request.

Possible risks and benefits to you
It is not anticipated that sharing your journals with Madeleine Brett or Dr Moloney, or
participating in the interviews will cause you any distress. Rather, it is the intention of the
study to offer you the space to reflect on your thoughts and feelings regarding your work
with this client, and to give you the opportunity to share your experience with other
therapists, which might in turn assist them to alleviate some of the distress experienced by
their own clients. However should you feel at any time that participating in the study is
causing you any emotional discomfort, it is important that you feel free to discuss your
concerns with Dr Moloney who is a psychologist.
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Questions regarding the project
Any questions regarding the project may be directed to the Senior Supervisor, Dr Lawrie
Moloney, Head, School of Public Health, Department of Counselling and Psychological
Health, La Trobe University, on ph: 9479 2578.
Should you have any complaints or queries that the researcher has not been able to
answer to you satisfaction, you may contact the Secretary, Faculty Human Ethics
Committee, Faculty of Health Sciences, La Trobe University, Victoria, 3086, ph: 9479
3573, e-mail: n.humphries@latrobe.edu.au.
Thank you for your time and cooperation

Yours sincerely

Madeleine Brett

Dr Lawrie Moloney

Researcher

Senior Supervisor
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Client Invitation to Participate and Project Information Sheet
Project Title
A therapist’s journey: Work with a client with a fractured sense of self.
Details of Researchers
Senior Supervisor: Dr Lawrie Moloney, Head, School of Public Health, Department of
Counselling and Psychological Health, La Trobe University.
Researcher: Madeleine Brett, PhD Student, School of Public Health, Department of
Counselling and Psychological Health, La Trobe University. The research is a
requirement for the degree of Doctor of Philosophy. The project is being supervised by
Dr Lawrie Moloney.
Dear Madam,
I am a PhD. student at the School of Public Health, Department of Counselling and
Psychological Health, at La Trobe University. As you are aware, your psychologist,
[Psychologist’s name], has kept notes that record his thoughts and feelings about the
psychotherapeutic work that you and he have done together for several years. I
understand that he has shared these notes with you during the time that you have worked
together, and that you are aware of their content. [Psychologist’s name] has suggested
that the material contained in his notes, might make the basis for research aimed at
developing more effective treatments that may help to alleviate some of the suffering and
difficulties you and others may have experienced.
I would like to ask for your permission to have access to [Psychologist’s name]’ notes
regarding the work you have done together. The main aim of my research will be to
explore [Psychologist’s name]’ experience of working with a single client over a sixteen
year period. A secondary aim of the study will be to look at some of the issues that a
client with your particular experiences, might raise for psychotherapists.
It is hoped that the results of the project will appear in a thesis written by Madeleine
Brett, and may possibly be used for journal publications or presentations in conferences.
At no time will it be possible to identify you in any of these reports.
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In order to ensure that you can in no way be identified, [Psychologist’s name] has
suggested that he will remove any information that could be used to identify either
yourself, or any of your family members, acquaintances or relevant locations.
[Psychologist’s name] has also suggested that in the interests of maintaining a respectful
process of obtaining your permission for the notes to be used, that you be asked what
names you would consider to be appropriate pseudonyms.
If you grant permission for me to access [Psychologist’s name]’ notes, I would also like
to interview [Psychologist’s name removed] in order that I can be very clear about what
he has tried to express in the notes. Both [Psychologist’s name] notes, and the information
he gives in the interviews will be confidential, with only the researchers, Madeleine Brett
and Dr Moloney having access to them in their original form. The interviews will be taperecorded and transcribed onto a computer. Any identifying information will be changed to
ensure your anonymity. All audiotapes and any information obtained will be kept by the
researcher in a locked filing cabinet. Any data stored on the researcher’s computer will be
secured by a password. Upon completion of the study, the de-identified data will be kept
in locked storage at La Trobe University for 7 years. Any identifying data will be
destroyed.
My request for your permission to view [Psychologist’s name] notes is of course
completely voluntary, and you are free to withdraw your permission for the study to
continue at any time. There will be no adverse consequences or penalties if you chose to
withdraw your permission prematurely from the research, and it is important that you feel
free to do so.
Any questions regarding the project may be directed to the Senior Supervisor, Dr Lawrie
Moloney, Head, School of Public Health, Department of Counselling and Psychological
Health, La Trobe University, on (ph: 9479 2578).
Should you have any complaints or queries that the researcher has not been able to
answer to your satisfaction, you may contact the Secretary, Faculty Human Ethics
Committee, Faculty of Health Sciences, La Trobe University, Victoria, 3086, (ph: 9479
3573), e-mail: (n.humphries@latrobe.edu.au).
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Therapist Consent Form
Project Title: A therapist’s journey: Work with a client with a fractured sense of self.

I………………………………………(the participant) have read and understood the
participant information and consent form, and any questions I have asked have been
answered to my satisfaction. I agree to provide the researcher and supervisor with access
to my journal records and to participate in interviews to further explore my experience as
a therapist. I understand the interviews will be audio-taped and transcribed. I also
understand that a third person, or external consultant, may be asked to confirm the
validity of the researcher’s interpretations of the data, and that this external consultant
will be required to sign a confidentiality agreement to ensure both my, and my client’s
confidentiality. I agree to participate in the project, realising that I may withdraw at any
time. I agree that research data provided by me or with my permission during the project
may be included in a thesis, presented at conferences and published in journals on the
condition that neither my name nor any other identifying information is used.

Name of Participant (block letters):…………………………………………………….
Signature:…………………………………………………………………………..Date
Name of Investigator (block letters):……………………………………………………
Signature:…………………………………………………………………………..Date
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Client Consent Form
Project Title: A therapist’s journey: Work with a client with a fractured sense of self.

I………………………………………(the participant) have read and understood the
participant information and consent form, and any questions I have asked have been
answered to my satisfaction. I agree to participate in the project, which involves me
granting permission for the researcher to have access to [Psychologist’s name]’s notes. I
realise that I may withdraw at any time. I agree that research data provided by me or with
my permission during the project may be included in a thesis, presented at conferences
and published in journals on the condition that neither my name nor any other identifying
information is used.

Name of Participant (block letters):…………………………………………………….
Signature:…………………………………………………………………………..Date
Name of Investigator (block letters):……………………………………………………
Signature:…………………………………………………………………………..Date
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